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Resolution No. None N/A

Report: N/A Date Submitted: July 2016

Submitted By:  Board of Trustees

Reference Committee:  N/A

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

REPORT 1 OF THE BOARD OF TRUSTEES TO THE HOUSE OF DELEGATES: ASSOCIATION
AFFAIRS AND RESOLUTIONS

Background: This is the first in a series of reports to be presented by the Board of Trustees to the
House of Delegates at the 157" Annual Meeting of the American Dental Association.

Appreciation to the Council on ADA Sessions and the 2016 Committee on Local Arrangements: The
American Dental Association is pleased to have its 157" Annual Meeting in Denver, Colorado.

The Council on ADA Sessions has created a meeting that lives up to the ADA’s reputation for delivering
an extraordinary education and exhibition experience. The Board of Trustees wishes to express its
sincere gratitude to the Council, and the exceptional leadership of Dr. James H. Van Sicklen, Jr., 2015-
2016 council chair and Dr. Sidney R. Tourial, continuing education chair. They have planned and
produced not only an innovative continuing education program, but an exhibition that allows dental
professionals to experience firsthand the latest in cutting edge dental materials, services and new
technologies.

Council Members. Dr. Jeffrey M. Cole (Board of Trustees liaison), Dr. Grace A. Curcuru, Dr. Henry F.
(Bud) Evans, Ill, Dr. Charles B. Foy, Jr., Dr. David J. Fulton, Jr. (2017 CAS chair-designate), Dr. Andrea
Janik (2016 NDC liaison), Dr. Raymond A. Jarvis (2018 NDC consultant), Mr. Kyle C. Kirk (2016 ASDA
liaison), Dr. Paul F. Kirkegaard, Dr. Gregory LaMorte, Dr. T. Harold Lancaster, Dr. Howard |.A. Lieb, Dr.
Calbert M.B. Lum, Dr. C. Roger Macias, Jr., Dr. Karyl C. Patten (2016 CE consultant), Dr. Stephen T.
Radack, lll, Dr. Andrea Richman, Dr. Karyn L. Stockwell (2017 Atlanta CLA general chair), Dr. Beatriz E.
Terry, Dr. Nanette C. Tertel, Dr. Nipa R. Thakkar (2017 NDC consultant), Dr. Douglas A. Wyckoff (2017
chair-designate, continuing education) are all to be recognized for their commendable achievement.

The Board also extends its sincere thanks for those chairpersons who so capably assisted Dr. Rhett L.
Murray, general chair of the 2016 Denver Committee on Local Arrangements:

Dr. Kevin Sessa, vice chair; Dr. William Pfeifer, program co-chair; Dr. Larry Weddle, program co-chair; Dr.
Jeane Schoemaker, operations co-chair and Dr. Terry Brewick, operations co-chair

Finally, the Board expresses tremendous appreciation to all of the volunteers on the Committee on Local
Arrangements for the assistance they provide to the Council in the operation of this annual meeting. The
Board recognizes and thanks the Colorado Dental Society and the Metropolitan Denver Dental Society for
their contributions to the success of the 2016 Denver Annual Meeting.

Without the wonderful assistance from these individuals and organizations, and their efforts working as a
team with the ADA, this annual meeting would not be possible.
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Election of Honorary Membership: In accordance with the Bylaws which empowers the Board of
Trustees to elect members of the Association, the following individuals have been elected to Honorary
Membership:

Jens O. Andreasen, D.D.S., Odont. Dr. H.C.
Ms. Grace L. DeShaw-Wilner, CAE
Dr. Mitsuo Okubo

These individuals in various ways have made outstanding contributions to the advancement of the art and
science of dentistry or contributions above and beyond expectation to the profession. The Board offers its
sincerest congratulations to newest honorary members.

Distinguished Service Award: Established in 1970, the Distinguished Service Award is the highest
honor conferred by the Association’s Board of Trustees. Each year the Board may select one recipient
for the Award. The Board is pleased to announce that the recipient of the 2016 Distinguished Service
Award is Dr. Peter E. Dawson.

Peter E. Dawson, D.D.S: Dr. Peter E. Dawson is director of the Dawson Center for Advanced
Dental Study, amultidisciplinary center for postgraduate education and clinical research in St.
Petersburg, Florida. He also is a member of the advisory faculty of the L.D. Pankey Institute. He
also serves as a consultant to the International Journal of Periodontics and Restorative Dentistry.

A graduate of Emory University School of Dentistry, Dr. Dawson is a Fellow of the American
College of Dentistry and of the International College of Dentistry. He is past president of the
American Academy of Restorative Dentistry, the American Academy of Esthetic Dentistry, and the
American Equilibration Society. He has served as a professional lecturer at Georgetown
University School of Dentistry and a visiting professor at Emory University School of Postgraduate
Dentistry.

Among his many awards are The Achievement and Humanitarian Award for service to mankind
through excellence in restorative dentistry (New Orleans Dental Conference); the Thomas P.
Hinman Distinguished Service Medal; and the Dean’s Award for Special Achievement and the
Distinguished Alumni Award (Emory University School of Dentistry).

Dr. Dawson is considered to be one of the most influential clinicians and teachers in the history of
dentistry. He authored the bestselling dental text, Evaluation, Diagnosis and Treatment of
Occlusal Problems, which is published in 13 languages. His latest book is entitled Functional
Occlusion: From TMJ to Smile Design. He is the founder of the “Concept of Complete Dentistry
Seminar Series (SM)” as well as The Dawson Academy. In addition to the numerous awards and
special recognitions, Dr. Dawson lectures nationally and internationally.

Retiring Officers and Trustees: The Board of Trustees wishes to express its gratitude to the following
officers and trustees for services rendered to the Association during their tenure on the Board: Dr.
Thomas W. Gamba, vice president; Dr. Mark R. Zust, trustee, Sixth District; Dr. Joseph P. Crowley,
trustee, Seventh District; Dr. James K. Zenk, trustee, Tenth District; Dr. Julian Hal Fair, 1ll, trustee,
Sixteenth District; and Dr. Terry L. Buckenheimer, trustee, Seventeenth District.
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Appreciation to Employees: The Board of Trustees is pleased to bring to the attention of the House of
Delegates 62 members of the Association staff for their years of service.

Sixty Years: Rafael Bowen, ADA Foundation
Forty Years: Tomisena Cole, Administrative Services

Thirty-Five Years: Jessie Elie, Science Institute; Tyree Haden, Finance and Operations; Judith Jakush,
Publishing

Thirty Years: Michelle Boyd, Publishing; Rachel Rebeles, Finance and Operations; Esperanza
Gonzalez, Education and Professional Affairs; My Tran, Finance and Operations; Thomas Wall, Health
Policy Institute

Twenty-Five Years: Marcia McKinney, Education and Professional Affairs; Thomas Spangler,
Government and Public Affairs

Twenty Years: April Kates-Ellison, Member and Client Services; Catherine Horan, Education and
Professional Affairs; GraceAnn Pastorelli, Practice Institute; Beth Pawlowski, Informational Technology;
Drago Skrtic, ADA Foundation

Fifteen Years: Cesar Barradas, Conferences and Continuing Education; Paul Bralower, Practice
Institute; Nicole Catral, ADA Foundation; Shelia McDonnell, Information Technology; Spiro Megremis,
Science Institute; Rosemary Monehen, Education and Professional Affairs; Cheryl Mezydlo, Member
and Client Services; Michael Tiefenthaler, Information Technology; Matthew Warren, Member and Client
Services; Jennifer Wolfram, Information Technology

Ten Years: Lisa Brazier, Member and Client Services; Kathleen Dennis, Conferences and Continuing
Education; Jennifer Fisher, Government and Public Affairs; Jennifer Garvin, Publishing; Kristi Gingrich,
Member and Client Services; Kathleen Hinshaw, Education and Professional Affairs; Janice Kupiec,
Government and Public Affairs; Michael Kendall, Legal; Tanya Kinsman, Conferences and Continuing
Education; Tammie Lollis, Education and Professional Affairs; Steven Mayerhofer, Information
Technology; Christopher Mitchell, Member and Client Services; David Preble, Practice Institute; Kathryn
Pulkrabek, Publishing; James Willey, Practice Institute

Five Years: Marcia Cebula, Marketing and Communications; Sharon Clough, Government and Public
Affairs; Annie Driscoll, Education and Professional Affairs; Cynthia Fronczak, ADA Foundation; David
Halpin, Science Institute; Marjorie Hooper, Education and Professional Affairs; Kelly Hourihan,
Conferences and Continuing Education; Sabrina King, Human Resources; Debbie Labinger, Publishing;
Janine MacLachlan, Marketing and Communications; Geralyn Novotny, Science Institute; Radina Pugh,
Finance and Operations; Parinaz Safavi, Information Technology; Nicholas Salerno, Education and
Professional Affairs; Elizabeth Shapiro, Practice Institute; Marko Vujicic, Health Policy Institute; David
Waldschmidt, Education and Professional Affairs; Molly Witges, Conferences and Continuing Education;
Gene Wurth, ADA Foundation; Robert Zinn, Finance and Operations

Retiring Council and Commission Members: The Board of Trustees wishes to acknowledge with
appreciation the service of the following council and commission members.

ACCESS, PREVENTION AND ADA SESSIONS
INTERPROFESSIONAL RELATIONS Grace A. Curcuru, Michigan

Yasmi O. Crystal, New Jersey T. Harold Lancaster, North Carolina
G. Lewis Mitchell, Jr., Alabama Calbert M.B. Lum, Hawaii

Cesar R. Sabates, Florida Sidney R. Tourial, Georgia

Cheryl D. Watson-Lowry, lllinois James H. Van Sicklen, Jr., California

Mary Ellen Wynn, Ohio
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COMMUNICATIONS

Joshua A. Austin, Texas

Ralph L. Howell, Jr., Virginia
Robert J. Manzanares, New Mexico
John H. Paul, Florida

Ruchi K. Sahota, California

CONTINUING EDUCATION PROVIDER
RECOGNITION
Eugene J. McGuire, Pennsylvania

DENTAL ACCREDITATION
Richard B. Kahn, New Jersey

DENTAL BENEFIT PROGRAMS
Thomas V. Brady, Connecticut
Daniel B. Krantz, New Jersey
David R. Larson, Pennsylvania
Sammy B. Pak, Washington
Robert W. Rives, Mississippi

DENTAL EDUCATION AND LICENSURE
L. Stanley Brysh, Wisconsin
Steven J. Holm, Indiana

DENTAL PRACTICE

Gregory J. Bengtson, Idaho
Andrew B. Brown, Florida

Jean L. Creasey, California

Todd W. Marshall, Minnesota

J. Christopher Smith, West Virginia

ETHICS, BYLAWS AND JUDICIAL AFFAIRS
Douglas A. Auld, Oklahoma

George J. Muller, Il, South Dakota

Thomas E. Raimann, Wisconsin

A. Roddy Scarbrough, Mississippi

William M. Walton, Texas

Page 1003
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GOVERNMENT AFFAIRS

John F. Harrington, Jr., Georgia

J. Barry Howell, Illinois

Richard A. Huot, Florida

Frederick J. Jaeger, Wisconsin
Raymond K. Martin, Massachusetts

MEMBERS INSURANCE AND RETIREMENT
PROGRAMS

Frank C. Barnashuk, New York

Patrick M. Grogan, Washington D.C.

David E. Houten, Washington

Paul R. Miller, Florida

Eric L. Shirley, Pennsylvania

MEMBERSHIP

Alejandro M. Aguirre, Minnesota

William L. Ingram, Alabama

Nicole Stachewicz Johnson, Pennsylvania
Gregory J. Pohl, Ohio

K. Drew Wilson, New Hampshire

NEW DENTIST

Eric T. Childs, Wisconsin
Christopher M. Hasty, Georgia
Rachel Hymes, Tennessee
Andrea K. Janik, Texas

Ryan L. Ritchie, Minnesota

SCIENTIFIC AFFAIRS

Elliot Abt, Illinois

Robert G. Hale, California
Douglas A. Young, California
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ADA Institute for Diversity in Leadership

Program Aims: The 2002 ADA House of Delegates approved the ADA Board'’s proposal for an ADA
leadership institute designed for:

e Building lifetime relationships with minority dentists;

e Mentoring promising leaders with potential to impact diverse communities; and

e Strengthening alliances with stakeholder institutions, including dental leaders, industry, public and
governmental communities of interest.

Leadership Development: During their year-long program, Institute participants have faculty seminars
at ADA Headquatrters, conference calls with faculty and advisors, and guided experience with individual
leadership projects for their dental societies or other community organizations. Faculty are from
Northwestern University’s Kellogg School of Management and Duke University’s Fugua School of
Business. (The Kellogg School is not connected with the W.K. Kellogg Foundation.) ADA Leadership
Institute videos on ADA CE Online are also a resource. An ADA Connect forum also serves the Institute
community.

Enrollment: Since 2003, the program has admitted 176 dentists (including one dentist sponsored by the
Asociacion Dental Mexicana). In 2016, the ADA Board of Trustees admitted the following new class as
recommended by the Board’s Diversity and Inclusion Committee from a competitive field of applicants:

Alamwala, Mandeep, Washington

Kim, Mina C, New York

Mazariegos, Stephanie, Florida

Smith, Carmen, Texas

Brown, Carolyn, South Carolina
Kennedy, Erinne, Maryland

Pendurkar, Shakalpi, California

Aguirre, Luz Marina, New York

Brandon Abbatangelo, Tina, Nevada
Pothier, Rosa, Idaho

Ballentine Norris, Rhoda-LeAnn, Georgia
Watts, Yokeca, Alabama

Aguilos, Michelle, Texas

Patel, Sneha, Oklahoma

Fukuoka, Brooke, Idaho

Fennell Dempsey, Renee, Pennsylvania

Sponsorship: The ADA Institute for Diversity in Leadership is made possible through the generous
support of Henry Schein, Inc. and Procter & Gamble.

Alumni Paths: Institute alumni have gone on to serve as volunteer leaders at the local, state and
national levels.

e Atthe national level, service has included:
o ADA Second Vice President, the ADA Strategic Planning Committee, Council on
Membership, New Dentist Committee, Board of Trustees Standing Committee on
Diversity and Inclusion, ADA House of Delegates, and ADA Success Program speakers.
o Officers and leaders at the national levels of the Society of American Indian Dentists,
National Dental Association, Hispanic Dental Association, and American Association of
Women Dentists.
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e With a variety of state and local dental societies, Institute alumni have served as council
members and chairs, as board members, and as House delegates at the state level. In the
Institute’s 2016 alumni survey, alumni volunteered to share expertise with dental societies on a
wide range of topics in strategic planning, membership development, continuing education,
mentoring for students and new dentists, government affairs, access, prevention, and dentists’
collaborating with physicians and nurses.

e In 2016, ten alumni took part in the ADA Washington Leadership Conference.

e Over the past several years, alumni have mobilized a growing number dentists from across the
country for annual events to serve U.S. military veterans.

e Alumni have also served on boards of community organizations.

e Inthe 2016 alumni survey, 98% reported their Institute experience as valuable or very valuable in
their association work, with four-out-of-five reporting very valuable.

Response to 2015 Resolutions

Seating of Constituent and Component Society Executive Directors in the Alternate Delegate
Section of the American Dental Association House of Delegates: In response to Resolution 48H-
2015 the Association has implemented this resolution by extending additional passes through the districts
for distribution to component executive directors/secretaries. Given finite floor capacity, five additional
passes are being offered automatically and districts needing more are asked to make that request
through the ADA executive offices. It is expected that additional passes will be available to satisfy those
requests.

48H-2015. Resolved, that the Association provide component executive directors / secretaries
seats in the House alternate delegate section as space is available, and be it further

Resolved, that the Association consider expanding the number of seats for component executive
directors / secretaries in light of floor capacity, if necessary.

BOARD RECOMMENDATON: Vote Yes to Transmit.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution No.  15-17 New

Report: Credentials, Rules and Order Date Submitted: July 2016

Submitted By:  Standing Committee on Credentials, Rules and Order

Reference Committee:  N/A

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE

ADA Strategic Plan Objective: None

How does this resolution increase member value: Not Applicable

REPORT OF THE STANDING COMMITTEE ON CREDENTIALS, RULES AND ORDER

Background: The Standing Committee on Credentials, Rules and Order of the House of Delegates is
charged by the ADA Bylaws, Chapter V, HOUSE OF DELEGATES, Section 140Bb, with the following
duties:

b. Duties. It shall be the duty of the Committee (1) to record and report the roll call of the House of
Delegates at each meeting; (2) to conduct a hearing on any contest regarding the certification of a
delegate or alternate delegate and to report its recommendations to the House of Delegates; (3) to
prepare a report, in consultation with the Speaker and Secretary of the House of Delegates, on
matters relating to the order of business and special rules of order; (4) to consider all matters referred
to it and report its recommendations to the House of Delegates.

In accordance with its duties, the Committee submits the following report.

Minutes of the 2015 Session of the House of Delegates: The minutes of the 2015 session of the
House of Delegates have been posted in the HOD Supplemental Information library on the House of
Delegates community of ADA Connect.

Questions or corrections regarding the minutes may be forwarded to Kyle Smith, manager, House of
Delegates at smithk@ada.org. The Committee presents the following resolution for House action.

15. Resolved, that the minutes of the 2015 session of the House of Delegate be approved.

Adoption of Agenda and Order of Agenda Items: In response to Resolution 98H-2015, which modifies
the House of Delegates schedule to eliminate the fourth meeting, the 2016 House of Delegates will
adjourn after the third meeting on Monday, October 24. The Committee has examined the agenda for the
meeting of the House of Delegates prepared by the Speaker and Secretary of the House. Accordingly,
the Committee recommends adopting the agenda as the official order of business for this session. The
Committee also recommends that the Speaker of the House be allowed to rearrange the order of the
agenda as deemed necessary to expedite the business of the House.

16. Resolved, that the agenda as presented in the 2016 Manual of the House of Delegates and
Supplemental Information be adopted as the official order of business for this session, and be it
further

Resolved, the Speaker is authorized to alter the order of the agenda as deemed necessary in order
to expedite the business of the House.


mailto:smithk@ada.org

N -

ok w

© 00

10

12

13
14

15
16
17
18
19
20

21
22
23
24

25
26
27
28

29
30
31

32
33

34
35
36
37
38
39
40

41
42
43

44
45

July 2016-H Page 1007
Board Report 1/Credentials, Rules and Order

To maintain a quorum, members of the House of Delegates should plan to stay in Denver until close of
business Monday, October 24, which could be later than 5:00 p.m.

Referrals of Reports and Resolutions: A standing rule of the House of Delegates directs that prior to
each session of the House, the Speaker shall prepare a list of recommended referrals to reference
committees with the list to be available at the opening meeting of the House and be subject to
amendment or approval on vote of the House of Delegates.

This preliminary list of referrals (circulated in the form of an All Inclusive General Index to the resolution
worksheets) will be provided with the second posting of resolution worksheets in late-September and
updated and posted again on Thursday, October 20. The Speaker will announce additional referrals
during the first meeting of the House of Delegates. A complete list of referrals by reference committee, in
the form of an agenda, will be available in the reference committee hearing rooms on Saturday morning,
October 22.

17. Resolved, that the list of referrals recommended by the Speaker of the House of Delegates be
approved.

The American Institute of Parliamentarians Standard Code of Parliamentary Procedure: In 2011,
the House of Delegates adopted Resolution 56H-2011 (Trans.2011:541) which identifies the current
edition of the American Institute of Parliamentarians Standard Code of Parliamentary Procedure (AIPSC)
as the document that governs the deliberations of the House of Delegates in all cases in which they are
applicable and not in conflict with the standing rules or the ADA Bylaws. This change took effect upon the
release of the current edition of the AIPSC Standard Code, which occurred in May 2012.

Annual Reports and Resolutions, Manual of the House of Delegates and Resolution Worksheets:
The publication, Annual Reports and Resolutions, 2016 will be posted in September on ADA Connect and
ADA.org and can be accessed through the following link: http://www.ada.org/en/member-
center/leadership-governance/historical-publications-paolicies.

In addition, the first set of resolution worksheets will be posted on ADA Connect and ADA.org by the end
of day, Friday, August 5. Per 74H-2012, effective in 2013, all materials of the House of Delegates are
provided in an electronic format only, with the exception of reference committee reports and agendas; no
paper copies of worksheets will be distributed.

The second set of resolution worksheets will become available shortly after the Board of Trustees’
September 25-27 session. The second set of resolution worksheets will be posted on ADA Connect and
ADA.org by end of day, Friday, September 30.

In advance of the 2016 session, members of the House of Delegates are advised to download to their
laptop or other electronic device copies of all pertinent meeting materials.

The Manual of the House of Delegates and Supplemental Information has been developed to
complement the resolution worksheets. This document incorporates the “Rules of the House of
Delegates” and all pertinent meeting information (i.e., House agendas, members of the Standing and
Reference Committees, reference committee hearing schedule, and schedule of the district caucuses).
Any modifications to the Manual and specifically the Standing Rules of the House of Delegates reflect
either actions of the previous House of Delegates, details regarding dates, times and locations of the
2016 meetings, or editorial corrections.

Supplement to Annual Reports and Resolutions is prepared primarily for historical purposes only since it
is a compilation of all the reports and resolutions presented to the House of Delegates. This publication
will be available online in the first quarter of 2017.

Reference Committees Hearings: The reference committees of the House of Delegates will hold
hearings on Saturday, October 22, in various rooms of the Hyatt Regency Denver. The list of reference


http://www.ada.org/en/member-center/leadership-governance/historical-publications-policies
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committee hearing rooms appears in the Manual of the House of Delegates and Supplemental
Information.

Saturday, October 22

7:00 a.m. to 9:00 a.m. Committee D (Legislative, Health, Governance and Related Matters)
8:00 a.m. to 10:00 a.m. Committee E (Membership and Related Matters)

9:00 a.m. to 11:00 a.m. Committee C (Dental Education, Science and Related Matters)
10:00 a.m. to 12 p.m. Committee B (Dental Benefits, Practice and Related Matters)

11:00 a.m. to 1:00 p.m. Committee A (Budget, Business and Administrative Matters)

Hearings may continue beyond the scheduled hours if everyone has not had an opportunity to be heard
or if the complete agenda has not been covered.

In accordance with the Manual of the House of Delegates, section “General Procedures for Reference
Committees,” any member of the Association, whether or not a member of the House of Delegates, is
privileged to attend and participate in the discussion during the reference committee hearings.
Nonmembers of the Association are also welcome to attend reference committee hearings provided they
identify themselves to the committee. Nonmembers of the Association may participate at hearings only at
the invitation of a majority of the reference committee. At reference committees, everyone
(individuals/members) will be obligated to disclose any personal or business relationship that they or their
immediate family may have with a company or individual doing business with the ADA, when such
company is being discussed, prior to speaking on an issue related to such a conflict of interest.

Association staff is available at hearings to provide information requested by members of reference
committees or through the Chair by those participating in the hearings.

Reports of Reference Committees: Printed copies of reference committee reports will be made
available to the chair of record of each delegation on Sunday, October 23. A sufficient number of copies
of each report will be provided for each delegation’s delegates, alternate delegates, secretary, executive
director, trustee and editor. Reference committee reports will also be posted on ADA Connect and will be
available early morning on October 23.

Delegates must bring their copies of reference committee reports to the meetings of the House of
Delegates since additional printed copies will be limited. However, if using an electronic version of the
reference committee report during the meetings of the House, it is imperative that the documents be
downloaded prior to the Monday, October 24 meeting. The Speaker would like to remind everyone that
this is a “paperless” House of Delegates, not necessarily a wireless House. Wi-Fi is available in the
House of Delegates as a convenience, and advance preparation is extremely important.

Nominations of Officers: The nominations of officers (president-elect and second vice president) will
take place at the first meeting of the House on Friday afternoon, October 21. Candidates for elective
office will be nominated from the floor of the House by a simple declaratory statement, which may be
followed by an acceptance speech not to exceed four minutes by the candidate. Seconding nominations
is not permitted.

No additional nominations will be accepted after the Friday afternoon meeting.

Nomination of Trustees: Nominations of members of the Board of Trustees from Districts 6, 7, 10, 16
and 17 will take place at the first meeting of the House. Prior to such nominations, the delegates from
each of the districts concerned must caucus for the purpose of determining their nominee or nominees in
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accordance with the provisions of Chapter VII, Section 40, of the Bylaws. A list of caucus meetings
appears in the Manual of the House of Delegates and Supplemental Information.

The results of the caucus must be reported to the Secretary of the House of Delegates no later than the
opening of the meeting on Friday. In the event of a contested trustee election, candidates for the office of
trustee shall be nominated from the floor of the House of Delegates by a simple declaratory statement,
which may be followed by an acceptance speech not to exceed four minutes by the candidates from the
podium. Seconding nominations is not permitted.

Nominations to Councils and Commissions: The Board of Trustees will present the list of its
nominations to councils and commissions in the second set of resolution worksheets posted in late-
September. Additional nominations of council and commission members may be made from the floor of
the House of Delegates only during the Friday afternoon meeting.

Voting Procedures in the House: The method of voting in the House of Delegates is usually
determined by the Speaker who may call for a voice vote, show of hands (voting cards), standing vote,
general consent, roll call of the delegations, electronic voting or such other means that the Speaker
deems appropriate. The House may also, by majority vote, determine for itself the method of voting that it
prefers.

Only votes cast by voting members of the House of Delegates either for or against a pending motion shall
be counted. Abstentions shall only be counted in determining if a quorum is present. If the result of a
vote is uncertain or if a division is called for, the Speaker may use the electronic voting method or may
call for a standing vote. If a standing vote is requested, non-voting members will be asked to leave the
delegate seating area. Once the area is clear of all non-voting members, the Speaker will request all
delegates in favor of the motion to stand. Beginning with the first row, each person counts off and sits
down, with the count running back and forth along the rows in a serpentine fashion. When all who voted
in the affirmative are seated, the same is done with the negative vote. The vote will be monitored by the
Standing Committee on Credentials, Rules and Order.

In accordance with the ADA Bylaws and the House Manual proxy voting is explicitly prohibited in the
House of Delegates. However, an alternate delegate may vote when substituted for a voting member in
accordance with procedures established by the Committee on Credentials, Rules and Order.

Election Procedures: Voting for the elective officers will be conducted in Colorado Convention Center,
Room 111, from 4:00 p.m. to 6:00 p.m. on Sunday, October 23. Members should bring their number 6
meeting card and vote early in order to avoid a delay at the voting machines. To expedite the check-in
and voting process on Sunday, October 23, it is strongly recommended that any delegation changes be
made no later than 2:00 p.m. on Sunday, October 23. Delegate registration hours for Sunday, October
23, at the Hyatt Regency Denver, are from 10:00 a.m. to 2:00 p.m.

The method of voting will be paper ballot. Paper ballots will be locked overnight in a secure location and
counted by the Committee on Credentials, Rules and Order the morning of Monday, October 24. Results
will be announced at the second meeting, Monday, October 24.

In the event a second balloting is necessary, the number 6 meeting card will be reused. The second
balloting will be conducted on Monday, October 24, at a time announced by the Speaker. Voting
machines/ballots will be used if a second ballot is needed.

The Standing Committee on Credentials, Rules and Order oversees the confirmation and reporting of
election results. The Committee will verify the number of votes received by each candidate prior to the
election results being placed in a sealed envelope and transmitted to the Secretary of the House. The
Secretary will review and forward the results to the Speaker for announcement. CRO members present
during the review of election results will remain in the voting area until the House is informed of the
election results. If there are any delays in reporting election results, the Committee chair will immediately
notify the Secretary of the delay.
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Standing Order of Business—Installation of New Officers and Trustees: The installation ceremony
for new officers and trustees will take place at the third meeting of the House of Delegates on Monday,
October 24, as the first item of business with the time to be specified by the Speaker of the House of
Delegates.

Introduction of New Business: The Committee calls attention to the Bylaws, Chapter V, Section
130(Ae) which provides that no new business shall be introduced into the House of Delegates less than
15 days prior to the opening of the annual session, unless submitted by a Trustee District. No new
business shall be introduced into the House of Delegates at the last meeting of a session except when
such new business is submitted by a Trustee District and is permitted to be introduced by a two-thirds
(2/3) affirmative vote of the delegates present and voting. The motion introducing such new business
shall not be debatable. Approval of such new business shall require a majority vote except new business
introduced at the last meeting of a session that would require a bylaw amendment cannot be adopted at
such last meeting. Reference committee recommendations shall not be deemed new business.

Resolutions of Reaffirmation/Commendation: The Committee calls attention to the House rule
governing resolutions of reaffirmation or commendation, which states that “Resolutions which (1) merely
reaffirm or restate existing Association policy, (2) commend or congratulate an individual or organization,
or (3) memorialize an individual shall not be introduced to the House of Delegates” (Trans.1977:958).

Explanation of Resolution Number System: Original resolutions are numbered consecutively
regardless of whether the source is a council, other Association agency, constituent society, delegate,
Board of Trustees or House reference committee. Revisions made by the Board, reference committee or
House are considered “amendments” to the original resolution. If amended by the Board, the suffix “B”
follows the original resolution number (Res. 24B); if amended by a reference committee, the suffix “RC”
follows (Res. 24RQC).

If a resolution is adopted by the House, the suffix “H” follows the resolution number (Res.24H). The “H”
always indicates that the resolution was adopted.

If a resolution is not adopted or it is referred by the House of Delegates, the resolution number remains
the same. For example:

Res. 78B is considered by the House and not adopted, the number remains the same: Res. 78B.

Res. 7RC is considered by the House and referred for study, the number remains the same: Res.
7RC.

If a Board (B) or reference committee (RC) resolution is a substitute for several original resolutions, the
Board’s recommended substitute or the reference committee’s recommended substitute uses the number
of the first resolution submitted and adds the proper suffix (B or RC). The report will clearly state that the
other resolution or resolutions have been considered and are included in the “B” or “RC” resolution. A
resolution submitted by an agency other than the Board or a reference committee as a substitute or
amendment retains the original resolution number followed by the suffix “S-1” (Res. 24S-1). If two
substitute resolutions are submitted for the same original resolution, the suffixes are “S-1” and “S-2” (Res.
24S-1, Res. 24S-2).

Note. If a substitute resolution is received too late to be introduced to the House of Delegates through a
reference committee report, the originator of the substitute resolution is responsible for calling it to the
Speaker’s attention when the original resolution is being discussed by the House of Delegates.

Dedicated Pro and Con Microphones: To help ensure a balanced opportunity for debate during all
House discussions, microphones 1, 3, and 5 will be identified for pro testimony and microphones 2, 4,
and 6 will be identified for con testimony throughout the session. To preserve the microphone queue for
debate on the main motions the Speaker has indicated that two microphones at the front of the room
labeled “A” and “B” will be used for debate on subsidiary motions. A third microphone will be placed front
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and center, labeled “P”, for parliamentary inquiries, points of order, points of information or to appeal a
ruling of the Chair. Microphone “P” may also be used for a question of privilege that has to do with the
convenience, comfort, rights, or privileges of a member or of the assembly that is urgent and must be
decided immediately. Offering to give information is debate and is not a point of information, and should
be given at one of the six microphones in the queue.

Recognition of Those Waiting to Speak: Microphones identified as pro/con will be used throughout the
session. When a member wishes to address the House, the individual should approach the appropriately
labeled microphone, secure the attention of the Speaker through the attendant at the microphone and
wait to speak until recognized by the Speaker. The member should then state his or her name, district,
and, for the benefit of the official reporter, the purpose of his or her comments (e.g., speaking for or
against a motion, presenting a new motion, etc.). If all members of the House follow this procedure, work
will be expedited and all who wish to be heard will be given an opportunity.

When an electronic vote is taken, the Speaker will allow sufficient time for members at the microphone to
return to their places before taking the vote. In the event debate continues on the same issue, the
Speaker will honor the microphone sequence prior to taking the electronic vote. Therefore, a member
who was at the microphone and did not have an opportunity to speak before that vote was called and who
wishes to continue debate on the same issue should return to the microphone where he or she was prior
to the electronic vote.

Access to Floor of House: Access to the floor of the House of Delegates is limited to officers and
members of the House of Delegates, the elective and appointive officers of the Association, the former
presidents, the members of the Board of Trustees, the chairs of the councils and commissions, the
secretaries and executive directors of constituent societies, the executive director and president of the
American Student Dental Association, an officially designated representative from each of the American
Hospital Association and American Medical Association and members of the Headquarters Office staff.
Council and commission chairs are responsible for requesting floor access for any non-delegate council
or commission member who desires to speak during debate on the report of the council or commission
consistent with the Bylaws and the Rules of the House of Delegates.

Alternate delegates, former officers and former trustees do not have the privilege of access to the
floor but will be seated in a special area reserved for them.

Admission to the House will not be granted without the display of the appropriate annual session badge.
Every delegate must also hand the appropriately numbered card to the attendant at the door for each
meeting so that the official attendance record may be maintained. Former officers and former trustees
will also be admitted to the section reserved for alternate delegates and upon request will receive access
to all reference committee reports available to delegates and alternates.

Secretaries and Executive Directors of Constituent Societies: In accordance with the standing rule of
the House, “The secretary and executive director of a constituent society may be seated with the
constituent society delegates on the floor of the House of Delegates even though they are not official
delegates.” Under the standing rules, it is not permissible to designate an “acting” secretary or executive
director of a constituent society so that he or she may be seated on the floor of the House, unless that
person is designated as “acting” secretary or executive director for the remaining portion of the annual
session.

Seating of Component Executive Directors in the Alternate Section of the House of Delegates: In
2015, the House of Delegates adopted Resolution 48H-2015 to provide component executive directors
and secretaries seating in the Alternate Delegate section. Based on seating capacity at the 2016 House
of Delegates, five passes have been allocated to each district caucus chair for distribution and use by
component executive directors. The passes will only be released to district caucus chairs and will be
available for pick-up at Delegate Registration beginning Thursday, October 20. Additional passes may be
obtained subject to availability.
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Replacement of Alternate Delegates for Delegates: Delegates wishing to substitute alternate
delegates from their delegation for themselves during a meeting of the House of Delegates must
complete the appropriate delegate-alternate substitution form. Delegates are required to sign the form
and surrender their admission cards for the meeting or meetings not attended before admission cards will
be issued to alternate delegates by the Committee on Credentials, Rules and Order. Substitution of
alternate delegates may be made during all three meetings of the House of Delegates. In order for a
complete and accurate attendance record for all meetings of the 2016 House of Delegates, submission of
these completed substitution forms is essential.

Temporary substitutions: For the purpose of allowing an alternate to replace a delegate for a specific
resolution or issue, the substitution forms do not have to be completed. And, again this year for these
temporary substitutions, the switch can take place at the staffed openings between the delegate and
alternate sections of the House. This will be in effect for the Second and Third meetings of the House.

Closed Session: A closed session is any meeting or portion of a meeting of the House of Delegates with
limited attendance in order to consider a highly confidential matter. A closed session may be held if
agreed upon by general consent of the House or by a majority of the delegates present at the meeting in
which the closed session would take place. In a closed session, attendance is limited to officers of the
House, delegates and alternates, and the elective and appointive officers, trustees and general counsel of
the Association. In consultation with the Secretary of the House, the Speaker may invite other persons
with an interest in the subject matter to remain during the closed session. In addition to senior staff, this
is likely to include members and staff of the council(s) or commission(s) involved with the matter under
discussion and executive directors of constituent societies and the American Student Dental Association.
No official action may be taken nor business conducted during a closed session.

Immediately after a closed session, the Speaker will inform delegates that they may present a motion to
request permission to review information which was discussed in the closed session, with the information
being discussed only with members present at the session. This provision is not applicable to an
attorney-client session.

Attorney-Client Session: An attorney-client session is a form of closed session during which an
attorney acting in a professional capacity provides legal advice, or a request is made of the attorney for
legal advice. During these sessions, the legal advice given by the attorney may be discussed at length,
and such discussion is “privileged.” The requests, advice, and any discussion of them are protected,
which means that opponents in litigation, media representatives, or others cannot legally compel their
disclosure. The purpose of the privilege is to encourage free and frank discussions between an attorney
and those seeking or receiving legal advice. The privilege can be lost (waived) if details about the
attorney-client session are revealed to third parties. Once the privilege has been waived, there is a
danger that all privileged communications on the issues covered in the attorney-client session, regardless
of when or where they took place, may become subject to disclosure. For attorney-client sessions, the
Speaker and Secretary shall consult with the General Counsel regarding attendance during the session.
No official action may be taken nor business conducted during an attorney-client session.

In accordance with the above information, all those participating in an attorney-client session shall refrain
from disclosing information about the discussion held during the attorney-client session. In certain cases,
a decision may be made to come out of the attorney-client session for purposes of conducting a non-
privileged discussion of the same or related subject matter. The difference will be that during the non-
privileged session there will be no discussion of any legal advice requested by attendees during the
attorney-client session or about any of the legal advice given by the legal counsel. It is such requests for
legal advice, legal advice given, and discussion of the legal advice during the attorney-client session that
are protected by the privilege and that shall not be disclosed or discussed outside of the attorney-client
session.
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Manual of the House of Delegates: Each member of the House of Delegates has access to the 2016
Manual of the House of Delegates through ADA Connect. The Manual contains the standing rules of the
House of Delegates and the pertinent provisions of the Bylaws.

Members of the House should familiarize themselves with the rules and procedures set forth in the
Manual so that work may proceed as rapidly as possible.

Distribution of Materials in the House of Delegates: The Committee calls attention to the procedures
to be followed for distributing materials in the House of Delegates: (1) no material may be distributed in
the House without obtaining permission from the Secretary of the House; (2) material to be distributed
must relate to subjects and activities that are proposed for House action or information; and (3) material
to be distributed on behalf of any member’s candidacy for office shall be limited to printed matter on paper
only and nothing else.

Media Representatives at Meetings of the House of Delegates: On occasion, representatives of the
press and other communications media may be in the visitors’ section of the House and in reference
committee hearings.

House of Delegates Information and Resource Office: An Information and Resource Office will be
open Thursday, October 20 through Sunday, October 23, and will be located in the Hyatt Regency
Denver, Centennial Foyer. This office will be open to delegates, alternates, constituent society officers
and staff. The office will be equipped with computers with printing capability, a copy machine, and
general information about the meetings of the House of Delegates and related activities. Everyone is
urged to use the Information and Resources Office when drafting resolutions or testimony.

Individuals having resolutions for submission to the House of Delegates will be directed to the
Headquarters Office where final resolution processing will occur.

Resolutions

(Resolution 15:Worksheet:1014)
(Resolution 16:Worksheet:1015)
(Resolution 17:Worksheet:1016)
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Resolution No. 15 New

Report: Credentials, Rules and Order Date Submitted: July 2016

Submitted By:  Standing Committee on Credentials, Rules and Order

Reference Committee: N/A

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE

ADA Strategic Plan Objective: None

How does this resolution increase member value: Not Applicable

MINUTES OF THE 2015 HOUSE OF DELEGATES

Background: The minutes of the 2015 session of the House of Delegates have been posted in the HOD
Supplemental Information library on the House of Delegates community of ADA Connect.

Questions or corrections regarding the minutes may be forwarded to Kyle Smith, manager, House of
Delegates at smithk@ada.org. The Committee presents the following resolution for House action.

Resolution

15. Resolved, that the minutes of the 2015 session of the House of Delegates be approved.
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Resolution No. 16 New

Report: Credentials, Rules and Order Date Submitted: July 2016

Submitted By:  Standing Committee on Credentials, Rules and Order

Reference Committee: N/A

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE

ADA Strategic Plan Objective: None

How does this resolution increase member value: Not Applicable

ADOPTION OF AGENDA AND ORDER OF AGENDA ITEMS

Background: In response to Resolution 98H-2015, which modifies the House of Delegates schedule to
eliminate the fourth meeting, the 2016 House of Delegates will adjourn after the third meeting on Monday,
October 24. The Committee has examined the agenda for the meeting of the House of Delegates
prepared by the Speaker and Secretary of the House. Accordingly, the Committee recommends adopting
the agenda as the official order of business for this session. The Committee also recommends that the
Speaker of the House be allowed to rearrange the order of the agenda as deemed necessary to expedite
the business of the House.

Resolution

16. Resolved, that the agenda as presented in the 2016 Manual of the House of Delegates and
Supplemental Information be adopted as the official order of business for this session, and be it
further

Resolved, the Speaker is authorized to alter the order of the agenda as deemed necessary in order
to expedite the business of the House.
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Resolution No. 17 New

Report: Credentials, Rules and Order Date Submitted: July 2016

Submitted By:  Standing Committee on Credentials, Rules and Order

Reference Committee: N/A

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE

ADA Strategic Plan Objective: None

How does this resolution increase member value: Not Applicable

REFERRALS OF REPORTS AND RESOLUTIONS

Background: A standing rule of the House of Delegates directs that prior to each session of the House,
the Speaker shall prepare a list of recommended referrals to reference committees with the list to be
available at the opening meeting of the House and be subject to amendment or approval on vote of the
House of Delegates.

This preliminary list of referrals (circulated in the form of an All Inclusive General Index to the resolution
worksheets) will be provided with the second posting of resolution worksheets in late-September and
updated and posted again on Thursday, October 20. The Speaker will announce additional referrals
during the first meeting of the House of Delegates. A complete list of referrals by reference committee, in
the form of an agenda, will be available in the reference committee hearing rooms on Saturday morning,
October 22.

Resolution

17. Resolved, that the list of referrals recommended by the Speaker of the House of Delegates be
approved.
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New

Report: N/A

Date Submitted: September 2016

Submitted By:  Board of Trustees

Reference Committee: N/A

Total Net Financial Implication: None

Net Dues Impact:

Amount One-time

ADA Strategic Plan Objective: None

Amount On-going FTE O

How does this resolution increase member value: Not Applicable

NOMINATIONS TO COUNCILS, COMMISSIONS AND THE NEW DENTIST COMMITTEE

Background: The Board of Trustees annually submits to the House of Delegates nominations for
membership to the councils, commissions and the New Dentist Committee. Based on the ADA Bylaws,
the nominees for ADA open positions on the Commission on Dental Accreditation and Council on
Scientific Affairs were selected by the Board from nominations open to all trustee districts. Additionally, in
accordance with a long-standing House directive, the Board is providing a brief narrative on each
nominee's qualifications (Appendix 1). The Bylaws, Chapter VI, Conflict of Interest, requires nominees for
Councils and Commissions to complete a conflict of interest statement and file such statement with the
Secretary of the House of Delegates to be made available to the delegates prior to election. Copies are
available upon request through the Office of The Executive Director.

ACCESS, PREVENTION AND
INTERPROFESSIONAL RELATIONS
Robert D. Bradberry, Georgia

Paul S. Casamassimo, Ohio

Mark J. Humenik, lllinois

Carmine J. LoMonaco, New Jersey
Richard A. Stevenson, Florida

ADA SESSIONS

J. Jerald Boseman, Utah

William H. Bragdon, South Carolina
David L. Rothman, California

Kevin M. Sloan, Michigan

Wayne T. Tadsen, Georgia

COMMUNICATIONS

Kerry K. Carney, California

Jeannette Pefia Hall, Florida

Frank P. luorno, Jr., Virginia

David James Manzanares, New Mexico
Sarah Tevis Poteet, Texas

CONTINUING EDUCATION PROVIDER
RECOGNITION
Bertram J. Hughes, Florida

DENTAL ACCREDITATION
Ralph C. Attanasi, Jr., Florida, ad interim
Christopher M. Hasty, Georgia*

DENTAL BENEFIT PROGRAMS
Thomas R. a’'Becket, Maryland

Paul Calitri, Rhode Island

Kenneth L. Chung, Oregon

James W. Hollingsworth, Mississippi
Cynthia Olenwine, Pennsylvania

DENTAL EDUCATION AND LICENSURE
David F. Boden, Florida
Rekha C. Gehani, New York

DENTAL PRACTICE

Nima Aflatooni, California

Linda J. Edgar, Washington
Rudolph T. Liddell, Florida
Michael D. Medovic, West Virginia
Douglas S. Wolff, Minnesota
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ETHICS, BYLAWS AND JUDICIAL AFFAIRS
Larry F. Browder, Alabama

Donald F. Cohen, Texas

Seth W. Griffin, Michigan

Michael A. Kurkowski, Minnesota

Kristi M. Soileau, Louisiana

GOVERNMENT AFFAIRS
Deborah S. Bishop, Alabama
Mark B. Desrosiers, Connecticut
Phillip J. Fijal, lllinois

Rhonda M. Hennessy, Michigan
Zacharias J. Kalarickal, Florida

MEMBERS INSURANCE AND RETIREMENT
PROGRAMS

Jon J. Johnston, Pennsylvania

Scott H. Kido, Idaho

Paul T. Olenyn, Virginia, ad interim

Frederic C. Sterritt, New Jersey

Christopher M. Tota, New York

Cecil White, Jr., Florida
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MEMBERSHIP

Pia Chatterjee Kirk, Mississippi

I. Jay Freedman, Pennsylvania
Mary Jane Hanlon, Massachusetts
Mark |. Kampfe, South Dakota
Danielle M. Riordan, Missouri

NEW DENTIST

Colleen Greene, Wisconsin

Britany F. Matin, Alabama

Emily A. Mattingly, Missouri

Tricia S. Quartey, New York, ad interim
Adam C. Shisler, Texas

Sara E. Stuefen, lowa

SCIENTIFIC AFFAIRS
Margherita R. Fontana, Michigan
Maria L. Geisinger, Alabama
Steven R. Jefferies, Pennsylvania
Martha Ann Keels, North Carolina

*In response to resolution 76H-2010, CODA requested that, beginning in 2012, new Commissioner appointees be identified one

year in advance of their term of service in CODA activities.

Resolution

18. Resolved, that the nominees for membership on ADA councils, commissions and the New
Dentist Committee submitted by the Board of Trustees in accordance with Chapter VII, Section

100(H) of the Bylaws be elected.
BOARD RECOMMENDATION: Vote Yes.
BOARD VOTE: UNANIMOUS
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APPENDIX 1

STATEMENT OF QUALIFICATIONS OF NOMINEES TO COUNCILS AND COMMISSIONS
ACCESS, PREVENTION AND INTERPROFESSIONAL RELATIONS

Bradberry, Robert D., Georgia, 2020. Dr. Robert Bradberry is a board certified pediatric dentist who has
practiced in both public and private settings. He practiced in Georgia state county health centers for
several years where he came to know the issues of public health first hand. He has a thriving pediatric
practice in Marietta, Georgia, where he also serves less fortunate patients who have needs through the
Cobb Assistance Program and through many community settings including Good Samaritan and others.
Dr. Bradberry understands the many issues facing the provision of oral health care in both settings and is
an avid advocate for patients.

Dr. Bradberry has promoted oral health care for several years in his community through the schools,
daycare centers and through legislative lobbying. Also, he desires to pass what he knows onto the next
generation, so he drives three hours each way to the state dental school as an unpaid volunteer to
encourage the involvement of new dentists. Active with pediatricians in promoting oral health, active in
the state and district dental association, he has served as president of his district and has served on
several committee’s including budget, strategic planning, long range planning and public relations. Dr.
Bradberry has also served as editor of the state journal, president of Georgia Academy of Pediatric
Dentistry, Southeast Society Pediatric Dentistry Board of Directors, to name a few. He was most recently
elected vice president of the Georgia Dental Association. So he has worked on many occasions to build
consensus among leaders in various groups. He has also been a member of the 5th district delegation, a
delegate to the ADA and understand how to bring cohesion. Always working to move forward with the
patient’s interest, first and foremost.

Due to his many experiences Dr. Bradberry will bring a good work ethic, breadth of knowledge on oral
health issues, willingness to learn more, good ability to work with others and will do well on the Council.

Casamassimo, Paul S., Ohio, 2020. Dr. Paul Casamassimo is board-certified in pediatric dentistry, is a
professor of pediatric dentistry at The Ohio State University College of Dentistry, and practices as a
hospitalist at Nationwide Children's Hospital in Columbus, Ohio, where he served as president of the
medical staff in 1999.

Dr. Casamassimo is a visionary leader in the field of pediatric dentistry and a powerful champion for
expanding access to care and awareness of the importance of children's oral health care in Ohio. He has
made significant contributions to the dental profession and the specialty of pediatric dentistry through
clinical practice, academics, policy development, and extensive volunteer leadership service to the dental
profession and the specialty of pediatric dentistry.

He devotes extensive volunteer time providing oral care to kids through community outreach programs,
as well as advocating policies, guidelines and programs that promote optimal oral health care for infants
and children through adolescence, including those with special health care needs.

Dr. Casamassimo has authored or edited over 350 publications, including three books, 39 book chapters,
and eight monographs in the areas of pediatric dentistry, care of children with special health care needs,
and dental education.

He is a past president of the Ohio Dental Association, American Academy of Pediatric Dentistry, and
Academy of Dentistry for the Handicapped.

With over 40 years serving our profession as an authority on access to care issues, oral health prevention
and interprofessional relations, he is uniquely qualified to serve the needs of organized dentistry and the
dental profession.
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Humenik, Mark J., lllinois, 2020. Dr. Mark Humenik is a graduate of the University of lllinois, College of
Dentistry where he received his D.D.S. degree in 1988. Dr. Humenik is a full-time general practitioner in
Northbrook, Illinois, and has served as president of the North Suburban Branch of the Chicago Dental
Society, and as a trustee of the lllinois State Dental Society from 2007 to 2010. He has participated in
many national and international humanitarian missions. In 2014, he served as board president for
America’s Dentists Care Foundation (ADCF), which is the parent organization for the national Mission of
Mercy programs. Dr. Humenik has chaired two of the lllinois State Dental Society Foundation’s lllinois
Mission of Mercy (IMOM) events (2010 and 2012). He is a Fellow of the American College of Dentists,
the International College of Dentists, and the Pierre Fauchard Academy. Dr. Humenik has been honored
with the President’s Award from the lllinois State Dental Society; the Thaddeus V. Weclew Memorial
Award from the International College of Dentists, Eighth District; and the George Cushing Award from the
Chicago Dental Society. Dr. Humenik is nominated, without reservation, to serve on the ADA Council on
Access, Prevention, and Interprofessional Relations.

LoManaco, Carmine J., New Jersey, 2020. Dr. Carmine LoMonaco has been very active with lobbying
efforts in his state supportive of water fluoridation. He is a full time faculty member at the Rutgers School
of Dental Medicine where he serves as director of the Emergency and Urgent Care Division, interacting
with the community on a daily basis. The Division works closely with local and state communities of
interest to provide Medicaid and low-income patients emergency and urgent care. In addition to this
safety net experience, Dr. LoMonaco has participated in the Give Kids a Smile (GKAS) programs at the
dental school and with the New Jersey Dental Association. He is also active in the Special Olympics
program as well as the oral cancer screenings and children’s oral health screenings at the dental school.
He served on the ADA Council on Government Affairs, and chaired the Council while the ADA was
initiating its Action for Dental Health program. He also served on the State Public Affairs Oversight
Committee and chaired that group as well. This experience gives him a unique perspective on how
access, prevention and interprofessional issues not only impact the public, but additionally our members
and the ADA tripartite.

Stevenson, Richard A., Florida, 2020. Dr. Richard Stevenson just completed his year as immediate past
president of the Florida Dental Association (FDA). He has served six years as a line officer and four
years prior as a trustee of the FDA. Dr. Stevenson served on the FDA’s Governmental Action Committee
where he oversaw the development of Florida’s Action for Dental Health. This program is patterned after
ADA'’s Action for Dental Health but specific for issues in Florida. He also served on the Oral Health
Florida Coalition and the State’s Oral Health Improvement Plan (SOHIP). Both designed to bring
awareness to oral health and its importance in overall health. Dr. Stevenson was instrumental in the
development of Florida’s Strategic Plan and led in the efforts to counteract the role of the Kellogg
Foundation in changing the workforce to include dental therapists in Florida. His dedication to the
profession and his experience in coalition building should serve the ADA well on this Council.

ADA SESSIONS

Boseman, J. Jerold, Utah, 2020. Dr. Jerold Boseman is well qualified to serve on the ADA Council on
ADA Sessions. He has been actively involved in District 14 for 18 years. He has substantial experience
that will benefit the Council and the ADA. He has been involved in many positions on the Utah Dental
Association Convention Committee, serving as the coordinator of the meeting for the past three years.
Dr. Boseman is on the CE Committee at the University of Utah School of Dentistry and will assume the
directorship this summer. He has previously served on CAPIR and understands the function and
responsibilities associated with serving on an ADA Council. The ADA will be well served by his
participation on this important Council.

Bragdon, William H., South Carolina, 2020. Dr. William Bragdon graduated from Covenant College with a
B.A. in Biology in 1971. He completed his graduate study in Vertebrate Zoology from Memphis State
University in 1975. He received his DDS degree from the School of Dentistry, University of Tennessee,
Memphis, Tennessee in 1978. He served in the National Health Service Corps from 1979 to 1981 and
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has been in private practice in Greenville, South Carolina from 1981 until the present. Dr. Bragdon was a
clinical dental hygiene instructor at Greenville Technical College from 1983 to 1987 and is presently
serving as an adjunct faculty member of the Medical University of South Carolina. He served for six years
on the South Carolina State Board of Dentistry and was president in 2006. He has been a member of the
American Association of Dental Boards since 2001. Dr. Bragdon holds Fellowships in American College
of Dentists, the International College of Dentists and the Pierre Fauchard Academy. He also serves on
the SC Denpac Board and presently is the chairman. Dr. Bragdon has always attended the South
Carolina Dental Association annual meeting and has been very involved with the programs that are
presented when his district is hosting. His vast experience in all aspects of organized dentistry and his
common sense approach to solving problems make him an excellent choice for the Council on ADA
Sessions.

Rothman, David L., California, 2020. Dr. David Rothman has served on the CDA Presents Board of
Managers since 2011, the board responsible for the planning and execution of two major dental education
conferences and trade shows each year.

Dr. Rothman received his B.A. cum laude from the State University of New York at Buffalo and his D.D.S.
from New York University College of Dentistry. Following a general practice residency at Albert Einstein
Medical Center in Philadelphia and an anesthesiology residency at the Medical College of Pennsylvania,
he completed his pediatric dentistry residency at Children’s Hospital in Oakland and the University of
California, San Francisco (UCSF) He remained at UCSF to become the director of the Pediatric Dentistry
Residency program and in 1989 assumed the chair of the Department of Pediatric Dentistry at the
University of the Pacific School of Dentistry. In 1998, he entered full time private practice in San
Francisco though he has maintained a private practice limited to pediatric dentistry and dentistry for
children with special needs since completing his residency in 1983. He maintains a faculty position as
clinical associate professor, Department of Pediatric Dentistry, Case Western Reserve School of Dental
Medicine.

Dr. Rothman is board certified as a diplomate of the American Board of Pediatric Dentistry and is a Fellow
of the American Academy of Pediatric Dentistry. He is a member of the American Dental Association,
California Dental Association, American Dental Society of Anesthesiology, the American Academy of
Pediatric Dentistry and the California Society of Pediatric Dentistry. He chaired the Anesthesia and
Sedation Subcommittee of the AAPD and served on Committee H of CDEL of the ADA. He is past
president of the California Society of Dentistry for Children, the College of Diplomates of the American
Board of Pediatric Dentistry and the California Society of Pediatric Dentistry. He is also past Editor of the
San Francisco Dental Society. Honors include membership in the OKU Delta Delta Chapter and the
Pierre Fauchard Academy. He has served on the boards of the Dental Health Foundation and Support
for Families of Children with Disabilities. Dr. Rothman was chief examiner in pediatric dentistry of the
British Columbia College of Dental Surgeons and currently serves as an examiner for the American Board
of Pediatric Dentistry. He has practiced and taught with the international medical group Heart to Heart in
Leningrad/St. Petersburg, Russia. He is a member of the medical staffs of Children’s Hospital/Oakland,
California Pacific Medical Center and Kaiser Permanente Medical Center.

Dr. Rothman has been published in the Journal of the California Dental Association, the Journal of the
American Dental Association and the Journal of the American Society of Dentistry for Children as well as
various component newsletters. He lectures nationally and internationally to dental and medical groups in
the areas of pediatric dentistry, sedation, anesthesia and hospital dentistry. His most recent article,
“Sedation in the Pediatric Patient” was published in the Journal of the California Dental Association in
August 2013.

Sloan, Kevin M., Michigan, 2020. Dr. Kevin Sloan is a graduate of the University of Michigan School of
Dentistry (U of M) where he also completed a post-graduate program in Advanced Restorative Dentistry,
Crown and Bridge Prosthodontics. He was an assistant professor of Crown and Bridge Prosthodontics at
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U of M from 1985 to 1990, and currently owns and practices full-time at Ann Arbor Dental Care, PLLC, in
Ann Arbor, Michigan.

Dr. Sloan has served as a consultant and/or member of the Committee on Scientific Programs for the
Michigan Dental Association (MDA) from 1996 to 1999 and after a brief hiatus, again since 2002. From
2008 to 2014 he chaired the MDA’s Committee on Scientific Programs and currently serves as a
consultant to that committee. Since 2013, Dr. Sloan has been the lead for the Prosthodontics’ Division for
the MDA Foundation’s Mission of Mercy Planning Committee.

Dr. Sloan has been a member of the Washtenaw District Dental Society’s Peer Review Dental Care and
Peer Review Ethics Committees, and he is a past president of the F. B. Vedder Society of Crown &
Bridge Prosthodontics.

Tadsen, Wayne T., Georgia, 2020. Dr. Wayne Tadsen served as president of the Hinman Dental Society
in 2006 and general chairman of the Hinman Dental Meeting in 2009. He served as program chairman
for both the 2004 and 2012 meetings, as well as being instrumental in helping build the 2009 meeting
program.

He has been active in and held numerous positions in other dental study clubs and societies over the last
40 years. Dr. Tadsen will bring years of experience and energy to the Council.

Dr. Tadsen is able to work well with others and is committed to the ADA and making America’s Dental
Meeting the premiere meeting in the world. Finally, he is committed to giving what time is necessary and
meeting the demands needed to perform this commitment. Dr. Tadsen will help the ADA keep our
meeting the best in the industry as well as make contributions to take it to an even higher level.

COMMUNICATIONS

Carney, Kerry K., California, 2020. Dr. Kerry Carney received her bachelor of arts degree in
Anthropology. from the University of Oklahoma in 1972, and a master of arts of degree from the
University of Victoria, B.C. in 1977. In 1984, Dr. Carney went on to receive her doctor of dental surgery
degree from the University of California at San Francisco School of Dentistry where she received the
American Society of Dentistry for Children Award upon graduation.

Dr. Carney has been in private dental practice with her husband, an orthodontist, since 1984 in Benecia,
California. Additionally, she has worked in public health as dental director for La Clinica de la Raza in
Oakland, and as an AIDS/HIV educator and infection control consultant for the Alameda County Dental
Health Bureau, Alameda County Health Care Services Agency, and the Dental Health Foundation.

Dr. Carney has been active at all levels of the tripartite. At the ADA, she served as a member of the
Council on Dental Practice from 2004 to 2008, has been an ADA delegate since 2005, and was chair of
the ADA Reference Committee on Dental Benefits, Practice, Science and Health in 2009. Dr. Carney has
served in many capacities for the California Dental Association (CDA) as a task force chair and as a
member of reference committees, strategic planning committee, and the governance review committee, to
name a few. She has been editor-in-chief of the Journal of the California Dental Association (JCDA)
since 2008. She is a past-president of her component, Napa Solano Dental Society.

Dr. Carney is a well-respected, contributing member of the community of dental editors and is an
accomplished writer on topics of importance to dentistry such as dental practice, dental benefits, policy
and preventive healthcare. She is an excellent communicator to multiple audiences. Dr. Carney has
received numerous requests for reprints of her editorials over the years. For accomplishments during her
tenure as editor of the JCDA she received the 2014 Distinguished Editor Award from the American
Association of Dental Editors.
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Dr. Carney’s background, strategic thinking ability and exemplary communication skills make her a great
advocate and candidate for the Council on Communications.

Hall, Jeannette Pefia, Florida, 2020. Dr. Jeannette Pefia Hall has been active in her community and in
organized dentistry since her graduation from Harvard School of Dental Medicine in 1998. She attended
a GPR program and completed her endodontic training at Tufts in 2000. She attended the ADA's Institute
for Diversity in Leadership in 2004-2005 and has since used her knowledge and passion to become a
leader at all levels of the tripartite. Dr. Hall served as president of her local affiliate (West Dade Dental
Society, 2005-2006) and her component (South Florida District Dental Association (SFDDA), 2013-2014).
She currently serves as trustee of the Florida Dental Association and has been appointed to several
committees and councils as their liaison.

Dr. Hall has a keen interest in communications having served on the Communications Committee of the
SFDDA and the Council on Communication of the FDA. As chair of the Council, she oversaw the
development of a public relations campaign for the FDA. This campaign was designed to stimulate dental
consumers to seek out FDA members as their dentist. The cost of the program, however, did not allow it
to pass the FDA House of Delegates due to the concern of increasing dues or assessments would have a
negative impact on an already declining membership market share. But, that set back did not discourage
her as she moved on to become president of her component. Dr. Hall has been a delegate to the ADA
from the 17th District since 2012.

Dr. Hall is a bright, young, diverse leader with much potential. She also has a desire to serve our
profession through involvement with the ADA and the experience to lend her talents to this Council.

luorno, Frank P., Jr., Virginia, 2020. Dr. Frank luorno graduated with a bachelor of arts in computer
science, from Hamilton College, in Clinton, New York and University of North Carolina School of
Dentistry, Chapel Hill, North Carolina in June of 1994. He has extensive training in oral and maxillofacial
surgery finishing his residency in June of 2000 and also did an orthodontics masters program, completing
that in June of 2002. Both programs were completed at the Virginia Commonwealth University (VCU),
Medical College of Virginia. Dr. luorno practices orthodontics at West End Orthodontics in Richmond,
Virginia. He is a past president of the Richmond Dental Society and is also an adjunct faculty member at
VCU School of Dentistry. He is a part of the St. Mary’s Cleft and Craniofacial Team and also volunteers
at the Goochland Free Clinic, in Goochland, Virginia. Dr. luorno’s communication and consensus building
skills within several different disciplines of dentistry as well as his degree in computer science will
certainly prove to be an asset to the Council on Communications.

Manzanares, David J., New Mexico, 2020. Dr. David Manzanares is the current secretary-treasurer of the
New Mexico Dental Association. He is also a participant in the ADA Diversity in Leadership Program. He
has shown his commitment to the value of communication through authorship of an article in Dental
Economic describing his experience with the ADA sponsored DRB Loan Program. He has also
participated in a video documenting the value of involvement in organized dentistry. On a district level he
has recognized the need for improved lateral communication in a multi-state district and made
suggestions to make those changes. He was actively involved in American Student Dental Association
on the legislative front while in dental school, and has continued with active participation as a delegate
and board member of the New Mexico Dental Association.

Poteet, Sarah Tevis, Texas, 2020. Dr. Sarah Poteet is a graduate of the University of Texas Health
Science Center in San Antonio and received both a D.D.S.in 2003 and an Advanced Education General
Dentistry certificate in 2004. She practices in Dallas and is a member of the Dallas County Dental Society
(DCDS). She has won numerous awards such as the DCDS’s “New Dentist Of the Year” award in 2011
and in 2015, the DCDS “Presidents Award.” She has also be awarded the Texas Dental Association’s
“New Dentist Leadership Award.” She has served as on the board of the DCDS and from 2008 to 2012
the ADA New Dentist Committee (NDC) for the 15" District. She is currently a delegate to the ADA
House of Delegates and has served on many ADA councils and committees as liaison from the NDC.
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She has recently chaired the DCDS Media Committee and is uniquely qualified to serve as a member of
the Council on Communications.

CONTINUING EDUCATION PROVIDER RECOGNITION

Hughes, Bertram J., Florida, 2020. Dr. Bertram Hughes has been practicing general dentistry in
Gainesville, Florida for over 25 years. He is a graduate of the University of Florida College of Dentistry.
Upon completion of dental school he also performed a wide array of research, being published and
competed as a finalist for the IADR Hatton Award. Dr. Hughes also led a number of Journal Club lectures,
taught DAT prep and developed a new standard for tooth size prediction for orthodontic care.

Dr. Hughes has served as chair of Continuing Education and the Florida Dental Convention for the past
six years. He has done such a great job that the FDA's House of Delegates passed an exemption from
term limits for Dr. Hughes to carry on as chair for another term. He oversees all contracts for speakers
and provides oversight of reviewing the presentations of speakers. He makes sure that all presentations
of the speakers will meet the guidelines as set forth by CCEPR. He has recently had some challenges
with compliance to the CCEPR guidelines and would like to have input to the Commission. Dr. Hughes
has dedicated his service in this CE arena and has done an excellent job. In fact, the Florida Dental
Convention recently received two "TOP FASTEST 50" awards from the Association of Tradeshow
Executives in Las Vegas. The first award was given because of the fast growth in attendees (39% over
the last 4 years) and the second was for fast growth in the exhibit hall. He has a great knowledge of
meeting planning, continuing education and working with continuing education speakers from across the
globe. Dr. Hughes has worked closely with our convention team in completing our CERP requirements
and has a great knowledge of the CERP process. He has a great commitment to organized dentistry and
to dental education.

For the entirety of his career in dentistry, Dr. Hughes has served as a member of both the ADA and
National Dental Association. He has been an alternate delegate to the ADA for three years and plays an
active role at the affiliate level where he has been president. He especially loves working with the
University of Florida College of Dental Medicine where he has held a position on the admission
committee. Dr. Hughes has served in leadership positions of the National Dental Association (most
recently Assistant Secretary) and especially in their foundation where he serves as vice president and
treasurer. His organizational skills are remarkable and make some of the most difficult tasks look easy.
Dr. Hughes wants the very best for the ADA and is willing to work hard to keep the high standards set
forth in recognizing high quality CE providers. Dr. Hughes has been an invaluable asset for the Florida
Dental Association and would be a great addition to the Commission.

DENTAL ACCREDITATION

Attanasi, Ralph C., Jr., Florida, 2018. In June, 2016, Dr. Ralph Attanasi was appointed to complete the
unexpired term of Dr. Patricia L. Blanton as a member of the Commission on Dental Accreditation.

Dr. Attanasi received his bachelor of science degree from Creighton University in Omaha, Nebraska and
then worked as a dental research scientist at New York’s Rockefeller University. Dr. Attanasi determined
that while he enjoyed working in the scientific arena, he missed the human connection that comes with
direct patient care.

Dr. Attanasi decided to follow his passion and attended New York University’s College of Dentistry where
he earned a D.D.S. degree in 1991. Dr. Attanasi then completed a one-year general practice residency
at Columbia-Presbyterian Hospital in New York City.

While he enjoyed many aspects of general dentistry, Dr. Attanasi found that he received the most
personal satisfaction when he performed complex prosthetic treatment. Dr. Attanasi decided that he
would pursue a specialty degree in Prosthodontics and graduated from the University of Michigan’s three-
year prosthetic residency program with a certificate and M.S. in Prosthodontics.
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Dr. Attanasi is a Fellow of the American College of Dentists and the International College of Dentists as
well a member of the Pierre Fauchard Academy.

Dr. Attanasi has served as the president of the Florida Dental Association.

Hasty, Christopher M., Georgia, 2021. Dr. Christopher Hasty is an active member of the ADA and fulfils
all other eligibility requirements required to serve on the Commission of Dental Accreditation. Just three
years after completing his GPR and beginning his dental practice, Dr. Hasty was elected as an officer of
his district dental society. Thus began a journey in the Southwestern District of the Georgia Dental
Association, culminating as its president in 2009. Dr. Hasty’s exceptional talent and dedication to the
tasks assigned him opened an opportunity to serve on the ADA New Dentist Committee in 2012. He
served as vice chair of the Committee in 2015 and is chair of the New Dentist Committee this year.

Dr. Hasty is committed to serving a four year term, attend an ADA orientation and is willing to commit the
time required for Commission responsibilities.

The appointment of Dr. Hasty to the Commission on Dental Accreditation will bring to the Commission, a
proven record and dedication to all of the responsibilities and tasks given him, combined with the fresh
perspective of a “new dentist” that will be a decided asset in Commission discussions and decisions.

DENTAL BENEFIT PROGRAMS

a’Becket, Thomas R., Maryland, 2020. Dr. Thomas a’Becket recently served as the president of the
Maryland State Dental Association (MSDA). Dr. a’'Becket was a long standing treasurer for the MSDA,
and has served as the budget and finance expert for the Fourth District for a number of years. As the
owner of a private practice for 38 years and a participant in a good number of dental plans, he
understands first-hand the circumstances and challenges that our members face each day in their
practices with respect to third party issues. His financial, business and practical experience will serve as
an asset to the Council on Dental Benefit Programs.

Calitri, Paul, Rhode Island, 2020. Dr. Calitri has been a dentist in private practice since 1992 after
completing a general practice residency. He has been involved in organized dentistry for several years
and recently completed his year as president of the Rhode Island Dental Association. Throughout the
years, he has volunteered for the Rhode Island Mission of Mercy as well as the Rhode Island Dental
Lifeline Network. As a solo practitioner, he is very familiar with many different insurance plans including
managed plans and government programs. Dr. Calitri is a very conscientious and hardworking individual
and would be a great asset to this Council.

Chung, Kenneth L., Oregon, 2020. Dr Kenneth Chung has a broad background, having served on
Standards on Dental Informatics Committee ASC MD156. He has attended Dental Quality Alliance (DQA)
meetings and his interest in DQA and how dental benefit plans can be designed to be more than just a
reimbursement mechanism is one of his many interests. All this while having a multi-dentist practice and
setting up a geriatric dental van. Dr. Chung does not lack for ideas. He currently serves on the Oregon
Dental Association Board of Trustees and has served as an officer in his local component as well.

Hollingsworth, James R., Mississippi, 2020. Dr. James Hollingsworth has been a member of the ADA his
entire dental career. He is a general dentist who has a solo practice in his hometown. In addition to that
important accomplishment, he has demonstrated over and over his desire to serve his profession, his
patients and his community through his volunteer work and leadership in organized dentistry, civic
organizations and his church. He has served in several officer roles of the Mississippi Dental Association,
on both the component and the constituent levels. Most recently, he has completed a term as president
of our state association.

Dr. Hollingsworth understands and promotes the importance of professional health care organizations
that represent and work on behalf of members and professional opportunities and issues. He is very
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experienced and skilled in dealing with various types of personalities and is able to effectively connect
with others to achieve collaborative goals. Because of his experience in his own practice as a clinician
and also a small business owner, he understands first-hand the professional opportunities, challenges
and needs that dentists encounter on a daily basis. He is one of those volunteers who is willing to work
and do what it takes to get the job done.

Olenwine, Cynthia, Pennsylvania, 2020. Dr. Cynthia Olenwine is a practicing general dentist in Nazareth,
Pennsylvania. She has developed extensive knowledge in processing and understanding dental benefit
programs in serving dentistry as a dental hygienist, expanded function dental assistant, office manager
and dentist. Dr. Olenwine recently completed her term as president of the Valley Forge Dental Society;
Pennsylvania’s largest component. She has also served on the local level as secretary, vice president
and president of Lehigh Valley Dental Society and as an alternate delegate to the Pennsylvania Dental
Association and ADA House of Delegates. Her attendance at numerous ADA Recruitment and Retention
Conferences has provided beneficial experience in understanding the needs of our members. She has
extensive knowledge of CDT coding and numerous dental insurance programs and transfers this
experience to her residents as an educator at St. Luke’s Hospital and Lehigh Valley Health Network.

DENTAL EDUCATION AND LICENSURE

Boden, David F., Florida, 2020. Dr. David Boden is an exemplary dentist and periodontist. He has
served as trustee to the Florida Dental Association's (FDA) Board of Trustees for the past 12 years and
has been on several education task forces during that time. Dr. Boden served as trustee liaison to the
Florida Department of Health guiding relations between the FDA and the Department of Health. Dr.
Boden is currently teaching one day a week at NOVA Southeastern School of Dental Medicine in the
Perio Department. Dr. Boden served on the ADA's Council on Ethics, Bylaws and Judicial Affairs from
2006 to 2010 and was its chair in 2010. He has been a member of the 17th Delegation to the ADA since
2004 and has served as its lead delegate on education matters.

Gehani, Rekha C., New York, 2020. Dr. Rekha Gehani has demonstrated very keen interest in the fields
of dental education and licensure since 1981. Having served as a part time faculty at Columbia
University School of Dental Medicine for more than three decades; attending orthodontist at two major
teaching hospitals in New York City; international speaker not only in the U.S., but also in Latin America
and the Indian Sub-Continent; she has proven her interest in teaching the art and science of dentistry.

Dr. Gehani served the New York State Board of Dentistry from 1998 to 2008 as a member and then as
chair from 2006 to 2008. She has been serving the North East Regional Board now called American
Board of Dental Examiners, Inc. (ADEX) as an examiner since 1998.

Dr. Gehani has served Queens County Dental Society (QCDS) as a member of Board of Trustees since
2006, and chairs the Council on Dental Education of QCDS.

Dr. Gehani has served the New York State Dental Association (NYSDA) as a delegate since 2009. She
has also served the NYSDA Council on Dental Education and Licensure since 2007 as a member, and
also as a chair from 2012 to 2014. She also served on the NYSDA task force on PGY 1.

Dr. Gehani has been an ADA delegate since 2011 and ADA alternate delegate from 2002 to 2010. She is
a Fellow of Pierre Fauchard Academy, International College of Dentists and American College of
Dentists.

Dr. Gehani has maintained her private practice limited to orthodontics in Queens, New York since 1981.
She comes from a family of dentists and two of her children are dentists.



=

OCO~NOOOUTR,WN

10

11
12
13

14
15
16
17
18
19
20

21
22
23
24
25
26
27
28
29
30
31
32
33
34
35

36
37
38
39
40

41
42
43

44
45
46

Sept. 2016-H Page 1027
Resolution 18
Board Report 1/Credentials, Rules and Order

DENTAL PRACTICE

Aflatooni, Nima, California, 2020. Dr. Aflatooni currently serves as the chair of California Dental
Association’s (CDA) New Dentist Task Force and as a member of the CDA Government Affairs Council.
He also currently serves on the Membership Committee and Legislative Committee of the Sacramento
District Dental Society. Past service includes chair of the CDA Committee on the New Dentist, District 11
Trustee of the American Student Dental Association (ASDA), ASDA Pacific Chapter President, and
University of the Pacific (UOP) Class of 2010 President. He has actively served in his community through
outreach programs to help the homeless and provide dental screenings to underserved populations. He
is a past recipient of the American Student Dental Association Student Leader Award, the UOP Herbert
K. Yee Scholarship Award and the Community Service Award.

Dr. Aflatooni is a general dentist who opened his own practice in May of last year. Dr. Aflatooni holds two
patents as the co-inventor of microfluidic devices. He is a graduate of the University of the Pacific Arthur
A. Dugoni School of Dentistry.

Edgar, Linda J., Washington, 2020. Dr. Linda Edgar is an accomplished general dentist who practices all
phases of general dentistry. She is a well-recognized leader having served recently as president of the
Academy of General Dentistry in 2014-2015. She has been active in her state dental society and state
dental school as well. She is well versed in most aspects of continuing education, and has chaired her
state dental conference. She has helped write manuals on practice management for the new dentist.

She has served in the ADA House of Delegates for many years. Dr. Edgar will bring a unique perspective
to the CDP and will be a positive force there.

Liddell, Rudolph T., Florida, 2020. Dr. Rudolph Liddell is a practicing general dentist in a small group
practice in Brandon, Florida. He received his undergraduate degree in engineering at the University of
South Florida and his D.M.D. degree from the University of Florida College of Dental Medicine in 1982.
He has served on the 17th District Delegation since 2011 and has shown expertise in the budgetary,
legislative, membership and education areas. He is very involved in the day to day operations of a four
dentist group practice but still finds time to take on leadership roles on all levels of the tripartite. Dr.
Liddell has been president of the Hillsborough County Dental Association in 2003-2004 and the West
Coast District Dental Association in 2009-2010. Dr. Liddell has been a trustee of the Florida Dental
Association (FDA) from 2010 to 2015 and is currently a line officer of the FDA. He will be president of the
Florida Dental Association in three years. Dr. Liddell has been a member of the FDA's Council on
Financial Affairs and chaired that Council from 2013 to 2015. That Council acts like the Budget and
Finance Committee of the ADA's Board of Trustees. It sets a budget for the organization based on the
strategic plan and is tasked with all audit reviews. Dr. Liddell has the ability to utilize his knowledge of all
aspects of running a practice and running a large statewide organization in a manner that is well received
by members. He will be a great asset to the Council on Dental Practice.

Medovic, Michael D., West Virginia, 2020. Dr. Michael Medovic graduated from West Virginia University
(WVU) School of Dentistry in 1980 and has maintained a private general dentistry practice in his home
town of Wheeling, West Virginia, for the past 36 years. He has served in various offices with the
Wheeling District Dental Society and the West Virginia Dental Association, including president of the
West Virginia Dental Association in 2001.

Dr. Medovic has served as ADA Delegate for several terms as well as serving the ADA as a member of
the Council on ADA Sessions from 2006 to 2009. In that capacity he also served as exhibitor relations
chair for the 2009 ADA annual session in Hawaii.

Dr. Medovic has attained Fellowship in the American College of Dentists and International College of
Dentists (ICD). He currently is serving as an ADA Delegate, Deputy Regent of the West Virginia section
of the ICD, and chairman of the Dean’s Advisory Council at the WVU School of Dentistry. Dr. Medovic
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has a keen interest in dental practice and will bring his considerable expertise to the Council on Dental
Practice.

Wolff, Douglas S., Minnesota, 2020. Dr. Douglas Wolff will bring tremendous experience and perspective
to the ADA Council on Dental Practice. Dr. Wolff has spent his entire practice life in a group dental
practice. Joining a small group practice after dental school, Dr. Wolff helped build that practice into nine
different locations. Recently he merged the group practice into a much larger group practice, Park
Dental. Today, Dr. Wolff serves in both governance and management roles with Park Dental, the largest
doctor-owned practice in the Twin Cities metro area. He is a full time practicing dentist and owner, and
uses his management skills in dentist professional development, dental record reviews, dental laboratory
improvement and other strategic initiatives for the dental group with 40 locations, 120 general dentists,
and a staff of over 600 teammates. Dr. Wolff also serves as a member of the Minnesota State Board of
Dentistry, appointed by the governor in June 2015. He also exhibits leadership experience as a clinical
dental board examiner with the Central Regional Testing Service. Dr. Wolff is a respected lecturer on
dental/legal issues utilizing both his dental and legal education to help others with issues affecting their
dental practices. Dr. Wolff is excited to bring his knowledge and experience to serve his profession as a
member of the ADA Council on Dental Practice.

ETHICS, BYLAWS AND JUDICIAL AFFAIRS

Browder, Larry F., Alabama, 2020. Dr. Larry Browder has participated as a seminar leader for D3 and D4
students during the Alabama Dental Association’s Ethics Seminar at the University of Alabama School of
Dentistry. He has been a member of his component society Peer Review Committee and the State Peer
Review Committee.

He previously served on the ADA Council on Members Insurance and Retirement Programs. Dr. Browder
has served as both alternate delegate and now a delegate to the ADA House of Delegates a total of 15
years. He has an excellent reputation as an ethical, general dentist in Montgomery, Alabama. Dr.
Browder is willing to devote his time energy and considerable talents to the work of CEBJA.

Cohen, Donald F., Texas, 2020. Dr. Donald Cohen is an oral and maxillofacial surgeon who attended
Baylor College of Dentistry and entered a residency with the University of Texas Dental School, and then
entered private practice in 1979. After joining the Greater Houston District Dental Society he has served
on the local Peer Review Committee and has also been the chair of the Texas Dental Association (TDA)
Council on Ethics and Judicial Affairs. During his final year as chair, he reviewed and completed a
revision of the TDA Code of Ethics. It is because of his experience with ethical behavior and oversight,
including his commitment to legal affairs, Dr. Cohen is an excellent candidate to serve as a member of
the ADA Council on Ethics, Bylaws, and Judicial Affairs.

Griffin, Seth W., Michigan, 2020. Dr. Seth Griffin, is a 2012 graduate of the University of Detroit Mercy
(UDM) School of Dentistry, and he completed a general practice residency at Miami Valley Hospital
(Dayton, Ohio) in 2013. Previously he had earned his M.A. degree in bioethics at Trinity International
University (Deerfield, lllinois) and his B.S. in biology at Taylor University (Upland, Indiana). Dr. Griffin is
an associate in general practice with Liebenthal Dental in Hartford, Michigan, and lead dentist for the
Pokagon Band of Potawatomi Indians/Pokagon Health Services in Dowagiac, Michigan.

Although a relatively recent graduate, Dr. Griffin has already established himself as an expert in the field
of bioethics, and he has contributed significantly as a board/committee member for several hospital and
professional organizations. Dr. Griffin has served, or is currently serving, on the Ethics Committee for
Miami Valley Hospital (Dayton, Ohio), Lakeland Hospital (Watervliet, Michigan) where he is also a
member of the Board of Trustees and Lakeland Hospital (St. Joseph, Michigan). He is currently a
member of the Kalamazoo District Dental Society Board. While a dental student at UDM, he served as
UDM student consultant to the Michigan Dental Association (MDA) Peer Review/Ethics Committee and as
a student member of the MDA Peer Review/Care and Well-Being Committee. Once he graduated from



g b~ w N -

©O© o0 ~NO

10

12
13
14
15
16
17
18

19
20
21
22

23
24
25
26

27
28

29
30
31
32

33
34
35
36

37

38
39
40
41
42
43
44
45

Sept. 2016-H Page 1029
Resolution 18
Board Report 1/Credentials, Rules and Order

dental school, completed his postgraduate training and moved back to Michigan, he was recruited by the
MDA to serve as a dentist member of it ethics committee.

Dr. Griffin’s concentration in biomedical ethics has given him a unique perspective that he readily shares
with his colleagues, and in spite of him being a new dentist he has mentored a number of seasoned
ethics professionals.

Dr. Griffin has much to offer as a representative to CEBJA. He fills a void with respect to diversity on the
Council as a new dentist and as one who practices both within a small group practice and as a provider of
dental care to a group of Native American Indians, but more importantly he brings a wealth of
professional and personal experience as an accomplished ethicist to the Council.

Kurkowski, Michael A., Minnesota, 2020. Dr. Michael Kurkowski is a perfect fit to serve as a member of
the ADA Council on Ethics, Bylaws and Judicial Affairs. Dr. Kurkowski has volunteered and served this
role his entire professional dental career for the Minnesota Dental Association (MDA). Having served as
the speaker for the MDA House of Delegates for several years, Dr. Kurkowski is seen as the expert on
constitution and bylaws issues. When a member of the MDA thinks ethics, Dr. Kurkowski is instantly in
their mind. This is his passion and expertise. Dr. Kurkowski has authored many articles in the MDA
Dental Journal and presented many speeches on ethical issues and ethical behavior at leadership
forums. As an accomplished author, he is well prepared to fulfill his duties on CEBJA to write articles to
support the “Ethical Moment” of the Journal of the American Dental Association.

Dr. Kurkowski has been a solo general dentist in his own suburban St. Paul, Minnesota practice. He
understands the daily challenges presented to practitioners. Dr. Kurkowski has the experience,
background and passion to serve the ADA to help its members maintain ethical and professional conduct
in the practice and promotion of dentistry.

Dr. Kurkowski has also served on his component and state peer review committees. He is comfortable
working with members in resolving problems, disputes and appeals of issues related to providing ethical
and excellent dentistry. He has a reputation of fairness and sound judgment to help our members come
to the correct conclusion.

Soileau, Kristi M., Louisiana, 2020. Dr. Soileau has served as Louisiana Dental Association (LDA)
president and has been a long time member of the LDA Board of Directors.

Dr. Soileau had received a partial scholarship from the American College of Dentists in order to pursue a

masters in health sciences education. She continues to be a strong supporter of the ethics and values of
being a member of the profession of dentistry, ADA member, and member of multiple fellow organizations
that all support the highest values as a member of CEBJA.

Lastly, Dr. Soileau has served as a delegation secretary for the last four years and chaired two of our
reference committee evaluation committees. Dr. Soileau is a member in good standing and will serve the
Council on Ethics, Bylaws, and Judicial Affairs in an excellent manner and will represent the American
Dental Association in the highest presentation.

GOVERNMENT AFFAIRS

Bishop, Deborah S., Alabama, 2020. As a past president of the Alabama Dental Association, Dr.
Deborah Bishop has served on the Council on Legislation, Board of Trustees and Executive Committee.
Those three bodies set Alabama Dental Association annual legislative priorities and make decisions on
developing legislative issues. She has attended the ADA Lobbyist Conference numerous years at her
own expense because of her continuing interest in state and national dental issues. She has attended
the Washington Leadership Conference as a representative of the Alabama Dental Association and has
served as a delegate to the ADA House of Delegates from 2010 to the present. Dr. Bishop currently
serves as an at-large member of the Alabama Dental Political Action Committee, Board of Directors.
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Desrosiers, Mark B., Connecticut, 2020. Dr. Mark Desrosiers has been very involved with his state
political action committee (CODPAC) since 1999 and has served as chair as well as an Action Team
Leader and coordinator. He has been very active with legislative issues for the Connecticut State Dental
Society and the American Association of Endodontists. From 2008 to 2012 he was the AAE
representative to ADPAC. His involvement in organized dentistry has been mostly in the political and
legislative area, making him a strong candidate for the Council on Government Affairs.

Fijal, Phillip J., lllinois, 2020. Dr. Phillip Fijal is a graduate of Loyola University School of Dentistry where
he received his D.D.S. degree in 1986. Dr. Fijal is currently president-elect of the Chicago Dental
Society; and served on the lllinois State Dental Society Board of Trustees from 2009 to 2012. He is a
Fellow of the following dental organizations: the American College of Dentists, International College of
Dentists, Odontographic Society of Chicago, and Academy of General Dentistry. Dr. Fijal has served as
chair of the Dental Advisory Board for Northwest Community Hospital in Arlington Heights, lllinois, and as
president of the board of directors for the Jeffery Pride Foundation for Pediatric Cancer Research. Dr.
Phillip Fijal is nominated without reservation, to serve on the Council on Government Affairs.

Hennessy, Rhonda M., Michigan, 2020. Dr. Rhonda Hennessy is a current member of the Michigan
Dental Association (MDA) Board of Trustees, serving the second year of a three year term. She chaired
the MDA’s Committee on Government and Insurance Affairs from 2011 to 2015 and now serves as MDA
board liaison to that committee. Dr. Hennessy was a member of the Michigan Board of Dentistry from
2004 to 2012 and served as chair from 2007 to 2010. She has been a member of the MDA For-Profit
Subsidiary’s Endorsed Services Committee since 1998. She was the Governor’s appointee to the
Michigan Controlled Substance Advisory Committee from 2006 to 2012.

Throughout her career, Dr. Hennessy has been involved in governmental affairs, legislative matters and
regulatory issues. She is well versed in developing and implementing administrative rules. She has
attended the Washington Leadership Conference numerous times and has participated in visits with
members of Congress on countless occasions as an advocate for issues important to dentistry, dental
students, dental education and science. Dr. Hennessy is well known at both the state and national level
within the Democratic Party, and in 2008 she served as a Michigan delegate to the Democratic National
Convention. She is a personal friend of several current and past political leaders and has held
fundraisers in their behalf, including former Michigan Governor Jennifer Granholm; Former U.S. Senator
Carl Levin; former Congressman John D. Dingell; current U.S. Senator Debbie Stabenow and current
Congresswoman Debbie Dingell.

Dr. Hennessy is a practicing general dentist in Holly, Michigan. She is extremely qualified to serve as a
member of the ADA Council on Government Affairs.

Kalarickal, Zacharias J., Florida, 2020. Dr. Zacharias Kalarickal graduated from Case Western Reserve
with a D.D.S. degree in 1999. He entered the U.S. Navy upon graduation undergoing an AEGD
Residency at Camp Lejeune in North Carolina. After his commitment to the Navy, he came to the Tampa
area to set up practice in general dentistry. Dr. Kalarickal has a passion for service and has taken lead
roles in developing communication plans for such events as the Florida Mission of Mercy, community
outreach programs for various organizations and access to care programs for veterans and others in
need. He has served on the Florida Dental Association's Governmental Action Committee that develops
and guides pieces of legislation that affect the profession of dentistry in Florida. He is active in FDAPAC
helping to organize the Dentist Day on the Hill in Florida and is a great communicator on behalf of
dentistry.

Dr. Kalarickal is active in ADPAC by being the Action Team Leader for Rep. Gus Bilirakis. He and

Congressman Bilirakis have been working on a piece of national legislation concerning dental care for
veterans. Veterans are often overlooked when it comes to proper oral care and developing good oral
habits. This legislation is designed to alleviate some of the dental needs experienced by our veterans.
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Dr. Kalarickal has been on the 17th District Delegation to the ADA since 2006. He is looked upon for his
leadership in legislative matters and has always worked diligently on developing resolutions that will
advance the profession of dentistry.

Dr. Kalarickal is a graduate of the ADA's Institute for Diversity in Leadership. He has maintained effective
communication with several of the alumni of the Institute and is currently serving as a consultant to the
Board of Trustee's Diversity and Inclusion Committee. His diverse background is a strength that brings
awareness to all those who come in contact with him. He is genuinely caring, has a great background in
political issues and has a unique style of communication that gets his message heard.

MEMBERS INSURANCE AND RETIREMENT PROGRAMS

Johnston, Jon J., Pennsylvania, 2020. Dr. Jon Johnston brings extensive knowledge of employment
practices, professional liability, property and worker's compensation insurance through the completion of
his term as member and chairman of the Board of Directors of Pennsylvania Dental Insurance Services.
His experience also includes being a past president of the Pennsylvania Dental Association (PDA) and
serving on its Board of Trustees. Dr. Johnston has previously participated as a member of the PDA
Council on Government Relations, Dental Education and Practice, Dental Benefits Advisory Group and
Direct Reimbursement Task Force. He has also served for many years as a delegate and alternate
delegate to the PDA and ADA House of Delegates and as a past member of the ADA Council on Dental
Practice.

Kido, Scott H., Idaho, 2020. Dr. Scott Kido is a past president of the Idaho State Dental Association
(ISDA) and a current ADA delegate for the 11th District. Dr. Kido has proven his commitment to organized
dentistry with very active state and component level contributions including chair of the statewide sealant
program, GKAS organizer, Idaho Oral Health Alliance, and Medicaid consultant. He has also been
recognized in his community and state as a recipient of the Bollinger Christofferson Foundation Award for
Outstanding Contributions to Community Dentistry in 2004, the Bob LeBow Community Health Award in
2007, the ISDA President's Award in 2004 and 2008 along with the ISDA Lifetime Achievement Award in
2010. Dr. Kido is currently in active clinical practice. He is a current participant in Great-West Products
and would bring a user's point of view as well as understanding the member benefit side as an
experienced leader. Dr. Kido is a dedicated and hardworking professional that will contribute to the
Council on Members Insurance and Retirement Programs.

Olenyn, Paul T., Virginia, 2017. In December, 2015, Dr. Paul Olenyn was appointed to complete the
unexpired term of Dr. Larry J. Ferguson as a member of the Council on Members Insurance and
Retirement Programs. Dr. Olenyn has been in the private practice of general dentistry since 1975 when
he graduated from Georgetown School of Dentistry. He is an active member in numerous professional
organizations where he has served in many leadership positions. He has served as an alternate delegate
to the ADA House of Delegates from 2012 to the present. His most important qualification for this council
position is that he has served on the MetLife Dental Advisory Committee for over ten years. He will bring
a unigue insight to the Council deliberations.

Sterritt, Frederic C., New Jersey, 2020. Dr. Frederic Sterritt is a past president of the New Jersey Dental
Association. He served the ADA as a delegate and served on several ADA reference committees. He
served on the ADA Council on Government Affairs and chaired that Council in his fourth year. He served
on the University of Medicine and Dentistry of New Jersey Board of Trustees, which has over 5,000
employees. As a member of that board he served as the president of the university health plan. In these
roles Dr. Sterritt became very familiar with the inner workings of many health and retirement plans. These
gualifications will make him an excellent addition to the Council on Members Insurance and Retirement
Plans.

Tota, Christopher M., New York, 2020. Dr. Christopher Tota has served the American Dental Association
very well for many years. He has been the president of the Ninth District Dental Association. He also
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served as chair of the New Dentist Committee of the Ninth District Dental Association. In addition, he
served on the Ninth District Dental Association Audit, Budget, and Finance Committee from 2005 to 2010.

Dr. Tota served on the New York State Dental Association House of Delegates Reference Committee,
served as caucus chair for the Second Trustee District at the American Dental Association as well as
delegate both to the American Dental Association and the New York State Dental Association. Dr. Tota,
served on the American Dental Association Reference Committee on Budget, Business and
Administrative Matters at the American Dental Association 2015 House of Delegates Meeting. He is a
Fellow of The Pierre Fauchard Academy, International College of Dentists, and the American College of
Dentists.

White, Cecil, Jr., Florida, 2020. Dr. Cecil White is a periodontist from Jacksonville, Florida who has been
engaged in the process of giving back to the profession of dentistry and to his community since
graduation from the University of Florida College of Dental Medicine in 1981. Dr. White has devoted
much of his career to service in the US Navy. He has been a commander in the Navy Dental Corps for
much of his career and had been stationed at the Naval Branch Dental Clinic at Mayport, Florida from
2003 to 2012. While at the Mayport base in Jacksonville, Dr. White became very involved in organized
dentistry becoming the Northeast District Dental Association's representative to the Council on Financial
Affairs of the Florida Dental Association. He became chair of that council for two of his several years of
service at that position. He also became president of the Jacksonville Dental Society (2011-2012), and
has been heavily involved in various committees of the American Association of Periodontology.

Dr. White is a well-spoken, highly respected individual who is methodical in nature and studies all sides of
an issue before making a decision. His knowledge of the financial obligations of a large state dental
association and his deliberate method of decision making should lend well to this Council.

MEMBERSHIP

Chatterjee Kirk, Pia, Mississippi, 2020. Dr. Chatterjee Kirk has been a member of the ADA her entire
dental career. She is a full-time faculty member at the University of Mississippi School of Dentistry.
Beyond that important accomplishment, she has demonstrated over and over her desire to serve her
profession through her volunteer work and leadership outside the dental school. Not only does she serve
in many professional circles, she is also a very involved community volunteer. She has served on the
Mississippi Dental Association (MDA) Board in the role of editor for the past three years. In addition to
her leadership in the MDA, she has served as president of the Mississippi Association of Women
Dentists. She has been instrumental in encouraging both women and graduating dentists to become
involved in organized dentistry. Dr. Chatterjee Kirk is a graduate of the ADA Institute for Diversity in
Leadership. She understands the importance of professional health care organizations that represent
and work on behalf of members. She is very experienced in dealing with numerous types of dental health
care professionals and is able to connect with them by understanding their perspectives as they relate to
dentistry. Due to her own personal experience in dental academics as well as her clinical expertise, she
is able to understand and represent the needs of future dentist members of the ADA.

Freedman, |. Jay, Pennsylvania, 2020. Dr. Jay Freedman currently serves as the vice-chair of the
Pennsylvania Dental Association Council on Membership. He has been an active participant and speaker
at the ADA Recruitment and Retention Conference and component lead for the Montgomery-Bucks
Dental Association’s Give Kids a Smile Program since 2012. He is also the co-founder of the “Give Vets
a Smile” program and the award-winning membership recruitment and retention billboard campaign in his
local community. Dr. Freedman has been a member of the executive board of the Montgomery-Bucks
Dental Association since 2007, serving as its president in 2012. He currently teaches residents in the
Advanced General Practice Residency Program at the Abbington Memorial Hospital and has been an
alternate delegate to the ADA House of Delegates for the past several years. Dr. Freedman brings
extensive knowledge and experience from his constituent and component dental societies to the ADA
Council on Membership.
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Hanlon, Mary Jane, Massachusetts, 2020. Dr Mary Jane Hanlon has an extensive background in
organized dentistry coupled with her position as assistant dean, Predoctoral Clinic Administration where
the future of dentistry is before her on a daily basis. She brings skills to connect with new members as
well as contribute to the goals and vision of the Council to increase the membership of the ADA. Her
experience in organized dentistry, her MBA, and her initial education in dental hygiene make her a well-
rounded addition to the Council on Membership.

Kampfe, Mark I., South Dakota, 2020. Dr. Mark Kampfe has the desire and ability to convey the value of
membership to a non-member or a member who has chosen to drop their membership in the American
Dental Association. Dr. Kampfe will bring a mature perspective to the Council on Membership as he has
practiced in three Midwest states. Currently Dr. Kampfe practices in the state of South Dakota. For the
past decade, 95% of the dentists in South Dakota belong to the South Dakota Dental Association and
ADA.

Dentists in South Dakota expect all dentists in their state to be members in organized dentistry. They are
not afraid to pick up the phone and invite a non-member to a district, state or study club meeting. Itis this
one-on-one contact that has been successful in maintaining this high percentage of membership. Dr.
Kampfe is a good thinker with great ideas to demonstrate the values of membership in the ADA; be it
emphasizing the importance of advocacy or being innovative in helping to restructure our pricing
structure. Dr. Kampfe has many years of experience as a leader in organized dentistry and is ready to
put his talents to work to help the ADA achieve the 2020 strategic plan goal of a 70% membership.

Riordan, Danielle M., Missouri, 2020. Dr Danielle Riordan has accomplished quite a bit in a short period
of time. She has volunteered her services both as a clinical dentist and as a member of several boards
and committees. She is a very well respected leader in organized dentistry in several roles at the Greater
St. Louis Dental Society and the Missouri Dental Association. She serves as well on the Board of
Directors of Give Kids a Smile and on the Board of Directors of The Foundation of the Missouri Dental
Association. Her potential to contribute significantly more to the profession of dentistry is evident in her
drive to continually improve both herself as a dentist and the profession she loves. She will make a fine
addition to the Council on Membership.

NEW DENTIST COMMITTEE

Greene, Colleen, Wisconsin, 2020. Dr. Colleen Greene is a 2013 graduate of the Harvard School of
Dental Medicine. She also holds an M.P.H. degree in Health Care Management which she received from
the Harvard School of Public Health in 2011. She completed postgraduate residency training in pediatric
dentistry at the Children’s Hospital of Wisconsin in 2015. Dr. Greene, a native of Michigan, is currently
employed as a pediatric dentist at Children’s Hospital of Wisconsin, where she has been a full-time
faculty member in the pediatric residency program since July 2015. Dr. Greene also works part-time as a
dentist at Forward Dental in Oconomowoc, Wisconsin.

Dr. Greene served as national president of the American Student Dental Association (ASDA) (2012-
2013), and in 2014 she was co-chair of the ASDA National Leadership Conference. She has also served
as a member of ASDA’s Editorial Board. From 2010 to 2012 Dr. Greene served as ASDA'’s Liaison to the
ADA Council on Communications, and from 2011 to 2012 she was part of ASDA”s 11 member delegation
to the ADA House of Delegates.

Contributing to organized dentistry has been a priority of Dr. Greene since her first semester of dental
school when she was Harvard’s co-chair for Give Kids a Smile. She has since been a strong advocate
and an accomplished spokesperson for the dental profession. From 2011 to 2013 at the invitation of
JADA Editor, Dr. Michael Glick, Dr. Greene was the first dental student to have served as a member of
the Journal’s Editorial Board.

As a member of the ADA New Dentist Committee, it is Dr. Greene’s primary goal to focus on mentorship
and membership, which she considers both equally central to the identity and future success of the dental
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profession. Dr. Greene brings a unique perspective as an employee of a large group practice in an
organization committed to public health and as a result will contribute to the overall diversity of the
Committee.

Her ties to both Michigan and Wisconsin make her the ideal candidate to serve the Ninth District as its
representative to the New Dentist Committee where she will maintain strong connections with the dental
students and new dental graduates of Marquette, Detroit Mercy and the University of Michigan. In this
new role Dr. Colleen Greene will contribute vastly to the mission of the ADA as a member of its New
Dentist Committee.

Matin, Britany F., Alabama, 2020. Dr. Britany Matin is a 2012 graduate of the University of Alabama
(UAB) School of Dentistry and completed her M.S. in periodontology in 2015 at the UAB School of
Dentistry. Dr. Matin has previous work experience in the dental office as a dental assistant and presently
as a new dentist in solo private practice. She was an ASDA member at the UAB School of Dentistry and
was an ADPAC dental student member. Dr. Matin is a charter member of the UAB School of Dentistry,
Alabama Hispanic Dental Association. She is eager to serve on the ADA Council on the New Dentist
Committee and is willing to devote the time, effort and energy expected of her as a Council Committee
member.

Mattingly, Emily A., Missouri, 2020. Dr. Emily Mattingly graduated from UMKC School of Dentistry in
2012. She has since joined the McCoy, Samples, and Mattingly Dental Clinic team. Originally from
Chillicothe, Missouri, Dr. Mattingly is a fourth generation dentist. She is the daughter of Dr. Rolfe McCoy
and granddaughter of Dr. Chad McCoy. Her great-grandfather was a practicing dentist in Albany,
Missouri.

Dr. Mattingly enjoys being involved in organized dentistry. She is a member of the ADA, the Missouri
Dental Association (MDA), and the Northwest Dental Society (NWDS). She has served as delegate,
alternate delegate, and committee member at the MDA House of Delegates. In addition she also serves
on the New Dentist Committee of the MDA as vice chair and will be the 2017-2018 chair. At the national
level, Dr. Mattingly is a delegate for the ADA House of Delegates.

Quartey, Tricia S., New York, 2017. In February, 2016, Dr. Tricia Quartey was appointed to complete the
unexpired term of Dr. Kendra Zappia as a member of the New Dentist Committee. Dr. Quartey is a 2009
graduate of the University of Medicine and Dentistry, New Jersey. She is chair of the Committee of New
Dentists at the Second District Dental Society, a component society of the New York State Dental
Association. Dr. Quartey was very much involved in coordination of the NYSDA New Dentist meeting
held in Brooklyn in June 2016. She also serves as a member and chair of the Second District Dental
Society. She has held several leadership positions in the National Dental Association.

In 2009, Dr. Quartey was named the Resident of the Year at Lutheran Medical Center, and in 2010, was
the recipient of the Executive Women of New Jersey Scholarship.

Dr. Quartey is a member of the 2016 Class of the ADA Institute for Diversity in Leadership. She will make
an excellent addition to the New Dentist Committee.

Shisler, Adam C., Texas, 2020. Dr. Adam Shisler is from Houston, Texas. After graduation from the
University of Oklahoma, Dr. Shisler didn’t pursue dental school right away, instead he taught fourth and
eighth grade science with Teach For America in Houston after Hurricane Katrina. He then attended the
University of Texas School of Dentistry at Houston. After finishing dental school he completed his
specialty training in pediatric dentistry at the University of Texas School of Dentistry at Houston. Dr.
Shisler affiliated with Cammarata Pediatric Dentistry Group in 2012. Dr. Shisler has been involved at
many local, state and national levels with dentistry including being elected to serve as the national
American Student Dental Association President in 2011. His other offices include the Greater Houston
Dental Society’s Legislative Action Committee co-chair, Recruitment and Retention chair, a member of
the Texas Dental Association’s Dental Education, Trade & Ancillaries (DETA) Council and currently
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serving on the ADA Dental Wellness Advisory Committee. Dr. Adam Shisler is uniquely qualified to serve
as a member of the New Dentist Committee.

Stuefen, Sara E., lowa, 2020. When asking the state presidents at last year’s district caucus who would
be the best candidate for the opening in the ADA District 10 New Dentist Committee, hands down the
recommendation was Dr. Sara Stuefen.

Immediately after graduation from dental school, Dr. Stuefen became involved with the lowa Dental
Association (IDA). Currently she serves as the chair of the IDA’s New Dentist Committee (NDC). Dr.
Stuefen has a passion for her chosen profession of dentistry and finds participating in organized dentistry
very rewarding. She has already taken leadership roles in issues of dental education and dental
legislative activity. She enjoys working with the IDA NDC, interacting and networking with dentists who
are excited about the future of dentistry. She wants the best for her chosen profession and believes that
building a foundation of engaged new dentists is one of the keys. Serving on the ADA New Dentist
Committee will allow her to continue this mission.

SCIENTIFIC AFFAIRS

Fontana, Margherita R., Michigan, 2020. Dr. Margherita Fontana, is a renowned international leader in
cariology research and tenured professor at the University of Michigan. She received her D.D.S. from the
Universidad Central de Venezuela in 1989 and her Ph.D. in Dental Sciences from Indiana University in
1996. From 2011 to 2012 she was a fellow of the Hedwig van Ameringen Executive Leadership in
Academic Medicine Program for Women at Drexel University College of Medicine.

Dr. Fontana has served the ADA and its Council on Scientific Affairs in a variety of ways. She has been
an ADA consultant for its Caries Risk Assessment Tool and Sealant Review Panel as well as a consultant
for the ADA’s Caries Risk Terminology Group. She has been a consultant to the CSA, and a member of
the CSA’s steering committee for the updated ADA “Evidence-Based Clinical Recommendations for the
Use of Pit-and-Fissure Sealants.” She is currently a member of the Dental National Scientific Advisory
Committee. Dr. Fontana has also served as a consultant to numerous corporate entities.

Dr. Fontana has an impressive record of research accomplishments, having received nearly $18 million in
NIH grants and contracts, nearly $24 million in corporate-sponsored grants and over $.5 million in
university grants. She has twenty years’ combined teaching experience at Indiana University and the
University of Michigan and she has more than 269 peer-reviewed professional publications.

Aside from her impressive array of professional qualifications, Dr. Fontana’s Hispanic heritage would
make her uniquely qualified and add immensely to the diversity of the Council on Scientific Affairs.

Geisinger, Maria L., Alabama, 2020. Dr. Maria Geisinger has the expertise, leadership and motivation
necessary to successfully serve on the ADA Council for Scientific Affairs. She is a Board Certified
Periodontist and has over 13 years of experience in clinical and translation research. Prior to entering
academia, she was in full-time private practice and has maintained an intramural private practice
throughout her time in academics. She has been on the faculty of the University of Alabama at
Birmingham for eight years and currently serves as the director for Advanced Education in Periodontology
and director of Faculty Development and Support. She is currently the principal investigator of three
ongoing clinical and translational research projects and serves as a co-investigator on six other ongoing
projects. Her research is focused around the interface between periodontal infections and inflammation
and systemic health as well as advanced biomaterials in dental implantology and periodontal regenerative
grafting. These interests have allowed her to work together on many interdisciplinary collaborations,
allowing her to gain a greater understanding of myriad disciplines within dentistry, medicine, engineering,
and public health.

She also currently serves as the vice president of the American Academy of Periodontology Foundation
(AAPF), a non-profit organization which aims to improve the periodontal and general health of the public
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through increasing public and professional knowledge of periodontal diseases and their therapies,
stimulating basic and clinical research to generate new knowledge, and enhancing educational programs
at all levels to create opportunities in periodontal education and practice. The AAPF was the recipient of
the 2014 William J. Geis award for Outstanding Achievement in support of dental education and research.
Currently the retention rate of AAPF award recipients in academic research is 97% and the AAPF has
awarded over $5 million in educational scholarships and fellowships to support dental research. Dr.
Geisinger is both a trustee in the AAPF and also a past award recipient, and through her work, is able to
evaluate and support young investigators and nascent research projects that she believes will positively
alter the practice of dentistry.

One of her greatest strengths is her combination of inspiration and exuberance of youth tempered with
her outstanding research experience bringing the ADA a unique opportunity to generate and evaluate
fresh ideas and their potential to stimulate innovative responses and directions. Yet she retains the ability
to listen to other points of view and is open — a team player.

As a young woman she represents an example of our commitment to diversity. Diversity aside, her
outstanding qualifications speak well of our future in dental research and advancement and stand alone
as more than qualifying her for the Council. She has been an unselfish ambassador to dentistry and the
ADA not only by her multiple committee involvements but by being more than willing to gratuitously give
presentations to local, state and national organizations. She is sought out at such meetings not only due
to her knowledge and expertise, but being a practicing dentist she has that talent to relate her scientific
perspective in a clear and understandable manner to the practicing dentist. The clinical application of her
research has always been important to her (translational research). Dr. Geisinger has shown a dedicated
work ethic and commitment to every task and project given to her with a commitment to her assignment
which is second to none. Always giving 100%. She fits all criteria the Council is looking for in a new
member. Below are the words of Dr. Geisinger discussing her nomination to the Council.

“I fundamentally believe that research is at the core of developing and maintaining
our expertise as healthcare providers and my focus and emphasis is to work to
develop and continue to perform dental research that changes the way we do
business in dentistry. Research that is informed by clinical problems and then seeks
to provide practical answers to the problems facing dentistry is critical to our patients,
our communities, and to our profession. | seek to serve on the ADA Council

Jefferies, Steven R. Pennsylvania, 2020. In June, 2015, Dr. Steven Jefferies was appointed to complete
the unexpired term of Dr. John Ludlow, North Carolina, as a member of the Council on Scientific Affairs.
Dr. Steven Jefferies holds a Bachelor of Arts in Biology from Johns Hopkins University, a Master of
Science in Chemical and Biochemical Engineering from Rutgers University, a Doctor of Dental Surgery
from the Baltimore College of Dental Surgery and a Doctor of Philosophy in Dentistry from the School of
Dentistry, Medical University of South Africa Campus, University of Limpopo, South Africa. He also
completed a general practice residency at the United States Public Health Service Hospital in New
Orleans. After completing the General Practice Residency (GPR) in the United States Public Health
Service, Dr. Jefferies was in full-time private general practice for almost 6 years.

Dr. Steven R. Jefferies is the Donald and Cecelia Platnick Professor, Department of Restorative Dentistry,
Kornberg School of Dentistry, where he is also director of Clinical Research and the director of the
Biomaterials Research Laboratory. He has held several adjunct and visiting faculty appointments,
including presently an academic position as professor/lecturer in the Advanced General Dentistry
Program at the University of Maryland Dental School Baltimore. In addition to serving as a professor in
the Department of Restorative Dentistry, he is also currently associate dean for Research and Graduate
Education at Temple’'s Kornberg School of Dentistry.

Prior to his current full-time academic position, Dr. Jefferies completed almost twenty years of service with
Dentsply International; having served as corporate vice president for Advanced Technology, vice
president of Corporate Product Development, and as director of Clinical Research for Dentsply’s Caulk
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Division in Milford, Delaware. Over the years, he has been a consultant on biomaterials research to the
Johns Hopkins Department of Surgery, and as an independent consultant for clinical/applied
bioengineering and biotechnology. Dr. Jefferies holds 29 U.S. Patents relating to dental procedures and
dental materials. He has published 45 scientific papers in peer-reviewed academic journals as well as
over 30 abstracts. He has presented programs, lectures and seminars on dental and biomaterials on
more than 100 occasions, both nationally and internationally.

Keels, Martha Ann, North Carolina, 2020. Dr. Martha Ann Keels received her dental degree from the
University of North Carolina, Chapel Hill. She was one of the first recipients of the NIH Dentist-Scientist
Award, which funded her specialty training in Pediatric Dentistry and a Ph.D. in Epidemiology at the
University of North Carolina. She is board certified in pediatric dentistry and has served on the board’s
examination committee since 2008.

She is an adjunct associate professor in Pediatrics at Duke University School of Medicine and an adjunct
associate professor in Pediatric Dentistry at the University of North Carolina School of Dentistry. She has
been in private practice in Durham, North Carolina, since 1990.

Dr. Keels holds fellowships in the American Academy of Pediatric Dentistry, American College of Dentists
and the International College of Dentists. As a dental student, she was elected to membership in OKU
Honor Dental Fraternity. She has served as president of the North Carolina Academy of Pediatric
Dentistry on the editorial board of the Journal of Pediatric Dentistry and on the Council of Scientific Affairs
and Clinical Affairs for the Academy of Pediatric Dentistry. She was chair of the Section of Oral Health
within the American Academy of Pediatrics from 2004 to 2010. She was the recipient of the American
Academy of Pediatrics Oral Health Award in 2012.

Dr. Keels is presently a co-investigator on a multi-center study along with Dr. Margherita Fontana and Dr.
Steve Levy on the first ever prospective study of caries risk assessment in a pediatric population. This
study is funded by the NIH-NIDCR and received the Presidential Award in 2013. She is also funded by
the NIH as part of the Undiagnosed Diseases Network study which is a gene mapping study dedicated to
determine a diagnosis for children who to date have not been given a clinical diagnosis. Her other
research interests include dental acid erosion, pediatric periodontal disease and dental care for children
with special health care needs. She developed one of the clinical scales used nationally to record the
level of dental acid erosion chairside as well as the matrix for facilitating the diagnosis of periodontal
disease in children.

She has also lectured extensively across the USA and in Europe on a variety of topics including fluoride,
caries risk assessment, dental eruption problems, pediatric periodontal disease and dental acid erosion.
Her knowledge of fluoride comes from her post-doctoral research with Dr. Brian Burt studying the effects
of the city of Durham, North Carolina, accidently cutting off fluoride in the city water for one year. They
were funded by the NIH for six years examining the fluorosis and dental caries risk from this accident.
She lectures on dental trauma and published in Pediatrics the first ever guidelines for management of
dental trauma for pediatricians in 2014. All of her research projects have been joint efforts with other
scientist demonstrating her ability to work effectively and respectively with a team which is required by
ADA-CSA.
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Resolution No. 61 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Ethics, Bylaws and Judicial Affairs

Reference Committee: D (Legislative, Health, Governance and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

ADA CONSTITUTION AND BYLAWS REVIEW PURSUANT TO RESOLUTION 118H-2014

Background: This report transmits proposed amendments to the ADA Constitution to the House of
Delegates, to be held over for a vote in 2017. The report further provides the House with a status report
of the work to date of the Council on Ethics, Bylaws and Judicial Affairs (the Council or CEBJA) and its
Bylaws rewrite task force (the task force) in overhauling the ADA Constitution and Bylaws pursuant to
118H-2014.

At the 2014 House of Delegates, during the debate on the resolution, Dr. Rosato, then chair of the
Council, estimated that the rewrite process would take two and one-half (2%2) to three (3) years to
complete (Trans.2014:446). The Council believes it will meet that timeline and that the revised ADA
Constitution and Bylaws will be given to the 2017 House of Delegates for adoption. This report is
provided to summarize the work that has been accomplished to date and summarize the tasks that
remain to be completed in the ensuing year.

The Council wishes to acknowledge, with appreciation, the continuing work of the former and current
members of its task force: Dr. Rickland G. Asai, Dr. Douglas A. Auld, Dr. Darryll L. Beard, Ms. Paula
Cohen, Dr. Judith M. Fisch, Dr. Michael H. Halasz, Dr. Linda K. Himmelberger, Dr. Emily Ishkanian, Dr.
G. Jack Muller Il, Dr. Kirk M. Norbo, Dr. L. Stephen Ortego, Dr. Niveditha Rajagopalan, Dr. Petra von
Heimburg, Dr. William M. Walton and Dr. Mark R. Zust. The Council also wishes to acknowledge the
invaluable assistance of former Council member Dr. Walter I. Chinoy in the Bylaws revision process.

Status of the Rewriting of the ADA Constitution and Bylaws. In late 2014, in response to Resolution
118H-2014 (Trans.2014:446), the Council formed its task force to review the current ADA Constitution
and Bylaws and develop proposals for revising those governance documents. Task force members are
current and former Council members, the Council’'s New Dentist Committee member, the Council’s liaison
from the American Student Dental Association and three members of the Board of Trustees, all of whom
are former members of the Council. Many of the non-trustee members of the task force are delegates to
the ADA House of Delegates, hold or have held volunteer leadership positions in their state dental
societies and have significant experience with the ADA Bylaws.

At its initial meeting in February 2015, the task force discussed ways to accomplish the formidable task of
overhauling the Constitution and Bylaws and determined the best way to proceed would be to divide the
task force into three separate reviewing groups, each of which would conduct an independent initial
review of and propose revisions to approximately one-third of the ADA Constitution and Bylaws. It was
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then planned that the initially reviewed material would be reviewed and revised by the remainder of the
task force members.

Throughout 2015, the task force reviewing groups reviewed the Constitution and Bylaws material
assigned to them. During the course of the reviewing process, two Chapters of the Bylaws were
identified as capable of being deleted in their entirety because the Chapters contained material that was
not part of the fundamental governance framework of the ADA. At the urging of the task force, the
Council proposed that Chapters XIX and XXI of the 2015 Bylaws, relating to the Alliance of the American
Dental Association and rules of construction of the Constitution and Bylaws, should be entirely eliminated;
those resolutions were adopted by the 2015 House of Delegates, Resolution 4H-2015 (Trans.2015:276)
and Resolution 5H-2015 (Trans.2015:270).

In early 2016, the task force convened a meeting to review the work of each of the three reviewing
groups. While each group had worked diligently and proposed meaningful and appropriate revisions to
the portions of the ADA Constitution and Bylaws assigned to it, when the work of the three groups were
assembled as a whole, it was the consensus of the task force that Resolution 118H-2014 demanded
more significant and extensive revisions than those proposed by the reviewing groups.

Ultimately, the task force concluded that all operational and procedural material should be removed from
the ADA Constitution and Bylaws and placed in an ancillary document or documents, with the ultimate
goal of revising the Constitution and Bylaws so that they consist of only the fundamental governance
rules of the ADA. The task force believes that it is appropriate to remove the operational and procedural
material presently in the ADA Bylaws and to place material related to the House of Delegates in the
Manual of the House of Delegates. The remaining material removed from the ADA Bylaws will be
assembled into a new, well indexed document provisionally entitled the Governance and Organizational
Manual of the American Dental Association (“the Governance Manual”).

Following the discussions of the task force, the 2016 ADA Constitution and Bylaws was once again
reviewed from beginning to end to implement the more extensive revisions desired by the task force.
Those revisions were completed in May 2016 and the remaining material in the Bylaws edited for
cohesiveness. The result was a proposed set of Bylaws that was eighteen (18) pages in length, down
from the current seventy nine (79) pages. This revision was then distributed to the entirety of the task
force and reviewed during an in-person meeting of the task force in June 2016, during which additional
material was deleted, leaving the Bylaws at slightly more than fourteen (14) pages in length. The
amendments to the ADA Bylaws proposed by the task force have been reviewed and provisionally
approved by the Council.

The task force has also proposed a handful of revisions to the ADA Constitution. Apart from a few
revisions proposed to streamline the language of the Constitution and to remove specific Bylaws Chapter
references in the Constitution, the revisions are proposed to align the language of the Constitution with
the revised Bylaws. The amendments to the Constitution proposed by the task force have been reviewed
and approved by the Council and are presented to the House in this report. Pursuant to Article VIII of the
ADA Constitution, it is requested that this resolution be laid over and considered by the 2017 House of
Delegates together with the amendments to the ADA Bylaws that will be presented next year.

The revised version of the ADA Constitution is attached to this report as Appendix 1.

An additional factor that was present in conducting the review of the ADA Constitution and Bylaws was
83H-2015 (Trans.2015:274). That resolution, which has been referred to the Council on Membership,
calls for a proposal for rewriting the membership chapter of the Bylaws (Chapter |) so that barriers to
membership are removed. The Council on Membership has collaborated with CEBJA regarding its
proposal; CEBJA understands that the Council on Membership will be reporting to the 2016 House of
Delegates on that effort.
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Anticipated Steps Leading to Tendering the Proposed Revised ADA Constitution and Bylaws to the ADA
House of Delegates for Adoption. With proposed amendments to the ADA Constitution being presented
with this report and a preliminary draft of the amendments to the ADA Bylaws completed, the question
that is sure to arise is why aren’t the proposed Bylaws amendments being presented to the 2016 House
of Delegates for consideration and vote? The Council and the task force are mindful that the House of
Delegates is eager to receive the revised Constitution and Bylaws and move the process set in motion by
118H-2014 forward as quickly as possible. However, both the Council and the task force believe that
further steps in the revision and rewriting process are essential to complete before tendering the revised
Constitution and Bylaws to the House of Delegates for a vote.

The Council and task force believe that when the proposed amendments to the Bylaws are unveiled, it is
critical to also provide copies of the revised Manual of the House of Delegates and the new Governance
Manual, all of which will include the material that has been removed from the ADA Bylaws during the
revision process. Having those documents along with the revised Constitution and Bylaws will provide
readers with the means to confirm that the procedural and operational details that have been removed
from the Bylaws still exist, and have merely been transferred to more appropriate places.

Delaying the release of the revised Bylaws will also give the task force and the Council the opportunity to
double-check the revisions that have provisionally been made. If during the course of reviewing the
procedural and operational material removed from the Bylaws it is determined that material has been
mistakenly or inadvertently removed from the Bylaws and needs to be reinserted, the contemplated
process will allow that reinsertion to be easily accommodated. The process being followed ensures that
the best and most accurate work possible will be forwarded to the 2017 House of Delegates.

The process of revising the stricken portions of the Bylaws and inserting those portions into the Manual of
the House of Delegates and the Governance Manual has begun, but is not yet complete because of the
guantity of information that needs to be placed in those documents. It is anticipated that the process will
be completed in time for the Council to review the revised documentation at its meeting a few weeks after
the ADA 2016 annual meeting in Denver. When the manual revisions are completed, the Council will
release those revised documents and the proposed amendments to the ADA Bylaws to interested parties
to review.

The task force and the Council believe it is vital to allow all interested parties the time to review the
proposed revisions and to provide comments and suggestions to the proposed revisions. When the
amended ADA Bylaws and the ancillary operational and procedural documentation are distributed toward
the end of the year, a period will be provided to allow suggestions and comments to be made by
interested parties. It is presently anticipated that a mechanism for providing comments, suggestions and
feedback on the revised Bylaws will be available on ADA Connect. All comments received will be
reviewed and considered by the task force and the Council with amendments being made as appropriate.
Following the comment and revision process, the revised Bylaws, together with the revised Manual of the
House of Delegates and the Governance Manual will be transmitted to the House for adoption.

Based on the foregoing, the Council tenders Resolution 61 to the House of Delegates and requests that
the Resolution be laid over for consideration by the 2017 House of Delegates:
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Resolution

61. Resolved, that the ADA Constitution be amended as follows (additions underscored, deletions

stricken-through):

Constitution
ARTICLE | ¢e NAME

The name of this organization shall be the American Dental Association;-hereinafter+eferred-to-as
“the-Association™or (“this Association:")

* k *

ARTICLE Ill -« ORGANIZATION

Section 10. INCORPORATION: This Association is a non-profit corporation organized under the
laws of the State of lllinois. If this corporation shall be dissolved at any time, no part of its funds or
property shall be distributed to, or among, its members but, after payment of all indebtedness of the
corporation, its surplus funds and properties shall be used for dental education and dental research
in such manner as the then governing body of the this Association may determine.

Section 40. MEMBERSHIP: The membership of this Association shall consist of dentists and other
persons whose qualifications and classifications shall be as established in Chaptert-efthe Bylaws.

Section 50. CONSTITUENTS SOCGIEHESAND COMPONENTS: Censtituent-secieties-Constituents
of this Association shall be those dental societies or dental associations chartered in conformity

with-ChapterH-ef-the Bylaws.

Section-60—COMPRONENT-SOCIEHES:—Component societies of this Association shall be those
dental societies or dental associations organized in conformity with Chapterti-ofthe Bylaws of this
Association and in conformity with the bylaws of their respective-constituent-secieties_constituents.

Section-#0 60. TRUSTEE DISTRICTS: The constituent societies of the-this Association and the
federal dental services shall be grouped into seventeen{d7/-trustee districts.

ARTICLE IV « GOVERNMENT

Section 10. LEGISLATIVE BODY: The Ieglslanve and governlng body of thls Assomaﬂon shall be a
House of Delegates.

Section 20. ADMINISTRATIVE BODY: The administrative body of this Association shall be a Board
of Trustees.; i 2

* * %

ARTICLE VI - ANNUAL SESSION
The annual session of this Association shall be conducted in accordance with Chapters-\V-and-xXV
of-the Bylaws.

ARTICLE VIl « PRINCIPLES OF ETHICS AND CODE OF PROFESSIONAL CONDUCT

The Principles of Ethics and Code of Professional Conduct of this Association and the codes of
ethics of the constituents and components secieties-which are not in conflict with the Principles of
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Ethics and Code of Professional Conduct of this Association, shall govern the professional conduct
of all members.

SPEAKER’S COMMENT: The Board notes that Resolution 61 requires a change to the ADA
Constitution. As such, in accordance with the ADA Constitution, Article VIII. AMENDMENTS,
this resolution will lay over to the 2017 House of Delegates.
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APPENDIX 1

CONSTITUTION
ARTICLE | - NAME
The name of this organization shall be the American Dental Association (“this Association”).
ARTICLE Il - OBJECT

The object of this Association shall be to encourage the improvement of the health of the public and to
promote the art and science of dentistry.

ARTICLE Il « ORGANIZATION

Section 10. INCORPORATION: This Association is a non-profit corporation organized under the laws of
the State of lllinois. If this corporation shall be dissolved at any time, no part of its funds or property shall
be distributed to, or among, its members but, after payment of all indebtedness of the corporation, its
surplus funds and properties shall be used for dental education and dental research in such manner as
the then governing body of this Association may determine.

Section 20. HEADQUARTERS OFFICE: The registered office of this Association shall be known as the
Headquarters Office and shall be located in the City of Chicago, County of Cook, State of lllinois.

Section 30. BRANCH OFFICES: Branch offices of this Association may be established in any city of the
United States by a majority vote of the House of Delegates.

Section 40. MEMBERSHIP: The membership of this Association shall consist of dentists and other
persons whose qualifications and classifications shall be as established in the Bylaws.

Section 50. CONSTITUENTS AND COMPONENTS: Constituents of this Association shall be those dental
societies or dental associations chartered in conformity with the Bylaws. Component societies of this
Association shall be those dental societies or dental associations organized in conformity with the Bylaws
of this Association and in conformity with the bylaws of their respective constituents.

Section 60. TRUSTEE DISTRICTS: The constituent societies of this Association and the federal dental
services shall be grouped into trustee districts.

ARTICLE IV « GOVERNMENT

Section 10. LEGISLATIVE BODY: The legislative and governing body of this Association shall be a
House of Delegates.

Section 20. ADMINISTRATIVE BODY: The administrative body of this Association shall be a Board of
Trustees.

ARTICLE V « OFFICERS

Section 10. ELECTIVE OFFICERS: The elective officers of this Association shall be a President, a
President-elect, a First Vice President, a Second Vice President, a Treasurer and a Speaker of the House
of Delegates, each of whom shall be elected by the House of Delegates.

Section 20. APPOINTIVE OFFICER: The appointive officer of this Association shall be an Executive
Director who shall be appointed by the Board of Trustees.

ARTICLE VI « ANNUAL SESSION

The annual session of this Association shall be conducted in accordance with the Bylaws.
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ARTICLE VII « PRINCIPLES OF ETHICS AND CODE OF PROFESSIONAL CONDUCT

The Principles of Ethics and Code of Professional Conduct of this Association and the codes of ethics of
the constituents and components which are not in conflict with the Principles of Ethics and Code of
Professional Conduct of this Association, shall govern the professional conduct of all members.

ARTICLE VIIl -« AMENDMENTS

This Constitution may be amended by a two-thirds (2/3) affirmative vote of the delegates present and
voting, provided that the proposed amendments have been presented in writing at any previous session
of the House of Delegates.

This Constitution may also be amended at any session of the House of Delegates by a unanimous vote,
provided the proposed amendments have been presented in writing at a previous meeting of such
session.



Budget, Business and
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Resolution No. None N/A

Report: Board Report 3 Date Submitted: July 2016

Submitted By:  Board of Trustees

Reference Committee: A (Budget, Business and Administrative Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

REPORT 3 OF THE BOARD OF TRUSTEES TO THE HOUSE OF DELEGATES: COMPENSATION
AND CONTRACT RELATING TO THE EXECUTIVE DIRECTOR

Background: In March 2015, the Board of Trustees executed a three-year employment agreement with
the current Executive Director, which expires on March 15, 2018. The Executive Director is the only
member of the ADA staff with a written employment contract.

Compensation and Benefits: The Executive Director’s current annual base salary is $542,235 and is
paid in accordance with the Association’s standard payroll schedule and policies. The contract provides
that in March 2016 and March 2017, respectively, the Executive Director’s annual salary shall increase
3% over the prior annual base salary. The current salary level was set in March 2016 based on the
contracted increase of 3% over the prior annual base salary of $526,442.

The 2015 contract provides that the Executive Director is eligible to receive an annual bonus ranging from
0%-5% of her base salary, as determined by the Board, based upon criteria jointly approved by the
Executive Director and the Board, and subject to the availability of funds. In March 2016, the Executive
Director received a bonus in the amount of $23,690 (4.5% of base), based on the assessment of 2015
performance.

The Executive Director is entitled to the fringe benefits offered during the term of this Agreement similarly
situated Association employees having her length of service in the employ of the Association; provided,
however, that such fringe benefits do not include “Severance Pay” under the ADA Employee Handbook or
any other ADA policy or procedure relating to severance pay because such severance pay is covered by
the terms of the employment contract.

The 2015 contract provided additional fringe benefits including a $15,000 annual contribution to the
Great-West Variable Annuity Plan; a parking space in the Association Headquarters building; the
reimbursement of reasonable, substantiated expenses incurred to purchase and maintain a membership
in one city or athletic club in the Chicago area; one cellular telephone, reasonable expenses for spousal
travel to the Association’s annual session and any other required spousal travel consistent with the ADA
Board’s spousal travel policy in effect at the time; and membership dues in professional associations up
to $5,500 (except for the dues of the American Dental Association and its constituent and component
dental societies).



(G208 w

(o)}

July 2016-H Page 2001
Board Report 3
Reference Committee A

Resolutions
This report is informational and no resolutions are presented.
BOARD RECOMMENDATION: Vote Yes to Transmit.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.

Board Report 3
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Resolution No.  9-10 New

Report: Board Report 2 Date Submitted: July 2016

Submitted By:  Board of Trustees

Reference Committee: A (Budget, Business and Administrative Matters)

Total Net Financial Implication: $(266) Net Dues Impact: No increase
Amount One-time Amount On-going FTE
ADA Strategic Plan Objective: 2017 Budget Supports All Strategic Plan Objectives

How does this resolution increase member value: Not Applicable

REPORT 2 OF THE BOARD OF TRUSTEES: 2017 BUDGET

Contents

Summary
Overview of ADA Budget Process

Financial Summary

Changes from 2016 Budget to 2017 Budget by Account

Number of Employees

Programs and Internal Functions

Changes from 2016 Budget to 2017 Budget by Activity

Capital Expenditures and Reserve Funds

. Recap of 2015 Results

10. Headquarters Building Valuation

11. Appendices: Summaries by Division: Revenue, Expense, and Net Revenue/Expense

CoNoR~WNE

Summary
All dollar figures are in thousands with unfavorable variances in parentheses.

In accordance with its Bylaws duties, the Board of Trustees presents the proposed 2017 operating budget
for the Association. The Board of Trustees is recommending a 2017 operating budget of $133,584 in
revenues and $126,850 in expenses and income taxes, generating a surplus before transfers to the
insurance royalty reserve of $6,734. After transferring $7,000 in royalty revenue to the insurance royalty
reserve the operating budget is a net deficit of $(266). The royalty reserve is dedicated to member value,
long term dues and financial stabilization as urged by the House of Delegates Resolution 84H-2013 and
Board action. In arriving at this proposed 2017 budget, the Board of Trustees analyzed budget requests
relative to the Association’s strategic priorities, as directed by the 2011 House of Delegates in resolutions
44H-2011 and 12 52H-2011 (Trans.2011:444;445). Resources were allocated between programs and
divisions in an effort to maximize their effective use in executing the ADA’s Strategic Plan for 2015-2020.
No national dues increase is included in the 2017 proposed budget, but the Board has separately
proposed a dues increase of $10 per member that is not reflected in this document.
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Overview of ADA Budget Process
Budget Approach and Strategic Plan Goal Updates

First, it is important to recognize that the budget presented in this report is the result of the combined efforts
of many volunteers and staff over many months that has built on process improvements resulting from
suggestions over many years. The Board of Trustees greatly appreciates Council participation in this
budget process which took a different approach compared to prior years. Engagement of its Councils in
development of Council priorities is one important way that the House fulfills its fiduciary duty to review and
approve the budget. Although there weren’t many proposed changes that affected Councils included in the
proposed 2017 budget, for the first time this year Council leaders received the first draft of this report in
advance of the board meeting to enable input to the board’s discussions before the vote to approve the final
budget that will be sent to the House. Many thanks are due to everyone who contributed to both the
content and process improvement suggestions during development of the 2017 budget.

The 2017 budget represents the third or middle year of the Members First 2020 five year Strategic Plan.
This strategic plan consists of:

e Three Goals which are basically fixed,

e Six Objectives that can be adjusted if met or if major changes in conditions require it, and

e Ten Strategies which need to be revisited regularly and prioritized.

Using this framework, an annual review of the Strategic Plan in advance of the financial budgeting
process considered priorities based on organizational needs to focus on long term goals and objectives,
updated environmental scanning, as well as input from senior staff to revisit priorities that may result in a
proposal to amend strategies that will be reflected in the ADA’s operating plan.

Again this year, two of the six stated objectives in the Member First 2020 plan, member market share and
non-dues revenue, pose significant challenges under current conditions. After many years of continued
erosion in active, full dues membership, the most important priorities for 2017 were reassessed.

The ADA Mission Statement is “Helping all members succeed.” ADA Core Values related to the mission
include:

Commitment to Members

Integrity

Excellence

Commitment to the Improvement of Oral Health

Science/Evidence—Based

The current strategic plan consists of the following high level goals, supporting objectives, and strategies.
Changes to the strategies in 2016 are noted by strikethrough and underlining

Membership Goal: The ADA will increase member value and engagement.

Objective 1: The public will recognize the ADA and its members as leaders and advocates in oral health.
1.1 Align public awareness efforts across the tripartite concerning oral health issues
1.2 Position ADA membership as a positive differentiating factor for patients
1.3 Promote oral health through advocacy and science

Objective 2: ADA’s member market share will equal at least 70% of actlve Ilcensed denusts

petenﬂal—memlee#s Focus the message to connect Wlth individual members potent|al members and
key market segments
2.2 Design unigue member outreach and benefit programs targeting dental students and new
dentists market-segments

Objective 3: ADA will achieve a 10% increase in the assessment of member value from membership.
3.1 Pursue programs that members value and are “Best in class”
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Finance Goal: The ADA will be financially sustainable.

Objective 4: Unrestricted liquid reserves will be targeted at no less than 50% of annual operating expenses.
4.1 Budget for a surplus consistently year to year

Objective 5: Non dues revenue will be at least 65% of total revenue
5.1 Develop cooperative ways to increase non-dues revenue across the tripartite
5.2 Increase member utilization of existing products and services and pursue new markets

Organizational Capacity Goal: All levels of the ADA will have sufficient organizational capacity
necessary to meet member needs.

Objective 6: The roles and responsibilities of each element of the tripartite will be clearly defined and agreed
upon.

6.1 i —ra 2 oraanization-w desianina-proce
programs-and-services Simplify, standardize and rationalize how each level of the ADA operates
and delivers programs and services and interacts with members, acting in the best interests of the
member rather than the organization

Starting with recommendations from management, the ADA Strategic Planning Committee reviewed
these goals and objectives and recommended changes (noted above) to strategies 2.1, 2.2 and 6.1 which
the Board adopted in January 2016. Furthermore, these three revised strategies (2.1, 2.2 and 6.1) were
identified as ADA priority strategies under Members First 2020 for 2016 and 2017.

As a result, these strategic priorities were an early input to respond to the need for the strategic plan to
drive budget decisions rather than the reverse.

These strategic priorities are to:
1) “Focus the message” to connect with individual members and potential members;

2) Design unique member outreach programs for targeting dental students and new dentists and “Fill
the pipeline” to generate full-dues paying members; and

3) “Simplify,” Standardize, and Rationalize how each level of the ADA operates and interacts with
members actively in the best interest of the member rather than the organization.

The board believes that the process changes made this year put more emphasis on the importance of
outcomes related to the advancement of the strategic plan rather than the financial budgeting process
itself.

By starting with three central questions to program owners, it is hoped that everyone, including Councils,
can first come to consensus on the value of their programs:

1st, Does the program advance a priority strategy?
2nd, Is the program effective?

And 3rd, Based on answers to the first two questions, should the ADA devote resources to the
program and to what extent?

The financial budgeting process then used this information as another input to the prioritization of
resources.
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Program Assessment and Prioritization in Advance of Financial Budgeting

Because the critical goal of budget development is the prioritization of resources in alignment with the
strategic plan, the development of program assessment criteria tied to its goals was an important step in
the process. Program Assessment Criteria are intended to provide a framework for common
understanding of program prioritization.

The construction of 2017 financial budgets did not start until after a careful program portfolio review and
assessment process. All ADA divisions, working with councils, define a list of programs that represents
its work product, i.e. what the division accomplishes that creates member value. This list of programs
may include new initiatives for review against existing programs carried forward from the prior budget
year to focus on the ADA'’s strategic plan priorities. Descriptions were written to briefly explain each
program and program templates were also designed to collect critical information. This phase of the
initial planning process that fed into 2017 financial budget process focused on gathering new information
to better focus ADA programs to move key indicators of progress toward ADA strategic plan goals.

Because feedback from the 2016 budget process indicated that one set of universal assessment criteria
applied to all programs would not be as meaningful as separate criteria focused on several different
groups of programs, the assessment criteria were redefined. In addition, the board requested more
information from grass roots dentists to provide a better sample of customer perceptions. As a result,
survey metrics were reviewed and approved by the board to serve as the universal assessment criteria
for the 2017 budget process. This survey approach is more member focused for a better connection to
our strategic plan goals.

McKinley Advisors was selected as the consultant to perform Dentist Surveys designed to collect our
general member and non-member perspectives on our current programs, as well as new initiatives, to
serve as one important input to the budget prioritization process.

To provide some context to the McKinley Survey Results, it should be noted that this McKinley Dentist
Survey replaces last year’s Volunteer Scoring Process which enlisted Council Leaders, as a Council
Budget Group, or “CBG,” to rate all programs.

Survey questions first asked about a respondent’s awareness of a program, and only then would they be
presented with questions on their personal usage of the program. Dentists that had used direct member
benefit programs or were aware of programs that interface with third parties were then asked about their
satisfaction with the results. Lastly, all dentists were provided with a short description of the program and
asked to rate the value and impact of the program on their decision to join the ADA. The survey results
used for prioritization were focused on the member value metrics.

The program descriptions were provided by each division as part of their budget documentation.
Using the program descriptions as a reference, each member-facing program was then included in a
survey of general members to collect information on the relative value of different programs. While
most survey questions were circulated to dentists for member-facing programs, other questions were
directed at state executive directors for programs that benefit state and local components. The survey
results were shared with Council leaders during webinars conducted by the Treasurer which also
provided an overview of changes to this year’'s budget process. In addition, the survey scores are
included in the program summaries of this report.

Similar to universal assessment criteria scores in prior years, this survey data is only one important input
to the budget prioritization process. Other inputs may include:
a. Alignment of programs with ADA 2020 Strategic Plan Priority Strategies to:
i. Fill the Pipeline
ii. Focus the Message
iii. Simply and Standardize processes
b. Net Costs or Revenue generated by program (to support a balanced budget).
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c. Council Leader input — such as:
i. ADA risk of not doing the program in 2017,
ii. House resolutions that, directly or indirectly, require the program,
iii. Any other factors that should be considered by the board before a final decision.

Starting with the priority strategies and program assessments, management identified the following areas
of focus in the ADA business model:

¢ Member & Client Service: How We Serve Members and their State and Local Societies
o Integrated Marketing Communications: How We Converse with Today’s Member and the Public
Regarding Dentistry
e Scientific Information: How We Provide Science to our Members To Improve Their Patients’ Oral
Health
e Enabled by Information Technology
0 Supplies Data to Support Decisions
O Provides Scale and Reach
0 Enables Targeting and Personalization

More detailed strategies for each of these areas were developed as follows:

Member & Client Services 2017 Strategies:

1. Expanding Client Service Delivery to States through
0 Coordination and integration of offerings through account planning for states
0 Focus on 8 Strategic States where the ADA can provide the most value
0 Provide consultative services to states via outreach managers
o Provide administrative solutions through service provider referral

2. Tactical Plans to Fill and Measure the Pipeline
0 Dental School Strategy
0 Career Center
0 Non-Renew Predictive Model
o0 Pilots to test products/services/messages

Integrated Marketing Communications 2017 Strategies

Introduce “A New Way To Work” based on:

1. Integration

0 Focus the Message through five cross-divisional campaigns
Search Engine Optimization (“SEQ”), paid media, and promotion
Centralized Content Marketing & Promotion
Packaging, creation and distribution via newsroom
Shared calendar optics with Publishing

O O O0O0

2. Digital & Technology Evolution

O ADA.org upgrade

0 Feedback loop

0 Personalization

O Targeting graduate and New Dentist cohorts

3. Five Pillar Campaigns
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ADA Pride (for members)

Make Your Life Easier (for dentists: members and prospects)

Be Your Best (to promote resources for practice and career)

See Your ADA Dentist (for consumers)

Dental Health For All (for media, policy makers, members, environmental stakeholders)

O o0oOo0o0o

Scientific Information 2017 Strateqgies to provide:

1. Scientific Information
2. Evidence-based Dentistry
3. Seal of Acceptance

Information Technology 2017 Strategies

1. Focus IT efforts to support Priorities
2. Increased Adoption to Realize Benefits

3. Integration between Marketing/Communications and Technology (optimization of
content)

ALIGNMENT OF INFORMATION TECHNOLOGY INITIATIVES WITH ADA PRIORITIES

Focus the Message; Simplify & Operations
Fill the Pipeline Standardize
Personalization Reporting & Analytics Finance & HR Infrastructure
DB Configuration (ADA, State&Local Big Data) Audit & Security Aptify
Sign on Ease ADA Connect CDMS
$s0 Aptify Adoption S&L Websites
Click to Chat (CRM, Sales Mgt, Meetings,
Content (DMM, DCM, )
KC Adoption
DAM)
CODA/CERP

Web Analytics
Ex/In Search
Ad Monetization

We continue to invest in information technology in 2017 to continue building ADA capabilities to support the
new model for “client service” to state and local components. In 2017, the first year after the accelerated
Aptify implementation plan which rolled out the new Association Management software to most states in 3
years rather than the original 5 year plan, adoption of the new system is a top priority for IT. This should
help manage the long term risk of all components not having access to consistent and reliable information
to serve members. After States have converted to Aptify and completed the learning of new processes, it is
expected that Aptify will enable more effective member interaction and relationship management, data
collection and analysis, and key segment marketing for state and local societies.

Similarly, many other IT initiatives, shown in the chart above, provide support for ADA priority strategies as
well as essential ADA operations and risk management functions.
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Currently the ADA is developing an approach to providing services to the state dental societies that allows
for an approach that best meets the needs of states that vary widely in capability and capacity.

The simplification and streamlining of processes to make it easier for members to find and access benefits
and solutions is an important priority to ensure that the member experience, whether it be digital or live, is
consistent across all states. A consistent look and feel is important to members. Websites (ADA, State and
Local) are a primary channel to interface with dentists looking for professional solutions and support. In an
ideal scenario, the member would be able to access the benefits, products and services that they desire in
real time, through a single interface, regardless of what city or state they live in. The ADA’s collaboration
with the states is based on three high level priority strategies: Focus the Message; Fill the Pipeline; Simplify,
Rationalize, and Standardize processes.

Continued Focus on Innovation

Building on concepts identified in last year's budget process, the ADA has continued to focus on innovation.
Today a more structured innovation process identifies new ideas, explores potential value to members, and
evaluates the feasibility of new products and/or services to decide if the new idea meets certain strategic
criteria. These activities are now overseen by a new Business Innovation Committee of the Board which
has been authorized by the Board to investigate new ideas moved forward. Although very little has been
spent in 2016, this budget again proposes setting aside up to $1 million from reserves, subject to the
approval and oversight of the Board, to support an innovation projects. This focus on innovation is also
critical to the generation and cultivation of new sources of non-dues revenue to support the 2020 strategic
plan objective. The Board'’s plan to allocate up to $1 million available annually from reserves for innovative
new products, benefits, services and non dues revenue generation continues to be an important part of the
Member First 2020 strategy.

Designated Reserve Contributions, Surplus Budgeting, and Use of Reserves

In addition to the annual operating budget, this report also includes a projection of planned contributions to
reserves and anticipated spending plans. The capital replacement reserve contribution represents a
provision for the future repair and replacement of large and infrequent capital projects. Setting aside these
funds in consistent amounts tied to depreciation less the total cost of smaller operating capital projects
during each annual budget cycle enables the ADA to avoid special assessments which supports the goal of
dues stabilization. Estimates for planned 2016 capital reserve spending projects subject to designated
board review and approval are also included.

In addition, royalty revenue from ADA Members Insurance Plans is also planned for transfer to a designated
reserve and not included in the calculated net surplus/(deficit) in the ADA operating budget. This royalty
reserve is set aside to build member value, long term dues and financial stabilization as directed by the
House of Delegates Resolution 84H-2013 and Board action.

While the strategic plan strategy to plan for surplus budgets supports the accumulation of reserves, a long
term perspective on the financial stability of the Association should also consider strategic investments —
especially during periods of high investment values. Related to this, it should be noted that, in the ADA’s
budget basis income statement presentation, the ADA’s annual contributions to reserves represent
additional surplus. For example, if the insurance plan royalty now reported as a component of revenue
was not transferred to the royalty reserves, then the ADA would report a surplus driven by the $7.0 million
of royalties expected in 2017. The House designed this royalty recognition and reserve process to avoid
automatically enabling increased spending in the ADA’s annual operating budget and to ensure that
decisions on spending of royalty reserves would be kept separate from the determination of the annual
royalty coming from the insurance plans. In this way, the ADA would not become dependent on royalties
from the plan. However, to realize the intended purpose for the reserves, there must be a common
understanding and a will to spend from reserves when it's appropriate.
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Financial Budget Development, Review and Approval Process Overview

The ADA Bylaws charge the Treasurer with design of the budgetary process in concert with the Board of
Trustees, oversight of the Association finances and development of a budget for approval by the House of
Delegates. Although the overall planning process still stretches over more than a year due to: multiple
layers of volunteer involvement; the timing of council, committee and Board meetings; and the Bylaws
requirement that the House be informed of the membership dues 30 days before the annual session, this
year’s financial budgeting started later so that more time could be spent reviewing strategic plan priorities
for 2017.

Initial Budget Development: ADA management is tasked by the board to draft a budget in the best
interests of the Association that increases ADA net assets. Using the data gathered in the initial
planning process, each ADA division begins the budget process by creating draft budgets based on its
portfolio of programs that support strategic priorities. At this stage, budget work is initiated by division
staff and, from the start, staff are directed to engage ADA councils, committees and commissions in
the budget process. Councils, committees and commissions need to exercise oversight of the process
and to set direction and priorities.

In order to create realistic budgets the Executive Director and Chief Financial Officer provided each division
with “starting point” 2017 financial benchmarks and required that any proposed spending above the goal be
identified separately with a written explanation. Next, staff input the initial draft budgets for their programs
into the Hyperion budget system. Every hour of staff time and every dollar of non-staff expense were
planned against the programs. The sum of the staff time in the programs equals the total staffing budget.

Internal Budget Reviews: The Executive Director and Chief Financial Officer then held budget review
meetings with division vice presidents to: evaluate the reasonableness of proposed budgets, identify
synergies across the ADA, provide oversight on expenditure effectiveness, and make decisions to prioritize
spending for a draft budget that’s in the best interests of the ADA that increases net assets. After initial
budgets were updated in Hyperion to reflect management decisions, a recommended budget was prepared
for the ADA Budget and Finance Committee for its review and approval.

As part of this process:

1) All proposed budget changes which reduce funding or that add new programs with added costs
compared to levels included in the prior year House-approved 2016 budget are documented with the
rationale for each recommended change.

2) Once the draft budget with detail is submitted to the Budget & Finance Committee, the committee
may invite councils to discuss specific programs that may be affected by proposed changes.

Before the Budget and Finance Committee met for its formal budget review, the ADA Treasurer, the
Executive Director, and ADA Financial management reviewed all budget materials in detail. This helped to
identify some of the more substantive issues to be considered at the subsequent Committee meeting.

In advance of its meeting, the Budget and Finance Committee was provided with budget reports that
included the following for every program: a program description which included notes on survey scores,
revenue, staff full time equivalent employees (FTE), expense including staff time, as well as consolidated
ADA budget financial statements versus prior year actual and budget.

Budget and Finance Committee Review: Led by the Treasurer, the Budget and Finance Committee
discussed and modified the 2017 budget so that its budget recommendations can be summarized into
the first draft of Board Report 2 which will then be sent for review by the Board. Two House members
also serve on the Committee and have historically played an invaluable role in the analysis of the
proposed budget. It should be noted that this group is essentially the same as the Administrative
Review Committee in the prior year’s process because it is led by the Treasurer. This name change
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was only made to simplify board governance since the Admin Review Committee was originally set up
as a subcommittee of the Budget and Finance Committee through the Organization and Rules of the
Board of Trustees. This meeting is a milestone in the budget process and is where the ownership of
the budget passes from management to the Budget and Finance Committee. Similarly, once the
proposed 2017 budget reflecting changes approved by the Budget and Finance Committee is sent to
the Board, ownership of the budget passes from the Budget and Finance Committee to the Board.

Based on many inputs, the Budget and Finance Committee reviews and adjusts resources across
divisions in a way that optimizes the Associations’ total portfolio of programs. Final decisions to fund
or not fund programs are always in the hands of the ADA’s volunteer leaders, who may also consider
other factors.

After the Committee Meeting, ADA Finance and Human Resources management meet with each
Division to discuss the potential budget and staffing implications of the Committee’s recommendations.

Once the first draft of Board Report 2 is completed and approved to be sent for Board review, it is also
posted for Council leaders as well. This is a completely new step in the process this year intended to
make the board’s budget review more open to input before the Board votes on the final budget to be
sent to the House of Delegates.

The Treasurer and appropriate Finance staff were also available to review all recommended changes
to the budget with the appropriate Council Leadership, as requested. In doing so, Council leaders had
the opportunity to discuss proposed budget changes with the Council’s Board Liaison and, if needed,
the rest of the Board Members before the final vote. In this way, the Board has removed barriers to
communication during the budget review process.

Board of Trustees Review: Based on the work of the Budget & Finance Committee, the Finance
Division staff develop the next iteration of the draft budget for review by the full Board. Budget
summaries, including background on the Budget & Finance Committee’s view of the merits of
proposed programs, are then prepared for the full Board of Trustees.

In addition to the written material, the Treasurer provides guidance and comment. The Board
thoroughly reviews the work of the Committee and its recommendations, questions staff on specific
issues in the budget and discusses input received by the councils’ trustee liaisons.

The Board reviews, makes changes, and approves its recommended budget which is forwarded to the
House.

Once the Board votes on the recommendation, the Treasurer is available, if necessary, to meet with
Council chairs to discuss the rational for the Board’s decision.

At this point in the process, it should be noted that the 2017 budget review and prioritization of
resources in support of strategic priorities represents a considerable expenditure of time and effort to
arrive at a recommendation. In addition, House resolutions passed after this budget process do not go
through this same review and prioritization process. However, it is hoped that the House of Delegates,
at its annual session, will share this high level view of the ADA and that all resolutions introduced will
also be reviewed and prioritized with consideration to the same criteria.

With this background, it should be noted that this 2017 budget represents the estimates of ADA revenue
and expenses to deliver the listed programs and services based on the best information and assumptions
available at the time these detail budgets were created and built into the ADA budget in mid-2016. As a
result, it is very possible that some estimates or assumptions could change based on new information that
becomes available closer to the start of the budget year. If that new information results in significant,
quantifiable impacts to the 2017 budget, then those will be reported by the Treasurer to that House at the
annual session as possible amendments to the budget subject to the discretion of the House.
Unfortunately, potential changes are an inherent risk of the ADA’s current budget process due to this long
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timeline. Some budget estimates made long before the start of the budget period may be less accurate
than those that are built later.

House of Delegates Review and Final Approval: In accordance with its Bylaws duties, the Board of
Trustees presents the annual operating budget for the Association to the House of Delegates through
this document, Board Report 2. This background commentary and any analysis provided, together
with Reference Committee testimony and the Reference Committee recommendations, serve as the
basis for the House approval of the budget at its Annual Session. Following budget approval,
resources may be reallocated between programs and divisions as required, in an effort to maximize
their effective use in executing the ADA'’s Strategic Plan.

If not funded in Board Report 2, councils or caucuses may propose new initiatives which may have a
financial impact by sending resolutions to the House of Delegates. Requests to fund programs that were
funded in the prior year House-approved budget are handled differently than new programs. Programs
that were funded in the last House-approved version of the budget but recommended for sunset or cost
reduction by the Board in the new budget as reflected in Board Report 2 require that the requestor refer
the entire budget back to the board for reconsideration with a recommendation to change that specific
item. If a majority vote of the House to refer the budget back to the Board for revision is passed, the
Board will then meet separately to decide on the change. The Board could adopt the change but also
make other adjustments to pay for the program or vote to resubmit Board Report 2 to the House with no
changes. After more testimony, the House could then a) vote again to either accept the budget or b) refer
the budget back the Board again and this process would continue until the House approves a budget.

If approved by House vote, new resolutions, for program spending not included in the prior year budget,
are simply added into the budget and must be funded. State dental societies, trustee districts, the
American Student Dental Association, as well as the branches of the federal dental services may also
submit resolutions to the House of Delegates, and if these have a financial impact and are approved,
would be included in the budget.

The final actions of the House of Delegates at each annual session are:
1) Approval of the next year’s annual operating budget, and

2) Approval of the dues.
Conclusions

The proposed 2017 budget has been built through a thoughtful process that is much more focused on
strategic priorities than prior years. This report is intended to document the careful consideration of many
inputs including collaboration with many subject matter experts and stakeholders in a new, more open
budget review process.

One critical purpose of the ADA strategic plan, which is supported by the ADA division operating plans and
budgets, is to drive positive change toward member growth. Although there are many initiatives and new
client service strategies to help drive membership, we do not know what will work and, as a result, the 2017
budgeted revenue projections are conservative. However, the proposed 2017 budget is intended to
position the ADA for longer term growth.

Our ultimate long term goal is to build the ADA into a business model that is self-sustaining through
mechanisms such as strategy-driven budgeting that ensure that the organization changes to adapt to the
needs of its dentist members. This ideal of operational excellence cannot be accomplished in one year and
will be ongoing. However, ADA Finance has looked beyond 2017 at revenue and expense trends in a few
general scenarios. The recent trend of declining membership and non-dues revenues combined with
normal annual increases in costs result in the potential for deficits in future years if current conditions
continue. The net effect of these continuing revenue and expense trends will likely mean limiting the ADA’s
size and scope of its programs. As a result, the Budget and Finance Committee proposed and the Board
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1 adopted a resolution to hire a consultant to study the ADA’s business model in the interests of long term
2 operational and financial sustainability. This study will start in 2016.
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Financial Summary

American Dental Association Operations
2017 Budget Summary by Natural Account

$ 000
2017 v 2015 2017 v 2016B
Variance Variance
2014 2015 2016 2017 | Fav/(unfav) | | Fav/(Unfav) |
Actual Actual Budget Budget $ % $ %

Membership Dues 56,433 55,627 55,094 54,816 (811) -1.5% (278) -0.5%
Advertising 8,281 6,386 6,650 6,436 50 0.8% (214) -3.2%
Rental Income 3,655 3,676 4,361 5,791 2,115 57.5% 1,430 32.8%
Publication & Product Sales 7,479 6,220 6,955 6,837 617 9.9% (118) -1.7%
Testing Fees & Accreditation 21,705 23,554 25,471 26,848 3,294 14.0% 1,377 5.4%
Meeting & Seminar Income 8,586 8,422 9,409 8,942 521 6.2% (466) -5.0%
Grants & Contributions 2,592 1,717 1,737 1,343 (374) -21.8% (393) -22.7%
Royalties 13,506 16,045 16,056 17,303 1,258 7.8% 1,247 7.8%
Investment Income 2,365 1,632 2,450 1,500 (132) -8.1% (950) -38.8%
Other Income 3,950 3,896 3,496 3,768 (128) -3.3% 272 7.8%
Total Revenues 128,553 127,174 131,678 133,584 6,410 5.0% 1,906 1.4%
Total Salaries and Temporary Helg 41,482 42,952 42,756 44,619 (1,667) -3.9% (1,863) -4.4%
Total Fringe Benefits 6,217 10,524 11,329 11,595 (1,071) -10.2% (266) -2.3%
Total Payroll Taxes 2,889 2,942 2,856 2,903 39 1.3% (47) -1.7%
Total Travel Expenses 6,146 6,930 7,505 7,135 (205) -3.0% 370 4.9%
Printing, Publication & Marketing 10,292 7,968 9,921 9,642 (1,674) -21.0% 279 2.8%
Meeting Expenses 1,788 2,623 3,017 2,542 81 3.1% 475 15.7%
Consulting and Outside Senvices 8,166 9,781 9,649 10,249 (467) -4.8% (600) -6.2%
Professional Senices 9,681 8,526 9,960 9,063 (537) -6.3% 897 9.0%
Bank & Credit Card Fees 1,256 1,279 1,308 1,338 (59) -4.6% (29) -2.2%
Office Expenses 4,655 5,150 4,971 4,774 376 7.3% 197 4.0%
Facility & Utility Costs 5,414 5,642 6,197 6,017 (375) -6.7% 180 2.9%
Grants and Awards 2,591 2,574 2,884 2,218 357 13.9% 666 23.1%
Endorsement Costs 854 1,246 1,297 1,354 (107) -8.6% (57) -4.4%
Depreciation/Amortization 6,192 6,398 6,613 6,988 (590) -9.2% (375) -5.7%
Other Expenses 1,677 1,233 2,289 2,135 (902) -73.1% 154 6.7%
ADA Health Foundation - Grant 1,907 2,320 2,361 2,629 (309) -13.3% (268) -11.3%
Total Expenses 111,207 118,089 124,912 125,200 (7,111) -6.0% (288) -0.2%
Income Before Taxes 17,346 9,085 6,766 8,384 (701) -7.7% 1,618 23.9%
Income Taxes 1,435 1,639 1,500 1,650 (11) -0.7% (150) -10.0%
Net Income Before Reserves 15,911 7,446 5,266 6,734 (712) -9.6% 1,468 27.9%
Add Back Depreciation 6,192 6,398 6,613 6,988
Operating Capital Expenditures (3,528) (2,609) (4,495) (2,407)
Transfers to Capital Reserve (3,013) (4,462) (2,118) (4,581)
Transfers to Ins Royalty Resene (6,229) (6,468) (6,500) (7,000)
Non-Operating ltems (6,578) (7,141)  (6,500) (7,000)

Operating Surplus/ (Deficit) 9,334 305 (1,234) (266)
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The above financial summary compares the proposed 2017 budget against prior actual results and
budgets. The net operating surplus / (deficit) as presented for the House of Delegates and internal
reporting is shown at the bottom of the schedule. The House of Delegates created the capital
replacement reserve fund beginning with the 2014 budget. The ADA’s annual budgets have historically
included capital spending in the “net depreciation and capital add back.” Budgets from 2004 through
2012 included only “operating capital” spending and did not include contribution to a capital replacement
reserve fund. For the 2014-2017 budgets, the amount of the contributions to the capital replacement
reserve fund is determined by the excess of budget depreciation over the operating capital expenditures.
This assumes that over a multi-year period depreciation is a rough indicator of the future capital
expenditures that will be required to replace ageing assets.

Since 2013, ADA revenue has been slightly declining while expenses have been increasing. Last year,
the House of Delegates approved a 2016 budget having a deficit of $(1,234). This included $687 in
additional expenses from House of Delegates resolutions, which is compared to prior years in the table
below:

Budget Year  Expenses Added to Budget by House of Delegates Resolutions
Thousands of Dollars

2013 $805
2014 $270
2015 $1,143
2016 $687

Since no offsetting cost reductions were identified to fund the $687 in 2016, the additional expenditures
will reduce year-end reserve balances by $687.

The proposed 2017 budget represents a slowing in expense growth and modest revenue growth. With
revenue catching up with expenses in 2017, the budget would become balanced again. As detailed in
this report, the slowing of expense growth includes proposed investments in some areas offset by
expense reductions in others. This modest rebalancing of resources between areas demonstrates the
ADA's ability to react to changes in the environment. Still, a faster pace of change may be required in
future years given the steady downward trend in the number of full dues members and a limited pipeline
of new non-dues revenue. If any of the expense reductions proposed for 2017 are not approved, then
identification of offsetting expense reductions in other areas would be helpful to avoid burdening the 2018
budget development with more “catch-up” reductions.
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Changes from 2016 Budget to 2017 Budget by Account

Revenues

Total revenues in the 2017 budget are $133,584. Highlights of various revenue categories are provided
below.

Membership Dues: The Division of Member and Client Services estimates the future membership levels
for each of 28 dues paying categories and then multiplies the estimated membership in each category by
the applicable dues rates. The 2017 budget anticipates 178,839 members, of which 86,482 will pay full
dues of $522 per year. A continued decline in the number of full dues paying members is expected to
cause total membership dues revenue to decline in 2017. The average dues rate per member is $307 per
year including discounts such as Active Life and Recent Graduate. These figures do not reflect the dues
increase separately proposed by the Board of Trustees.

Advertising: This category primarily includes advertising sales in ADA publications, new initiatives in
electronic media, and secondarily, banner advertising at the America’s Dental Meeting. The 2017 revenue
of $6,436 is a $ (214) or (3) % decline from 2016 budget. The decline is largely the result of diminishing
revenue from vendor showcase digital advertising and a reduction in advertising revenue from the New
Dentist Conference which is held at the annual meeting.

Rental Income: This revenue category primarily includes rental income from the Chicago Headquarters
and Washington DC Buildings. Revenue of $5,791 is an increase of 33 % from 2016 budget. The 2017
budget anticipates both buildings will be almost at 100% occupancy levels. A lease for five floors in the
Chicago Headquarters Building was signed in the spring of 2016. The Chicago Headquarters Building had
several vacant floors factored into the 2016 budget.

Publication and Product Sales: The category is anticipating a minimal decline of $(118) or (1.7) %.

Testing Fees and Accreditation: This category continues to be the ADA’s largest source of non-dues
revenue. Revenues from testing and accreditation fees are expected to rise by $1,377 or 5.4 % versus
2016 budget. 2017 budget includes volume increases and a 3% rate increase across all testing and
accreditation services/products except for DAT which is projected to have an 8% testing fee increase.

Meeting and Seminar Income: Most of the $(466) or (5) % decline is attributable to ADA America’s Dental
Meeting. The number of attendees, exhibits booth and sponsorship/advertising sales are estimated lower in
2017 due to the Atlanta meeting location. The volume variance is partially offset by increases in registration
fees of $15 for member dentists and proportionately for other registration categories.

Grants, Contributions, and Sponsorships: Grants, contributions, and sponsorships are projected to
decrease by $(393) or (23) %. Most of the decline is related to the elimination of JADA Live. Thereis a
corresponding expense decrease that offsets some of the revenue decline. Also partially offsetting the
decline is sponsorship revenue related to the New Dentist News.

Royalties: This category includes royalties received from the ADA Business Resources program, ADA
Member Insurance Plans, CDT licenses, domestic and international product licenses, selling of mailing lists
and JADA royalties to be paid by Elsevier. This category is projected to increase by $1,247 or 8% in 2017.
The increase is due to a $643 increase in CDT licensing royalties, $503 increase in royalties from ADA
Member Insurance Plans and $398 increase in royalties from ADA Business Resources programs. Partially
offsetting these increases are declines in royalty income from JADA and discontinuation of online continuing
education revenue sharing model.



PO OWoO~NOOITA,WNPE

el

=
N

13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48

July 2016-H Page 2016
Board Report 2
Reference Committee A

Investment Income: A projection for revenue of $1,500 for 2017 includes both interest and dividends on
reserve fund assets and investment earnings on cash in the operating account. The decline of $(950)
brings the 2017 revenue forecast more in line with 2015 actual results. Investments are being managed to
generate returns in line with established benchmarks for each investment category.

Other Income: This category is composed of miscellaneous revenue, including such items as overhead
reimbursement from subsidiaries and the ADA Members Insurance Plans, Seal Program revenues, and
Health Policy Institute performing work for external clients. The $272 increase is attributable to fee
increases in the Seal Program and the Health Policy Institute completing additional fee-based work for
external clients. Partially offsetting the increase is a decline in revenue associated with reimbursement for
the ADA Members Insurance Plans.

Expenses

Total operating expenses are budgeted at $125,200, a $(288) minimal increase or two-tenths of one
percent versus the 2016 budget.

Highlights of various expense categories are provided below.

Salaries (Base Compensation): Base salary expenses are budgeted at $43,307 which is unfavorable by
$(2,002) or (4.8) % from the 2016 budget. As shown in the table below under “ADA Employee Staffing”, the
number of full time equivalent employees at year end is projected at 427, a decrease of 6.6 compared to the
2016 budget. The 2017 budget includes a 3% merit pool as well as 0.8 % for market adjustments. The
budget also assumes that no open positions will be filled until July 1, 2017 to account for expected open
positions throughout the year.

Agency Compensation Adjustment: This category includes expense associated with severance pay and
service awards. The 2017 budget in this category is expected to be flat when compared to 2016.

Temporary Help: The ADA hires temporary staff for annual session and to assist divisions when staff
positions are open during the year. This category is expected to decrease by $139 when compared to the
2016 budget.

Pension Fund: This category is to cover annual contributions to the scaled back pension plan that went
into effect January 1, 2012 as well as the liability of the full employee pension plan that was offered to
employees prior to 2012. The cost reflected in this category represents estimated plan contributions
required by the IRS rules for current employees, based on actuarial assumptions. This category is
expected to increase in 2017 by $(220) when compared to 2016.

401K Contribution: No significant change is anticipated for 2017.

All Other Benefit Costs: Expenses in this category include group medical premiums, dental direct
reimbursement, life insurance and workers compensation. The expenses in this category are expected to
increase by $(98) or (2) % from 2016, driven by increases in dental direct reimbursement costs and a
minimal increase in group medical premiums. The increase is partially offset by a decline in life insurance
premiums.

Payroll Taxes: This category includes expense associated with employer related taxes such as FICA,
State and Federal Unemployment Insurance (SUI and FUI). A minimal increase is expected for this
category in 2017.
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Travel Expenses: Travel expenses are usually comprised of about three quarters volunteer travel and one
quarter staff travel. Budget expenses for travel are projected to decrease by 5 % or $370 versus the 2016
budget. Travel was reduced in most divisions to bring the budget more in line with historical actuals.

Printing, Publications and Marketing: In 2017, this category anticipates a decrease of $279 or 3 % when
compared to 2016. The decline is largely due to reductions in printing and commission expenses in ADA
Publishing. Also, the 2016 budget included a one-time marketing plan for the ADA Seal program which is
not included in the 2017 budget. The reductions are partially offset by new funding in the Division of
Member and Client Services that is intended to focus on targeting dental students and early career dentists
with intention of converting a greater percentage of this cohort to full dues paying members.

Meeting Expenses: The 2017 budget anticipates a favorable variance of $475 or 16%, largely attributable
to expenses associated with the ADA’s Annual Meeting site in 2017. In particular, site distribution expense
is significantly less for Atlanta in 2017 versus Denver in 2016. A formula for site distribution costs is used in
determining this expenditure.

Consulting Fees and Outside Services: 2017 expenses in this area increase by $(600) or (6) % when
compared to the 2016 budget. The Division of Communications and Marketing budgeted an increase of $
(803) to fund a redesign of ADA.org and new funding for campaigns that focus on integrated marketing for
membership growth. Additionally, the Division of Information Technology shows an increase of $(648) in
outside services and consulting in 2017 to build the personalized web, social, community and content
structure that will personalize the online member experience. Also cloud computing caused a significant
increase in this category. The ADA is moving all applications to the cloud. Ultimately, this will result in
operating cost reductions in staff, consulting, and software expense. Partially offsetting the increase is
reductions in Member and Client Services totaling $250, Conferences and Continuing Education totaling
$222, Education totaling $127. Several other divisions had less significant declines in an effort to bring
expenses in this category closer to historical actuals.

Professional Services: 2017 expenses are expected to decline by $897 or 9 % versus 2016. The decline
is partially attributable to a decline in test administration fees which were overstated in the 2016 budget.
Additionally, elimination of JADA Live provides a reduction of $325 which also has a corresponding revenue
reduction in the Grants, Contributions and Sponsorship category. Also, it is anticipated that the
Headquarters Building will provide savings of $196 due to reduction in budgeted broker events and
purchased ads due to the Chicago Headquarters building being 100% leased by April 1, 2017. Partially
offsetting this decline is an increase in expenses totaling $(100) in Conferences and Continuing Education
for continuing education speaker fees.

Bank and Credit Card Fees: This category represents transaction fees paid to financial institutions and
reimbursements to state and local societies for credit card fees related to ADA membership dues collection.

Office Expenses: The $197 decrease versus 2016 budget in office expenses is primarily driven by an
association-wide budget directive which led many divisions to reduce expenses in this category to mirror
prior year actual spending.

Facility and Utility Costs: These expenses represent costs for building management and operations,
maintenance, and real estate taxes for the ADA Headquarters and Washington DC buildings. The decline
of $180 is the largely the result of reducing the budget for property taxes for the Chicago Headquarters and
Washington DC building. Additionally, utility costs are projected to be lower for both buildings.

Grants and Awards: The ADA distributes grants to support various organizations for specific functions.
The $666 net savings includes a reduction of $475K in State Public Affairs Grants, bringing the budget to
$2,007. This would be a $4 reduction from the sum of the grants paid in 2015 from both the operating
budget and reserves. Between 2010 and 2014, SPA grants to states have not exceeded $2,007. Also
contributing to the reduction in Grant expense is elimination of Membership Program for Growth Grants of
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$275K. Partially offsetting these expense reductions is an increase related to new funding for the ADA to
assist with unplanned opportunities to develop capacity for individual dental societies with important needs.
MPG grant funds are also redeployed to two other new initiatives that target students and new dentists:
Student Ambassadors and New Dentist Tangibles.

Endorsement Costs: This category represents royalty payments to state dental societies that participate
in the ADA Business Resources program and to the AMA for use of medical codes in CDT related products.
The minimal change is a direct result of the additional Royalty revenue being forecasted for 2017.

Depreciation and Amortization: Depreciation is calculated annually based on prior year and proposed
current year capital acquisitions. The increase of $(375) in 2017 is due to the ADA focusing on upgrading
or implementing systems enhancing ADA’s member experience via a redesign of ADA.org, continuation of
Aptify upgrades/enhancements, and tenant build outs as a result of the five floor lease signed in 2016 with
occupancy scheduled for April 1, 2017.

Other Expenses: Other expenses include general insurance, recruiting costs, staff development, and the
contingency fund. The ADA budgets $1,000 per year in the contingency fund, against which spending
during the year is approved by the Board of Trustees. No significant change in this category.

ADA Foundation Grant: The Association’s annual grants to the Foundation are budgeted to increase by
$(268) to $ 2,629, including an increase of $(768) to support operations of the Volpe Research Center
(VRC). The proposed 2017 grants are restricted for use to support key ADA priorities beginning with the
VRC. Apart from the $768 for the VRC, a philanthropic grant of $1,861 is designated to first fund expenses
related to Give Kids and Smile and International Humanitarian efforts, with any excess eligible to help cover
the ADA Foundation’s general philanthropic overhead expenses. The philanthropic portion of the ADAF
grants is $500 less than was budgeted in 2016.
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Number of Employees

American Dental Association Operations
Budget Year-End Full Time Equivalent Employees

2017 v 2016
| Inc / (Decr) |
2015 2016 2017 # %

Administrative Senices 16.0 17.0 17.0 - 0.0%
Human_Resources 6.8 7.0 7.4 0.4 5.7%
Legal Affairs 15.6 16.6 16.6 - 0.0%
Finance and Operations, Buildings 33.0 32.0 31.0 (1.0) -3.1%
Information Technology 52.0 55.0 50.0 (5.0) -9.1%
Education 63.0 65.0 69.0 4.0 6.2%
ADA Publishing 21.0 19.0 19.0 - 0.0%
Business Relations 5.0 4.0 - (4.0) -100.0%
Conferences and Continuing Education 21.0 21.0 22.0 1.0 4.8%
Product Development and Sales 9.0 11.0 14.0 3.0 27.3%
Communications 28.0 30.0 31.0 1.0 3.3%
Government & Public Affairs 31.0 30.0 28.0 (2.0 -6.7%
Member and Client Senices 49.0 49.0 47.0 (2.0) -4.1%
Practice Institute 28.0 28.0 27.0 (1.0) -3.6%
Health Policy Institute 15.0 15.0 14.0 (1.0) -6.7%
Science 35.9 34.0 34.0 - 0.0%
Total ADA 429.3 433.6 427.0 -6.6 -1.5%

The 2017 budget reflects two positions transfering from Member & Client Services
to Conferences and Continuing Education

Of the four positions budgeted in Business Relations in 2016, one position is eliminated for 2017
and three are reassigned to business activities to be reported under Product Development & Sales
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Programs and Internal Functions

The tables below show the financial plans for each of 106 ADA programs and internal functions. For 52
of these programs a priority group and value ranking are shown as assigned by nearly 3,000 grass roots
dentists. Below is a direct excerpt from the resulting report written by marketing research firm McKinley
Advisors, Inc:

“Key Findings and Considerations

In addition to analyzing ADA activities, data were also evaluated to determine whether any important trends
exist among dentists in their preferences for ADA programming. Several themes emerged from the analysis:

o The ADA value proposition: Programs and activities were independently evaluated according to
the value they provide to member and non-member dentists. However, certain general trends
emerged. Broadly speaking, the core value that ADA provides exists in offering scientific and
business resources that give direct, tangible support to members in their day-to-day work. This
includes science and learning, networking, and business resources that directly assist the member.
It also includes advocacy work that addresses key issues of concern to dentists: regulation,
research, access and insurance.

e Networking and learning: Like many healthcare associations, the ADA provides a set of
activities/benefits that support members in forming professional relationships (networking),
sharing knowledge with one another, and advancing the science and understanding of dentistry.
Oftentimes, these tangible benefits form the core value proposition of healthcare societies
because they offer unique value that is not available elsewhere. They allow members of the
profession to continue learning, play a role in advancing the profession, and connect professionals
to one another which may provide critical support in their day-to-day work.

The key to these important benefits is that they are tangible in nature and provide direct value.
Dentists rate these types of knowledge and networking benefits highly among all ADA activities.
They include science-oriented activities (e.g., JADA, Scientific Information), education and training
(e.g., Center for Evidence-based Dentistry, ADA Library and Archives, National Continuing
Education Outside of ADA Annual Meeting), and networking (e.g., Annual Meeting, State and Local
Dental Society Programs).

e Business support: In addition to networking and learning, dentists favor activities that support
their business. Programs that fall into this category include those that support the administration
of their business (e.g., CDT, Group Purchasing Discounts, Credential Verification Service), provide
competitive information or advantage (e.g., Benchmarking Third Party Payers), or support patient
service (e.g., Dental Drug Information, Product Evaluation). These benefits are both tangible and
provide direct value to members.

e “Good of the order” benefits: An important activity for any association is to self-regulate and
create standards of practice and professionalism, represent the field/profession to lawmakers, the
public and other key stakeholders, and to perform other types of collective action. Although a
critical part of the organization’s mission, these types of programs, oftentimes referred to as “good
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of the order” benefits, create unique challenges for professional societies. They are often financial
“loss leaders” since they are expensive to administer and may be resource intensive. Moreover the
benefits of these activities are available to paying members as well as the profession as a whole;
one does not need to join the association to benefit from the programs. “

Further information on grass roots dentists’ evaluations of each program are contained in the McKinley
member survey report that has been presented to the Budget and Finance Committee, Board of Trustees,
and Councils.
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Survey Priority Operating Expense
Net
Income

Number of Before
Ref # Program Rank Priority [Employees | Revenue |Employees| Other Total Reserves
1 Board of Trustees NA NA 6.5 - 1,337 2,412 3,749 (3,749)
2 House of Delegates NA NA 3.0 - 487 737 1,224 (1,224)
3 Strategy Management NA NA 0.8 - 138 0 138 (138)
4 Operational Management NA NA 4.5 - 824 110 934 (934)
5 International Relations 58 Low 0.5 5 52 67 119 (114)
6 FDI World Dental Federation 57 Low 0.8 12 70 618 689 (677)
7 New Dentist Cmte Admin NA NA 1.0 55 150 186 336 (281)
Total Administrative Services 17.0 72 3,058 4,131 7,189 (7,117)

8 International Business NA NA 0.0 - - - - -

9 Corporate Relations NA NA 0.0 - - - - -

10  Product/Benefit Development NA NA 0.0 - - - - -

Total Business Relations 0.0 - - - - -
11 Cash Grant to ADA Foundation 32 Med-Low 0.0 - - 2,629 2,629 (2,629)
12 Overhead Billing NA NA 0.0 105 - - - 105
13  ADABEI Royalties 54 Low 0.0 4,503 - 1,064 1,064 3,439

14  Retirees NA NA 0.0 - - - - -
15 Benefits Not Allocated to Divisions NA NA 0.0 - 200 - 200 (200)
16  Expense Offsets NA NA 0.0 - 132 - 132 (132)
17  Association-wide expenses NA NA 0.0 18 2,688 543 3,231 (3,213)
18  Depreciation NA NA 2,972 2,972 (2,972)
Total Central Administration 0.0 4,626 3,020 7,207 10,227 (5,601)
19 State and local society Marketing Support NA NA 4.4 4 585 4 589 (585)
20  Council on Communications Admin NA NA 1.0 - 148 31 179 (179)
21  Public Ed. and Dental Utilization Outreach 28 Med-High 4.1 - 534 372 906 (906)
22 |Adwocacy and Action for Dental Health 19 Med-High 3.6 - 525 743 1,268 (1,268)
23 Mkt and Rsrch for Member Prods and Swvcs NA NA 5.3 - 747 1,209 1,957 (1,957)
24 | Digital and Video for Member Prods and Swvcs 48 Low 12.8 - 1,347 894 2,241 (2,241)
25 | Depreciation 1 1 1)
Total Communications & Marketing 31.0 4 3,886 3,254 7,141 (7,137)
26 |ADA Studios NA NA 1.0 70 113 67 181 (111)
27 | Council on ADA Sessions NA NA 1.7 - 223 132 356 (356)

28 | ADA Mission of Mercy at Annual Meeting 52 Low 0.0 - - - - -
29  New Dentist Conference 55 Low 0.0 341 - 443 443 (102)
30 |Annual Meeting 26 Med-High 11.1 8,679 1,219 5,291 6,510 2,169
31 Conference Senices & Mtg Rm Mgt NA NA 4.3 353 551 158 709 (356)
32 |National Cont Ed. Outside of ADA Meeting 30 Med-High 4.0 864 467 414 881 7)
31 | Depreciation 98 98 (98)
Total Conf Svcs and Continuing Education 22.0 10,306 2,573 6,605 9,178 1,128
32 | Contingency Programs 0.0 - - 1,000 1,000 (1,000)
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Survey Priority Operating Expense
Net
Income
Number of Before

Ref # Program Rank Priority | Employees [ Revenue [Employees| Other Total Reserves
33 Credential Verification Senices 31 Med-High 0.8 - 89 4 93 (93)
34  Contin Ed. Provider Recognition (CCEPR) 23 Med-High 2.6 317 342 63 405 (87)
35 | CDEL-Dental Admission Testing 43 Med-Low 13.0 7,881 1,312 1,916 3,228 4,653
36 |CODA 34 Med-Low 15.8 3,899 1,736 1,509 3,244 655
37 National Board Dental Examinations 24 Med-High 22.3 12,992 2,320 4,449 6,768 6,224
38 Testing Senices for Outside Clients 56 Low 4.0 2,189 411 644 1,056 1,133
39 ADA Library and Archives 21 Med-High 5.7 2 570 139 709 (707)
40 Dental Education and Licensure 7 High 4.9 - 651 117 768 (768)
Total Education 69.0 27,281 7,430 8,840 16,271 11,010

41  Budgeting and Forecasting NA NA 3.7 - 648 22 670 (670)
42  Financial Rept, Compliance, Treas NA NA 5.4 - 731 11 741 (741)
43 | Transaction Accounting NA NA 11.3 - 1,108 17 1,124 (1,124)
44 Gowernance & Volunteer Support NA NA 1.7 1,500 314 49 363 1,137
45  Purchasing/Mail/Shipping NA NA 5.4 - 505 81 587 (587)
46  Printing/Duplicating NA NA 3.2 - 302 - 302 (302)
47 Headquarters Building NA NA 0.4 3,919 84 5,141 5,225 (1,307)
48  Washington Building NA NA 0.1 1,775 21 1,011 1,032 743
49  Depreciation NA NA 1,518 1,518 (1,518)
Total Finance, Operations, and Buildings 31.0 7,194 3,712 7,850 11,562 (4,369)

50 | Adwvocacy for Science, Education, Appropriations 25 Med-High 2.8 - 487 145 632 (632)
51 | Adwocacy for Dental Practice, Federal Dental Ser 9 High 4.8 - 744 330 1,074 (1,074)
52 |Adwocacy for Access, Dental Coverage Issues 12 High 2.7 - 425 302 727 (727)
53 Washington Leadership Conference 44 Med-Low 1.3 - 177 367 544 (544)
54  Lobbyist Conference 27 Med-High 0.2 50 24 50 75 (25)
55  State Public Affairs (SPA) Program 33 Med-Low 6.2 - 901 2,931 3,831 (3,831)
56 |ADPAC Administration 8 High 3.5 - 444 211 655 (655)
57  Fluoridation 15 Med-High 1.8 - 240 199 439 (439)
58 | Interprofessional Relations 49 Low 0.0 - - 94 94 (94)
59 Access, Community Oral Health Infrastructure an 39 Med-Low 1.8 - 319 252 571 (571)
60 Council on Access Prevention and Interprofessior ~ NA NA 2.9 - 409 235 644 (644)
61 | Council on Government Affairs NA NA 0.2 - 26 70 96 (96)
Total Government Affairs 28.0 50 4,197 5,186 9,383 (9,333)

62 Senices to CODA 36 Med-Low 2.5 - 303 1 304 (304)
63 Policy Research 22 Med-High 9.5 5 1,349 859 2,208 (2,203)
64  Senices to ADA Divisions NA NA 1.1 - 159 - 159 (159)
65  Senices to External Clients 51 Low 1.0 290 143 - 143 147
Total Health Policy Institute 14.0 295 1,954 859 2,814 (2,519)

66  Benefits - HRIS NA NA 1.6 - 217 5 222 (222)
67 |Employee Relations NA NA 1.7 - 315 56 371 (371)
68 |Staffing NA NA 1.7 - 240 278 517 (517)
69 |Employee Development NA NA 1.2 - 247 320 568 (568)
70 | Talent Management, Pay and Organization Develi  NA NA 1.2 - 204 126 330 (330)

Total Human Resources 7.4 - 1,223 785 2,008 (2,008)
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3 Survey Priority Operating Expense

4 Net

5 Income

6 Number of Before

7 Ref # Program Rank Priority | Employees | Revenue |Employees| Other Total Reserves

8 71  Finance & Enterprise IT Support NA NA 8.7 - 1,415 1,148 2,563 (2,563)

9 72  Websites for National NA NA 4.2 - 611 294 905 (905)
10 73 nfrastructure for States & Locals NA NA 2.0 } 301 50 351 (351)
11 74  SharePoint & Rpting for States & Locals NA NA 1.4 - 226 0 227 (227)
12 75 Aptify for States & Locals NA NA 6.4 - 830 449 1279 (1,279)
13 76  Websites for States & Locals NA NA 1.7 - 307 231 538 (538)
14 77 | Aptify for National NA NA 7.8 - 1,107 511 1,618 (1,618)
15 78 Infrastructure for National NA NA 13.1 - 1,704 1,092 2,796 (2,796)
16 79 |SharePoint & Reporting for National NA NA 4.7 - 687 283 970 (970)
17 g0 Depreciation 2318 2318  (2,318)
18 Total Information Technology 50.0 - 7,180 6,377 13566  (13,566)
19
20 81 | Gowernance NA NA 3.8 5 713 646 1,359 (1,354)
21 82 Contracts NA NA 5.7 - 887 4 891 (891)
22 83 |Litigation Management and Support NA NA 1.0 - 189 90 279 (279)
23 84  Ongoing Legal Advice/Counsel NA NA 4.0 38 791 204 995 (957)
24 85 Review of Potential Risk Issues NA NA 2.2 - 406 67 473 (473)
25 Total Legal Affairs 16.6 43 2,986 1,011 3,997 (3,954)
26
27 86 Outreach to ADA State and Local Societies NA NA 6.4 - 963 537 1,500 (1,500)
28 87 |Member Recruit & Retention Mkt and Res NA NA 5.2 - 615 326 942 (942)
29 88  Dental School Outreach NA NA 0.5 - 61 261 323 (323)
30 89  Council on Membership Admin NA NA 2.2 - 273 75 348 (348)
31 90 | CMIRP Admin NA NA 1.8 - 210 55 265 (265)
32 91  Leadership Team Senices NA NA 2.8 - 435 152 587 (587)
33 92 Members Ins. & Retirement Programs 13 High 0.7 8,508 133 34 167 8,341
34 93  |Diwersity and Inclusion NA NA 14 - 181 25 206 (206)
35 94  |Success Dental Student Program 53 Low 1.5 150 107 203 311 (161)
36 95 Membership Operations NA NA 12.0 54,896 1,505 563 2,068 52,828
37 96  Member Senice Center 11 High 12.5 - 1,172 7 1,178 (1,178)
38 Total Member & Client Services 47.0 63,554 5,655 2,240 7,895 55,659
39
40 97  |Practice Management Guidelines (PMG) 47 Low 0.0 - - - - -
41 98  |Council on Dental Practice Admin NA NA 1.2 - 198 81 279 (279)
42 99 | Council on Dental Benefits Admin NA NA 0.8 - 153 83 236 (236)
43 100 Center for Professional Success (CPS) 42 Med-Low 4.3 28 564 214 778 (750)
44 101 Dental Practice Support (DPS) 37 Med-Low 4.4 48 694 81 776 (728)
45 102  Third Party Payer Advocacy 40 Med-Low 2.8 - 401 20 421 (421)
46 103 |Dental Informatics (DI) 38 Med-Low 2.3 - 397 71 468 (468)
47 104 |Quality Assessment and Improvement (QAI) 41 Med-Low 3.8 - 553 21 575 (575)
48 105 |CDT Codes (CDT) 4 High 2.8 - 406 39 446 (446)
49 106 ANSI and ADA Standards 35 Med-Low 4.4 60 577 497 1,074 (1,014)
50 107 Depreciation - - -
51 Total Practice Institute 27.0 135 3,943 1,109 5,052 (4,917)
52 108 Product Development & Sales 14.4 10,084 1,814 3,356 5,169 4,915
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Operating Expense

Net
Income
Number of Before
Ref # Program Rank Priority |Employees | Revenue |Employees| Other Total Reserves
109 |JADA 2 High 3.4 2,257 579 1,588 2,168 89
110 |ADA News 16 Med-High 8.6 4,380 1,014 3,081 4,095 285
111 Digital Products 45 Low 6.7 2,034 817 311 1,128 905
Total ADA Publishing 18.6 8,671 2,411 4,980 7,391 1,279
112  Council on Scientific Affairs - Admin NA NA 3.0 - 396 64 460 (460)
113 | Scientific Information 6 High 5.8 36 751 126 877 (841)
114 Research and Standards 29 Med-High 7.4 - 861 215 1,076 (1,076)
115 ADA Seal of Acceptance Program 10 High 4.7 1,064 515 92 607 457
116  Center for Evidence-Based Dentistry 17 Med-High 6.6 170 729 379 1,109 (939)
117  Product Evaluation 18 Med-High 6.7 - 813 333 1,145 (1,145)
118 Depreciation 82 82 (82)
Total Science Institute 34.0 1,270 4,065 1,291 5,356 (4,086)
Total Pretax Income Before Reserves 427.0 133,584 59,117 66,082 125,200 8,384
119 Income Taxes (1,650)
120 Transfer of Royalty to Resenes (7,000)
Net Operating Surplus / (Deficit) after transfers 427.0 133,584 59,117 66,082 125,200 (266)
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Changes from 2016 Budget to 2017 Budget by Activity

The following pages identify the changes from the 2016 Budget to the 2017 budget. For most changes,
the rationale for the Budget and Finance Committee’s decision is provided. Although these are not
presented as formal meeting notes of the Budget and Finance Committee’s budget review meeting, most
of the comments capture the key points of the Committee’s discussion.

During the initial phases of the budget creation process, many ADA Division Vice Presidents requested
larger expense budgets than are reflected in this current recommendation. The Budget & Finance
Committee and Management balanced the budget by rejecting some of the proposed expense increases
and identifying targeted expense reductions and investments itemized below.

With current revenue and expense trends, the ADA may need to seek additional cost reductions next year
for the 2018 budget. Approval of the expense reductions proposed below for 2017 will avoid creation of
an even wider gap to close in 2018.
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Starting Point: 2016 Budget (Deficit)

2017 Budget Adjustments
Central Administration

Increase Grant to ADA Foundation to support VRC

Administrative Services

Distinguished Senice Award Funding Request

BOT Stipend Increase

FDI World Dental Federation Membership Dues Increase

Eliminate Council Chair/Vice Chair/Board Strategic Meeting

Fund an additional 6 FDI Delegates

Decrease in Base Salary/Taxes/Benefit Costs
Salary/Taxes/Benefits reduction from impact of moving
open/new positions to 7/1/16 start dates

Legal Affairs

Reduce Outside Legal Fees to recent actual levels
Increase in Base Salary/Taxes/Benefit Costs

Communications & Marketing

Reduce Digital and Video Support for Member Products

and Senices

Eliminate Ad Council: Film and Slide Distribution
Reduce Outside Printing
Reduce Trawvel

Expense
Adjustment Adjustment
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Dec/(Inc) Adjustment Rationale
(268) *SEE NOTE 1
(5) Cowers cost of video for DSS award
(108) In line with staff merit increase of 3%
(29) Adjustment needed due to exchange rates
Elimination of the Council/Chair Board meeting based on limited
strategic value-could be treated as a special request if it is later
47 47 determined there's a need for planning reasons.
Continued presence at FDI 2017 convention may strengthen bid for
(65) (65) San Francisco location which could be profitable for the ADA.
48
38
Could reduce outside legal fees by $100k and return to the board for
contingent fund requests, but then there are no FTE opportunities
100 100 given ongoing work
177)
This can be decreased to reduce $200k of non staff costs by
repurposing a position to support campaigns internally. This includes
ewverything: producers, production costs, etc. Another option might be
to postpone one of the five campaigns for a year. Each campaign
needs about $500k/year to run effectively. This reduction will reduce
200 paid support.
This can be eliminated as campaigns hawe a life cycle and this could
be near its end. If continued, there may only be limited incremental
350 improvement in the public health impact.
12 12 Gain efficiencies and use more digital media
25 25 Be more efficient with travel.
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2017 Budget Adjustments

Personalization Strategy Dewvelopment

Integrated Marketing and Research for Member Growth

Digital Communications for Member Growth

Increase in Base Salary/Taxes/Benefit Costs
Salary/Taxes/Benefits reduction from impact of moving
open/new positions to 7/1/16 start dates

Member & Client Services

Reduction in Membership Dues Revenue

Reduce Leadership Team Senices

Add 1 FTE Back to Leadership Team Senices Program
Eliminate MPG Grants

Spot Grants for Capacity Building

Student Dental Brand Ambassador

"Tangibles" Concept for Early Career Dentists

Increase in Base Salary/Taxes/Benefit Costs
Salary/Taxes/Benefits reduction from impact of moving
open/new positions to 7/1/16 start dates

Revenue

Adjustment Adjustment

Expense

Page 2028
Board Report 2
Reference Committee A

Net

Inc/(Dec) Dec/(Inc) Adjustment Rationale
New funding request - There is a possibility to reduce one FTE to reduce
- (290) (290) people costs.
Non-Staff costs - Support ADH and the paid promotion, search engine
- (840) (840) optimization.
For member growth. Look to gain efficiencies and continue to look for
duplication of efforts across the ADA. Before hiring any more writers, bring all
content writers together, assess capability and capacity and then have a new
strategy for deployment of content and marketing writers throughout the ADA
- (550) (550) divisions.
- (44) (44)
180 180
(278) - (278) Continued decline in Full Dues paying members
Initial budget proposal was this reduction, but as shown in line below the
- 317 317 Board reinstated a portion.
Rewersal of much of the abowe item; resource needed to coordinate inititiaves
(240) (240) with State and Local societies
- 275 275 *SEE NOTE 2
- (100) (100) New initiative that might help in member growth.
- (100) (100) New initiative that might help in member growth.
- (150) (150) New initiative that might help in member growth.
(24) (24)
143 143
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2017 Budget Adjustments

Science Institute

Caries and Periodontal Disease Task Forces

Product Evaluation: PPR Bimonthly Publication
Increase Seal Program Revenue Based on New Pricing

Increase in Base Salary/Taxes/Benefit Costs
Salary/Taxes/Benefits reduction from impact of moving

open/new positions to 7/1/16 start dates

Conferences & Continuing Education

Location and attendance of Annual Meeting

Increase Net Revenue throughout division

Eliminate coordinator position

Increase in Base Salary/Taxes/Benefit Costs
Salary/Taxes/Benefits reduction from impact of moving
open/new positions to 7/1/16 start dates

Education

Increase in net revenue in Admission and NB testing

Increase DAT fee to $470 (8% increase; $40)
Eliminate 1 LAAB meeting

1 New FTE - Customer Senice Coordinator

Three New FTE's for Testing Senices

Increase in Base Salary/Taxes/Benefit Costs
Salary/Taxes/Benefits reduction from impact of moving
open/new positions to 7/1/16 start dates

Revenue

Adjustment Adjustment

Expense
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Net

Inc/(Dec) Dec/(Inc) Adjustment Rationale
- (30) (30)
- (70) (70) $70k funding makes this a quarterly publication
300 - 300 New pricing on Seal products
- (506) (506)
457 457
Attendance/exhibitor participation forecasted lower in ATL. Expenses also
(195) 713 518 reduced.
Net impact of various expense reductions b/t budget Rd | and Il - included in
37) 196 159 DCCE budget.
Eliminated 1 FTE within division. Kept portion of this FTE expenses to pay
Aramark who will be adding 1 position to ADA account covering majority of
- 75 75 former in-house responsibilities.
(418) (418) Includes 2 FTE positions moved from Membership into DCCE effective Q1 2016
186 186
869 559 1,428 Increase in Administrations and expenses more in line with actual spending
537 - 537
- 11 11 Library board only needs to meet once a year
Credentialing will eventually be a non dues revenue source but it will take 3-5
- (95) (95) years to achieve profit margins.
These positions are predicted to be busy immediately. Test construction is a
rare skill set and these positions may be difficult to fill. Demonstrated strong
- (367) (367) trend in revenue growth.
- (764) (764)
646 646
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Adjustment Adjustment

2017 Budget Adjustments Inc/(Dec)

Expense
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Net

Dec/(Inc) Adjustment Rationale

Government Affairs
Reduction - State Public Affairs (SPA) Program -

Interprofessional Relations -
Enhancement for 2017 Washington Leadership Conference -

Increase Revenue for Lobbyist Conference 28
Increase in Base Salary/Taxes/Benefit Costs -

Health Policy Institute
Policy Research - Expense Reduction -

Increase Revenue - Senices to External Clients 95
Increase in Base Salary/Taxes/Benefit Costs -
Salary/Taxes/Benefits reduction from impact of moving

open/new positions to 7/1/16 start dates

Practice Institute

Practice Management Guidelines (PMG) - Eliminate non-sta -

Quality Improvement Coordinator - New FTE -

Various Additional Practice Institute Reductions -
Increase in Base Salary/Taxes/Benefit Costs -

Publishing

Reduction in Adwvertising revenue and printing & publication

expenses (858)
Corporate Affiliate Project 120

Reduce expenses division-wide -
Membership Suney -
Increase in Base Salary/Taxes/Benefit Costs -

465
150

(109)

(221)

185

(327)

83

384

(101)

48
(168)

460
(40)
105
(40)
©)

465 *SEE NOTE 3

150 *SEE NOTE 4
ADA pays a flat fee for members to attend. This money is for expansion to
(109) include 550 new dentists and asda students.
Don't eliminate the conference, but charge a reg fee that covers cost and
28 eliminate $28k per year.

(221)

Eliminating one staff position and reducing planned research in the area of
185 dentist career choices.
Perform more revenue generating tasks and reduce internal health policy
95 research
(327)

83

384 *SEE NOTE 5
This head count will be taken from PMG and repurposed. This work needs to
(101) be scaled up-quality measures for dentistry.

48
(168)

(398) Division believes 2017 budget should be more in line with actual performance
80
105
Needs to be completed on an annual basis
(40)
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Revenue Expense
Adjustment Adjustment Net

2017 Budget Adjustments Inc/(Dec) Dec/(Inc) Adjustment Rationale

Business Relations
International Business reduction in non-staff costs - 90 90 *SEE NOTE 6

Product Development & Sales
Reduction in Practice Mgmt, HIPAA and Personalized

Product Sales (339) 143 (196)

Increase in Net Revenue - Database Licensing, Patient

Educ & CDT 817 (315) 502

Increase in Base Salary/Taxes/Benefit Costs - (263) (263)
Salary/Taxes/Benefits reduction from impact of moving

open/new positions to 7/1/16 start dates 200 200

Information Technology *SEE NOTE 7

Increase in Consulting expense: this includes Consulting and Outside
Senvces. Consulting is increased in 2017 to build the personalized web,
social, community and content structure that will personlize the online
member experience. Outside Senices is cloud computing. We are moving
all applications to the cloud. Ultimately, this will result in operating cost

Increase in Outside Senices Expense - (495) (495) reductions in staff, consulting, and software expense.
Process Flow Documentation - 10 10 impact-delayed until 2018
Brightwork - ADA project portfolio management project - 13 13 impact-delayed until 2018
Would need to ask for Contingent funding from BOT for ANY new projects
CTO Consulting Budget - 196 196 that arise during the year
BCP Training - 17 17 Can put off for a year
Hyperion Support - 32 32 Moving to Adaptive planning for budgeting on March 1
TSC Support - 20 20 Could cause a minor senvice delay

PeopleSoft Support - 50 50 NetSuite system will go live on January 1
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2017 Budget Adjustments

Sitecore Support

ADA Connect

WebTrends/Expion Replacements

Content Marketing Solutions

SAS Licenses Reduction

Miscellaneous Software Licenses

Eliminate Open Position Sr. App Deweloper (DESS E08)
Eliminate Open Position Sr. App Deweloper (DESS E08)

Eliminate Open Position - Tech Product Support Specialist (

Eliminate Position - Telecom Manager (DTAI EQ9)
Consulting to support eliminated position

Aptify Continuing Education Enhancements - Phase I
Aptify DTS Accounting Functionality Updates

Aptify eCatalog Enhancements

Aptify Meetings Upgrades - Phase Il

AR Lockbox Import Process

ADA.org Redesign

Aptify Customer Relationship Management (CRM) Analyst

Project Management Support
Additional FTE reduction

Increase in Base Salary/Taxes/Benefit Costs
Salary/Taxes/Benefits reduction from impact of moving
open/new positions to 7/1/16 start dates

Expense
Adjustment Adjustment
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Net
Dec/(Inc) Adjustment Rationale

10
30
20
85
10
22

124

124

103

136

(40)
(19)
(15)
(13)
(25)

(15)

(191)

(72)

(240)
60

(752)

187

10

30

20

85

10

22
124
124
103
136

(40) This is to support telco as we mowe to outsource it.
(19) Phase Il Aptify Enhancements

(15) Phase Il Aptify Enhancements

(13) Phase Il Aptify Enhancements

(25) Phase Il Aptify Enhancements

We have done this with some states already but need to continue to upgrade

(15) tech systems.

This is rethinking a new look and field and plugging into everything into a
single design. We need to keep the larger amount so this is a reduction on
(191) what will be spent on the ADA .org redesign

This will also support states and locals. This needs to be scoped out and
(72) sized to fit 4 months. This is the reduced amount

PM Support is needed due to the major ADA.org project that will require one
FTE Project Manager. This is a temp to support other projects and will only
(240) be needed for 2017.
60 Position performs data entry for division

(752)

187
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Roll-Forward - 2016 Budget to 2017 Budget

Revenue Expense
Adjustment Adjustment Net

2017 Budget Adjustments Inc/(Dec) Dec/(Inc) Adjustment Rationale

Finance, Operations & Buildings

Rental Income increase of $1.4m, investment income Rental Income based on projected new tenant lease agreements, investment
decline of $1m 378 - 378 income fluctuation

Eliminate in-house print shop & 1 mailroom staff - 87 87 Eliminating printing could reduce one FTE

Washington Building Additional Operating Expenses - (45) (45) Need these dollars for standard operating expenses of bldg

Increase in Base Salary/Taxes/Benefit Costs (161) (161)

Human Resources
Dewelopment person was added due to long term consultant being used. In

Reduce Outsourced Training expense - 78 78 source development
Market Study for Executive Director - (10) (10)
Phishing Security Training - (10) (10)
Increase in Base Salary/Taxes/Benefit Costs (93) (93)

Association-Wide Changes Below:

Increase in Insurance Royalty 500 500
Miscellaneous changes throughout ADA (31) 423 392
Total 2017 Operating Budget Adjustments 1,906 (288) 1,618

Non-Operating Adjustments

Income Tax Expense - (150) (150)
Add Back of Depreciation - 375 375
Operating Capital Expenditures - - 2,088
Transfer to Capital Resene - - (2,463)
Transfer to Insurance Royalty Reserve (500) - (500)

2017 Budget Surplus/(Deficit) after Board of Trustee Meeting (266)
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Note 1

Budget & Finance Committee recommended total 2017 ADAF grants of $2,629, a $268K increase over
2016 budget, with an increase of $768 for VVolpe Research Center and decrease of $500 for
Philanthropic/Administration. In response to questions from the ADA Board, the ADA Foundation Board
has hired a consultant to assess and make recommendations regarding the sustainability of the
organization, the efficiency of operations, and related matters.

This results in two 2017 ADA Grants to the ADA Foundation:
1. $1,861K Grant for Philanthropic Activities, restricted in two parts:
a) Full funding of the 2017 expenses of the Give Kids a Smile and International Humanitarian
Programs
b) Any excess of the $1,861 over the 2017 costs of Give Kids a Smile and International
Humanitarian may be used to fund other philanthropic (non-research) activities or
philanthropic administration expenses.
2. $768K designated to fund 2017 activities in the Volpe Research Center (100 % of the amount
requested by the Foundation)

Note 2
¢ No demonstrated effect on recruitment and retention.
e Large effort to administer—potential distraction for both council and staff.
e Program was authorized as a temporary pilot to test innovative new ideas that could be shared
across states.
e Morphed into a subsidy in which states began to budget for grants to cover ongoing spending.
e Same programs funded repeatedly—not innovation.

Note 3
2015 Actual:  $1,832K operating + $179K reserves = $2,011K
2016 Budget Proposed by Board: 2,007
2016 Budget After House of Delegates: 2,482
2017 Budget: 2,007

e Addition of $475K by 2016 House of Delegates is not needed in 2017, nor spent previously.
e Budget should cover the expected need rather than the worst case scenario---if unexpected
issues arise in 2017 then the Board could authorize reserve funds.

e Create a cross-functional committee to manage this critical work.

e Multiple ADA divisions drive interprofessional interfaces that are more valuable than a dedicated
IR department.

e Due to the changing environment, the Committee believes that interprofessional relations can be
better executed through a cross functional initiative involving ADA Science and Dental Practice
resources.

Note 5
¢ Five guidelines will be completed in 2016. Distribution of these five through the Center for
Professional Success will continue during 2017.
o Dentists ranked this program “Low-Priority” and #47 out of 58 programs, supporting the need for
a pause to assess outcomes of the first five guidelines before producing more guidelines.
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Note 6

o Ranked by dentists as the very bottom rated program, # 58 out of 58 programs.

e Budget & Finance Committee reviewed detailed expenses and revenue from international
sources and recommends elimination of all travel to international dental meetings (except FDI)
and special international reception events.

o Effectiveness of these activities on international revenue is unclear to the Budget & Finance
Committee.

e Major 2017 investment in redesign of ADA.org to be more interactive and personalized
e Continued new investments in Aptify System
¢ Reprioritization and improved efficiency in internal enterprise systems and internal infrastructure
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Capital Expenditures and Reserve Funds

The ADA has two types of capital expenditures, each with its own procedures for reporting and approvals:
Reserve Capital and Operating Capital. In order to ensure that funding is available to cover major capital
replacement projects as well as “Operating Capital” projects which are included in annual operating
budgets, the ADA defines each category as follows:

1. Operating Capital spending to add, upgrade, or replace more common and short-lived fixed
assets. This category should include all items replaced within 5 years. A good example of this
would be the ongoing annual replacement of computer equipment which is done on a continuing
annual basis with 1/3 of all PC equipment turned over each year such that every computer at the
ADA is retired and replaced every 3 years. Operating Capital Spending is included as a line item
with detail support in the annual operating budget in Board Report 2.

2. Reserve Capital spending is a separate category of larger and much less frequent building repairs,
replacements, and renovations to ADA buildings. Such renovations will include the cost of tenant
improvements (TI) and related one-time costs to secure long term leases. Because this type of
major capital spending comes from a dedicated capital replacement reserve account, each actual
project must be reviewed and approved by the Finance Committee and Board. Costs of tenant
leasehold improvements must be justified as part of a complete capital authorization request (CAR)
in a Board report with appropriate economic analysis.

Capital Replacement Reserve Fund (Established in 2013): This reserve fund was created by the 2012
House of Delegates to eliminate the need for special membership dues assessments to fund large asset
replacements. In the long run, funding will be determined by the projected needs, but during the first few
years the fund contributions are equal to depreciation less operating capital expenditures. In other words,
in each year the excess of depreciation over operating capital is contributed to the capital reserve fund, as
shown in the table below.

Royalty Reserve Fund (Established in 2013): House Resolution 84H-2013 and Board action created a
designated reserve funded by royalty revenue from the ADA Member Insurance Plans. Although these
funds were segregated from annual ADA operating budgets, House Resolution 84H-2013 also provided that
reserve funds would be available to build member value, long term dues and financial stabilization.
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Budget Depreciation and Capital Expenditure Summary
$ 000

Operating Capital and Contribution to Replacement Fund
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2016 Budget 2017 Budget

Depreciation/Amortization $6,613 $6,988
Operating Capital Expenditures
Science Institute (241)
Division of Conferences and Continuing Education (355) (35)
Finance & Operations, Buildings (1,178) (270)
Information Technology (2,962) (1,861)
Total (4,495) (2,407)
Net: Contribution to Replacement Fund (2,118) (4,581)
Capital Replacement Fund
Contributions (from above) (2,118) (4,581)
Replacement Fund Capital Expenditures

Finance and Operations, Buildings (4,362) (5,968)
Replacement Fund Net Contributions Less Expenditures $ (2,244) $ (1,387)
Memo: Total Capital Expenditures $ (8,857) $ (8,375)
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List of 2017 Capital Expenditures by Division

Thousands of Dollars

Division Name: Conferences and Continuing Education

Food Senice Equipment - Cafeteria
Audio Visual Equipment
Total Division

Division Name: Science Institute

Non-contact Profilometer
Canon 5D Mark iii Camera and accessories

Inductively Coupled Plasma Optical Emission Spectrophotometer

Interferometer and accessories
Total Division

Division Name: Information Technology

Desktop Replacements (80)
Computer Monitors (150)

Network Printer Replacements
Network Servers

Network Upgrades

BOT Laptop Replacements (15)
Laptop Replacements (140)
ARCSene Backup Software Licenses
AV Upgrades - DC Office

Telephone System Upgrade - Chicago
ADA.org Redesign

Aptify CE Enhancements

Aptify DTS Accounting Functionality Updates
Aptify eCatalog Enhancements

Aptify Meeting Upgrades

AR Lockbox Import Process

Total Division

Division Name: Finance & Operations

Headquarters Building - Operating
Elevator Room AC Units

Videotec

Bldg Air Compressor Piping

Boiler HW Pump Controls-BAS
Chilled Water Variable Flow Controls

DC Building - Operating
Fire Safety

HVAC

Plumbing

Central Serivces
Furniture Replacement
Total Division
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o1 Q2 03 Q4 2017
15
20
0 0 35 0 35
o1 Q2 03 Q4 2017
40
6
75
120
126 40 75 0 241
o1 Q2 03 Q4 2017
96
75
45
250
95
29
266
10
120
50
554
56
45
50
75
45
- 29 825 1,007 1,861
o1 Q2 03 Q4 2017
30 30
17 17
38 38
16 16
18 18
4 4
34 34
13 13
100 100
17 215 38 - 270
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List of 2017 Capital Expenditures by Division
Thousands of Dollars

Headquarters Building - From Capital Replacement Fund
Replace Stairwell Fixtures with LEDs
Lobby Renovation

Lobby Retail Base Bldg Work
Common Corridor & Restrooms
Whitebox 8th Floor

Create Fitness Center

Retail E & W TI

Retail E & W LC

ASDA TI

Spec Tenant B Tl

Spec Tenant B LC

Spec Tenant C Tl

Spec Tenant C LC

Spec Tenant D Tl

Spec Tenant D LC

Spec Tenant E Tl

Spec Tenant E LC

ADABEI TI

Spec Make Offices TI

Washington DC Bldg - From Capital Replacement Fund
Architect, Construction and Engineering Fees

Tenant Improvements

Leasing Fees

Total Division

Total ADA Operating Capital
Total ADA Capital Replacement Fund
Grand Total - 2017 Capital Requests
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o1 Q2 03 Q4 2017
48 48

50 50

50 50
250 250
175 175
550 550
130 130

86 86

66 66
220 220

46 46

110 110

23 23

48 48

10 10

140 140

31 31
110 110
3,473 3,473
71 71

194 194

87 87

4,864 836 220 48 5,968
o1 Q2 03 Q4 2017
143 284 973 1,007 2,407
4,864 836 220 48 5,968
5,007 1,120 1,193 1,055 8,375
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Recap of 2015 Results: Variances from 2015 Budget
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American Dental Association Operations
Summary of 2015 Results versus Budget

$ 000
Variance
2015 2015 | Fav/(Unfav) |
Budget Actual $ %

Membership Dues 57,858 55,627 (2,231) -3.9%
Adwertising 6,926 6,386 (540) -7.8%
Rental Income 4,685 3,676 (1,009) -21.5%
Publication & Product Sales 6,840 6,220 (621) -9.1%
Testing Fees & Accreditation 24,852 23,554 (1,298) -5.2%
Meeting & Seminar Income 10,811 8,422 (2,389) -22.1%
Other 24,106 23,291 (815) -3.4%
Total 136,077 127,174 (8,903) -6.5%
Total Salaries and Temporary Help 42,741 42,952 (211) -0.5%
Total Fringe Benefits 11,895 10,524 1,371 11.5%
Total Payroll Taxes 2,829 2,942 (113) -4.0%
Total Travel Expenses 7,566 6,930 636 8.4%
Printing, Publication & Marketing 9,691 7,968 1,723 17.8%
Consulting and Outside Senvices 11,339 9,781 1,558 13.7%
Professional Senices 10,065 8,526 1,539 15.3%
Office Expenses 5,797 5,150 647 11.2%
Facility & Utility Costs 6,273 5,642 631 10.1%
Depreciation/Amortization 6,424 6,398 26 0.4%
ADA Foundation Grant 2,067 2,320 (253) -12.2%
Other 10,284 8,955 1,328 12.9%
Total 126,971 118,089 8,882 7.0%
Income Taxes 1,300 1,639 339 26.1%
Net Income Before Reserves 7,806 7,446 (359) -4.6%
Insurance Royalty and Other Items (7,200)  (7,141) 59 -0.8%
Operating Surplus / (Deficit) 606 305 (300)  -49.6%




O©CoO~NOOOUITD,WNE

P WWWWWWWWWWNNNDNNNNNNNRPRPRPRPRPERPERPERPERPERPRRERE
QOO NOURRWNRPFPOOONOUPRRWNPOOO~NOUIAWNEO

July 2016-H Page 2041
Board Report 2
Reference Committee A

2015 operating surplus was close to budget but with offsetting variances in revenue and expenses. In
order to improve accuracy, beginning with the 2016 budget initial budget proposals were analyzed in two
pieces: expenditures in line with prior actual trends, and proposed expenditures in excess of the prior
year. This appears to have resulted in more accurate budgets in 2016 and 2017.

Revenues

The Treasurer’s forecast letter to the House of Delegates dated October 20, 2015 anticipated 2015
revenue of $127.0 M. The actual result was within 0.1 % of that forecast. As discussed in the forecast
letter, when the 2015 membership dues budget was set in 2014, there was optimism that new initiatives
could bend the curve and turn the unfavorable membership trends. These initiatives included an increase
in national direct mail campaigns and promotional discounts, more outreach managers supporting states,
Information Technology for states, a new “Member Service University” provided to the states, cash grants
to states, and other initiatives. These broad “across the board” national recruitment initiatives were not
effective in achieving the 2015 budget for membership dues revenue.

Rental income reflects slower than expected leasing of the vacant space in the Chicago Headquarters
building. Tenant leases to fill up empty space were not secured until 2016. Most other revenue shortfalls
reflect aging product lines that have limited appeal to younger dentists or are under pressure from newer
competition. Within advertising, the Mouthhealthy.org website failed to generate significant revenue and is
now viewed as a service provided to state associations rather than a source of non-dues revenue. Also,
ADA “Vendor Showcase” email advertising has lost ground to competitors that have better capabilities to
target specific niches with relevant content.

The $(2,389) shortfall in Meeting and Seminar Income is primarily due to lower than budgeted attendance
and vendor participation at the ADA Meeting in Washington DC.

Expenses

As anticipated in the Treasurer’s forecast letter to the House of Delegates, expenses were significantly
below budget. The variance shown for employee benefits is largely due to favorable rates and actual
experience for employee medical and life insurance. The assumed costs are lower in the 2017 budget.
Printing, Publication, and Marketing costs were also favorable to budget due to: lower advertising
commissions on lower advertising sales, reduced marketing initiatives for MounthHealthy.org, and the
transfer of Give Kids a Smile costs to the ADA Foundation. Most of the variance in Consulting and Outside
Services is due to product development work not completed in 2015 for both the new integrated National
Dental Board Examination and Member Insurance plans. The largest variance that was unanticipated in the
forecast provided to the House of Delegates in Professional Services costs, due to an accounting
adjustment to Testing Administration costs.
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Headquarters Building Valuation

The House adopted Resolution 69H-2002 (Trans.2002:372), directing that the estimated market value of
the ADA headquarters building be included in Board Report 2. In June of 2016, real estate transaction
professionals in Chicago estimated a gross sale value (before transaction costs) of $75.5 million. This is a
jump of $28.7 million or 61% from last year’s estimate, and reflects the value of major new tenant leases
recently signed. The increase demonstrates the value of the approximately $8.4 million in expenditures for
leasehold improvements and transaction costs which will be paid from the capital replacement reserve in
late 2016 and early 2017.
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Summaries by Division: Revenue, Expense, and Net Revenue/Expense
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American Dental Association Operations

Revenue Summary by Division
$ 000
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2017 v 2015 2017 v 2016B
2014 2015 2016 2017 | Fav/(Unfav) | Fav / (Unfav) |
Actual Actual Budget Budget $ % $ %

Contingency General - 31 - - (31) -100.0% - NA
Administrative Senices 13 54 12 72 18 34.2% 60 500.0%
Human_Resources - - - - - NA - NA
Legal Affairs 51 33 48 43 10 29.4% (5) -9.7%
Finance and Operations, Buildings 6,103 5,612 6,816 7,194 1,582 28.2% 378 5.5%
Central Administration 61,006 4,525 4,239 4,626 100 2.2% 386 9.1%
Information Technology - 3 - - (3) -100.0% - NA
Education 22,112 23,961 25,875 27,281 3,320 13.9% 1,406 5.4%
ADA Publishing 9,088 8,573 9,404 8,671 98 1.1% (734) -7.8%
Business Relations 523 1 - - (1) -100.0% - NA
Conferences and Continuing Education 9,436 9,425 10,478 10,306 882 9.4% (172) -1.6%
Product Development and Sales 9,610 9,166 9,605 10,084 918 10.0% 479 5.0%
Communications 228 2 4 4 2 114.3% - 0.0%
Government & Public Affairs 115 160 50 50 (110) -68.7% 0 0.6%
Member and Client Senvices 8,945 64,152 63,805 63,554 (598) -0.9% (251) -0.4%
Practice Institute 454 355 246 135 (219) -61.8% (110) -44.8%
Health Policy Institute 114 242 206 295 53 22.1% 89 43.2%
Science 756 881 890 1,270 389 44.2% 380 42.7%
Total ADA 128,553 127,174 131,678 133,584 6,410 5.0% 1,906 1.4%
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American Dental Association Operations
Expense Summary by Division

$ 000
2017 v 2015 2017 v 2016B
2014 2015 2016 2017 | Fav/(Unfav) | | Fav/(Unfav) |
Actual Actual Budget Budget $ % $ %

Contingency General 466 759 1,000 1,000 (241) -31.7% - 0.0%
Administrative Senvices 6,967 7,187 7,211 7,189 2 0.0% 22 0.3%
Human_Resources 2,196 1,916 2,112 2,008 (92) -4.8% 104 4.9%
Legal Affairs 3,794 3,887 3,899 3,997 (110) -2.8% (98) -2.5%
Finance and Operations, Buildings 9,837 10,427 11,250 11,562 (1,135) -10.9% (312) -2.8%
Central Administration 2,294 8,685 8,966 10,227 (1,542) -17.8% (1,261) -14.1%
Information Technology 11,645 13,841 12,879 13,566 275 2.0% (687) -5.3%
Education 14,926 14,329 16,284 16,271 (1,942)  -13.6% 13 0.1%
ADA Publishing 9,170 7,790 8,095 7,537 253 3.2% 558 6.9%
Business Relations 1,402 805 826 - 805 100.0% 826 100.0%
Conferences and Continuing Education 8,071 8,760 9,914 9,178 (418) -4.8% 736 7.4%
Product Development and Sales 4,418 4,057 4,417 5,024 (967) -23.8% (607) -13.7%
Communications 5,675 5,672 6,451 7,141 (1,469)  -25.9% (690) -10.7%
Gowvernment & Public Affairs 8,898 8,656 9,581 9,383 (727) -8.4% 198 2.1%
Member and Client Senices 8,686 8,672 8,415 7,895 777 9.0% 520 6.2%
Practice Institute 4,929 5,404 5,479 5,052 352 6.5% 426 7.8%
Health Policy Institute 2,763 2,828 2,778 2,814 14 0.5% (36) -1.3%
Science 5,069 4,414 5,357 5,356 (942)  -21.3% 1 0.0%

Total ADA 111,207 118,089 124,912 125,200 (7,111) -6.0% (288) -0.2%
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American Dental Association Operations

Net Income
$ 000 2017 v 2015 2017 v 2016B
2014 2015 2016 2017 | Fav/(Unfav) | | Fav/(Unfav) |
Actual Actual Budget Budget $ % $ %
Contingency General (466) (728) (1,000) (1,000) (272) 37.3% - 0.0%
Administrative Senices (6,954) (7,133) (7,199) (7,117) 16 -0.2% 82 -1.1%
Human_Resources (2,196) (1,916) (2,112) (2,008) (92) 4.8% 104 -4.9%
Legal Affairs (3,743)| (3,854) (3,851) (3,954) (100) 2.6% (103) 2.7%
Finance and Operations, Buildings (3,733) (4,815) (4,434) (4,369) 446 -9.3% 65 -1.5%
Central Administration 58,712 (4,159) (4,727) (5,601) (1,442) 34.7% (875) 18.5%
Information Technology (11,645) (13,838) (12,879) (13,566) 272 -2.0% (687) 5.3%
Education 7,185 9,632 9,591 11,010 1,378 14.3% 1,419 14.8%
ADA Publishing (82) 783 1,309 1,134 350 44.7% (175) -13.4%
Business Relations (879) (805) (826) - 805 -100.0% 826  -100.0%
Conferences and Continuing Education 1,365 665 564 1,128 464 69.8% 564 99.9%
Product Development and Sales 5,191 5,110 5,188 5,060 (49) -1.0% (128) -2.5%
Communications (5,447)  (5,670) (6,447) (7,137) (1,466) 25.9% (690) 10.7%
Gowvernment & Public Affairs (8,783)  (8,496) (9,531) (9,333) (837) 9.8% 198 -2.1%
Member and Client Senices 260 = 55,480 55,390 55,659 178 0.3% 268 0.5%
Practice Institute (4,476)  (5,050) (5,233) (4,917) 133 -2.6% 316 -6.0%
Health Policy Institute (2,649)| (2,586) (2,572) (2,519) 67 -2.6% 53 -2.1%
Science (4,313)]  (3,534) (4,467) (4,086) (553) 15.6% 380 -8.5%
Total ADA 17,346 9,085 6,766 8,384 (701) -7.7% 1,618 23.9%
Income Taxes 1,435 1,639 1,500 1,650 (12) -0.7% (150) -10.0%
Net Income Before Reserves 15,911 7,446 5,266 6,734 (712) -9.6% 1,468 27.9%
Add Back Depreciation 6,192 6,398 6,613 6,988
Operating Capital Expenditures (3,528) (2,609) (4,495) (2,407)
Transfers to Capital Reserve (3,013) (4,462 (2,118) (4,581)
Transfers to Ins Royalty Resene (6,229) (6,468) (6,500) (7,000)
Non-Operating Iltems (6,578) (7,141) (6,500) (7,000)

Operating Surplus / (Deficit) 9,334 305 (1,234) (266)
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Resolutions

(See Resolution 9; Worksheet:2048)
(See Resolution 10; Worksheet:2049)
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Resolution No. 9 New

Report: Board Report 2 Date Submitted: July 2016

Submitted By:  Board of Trustees

Reference Committee: A (Budget, Business and Administrative Matters)

Total Net Financial Implication:  $133,584 (Revenue) Net Dues Impact:
$126,850 (Ongoing Expense)

Amount One-time Amount On-going FTE

ADA Strategic Plan Objective: Supports All Strategic Plan Objectives

How does this resolution increase member value: See Background

APPROVAL OF 2017 BUDGET

Background: (See Report 2 of the Board of Trustees to the House of Delegates: 2017 Budget,
Worksheet:2002). The Board of Trustees is recommending a 2017 operating budget of $133,584 in
revenues and $126,850 in expenses and income taxes, generating a surplus before transfers to the
insurance royalty reserve of $6,734. After transferring $7,000 in royalty revenue to the insurance royalty
reserve the operating budget is a net deficit of $(266). The royalty reserve is dedicated to member value,
long term dues and financial stabilization as directed by the House of Delegates Resolution 84H-2013
and Board action.

Resolution

9. Resolved, that the 2017 Annual Budget of revenues and expenses, including net capital
requirements be approved.

BOARD RECOMMENDATION: Vote Yes.

Vote: Resolution 9

ASAI Yes COLE Yes GEHANI Yes ROBERTS Yes

BITTER Yes CROWLEY Yes JEFFERS Yes ROBINSON Yes

BLACK Yes FAIR Yes KLEMMEDSON Yes STEVENS Yes

BUCKENHEIMER Yes FISCH Yes KWASNY Yes ZENK Yes

COHLMIA Yes GAMBA Absent MARRON- Yes ZUST No
TARRAZZI

Res. 9 (Bd. Rpt. 2)
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Resolution No. 10 New

Report: Board Report 2 Date Submitted: July 2016

Submitted By:  Board of Trustees

Reference Committee: A (Budget, Business and Administrative Matters)

Total Net Financial Implication:  $1,053,000 Net Dues Impact: $10

Amount One-time Amount On-going  $1,053,000 FTE O

ADA Strategic Plan Objective: Supports All Strategic Plan Objectives

How does this resolution increase member value: See Background

ESTABLISHMENT OF DUES EFFECITVE JANUARY 1, 2017

Background: The Board of Trustees at its July 2016 meeting approved a preliminary budget with net
income before reserves of $6,734 based on the current full dues rate of five hundred and twenty-two
dollars $(522). After planned transfer of $7,000 in Member Insurance royalties into a designated
reserve fund, the preliminary budget is at a net operating deficit of $(266). A dues increase of $10 is
being sought. Notification of the proposed dues level will be circulated electronically to all constituent
dental societies and announced in an official Association publication. The following resolution is
submitted by the Board of Trustees.

Resolution
10. Resolved, that the dues of ADA active members shall be $532.00, effective January 1, 2017.
BOARD RECOMMENDATION: Vote Yes.

Vote: Resolution 10

ASAI Yes COLE Yes GEHANI No ROBERTS Yes

BITTER Yes CROWLEY No JEFFERS Yes ROBINSON Yes

BLACK Yes FAIR Yes KLEMMEDSON Yes STEVENS Yes

BUCKENHEIMER Yes FISCH Yes KWASNY Yes ZENK Yes

COHLMIA Yes GAMBA Absent MARRON- No ZUST No
TARRAZZI

Res. 10 (Bd. Rpt. 2)
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Resolution No. None New

Report: Board Report 7 Date Submitted: September 2016

Submitted By:  Board of Trustees

Reference Committee: A (Budget, Business and Administrative Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Finance-Obj. 4: Unrestricted liquid reserves targeted at no less than 50%.

How does this resolution increase member value: See Background

REPORT 7 OF THE BOARD OF TRUSTEES TO THE HOUSE OF DELEGATES: INFORMATION
TECHNOLOGY INITIATIVES, EXPENDITURES AND ESTIMATED COSTS, AND ANTICIPATED
FUTURE PROJECTS

Background: This report to the House of Delegates on the ADA’s Information Technology initiatives,
expenditures and future projects is submitted as required by Resolution 30H-2003 (Trans.2003:334),
which urged the Board to provide an annual report summarizing technology initiatives, expenditures,
estimated costs, anticipated projects and their sources of funding. This report is informational only; there
are no resolutions.

Projects and Expenditures: As of this report, the following projects are completed and others are
currently in the working stages with a completion goal by the end of the year.

e Document Management (ADA Knowledge Center). In 2014, the ADA began an effort to replace
its antiquated document management system with a Microsoft (MS) SharePoint solution. This
project was completed in March 2015, with all ADA divisions along with ADABEI and ADAF
converted to the new solution, which was branded ADA Knowledge Center. In 2016 and 2017,
work continues on assisting ADA divisions with identifying and implementing solutions using ADA
Knowledge Center to meet their business needs.

e Data Warehouse. In 2015, Information Builders, a new front-end software tool was implemented
and Business Objects, the existing back-end software tool was upgraded to the latest version.
These new and upgraded product sets provide advanced analytics capabilities to ADA staff to
analyze market trends and make more proactive decisions. Any requests in 2016 and 2017 for
new data marts or enhancements to existing data marts will be completed using existing IT staff.

e Websites. In 2015, a project began to implement a new search software called Coveo to improve
search functionality for all ADA websites and also integrates with Sitecore, the website content
management software. This new tool implementation along with a Sitecore software upgrade
were completed in 2016. A project is currently underway to move the MouthHealthy.org and
MouthHealthy for Kids.org websites to a responsive web design so that visitors can easily view
these websites from any device, whether it be a phone, tablet or a full-sized computer. This
redesign also helps future-proof the sites and brings them up to the same code base as all other
ADA websites. A new Dental Practice map will be featured on ADA.org in 2016. This new
interactive map will allow dentists to explore dental practice locations across the United States
using state demographic data to help dentists to decide where to practice. In 2017, a major
website redesign is planned, which will include personalization development and usage; new and
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enhanced mapping; single sign-on implementation and an installation of a social media platform
to be piloted by the ADA as well as states and local societies using Aptify.

As part of the Power of 3 initiative, the ADA developed branded website templates to deploy to
the states and local societies who were also converting from the Tripartite System (TS) to Aptify.
The branded templates offer the states and locals a similar “look and feel” web presence, which
gives visitors a similar web experience at the local, state and national level. 32 states and locals
were rolled out in 2015 with another 52 states and locals scheduled in 2016. Website template
enhancements that were identified by state and local societies will be implemented in 2016, which
includes Aptify integration. This integration will allow member data entered into a web form to be
captured into Aptify. In 2017, ongoing support, minor upgrades and enhancements are planned.

Center for Professional Success (CPS). In 2016, the CPS website will be moved to a responsive
web design for optimal viewing across devices. In addition, a benchmarking/survey tool will be
implemented that will allow members to assess their practice's key performance indicators with
other dentists. In 2017, website support will continue and any enhancements will be done by
staff.

Mobility. The Oral Pathologist and Chairside mobile apps were updated in 2015 to provide new,
revised and updated content. The CDT mobile app was updated in 2015 and 2016 to include
current codes and update the operating system platform. The Aptify State Branded Mobile for
Member app was released in 2015 and updated in 2016. It is currently in a pilot phase with the
ADA and Washington State. This new free member benefit allows ADA members to access their
information stored in Aptify from their smart phones and/or tablets and includes such functionality
as updating their profile; accessing newsfeeds; connecting with members; and managing meeting
and CE information. In 2016, the app will be updated to include new features and functionality
such as photo uploads, integration to Facebook and alert management for posting and retrieving
information. In 2017, existing mobile apps will be updated as needed.

ADA Connect. System support and updates for the MS SharePoint environment, which is the
platform for ADA Connect continued in 2015. A MS SharePoint 2013 upgrade is scheduled to
begin in 2016 and be completed in 2017. This upgrade will use a design to build a new ADA
Connect that improves the look and feel of the user experience and enhances the interaction with
documents. The upgrade will integrate ADA Connect and ADA Knowledge Center to ensure
each maintains a secure environment while allowing the proper level of collaboration as
appropriate.

Finance/HR/Payroll. In 2015, projects were completed to convert the PeopleSoft financial
integrations to the ADA’s new bank, JP Morgan Chase and to integrate the ADA’s new direct
reimbursement program, SIMPLE with PeopleSoft. A vendor was selected to work with ADA staff
to select a replacement for Oracle PeopleSoft Financials and HR/Payroll systems and Oracle
Hyperion for budget management. NetSuite ERP was chosen as the new financial system;
UltiPro as the new HR/Payroll system and NetSuite Adaptive Planning as the new budget
management system. System implementations are underway. HR/Payroll is scheduled to go-live
in Q4 2016, with Finance and Budget to go live in early 2017. In addition to these systems, a
third-party system was purchased to support grant management and budgetary control for the
ADA Foundation. This system is also scheduled to go-live in early 2017.

Hyperion Budgeting. In 2015, an upgrade was completed to bring the system to the latest version
and to stay in compliance with our software licensing and maintenance agreement. In 2016,
minor system updates were completed to prepare the system for the 2017 budget process. Data
migration work will occur later this year as part of the new budget system implementation
scheduled for early 2017.
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e Tripartite System. The Tripartite System (TS) is scheduled to be shut down in April 2017. At this
time, all current TS users will have been converted to Aptify and the 2016 dues billing process will
have been completed.

e Infrastructure, Hardware and Software Licenses. The expenditures reflected in 2015, 2016 and
2017 are primarily for hardware and software licenses to maintain the Association's network
infrastructure as well as provide end-user equipment such as desktops, laptops and printers. In
addition, funding is budgeted annually for a manufacturer-certified on-site technician. This
technician is available on-site to fix hardware under warranty instead of depending on “depot
warranty service.” This on-site service minimizes downtime for users. In 2015, upgrades were
completed to the Boardroom’s audio-visual equipment as well as the voting and microphone
gueuing systems. Additional 22" Floor AV upgrades were completed in the Executive
Conference Room, Video Conference Room, Board Reception Room and the Executive Dining
Room. A network upgrade was also completed for the Washington DC office. Audio-visual
upgrades are scheduled for the Lobby and 2" Floor in 2016 and the Washington DC office in
2017. PCI compliance and network security will continue to be monitored with security
improvements implemented as needed in 2016 and 2017.

o Aptify. Aptify rollouts to the states continued in 2015 and 2016. As of this report, 47 states,
Washington DC and Puerto Rico are on Aptify. In addition to the 2015 deployments, the Aptify
Grants Management module was configured and deployed to the ADA Foundation as well as
several system enhancements were implemented including ACH payments; TS Photo Load
application conversion; online Signing Day application and security enhancements. Aptify also
provided additional support to recently converted states and local societies to help them get more
comfortable with the new system and to assist with billing dues for the first time using Aptify. This
support will be handled by ADA IT staff once the Aptify deployments are completed. In addition
to the remaining Aptify deployments, several Aptify projects are scheduled to be completed in
2016. An eCatalog solution for the states and local societies will be implemented to sell products
and services and to solicit donations using the existing product setup functionality within Aptify.
This initiative allows states and local societies to collect online voluntary dues (PAC, Foundation,
etc.) and to sell products to generate non-dues revenue. A broadcast email solution for the states
and local societies will be implemented to allow them to create and send bulk email messages
and to easily create and send newsletters. The existing CODA Accreditation database, CODA
Consulting Training website and the CERP Online Provider Application are scheduled to be
replaced with an Aptify solution. The 2017 Aptify projects include ADA eCatalog enhancements;
additional upgrades to the Meetings module and a Lockbox import process for the Accounts
Receivable (AR) module.

o Aptify/Learning Management System (LMS). A new Continuing Education (CE) module was
deployed to the states converting to Aptify in 2015 and will be deployed to the remaining states
converting in 2016. In 2016, an LMS is being developed that integrates with the Education
module and eCommerce functionality to manage CE activities. Phase Il of this project, which will
include more functionality and enhancements is scheduled for completion in 2017.

e Aptify/Testing Services (DTS). In 2015, system enhancements and fixes were implemented
using existing IT staff. In 2016, several system features and functionality improvements are
planned so that DTS staff can process transactions more efficiently resulting in better user
experience for dentists and students. In 2017, accounting processes will be updated to get
accounting data from Aptify into the new finance system, which will eliminate manual work for
DTS staff.

The table below outlines actual expenditures in the core areas in 2015; projected spending in 2016 and
planned spending in 2017. Also disclosed is spending related to infrastructure hardware and major
projects.
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2015 2016 2017
Actual Projected Planned
IT Core Area Spending Spending Spending
ADA Knowledge Center 193,664 12,500 12,500
Data Warehouse 108,664 0 0
Websites (National) 166,775 145,100 736,252
New Website Search Tool Implementation

(Contingency Fund) 52,100 0 0
Websites (States & Locals) 585,841 495,771 120,000
Ctr. for Professional Success (CPS) 0 56,250 7,500
Mobile Applications 107,374 50,880 10,000
ADA Connect 4,185 262,500 12,500
Finance/HR/Payroll 208,177 342,672 0
Hyperion Budgeting System 61,280 63,000 0
Hyperion Budgeting System (Contingency Fund) 0 27,000 0
Tripartite System 0 0 0
Infrastructure, Hardware & Software Licenses 1,118,502 1,133,673 1,154,000
Aptify (National) 828,758 546,866 337,500
Aptify (States & Locals) 68,379 288,300 107,500
Total Project Spending 3,503,699 3,424,512 2,497,752
Balance of IT Operating Budget 10,337,301 9,434,488 11,068,248
Total IT Spending 13,841,000 12,879,000 13,566,000

abrhw N

The tables below summarize the previous information based on the source of funding. The IT division
continues to maintain and upgrade its current core areas while also providing ongoing support and
completing various IT-related projects for ADA divisions.

Operating Capital Contingency

2015 Actual Spending Budget Budget Fund Total
ADA Knowledge Center (1) 92,892 100,772 0 193,664
Data Warehouse (2) 44,941 63,723 0 108,664
Websites National (3) 0 166,775 52,100 218,875
Websites States & Locals (3) 215,742 370,099 585,841
Ctr. for Professional Success (4) 0 0 0 0
Mobile Applications (5) 40,915 66,459 0 107,374
ADA Connect (6) 4,185 0 0 4,185
Finance/HR/Payroll (7) 115,000 93,177 0 208,177
Hyperion Budgeting System (8) 28,440 32,840 0 61,280
Tripartite System 0 0 0 0
Infrastructure, Hardware & Software

Licenses (9) 128,454 990,048 0 1,118,502
Aptify National (10) 743,110 85,648 0 828,758
Aptify States & Locals (10) 68,379 0 0 68,379
Total Project Spending 1,482,058 1,969,541 52,100 3,503,699
Balance of IT Operating Budget 10,337,301 0 0 10,337,301
Total IT Spending $11,819,359 $1,969,541 $52,100 $13,841,000
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Operating Capital Total Actual

2015 Consulting Projects Budget Budget Spending
ADA Knowledge Center Implementation 88,707 100,772 189,479
ADA Knowledge Center support 4,185 0 4,185
ADA Knowledge Center Totals (1) 92,892 100,772 193,664
New Front-End Reporting Software 32,000 16,200 48,200
Back-End Reporting Software Upgrade 12,941 47,523 60,464
Data Warehouse (DW) Totals (2) 44,941 63,723 108,664
SiteCore Content Management Software
Upgrade 0 84,000 84,000
Coveo Search Software Implementation 0 75,275 75,275
MouthHealthy Homepage Redesign 0 7,500 7,500
Sitefinity Content Management Software
Licenses for Branded Website Templates 0 98,099 98,099
Branded Website Templates Design,
Development & Support for States &
Locals 215,742 272,000 487,742
Websites (National & States/Locals)
Totals (3) 215,742 536,874 752,616
CPS Totals (4) 0 0 0
Chairside Updates 19,950 0 19,950
Oral Pathologist Updates 3,300 0 3,300
CDT Code Check Updates 1,050 0 1,050
ADA Member Mobile Portal 16,615 66,459 83,074
Mobile Application Totals (5) 40,915 66,459 107,374
MS SharePoint support 4,185 0 4,185
ADA Connect Totals (6) 4,185 0 4,185
PeopleSoft Integration to New Bank 0 77,736 77,736
PeopleSoft Integration to SIMPLE DR 0 15,441 15,441
New Finance/HR/Payroll System Selection 115,000 0 115,000
Finance/HR/Payroll Totals (7) 115,000 93,177 208,177
Hyperion Budget System Upgrade 28,440 32,840 61,280
Hyperion Totals (8) 28,440 32,840 61,280
Tripartite System (TS) Totals 0 0
Warranty Technician 69,692 0 69,692
DC Network Upgrade 7,200 0 7,200
PCI Compliance/Network Security 4,925 0 4,925
Operating Software 46,637 0 46,637
Capital Hardware 0 369,868 369,868
Capital Software 0 0 0
Network Infrastructure 0 178,689 178,689
AV Upgrades — 22" Floor 0| 441,491 441,491
Infrastructure Totals (9) 128,454 990,048 1,118,502
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Aptify Support (National) 701,380 0 701,380
Aptify System Enhancements (National) 16,730 48,344 65,074
Aptify Grants Module for ADAF 25,000 37,304 62,304
Aptify Support (States & Locals) 68,379 0 68,379
Aptify Totals (10) 811,489 85,648 897,137
2015 Grand Totals 1,482,058 | 1,969,541 3,451,599
IT Core Area
Operating Capital Contingency
2016 Projected Spending Budget Budget Fund Total
ADA Knowledge Center (1) 12,500 0 0 12,500
Data Warehouse (2) 0 0 0 0
Websites National (3) 38,500 106,600 0 145,100
Websites States & Locals (3) 230,389 215,382 50,000 495,771
Ctr. for Professional Success (4) 20,000 36,250 0 56,250
Mobile Applications (5) 10,880 40,000 0 50,880
ADA Connect (6) 37,500 225,000 0 262,500
Finance/HR/Payroll (7) 90,831 251,841 0 342,672
Tripartite System 0 0 0 0
Hyperion Budget System(8) 63,000 0 27,000 90,000
Infrastructure, Hardware & Software
Licenses (9) 140,000 993,673 0 1,133,673
Aptify National (10) 124,500 442,366 0 566,866
Aptify States & Locals (10) 140,000 148,300 288,300
Total Project Spending 908,100 2,459,412 77,000 3,444,512
Balance of IT Operating Budget 9,434,488 0 0 9,434,488
Total IT Spending $10,342,588 $2,459,412 $77,000 $12,879,000
Total
Operating Capital Projected
2016 Consulting Projects Budget Budget Spending
ADA Knowledge Center support 12,500 0 12,500
ADA Knowledge Center Totals (1) 12,500 0 12,500
Data Warehouse (DW) Totals (2) 0 0 0
SiteCore Content Management support 2,100 0 2,100
MouthHealthy & MouthHealthy Kids
Responsive Design 19,500 37,500 57,000
Dental Practice Map Implementation 0 28,000 28,000
Coveo Search Tool Implementation 16,900 41,100 58,000
Sitefinity Content Management Software
Licenses for Branded Website Templates 0 98,324 98,324
Branded Website Templates
Enhancements & Support for States &
Locals 230,389 117,058 347,447
Websites Totals (3) 268,889 321,982 590,871
CPS Responsive Design 20,000 36,250 56,250
CPS Totals (4) 20,000 36,250 56,250
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CDT Mobile App Updates 10,880 0 10,880
Member Mobile Portal 0 40,000 40,000
Mobile Application Totals (5) 10,880 40,000 50,880
MS SharePoint support 12,500 0 12,500
MS SharePoint 2013 upgrade 25,000 225,000 250,000
ADA Connect Totals (6) 37,500 225,000 262,500
NetSuite ERP Implementation 56,231 151,469 207,700
NetSuite Adaptive Planning/Budget

Implementation 13,900 33,950 47,850
UltiPro HR Implementation 10,700 66,422 77,122
ADAF Grants & Budget Implementation 10,000 0 10,000
Finance/HR/Payroll Totals (7) 90,831 251,841 342,672
Tripartite System (TS) Totals 0 0 0
Hyperion Budget System Support 63,000 0 63,000
Hyperion Totals (8) 63,000 0 63,000
Warranty Technician 75,000 0 75,000
Network Security 15,000 0 15,000
Operating Software 50,000 0 50,000
Capital Hardware 0 500,000 500,000
Capital Software 0 48,673 48,673
Network Infrastructure 0 345,000 345,000
AV Upgrades — Lobby & 2™ Floor 0 50,000 50,000
Chicago Telephone System Upgrades 0 50,000 50,000
Infrastructure Totals (9) 140,000 993,673 1,133,673
Aptify Support (National) 62,000 0 62,000
Aptify 554 Upgrade (National) 33,000 99,000 132,000
Aptify for CODA/CERP (National) 29,500 245,500 275,000
Aptify LMS (National) 0 22,866 22,866
Aptify eCatalog Updates (National) 0 35,000 35,000
Aptify DTS Updates (National) 0 40,000 40,000
Aptify Support (States & Locals) 140,000 0 140,000
Aptify eCatalog (States & Locals) 0 70,520 70,520
Broadcast Email (States & Locals) 0 77,780 77,780
Aptify Totals (10) 264,500 590,666 855,166
2016 Grand Totals 908,100 2,459,412 3,367,512
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IT Core Area

Operating Capital
2017 Planned Spending Budget Budget Total
ADA Knowledge Center (1) 12,500 0 12,500

Data Warehouse (2) 0 0 0

Websites National (3) 182,252 554,000 736,252
Websites States & Locals (3) 120,000 0 120,000
Ctr. for Professional Success (4) 7,500 0 7,500
Mobile Applications (5) 10,000 0 10,000
ADA Connect (6) 12,500 0 12,500
Finance/HR/Payroll (7) 0 0 0
Tripartite System 0 0 0
Hyperion Budgeting (8) 0 0 0
Infrastructure, Hardware & Software
Licenses (9) 118,000 1,036,000 1,154,000
Aptify National (10) 140,625 196,875 337,500
Aptify States & Locals (10) 83,125 24,375 107,500
Total Project Spending 686,502 1,811,250 2,497,752
Balance of IT Operating Budget 11,068,248 0 11,068,248
Total IT Spending $11,745,750 $1,811,250 $13,566,000
Total
Operating Capital Planned
2017 Planned Consulting Projects Budget Budget Spending
ADA Knowledge Center Support 12,500 0 12,500
ADA Knowledge Center Totals (1) 12,500 0 12,500
Data Warehouse Totals (2) 0 0 0
SiteCore Content Management support 10,000 0 10,000
ADA.org Redesign/Personalization 172,252 554,000 726,252
Branded Website Template Support for
States & Locals 120,000 0 120,000
Website Totals (3) 302,252 554,000 856,252
Survey/Benchmarking Tool Hosting and
Support 7,500 0 7,500
CPS Totals (4) 7,500 0 7,500
Ongoing Mobile Application support 10,000 0 10,000
Mobile Application Totals (5) 10,000 0 10,000
MS SharePoint support 12,500 0 12,500
ADA Connect Totals (6) 12,500 0 12,500
Finance/HR/Payroll 0 0 0
PeopleSoft Totals (7) 0 0 0
Tripartite System (TS) Totals 0 0 0
Hyperion Budget System Support 0 0 0
Hyperion Budget Totals (8) 0 0 0
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Warranty Technician 75,000 0 75,000
Network Security 15,000 0 15,000
Operating Software 28,000 0 50,000
Capital Hardware 0 511,000 511,000
Capital Software 0 10,000 10,000
Network Infrastructure 0 345,000 345,000
AV Upgrades — DC Office 120,000 120,000
Chicago Telephone System Upgrades 0 50,000 50,000
Infrastructure Totals (9) 118,000 1,036,000 1,154,000
Aptify Support (National) 75,000 0 75,000
Aptify AR Lockbox Process (National) 15,000 45,000 60,000
Aptify DTS Accounting Updates

(National) 15,000 45,000 60,000
Aptify CE Updates (National) 16,875 50,625 67,500
Aptify CE Updates (States & Locals) 1,875 5,625 7,500
Aptify Meetings Phase 2 (National) 18,750 56,250 75,000
Aptify Meeting Phase 2 (States & Locals) 6,250 18,750 25,000
Aptify Support (States & Locals) 75,000 0 75,000
Aptify Totals (10) 223,750 221,250 445,000
2017 Grand Totals 686,502 1,811,250 2,497,752

This report is informational and no resolutions are presented.

Resolutions

BOARD RECOMMENDATION: Vote Yes to Transmit.

BOARD VOTE: UNANIMOUS. (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO

BOARD DISCUSSION)

Board Rpt. 7
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Resolution No. None New

Report: Board Report 9 Date Submitted: September 2016

Submitted By:  Board of Trustees

Reference Committee: A (Budget, Business and Administrative Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

REPORT 9 OF THE BOARD OF TRUSTEES TO THE HOUSE OF DELEGATES: ADA PENSION
PLANS

Background: This report is in response to House of Delegates Resolution 77H-2011 (Trans.2011:444).
Resolution 77H-2011 reads as follows:

77H-2011. Resolved, that the Board of Trustees provide to the House of Delegates an annual
executive summary on the status of the Pension Plan as reflected in the annual ADA audit reports
and the annual actuarial certification of the pension plan funding status.

The ADA reviewed its employee benefits as part of a larger project to assess total compensation in 2011
and made significant changes to retiree benefits effective January 1, 2012 that reduced both future costs
and risks while still providing a market competitive total compensation package.

To summarize, that decision was based on the following facts which still apply to the plan:

e The new terms of the pension plan reduce future costs and risks by more than 60% compared to
the old plan terms.

e Supplemental pension funding is not optional and represents payment of prior service costs
under the old pension plan. This funding is the majority of the ADA’s annual budget cost and is
required even if the plan is terminated.

o |f the pension plan were terminated completely, the ADA would not have access to plan assets to
reduce costs in future periods.

e A“hard freeze” plan termination would come at a high price because conservative accounting
rules lock in the value of the liability based on an assumed liquidation of pension benefits as of
the termination date using current, historic low interest rates. This liability can only be reduced by
the future payment of those plan’s liabilities.

e The long term economic costs of the plan are ultimately tied to the payout of future benefits over
many years, in fact, decades into the future. ADA contributions that go into the plan do not come
out except to pay plan benefits. Because pension benefits, since 1993, are only paid as a
monthly annuity to retirees, cash flows are predictable and plan assets are invested to balance
long term returns, risks, and costs in relation to the maturity of the long term pension liabilities.
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Resolution 77H-2011 asks for reporting on the ADA Pension Plan using two sources of information that
provide two perspectives of plan status based on two different actuarial calculations of the future pension
benefit liability:

a. the accrual basis liability included in the ADA’s 12/31/15 balance sheet (based on ASC 715
accounting rules), and

b. the “cash basis” liability, percent funded status and funding requirements included in the ADA’s
1/1/16 Adjusted Funding Target Attainment Percentage [“AFTAP”] Range Certification Report
(based on ERISA calculation rules).

Although these two liability calculation methods differ, in general terms the net Pension liability represents
the amount of projected total pension funds needed to cover “100% funding” of future benefits less the
value of actual funds invested in pension plan assets. In each case, this “100% funded” liability is an
amount calculated by our actuary based on a formula that uses certain assumptions including interest
rates and mortality tables determined by either government or accounting rules. When interest rates go
down or longevity estimates increase, the amount needed to reach 100% funded status goes up.

The pension liability, under both methods, accrual basis and cash basis, is recalculated by our actuary as
of the end of every plan year, December 31.

Accrual Basis Pension Liability (included in the ADA’s 12/31/15 audited balance sheet): The
following roll-forward analysis of the ADA’s 12/31/15 balance sheet liability shows all the changes in the
net accrual basis liability since the beginning of the year compared to prior periods.

There are four major types of changes that affect the ADA’s net pension liability:

1. The ADA'’s contribution of cash to the plan assets which reduces the liability includes two parts:
a. The funding of “normal service” costs for current employees of the ADA who earn benefits during
the plan year; and

b. The funding of supplemental payments to help get the plan to 100% funded status which
represent “catch up” funding of benefits earned in prior periods as defined by government funding
rules initially introduced by the Pension Protection Act (“PPA”) of 2006; and

2. The increase in the net plan liability due to the accrual of the “normal service” benefit costs plus
interest on the pension liability; and

3. The decrease in the net pension liability due to the increase in the value of the plans investment
assets; and

4. The impact of an increase or decrease in the net pension liability due to the decrease or increase in
the “spot rate” of interest used to calculate the actuarial present value of those future retirement
benefits at December 31 each year.

In addition to these changes to the pension liability, the ADA also made the “one time” change to future
employee benefits effective January 1, 2012 that significantly reduced the ADA’s accrual basis pension
liability as well as its ongoing pension expense. This one time change reduced the liability by $8.9 million
at 12/31/2011 and reduces “normal service costs” annually in 2012 and future years by over $3 million
compared to 2011.

Finally, studies of mortality experience for participants in pension plans have been published by the
Society of Actuaries in recent years. These studies have indicated that pension plan participants are
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generally living longer. As such, updated mortality assumptions have been published to reflect the results
of these studies. The ADA has made changes to its mortality assumptions as a result of these studies,
and the impact on results due to these changes is included below.

The following historical roll-forward analysis chart shows a five year history of the pension plan. The
results for fiscal year 2011 shows normal service costs under the old plan while years 2012 through 2015
present the actual results after plan changes. Beyond normal service costs and interest on the pension
liability (i.e., Expected Obligation Increase), the biggest change to the accrual basis Net Pension Liability
is the non-cash impact of the discount rate on the year-end valuation. For year-end 2012, discount rates
dropped from 5.16% to 4.56%, which was offset by favorable investment performance. For year-end
2013, discount rates increased from 4.56% to 5.28% and the Plan experienced favorable investment
performance. For year-end 2014, the liability increased due to a decrease in discount rates from 5.28%
to 4.55%, updated mortality assumptions, and a one-time adjustment to reflect the impact of a change in
IRS regulations. These increases were partially offset by favorable investment performance. For year-
end 2015, the liability decreased due to an increase in discount rates from 4.55% to 4.86%, but was offset
by unfavorable investment performance and updated mortality assumptions. So far in 2016, interest rates
have been decreasing while asset performance has improved. The impact of increasing “spot” interest
rates has a big impact on the year-end valuations of future benefit liabilities but these are non-cash
adjustments. For further reference, the rates used for accounting purposes, and approved by our
auditors, are shown at the bottom of the chart for each year.

ADA Consolidated

Net Pension Liability Analysis - Historical
Millions of Dollars; Increase/(Decrease) in Liability

Fiscal Year Ending

2011 2012 2013 2014 2015 Notes
Beginning Balance, December 31 of prior year 438 511 568 29.0 504 Net Liability, based on discount rate in effect at start of year less plan assets
Contributions (Cash): Actual cash cost to ADA in each plan year:

Normal Service Cost Funding- current employees  (5.2)  (1.7) (1.8) (2.0) (2.1) Based on Old Plan formula in 2011; New Plan formula for 2012 to 2015
Supplemental/Catch-up Funding of Prior Service (76) (46) (44) (51) (3.00 Required contributions of prior service costs on path to 100% status

Expected Obligation Increase 134 100 100 105 111 Service Cost (benefit accrual) and Interest Cost (interest on prior obligation)
Net Investment (Gains)/Losses (2.0) (16.7) (155) (13.00 3.1 Actual plan investment results based on market values at each year end
Actuarial (Gain)/Loss 2.1 4.5 0.4 0.6 15 Impact of updated participant population, salaries and mortality assumptions
Reduction in Benefits 89 - - - - 2011 reflects impact of change in Plan formula

Annual FAS 158 Actuarial Valuation Adjustment

Discount Rate 100 141 (164) 182 (7.90 Estimated non-cash impact of changing discount rate per accounting rules
Mortality Assumption NA  NA NA 9.0 11 Estimated non-cash impact of updating mortality assumption per actuarial
studies
Impact due to adjustment for apllication of IRS Regs - - - 31
Supplemental Benefit Trust 0.5 01 (01) 01 (0.1) NetChange in supplemental plan liability as reported
Ending Balance, December 31 511 568 29.0 504 541 Net Liability, based on discount rate in effect at end of year less plan assets

Discount Rate
Beginning of Year 5.65% 5.16% 4.56% 5.28% 4.55%

20

21
22
23

End of Year 5.16% 4.56% 5.28% 4.55% 4.86%

Low interest rates, more than any other factor, result in increases to the year-end valuations of
Retirement Benefit Obligations. The next graph shows the general downward trend of the rates used to
calculate these long term liabilities. Rates increased during 2015 but have been decreasing in 2016.
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8.0%

7.0%

6.0%

5.0%

B ADA Accounting Discount Rate

—Citigroup Pension Liability
Index (CPLI)

4.0% —— Citigroup Above Median Index

—— ADA Effective Interest Rate

(EIR) 24 month moving average
== ADA EIR Funding Relief

The “ADA Accounting Discount Rate” shown in this graph reflects the rates used for the year-end
financial statements. The “ADA Effective Interest Rate (EIR)” is a 24 month moving average of rates
published by the IRS which would typically apply to funding requirements. However, the “MAP-21 Rates”,
further modified by “HATFA”, reflect higher rates based on a 25 year average to provide pension relief
which reduced the Plan’s funding requirements for 2012, 2013, 2014, 2015 and 2016.

The Citigroup Indexes are also included as an indicator of current interest rate trends. These rates were
trending upward in 2015 resulting in a lower accounting rate at 12/31/15 than at 12/31/14. However, so
far during 2016, these rates have been decreasing again.

The inverse relationship between interest rates and the valuation of the year-end pension liability can also
be seen in the following multi-year graph that includes:

a) the gross pension obligation,
b) the pension plan asset balance,
c) the net ADA pension liability balance, and

d) the year-end discount rate used to value the pension liability.
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ADA Pension Obligations, Assets, Liability and
Discount Rates
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The line graph of the year-end discount rate is shown at the top of the chart with a separate vertical axis
on the right side with “zero” at the top of the chart and higher rates extending downward. In this format,
the chart shows the correlation between the changes in the discount rate and the liability balance. It
should also be noted that this graph also shows the benefits of a consistent funding policy and investment
results through the steady increase in plan assets.

Each year, the ADA’s investment advisors review the pension benefit obligation in relation to the pension
plan asset strategy to update investments. As part of this review, these advisors estimate the non-cash
impact of interest rates on the “net” accrued pension liability. The latest estimates indicate that a 1%
change in the year-end spot rates will result in an impact of $26.9M on the liability with an offsetting
impact on the plan assets estimated at $8.0M which combine to a total “net impact” of $18.9M. Because
U.S. interest rates have remained at historical low values based on a Fed funds rate just above zero
between 0.25%-0.50%, this means that there is considerable potential for favorable valuation adjustments
if and when interest rates rise in the future.

It is important to note that although the use of year end “spot rates” determines the value of the liabilities
for accounting purposes at year end, and while lower rates can also drive higher contribution rates to plan
assets, it is the actual cash payout of the retirement benefits that will only happen over many decades
that represents the true economic cost of the plan. Cash contributed to the plan to fund future benefits
stays in the plan until those benefits are paid. And the actual payout of the 12/31/15 pension plan liability
through monthly benefits to retirees will only happen over the next 30 to 40 years with the final payments
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expected into the next century. The following graph shows these expected annual payments to plan
participants from plan assets:
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This graph effectively shows that the maturity of the ADA’s pension liability is made up of predictable
annuities unlike many other plans that allow lump sum benefit payouts.

Pension Relief: Because so many actuaries for large pension plans questioned the use of “spot rates” to
value pension liabilities and lobbied legislators to use a longer 25 year average interest rate to calculate
the requirements for cash contributions to pension plans, “pension relief” was passed under MAP-21 in
2012 to reduce the short-term funding burden on pension plan sponsors caused by the current, low
interest rate environment. This “pension relief” was further modified and extended by HATFA in 2014 and
the Bipartisan Budget Act (BBA) of 2015.

Cash Basis Pension Liability (included in the annual actuarial certification of the pension plan
funding status): The other pension liability recalculated by our actuary each year is the Cash Basis
Pension Liability which is published in the ADA’s annual Adjusted Funding Target Attainment Percentage
[“AFTAP”] Certification Report (based on ERISA calculation rules). This report is significant because it
includes the annual funded status of the plan. In addition, as this “cash basis” liability fluctuates, the
amount of annual cash contributions required from the next year’s Operating Budget will also fluctuate.

The following chart shows the Cash Basis Pension Liability based on the AFTAP certification report:
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American Dental Association

Employees' Retirement Trust

Adjusted Funding Target Attainment Percentage ("AFTAP") Funding Status
as of January 1, 2016 (valuation date)

($000s) Year End 2012 Year End 2013 Year End 2014 Year End 2015
amount % amount % amount % amount %
AFTAP Net Effective Interest Rate 6.35% 6.52% 6.31% 6.11%

Cash Basis Target Liability (= 100% status) $ 146,710 100.0% $ 147,812 100.0% $ 156,344 100.0% $ 163,231  100.0%

Less: Plan Assets (127,125)  86.7% (148,591)  100.5% (159,182)  101.8% (143,349)  87.8%

Net AFTAP Report Unfunded Plan Liability ~ $ 19,585 133% $ (7799 -05% $  (2,838) -1.8% $ 19,882 12.2%
! Revised from prior report to reflect final 2015 actuarial valuation basis.

The data in this chart also shows, in a simple format, how the year end valuation of investments also
contributes to the funded status of the plan.

Conclusions: Although the use of “spot” rates of interest, in effect at the end of each year, determine the
GAAP accounting basis of the liabilities and, although the annual cash basis valuation can drive higher
contributions to the plan’s assets, the final cost of the plan is ultimately tied to the payment of these
benefits to plan participants.

Because the ADA stopped lump sum payments for benefits earned after 1993, the pension plan operates
as a simple annuity plan which greatly reduces transactions other than normal portfolio management and
the payment of monthly benefits to participants. This results in very predictable cash flows.

Once the ADA contributes cash into the plan, it stays in plan investments to generate long term returns
until benefits are paid out. Under this plan structure, the ADA’s actuaries and investment advisors have
explained that temporary investment valuation and interest rate volatility have minimal impact on the long
term economics of the pension plan.

Board changes to retirement benefit plans helped reduce total pension liabilities by over $7 million at
12/31/11 (all plan changes actually account for $21.8 million of direct reduction which was partially offset
by the impact of interest and investment).

In addition, the significant cut in pension plan benefits reduced “normal” pension costs, for 1 year of
service, from $5.2 million in 2011 to $1.7 million in 2012 to $1.8 million in 2013 to $2.0 in 2014 and to
$2.1in 2015.

Although the historic low “point in time” interest rates at year end (in conjunction with mortality
improvements) have resulted in higher pension liability valuations, expected long term higher interest
rates will turn this liability into an asset in the future. Pension relief intended to reduce the funding
burdens on pension plan sponsors caused by the current, low interest rate environment was signed into
law in 2012 as part of the MAP-21 Act and further modified by both HATFA in 2014 and BBA in 2015.
While these laws will provide some relief from the low interest rate environment, prolonged decreasing
rates and investment performance in 2015 and 2016 could result in higher contribution requirements in
future years.

Over the long term, the plan will provide the ADA with a valuable benefit to attract and retain employees
critical to its mission based on an asset that will eventually pay for itself once 100% funded status is
reached.
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Without any continuing pension plan in place, there would be a long term risk of an overfunded pension
plan, with the ADA being unable to utilize any portion of the resulting overfunded asset balance.

With a continuing pension plan, any overfunding that may occur due to fluctuating interest rates can be
used to help minimize annual plan contributions going forward.

On a related topic, the Board'’s action in 2011 to reduce retiree health benefits resulted in an immediate
$10 million improvement in the ADA’s financial position at December 31, 2011. That reduction also
eliminated the ADA’s exposure to escalating health care costs by capping the future maximum annual
cost per retiree.

Resolutions
This report is informational and no resolutions are presented.
BOARD RECOMMENDATION: Vote Yes to Transmit.

BOARD VOTE: UNANIMOUS. (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

Board Rpt. 9
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Resolution No. 93 New

Report: N/A Date Submitted: October 2016

Submitted By:  Second Trustee District

Reference Committee: A (Budget, Business and Administrative Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

BUSINESS OF THE HOUSE OF DELEGATES

The following resolution was adopted by the Second Trustee District and transmitted on October 20,
2016, by Dr. Mark J. Feldman, executive director, New York State Dental Association.

Background: The Second Trustee District appreciates the report of the Task Force to Evaluate the
Business of the House of Delegates and clearly supports reforms to help do our business most efficiently.
That said we also accept that we are a political organization and our leadership is selected with elections
that take place at our annual meeting. We have concerns about the statement in the report that starts on
line 27 of page 5008 that concludes that the Executive Director and the Treasurer should give their
remarks to the House of Delegates on Friday instead of Monday. This now would place those remarks
prior to the elections for officers held at the House. If the Treasurer were a candidate for higher office this
would appear to give them an opportunity to address the House prior to the election not given to any
other candidate for that office. In addition although never intended, the remarks of the Associations
Executive Director often suggests visions for the future of the organization that might inadvertently
support one candidates platform over another. This should be avoided and the simple way to accomplish
this is to give those presentations after the election process is concluded:

Resolution

93. Resolved, that the Speaker of the House of Delegates is urged to set the presentations to the
House of Delegates of the Association’s Executive Director and Treasurer after the election process
is fully concluded.

Res. 93
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Resolution No. 94 New

Report: N/A Date Submitted: October 2016

Submitted By:  Twelfth Trustee District

Reference Committee: A (Budget, Business and Administrative Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

ADD A FOURTH HOUSE OF DELEGATES MEETING

The following resolution was adopted by the Twelfth Trustee District and transmitted on October 21,
2016, by Dr. Douglas Auld, Caucus Chair.

Background: This year the House of Delegates tried a new format to shorten the House of Delegates
meeting by removing the fourth meeting of the House of Delegates. There seems to be many unforeseen
consequences, especially in scheduling many events. Consequently we respectfully submit the following
resolution.

Resolution

94. Resolved, that the meeting schedule of the House of Delegates be modified to add a fourth
meeting; and be if further

Resolved, that Resolution 98H-2015 be rescinded.

Res. 94



Dental Benefits, Practice and
Related Matters
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Resolution No. 11 New

Report: N/A Date Submitted: July 2016

Submitted By:  Council on Dental Practice

Reference Committee: B (Dental Benefits, Practice and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

RESCISSION OF POLICY, IDENTIFICATION THROUGH PROSTHETIC DEVICES

Background: The Council reviewed ADA policy, Identification Through Prosthetic Devices (Appendix 1),
and found the policy to be outdated and concurred that Uniform Procedure for Permanent Marking of
Dental Prostheses (Appendix 2), adequately describes the essential elements necessary to identify dental
prosthetics.

Therefore the Council recommends rescission of the following policy.

Resolution
11. Resolved, that the ADA policy, “Identification Through Prosthetic Devices” (Trans:1978:181)
be rescinded.
BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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APPENDIX 1
POLICY TO BE RESCINDED
Identification Through Prosthetic Devices

In response to a directive of the 1977 House of Delegates, Resolution 114-1977 (Trans.1977:913), the
Council on Federal Dental Services has explored the possible methods of forensic identification of
removable dental prosthetic devices which could be established on a national basis. The Council’s study
of this issue included a review of the principal scientific literature, existing domestic and international
procedures for dental prosthetic identification and the recently enacted Minnesota state statute on
mandatory owner identification marking for removable dental prostheses. In addition, the Council
solicited, and gratefully acknowledges, the advice of the military dental services, the Armed Forces
Institute of Pathology and the Veterans Administration. Assistance was also provided by the Council on
Prosthetic Services and Dental Laboratory Relations and the Council on Scientific Affairs and Devices.

114-1977. Resolved, that the American Dental Association study the possible methods of identifying
the victim through the identification of his removable prosthetic devices and that the Association
establish such standards on a national basis.

On the basis of the information reviewed and recommendations considered, the Council has concluded
that a system of dental prostheses identification should, if it is to be of value on a national scale, meet the
following criteria: (1) standardized identification markings should be utilized which are universally
recognized, legible and permanent; (2) the procedure for applying the identification markings should be
clinically safe, economically practical and cosmetically acceptable.

It is the opinion of the Council that a patient’s social security number, typed on onionskin, linen, nylon, foil
or similar materials, and inserted into the denture before final closure best satisfies the above-mentioned
criteria.

The Council believes that numerical digits are superior to letter markings, such as a patient’s name,
because of the reduced possibility of error and duplication. A suggestion was made that the license
number of the patient’s dentist, prefaced by the state abbreviation (e.g., MD1234) provides a smaller
numerical pool from which to trace a victim’s identity and lessens the opportunity for transposition that
could occur in reading a nine-digit social security number. While there may be certain advantages in this
type of marking, the Council does not recommend its implementation because of the dependence upon
dental records for identification which, as a result of death, retirement or other factors, may not be
available. Other forms of numerical markings were also considered but were rejected in favor of the
uniformly recognized social security number. The Council notes that this marking has been used for
dental prostheses identification by the military since 1970. When space considerations do not permit the
application of the complete social security number, the Council suggests using the terminal digits, e.g.,
6793. It is the Council’'s understanding that through cross reference and other procedures, a high
probability still exists for identification when the entire number cannot be used.

The Council recommends that the identification marking be typed or otherwise inscribed on onionskin or
similar materials because of the low cost, ease of application and adaptability to varying clinical demands.
Alternative substances were considered, such as shim stock metal, stainless steel and other alloys,
because of their greater durability and resistance to incineration and chemicals. However, the Council
concluded that the cost of materials and stamping equipment could pose a barrier to acceptance. The
procedure of inserting the recommended materials, with identification markings, into the partial or
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complete denture is a generally popular method which has been proven clinically safe, technically
practical and cosmetically acceptable to the public.

The Council believes that a social and legal justification exists for establishing a national, standardized
system of dental prostheses identification. This need is reflected in the fact that the dentures of victims
involved in civil disasters and other accidents are very often the only surviving remains which can be
identified. In addition, there are individuals who, because of psychiatric disorders, geriatric problems or
amnesia, may not otherwise be readily identifiable except through their dental appliances.

It is the opinion of the Council that such a national system, described earlier, should be implemented by
the individual state, not the federal government. To ensure that the methods and procedures are uniform,
the Council recommends that the American Dental Association adopt guidelines which can serve as a
model for states which choose to enact such statutes.

The Council recognizes that the identification procedures discussed are of value only in those instances
where victims have dental prosthetic devices and where it is clinically feasible to identify such devices.
Obviously, a large segment of the population would not benefit from this national system. For that reason
the Council believes that consideration should also be given to the establishment of guidelines which
encourage procedures for uniform and accurate record keeping for all dental patients. While the ability to
identify fatality victims through their clinical records would not be as precise as through prostheses
identification, the Council nevertheless is of the opinion that a standardized record system or other
identifying marking would be of substantial assistance.
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APPENDIX 2
Uniform Procedure for Permanent Marking of Dental Prostheses
Resolved, that the American Dental Association support the use of uniform
methods of marking dental prostheses for identification purposes, and be it

further

Resolved, that a system of dental prosthetic identification should meet the
following criteria:

1. Patient specific identification, used with patient consent, should be
incorporated into the dental prosthesis.

2. The identification should be legible and permanent.
3. The procedure for applying the identification markings should be
clinically safe, economically practical and cosmetically acceptable.
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Resolution No. 12 New

Report: N/A Date Submitted: July 2016

Submitted By:  Council on Dental Benefit Programs

Reference Committee: B (Dental Benefits, Practice and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: Not Applicable

PROPOSED NEW POLICY ON COMPREHENSIVE ADA POLICY STATEMENT ON INAPPROPRIATE
OR INTRUSIVE PROVISIONS AND PRACTICES BY THIRD PARTY PAYERS

Background: In 2015, the House of Delegates adopted Resolution 79H-2015 directing the ADA to draft a
specific policy proposal opposing dental provider contracts that permit the practice of disallowing claims
by third-party payers. The Council on Dental Benefit Programs reviewed existing ADA policy that address
related contractual clauses. Subsequently, the Council recommends that five polices be rescinded and
replaced with a single comprehensive policy as presented below. The proposed new comprehensive
policy includes updated language opposing dental provider contracts that permit the practice of
disallowing claims by third-party payers and also includes updated language to reflect current practices.

Proposed Resolution

12. Resolved, that the “Comprehensive ADA Policy Statement on Inappropriate or Intrusive
Provisions and Practices by Third Party Payers” be adopted as follows:

The American Dental Association opposes interference in the treatment decisions made between
doctor and patient. Plans which contain inappropriate and intrusive provisions substitute business
decisions for those made through a patient-doctor dialogue. Such provisions and practices deny
patients their purchased benefits and robs them of their rights as informed consumers of
healthcare.

Plans which contain provisions, such as those listed below, should disclose them to the plan
purchasers and to patients. Dentists should be made aware of these practices when offered a
contract.

The ADA is of the opinion that a list of practices by third-party payers that are inappropriate or
intrusive and interfere with the doctor-patient relationship includes but is not limited to the
following:

Bad Faith Practices: Not treating a beneficiary of a dental benefit plan fairly and in good faith; or
a practice which impairs the right of a beneficiary to either receive the appropriate benefit of a
dental benefits plan, or to receive the benefit in a timely manner.
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Some examples of potential bad faith practices include, but are not limited to:

1. failure to properly investigate the information in a submitted claim

2. unreasonably and purposely delaying or withholding payment of a claim

3. withholding funds from bulk benefit payments for services rendered to unrelated patients as a
means of settling disputes over prior claims experienced with the dentist either from an
alleged past overpayment by the plan or retroactive ineligibility of benefits for a patient

Inappropriate Fee Discounting Practices: Requiring a dentist, who does not have a participating
provider agreement, to accept discounted fees or be bound by the terms and conditions set forth in
the participating provider contracts signed by other dentists.

Some examples of inappropriate fee discounting practices include, but are not limited to:

1. issuing reimbursement checks which, upon signing, result in the dentist accepting the amount
as payment in full

2. using claim forms which, upon signing, require the dentist to accept the terms of the plan’s
contract

3. issuing documentation that states the submittal of a claim by a dentist means that he or she
accepts all terms and conditions set forth in the participating provider contract

4. sending communications to patients of nonparticipating dentists which state the patient is not
responsible for any amount above the maximum plan benefit

Lowering Patient Benefits and Claims Payment Abuse: Intentionally lowering the benefit to
the beneficiary and/or lowering the allowable amount to the dentist negating the code for the
actual services performed by the dentist. These practices, coupled with contractual clauses that
require the dentist to accept the plan payment as payment in full, compound the problem.

Some examples of claims payment abuse include, but are not limited to:

1. Downcoding: using a procedure code different from the one submitted in order to determine
a benefit in an amount less than that which would be allowed for the submitted code

2. Bundling of Procedures: the systematic combining of procedures resulting in a reduced
benefit for the patient/beneficiary

3. Limiting Benefits for Non-Covered Services: mandating a discounted fee for procedures
for which the plan pays no benefit

4. Least Expensive Alternative Treatment Clauses: contractual language that allows a plan
to only pay for the least expensive treatment if there is more than one way to treat a condition

5. Most Favored Nation Clauses: contractual language that requires a dentist to give the
beneficiaries of a dental plan the same lower fee that the dentist may have charged another
patient

Disallowed Clauses: Contractual language that prohibits a dentist from charging a patient for a
covered procedure not paid for by the benefit plan.

Some examples of disallowed procedures include, but are not limited to:

1. direct and indirect pulp caps when provided in conjunction with the final restoration or
sedative filling for the same tooth

2. frequency limitations such as sealants, which are repaired or replaced by the same dentist
within two years of initial placement

Using Non-Dentist Personnel for Adjudication of Benefit: A practice where a non-dentist
determines the medical necessity for benefit adjudication. Any determination of medical necessity
for the purposes of benefit adjudication should only be made by a dentist licensed in the state in
which the procedures are being performed.
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Restricting Dialogue between Dentists and Patients or Public Agencies: Contractual
language that restricts dentists from fulfilling their legal and ethical duties to appropriately discuss
with patients, other health care providers, public officials or public agencies, any matter relating to
treatment of patients, treatment options, payment policies, grievance procedures, appeal
processes, and financial incentives between any health plan and the dentist.

Automatic Assignment of Participating Dentist Agreements: Contractual language which
allows PPO leasing companies and third-party payers to obligate the dentist to participate in any
other third party payer or managed care network without written consent from the dentist. This is
typically accomplished by selling or providing the discount rate information to any other third-party
payers and/or other managed care networks.

and be it further

Resolved, that the following ADA policies be rescinded:

Fraudulent and Abusive Practices in Dental Benefits Plans and Claims (Trans.1998:701;
2001:428; 2010:551; 2011:455)

Opposition to Contractual Language Restricting Dialogue Between Providers and Patients,
Public Officials or Public Agencies (Trans.1996:691)

Prohibition of Contract Provisions Permitting the Automatic Assignment of Participating
Dentist Agreements Among Entities Engaged in the Business of Insurance (Trans.1995:648)

Least Expensive Alternative Treatment Clauses (Trans.1991:634)

Health Plans Cannot Refuse to Contract With, or Compensate Qualified Providers Who
Discuss Health Plan Requirements With Patients (Trans.1996:682)

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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WORKSHEET ADDENDUM
POLICIES TO BE RESCINDED

Fraudulent and Abusive Practices in Dental Benefits Plans and Claims (Trans.1998:701; 2001:428;
2010:551; 2011:455)

Resolved, that the following definitions related to potentially fraudulent and abusive practices
committed by third-party payers administering dental benefits be adopted.
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Claims Payment Fraud: The intentional manipulation or alteration of facts or procedure codes
submitted by a treating dentist resulting in a lower payment to the beneficiary and/or treating
dentist than would have been paid if the manipulation had not occurred.

Bad Faith Insurance Practices: The failure to deal with a beneficiary of a dental benefit plan
fairly and in good faith; or an activity which impairs the right of the beneficiary to receive the
appropriate benefit of a dental benefits plan or to receive them in a timely manner.

Some examples of potential bad faith insurance practices include, but are not limited to:
evaluating claims based on standards which are significantly at variance with the standards of
the community; failure to properly investigate a claim for care; and unreasonably and purposely
delaying and/or withholding payment of a claim.

Inappropriate Fee Discounting Practices: Intentionally engaging in practices which would
force a dentist, who does not have a participating provider agreement, to accept discounted fees
or be bound by the terms and conditions set forth in the participating provider contract.

Some examples of inappropriate fee discounting practices include, but are not limited to: issuing
reimbursement checks which, upon signing, result in the dentist accepting the amount as
payment in full; using claim forms which, upon signing, require the dentist to accept the terms of
the plan’s contract; issuing insurance cards which state that the submittal of a claim by a dentist
means that he or she accepts all terms and conditions set forth in the participating provider
contract; and sending communications to patients of nonparticipating dentists which state that he
or she is not responsible for any amount above the maximum plan benefit as established by the
plan.

Downcoding: A practice of third-party payers in which the benefit code has been changed to a
less complex and/or lower cost procedure than was reported except where delineated in contract
agreements.

Bundling of Procedures: The systematic combining of distinct dental procedures by third-party
payers that results in a reduced benefit for the patient/beneficiary.

and be it further

Resolved, that the following definitions related to potentially fraudulent and abusive practices by a
dentist who is submitting claims to a third-party carrier be adopted.

Claims Reporting Fraud: The intentional misrepresentation of material facts concerning
treatment provided and/or charges made, in that this misrepresentation would cause a higher
payment.
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Overcoding: Reporting a more complex and/or higher cost procedure than was actually
performed.

Unbundling of Procedures: The separating of a dental procedure into component parts with
each part having a charge so that the cumulative charge of the components is greater than
the total charge to patients who are not beneficiaries of a dental benefit plan for the same
procedure.

Opposition to Contractual Language Restricting Dialogue Between Providers and Patients,
Public Officials or Public Agencies (Trans.1996:691)

Resolved, that the Association opposes the use of contractual language that restricts
providers from fulfilling their legal and ethical duties to appropriately discuss with patients,
other health care providers, public officials or public agencies, any matter relating to
treatment of patients, treatment options, payment policies, grievance procedures, appeal
processes, and financial incentives between any health plan and the provider, and be it
further

Resolved, that the appropriate agencies of the Association seek federal legislation and
encourage constituent societies to seek state legislation implementing the intent of this policy.

Prohibition of Contract Provisions Permitting the Automatic Assignment of Participating
Dentist Agreements Among Entities Engaged in the Business of Insurance
(Trans.1995:648)

Resolved, that the appropriate Association agencies initiate legislative and/or regulatory
actions to prohibit PPO brokers and third-party payers in contractual relationships with
dentists from selling and/or using the discount rate information about those dentists to any
other third-party payers and/or extended managed care networks, and be it further

Resolved, that the Association encourage state dental societies to initiate legislative and/or
regulatory action to prohibit these practices on a state level.

Least Expensive Alternative Treatment Clauses (Trans.1991:634)

Resolved, that the use of a clause in a dental plan which restricts benefits to those for the
least expensive alternative treatment as defined by the third-party payer can be misleading to
the plan purchaser and the dental patient, and be it further

Resolved, that plans which contain this clause should make the limitations of this clause
understood to the plan purchaser and the dental patient, and be it further

Resolved, that to best educate the public as to the application of this clause when it is
applied to limit benefit coverage, the plan should inform the plan purchaser of that application
and should provide the patient and treating dentist with the name and qualifications of the
individual making the determination, along with the basis for determination that another
treatment is in the best interests of the patient and appropriate for the patient’s condition, and
be it further

Resolved, that the ADA Council on Dental Benefit Programs be directed to inform consumer
groups of the potential problems involved in accepting a contract that will pay only for the
least expensive alternative treatment as determined by the third-party payer.
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Health Plans Cannot Refuse to Contract with, or Compensate Qualified Providers Who
Discuss Health Plan Requirements With Patients (Trans.1996:682)

Resolved, that the appropriate agencies of the American Dental Association seek federal
legislation and encourage constituent societies to seek state legislation requiring that health
plans not refuse to contract with or otherwise compensate for covered services, of otherwise
qualified providers or nonparticipating providers, solely because the providers have, in good
faith, communicated with their current or prospective patients regarding the provisions, terms
or requirements of health plan products as they relate to the needs of the providers’ patients.
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Resolution No. 12S-1 Substitute

Report: N/A Date Submitted: September 2016

Submitted By:  Ninth Trustee District

Reference Committee: B (Dental Benefits, Practice and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: Not Applicable

SUBSTITUTE FOR RESOLUTION 12: PROPOSED NEW POLICY ON COMPREHENSIVE ADA
POLICY STATEMENT ON INAPPROPRIATE OR INTRUSIVE PROVISIONS AND PRACTICES BY
THIRD PARTY PAYERS

The following substitute for Resolution 12 (Worksheet:3004) was adopted by the Ninth Trustee District
and submitted on September 25, 2016, by delegation chairs, Dr. Ned Murphy and Dr. Michele Tulak-
Gorecki.

Background: The Ninth District is proposing an amendment in line 15 below. It believes that the words
“treatment decisions” should replace the word “those” to make the sentence clearer.

Proposed Resolution

12S-1. Resolved, that the “Comprehensive ADA Policy Statement on Inappropriate or Intrusive
Provisions and Practices by Third Party Payers” be adopted as follows (deletions stricken; additions
underscored):

The American Dental Association opposes interference in the treatment decisions made between
doctor and patient. Plans which contain inappropriate and intrusive provisions substitute business
decisions for these treatment decisions made through a patient-doctor dialogue. Such provisions
and practices deny patients their purchased benefits and robs them of their rights as informed
consumers of healthcare.

Plans which contain provisions, such as those listed below, should disclose them to the plan
purchasers and to patients. Dentists should be made aware of these practices when offered a
contract.

The ADA is of the opinion that a list of practices by third-party payers that are inappropriate or
intrusive and interfere with the doctor-patient relationship includes but is not limited to the
following:

Bad Faith Practices: Not treating a beneficiary of a dental benefit plan fairly and in good faith; or
a practice which impairs the right of a beneficiary to either receive the appropriate benefit of a
dental benefits plan, or to receive the benefit in a timely manner.
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Some examples of potential bad faith practices include, but are not limited to:

1. failure to properly investigate the information in a submitted claim

2. unreasonably and purposely delaying or withholding payment of a claim

3. withholding funds from bulk benefit payments for services rendered to unrelated patients as a
means of settling disputes over prior claims experienced with the dentist either from an
alleged past overpayment by the plan or retroactive ineligibility of benefits for a patient

Inappropriate Fee Discounting Practices: Requiring a dentist, who does not have a participating
provider agreement, to accept discounted fees or be bound by the terms and conditions set forth in
the participating provider contracts signed by other dentists.

Some examples of inappropriate fee discounting practices include, but are not limited to:

1. issuing reimbursement checks which, upon signing, result in the dentist accepting the amount
as payment in full

2. using claim forms which, upon signing, require the dentist to accept the terms of the plan’s
contract

3. issuing documentation that states the submittal of a claim by a dentist means that he or she
accepts all terms and conditions set forth in the participating provider contract

4. sending communications to patients of nonparticipating dentists which state the patient is not
responsible for any amount above the maximum plan benefit

Lowering Patient Benefits and Claims Payment Abuse: Intentionally lowering the benefit to
the beneficiary and/or lowering the allowable amount to the dentist negating the code for the
actual services performed by the dentist. These practices, coupled with contractual clauses that
require the dentist to accept the plan payment as payment in full, compound the problem.

Some examples of claims payment abuse include, but are not limited to:

1. Downcoding: using a procedure code different from the one submitted in order to determine
a benefit in an amount less than that which would be allowed for the submitted code

2. Bundling of Procedures: the systematic combining of procedures resulting in a reduced
benefit for the patient/beneficiary

3. Limiting Benefits for Non-Covered Services: mandating a discounted fee for procedures
for which the plan pays no benefit

4. Least Expensive Alternative Treatment Clauses: contractual language that allows a plan
to only pay for the least expensive treatment if there is more than one way to treat a condition

5. Most Favored Nation Clauses: contractual language that requires a dentist to give the
beneficiaries of a dental plan the same lower fee that the dentist may have charged another
patient

Disallowed Clauses: Contractual language that prohibits a dentist from charging a patient for a
covered procedure not paid for by the benefit plan.

Some examples of disallowed procedures include, but are not limited to:

1. direct and indirect pulp caps when provided in conjunction with the final restoration or
sedative filling for the same tooth

2. frequency limitations such as sealants, which are repaired or replaced by the same dentist
within two years of initial placement

Using Non-Dentist Personnel for Adjudication of Benefit: A practice where a non-dentist
determines the medical necessity for benefit adjudication. Any determination of medical necessity
for the purposes of benefit adjudication should only be made by a dentist licensed in the state in
which the procedures are being performed.
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Restricting Dialogue between Dentists and Patients or Public Agencies: Contractual
language that restricts dentists from fulfilling their legal and ethical duties to appropriately discuss
with patients, other health care providers, public officials or public agencies, any matter relating to
treatment of patients, treatment options, payment policies, grievance procedures, appeal
processes, and financial incentives between any health plan and the dentist.

Automatic Assignment of Participating Dentist Agreements: Contractual language which
allows PPO leasing companies and third-party payers to obligate the dentist to participate in any
other third party payer or managed care network without written consent from the dentist. This is
typically accomplished by selling or providing the discount rate information to any other third-party
payers and/or other managed care networks.

and be it further

Resolved, that the following ADA policies be rescinded:

Fraudulent and Abusive Practices in Dental Benefits Plans and Claims (Trans.1998:701;
2001:428; 2010:551; 2011:455)

Opposition to Contractual Language Restricting Dialogue Between Providers and Patients,
Public Officials or Public Agencies (Trans.1996:691)

Prohibition of Contract Provisions Permitting the Automatic Assignment of Participating
Dentist Agreements Among Entities Engaged in the Business of Insurance (Trans.1995:648)

Least Expensive Alternative Treatment Clauses (Trans.1991:634)

Health Plans Cannot Refuse to Contract With, or Compensate Qualified Providers Who
Discuss Health Plan Requirements With Patients (Trans.1996:682)

BOARD RECOMMENDATION: Received too late for Board consideration.
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WORKSHEET ADDENDUM
POLICIES TO BE RESCINDED

Fraudulent and Abusive Practices in Dental Benefits Plans and Claims (Trans.1998:701; 2001:428;
2010:551; 2011:455)

Resolved, that the following definitions related to potentially fraudulent and abusive practices
committed by third-party payers administering dental benefits be adopted.
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Claims Payment Fraud: The intentional manipulation or alteration of facts or procedure codes
submitted by a treating dentist resulting in a lower payment to the beneficiary and/or treating
dentist than would have been paid if the manipulation had not occurred.

Bad Faith Insurance Practices: The failure to deal with a beneficiary of a dental benefit plan
fairly and in good faith; or an activity which impairs the right of the beneficiary to receive the
appropriate benefit of a dental benefits plan or to receive them in a timely manner.

Some examples of potential bad faith insurance practices include, but are not limited to:
evaluating claims based on standards which are significantly at variance with the standards of
the community; failure to properly investigate a claim for care; and unreasonably and purposely
delaying and/or withholding payment of a claim.

Inappropriate Fee Discounting Practices: Intentionally engaging in practices which would
force a dentist, who does not have a participating provider agreement, to accept discounted fees
or be bound by the terms and conditions set forth in the participating provider contract.

Some examples of inappropriate fee discounting practices include, but are not limited to: issuing
reimbursement checks which, upon signing, result in the dentist accepting the amount as
payment in full; using claim forms which, upon signing, require the dentist to accept the terms of
the plan’s contract; issuing insurance cards which state that the submittal of a claim by a dentist
means that he or she accepts all terms and conditions set forth in the participating provider
contract; and sending communications to patients of nonparticipating dentists which state that he
or she is not responsible for any amount above the maximum plan benefit as established by the
plan.

Downcoding: A practice of third-party payers in which the benefit code has been changed to a
less complex and/or lower cost procedure than was reported except where delineated in contract
agreements.

Bundling of Procedures: The systematic combining of distinct dental procedures by third-party
payers that results in a reduced benefit for the patient/beneficiary.

and be it further

Resolved, that the following definitions related to potentially fraudulent and abusive practices by a
dentist who is submitting claims to a third-party carrier be adopted.

Claims Reporting Fraud: The intentional misrepresentation of material facts concerning
treatment provided and/or charges made, in that this misrepresentation would cause a higher
payment.
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Overcoding: Reporting a more complex and/or higher cost procedure than was actually
performed.

Unbundling of Procedures: The separating of a dental procedure into component parts with
each part having a charge so that the cumulative charge of the components is greater than
the total charge to patients who are not beneficiaries of a dental benefit plan for the same
procedure.

Opposition to Contractual Language Restricting Dialogue Between Providers and Patients,
Public Officials or Public Agencies (Trans.1996:691)

Resolved, that the Association opposes the use of contractual language that restricts
providers from fulfilling their legal and ethical duties to appropriately discuss with patients,
other health care providers, public officials or public agencies, any matter relating to
treatment of patients, treatment options, payment policies, grievance procedures, appeal
processes, and financial incentives between any health plan and the provider, and be it
further

Resolved, that the appropriate agencies of the Association seek federal legislation and
encourage constituent societies to seek state legislation implementing the intent of this policy.

Prohibition of Contract Provisions Permitting the Automatic Assignment of Participating
Dentist Agreements Among Entities Engaged in the Business of Insurance
(Trans.1995:648)

Resolved, that the appropriate Association agencies initiate legislative and/or regulatory
actions to prohibit PPO brokers and third-party payers in contractual relationships with
dentists from selling and/or using the discount rate information about those dentists to any
other third-party payers and/or extended managed care networks, and be it further

Resolved, that the Association encourage state dental societies to initiate legislative and/or
regulatory action to prohibit these practices on a state level.

Least Expensive Alternative Treatment Clauses (Trans.1991:634)

Resolved, that the use of a clause in a dental plan which restricts benefits to those for the
least expensive alternative treatment as defined by the third-party payer can be misleading to
the plan purchaser and the dental patient, and be it further

Resolved, that plans which contain this clause should make the limitations of this clause
understood to the plan purchaser and the dental patient, and be it further

Resolved, that to best educate the public as to the application of this clause when it is
applied to limit benefit coverage, the plan should inform the plan purchaser of that application
and should provide the patient and treating dentist with the name and qualifications of the
individual making the determination, along with the basis for determination that another
treatment is in the best interests of the patient and appropriate for the patient’s condition, and
be it further

Resolved, that the ADA Council on Dental Benefit Programs be directed to inform consumer
groups of the potential problems involved in accepting a contract that will pay only for the
least expensive alternative treatment as determined by the third-party payer.
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Health Plans Cannot Refuse to Contract with, or Compensate Qualified Providers Who
Discuss Health Plan Requirements With Patients (Trans.1996:682)

Resolved, that the appropriate agencies of the American Dental Association seek federal
legislation and encourage constituent societies to seek state legislation requiring that health
plans not refuse to contract with or otherwise compensate for covered services, of otherwise
qualified providers or nonparticipating providers, solely because the providers have, in good
faith, communicated with their current or prospective patients regarding the provisions, terms
or requirements of health plan products as they relate to the needs of the providers’ patients.
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Resolution No. 62 New

Report: N/A Date Submitted: September 2016

Submitted By:  Council on Dental Benefit Programs

Reference Committee: B (Dental Benefits, Practice and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

REVISION OF POLICY ON REPORTING OF DENTAL PROCEDURES TO THIRD PARTIES

Background: This resolution is submitted by the Council on Dental Benefit Programs as a result of its
scheduled review of ADA policies to ensure their continuing relevance. The resolution was adopted
during the April 14-15, 2016 CDBP meeting.

The proposed policy revisions promote recognition that the Code on Dental Procedures and
Nomenclature (CDT Code) is the single named national standard code set for transmitting information
about dental procedures between dentists and third-party payers. These proposed revisions will reinforce
the CDT Code’s relevance and required use in HIPAA standard electronic transactions used by dentists,
third-party payers and other covered entities in the dental community that exchange information
electronically. Additionally, the policy revisions will clarify the policy’s intent and scope by eliminating the
second and third resolving clauses, and by retaining their key concepts in the revised first and final
resolving clauses.

Proposed Resolution

62. Resolved, that the ADA policy, Reporting of Dental Procedures to Third Parties (Trans.1991:637;
2009:418; 2013:303) be amended as follows: (additions are underscored; deletions are stricken)

Resolved, that the ADA’s acknowledges-the-specification-of-the Code on Dental Procedures and

Nomenclature (CDT Code), as the named national standard code set for transmitting information
about dental procedures between dentists and third-party payers, must be used on GBI Ceode-as

the-sole-taxenomy-forreporting-dental-services-en-HIPAA standard electronic transactions that

include dental claims and payments, as well as on the ADA Dental Claim Form, and be it further

Resolved, that when a CDT Code entry includes “...by report” in its nomenclature, or when an

unusual procedure, or a-precedure one that is accompanied by unusual circumstances, is
documented with an “unspecified...procedure, by report” CDT Code reperted-with-a-procedure

code-thatincludes—~byreport™inits-nomeneclature, that procedure code and its accompanying
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narrative description should be accepted by the third-party payer to assist in benefit determination.

BOARD RECOMMENDATION: Vote Yes

BOARD VOTE: UNANIMOUS. (BOARD OF TRUSTEES CONSENT CALENDAR—NO BOARD
DISCUSSION)
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Resolution No. 63 New

Report: N/A Date Submitted: September 2016

Submitted By:  Council on Dental Benefit Programs

Reference Committee: B (Dental Benefits, Practice and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

REVISION OF POLICY, GUIDELINES ON THE USE OF IMAGES IN DENTAL BENEFIT PROGRAMS

Background: This resolution is submitted by the Council on Dental Benefit Programs as a result of its
scheduled review of ADA policies to ensure their continuing relevance. The resolution was adopted
during the April 14-15, 2016 CDBP meeting.

The proposed policy revisions focus attention on, and clearly parse, provisions of the current policy by
those that pertain to a dentist and those that pertain to a third-party payer, thereby making these
guidelines a more ready and understandable reference for its intended audiences. These proposed policy
revisions also establish a link with the joint ADA and Food and Drug Administration (FDA) publication
concerning radiographic imaging (currently posted online at https://www.ada.org/en/member-center/oral-
health-topics/x-rays, thereby eliminating redundancies, and the need to amend ADA policy when the
referenced publication is revised.

Proposed Resolution

63. Resolved, that the ADA policy, Guidelines on the Use of Images in Dental Benefit Programs
(Trans.1995:617; 2007:419) be amended as follows: (additions are underscored; deletions are

stricken)

Guidelines on the-Capture and Use of Diagnostic Images by Dentists, and by Third-Party
Payers or Administrators of in-Dental Benefit Programs (Trans.1995:617; 2007:419)

Resolved, that the following guidelines pertain to dentists:

1. Dentists should refer to the joint ADA/EDA publication titted DENTAL RADIOGRAPHIC
EXAMINATIONS: RECOMMENDATIONS FOR PATIENT SELECTION AND LIMITING
RADIATION EXPOSURE, or its successors, for assistance in determining clinical necessity
for such diagnostic imaging.

2. If athird party requests an image which was not generated as part of the dentist’s clinical
treatment, dentists should consider the clinical necessity of the image in connection with the

request.

3. When a dentist determines that it is appropriate to comply with a third-party payer’s
request for images, submit a duplicate set and retain the originals.

4. Postoperative images should be required only as part of dental treatment.
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5. Images must be correctly identified and be of diagnostic quality.

6. Images are an integral part of the dentist’s clinical records and are considered the
dentist’s property, consistent with state law.

7. The confidentiality of images and all other patient record content must be maintained in
accordance with applicable HIPAA and state privacy and security requlations.

8. Additional costs incurred by the dentist in copying images and clinical records for claims
determination that are not reimbursed by the third-party payer may be billed to the patient.

and be it further

Fhe-Association-believes that the following guidelines pertain to third-party payers and dental
benefit plan administrators sheuld-be-applied-in-the-use-of-images-in-dental-care-plans:

1. Payers and administrators should refer to the joint ADA/FDA publication titled DENTAL
RADIOGRAPHIC EXAMINATIONS: RECOMMENDATIONS FOR PATIENT SELECTION
AND LIMITING RADIATION EXPOSURE, or its successors, for assistance in determining

thelr necessnv for such d|aqnost|c |maq|nq tmageseheu@begetmtated—e##ﬁepelweat

eentraet_ Thlrd -party payers should not request that |mages be generated solely for
adm|n|strat|ve purposes 3 A

Fetamed—by—thedenttspAll |mages |nclud|ng duphcates except those submltted in dlgltal or
other electronic form, and whether or not it has been requested, should be returned to the
dentist.

ba&&ehmage&and—tt It is |mproper for th|rd -party payers to deny authorlzanon for payment
or make determinations about treatment based solely on images.

4. Third-party payers should not use images to infringe upon the professional judgment of
the treating dentist or to interfere in any way with the dentist-patient relationship. All questions
of interpretation of images must be reviewed by a dentist consultant.

5. Clinical images should only be requested when they will be reviewed by a dentist to make
a determination regarding the patient’s entitlement to benefits. Dentists reviewing images for
this purpose should be licensed in the U.S., preferably within the jurisdiction of the dentist
providing the images in accordance with applicable state law.

6. Patients should be exposed to radiation only when clinically necessary, as determined by
the treating dentist. Postoperative images should be required only as part of dental treatment.
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1
2 8: Third-party payers—exceptthose-in-digital-orother-eleetronicform,should must protect the
3 confidentiality-of all records;-ineluding images;-which-are submitted to-them by dental offices
4 in accordance with applicable HIPAA and state privacy and security regulations.
5 8. All images submitted to third-party payers should be returned to the treating dentist within
6 15 working days. Images received in an electronic form should be permanently deleted within
7 30 days of the completion of claims adjudication.
8
9
10 10- Where a claim or predetermination request indicates that images are provided, the third-
11 party payer should immediately notify the submitting dentist’s office if the images are missing.
12 10. 1A patient’s predetermination request or claim should not be prejudiced by the third-
13 party payer’s loss or misplacement of images.
14
15 , A A " As
16 necessary for a dentist to maintain accurate and complete records thlrd party payers should
17 accept copies of images in lieu of originals.
18 12. 13- Any additional costs incurred by the dentist in copying images and clinical records for
19 claims determination should be reimbursed by the third-party payer.-orthe-patient
20

21 BOARD RECOMMENDATION: Vote Yes.

22 BOARD VOTE: UNANIMOUS. (BOARD OF TRUSTEES CONSENT CALENDAR—NO BOARD
23 DISCUSSION)
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Resolution No. 64 New

Report: N/A Date Submitted: September 2016

Submitted By:  Council on Dental Practice

Reference Committee: B (Dental Benefits, Practice and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

OPIOID PRESCRIBING AND ABUSE PREVENTION

Background: The misuse and abuse of opioid pain medications has become a serious public health
problem. In 2014, over 47,000 people died from drug overdoses, and 40% of those involved opioid
analgesiczs.1 Nearly two million Americans reported abusing or being dependent on prescription pain
relievers.

The ADA has been actively engaged on this issue for more than a decade. Policy on opioid prescribing
was adopted by the House of Delegates in 2005. The current policy is:

Statement on the Use of Opioids in the Treatment of Dental Pain
(Trans.2005:328)

Resolved, that the following ADA Statement on the Use of Opioids in the Treatment
of Dental Pain be adopted.

Statement on the Use of Opioids in the Treatment of Dental Pain

1. The ADA encourages continuing education about the appropriate use of
opioid pain medications in order to promote both responsible prescribing
practices and limit instances of abuse and diversion.

2. Dentists who prescribe opioids for treatment of dental pain are
encouraged to be mindful of and have respect for their inherent abuse
potential.

3. Dentists who prescribe opioids for treatment of dental pain are also
encouraged to periodically review their compliance with Drug Enforcement
Administration recommendations and regulations.

! Centers for Disease Control and Prevention, National Center for Health Statistics. Fact Sheet: NCHS
Data on Drug Poisoning Deaths: March 2016.

% Substance Abuse and Mental Health Services Administration, Center for Behavioral Health Statistics
and Quality. (2015). Behavioral health trends in the United States: Results from the 2014 National Survey
on Drug Use and Health (HHS Publication No. SMA 15-4927, NSDUH Series H-50): 23.
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4. Dentists are encouraged to recognize their responsibility for ensuring that
prescription pain medications are available to the patients who need
them, for preventing these drugs from becoming a source of harm or
abuse and for understanding the special issues in pain management for
patients who are already opiate dependent.

5. Dentists who are practicing in good faith and who use professional judgment
regarding the prescription of opioids for the treatment of pain should not be held
responsible for the willful and deceptive behavior of patients who successfully obtain
opioids for non-dental purposes.

6. Appropriate education in addictive disease and pain management should be provided
as part of the core curriculum at all dental schools.

The Journal of the American Dental Association featured a cover story on dentistry’s role in preventing
prescription opioid abuse in 2011.° Each year since 2011, four webinars on opioids have been available
to ADA members and are archived at the Substance Abuse and Mental Health Services Providers’
Clinical Support System website. In 2011, the ADA began working with the White House Office of
National Drug Control Policy (ONDCP) to explore areas where dentistry and government could work
together to address the opioid issue. Additional activities to raise professional awareness about
widespread opioid abuse and provide resources to help prevent it include the publishing of the ADA
Practical Guide to Substance Use Disorder and Safe Prescribing, promotion of proper counseling and
treatment considerations of patients with or in recovery from a substance use disorder using the ADA’s
2005 Statement on Provision of Dental Treatment for Patients with Substance Use Disorders,
participation in a number of campaigns and initiatives including the AMA Task Force to Reduce Opioid
Abuse, the Partnership for Drug-Free Kids’ Medicine Abuse Project, the Drug Enforcement
Administration’s National Prescription Drug Take-Back Imitative, the Substance Abuse and Mental Health
Services Administration’s National Recovery Month, the Surgeon General Turn the Tide Campaign, and
White House Partnership to Address Prescription Drug Abuse.

Notwithstanding these significant efforts, dentistry’s role in the widespread misuse and abuse of opioid
pain medications has been questioned by select government officials and the press. In June, NBC News
aired a story suggesting that opioid addiction “starts at the dentist for many Americans.” Sen. Richard
Durbin (D-lIl.) dispatched letters accusing four leading practitioner groups, including the ADA, for “[failing]
to take responsibility for its role in contributing to the opioid and heroin epidemic.” The ADA has
challenged Senator Durbin’s assertion cited in his letter and press release; to date no response from his
office has been received.

Federal agencies, including the Centers for Disease Control and Prevention, National Institute on Drug
Abuse, Food and Drug Administration, the Office on National Drug Control Policy, the states of
Pennsylvania and Minnesota, and healthcare organizations such as the American Medical Association,
the American Society of Anesthesiologists, and the American Academy of Pain Medicine are currently
responding to the opioid drug abuse crisis occurring in the U.S. by establishing recommendations,
guidelines, or policies that may improve and better define practitioner’s prescribing of opioid pain
relievers.

These reported activities highlight the urgent need for a proactive ADA position. Therefore, the Council
recommends adoption of the following resolution:

% Richard C. Denisco, et al., Prevention of prescription opioid abuse: The role of the dentists. Journal of
the American Dental Association 142, no. 7 (2011): 800-810.

* Kate Snow and Parminder Deo, The Deadly Triangle: Dentists, Drugs and Dependence, NBC News,
June 21, 2016.
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64. Resolved, that the following Statement on the Use of Opioids in Treatment of
Dental Pain be adopted.

Proposed ADA Statement on the Use of Opioids in the Treatment of Dental Pain

1.

10.

When considering prescribing opioids, dentists should conduct a medical and dental
history to determine current medications, potential drug interactions and history of
substance abuse.

Dentists should follow and continually review Centers for Disease Control and State
Licensing Boards recommendations for safe opioid prescribing.

Dentists should register with and utilize prescription drug monitoring program (PDMP) to
promote the appropriate use of controlled substances for legitimate medical purposes,
while deterring the misuse, abuse and diversion of these substances.

Dentists should have a discussion with patients regarding their responsibilities for
preventing misuse, abuse, storage and disposal of prescription opioids.

Dentists should consider proper counseling and safe treatment options for patients with
or in recovery from a substance use disorder.

Dentists should consider nonsteroidal anti-inflammatory analgesics as the first-line
therapy for acute pain management.

Dentists should recognize multimodal pain strategies for management for acute
postoperative pain as a means for sparing the need for opioid analgesics.

Dentists should consider coordination with other treating doctors, including pain
specialists, when prescribing opioids for management of chronic orofacial pain.

Dentists who are practicing in good faith and who use professional judgment regarding
the prescription of opioids for the treatment of pain should not be held responsible for the
willful and deceptive behavior of patients who successfully obtain opioids for non-dental
purposes.

Dental students, residents and practicing dentists are encouraged to seek continuing
education in addictive disease and pain management as related to opioid prescribing.

and be it further

Resolved, that the ADA policy on Use of Opioids in the Treatment of Dental Pain
(Trans.2005:328) be rescinded.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS. (BOARD OF TRUSTEES CONSENT CALENDAR—NO BOARD

DISCUSSION)
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Resolution No. 85 New

Report: N/A Date Submitted: September 2016

Submitted By:  Fourteenth Trustee District

Reference Committee: B (Dental Benefits, Practice and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

THIRD PARTY PAYMENT CHOICES

The following resolution was adopted by the Fourteenth Trustee District and transmitted on September
13, 2016, by Dr. A.J. Smith, chair, Resolutions Committee.

Background: In recent years many third party payers have changed the method of payment to dentists,
often without their consent. Traditionally, third party payers sent paper checks along with an Explanation
of Benefits (EOB). Alternate methods of payment being utilized now include electronic funds transfer
(EFT) deposits and credit card payments. It can create additional burdens and expenses for dentists.
These burdens and expenses include:

Matching electronic payments to EOBs

Ensuring accurate electronic deposits are made

Reconciling EFT deposits to practice software and accounting software

In regards to credit card payments, fees are assessed by payment processing companies, often 3%
or more of the total amount when a card is not present to swipe. Sometimes these credit card
companies are owned by the dental benefits company itself.

Resolution

85. Resolved, that the Council on Dental Benefit Programs develop policy to encourage third party
payers to allow dentists to make a choice about the method of timely claims payment, considering
challenges such as:

Matching electronic payments to EOBs

Ensuring accurate electronic deposits

Reconciling EFT deposits to practice software and accounting software

Processing credit card payments, where fees are assessed by payment processing
companies, often at 3% or more of the total amount when a card is not present to swipe
« Insurance company owned credit card companies withholding processing fees

and be it further

Resolved, that the ADA educate members on the costs and ramifications of various methods of
claims payment, and be it further

Resolved, that the ADA develop model legislation that requires third party payers to allow dentists
the timely choice in the available methods of payment.
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BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS.
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Resolution No. 87 New

Report: N/A Date Submitted: October 2016

Submitted By:  Sixth Trustee District

Reference Committee: B (Dental Benefits, Practice and Related Matters)

Total Net Financial Implication: $40,000 Net Dues Impact: $0.38

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

REVIEW OF RECOMMENDATIONS FOR CONE BEAM COMPUTED TOMOGRAPHY INSPECTIONS

The following resolution was submitted by the Sixth Trustee District and transmitted on October 4, 2016,
by Ms. Vicki Wilbers, executive director, Missouri Dental Association.

Background: The state of Missouri instituted a new inspection protocol for radiation equipment in 2014.
The protocol outlines that dental offices with intra-oral and panoramic machines are classified as Class D
facilities, requiring inspection by a Qualified Expert (QE) every 6 years. Inspection costs incurred are
approximately $350 - $450 per tube head. Additionally, the protocol states that if an office has a Cone
Beam Computed Tomography (CBCT) machine, then that facility is classified as a Class A facility, placing
them in the same category as a hospital with medical CT and radiation therapy machines, with inspection
by a qualified expert every year at a cost of well over $1,200. When inquired about the reason for this
annual inspection requirement, the state of Missouri cited ADA Council on Scientific Affairs 2012
recommendation as its primary justification.

In 2012, the ADA Council on Scientific Affairs in an article in JADA (August 2012) outlined various
principles for safe use of dental and maxillofacial cone beam computer tomography.

One of these principles states the following:

Facilities using CBCT systems should consult a health physicist (or other qualified expert) to perform
equipment performance and compliance evaluations initially at installation and then follow a schedule
in compliance with local, state and federal requirements. The Council recommends that a
performance evaluation be completed at least annually. The evaluations should include patient dose
estimation to assist the facility with patient dose management.

Concerns were stated by many members questioning the need for an annual inspection in improving
patient safety, the additional costs involved without any benefit and the lack of available QE to perform
the said inspections. The state of Missouri now requires dental offices to hire, at their expense, radiation
inspectors from a nation-wide list of QE’s. Only a limited number of QE’s are approved to inspect a CBCT.
As such these QFE’s are difficult to come by and it is often costly for our members, especially if they need
to be brought in from out of state.

CBCT first generation machines that have been used daily for well over a decade are still safe and
operating correctly. Manufacturers continue to improve their machines considerably. Many dental
manufacturers offer “upgradable” panoramic machines. With a CBCT upgrade it simply involves a new
sensor and software while utilizing the same x-ray tube head, meaning no change in radiation emission
capabilities. In terms of patient safety, dental x-rays provide a very limited amount of uSv (units of
radiation). The sources of radiation exposure from dental x-rays through a CBCT range from 34-68 uSv
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verses hospital procedures such as a Mammogram that ranges from 1500-3000uSv and a Medical CT-
scan of chest or abdominal spine at 8000 uSv. Additionally, the FDA indicates that CBCT have none-to-
minimal risk in a dental office setting.

As estimated by Steve Hale, Ph.D., DABR, Radiation physicist, when imaging the head, “CBCT systems
dose measurements range from 2% to 10% compared to medical imaging CT systems.” He also noted
that in all of the CBCT systems that his company has inspected in the previous year, which included
many first generation units that are over 10 years old, not a single one failed due to any radiation safety
tests.

So these annual inspections of CBCT’s are not increasing patient safety but only add to the expense and
difficulty of getting these inspections done for our members that own CBCT. As the use of CBCT is rapidly
increasing, this problem would only affect more of our members in time.

Resolution

87. Resolved, that the Council of Scientific Affairs and other appropriate ADA agencies review
the recommendations for Cone Beam Computed Tomography inspections and recommend an
inspection protocol, to include an inspection interval that would apply alike to Cone Beam
Computed Tomography and panoramic radiographic machines.

BOARD RECOMMENDATION: Received after the September Board of Trustees meeting.
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Resolution No. 91 New

Report: N/A Date Submitted: October 2017

Submitted By:  Eleventh Trustee District

Reference Committee: B (Dental Benefits, Practice and Related Matters)

Total Net Financial Implication:  $70,000 Net Dues Impact: $0.66

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 2: Market share will equal 70%

How does this resolution increase member value: Assists member dentists to manage risk by improving
quality of documentation? See Background

DEVELOPMENT OF SAMPLE CLINICAL CHART ENTRIES TO INCREASE QUALITY IN
DOCUMENTATION

The following resolution was adopted by the Eleventh Trustee District and transmitted on October 17,
2016, by Dr. Laura Williams, chair, Eleventh District Caucus.

Background: Descriptive, supportive, and accurate documentation of procedures and care within dental
charts is essential in protecting dentists in the event of litigation or an audit. Inadequate documentation of
diagnosis, clinical findings, and procedures performed can result in legal cases which are difficult to
defend, and in the case of a Medicaid audit, large recovery payments by the dentist to the state Medicaid
program. In the case of Medicaid audits, it is currently Medicaid payers and contracted auditors who
establish the parameters and best practices for the dental profession on satisfactory and complete
documentation. Medicaid auditors with no dental background often complete critiques and evaluation of
dentist’s chart entries during an audit. At times, this results in inaccurate, and even unjust, assessment of
the quality of a dentist's documentation. Exasperating the issue, some dentists have not received
adequate instruction on documentation that reduces risk-exposure and increases Medicaid compliance.

A major benefit to the profession, and to ADA members, would be the development of sample clinical
chart entries for use by dentists to increase and support quality documentation in dental records. A
clinical chart entry for a Medicaid insured patient must always include a justification and supporting
documentation of why the intervention was “medically necessary”. This is a puzzling and unfamiliar term
for dentists, but correlates to the diagnosis or clinical rationale, and includes a description of the clinical
findings and how they were determined (i.e. radiograph, visual, tactile). Examples of sample chart entries
that support medical necessity include the following:

Child Fluoride Varnish Application

Assessment: Reviewed medical history — no changes. Child at high risk for dental caries according
the American Academy of Pediatric Dentistry Caries Risk Assessment (CRA) Tool. Completed CRA
Tool and scanned into chart. Child presents with factors such as heavy plague, acute gingivitis, past
history of full mouth rehabilitation under general anesthesia, socio-economical and demographic risk
factors.

Treatment: Explained risks, benefits, and alternatives to caregiver. Consent acquired and scanned
into chart. Dried teeth with gauze, applied 5% sodium fluoride varnish with bend-a-brush, child rinsed
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mouth with water. Instructed caregiver no sticky or hot foods, and no brushing until tomorrow
morning. No complications with treatment.

Adult Limited Exam and Restorative Treatment Planning
Patient presents for limited exam. Reviewed medical history — no changes.
Subjective: Chief complaint: “I feel a rough spot on the top of my tooth. (#18)” — no pain.

Objective: Caries cavitated and into dentin in central pit of #18 detected visibly and additionally
detected with explorer. One bitewing radiograph prescribed by dentist and taken. Caries is not visible
on radiograph, only visually detectable and by explorer.

Assessment: #18 occlusal surface caries, pit and fissure origin, advanced extent, active (based on
ADA Caries Classification System)

Plan: #18 occlusal composite treatment planned

The development of sample clinical chart entries such as these by the American Dental Association,
instead of outside third parties, promotes the unbiased and accurate assessment of dentist
documentation as it is the profession articulating the best practices in documentation instead of outside
organizations with little to no knowledge on such topics.

Accordingly, the Eleventh District submits the following resolution for consideration by the 2016 ADA
House of Delegates:

Resolution

91. Resolved, that the appropriate ADA agencies develop a resource guide which contains
sample chart entries for the 30 most common procedure codes and additional guidance on best
practices which relates to documentation which supports Medicaid Compliance for use by dentist
members, and be it further

Resolved, that this benefit be maintained within the Members Only section of ADA.org, and be it
further

Resolved, that this resource be shared with auditing units of state Medicaid programs so as to
inform auditors of the best practices of clinical documentation.



Dental Education, Science
and Related Matters
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Resolution No. 13 New

Report:  N/A Date Submitted: July 2016

Submitted By:  Council on Scientific Affairs

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

COUNCIL ON SCIENTIFIC AFFAIRS: RESCISSION OF ADA POLICY ON DENTAL PRODUCT
LABELING

Background: In accordance with House Resolution 170H-2012, reaffirming existing ADA Policy the
Council on Scientific Affairs reviews Association policies on a broad range of scientific issues every five
years, and proposes policy revisions or other recommendations as appropriate.

Review of ADA Policy on Dental Product Labeling: The Council recommends rescission of the ADA
policy on Dental Product Labeling (Trans. 1974:704; 1999:975), which reads as follows:

93H-1999. Resolved, that the ADA Seal of Acceptance Program requires that, where
indicated, manufacturers label ADA-Accepted products with the dates of manufacture,
expiration dates and appropriate information on the possible effects of temperature and
humidity.

The Council recommends that this ADA policy statement be rescinded because it is out-of-date. At
present, the ADA Seal of Acceptance Program no longer requires that Accepted products present
information on dates of manufacture, expiration dates or information on possible effects of temperature
and humidity. The Seal of Acceptance Program’s current requirements for Accepted product labeling,
package inserts and advertising are presented online in Section VI at: http://www.ada.org/en/science-
research/ada-seal-of-acceptance/how-to-earn-the-ada-seal/general-criteria-for-acceptance These
requirements are specific only to the Seal of Acceptance Program for over-the-counter oral health
products, and for this reason, they are neither applicable nor appropriate to be maintained as an
Association-wide policy statement.

Regulatory agencies and some dental standards indicate appropriate labeling requirements for specific
products. The U.S. Food and Drug Administration (FDA) is involved with issuing over-the-counter dental
product labeling requirements (e.g., the FDA’s current requirements for anti-caries drug products are
available at: http://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/cfrsearch.cfm?fr=355.50).

As additional background, the Dental Product Labeling policy adopted in 1999 applied primarily to
professional dental products, specifically for “dental materials, devices and therapeutic agents,” as noted
in the original resolution adopted in 1974. These three product types are professional product categories,
and the ADA Seal Program for professional products was terminated in 2007. At present, the Council
presents information or evaluations of dental materials, devices or therapeutics agents, when appropriate,
through the ADA Professional Product Review newsletter.

The following resolution is presented for House consideration.


http://www.ada.org/en/science-research/ada-seal-of-acceptance/how-to-earn-the-ada-seal/general-criteria-for-acceptance
http://www.ada.org/en/science-research/ada-seal-of-acceptance/how-to-earn-the-ada-seal/general-criteria-for-acceptance
http://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/cfrsearch.cfm?fr=355.50
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Resolution:

13. Resolved, that the ADA policy Dental Product Labeling (Trans.1974:704; 1999:975) be
rescinded.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.



N N I I I G —_
O©COoONOOOGTPhhWN -~ O © o0~ (o) N &) N ~N WN -

NN
-~ O

N
N

NNNDNDDNNDN
O©CoOoONOOL AW

W W
-~ O

w W
W N

July 2016-H Page 4002
Resolution 14
Reference Committee C

Resolution No. 14 New

Report: N/A Date Submitted: July 2016

Submitted By:  Council on Scientific Affairs

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

COUNCIL ON SCIENTIFIC AFFAIRS: RESCISSION OF THE POLICY, WORLD MEDICAL
ASSOCIATION DECLARATION OF HELSINKI--ETHICAL PRINCIPLES FOR MEDICAL RESEARCH
INVOLVING HUMAN SUBJECTS—2004

Background: In accordance with House Resolution 170H-2012, reaffirming existing ADA Policy, the
Council reviews Association policies on a broad range of scientific issues every five years, and proposes
policy revisions or other recommendations as appropriate.

Review of ADA Policy on the World Medical Association Declaration of Helsinki--Ethical Principles
for Medical Research Involving Human Subjects—2004: The Council recommends rescission of the
ADA policy on the World Medical Association (WMA) Declaration of Helsinki--Ethical Principles for
Medical Research Involving Human Subjects—2004 (Trans. 2006:316), which is presented in Appendix 1.
The rationales for rescinding this policy include:

o The 2006 ADA policy simply re-states a policy statement that has been developed and
amended several times by another organization (the World Medical Association, or WMA).
While the WMA is an international organization that works in partnership with the World
Health Organization and in collaboration with numerous national medical
associations/agencies (http://www.wma.net/en/60about/index.html), the ADA does not
currently participate in WMA deliberations or policy-formation processes, nor does the ADA
vote on any WMA-coordinated revisions of the Declaration of Helsinki.

o The 2006 ADA policy does not include any approved position, pronouncement or “stance”
from the Association toward the WMA'’s Declaration of Helsinki (e.g., the ADA
supports/endorses); it simply presents the WMA policy statement verbatim in the language
adopted by WMA. Given this, a rationale could be presented that this ADA policy does not
present any ADA position or any expression of Association policy.

e The Declaration of Helsinki is a “living,” current document, and it has since been revised
twice by the WMA (in 2008 and 2013). Therefore, the current ADA policy (adopted in 2006)
on the Declaration of Helsinki endorses an obsolete version of the statement. Accordingly,
the 2006 ADA policy is outdated and no longer current. The WMA website also notes that
older versions of the Declaration of Helsinki “should only be cited for historical purposes.”

In addition, this is an area that is well controlled by other processes. Clinical research studies, including

research conducted by the ADA, are overseen by independent institutional review boards (IRBs), which

are charged with ensuring protection for human subjects in clinical research. The ADA’s IRB procedures
make direct reference to “45 CFR 46,” which stands for Title 45, Section 46 of the Code of Federal


http://www.wma.net/en/60about/index.html
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Regulations, which addresses the protection of human subjects in research:
http://www.hhs.gov/ohrp/regulations-and-policy/requlations/45-cfr-46/. As noted on the Department of
Health and Human Services website, the aforementioned section of the Code of Federal Regulations is
“heavily influenced” by the 1979 Belmont Report, which presents ethical principles and guidelines for the
protection of human subjects of research.

The Council’'s recommendation to rescind this ADA policy also recognizes that other ADA programs
should be able to independently consider other codes of ethical principles if they are considered more
appropriate or suitable to their respective areas. Because the WMA Declaration of Helsinki highlights
ethical principles for the conduct and publication of medical research, the Council forwarded its
recommendation to rescind this policy statement to the Council on Ethics, Bylaws and Judicial Affairs
(CEBJA) for further consideration. CEBJA expressed support for CSA’s proposal to rescind the 2006 ADA

policy.

Conclusion: The Council on Scientific Affairs (CSA) considers the WMA Declaration of Helsinki to be a
useful and well-recognized international statement addressing research ethics and the protection of
human subjects. However, the Council recommends that the 2006 ADA policy pertaining to the
Declaration of Helsinki should be rescinded because the Association’s policy: (a) directly expresses the
policy and position of a medical health association (i.e., WMA) whose deliberations the ADA has not
participated in; and (b) the ADA policy does not reflect an ADA-wide position other than restating the
policy of the WMA'’s Declaration of Helsinki.

In closing, the Council believes that all institutions and individuals conducting clinical research with human
subjects should implement an ongoing process to assure that all investigators and relevant staff are
appropriately educated in the ethical principles and relevant government regulations related to human
subjects research. Ethical principles and guidelines for the protection of human subjects in research are
contained in documents such as the WMA Declaration and the Belmont Report. While the CSA agrees
overall with the principles and guidelines contained in the WMA Declaration, the CSA does not feel that
the WMA declarations should be included in ADA Current Policies.

The following resolution is presented for House consideration.

Resolution

14. Resolved, that the ADA policy, World Medical Association Declaration of Helsinki--Ethical
Principles for Medical Research Involving Human Subjects—2004 (Trans. 2006:316), be rescinded.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.


http://www.hhs.gov/ohrp/regulations-and-policy/regulations/45-cfr-46/
http://www.hhs.gov/ohrp/regulations-and-policy/regulations/common-rule/index.html
http://www.hhs.gov/ohrp/regulations-and-policy/regulations/common-rule/index.html
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APPENDIX 1

World Medical Association Declaration of Helsinki--Ethical Principles for Medical Research
Involving Human Subjects

Adopted by the 18th WMA General Assembly, Helsinki, Finland, June 1964, and amended by the

29th WMA General Assembly, Tokyo, Japan, October 1975; 35th WMA General Assembly, Venice, Italy,
October 1983; 41st WMA General Assembly, Hong Kong, September 1989; 48th WMA General
Assembly, Somerset West, Republic of South Africa, October 1996; and the 52nd WMA General
Assembly, Edinburgh, Scotland, October 2000.

Note of Clarification on Paragraph 29 added by the WMA General Assembly, Washington 2002
Note of Clarification on Paragraph 30 added by the WMA General Assembly, Tokyo 2004

A. INTRODUCTION

1. The World Medical Association has developed the Declaration of Helsinki as a statement
of ethical principles to provide guidance to physicians and other participants in medical
research involving human subjects. Medical research involving human subjects includes
research on identifiable human material or identifiable data.

2. ltis the duty of the physician to promote and safeguard the health of the people. The
physician's knowledge and conscience are dedicated to the fulfillment of this duty.

3. The Declaration of Geneva of the World Medical Association binds the physician with the
words, "The health of my patient will be my first consideration,"” and the International
Code of Medical Ethics declares that, "A physician shall act only in the patient's interest
when providing medical care which might have the effect of weakening the physical and
mental condition of the patient."

4. Medical progress is based on research which ultimately must rest in part on
experimentation involving human subjects.

5. In medical research on human subjects, considerations related to the well-being of the
human subject should take precedence over the interests of science and society.

6. The primary purpose of medical research involving human subjects is to improve
prophylactic, diagnostic and therapeutic procedures and the understanding of the
aetiology and pathogenesis of disease. Even the best proven prophylactic, diagnostic,
and therapeutic methods must continuously be challenged through research for their
effectiveness, efficiency, accessibility and quality.

7. In current medical practice and in medical research, most prophylactic, diagnostic and
therapeutic procedures involve risks and burdens.

8. Medical research is subject to ethical standards that promote respect for all human
beings and protect their health and rights. Some research populations are vulnerable and
need special protection. The particular needs of the economically and medically
disadvantaged must be recognized. Special attention is also required for those who
cannot give or refuse consent for themselves, for those who may be subject to giving
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consent under duress, for those who will not benefit personally from the research and for
those for whom the research is combined with care.

Research Investigators should be aware of the ethical, legal and regulatory requirements
for research on human subjects in their own countries as well as applicable international
requirements. No national ethical, legal or regulatory requirement should be allowed to
reduce or eliminate any of the protections for human subjects set forth in this
Declaration.

B. BASIC PRINCIPLES FOR ALL MEDICAL RESEARCH

10.

11.

12.

13.

14.

15.

16.

17.

It is the duty of the physician in medical research to protect the life, health, privacy, and
dignity of the human subject.

Medical research involving human subjects must conform to generally accepted scientific
principles, be based on a thorough knowledge of the scientific literature, other relevant
sources of information, and on adequate laboratory and, where appropriate, animal
experimentation.

Appropriate caution must be exercised in the conduct of research which may affect the
environment, and the welfare of animals used for research must be respected.

The design and performance of each experimental procedure involving human subjects
should be clearly formulated in an experimental protocol. This protocol should be
submitted for consideration, comment, guidance, and where appropriate, approval to a
specially appointed ethical review committee, which must be independent of the
investigator, the sponsor or any other kind of undue influence. This independent
committee should be in conformity with the laws and regulations of the country in which
the research experiment is performed. The committee has the right to monitor ongoing
trials. The researcher has the obligation to provide monitoring information to the
committee, especially any serious adverse events. The researcher should also submit to
the committee, for review, information regarding funding, sponsors, institutional
affiliations, other potential conflicts of interest and incentives for subjects.

The research protocol should always contain a statement of the ethical considerations
involved and should indicate that there is compliance with the principles enunciated in
this Declaration.

Medical research involving human subjects should be conducted only by scientifically
qualified persons and under the supervision of a clinically competent medical person.
The responsibility for the human subject must always rest with a medically qualified
person and never rest on the subject of the research, even though the subject has given
consent.

Every medical research project involving human subjects should be preceded by careful
assessment of predictable risks and burdens in comparison with foreseeable benefits to
the subject or to others. This does not preclude the participation of healthy volunteers in
medical research. The design of all studies should be publicly available.

Physicians should abstain from engaging in research projects involving human subjects
unless they are confident that the risks involved have been adequately assessed and
can be satisfactorily managed. Physicians should cease any investigation if the risks are
found to outweigh the potential benefits or if there is conclusive proof of positive and
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beneficial results.

Medical research involving human subjects should only be conducted if the importance
of the objective outweighs the inherent risks and burdens to the subject. This is
especially important when the human subjects are healthy volunteers.

Medical research is only justified if there is a reasonable likelihood that the populations in
which the research is carried out stand to benefit from the results of the research.

The subjects must be volunteers and informed participants in the research project.

The right of research subjects to safeguard their integrity must always be respected.
Every precaution should be taken to respect the privacy of the subject, the confidentiality
of the patient's information and to minimize the impact of the study on the subject's
physical and mental integrity and on the personality of the subject.

In any research on human beings, each potential subject must be adequately informed of
the aims, methods, sources of funding, any possible conflicts of interest, institutional
affiliations of the researcher, the anticipated benefits and potential risks of the study and
the discomfort it may entail. The subject should be informed of the right to abstain from
participation in the study or to withdraw consent to participate at any time without
reprisal. After ensuring that the subject has understood the information, the physician
should then obtain the subject's freely-given informed consent, preferably in writing. If the
consent cannot be obtained in writing, the non-written consent must be formally
documented and witnessed.

When obtaining informed consent for the research project the physician should be
particularly cautious if the subject is in a dependent relationship with the physician or
may consent under duress. In that case the informed consent should be obtained by a
well-informed physician who is not engaged in the investigation and who is completely
independent of this relationship.

For a research subject who is legally incompetent, physically or mentally incapable of
giving consent or is a legally incompetent minor, the investigator must obtain informed
consent from the legally authorized representative in accordance with applicable law.

These groups should not be included in research unless the research is necessary to

promote the health of the population represented and this research cannot instead be
performed on legally competent persons.

When a subject deemed legally incompetent, such as a minor child, is able to give
assent to decisions about participation in research, the investigator must obtain that
assent in addition to the consent of the legally authorized representative.

Research on individuals from whom it is not possible to obtain consent, including proxy
or advance consent, should be done only if the physical/mental condition that prevents
obtaining informed consent is a necessary characteristic of the research population. The
specific reasons for involving research subjects with a condition that renders them
unable to give informed consent should be stated in the experimental protocol for
consideration and approval of the review committee. The protocol should state that
consent to remain in the research should be obtained as soon as possible from the
individual or a legally authorized surrogate.

Both authors and publishers have ethical obligations. In publication of the results of
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research, the investigators are obliged to preserve the accuracy of the results. Negative
as well as positive results should be published or otherwise publicly available. Sources of
funding, institutional affiliations and any possible conflicts of interest should be declared
in the publication. Reports of experimentation not in accordance with the principles laid
down in this Declaration should not be accepted for publication.

C. ADDITIONAL PRINCIPLES FOR MEDICAL RESEARCH COMBINED WITH MEDICAL CARE

28.

20.

30.

31.

32.

The physician may combine medical research with medical care, only to the extent that
the research is justified by its potential prophylactic, diagnostic or therapeutic value.
When medical research is combined with medical care, additional standards apply to
protect the patients who are research subjects.

The benefits, risks, burdens and effectiveness of a new method should be tested against
those of the best current prophylactic, diagnostic, and therapeutic methods. This does
not exclude the use of placebo, or no treatment, in studies where no proven prophylactic,
diagnostic or therapeutic method exists. See footnote

At the conclusion of the study, every patient entered into the study should be assured of
access to the best proven prophylactic, diagnostic and therapeutic methods identified by
the study. See footnote

The physician should fully inform the patient which aspects of the care are related to the
research. The refusal of a patient to participate in a study must never interfere with the
patient-physician relationship.

In the treatment of a patient, where proven prophylactic, diagnostic and therapeutic
methods do not exist or have been ineffective, the physician, with informed consent from
the patient, must be free to use unproven or new prophylactic, diagnostic and therapeutic
measures, if in the physician's judgement it offers hope of saving life, re-establishing
health or alleviating suffering. Where possible, these measures should be made the
object of research, designed to evaluate their safety and efficacy. In all cases, new
information should be recorded and, where appropriate, published. The other relevant
guidelines of this Declaration should be followed.

Note: Note of clarification on paragraph 29 of the WMA Declaration of Helsinki

The WMA hereby reaffirms its position that extreme care must be taken in making use of a placebo-

controlled trial and that in general this methodology should only be used in the absence of existing

proven therapy. However, a placebo-controlled trial may be ethically acceptable, even if proven therapy

is available, under the following circumstances:

- Where for compelling and scientifically sound methodological reasons its use is necessary to

determine the efficacy or safety of a prophylactic, diagnostic or therapeutic method; or

- Where a prophylactic, diagnostic or therapeutic method is being investigated for a minor condition and


http://www.wma.net/e/policy/#note1
http://www.wma.net/e/policy/#note2
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the patients who receive placebo will not be subject to any additional risk of serious or irreversible harm.

All other provisions of the Declaration of Helsinki must be adhered to, especially the need for appropriate

ethical and scientific review.

Note: Note of clarification on paragraph 30 of the WMA Declaration of Helsinki

The WMA hereby reaffirms its position that it is necessary during the study planning process to identify
post-trial access by study participants to prophylactic, diagnostic and therapeutic procedures identified as
beneficial in the study or access to other appropriate care. Post-trial access arrangements or other care
must be described in the study protocol so the ethical review committee may consider such

arrangements during its review.
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Resolution No. 19 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RECOGNITION OF OPERATIVE DENTISTRY AS AN INTEREST AREA IN GENERAL DENTISTRY

Background: In March 2014, the Council acknowledged receipt of an Application for Recognition as an
Interest Area in General Dentistry from the Academy of Operative Dentistry (AOD) (Reports 2014:101).
Using the “Criteria for Recognition of Interest Areas in General Dentistry,” the Council followed its
established review process, as reported to the 2013 ADA House of Delegates (Reports 2013:56), and
conducted an open hearing on the application at the ADA 2014 Meeting. The Council also invited
comment from the communities of interest regarding the application via various e-publications to dental
leaders and the ADA News and posted the application and comments received on ADA.org Operative
Dentistry Application and Comments Received.

The Council’'s Recognition of Dental Specialties and Interest Areas in General Dentistry Committee
(Recognition Committee) and the Council considered the application and comments from the
communities of interest at their spring 2015 meetings. The Council reported its preliminary findings to the
Academy of Operative Dentistry and the 2015 House of Delegates (Reports 2015:41), noting that Criteria
1, 2 and 5 did not appear to be met. Subsequently, the Academy notified the Council of its intent to
submit a response to the Council’s preliminary report on the application and requested an appearance
before the Council at its December 2015 meeting.

Following the AOD representatives appearance before the Council on December 11, 2015, and further
consideration of the Recognition Committee’s report, AOD application, community of interest comments,
and AOD response, the Council concluded that:

e The AOD has demonstrated the existence of a well-defined body of established evidence-based
scientific and clinical dental knowledge underlying operative dentistry - knowledge that is in large
part distinct from, or more detailed than, that of other areas of general dentistry education and
practice and any of the ADA recognized specialties.

o The AOD has demonstrated that operative dentistry is a body of knowledge sufficient to educate
individuals in a distinct advanced education area of general dentistry, not merely one or more
techniques.


http://www.ada.org/en/education-careers/careers-in-dentistry/general-dentistry/operative-dentistry-application-as-an-interest-area
http://www.ada.org/en/education-careers/careers-in-dentistry/general-dentistry/operative-dentistry-application-as-an-interest-area

34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56

57
58
59

61
62
63
64
65

66
67
68
69

August 2016-H Page 4010

Resolution 19
Reference Committee C

The AOD has demonstrated the existence of established advanced educational programs with
structured operative dentistry curricula, qualified faculty and enrolled individuals for which
accreditation by the Commission on Dental Accreditation can be a viable method of quality
assurance.

The AOD has demonstrated operative dentistry education programs are the equivalent of at least
one 12-month full-time academic year in length. The programs must be academic programs
sponsored by an institution accredited by an agency recognized by the United States Department
of Education or accredited by the Joint Commission or its equivalent rather than a series of
continuing education experiences.

The AOD has demonstrated that competence of the graduates of the operative dentistry
advanced education programs is important to the health care of the general public.

The detailed report on the AOD Application for Recognition of Operative Dentistry as an Interest Area
in General Dentistry is provided as Appendix 1. In summary, the Council has concluded that the AOD
application has met the Criteria for Recognition of Interest Areas in General Dentistry. Accordingly,

the Council presents the following resolution:

Resolution

19. Resolved, that operative dentistry is an interest area in general dentistry recognized by
the American Dental Association and sponsored by the Academy of Operative Dentistry.

BOARD COMMENT: The Board supports Resolution 19, believing that operative dentistry should be
recognized by the Association as a general dentistry interest area. The Board agrees with the Council

that the

Academy of Operative Dentistry has met the ADA Criteria for Recognition of Interest Areas in

General Dentistry. Advanced training in operative dentistry is more detailed than predoctoral operative
dentistry education. Those individuals who complete these advanced education programs (ranging in 2-6
years in length) are responsible for the majority of scientific research and knowledge in the areas of
cariology and advanced scientific clinical training in restorative materials and biomaterials. Graduates of
operative dentistry programs play a vital role for the dental profession in dental education, dental research
and military settings.

BOARD RECOMMENDATION: Vote Yes.

Vote: Resolution 19

ASAI Yes COLE Yes GEHANI Yes ROBERTS Yes

BITTER Yes CROWLEY Yes JEFFERS Yes ROBINSON Yes

BLACK Yes FAIR Yes KLEMMEDSON No STEVENS Yes

BUCKENHEIMER Yes FISCH Yes KWASNY Yes ZENK Yes

COHLMIA Yes GAMBA Absent MARRON- Yes ZUST Yes
TARRAZZI
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APPENDIX 1

Consideration of the Academy of Operative Dentistry’s Application for Recognition as an Interest
Area in General Dentistry: The Council received an application for recognition of operative dentistry as
an interest area in general dentistry from the Academy of Operative Dentistry (AOD) in February of 2014.
In accord with the Recognition Review Process and Timeline, a call for comment from individuals and
organizations was sent via an e-mail blast to approximately 1150 individuals/organizations on July 15,
2014. Seven written comments were submitted to the Director of the Council by October 20, 2014 and
can be found at: Written Comments Received

An open hearing was conducted on October 10, 2014 at the ADA 2014 Meeting to receive oral testimony
from the communities of interest; no comments were received.

In April 2015, the Council considered the Recognition Committee’s analysis of the AOD’s application and
discussed the Criteria for Recognition of Interest Areas in General Dentistry relative to the narrative and
documentation presented in the application for recognition. The Council agreed with the Recognition
Committee, concluding that the application failed to demonstrate compliance with all requirements as
specified in the Association’s Criteria for Recognition of Interest Areas in General Dentistry. Specifically,
Criteria 1, 2 and 5 did not appear to be met.

In a letter dated May 8, 2015, CDEL Chair, Dr. James M. Boyle, lll, notified the AOD of its conclusions
and reminded the Academy of its right to respond to the Council's report and request a special
appearance before the Council at its next meeting scheduled for December 10-11, 2015.

The AOD submitted its response to Dr. Boyle on September 25, 2015. The Academy’s request to appear
before the Council at its December 2015 meeting was granted.

Prior to the December 2015 Council meeting, the Council’'s Committee on Recognition reviewed the
additional information submitted by the Academy, concluding that in its opinion, Criteria 1, 2 and 5
remained unmet. Following careful consideration of the information presented by representatives of the
AOD to CDEL members on December 11, the Council concluded that Criteria 1, 2 and 5 have been met.
A summary of the Committee’s and Council’s conclusions follow.

Criterion 1: The existence of a well-defined body of established evidence-based scientific and
clinical dental knowledge underlying the general dentistry area - knowledge that is in large part
distinct from, or more detailed than, that of other areas of general dentistry education and practice
and any of the ADA recognized specialties

Elements to be addressed:

= Definition and scope of the general dentistry area

= Educational goals and objectives of the general dentistry area

= Competency and proficiency statements for the general dentistry education area

= Description of how scientific dental knowledge in the area is substantive and distinct
from other general dentistry areas

Recognition Committee Discussion of Criterion 1: In reviewing the AOD’s September response, the
Committee continued to believe that the phrase “in large part distinct from, or more detailed than, that of
other areas of general dentistry education and practice” was not documented. Additionally, the
Committee determined that documentation presented did not sufficiently describe how scientific dental
knowledge in the area is substantive and distinct from other general dentistry areas, such as predoctoral
dental education. The Committee concluded that Criterion 1 is not met.



http://www.ada.org/en/education-careers/careers-in-dentistry/general-dentistry/operative-dentistry-application-as-an-interest-area
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CDEL Discussion of Criterion 1: In reviewing the AOD’s September response, the Recognition
Committee’s report, as well as the information presented in-person by AOD representatives, the Council
concluded that Criterion 1 is met. The Council determined that AOD has demonstrated that advanced
operative dentistry training is more detailed that other areas of general dentistry education and practice
in:

e Advanced education in cariology beyond the DDS level

e Comprehensive management of high caries risk cases

Dental adhesion research advance scientific and clinical training in restorative and other
biomaterials

Advanced esthetic treatment planning of complex cases requiring a multidisciplinary approach
Development and clinical evaluation of restorative materials and other biomaterials
Advanced technology in restorative dentistry

Advanced training in areas of optical scanning and milling of dental restoration
Comprehensive full-mouth fixed reconstruction and occlusion

Criterion 2: The body of knowledge is sufficient to educate individuals in a distinct advanced
education area of general dentistry, not merely one or more techniques.

Elements to be addressed:

= Identification of distinct components of biomedical, behavioral and clinical science in
the advanced education area

= Description of why this area of knowledge is a distinct education area of general
dentistry, rather than a series of just one or more techniques

» Documentation demonstrating that the body of knowledge is unique and distinct from
that in other education areas accredited by the Commission on Dental Accreditation

= Documentation of the complexity of the body of knowledge of the general dentistry
area by identifying specific advanced techniques and procedures, representative
samples of curricula from existing programs, textbooks and journals

Recognition Committee Discussion of Criterion 2: The Committee determined that AOD’s response does
not document that the body of knowledge described in the application is a distinct education area in
general dentistry, but rather a series of one or more techniques that are also included in predoctoral
dental education, advanced general dentistry education and general practice residency educational
programs. The Committee continued to believe that the referenced journals/texts do not identify specific
advanced techniques and procedures unique to the proposed general dentistry interest area. The
Committee concluded that Criterion 2 is not met.

CDEL Discussion of Criterion 2: In reviewing the AOD’s September 2015 response, the Recognition
Committee’s report, as well as the information presented in-person by AOD representatives, the Council
concluded that Criterion 2 is met. The Council determined that AOD has demonstrated that advanced
operative dentistry training is more detailed than other areas of general dentistry education and practice.
For example, the Council determined that operative dentistry is responsible for the majority of scientific
research and knowledge in the area of dental adhesion and cariology, as well as the topics identified in
the Council’s review of Criterion 1.

Criterion 3: The existence of established advanced educational programs with structured
curricula, qualified faculty and enrolled individuals for which accreditation by the Commission on
Dental Accreditation can be a viable method of quality assurance.

Elements to be addressed:
= Description of the historical development and evolution of educational programs in the
area of advanced training in general dentistry
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»= Alisting of the current operational programs in the advanced general dentistry training
area, identifying for each, the:

Sponsoring institution;

Name and qualifications of the program director;

number of full-time and part-time faculty (define part-time for each program);

Curriculum (course outlines, student competencies, class schedules);

Outcomes assessment method;

Minimum length of the program;

Certificate and/or degree awarded upon completion;

Number of enrolled individuals per year for at least the past five years*; and

Number of graduates per year for at least the past five years.*

*If the established education programs have been in existence less than

five years, provide information since their founding.

= Documentation on how many programs in the education area would seek voluntary
accreditation review, if available.

—~T@mp2oow

Recognition Committee Discussion of Criterion 3: The AOD application documented that nine (9)
residency programs in operative/restorative are sponsored by U.S. dental schools. The nine programs
have structured curricula, qualified faculty, enrollees and graduates. The application states that five of
the seven programs have indicated an interest in pursuing accreditation, if an accreditation program were
to be established. The Committee concluded that Criterion 3 is met.

CDEL Discussion of Criterion 3: The Council concurred with the Recognition Committee’s conclusion;
Criterion 3 is met. The Council noted that the following nine educational institutions sponsor operative
dentistry programs: 1) Boston University; 2) Indiana University; 3) Nova Southeastern University; 4)
University of California at Los Angeles; 5) University of lowa; 6) University of Michigan; 7) Tufts
University; 8) University of North Carolina; and 9) University of Southern California. These programs are
either 2 or 3 years in length and award either a degree (MS/MSD) or a certificate. There were
approximately 122 residents enrolled in these programs in 2015. The Council noted that in the past five
years, these programs have awarded masters degrees or certificates to 88 graduates.

Criterion 4: The education programs are the equivalent of at least one 12-month full-time
academic year in length. The programs must be academic programs sponsored by an institution
accredited by an agency recognized by the United States Department of Education or accredited
by the Joint Commission or its equivalent rather than a series of continuing education
experiences.

Elements to be addressed:

= Evidence of the minimum length of the program for full-time students

= Evidence that a certificate and/or degree is awarded upon completion of the program

* Programs’ recruitment materials (e.g., bulletin, catalogue)

= Other evidence that the programs are bona fide higher education experiences, rather
than a series of continuing education courses (e.g., academic calendars, schedule of
classes, and syllabi that address scope, depth and complexity of the higher education
experience, formal approval or acknowledgment by the parent institution that the
courses or curricula in the education area meet the institution’s academic
requirements for advanced education)

Recognition Committee Discussion of Criterion 4: The Committee determined that the AOD application
demonstrated that of the residency programs identified in the application, one has a 1 or 2 year option
and the remaining programs range from 2 to 6 years in length. The programs are sponsored by U.S.
dental schools, all of which are sponsored by accredited universities. The Committee concluded that
Criterion 4 is met.
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CDEL Discussion of Criterion 4: The Council concurred with the Recognition Committee’s conclusion;
Criterion 4 is met.

Criterion 5: The competence of the graduates of the advanced education programs is important to
the health care of the general public.

Elements to be addressed:

= Description of the need for appropriately trained individuals in the general dentistry
area to ensure quality health care for the public

= Description of current and emerging trends in the general dentistry education area

= Documentation that dental health care professionals currently provide health care
services in the identified area

» Evidence that the area of knowledge is important and significant to patient care and
dentistry

» Documentation that the general dentistry programs comply with the ADA Principles of
Ethics and Code of Professional Conduct, as well as state and federal regulations

Recognition Committee Discussion of Criterion 5: The Committee continued to agree that, due to the
nature of how the criterion is written, bulleted elements 3-5 under the Criterion 5 have been met. Dental
health care professionals in operative dentistry currently provide health care services. It was also
believed that the programs sponsored by U.S. dental schools comply with the ADA Principles of Ethics
and Code of Professional Conduct, as well as state and federal regulations. However, the Committee did
not believe that bulleted elements 1 and 2 are met. The body of knowledge described in the application
was not a distinct education area in general dentistry, but rather a series of one or more techniques that
are currently included in predoctoral dental education, advanced general dentistry education and/or
general practice residency educational programs. The Committee concluded that Criterion # 5 is not met.

CDEL Discussion of Criterion 5: In reviewing the AOD’s September response, the Recognition
Committee’s report, and in particular the information presented in-person by the AOD representatives, the
Council concluded that all of the elements noted in Criterion 5 are met. The Council noted that,
historically, operative dentistry has served the profession in the areas of CAMBRA, CAD-CAM dentistry,
adhesive dentistry, occlusion, and TMD/TMJ treatment as related to comprehensive restoration of the
dentition. The Academy of Operative Dentistry has played an important role in formalizing information in
these areas and providing an avenue for dissemination of these emerging trends to be incorporated into
educational programming. The Council determined that the graduates of advanced training programs in
operative dentistry play a vital role for the dental profession in military settings and dental education
programs and are therefore important to the public’s health.

CDEL Conclusion and Recommendation: Following extensive review and careful deliberations, the Council has
concluded that the AOD application requesting recognition of operative dentistry as an interest area in
general dentistry has met the Criteria for Recognition of Interest Areas in General Dentistry. Accordingly,
the Council urges the House of Delegates to adopt the following resolution:

Resolved, that operative dentistry is an interest area in general dentistry recognized by the
American Dental Association and sponsored by the Academy of Operative Dentistry.
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Resolution No.  19S-1 Citation for Original Resolution: PINK: 4111
Submitted By:  Fourteenth Trustee District Date Submitted: October 23, 2016
Substitute & Amendment O

Reference Committee Report On:  Committee C (Dental Education, Science and Related Matters)

Financial Implications (if different from original resolution): $

SUBSTITUTE FOR RESOLUTION 19: RECOGNITION OF OPERATIVE DENTISTRY AS AN INTEREST
AREA IN GENERAL DENTISTRY

The following substitute for Resolution 19 (Worksheet:4011) was adopted by the Fourteenth Trustee District
and submitted on October 23, 2016 by Dr. Daniel Klemmedson, Trustee, Fourteenth District.

Background: “Operative dentistry” resides within the center of the wheelhouse of “general dentistry.”
Current specialties reside on the periphery of the central or “core” competencies present in all general dental
practice. Other dental workforce participants (dental hygienists, ADHP, dental therapists) are grouping on the
edge of the general dental practice sphere of influence and are seeking to move inside. Recognition of
advanced education, research or “interest” in distinct areas of general dentistry deserves recognition, but
these specific areas, or components of that recognition should also be closer to the periphery so as to not
diminish the absolute strength of dentistry — a broad, well trained general dentistry based dental home.
Perception becomes reality in the eyes of the public we serve when special distinctions are established.
Those perceptions begin with a name that soon becomes a “brand.” The recognition desired by the Academy
of Operative Dentistry for an interest area with proposed outcomes of enhancing advanced operative dentistry
education opportunities and research can be realized with more appropriate naming. An interest area that
more accurately acknowledges the specific areas of expertise and focus serves both the profession and the
public. An example of a possible name would be “operative dentistry education, research and technique
development.”

Resolution

19S-1. Resolved, that operative dentistry is an interest area in general dentistry recognized by the
American Dental Association and sponsored by the Academy of Operative Dentistry, and be it further

Resolved that the Council on Dental Education and Licensure work with the Academy of Operative
Dentistry to develop a name for a deserved interest area that more closely represents the expertise and
focus described in the application.



OCoONOOGOPR,WN -~

NNDNMNNMNMNDMNNMNNMNNNA,A A A A A
OCONOOUOPWN_~LAPOCOONOOOAPRWN-~O

30
31
32

34
35

August 2016-H Page 4015
Resolution 20
Reference Committee C

Resolution No. 20 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, URGING THE COMMISSION ON DENTAL ACCREDITATION TO
COMMUNICATE WITH LOCAL COMMUNITIES OF INTEREST

Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Urging the Commission on Dental
Accreditation to Communicate With Local Communities of Interest (Trans.2003:367; 2010:577) be
rescinded. This policy was a request in 2003 and is unnecessary today. As an accreditation agency
recognized by the United States Department of Education (USDE), the Commission on Dental
Accreditation is required to communicate with its communities of interest. CODA must announce its
decisions to grant or renew accreditation to the USDE, the appropriate state licensing board or other
authorizing agency, other accrediting agencies, and the public (e.g., prospective students, educational
institutions, dental examining boards, related dental organizations and the profession) no later than 30
days after decisions are made. The Commission must also announce within a prescribed time frame any
final decision to deny or withdraw accreditation to a program and must also make available a brief
statement about the reason for the decision to deny or withdraw accreditation and the program’s official
comment on this decision. CODA is expected to notify the USDE, the appropriate state licensing board
or other authorizing agency, the appropriate accrediting agencies, and, upon request, the public, within
30 days of receiving notification from a program that it is voluntarily withdrawing from accreditation or
within 30 days of the date on which accreditation lapses. The USDE also requires CODA to provide an
opportunity for third party comment with respect to programs scheduled for review. The Commission
posts a schedule of upcoming reviews and requests comment from interested parties via the CODA
website. The Commission and its Standing Committee on Communication and Technology oversee a
myriad of communication strategies that allow for transparency and accountability. For example, the
Commission publishes its online newsletter, the CODA Communicator, and a summary of major actions
and meeting minutes following each Commission meeting. The communities of interest are notified via e-
mail that the publications are available.

Resolution

20. Resolved, that the ADA policy, Urging the Commission on Dental Accreditation to Communicate
With Local Communities of Interest (Trans.2003:367; 2010:577) be rescinded.

Urging the Commission on Dental Accreditation to Communicate With Local Communities
of Interest (Trans.2003:367; 2010:577)
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Resolved, that the Commission on Dental Accreditation be urged to communicate with local
communities of interest including state dental associations in the state in which the programs
reside, so they receive information on the process of accreditation of educational programs.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution No. 21 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication:  None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, STATE BOARD AND COMMISSION ON DENTAL ACCREDITATION
ROLES IN CANDIDATE EVALUATION FOR LICENSURE

Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, State Board and Commission on Dental
Accreditation Roles in Candidate and Evaluation for Licensure (Trans.2003:367) be rescinded. Almost all
licensing jurisdictions (forty-nine of fifty-three) reference the Commission, requiring graduation from a
dental education program accredited by the Commission on Dental Accreditation as an eligibility
requirement for licensure.

Resolution

21. Resolved, that the ADA policy, State Board and Commission on Dental Accreditation Roles in
Candidate Evaluation for Licensure (Trans.2003:367) be rescinded.

State Board and Commission on Dental Accreditation Roles in Candidate Evaluation for
Licensure (Trans.2003:367)

Resolved, that the Association urge state boards of dentistry to continue to support the role of
the Commission on Dental Accreditation as the agency responsible for the evaluation of dental
education programs.

BOARD COMMENT: The Board appreciates the Council’s intentions to eliminate outdated policies.
However, in this case, given the important eligibility components for state licensure, e.g., graduation from
a dental education program accredited by the Commission on Dental Accreditation, and successful
completion of the National Dental Boards and a clinical examination, the Board believes that the policy
should be retained as is for now. The Board suggests that the Council consider an amendment to the
policy in the future to better reflect a declarative statement calling for state dental boards to recognize the
Commission on Dental Accreditation as the agency responsible for the evaluation of dental education
programs.

BOARD RECOMMENDATION: Vote No.

Vote: Resolution 21

ASAI No COLE No GEHANI Yes ROBERTS No

BITTER No CROWLEY No JEFFERS No ROBINSON No

BLACK No FAIR No KLEMMEDSON No STEVENS No

BUCKENHEIMER No FISCH No KWASNY No ZENK No

COHLMIA No GAMBA Absent MARRON- No ZUST Yes
TARRAZZI
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Resolution 22
Reference Committee C

Resolution No. 22 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, COST OF DENTAL EDUCATION
Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Cost of Dental Education (Trans.1999:960)
be rescinded. This was a directive of the House in 1999. Further, the spirit of this policy has been
incorporated into the proposed revised Policy, Support of Dental Education (Trans.1972:697) (See
Resolution 33).
Resolution:
22. Resolved, that the ADA policy, Cost of Dental Education (Trans.1999:960) be rescinded.
Cost of Dental Education (Trans.1999:960)

Resolved, that the American Dental Association urge state dental societies to commit a portion
of for-profit income to help support dental education in their states.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.



O©CoOoO~NOOP,WN

10
11
12
13
14
15
16
17
18
19
20
21

22
23
24
25
26

27

28
29

30

August 2016-H Page 4019
Resolution 23
Reference Committee C

Resolution No. 23 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, DENTAL ACCREDITATION AND SPECIALTY RECOGNITION

Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Dental Accreditation and Specialty
Recognition (Trans. 2003:375) be rescinded. The first resolve is duplicative of policies, Requirements for
Recognition of Dental Specialties and National Certifying Boards for Dental Specialties (Trans.2001:470;
2004:313; 2009:443; 2013:328) and Criteria for Recognition of Interest Areas in General Dentistry
(Trans.2010:579). The second resolve was a directive to communicate with the Commission on Dental
Accreditation in 2003.

Resolution

23. Resolved, that the ADA policy, Dental Accreditation and Specialty Recognition (Trans.2003:375)
be rescinded.

Dental Accreditation and Specialty Recognition (Trans.2003:375)

Resolved, that a principal goal of the ADA's process of recognizing each area of concentration
in general dentistry, as well as the recognition of dental specialties, be to maintain public
understanding, trust and professional accountability, and be it further

Resolved, that the Commission on Dental Accreditation be urged to modify its rules to ensure
the accreditation of only those dental and dental-related educational programs whose areas of
concentration in general dentistry are recognized by the ADA through its Council on Dental
Education and Licensure.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution 24
Reference Committee C

Resolution No. 24 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, PROVISION OF ADVANCED COURSES

Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Provision of Advanced Courses
(Trans.1959:204) be rescinded. The intent of this 1959 policy is reflected in the Requirements for
Recognition of Dental Specialties and National Certifying Boards for Dental Specialties (Trans.2001:470;
2004:313; 2009:443; 2013:328) and the Criteria for Recognition of Interest Areas in General Dentistry
(Trans.2010:579).

Resolution
24, Resolved, that the ADA policy, Provision of Advanced Courses (Trans.1959:204) be rescinded.
Provision of Advanced Courses (Trans.1959:204)
Resolved, that dental schools be encouraged to provide advanced courses and programs in
areas of study in addition to those that are officially recognized as special areas by the

Association, and be it further

Resolved, that the establishment of new groups and academies for the development of new
techniques in dentistry be encouraged.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution 25
Reference Committee C

Resolution No. 25 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, RECOMMENDED CURRICULA CHANGES

Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Recommended Curricula Changes
(Trans.1983:555; 2010:576) be rescinded. The Commission on Dental Accreditation has strengthened
the Accreditation Standards for Dental Education Programs in the area of patient management, ethics
and practice management. The Standards require graduates to be competent in applying the basic
principles and philosophies of practice management, models of oral health care delivery, and how to
function successfully as the leader of the oral health care team. Graduates also must be competent in
the application of the principles of ethical decision making and professional responsibility. The Council
believes that the concerns expressed in this 33 year old call to action have been addressed.

Resolution

25. Resolved, that the ADA policy, Recommended Curricula Changes (Trans.1983:555; 2010:576)
be rescinded.

Recommended Curricula Changes (Trans.1983:555; 2010:576)

Resolved, that the ADA urge the Commission on Dental Accreditation, in cooperation with the
American Dental Education Association and individual dental schools, to stimulate curricular
changes that will reflect greater teaching emphasis on interpersonal skills, ethical professional
marketing strategies and management techniques.

BBOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution 26
Reference Committee C

Resolution No. 26 New

Report:  N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, EVALUATION OF DENTAL PROGRAMS

Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Evaluation of Dental Programs
(Trans.1983;558) be rescinded. The Commission on Dental Accreditation’s Accreditation Standards for
Dental Education Programs; Standard 1-2 states: Ongoing planning for, assessment of and improvement
of educational quality and program effectiveness at the dental school must be broad-based, systematic,
continuous, and designed to promote achievement of institutional goals related to institutional
effectiveness, student achievement, patient care, research, and service. The intent of the 1983 policy
has been achieved.

Resolution:

26. Resolved, that the ADA policy, Evaluation of Dental Programs (Trans.1983:558) be rescinded.
Evaluation of Dental Programs (Trans.1983:558)
Resolved, that all parties responsible for funding and administration of dental education be
urged to evaluate the size and quality of their programs on an ongoing and periodic basis, and
be it further
Resolved, that periodic evaluations by the ADA be based on a continued assessment of
resources, enrollment levels, manpower projections, disease trends and demand for dental
services.

BOARD RECOMMENDATION: Vote Yes.

Vote: Resolution 26

ASAI Yes COLE No GEHANI Yes ROBERTS Yes

BITTER Yes CROWLEY Yes JEFFERS Yes ROBINSON Yes

BLACK No FAIR Yes KLEMMEDSON Yes STEVENS Yes

BUCKENHEIMER Yes FISCH No KWASNY Yes ZENK Yes

COHLMIA Yes GAMBA Absent MARRON- Yes ZUST Yes
TARRAZZI
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Resolution 27
Reference Committee C

Resolution No. 27 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, MISSION OF A DENTAL SCHOOL

Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Mission of a Dental School
(Trans.1995:640) be rescinded. This policy is outdated and unnecessary. Dental education programs
prepare students to competency; research and patient care are integral components of the education
enterprise. In addition, the Commission on Dental Accreditation’s Accreditation Standards for Dental
Education Programs, requires each dental school to develop a clearly stated purpose/mission statement
appropriate to dental education, addressing teaching, patient care, research and service. This statement
is to be concise and communicated to faculty, staff, students, patients and other communities of interest
is helpful in clarifying the purpose of the institution.

Resolution
27. Resolved, that the ADA policy, Mission of a Dental School (Trans.1995:640) be rescinded.
Mission of a Dental School (Trans.1995:640)
Resolved, that the policy of the American Dental Association be that the mission of a dental
?lf:l?‘ejrl‘ is to educate students competent to practice the art and science of dentistry, and be it

Resolved, that research is important to the mission of a dental school, and be it further

Resolved, that patient care is important in the mission of educating dental students.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution 28
Reference Committee C

Resolution No. 28 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

AMENDMENT OF THE POLICY, SPONSORSHIP OF ACCREDITATION PROGRAMS

Background: In accord with Resolution 170H-2012, Reaffirming Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Sponsorship of Accreditation Programs
(Trans.1972:697; 2003:367) be amended to clarify the intent, i.e., the accredited programs referred to in
the policy are dental-related accreditation programs.

Resolution:

28. Resolved, that the ADA policy, Sponsorship of Accreditation Programs (Trans.1972:697;
2003:367) be amended. (additions are underscored):

Sponsorship of Dental Accreditation Programs (Trans.1972:697; 2003:367)

Resolved, that the American Dental Association supports the concept of nongovernmental,
voluntary accreditation, and be it further

Resolved, that the American Dental Association opposes the development of federal or state
dental accreditation programs in the United States.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution 29
Reference Committee C

Resolution No. 29 New

Report:  N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, DENTAL SCHOOL INSTRUCTION IN PRACTICE MANAGEMENT

Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Dental School Instruction in Practice
Management (Trans.1995:642) be rescinded. The Commission on Dental Accreditation has strengthened
the Accreditation Standards for Dental Education Programs in the area of practice management. The
Standards require graduates to be competent in applying the basic principles and philosophies of practice
management, models of oral health care delivery, and how to function successfully as the leader of the
oral health care team. The Council believes that the concerns expressed in this 20 year old policy have
been addressed. Today, the traditional private practice fee-for-service business model is among a variety
of practice management models presented to students.

Resolution:

29. Resolved, that the ADA policy, Dental School Instruction in Practice Management
(Trans.1995:642) be rescinded.

Dental School Instruction in Practice Management (Trans.1995:642)

Resolved, that the ADA believes that dental school graduates must be competent in evaluating
the advantages and disadvantages of different models of oral health care management and
delivery and assessing the benefits and risks from personal, social, professional, legal and ethical
perspectives for the patient and the dentist, and be it further

Resolved, that the Association believes that dental school instruction in practice management
should include the traditional private practice fee-for-service model.

BOARD RECOMMENDATION: Vote Yes.

Vote: Resolution 29

ASAI Yes COLE No GEHANI Yes ROBERTS Yes

BITTER Yes CROWLEY Yes JEFFERS Yes ROBINSON Yes

BLACK Yes FAIR Yes KLEMMEDSON Yes STEVENS Yes

BUCKENHEIMER Yes FISCH Yes KWASNY Yes ZENK Yes

COHLMIA Yes GAMBA Absent MARRON- Yes ZUST Yes
TARRAZZI
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Resolution 30
Reference Committee C

Resolution No. 30 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

RESCISSION OF THE POLICY, CURRICULAR CHANGES TO MAINTAIN DENTISTRY AS AN
AUTONOMOUS INDEPENDENT HEALTH PROFESSION

Background: In accord with Resolution 170H-2012, Rescinding Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Curricular Changes to Maintain Dentistry as
an Autonomous Independent Health Profession (Trans.1996:696) be rescinded. This resolution was a
request of the 1996 House of Delegates for the Commission on Dental Accreditation and the American
Dental Education Association to stimulate curriculum reform. In 2005, the ADEA Commission for Change
and Innovation was established to oversee and guide ADEA’s educational change efforts. Over the past
decade, repeated calls have been made for curricular reform and innovation in dental education. Today,
ADEA continues these efforts and includes representatives of the ADA in its efforts. In addition, the
Commission on Dental Accreditation’s Accreditation Standards for Dental Education Programs is
periodically reviewed to ensure a robust and current dental education curriculum.

Resolution:

30. Resolved, that the ADA policy, Curricular Changes to Maintain Dentistry as an Autonomous
Independent Health Profession (Trans.1996:696) be rescinded.

Curricular Changes to Maintain Dentistry as an Autonomous Independent Health Profession
(Trans.1996:696)

Resolved, that the American Dental Association urge the Commission on Dental Accreditation, in
cooperation with the American Dental Education Association and individual dental schools, to
stimulate curricular changes that will integrate appropriate medical knowledge into the dental
curriculum in such a manner that dentistry remains an autonomous independent health profession.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution 31
Reference Committee C

Resolution No. 31 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

AMENDMENT OF THE POLICY, SUPPORT FOR THE CONTINUED EXISTENCE OF PRIVATE AND
PUBLIC DENTAL SCHOOLS IN THE UNITED STATES

Background: In accord with Resolution 170H-2012, Reaffirming Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Support for the Continued Existence of
Private and Public Dental Schools in the United States (Trans.1989:522), be amended by deletion of the
second resolve which was a directive to the Council and the Commission in 1989 and is redundant with
the duties and responsibilities of the Council and the Commission. The amended policy will be a
declarative statement reflecting the Association’s position in support of dental education programs
sponsored by private and public universities in the United States.

Resolution:

31. Resolved, that the ADA policy, Support for the Continued Existence of Private and Public Dental
Schools in the United States (Trans.1989:522) be amended as follows (additions are underscored;

deletions are stricken):

Resolved, that the American Dental Association strongly supports the continued existence of
the private and public dental schools in the United States and the need for dental education to
remain an integral part of the university community and an inviolate part of the higher education
system. ;and-be-itfurther

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution 32
Reference Committee C

Resolution No. 32 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

AMENDMENT OF THE POLICY, PARTICIPATION IN DENTAL OUTREACH PROGRAMS

Background: In accord with Resolution 170H-2012, Reaffirming Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Participation in Dental Outreach Programs
(Trans.2010:587) be amended by deleting the last two resolve clauses which were directives by the 2010
House of Delegates in regard to implementation. The amended policy will be a declarative statement
reflecting the Association’s position on students who participate in dental outreach programs.

Resolution

32. Resolved, that the ADA policy, Participation in Dental Outreach Programs (Trans.2010:587) be
amended as follows (additions are underscored; deletions are stricken):

Resolved, thatitbe-policy-ofthe-American-Dental-Association (ADA}that students in U.S. dental

schools and pre-dental programs who participate in a dental outreach program (e.g., international
service trips, domestic service trips, volunteerism in underserved areas, etc.) be are strongly
encouraged:

To adhere to the ASDA Student Code of Ethics and the ADA Principles of Ethics and

Code of Professional Conduct;

To be directly supervised by dentists licensed to practice or teach in the United States;

To perform only procedures for which the volunteer has received proper education and

training;

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.



OCoO~NOOP,WN -~

- a aa
WwN -0

[ \NO S NS NS N L N §
QOWoO~NO O~

N
N

NN
w N

N
&

August 2016-H Page 4029
Resolution 33
Reference Committee C

Resolution No. 33 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

AMENDMENT OF THE POLICY, SUPPORT OF DENTAL EDUCATION PROGRAMS

Background: In accord with Resolution 170H-2012, Reaffirming Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the policy, Support of Dental Education Programs
(Trans.1972:697), be amended to reflect current terminology; dental education programs are accredited
by the Commission on Dental Accreditation.

Resolution:

33. Resolved, that the ADA policy, Support of Dental Education Programs (Trans.1972:697) be
amended as follows (additions are underscored; deletions are stricken):

Resolved, that the American Dental Association encourages members of the profession to
support vigorously, through direct financial contributions and political activity, dental education
programs which have been approved accredited by the American-Dental-Association
Commission on Dental Accreditation.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution 34
Reference Committee C

Resolution No. 34 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Organizational Capacity-Obj. 6: Role and responsibility of each element of
the tripartite clearly defined and agreed upon

How does this resolution increase member value: See Background

AMENDMENT OF THE POLICY, DENTAL DEGREES

Background: In accord with Resolution 170H-2012, Reaffirming Existing ADA Policy, the Council on
Dental Education and Licensure recommends that the Policy, Dental Degrees (Trans.1972:698) be
amended by deletion of the second resolve which was a House directive in 1972. The amended policy
will be a declarative statement reflecting the Association’s position that degree determination (DDS or
DMD) is the prerogative of the university sponsoring the dental education program.

Resolution:

34. Resolved, that the ADA policy, Dental Degrees (Trans.1972:698) be amended as follows
(additions are underscored; deletions are stricken):

Resolved, that the American Dental Association supports the principle that degree
determination is the prerogative of the individual educational institution.-ard-be-itfurther

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Resolution 35
Reference Committee C

Resolution No. 35 New

Report: N/A Date Submitted: August 2016

Submitted By:  Joint Commission on National Dental Examinations

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

JOINT COMMISSION ON NATIONAL DENTAL EXAMINATIONS: PROPOSED JCNDE BYLAWS
REVISIONS

Background: The ADA Bylaws state that the Joint Commission on National Dental Examinations
(JCNDE) is to provide and conduct written examinations, exclusive of clinical demonstrations, for the
purpose of assisting state boards in determining qualifications of dentists and dental hygienists who seek
licensure to practice in any state or other jurisdiction of the United States. The JCNDE Bylaws (Bylaws)
contain important policies pertaining to JCNDE composition and responsibilities in support of this charge
(e.g., JCNDE purpose, officer duties, etc.). The current resolution addresses recommended revisions to
the Bylaws regarding the election of the Chair and Vice Chair. The focal change reflects the JCNDE
decision to have the Vice Chair automatically succeed to the office of the Chair and is as follows (addition
noted as underlined; deletion noted as strikethrough):

Article IV. Section 1.B. Election: The Vice Chair of the Joint Commission on National Dental
Examinations shall become Chair at the end of his or her term as Vice Chair.

The revision is intended to provide greater continuity with respect to leadership of the JCNDE, and to
better prepare the individuals who will one day become Chair. Additional corresponding revisions are also
provided, to address particular eventualities (e.g., if there is a vacancy in the Vice Chair role). Lastly,
grammatical revisions are also provided to improve language consistency.

The Joint Commission recommends that the following resolution be adopted by the 2016 House of
Delegates:

Resolution:

35. Resolved, that the Bylaws of the Joint Commission on National Dental Examinations be
revised as indicated in Appendix 1.

BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO
BOARD DISCUSSION)

*Dr. Gamba was not in attendance.
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Appendix No. 1
Proposed Joint Commission on National Dental

Examination’s Bylaws Revisions

JOINT COMMISSION ON NATIONAL
DENTAL EXAMINATIONS

BYLAWS

September2015 October 2016

A publication of the Joint Commission on National Dental Examinations
American Dental Association
211 East Chicago Avenue

Chicago, lllinois 60611
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The Joint Commission on National Dental Examinations is governed by four documents. In order of
precedence, they are:

Bylaws of the American Dental Association
Bylaws of the Joint Commission on National Dental Examinations
Standing Rules for Councils and Commissions

Standing Rules of the Joint Commission on National Dental Examinations

Joint Commission Bylaws, which follow, are consistent with but more comprehensive than ADA Bylaws.

Joint Commission Bylaws were adopted in 1980 and amended since. Additional modifications may be
made by the ADA House of Delegates without prior notification.
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ARTICLE l. PURPOSE
The purposes of the Joint Commission on National Dental Examinations are:

A. To provide and conduct written examinations, exclusive of clinical demonstrations, for the purpose of
assisting state boards in determining qualifications of dentists who seek licensure to practice in
any state, district or dependency of the United States, which recognizes the National Board
Examinations;-here-and-afterreferred-to-as-National Board Dental- Examinations.

B. To provide and conduct written examinations, exclusive of clinical demonstrations, for the purpose of
assisting state boards in determining qualifications of dental hygienists who seek licensure to
practice in any state, district or dependency of the United States, which recognizes the National

Board Examinations;-here-and-afterreferred-to-as-the National-Board-Dental-Hygiene
Examinations.

C. To make rules and regulations for the conduct of National Board Bental-and-Dental-Hygiene
Examinations and for the issuance of National Board Dental-and-Dental-Hygiene-Certificates.

D. To serve as a resource for the dental profession in the development of written examinations.
ARTICLE Il. BOARD OF COMMISSIONERS
Section 1. Legislative and Management Body

The legislative and management body of the Joint Commission on National Dental Examinations shall be
the Board of Commissioners.

Section 2. Composition

The Board of Commissioners shall consist of fifteen (15) Commissioners to be selected as follows:

A. Six (6) Commissioners who are active, life or retired members of the American Dental Association
shall be selected by the American Association of Dental Boards from its active membership no
one of whom is a member of a faculty of an accredited dental school.

a. For the purpose of these Bylaws, the active membership of the American Association of
Dental Boards is defined as all active members (members who currently serve on state
boards), all individual active members (members who formerly served on state boards)
and all life members of that Association.

B. Three (3) Commissioners who are active, life or retired members of the American Dental
Association and who hold professorial rank at accredited dental schools shall be selected by the
American Dental Education Association from its active membership, no one of whom is a member
of a state board of dentistry.

C. Three (3) Commissioners shall be selected by the American Dental Association from its active, life
and retired members, no one of whom is a faculty member of an accredited dental school or a
member of a state board of dentistry.

D. One (1) Commissioner shall be selected by the American Dental Hygienists' Association from its
active membership.

E. One (1) Commissioner shall be selected by the American Student Dental Association from its active
membership.

F. One (1) Commissioner shall be elected as a public representative by the Board of Commissioners,
but such public representative shall not be a dentist, a dental hygienist, a dental student, a dental
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hygiene student or a faculty member of an accredited dental school or dental hygiene program.

Section 3. Term of Office

The term of office of a Commissioner shall be four (4) years except that the Commissioner selected by
the American Student Dental Association shall serve a term of one (1) year.
a. The Commissioner selected by the American Student Dental Association may be selected one (1)
year in advance and may attend meetings of the Board of Commissioners as an observer before
his or her term begins.

The tenure of a Commissioner shall be limited to one (1) term. Terms of Commissioners shall begin and
end with adjournment of the closing session of the annual meeting of the House of Delegates of the
American Dental Association in the appropriate year.

Section 4. Powers

A. The Board of Commissioners shall be vested with full power to conduct all business of the Joint
Commission on National Dental Examinations subject to laws of the state of lllinois, the Bylaws of
the American Dental Association and these Bylaws.

B. The Board of Commissioners shall have the power to establish rules and regulations to govern its
organization and procedure provided that such rules and regulations are consistent with the
Bylaws of the American Dental Association and with these Bylaws.

Section 5. Duties
A. Examination Development and Administration: The Board of Commissioners shall:

1. Develop, publish and periodically review specifications for National Board Bental-and-Dental
Hygiene Examinations.

2. Appoint consultants with appropriate qualifications to assist in the construction of National

Board Dental-and-Dental - Hygiene Examinations.

3. Develop, publish and periodically review rules and regulations for the fair and orderly

administration of National Board Bental-and-Dental-Hygiene Examinations.

4. Cause National Board Bental-and-Dental-Hygiene Examinations to be administered at least
annually at locations throughout the United States.

5. Cause results from National Board Dental-and-Dental-Hygiene Examinations to be reported in
a timely fashion to candidates and/or their schools and to state boards ef-dentistry
identified by candidates.

6. Cause a permanent record of National Board Examination dental-and-dental-hygiene-sceres

results to be maintained so that such results may be reported to individuals or institutions
identified by candidates.

7. Protect the security of National Board Bental-and-Dental-Hygiene Examinations and the
integrity of National Board dental-anrd-dental-hygiere Examination results.

B. Liaison: The Board of Commissioners shall:

1. Submit an annual report of the activities and future plans of the Joint Commission on National
Dental Examinations to appropriate officials of the American Association of Dental
Boards, the American Dental Education Association, the American Dental Association,
the American Dental Hygienists' Association, and the American Student Dental
Association.
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2. Conduct an annual forum for representatives of state boards of dentistry for the purposes of
providing information about and receiving recommendations for National Board Bental

and-Dental-Hygiene Examinations.

C. Financial Management: The Board of Commissioners shall:

1. Submit annually to the Board of Trustees of the American Dental Association an
appropriation request for the next year.

2. Control allocated funds in a manner consistent with the budgetary policy of the American
Dental Association.

3. Monitor the relationship between expenses for National Board Examinations and income from
examination fees and recommend to the Board of Trustees of the American Dental
Association such changes in fees as needed to avoid either profit or loss.

D. Miscellaneous: The Board of Commissioners shall monitor these Bylaws for consistency with the
Bylaws of the American Dental Association. When or if a conflict exists, the Board of
Commissioners shall describe such conflict in its annual report to sponsoring associations and
recommend changes to achieve conformity.

Section 6. Meetings

A. Regular Meetings: There shall be one (1) regular meeting of the Board of Commissioners each
year.

B. Special Meetings: A special meeting of the Board of Commissioners may be called at any time by
the Chair of the Joint Commission on National Dental Examinations. The Chair shall call a
special meeting at the request of nine (9) of the fifteen (15) members of the Board of
Commissioners. Members of the Board of Commissioners shall be notified at least ten (10) days
in advance of the convening of a special meeting.

Section 7. Quorum

A majority of voting members of the Board of Commissioners shall constitute a quorum.
ARTICLE lll. COMMITTEES

Section 1. Committee on Dental Hygiene

The Joint Commission on National Dental Examinations shall have a standing Committee on Dental
Hygiene.

A. Composition: The Committee on Dental Hygiene shall be composed of eight (8) members to be
selected as follows:

1. One (1) Commissioner appointed by the Chair who is a representative of the American
Association of Dental Boards.

2. One (1) Commissioner appointed by the Chair who is a representative of the American
Dental Education Association.

3. One (1) Commissioner appointed by the Chair who is a representative of the American
Dental Association.

4. The Commissioner who is a representative of the American Dental Hygienists' Association
plus three (3) additional dental hygienists who are selected by the American Dental
Hygienists’ Association. Of the four (4) dental hygienist members, two (2) members shall
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be faculty members of accredited dental hygiene programs and two (2) members shall
represent practicing dental hygienists.

5. One (1) dental hygiene student who is selected by the American Dental Hygienists’
Association.

B. Meetings: The Committee on Dental Hygiene shall have one (1) regular meeting each year. This
meeting shall precede the regular, annual meeting of the Board of Commissioners. Special
meetings of the Committee on Dental Hygiene shall be convened at the request of the Board of
Commissioners or at the request of a majority of Committee members subject to approval by the
Board of Commissioners.

C. Duties: The Committee on Dental Hygiene shall consider matters related to the National Board
Dental Hygiene Examination.

Section 2. Test Construction Committee

The Joint Commission on National Dental Examinations shall establish and convene regular meetings of
such committees as are necessary to construct National Board Dental-and-Dental-Hygiene-Examinations.

Section 3. Other Committees

The Chair, with the advice and consent of the Board of Commissioners, may appoint such other
committees as are necessary to ensure the orderly functioning of the business of the Joint Commission
on National Dental Examinations. Excluding test construction committees, each committee will include at
least one (1) Commissioner who is a representative of the American Association of Dental Boards, one
(1) Commissioner who is a representative of the American Dental Education Association, and one (1)
Commissioner who is a representative of the American Dental Association.

Section 4. Authority
Decisions of committees shall be subject to approval by the Board of Commissioners.
ARTICLE IV. OFFICERS

Section 1. Chair

A. Eligibility: The Chair of the Joint Commission on National Dental Examinations shall be a dentist
who is a member of the Board of Commissioners.

B. Election: The Vice Chair of the Joint Commission on National Dental Examinations shall become
Chair at the end of his or her term as Vice Chair. If the Vice Chair is unable or unwilling to serve
as Chair, then the The Chair ef-the-Joint Commission-on-National-Dental-Examinations-shall be
elected by the Board of Commissioners during its regular, annual meeting. The term of the Chair
shall be one (1) year beginning and ending with adjournment of the closing session of the annual
meeting of the House of Delegates of the American Dental Association.

C. Duties: The Chair of the Joint Commission on National Dental Examinations shall:

1. Appoint members and chairmen of such committees as are necessary for the orderly conduct
of business except as otherwise provided in these Bylaws.

2. Circulate or cause to be circulated an announcement and an agenda for each regular or
special meeting of the Board of Commissioners.

3. Preside during meetings of the Board of Commissioners.

4. Prepare or supervise the preparation of an annual report of the Joint Commission on National
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Dental Examinations.

5. Prepare or supervise the preparation of an annual appropriation request for the Joint
Commission on National Dental Examinations.

6. Represent the Joint Commission on National Dental Examinations during sessions of the
House of Delegates of the American Dental Association.

Section 2. Vice Chair

A. Eligibility: The Vice Chair of the Joint Commission on National Dental Examinations shall be a
dentist who is a member of the Board of Commissioners.

B. Election: The Vice Chair of the Joint Commission on National Dental Examinations shall be elected
by the Board of Commissioners during its regular, annual meeting. The term of the Vice Chair
shall be one (1) year beginning and ending with adjournment of the closing session of the annual
meeting of the House of Delegates of the American Dental Association.

C. Duties: The Vice Chair of the Joint Commission on National Dental Examinations shall assist the
Chair in the performance of his or her duties.

Section 3. Secretary:

A. Appointment: The Secretary of the Joint Commission on National Dental Examinations shall be an
employee of the American Dental Association selected by the Executive Director of that
Association.

B. Evaluation: The performance of the Secretary may be evaluated by the Board of Commissioners. If
the Board of Commissioners exercises this option, written evaluation including recommendations
signed by the Chair shall be forwarded to the Executive Director of the American Dental
Association.

C. Duties: The Secretary of the Joint Commission on National Dental Examinations shall:

1. Keep minutes of meetings of the Board of Commissioners.
2. Be the custodian of records of the Joint Commission on National Dental Examinations.
3. Manage the office and staff of the Joint Commission on National Dental Examinations.
ARTICLE V. MISCELLANEOUS
Section 1. Financial Records

Financial records of the Joint Commission on National Dental Examinations shall be maintained by the
American Dental Association in a manner consistent with accepted principles of accounting. Such
financial records shall be available on reasonable notice for inspection by a representative or agent of the
American Association of Dental Boards, the American Dental Education Association, the American Dental
Hygienists' Association or the American Student Dental Association.

Section 2. Additional Rules

The rules contained in the current edition of the American Institute of Parliamentarians Standard Code of
Parliamentary Procedure shall govern the deliberations for the Board of Commissioners in all instances
where they are applicable and not in conflict with the Bylaws of the American Dental Association, these
Bylaws or previously established rules and regulations of the Board of Commissioners.
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Section 3. Vacancy

In the event of a vacancy in the office of a Commissioner, the following procedures shall be employed:

A.

In the event that the Commissioner was selected by an association, such association shall select a
successor who possesses the qualifications established by these Bylaws to complete the
unexpired term.

In the event that the Commissioner was the public representative, the Board of Commissioners shall
elect a successor who possesses the qualifications established by these Bylaws to complete the
unexpired term.

In the event the vacancy involves the Chair, the Vice Chair shall immediately assume all duties of the
Chair.

In the event the vacancy involve the Vice Chair, a meeting of the Joint Commission shall be

convened to select a new Vice Chair.

ARTICLE VI. AMENDMENT

These Bylaws may be amended only by majority vote of the House of Delegates of the American Dental
Association.
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Resolution No. 36 New

Report:  N/A Date Submitted: August 2016

Submitted By:  Joint Commission on National Dental Examinations

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: Not Applicable

JOINT COMMISSION ON NATIONAL DENTAL EXAMINATIONS: PROPOSED JCNDE STANDING RULES
REVISIONS

Background: The ADA Bylaws state that the Joint Commission on National Dental Examinations (JCNDE) is
to provide and conduct written examinations, exclusive of clinical demonstrations, for the purpose of assisting
state boards in determining qualifications of dentists and dental hygienists who seek licensure to practice in
any state or other jurisdiction of the United States. The JCNDE Standing Rules (Rules) contain important
policies and procedures pertaining to JCNDE operations in support of this charge (e.g., roles of JCNDE
committees). The current resolution involves proposed changes to the Rules, to help minimize conflicts of
interest for members of the Joint Commission. More specifically, the revisions incorporate a new policy
regarding simultaneous service which is stated as follows (addition noted as underline; deletion as
strikethrough):

A member of the Joint Commission on National Dental Examinations—including its standing and ad-
hoc committees—may not simultaneously serve as a principal officer of another organization that has
a role in appointing a member of the Joint Commission, including the American Dental Education
Association, American Association of Dental Boards, American Dental Association, and the American
Dental Hygienists' Association.” When such a conflict is revealed at the time of appointment, the
appointing organization will be informed that the conflict exists and requested to select another
individual for membership on the Joint Commission. When such a conflict arises during the term of a
current commissioner, the commissioner will be asked to resolve the conflict by resigning from one of
the conflicting appointments. In the event that the member resigns from the Joint Commission, the
appointing organization will appoint another individual to complete the unfinished term, as specified
by the American Dental Association (ADA) Bylaws and ADA Standing Rules for Councils and
Commissions.

Additional grammatical revisions (e.g. clarification of examination names) are also offered to the Rules to
improve language consistency.

! This requirement applies to appointments made after 2016.
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The Joint Commission recommends that the following resolution be adopted by the 2016 House of Delegates:

Resolution:

36. Resolved, that the Standing Rules of the Joint Commission on National Dental Examinations be
revised as indicated in Appendix 1.
BOARD RECOMMENDATION: Vote Yes.

BOARD VOTE: UNANIMOUS* (BOARD OF TRUSTEES CONSENT CALENDAR ACTION—NO BOARD
DISCUSSION)

*Dr. Gamba was not in attendance.
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Appendix No. 1
Proposed Changes to the Standing Rules of the
Joint Commission on National Dental Examinations

STANDING RULES

April-2045 October 2016

A publication of the Joint Commission on National Dental Examinations
American Dental Association Building
211 East Chicago Avenue
Chicago, lllinois 60611-2637
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The Joint Commission on National Dental Examinations operates within the limits imposed by four
documents, listed here in order of precedence:

1. Bylaws of the American Dental Association

2. Bylaws of the Joint Commission on National Dental Examinations

3. Standing Rules for Councils and Commissions

4. Standing Rules of the Joint Commission on National Dental Examinations

Subject to constraints defined in these documents, the Joint Commission is free to establish its own
policies and procedures for the conduct of its business. Such policies and procedures as have
been adopted are compiled here.
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ELECTION OF A PUBLIC MEMBER

The Joint Commission is charged with electing a public member to serve as a commissioner
Commissioner. Policies relating to election are as follows:

Qualifications

The public member shall not be a (n):

Dentist

Dental hygienist

Dental student

Dental hygiene student

Faculty member of a dental school or dental hygiene program
Employee of the Joint Commission

Member of another health profession

Professional who has represented the Joint Commission, dental profession, or dental
hygiene profession for a fee in the last five years

i. Spouse of any of the above

S@me a0 Ty

Not more than five percent of the public member’s income shall be derived from the Joint
Commission, dentistry, or dental hygiene.

It is suggested that the public member not be employed by a firm with a substantial interest in
dentistry or dental hygiene, and that the public member be experienced in health issues, testing,
credentialing, and/or advocating for the interests of the public. Individuals wishing to serve as the
public member must disclose in their application materials any financial benefits they may be
receiving from the Joint Commission’s examination programs.

Term
The public member will serve a single four-year term.

Identification of Nominees

When a new public member is needed, nominations will be requested from appropriate agencies,
such as state boards of dentistry and public service organizations. Each nominee will be requested
to supply a summary of his or her qualifications. At least two qualified nominees will be identified
prior to conducting an election.

ROLES OF COMMITTEES

The following four Joint Commission standing committees meet in conjunction with the annual
meeting of the Joint Commission:

a. Committee on Administration

b.  Committee on Dental Hygiene

c. Committee on Examination Development

d. Committee on Research and Development
Each committee is assigned a portion of the materials to be considered by the Joint Commission,
and is responsible for formulating specific recommendations for Joint Commission action.
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Assignments

Assignment of topics to specific committees is the responsibility of the Joint Commission Chair, but
this responsibility may be delegated in part or in total to the Secretary. Listed and discussed below
are examples of topics that are typically assigned to each committee.

A topic may be assigned to more than one committee. In addition, provided that it completes its
assigned items, a committee may consider a topic assigned to a different committee.

Committee on Administration

This committee’s responsibility relates to administration and operations for all beth National

Board Bental-Examinations and-the-National-Board-Dental- Hygiene-Examination. The-
committee-deals-with-operations: Specific topics to be considered include:

Examination security, including procedures for examination administration
Examination regulations

Joint Commission Bylaws and Standing Rules

Finances, including an annual comparison of income and expenses

Qo oo

Committee on Dental Hygiene

This committee’s responsibility relates primarily to the National Board Dental Hygiene
Examination. Specific topics to be considered include:

a. Examination content and specifications

b.  Test construction procedures, including nomination of test constructors and
establishment of qualification requirements

C. Information circulated to publicize or explain the testing program

d. Portions of Examination Regulations that affect dental hygiene candidates

e. Matters pertaining to finances, ADA and Joint Commission Bylaws, and Joint
Commission Standing Rules that affect the National Board Dental Hygiene
Examination

Committee on Examination Development

This committee’s responsibility relates primarily to the National Board Dental Examinations.
Specific topics to be considered include:

a. Examination content and specifications

b.  Test construction procedures, including nomination of test constructors and
establishment of qualification requirements

C. Information circulated to publicize or explain the testing program

d. Portions of Examination Regulations that affect dental candidates

e.  Matters pertaining to finances, ADA and Joint Commission Bylaws, and Joint
Commission Standing Rules that affect the National Board Dental
Examinations
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Committee on Research and Development

This committee's responsibility relates to all both-the National Board Dental-Examinations and-
the-National Boeard-Dental- Hygiene Examination. Topics considered by this Committee

committee include any research and development activities related to the examinations.

Committee Actions

A committee is expected to consider and report on all assigned topics. For most topics, committee
actions are to be presented in the form of recommendations for Joint Commission action. The
following are three exceptions:

a. A decision about the manner in which a committee approaches its assignment. For
example, a change in the personal data form for potential test constructors need not be
reported.

b. Identification of background materials requested to inform future deliberations may be
reported as informational without an accompanying recommendation. If compilation of
needed background materials requires substantial resources, however, a specific
recommendation for action is appropriate.

c. A decision not to act may be reported as an informational item. If the topic has generated
substantial outside interest, however, a recommendation not to act is appropriate so as to
allow the Joint Commission to affirm the committee’s decision.

Reporting

Background information prepared for Gommittee-committee deliberations is provided to all
Commissioners and all Committee-committee members. Exceptions include, for example, the
following: 1) information about a nominee to a test construction committee is provided only to the
committee charged with screening nominees and 2) technical reports containing sensitive
information (e.g., involving matters of test security) that are provided as background for the
Committee on Research and Development.

Committee reports are provided to the Joint Commission electronically. Topics are discussed in the
order they are listed on the Joint Commission’s agenda, and background information related to
each topic is identified. For each recommendation, the report should include a brief summary or
rationale. An exception is made in that no rationale is expected for appointment of a test
constructor. Instead, an alternate is named for each newly proposed test constructor.

Preparation and presentation of a committee’s report is the responsibility of each committee’s
Cchair. Preparation may be delegated to a staff member assigned to the committee. If the
committee cChair is not a cemmissioner Commissioner or if, for some other reason, the committee
cChair is not present at the Joint Commission’s annual meeting, responsibility for presenting the
report may be delegated to a commissioner Commissioner who has served on that committee.

Committee reports are presented orally, stopping for action as needed. At each stop for action, the
presenter represents the committee’s views through his or her answers to questions. Only after
ensuring that the committee’s views have been represented adequately may the presenter impart
any personal views.
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TEST CONSTRUCTOR SELECTION CRITERIA
The Joint Commission selects consultants to serve on its Bental-and-Dental-Hygiene Test
Construction Committees. A test constructor is appointed for a one-year term and may be
reappointed to four consecutive terms. To be considered for appointment, candidates must possess
appropriate qualifications and must submit a completed personal data form. Test constructor
qualifications are published in the following document: JCNDE Test Construction Committees and
Member Selection Criteria. Test constructors who have completed five years of service on a
committee will not be considered for reappointment to the same committee.

DETECTION OF IRREGULARITIES BASED ON FORENSIC ANALYSES
The Joint Commission is responsible for protecting the integrity of National Board Examination
results. One method involves forensic analyses of candidate performance to detect irregularities
and aberrant response patterns. Candidate’s results may be withheld or, as circumstances may
warrant, reported when 1) aberrant response patterns or aberrant examination performance is
detected through forensic analyses or 2) other evidence comes to light that supports the possibility
that the candidate has given or received confidential information concerning examination content
during or prior to the examination. Similarly, results may be withheld or reported if compelling
information is available that suggests that the candidate was not testing for the intended purpose.

LIMITED RIGHT OF APPEALS FOR EXAMINATION CANDIDATES
The Joint Commission on National Dental Examinations (JCNDE) recognizes that strict application
of the Examination Regulations for National Board Examinations may, because of unusual
circumstances, impose an unusual burden on one or more candidates. In these situations, the
JCNDE may consider an appeal.

Requests for an appeal pertaining to test results must be initiated within 30 days of receiving test
results or, in the case of withheld results, within 30 days of receiving written notice that results are
being withheld. In the event that the JCNDE has given notice that previously released results are to
be invalidated or voided, the request for appeal must be submitted within 30 days of that notice. In
this case, a request for appeal will stay the action to invalidate or void the results until such time as
the appeal is decided or the time for submitting a request for appeal has expired. In the interim, no
results will be reported. A request for an appeal must be submitted in writing and must include
adequate supporting documentation. The request for an appeal must indicate the specific relief
requested.

A request for an appeal will first be screened by the Chair, in consultation with the secretary. The
Chair, at his/her sole discretion, may 1) grant the appeal, 2) deny the appeal, or 3) forward the
appeal to the full Joint Commission for its consideration. If during the Joint Commission’s
deliberations credible information becomes available indicating an error was made in the decision to
withhold results, the Chair in consultation with the secretary may end the deliberations and grant
the appeal. At his or her discretion, the Chair may delegate the screening of appeals to another
member of the Joint Commission.

In rendering a decision with respect to appeals—and particularly in situations where results have
been withheld—the touchstone and foremost consideration is the validity of examination results, in
alignment with the purpose of the examination. The Joint Commission strives to be fair and
objective in its decision making process, as it remains true to its mission. When considering
appeals, the JCNDE avoids favoritism and strives to ensure that all candidates are treated equally
and fairly.
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If the issue presented in an appeal is likely to recur, the JCNDE may consider a change in its
Examination Regulations. The granting of an appeal will be considered a precedent only if a
change in regulations is also adopted. The candidate will be notified of JCNDE action within 60
days after receipt of the written request for an appeal.

CONFLICT OF INTEREST POLICY

Policies and procedures used in National Board testing programs should provide for fairness and
impartiality in the conduct of examinations and treatment of all candidates. Central to the fairness
of the JNCDE’s operations and the impartiality of its decision-making process is an organizational
and personal duty to avoid real or perceived conflicts of interest. The potential for a conflict of
interest arises when one’s duty to make decisions in the public’s interest is compromised by
competing interests of a personal or private nature, including but not limited to pecuniary interests.
Conflicts of interest can result in a partiality or bias which might interfere with objectivity in decision-
making with respect to policy, or the evaluation of candidate appeals.
The Joint Commission strives to avoid conflicts of interest and the appearance of conflicts in
decisions regarding examination policy or individual candidate appeals. Potential conflicts of
interest for Commissioners include, but are not limited to:

e A professional or personal relationship or an affiliation with the individual or an

organization that may create a conflict or the appearance of a conflict.

o Being an officer or administrator in a dental education program, testing agency, or
board of dentistry with related decision-making influence regarding a candidate for
National Board certification.

To safeguard the objectivity of the Joint Commission, it is the responsibility of any Commissioner to
disclose any potential conflicts. Any member with a direct conflict of interest must recuse
himself/herself from the decision making process regarding candidate appeals, or from discussions
involving policies that impact the fairness and impartiality of the JCNDE’s examination programs.

SIMULTANEOUS SERVICE POLICY
A member of the Joint Commission on National Dental Examinations—including its standing and
ad-hoc committees—may not simultaneously serve as a principal officer of another organization
that has a role in appointing a member of the Joint Commission, including the American Dental
Education Association, American Association of Dental Boards, American Dental Association, and
the American Dental Hygienists' Association.> When such a conflict is revealed at the time of
appointment, the appointing organization will be informed that the conflict exists and requested to
select another individual for membership on the Joint Commission. When such a conflict arises
during the term of a current commissioner, the commissioner will be asked to resolve the conflict by
resigning from one of the conflicting appointments. In the event that the member resigns from the
Joint Commission, the appointing organization will appoint another individual to complete the
unfinished term, as specified by the American Dental Association (ADA) Bylaws and ADA Standing
Rules for Councils and Commissions.

ASSISTANCE TO OTHER AGENCIES
One of the duties of the Joint Commission is to serve as a resource for the dental profession in the
area of developing written examinations for licensure. This charge is fulfilled by providing

2 This requirement applies to appointments made after 2016.
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assistance to state boards of dentistry and to national and international dental organizations. This
policy statement describes limitations on availability.

Availability

Operation of the National Board Examinations is the Joint Commission’s primary charge.
Assistance is provided to state boards of dentistry or national dental organizations only upon
request and only if the Joint Commission possesses the resources to fulfill the request.

If the Joint Commission is forced to select agencies to receive assistance, highest priority will be
given to state boards of dentistry that accept National Board results. For dental organizations in the
U.S. and its territories, assistance is limited to consultation and sharing general information about
Joint Commission policies and procedures. Requests for testing services will be referred to the
ADA Department of Testing Services or other organizations or individuals that provide such
services.
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Resolution No. 37 New

Report: N/A Date Submitted: August 2016

Submitted By:  Council on Dental Education and Licensure

Reference Committee:  C (Dental Education, Science and Related Matters)

Total Net Financial Implication: None Net Dues Impact:

Amount One-time Amount On-going FTE O

ADA Strategic Plan Objective: Membership-Obj. 1: Leaders and Advocates in Oral Health

How does this resolution increase member value: See Background

RESPONSE TO RESOLUTION 77H-2015: PROPOSED AMENDMENTS TO THE
SEDATION AND ANESTHESIA GUIDELINES

Background: The Council on Dental Education and Licensure (Council/CDEL) and its Anesthesiology
Committee have considered revisions to the ADA Guidelines for the Use of Sedation and General
Anesthesia by Dentists and the Guidelines for Teaching and Pain Control and Sedation to Dentists and
Dental Students (Sedation and Anesthesia Guidelines) as requested by the 2015 House of Delegates:

77H-2015. Resolved, that the proposed Guidelines for the Use of Sedation and General
Anesthesia by Dentists and the Guidelines for Teaching and Pain Control and Sedation to
Dentists and Dental Students be referred to the Council on Dental Education and Licensure, in
collaboration with the Council on Scientific Affairs, with a recommendation to consider:

o Elimination of the mandate for monitoring end tidal CO2 for moderate sedation to allow for the
choice of options such as: continuous use of a precordial or pretracheal stethoscope,
continuous monitoring of end tidal carbon dioxide, and continual verbal communication with
the patient.

e Reconsideration of the section “Moderate Sedation Course Duration” (hours and content), as
proposed by level of sedation, or a possible option of separate course requirements for
enteral and parenteral routes of sedation.

e Making patient evaluation provisions consistent throughout the document, including but not
limited to, rationale and guidelines for the use of Body Mass Index (BMI) and the timing of
medical history review.

The Council has concluded its review and presents in Appendix 1 the Council’'s Proposed Changes to the
Guidelines for the Use of Sedation and General Anesthesia by Dentists and the Guidelines for Teaching
and Pain Control and Sedation to Dentists and Dental Students, adopted by the House of Delegates in
2012. The following is a summary report of the activities undertaken this year and the Council’s
conclusions and rationale for the proposed changes.

Council on Scientific Affairs Support: Per Res.77H-2015, CDEL requested that the Council on
Scientific Affairs (CSA) appoint a member to serve in a consultant capacity to CDEL and its
Anesthesiology Committee to provide input and feedback regarding the resolution. CSA member, Dr.
William Parker, served as the consultant, attending Anesthesiology Committee meetings and the
Members’ Hearing held on April 20, 2016.
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Also in accord with Resolution 77H-2015, CDEL requested that that CSA and the ADA Science Institute
(SI) review the literature and prepare a report to evaluate the impact of including monitoring end-tidal CO2
in an open airway system for patients undergoing procedures under moderate sedation. The CSA/SI
Report, “Report on the Risks and Benefits of Using Capnography in Dental Patients Undergoing
Moderate Sedation” was posted to ADA.org on June 3, 2016 (Appendix 2).

The Council did not request input from the CSA on the matters related to hours and content of moderate
sedation courses, or on consistency of patient evaluation throughout the Guidelines. The intent of the
resolution was understood by both CDEL and CSA to seek CSA input on the matter of utilizing a
capnograph during moderate sedation. The CSA, Science Institute and Evidence-Based Dentistry Center
focus on scientific issues impacting the dental profession. The Division of Science is not currently staffed
or resourced to assess the education literature on sedation/anesthesiology-related programs and
services. Education and anesthesiology matters are the Bylaws responsibility of the Council on Dental
Education and Licensure.

Consideration of Comments on Proposed Revisions and Members’ Hearing: To obtain initial input
on the three bullets cited in Res.77H-2105, the Council made available via ADA.org Res.77H-2015 with
the revisions proposed (but not approved) by the 2015 House of Delegates (Appendix 3). This
opportunity to provide feedback to the Council was promoted via ADA.org, direct email naotification,
Leadership Update, the Morning Huddle and via ADA News.

The Committee on Anesthesiology then hosted a hearing for ADA members on April 20, 2016 at ADA
Headquarters focused on Res.77H-2015. Both in-person and teleconference testimony was heard by the
Anesthesiology Committee members and several Council members. Twenty-nine ADA members
attended the hearing both in person and via teleconference; 11 individuals provided testimony. Of those,
nine also provided written statements. The Council simultaneously invited written comments from its
communities of interest* and received three additional communications. All testimony submitted in writing
and correspondence received was published on ADA.org on June 3, 2016 and is included in Appendix 4.

*CDEL Anesthesiology Communities of Interest
ADA Council on Dental Practice
ADA Council on Scientific Affairs
ADA Council on Access, Prevention and Interprofessional Relations
ADA Council on Government Affairs
ADA New Dentist Committee
State dental societies
Local dental societies
State boards of dentistry
Recognized dental specialties
Recognized specialty certifying boards
American Dental Education Association
American Association of Dental Boards
Special Care Dentistry
Academy of General Dentistry
American Student Dental Association
American Society of Dentist Anesthesiologists
American Dental Society of Anesthesiology
American Society of Anesthesiologists

The Council and its Anesthesiology Committee met in early June to consider all testimony and written
comment to date and proposed the first version of revisions to the Sedation and Anesthesia Guidelines as
specified in Res.77H-2015. This June 2016 version of proposed revisions was circulated to the
anesthesiology communities of interest for comment with a July 4, 2016 deadline for submissions.

These opportunities to provide feedback to the Council were announced via direct email notifications,
ADA.org, Leadership Update, and the Morning Huddle.


http://www.ada.org/en/education-careers/events/open-hearing-on-anesthesia-and-sedation-guidelines
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In response, the Council received 19 letters and emails (Appendix 5). Organizations replying included
the: American Academy of Periodontology; American Academy of Pediatric Dentistry; ADA District X,
Virginia Board of Dentistry; California Dental Association, Rhode Island Association of Oral and
Maxillofacial Surgeons; Texas Academy of General Dentistry; American Dental Society of
Anesthesiology; Academy of General Dentistry; California Society of Anesthesiologists; California
Academy of Pediatrics; American Society of Anesthesiologists and the American Society of Dentist
Anesthesiologists. Comments from six individuals were also received, including a member of the ADA
Council on Dental Practice.

The Committee and Council met again the first week of July to review all comments received and
determine final proposed revisions to the Sedation and Anesthesia Guidelines for submission to the 2016
House of Delegates. The following represents the Council’s conclusions and recommendations.

Rationale for Proposed Revisions: Throughout their deliberations, the Council and Anesthesiology
Committee have remained committed to and focused on the importance of currency and relevancy,
standard of care, patient safety, public protection and risk management. Since the last comprehensive
revision of the Sedation and Anesthesia Guidelines in 2007, much has changed, including educational
methods and technology (e.g., the preponderate use of human simulators in both continuing education
and higher education to achieve competence in airway management, Bluetooth™ technology for
precordial stethoscopes, and the widespread availability and use of capnography equipment during
moderate and deep procedural sedation) as well as the need to keep current with updates in
pharmacology. The Council believes that the Sedation and Anesthesia Guidelines must reflect current
practice and standard of care to guide practitioners, educators and regulatory agencies in assuring
patient safety and managing risk. It must be recognized that state dental boards establish their own laws
and regulations regarding permits and licenses to administer sedation and anesthesia. While the ADA
Sedation and Anesthesia Guidelines may be referenced in state law, state legislatures and dental boards
have the sole authority to establish permit/license requirements by which dentists with anesthesia permits
or licenses must abide.

Monitoring End-Tidal CO;: Per the detailed CSA report conducted by the ADA Science Institute,
“Report on the Risks and Benefits of Using Capnography In Dental Patients Undergoing Moderate
Sedation” (or “Capnography Report”), consideration of two systemic reviews, as well as comments
received, the Council continues to support its proposed language that end-tidal CO2 must be monitored
during the administration of moderate sedation unless precluded or invalidated by the nature of the
patient, procedure or equipment. The Council believes that the phrase, “unless precluded or invalidated
by the nature of the patient, procedure or equipment,” recognizes that the dentist may determine that
certain circumstances may present which preclude the use of capnography, e.g., a patient with a nasal
deformity, severe intellectual disability or behavioral disorder, or a mouth breather.

The Council also reviewed and discussed the updated 2016 AAPD/AAP Guidelines for Monitoring and
Management of Pediatric Patients Before, During, and After Sedation for Diagnostic and Therapeutic
Procedures. It was noted that the AAPD/AAP Guidelines for children offer guidance for use of
capnography referring to “when bidirectional verbal communication between the provider and patient is
appropriate and possible...” versus “when bidirectional verbal communication is not appropriate or not
possible...” In conclusion, the Council believes that the proposed language “unless precluded or
invalidated by the nature of the patient, procedure or equipment” provides the same opportunity for
clinical judgment when providing sedation and anesthesia for adults, whether use of a capnograph is
preferred or required.

Moderate Sedation Course Duration (hours and content): To further clarify depth of minimal sedation
versus moderate sedation and clearly outline education and training requirements, the Council proposes
reorganized definitions of minimal and moderate sedation as well as inserting a statement that level of
sedation is independent of the route of administration. Patients who arrive at a level of moderate
sedation by an enteral or parenteral route are in the same clinical state. The Council maintains that
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moderately sedated patients via either route require the same attentiveness and monitoring; there should
be no difference in the training requirements for the routes of administration. In that regard, the Council
proposes several competencies that must be certified by a course director, especially regarding rescue
and emergency management. The Council has reviewed information on moderate sedation courses
offered by universities, associations and continuing education providers, and continues to support course
duration as 60 hours of instruction plus 20 patient experiences for moderate sedation.

Consistent Patient Evaluation Provisions: For moderate sedation and deep sedation/general
anesthesia the Council believes that the Sedation and Anesthesia Guidelines should require that patients
undergo an evaluation prior to the administration of any sedative, at least a review at an appropriate time
of their medical history and medication use, and that ASA Il and IV patients should also require
consultation with the primary care physician or medical specialist. The Council discussed available
evidence demonstrating that patients with elevated BMI may be at increased risk for airway associated
morbidity during sedation, particularly if in association with other factors such as obstructive sleep apnea.
Therefore, in regard to assessment of BMI, the Council proposes that Body Mass Index (BMI)
measurements be considered part of a pre-procedural workup for patients receiving moderate sedation
and deep sedation/general anesthesia. Assessment of BMI for patients receiving minimal sedation, is not
needed because ventilatory and cardiovascular functions are unaffected during minimal sedation as
noted in the definition of minimal sedation.

American Academy of Pediatrics and American Academy of Pediatric Dentistry Guidelines for
Monitoring and Management of Pediatric Patients Before, During and After Sedation for
Diagnostic and Therapeutic Procedures-Update 2016: In July 2016 the American Academy of
Pediatrics and American Academy of Pediatric Dentistry published updated Guidelines for Monitoring and
Management of Pediatric Patients Before, During and After Sedation for Diagnostic and Therapeutic
Procedures: Update 2016 (AAP/AAPD Guidelines). The Council noted several updates including specific
patient monitoring procedures specific to pediatric patients and believes the AAP and AAPD are the
authorities on sedation and anesthesia care for pediatric patients. Therefore, the Council recommends
use of the AAP/AAPD Guidelines when providing sedation and anesthesia to pediatric patients and the
reliance on the ADA Sedation and Anesthesia Guidelines when providing sedation and anesthesia to
adults. The AAP/AAPD Guidelines do not include an age or chronological definition of “pediatrics.” Given
the variable definitions of pediatrics by national dental and medical organizations as well as state health
care agencies (for example “up to age 18” or “up to age 21”) coupled with other patient care factors, the
Council concluded that the ADA Sedation and Anesthesia Guidelines should focus on adults without
specifically defining a chronological age.

Management of the Proposed Revisions. When the 2015 House of Delegates did not adopt the
Council’s proposed revisions to the Sedation and Anesthesia Guidelines (Appendix 3) and referred them
to the Council for further consideration, the 2015 proposed revisions were declared moot. The Speaker
of the House advised the Council that if proposed revisions would be presented to the 2016 House of
Delegates, those proposed amendments must be made to the current Guidelines for the Use of Sedation
and General Anesthesia by Dentists and the Guidelines for Teaching and Pain Control and Sedation to
Dentists and Dental Students.

Accordingly, the following outlines and explains the Council’s proposed revisions to the current Guidelines
for the Use of Sedation and General Anesthesia by Dentists and the Guidelines for Teaching and Pain
Control and Sedation to Dentists and Dental Students in response to Resolution 77H-2015, as well as
additional proposed revisions recommended by the Council. Appendix 1 presents the Council’s proposed
amendments with deletions stricken and additions underlined.

Guidelines for the Use of Sedation and General Anesthesia by Dentists

e Lines 20-21: Revised to better reflect the concept that ultimately, dentists must comply with their
state law, rules and/or regulations when providing sedation and anesthesia. The requirements for
obtaining and maintaining sedation and anesthesia permits are the sole responsibility of each
state dental board as delineated in state law, rules and/or regulations.
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Lines 24-26: Inserted a statement emphasizing that level of sedation is independent of the route
of administration to reflect current sedation philosophies and practice.

Lines 28-30: For guidance related to the sedation and anesthesia for children, referring to the
American Academy of Pediatrics (AAP) and American Academy of Pediatric Dentistry (AAPD)
Guidelines for Monitoring and Management of Pediatric Patients Before, During, and After
Sedation for Diagnostic and Therapeutic Procedures.

Lines 66-118: Reorganized and modified the definition of minimal sedation to reflect current
sedation protocols and practice.

Lines 109-118: Consistent with the reference to the AAP/AAPD Guidelines on lines 28-30, other
references to sedation and anesthesia for children were deleted.

Lines 187-189 and 285-288: Modified the definition to better reflect the concept that ultimately,
dentists must comply with their state law, rules and/or regulations when providing sedation and
anesthesia.

Line 211: Added the American Society of Anesthesiologists’ (ASA) “Examples” of Patient
Physical Status Classifications to the last column of the table, consistent with 2014 ASA policy.
Lines 293, 388 and 508: Renamed section titles adding “History and;” section now called “Patient
History and Evaluation” to accurately describe the content presented.

Lines 293-313, 388-416, and 508-540: Per Res.77H-2015, made patient evaluation provisions
consistent throughout the document, as applicable per level of sedation/anesthesia, including but
not limited to, rationale and guidelines for the use of Body Mass Index (BMI) and the timing of
medical history review.

Line 325-326, 428-429, and 558-559: Modified the statement on equipment maintenance, as
recommended by a comment from the community of interest.

Line 438-439: Modified the statement on equipment necessary for intravascular or intraosseous
access as recommended by a comment from the community of interest.

Lines 458-462, 585-589: Per Res.77H-2015, based on a detailed report by the CSA and ADA
Science Institute on two systemic reviews, the Council supports the proposed requirement for
monitoring end-tidal CO2 during moderate sedation. (Note: the current 2012 Sedation and
Anesthesia Guidelines require end-tidal CO2 monitoring for deep sedation and general
anesthesia.)

Lines 638-672: The section titled, “V. Additional Sources of Information,” will be deleted from the
formal policy statement per the suggestion of the Speaker of the House. To ensure that current
information is available to members at all times, supplemental information and resources will be
posted on ADA.org in support of the Guidelines, in a readily-accessible area. This allows real-
time updating by CDEL.

Guidelines for Teaching Pain Control and Sedation to Dentists and Dental Students

Lines 731-733: Inserted the statement emphasizing that level of sedation is independent of the
route of administration to reflect current sedation philosophies and practice.

Lines 735-737: For guidance related to the sedation and anesthesia for children, referring to the
American Academy of Pediatrics (AAP) and American Academy of Pediatric Dentistry (AAPD)
Guidelines for Monitoring and Management of Pediatric Patients Before, During, and After
Sedation for Diagnostic and Therapeutic Procedures.

Lines 782-834: Reorganized and modified the definition of minimal sedation.

Lines 825-834: Consistent with the reference to the AAP/AAPD Guidelines on lines 735-737,
other references to sedation and anesthesia for children were deleted.

Line 938: Added the American Society of Anesthesiologists’ (ASA) “Examples” of Patient
Physical Status Classifications to the last column of the table, consistent with 2014 ASA policy.
Lines 903-905: Modified the definition to better reflect the concept that ultimately, dentists must
comply with their state law, rules and/or regulations when providing sedation and anesthesia.
Line 1340: Revised the section title to insert the words “and Documentation;” section now titled
Moderate Sedation Course Duration and Documentation.
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o Lines 1341-1371: Determined that the hours and content should remain at “a minimum of 60
hours of instruction plus administration of sedation for at least 20 individually managed patients”
because moderately sedated patients via either route require the same attentiveness and
monitoring; there should be no difference in the training requirements for the routes of
administration.

o Lines 1344-1350: Inserted new competencies to be achieved during participation in moderate
sedation education and training as well as required documentation to be provided and maintained
by the course director.

e Lines 1393-1427: The Section titled, “VI. Additional Sources of Information” will be deleted from
the formal policy statement per the suggestion of the Speaker of the House. To ensure that
current information is available to members at all times, supplemental information and resources
will be posted on ADA.org in support of the Guidelines, in a readily-accessible area. This allows
real-time updating by CDEL.

Recognition and Appreciation: The Council and the Association rely on the expertise of the members
of the Anesthesiology Committee to assist in anesthesiology related matters. These dental and medical
anesthesia experts are held in high regard by their appointing organizations and the ADA. The Council
appreciates the contributions made by the following Committee members and their organizations:

Dr. David Sarrett, Committee Chair (Dean, Virginia Commonwealth University School of
Dentistry; Member Council on Dental Education and Licensure)

Dr. Edwin Ginsberg, representing the American Academy of Periodontology (Periodontist in
Private Practice; Site Director of Periodontics at North Shore-LIJ Health System; faculty member
of the Hofstra North Shore-LIJ School of Medicine)

Dr. Joseph Giovannitti, representing the American Society of Dentist Anesthesiologists (Professor
and Dental Anesthesiology Department Chair, University of Pittsburgh School of Dental Medicine)
Dr. Andrew Herlich, representing the American Society of Anesthesiologists (Professor of
Anesthesiology, Staff Anesthesiologist, University of Pittsburgh Medical Center Mercy)

Dr. Bryan Moore, representing the American Dental Association (General Dentist in Private
Practice providing moderate sedation)

Dr. Daniel Sarasin, representing the American Dental Society of Anesthesiology (Oral Surgeon
and Partner, Cedar Rapids Oral Surgery; Adjunct Faculty, Department of Oral Diagnosis,
Pathology, Radiology and Medicine at the University of lowa)

Dr. Sarat (Bobby) Thikkurissy, representing the American Academy of Pediatric Dentistry
(Professor, University of Cincinnati Department of Pediatrics and Director, Residency Program,
Division of Pediatric Dentistry and Orthodontics

Dr. Antwan Treadway, representing the American Association of Oral and Maxillofacial Surgery
(Oral Surgeon, Staff Surgeon and Partner, Atlanta Oral and Facial Surgery; Member, Georgia
Board of Dentistry)

The Council also appreciates the opportunity to collaborate with the Council on Scientific Affairs, and in
particular Dr. William Parker on addressing Resolution 77H-2015 and the Sedation and Anesthesia
Guidelines.

Conclusion: The Council appreciated the opportunity to reflect on its previously proposed revisions to
the Sedation and Anesthesia during this past year. The Council has concluded its review of the
Guidelines for the Use of Sedation and General Anesthesia by Dentists and the Guidelines for Teaching
and Pain Control and Sedation to Dentists and Dental Students as directed in Res.77H-2015. Based on
the literature, documentation, comment from the communities of interest, as well as the professional
knowledge and expertise of the Council and Committee members involved in this review, the Council
urges adoption of the following resolution:
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Resolution:
37. Resolved, that the Guidelines for the Use of Sedation and General Anesthesia by Dentists

(Trans.2012:468) and the Guidelines for Teaching and Pain Control and Sedation to Dentists and
Dental Students (Trans.2012:469) be amended as presented in Appendix 1.

BOARD RECOMMENDATION: Vote Yes.

Vote: Resolution 37

ASAI No COLE No GEHANI No ROBERTS Yes

BITTER Yes CROWLEY Yes JEFFERS Yes ROBINSON Yes

BLACK No FAIR Yes KLEMMEDSON Yes STEVENS No

BUCKENHEIMER Yes FISCH Yes KWASNY No ZENK Yes

COHLMIA Yes GAMBA Absent MARRON- No ZUST No
TARRAZZ|
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Appendix 1

Revisions to the Guidelines for the Use of Sedation and General Anesthesia
by Dentists (Trans.2012:468)

Proposed by the Council on Dental Education and Licensure

Underscore denotes proposed additions
Strikethrough denotes proposed deletions

l. Introduction

The administration of local anesthesia, sedation and general anesthesia is an integral part of dental practice. The
American Dental Association is committed to the safe and effective use of these modalities by appropriately educated
and trained dentists. The purpose of these guidelines is to assist dentists in the delivery of safe and effective sedation
and anesthesia.

Dentists must comply with their state laws, rules and/or regulations when providing sedation and anesthesia and will

only be subject to Section Ill. Educational Requirements as required by those state laws, rules and/or regulations.

Level of sedation is entirely independent of the route of administration. Moderate, and deep sedation or general
anesthesia may be achieved via any route of administration and thus an appropriately consistent level of training must
be established.

For childrend2-years-ofageand-under, the American Dental Association supports the use of the American Academy of
Pediatrics/American Academy of Pediatric Dentistry Guidelines for Monitoring and Management of Pediatric Patients
During and After Sedation for Diagnostic and Therapeutic Procedures. [Existing language moved from the Definitions section]

Il. Definitions
Methods of Anxiety and Pain Control

analgesia—the-diminution-orelimination-ofpain- [moved to Terms section]
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minimal sedation (previously known as anxiolysis) - a minimally depressed level of consciousness, produced by a
pharmacological method, that retains the patient's ability to independently and continuously maintain an airway and
respond normally to tactile stimulation and verbal command. Although cognitive function and coordination may be
modestly impaired, ventilatory and cardiovascular functions are unaffected.?

FurtherpPatients whose only response is reflex withdrawal from repeated painful stimuli would not be considered to
be in a state of minimal sedation.

The following definitions apply to administration of minimal sedation:

maximum recommended dose (MRD) - maximum FDA-recommended dose of a drug, as printed in FDA-approved
labeling for unmonitored home use.

dosing for minimal sedation via the enteral route — minimal sedation may be achieved by the administration of a drug,
either singly or in divided doses, by the enteral route to achieve the desired clinical effect, not to exceed the maximum
recommended dose (MRD).

The administration of enteral drugs exceeding the maximum recommended dose during a single appointment is
considered to be moderate sedation and the moderate sedation guidelines apply.

2 portions e Excerpted from Continuum of Depth of Sedation: Definition of General Anesthe5|a and Levels of Sedatlon/AnaIgesm 2014
2004, of the American Society of Anesthesiologists (ASA). A N W Way
Park-RidgeH-60068-2573-
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Nitrous oxide/oxygen when used in combination with sedative agent(s) may produce minimal, moderate, deep
sedation or general anesthesia. [This sentence was repositioned within this minimal sedation definition section]

If more than one enteral drug is administered to achieve the desired sedation effect, with or without the concomitant
use of nitrous oxide, the guidelines for moderate sedation must apply.

Note: In accord with this particular definition, the drug(s) and/or technigues used should carry a margin of safety wide
enough never to render unintended loss of consciousness. [Existing language repositioned within this minimal sedation definition

section] The use of the MRD to guide dosing for minimal sedation is intended to create this margin of safety.

moderate sedation - a drug-induced depression of consciousness during which patients respond purposefully to verbal
commands, either alone or accompanied by light tactile stimulation. No interventions are required to maintain a patent
airway, and spontaneous ventilation is adequate. Cardiovascular function is usually maintained.?

Note: In accord with this particular definition, the drugs and/or techniques used should carry a margin of
safety wide enough to render unintended loss of consciousness unlikely. Repeated dosing of an agent before
the effects of previous dosing can be fully appreciated may result in a greater alteration of the state of
consciousness than is the intent of the dentist. Further, a patient whose only response is reflex withdrawal
from a painful stimulus is not considered to be in a state of moderate sedation.

The following definition applies to the administration of moderate or greater sedation:

titration - administration of incremental doses of an intravenous or inhalation drug until a desired effect is
reached. Knowledge of each drug’s time of onset, peak response and duration of action is essential to avoid
over sedation. Although the concept of titration of a drug to effect is critical for patient safety, when the
intent is moderate sedation one must know whether the previous dose has taken full effect before
administering an additional drug increment.

deep sedation - a drug-induced depression of consciousness during which patients cannot be easily aroused but
respond purposefully following repeated or painful stimulation. The ability to independently maintain ventilatory
function may be impaired. Patients may require assistance in maintaining a patent airway, and spontaneous ventilation
may be inadequate. Cardiovascular function is usually maintained.?

general anesthesia - a drug-induced loss of consciousness during which patients are not arousable, even by painful
stimulation. The ability to independently maintain ventilatory function is often impaired. Patients often require

3 Excerpted from Continuum of Depth of Sedation: Deflnltlon of General Anesthe5|a and Levels of Sedatlon/AnaIgeS|a 2014 2004, of the
American Society of Anesthesiologists (ASA). A M N v Way
1L-60068-2573-
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assistance in maintaining a patent airway, and positive pressure ventilation may be required because of depressed
spontaneous ventilation or drug-induced depression of neuromuscular function. Cardiovascular function may be
impaired.

Because sedation and general anesthesia are a continuum, it is not always possible to predict how an individual patient
will respond. Hence, practitioners intending to produce a given level of sedation should be able to diagnose and
manage the physiologic consequences (rescue) for patients whose level of sedation becomes deeper than initially
intended.?

For all levels of sedation, the qualified dentist practitioner must have the training, skills, drugs and equipment to
identify and manage such an occurrence until either assistance arrives (emergency medical service) or the patient
returns to the intended level of sedation without airway or cardiovascular complications.

Routes of Administration

enteral - any technique of administration in which the agent is absorbed through the gastrointestinal (Gl) tract or
oral mucosa [i.e., oral, rectal, sublingual].

parenteral - a technique of administration in which the drug bypasses the gastrointestinal (Gl) tract [i.e.,
intramuscular (IM), intravenous (1V), intranasal (IN), submucosal (SM), subcutaneous (SC), intraosseous (10)].

transdermal - a technique of administration in which the drug is administered by patch or iontophoresis through
skin.

transmucosal - a technique of administration in which the drug is administered across mucosa such as intranasal,
sublingual, or rectal.

inhalation - a technique of administration in which a gaseous or volatile agent is introduced into the lungs and
whose primary effect is due to absorption through the gas/blood interface.

Terms

analgesia — the diminution or elimination of pain [Existing language moved from Definitions section]

local anesthesia - the elimination of sensation, especially pain, in one part of the body by the topical application or
regional injection of a drug. [Existing language moved from Definitions section]

Note: Although the use of local anesthetics is the foundation of pain control in dentistry and has a long record of
safety, dentists must be aware of the maximum, safe dosage limits for each patient. Large doses of local
anesthetics in themselves may result in central nervous system depression, especially in combination with sedative
agents. [Existing language moved from Definitions section]

qualified dentist - i ; e
Seetmn—l-l-l—ef—t—hese—@wde#ﬁea—er—a dentlst prowdlng sedation and anesthe5|a in compllance W|th thelr state ruIes

and/or regulations prierte-adeption-efthis-document.

3 Excerpted from Continuum of Depth of Sedation: Deflnltlon of General Anesthe5|a and Levels of Sedatlon/AnaIgeS|a 2014 2004, of the
American Society of Anesthesiologists (ASA). A M N v Way
1L-60068-2573-
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operating dentist — dentist with primary responsibility for providing operative dental care while a qualified dentist

or independently practicing qualified anesthesia healthcare provider administers minimal, moderate or deep

sedation or general anesthesia.

competency — displaying special skill or knowledge derived from training and experience.

must/shall - indicates an imperative need and/or duty; an essential or indispensable item; mandatory.

should - indicates the recommended manner to obtain the standard; highly desirable.

may - indicates freedom or liberty to follow a reasonable alternative.

continual - repeated regularly and frequently in a steady succession.

continuous - prolonged without any interruption at any time.

time-oriented anesthesia record - documentation at appropriate time intervals of drugs, doses
and physiologic data obtained during patient monitoring.

immediately available — on site in the facility and available for immediate use.

American Society of Anesthesiologists (ASA) Patient Physical Status Classification®

Classification

Definition

Examples, including but not limited to:

whose organs are being removed
for donor purposes

ASA | A normal healthy patient Healthy, non-smoking, no or minimal alcohol use

ASA Il A patient with mild systemic disease | Mild diseases only without substantive functional
limitations. Examples include (but not limited to):
current smoker, social alcohol drinker, pregnancy,
obesity (30 < BMI < 40), well-controlled DM/HTN, mild
lung disease

ASA I A patient with severe systemic Substantive functional limitations; One or more
disease moderate to severe diseases. Examples include (but

not limited to): poorly controlled DM or HTN, COPD,
morbid obesity (BMI 240), active hepatitis, alcohol
dependence or abuse, implanted pacemaker,
moderate reduction of ejection fraction, *ESRD
undergoing regularly scheduled dialysis, premature
infant PCA < 60 weeks, history (>3 months) of MI, CVA,
TIA, or CAD/stents.

ASA IV A patient with severe systemic Examples include (but not limited to): recent (< 3
disease that is a constant threat to months) MI, CVA, TIA, or CAD/stents, ongoing cardiac
life ischemia or severe valve dysfunction, severe reduction

of ejection fraction, sepsis, DIC, ARD or *ESRD not
undergoing regularly scheduled dialysis

ASAV A moribund patient who is not Examples include (but not limited to): ruptured
expected to survive without the abdominal/thoracic aneurysm, massive trauma,
operation intracranial bleed with mass effect, ischemic bowel in

the face of significant cardiac pathology or multiple
organ/system dysfunction

ASA VI A declared brain-dead patient

4 ASA Physical Status Classification System is reprinted with permission of the American Society of Anesthesiologists;-520-N-—Nerthwest
Highway-ParkRidge,H-60068-2573. Updated by ASA House of Delegates, October 15, 2014.
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*The addition of “E” denotes Emergency surgery: (An emergency is defined as existing when delay in treatment
of the patient would lead to a significant increase in the threat to life or body part)

American Society of Anesthesiologists Fasting Guidelines 5

Ingested Material Minimum Fasting Period
Clear liquids 2 hours
Breast milk 4 hours
Infant formula 6 hours
Nonhuman milk 6 hours
Light meal 6 hours
Fatty meal 8 hours

I1l. Educational Requirements
A. Minimal Sedation

1. To administer minimal sedation the dentist must demonstrate competency by having kave successfully completed:

a. training te-thelevelof competeney in minimal sedation consistent with that prescribed in the ADA Guidelines for
Teaching Pain Control and Sedation to Dentists and Dental Students,

or
b. a comprehensive training pregram in moderate sedation that satisfies the requirements described in the Moderate
Sedation section of the ADA Guidelines for Teaching Pain Control and Sedation to Dentists and Dental Students at the
time training was commenced,

or
c. b- an advanced education program accredited by the ABA Commission on Dental Accreditation that affords
comprehensive and appropriate training necessary to administer and manage minimal sedation commensurate with
these guidelines;

and
d. a current certification in Basic Life Support for Healthcare Providers.

2. Administration of minimal sedation by another qualified dentist or independently practicing qualified anesthesia
healthcare provider requires the operating dentist and his/her clinical staff to maintain current certification in Basic Life
Support for Healthcare Providers.

B. Moderate Sedation

1. To administer moderate sedation, the dentist must demonstrate competency by having have successfully
completed:

a. a comprehensive training program in moderate sedation that satisfies the requirements described in the Moderate
Sedation section of the ADA Guidelines for Teaching Pain Control and Sedation to Dentists and Dental Students at the
time training was commenced,

or

5 American Society of Anesthesiologists: Practice Guidelines for preoperative fasting and the use of pharmacologic agents to reduce
the risk of pulmonary aspiration: application to healthy patients undergoing elective procedures. Anesthesiology 114:495. 2011.
Reprinted with permission.
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b. an advanced education program accredited by the ABA Commission on Dental Accreditation that affords
comprehensive and appropriate training necessary to administer and manage moderate sedation commensurate with
these guidelines;

and
c. 1) a current certification in Basic Life Support for Healthcare Providers and 2) either current certification in Advanced
Cardiac Life Support (ACLS or equivalent) or completion of an appropriate dental sedation/anesthesia emergency
management course on the same recertification cycle that is required for ACLS.

2. Administration of moderate sedation by another qualified dentist or independently practicing qualified anesthesia
healthcare provider requires the operating dentist and his/her clinical staff to maintain current certification in Basic Life
Support for Healthcare Providers.

C. Deep Sedation or General Anesthesia

1. To administer deep sedation or general anesthesia, the dentist must demonstrate competency by having have
completed:

a. an advanced education program accredited by the ABA Commission on Dental Accreditation that affords
comprehensive and appropriate training necessary to administer and manage deep sedation or general anesthesia,
commensurate with Part IV.C of these guidelines;

and
b. 1) a current certification in Basic Life Support for Healthcare Providers and 2) either current certification in Advanced
Cardiac Life Support (ACLS or equivalent) or completion of an appropriate dental sedation/anesthesia emergency
management course on the same re-certification cycle that is required for ACLS.

2. Administration of deep sedation or general anesthesia by another qualified dentist or independently practicing
qualified anesthesia healthcare provider requires the operating dentist and his/her clinical staff to maintain current
certification in Basic Life Support (BLS) Course for the Healthcare Provider.

IV. Clinical Guidelines
A. Minimal sedation

1. Patient History and Evaluation

Patients considered for minimal sedation must be suitably evaluated prior to the start of any sedative
procedure. In healthy or medically stable individuals (ASA I, 11) this should say consist of a review of their
current medical history and medication use. Hewever, In addition, patients with significant medical
considerations (ASA Ill, IV) may require consultation with their primary care physician or consulting medical
specialist.

2. Pre-Operative Evaluation and Preparation

e The patient, parent, legal guardian or care giver must be advised regarding the procedure associated with
the delivery of any sedative agents and informed consent for the proposed sedation must be obtained.

e Determination of adequate oxygen supply and equipment necessary to deliver oxygen under positive
pressure must be completed.

e An appropriate focused physical evaluation must-should be performed-as-deemed-appropriate.
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e Baseline vital signs including body weight, height, blood pressure, pulse rate, and respiration rate must be
obtained unless invalidated by the nature of the patient, procedure or equipment the-patient'sbehavior
prohibitssuch-determination. Body temperature should be measured when clinically indicated.

e Preoperative dietary restrictions must be considered based on the sedative technique prescribed.

e Pre-operative verbal and written instructions must be given to the patient, parent, escort, legal guardian
or care giver.

3. Personnel and Equipment Requirements

Personnel:

e At least one additional person trained in Basic Life Support for Healthcare Providers must be present in
addition to the dentist.

Equipment:

e A positive-pressure oxygen delivery system suitable for the patient being treated must be immediately
available.

e Documentation of compliance with manufacturers’ recommended maintenance of monitors, anesthesia
delivery systems, and other anesthesia-related equipment should be maintained. A pre-procedural check
of equipment for each administration of sedation must be performed.

e  When inhalation equipment is used, it must have a fail-safe system that is appropriately checked and
calibrated. The equipment must also have either (1) a functioning device that prohibits the delivery of less
than 30% oxygen or (2) an appropriately calibrated and functioning in-line oxygen analyzer with audible
alarm.

e An appropriate scavenging system must be available if gases other than oxygen or air are used.

4. Monitoring and Documentation

Monitoring: A dentist, or at the dentist’s direction, an appropriately trained individual, must remain in the
operatory during active dental treatment to monitor the patient continuously until the patient meets the
criteria for discharge to the recovery area. The appropriately trained individual must be familiar with
monitoring techniques and equipment. Monitoring must include:

Consciousness:
e Level of sedation (e.g., responsiveness to verbal commands) must be continually assessed.

Oxygenation:
e Oxygen saturation by pulse oximetry may be clinically useful and should be considered.

Ventilation:

e The dentist and/or appropriately trained individual must observe chest excursions-ecentinuaty.
e The dentist and/or appropriately trained individual must verify respirations eentinualiy.

Circulation:
e Blood pressure and heart rate should be evaluated pre-operatively, post-operatively and intraoperatively as
necessary (unless the patient is unable to tolerate such monitoring).

Page 8 of 31



358
359
360
361
362
363
364
365
366
367
368
369
370
371
372
373
374
375
376
377
378
379
380
381
382
383
384
385
386
387
388
389
390
391
392
393
394
395
396
397
398
399
400
401
402
403
404
405
406
407
408

Documentation: An appropriate sedative record must be maintained, including the names of all drugs
administered, time administered and route of administration, including local anesthetics, dosages, and
monitored physiological parameters.

5. Recovery and Discharge

e  Oxygen and suction equipment must be immediately available if a separate recovery area is utilized.

e The qualified dentist or appropriately trained clinical staff must monitor the patient during recovery until
the patient is ready for discharge by the dentist.

e The qualified dentist must determine and document that level of consciousness, oxygenation, ventilation
and circulation are satisfactory prior to discharge.

e Post-operative verbal and written instructions must be given to the patient, parent, escort, legal guardian
or care giver.

6. Emergency Management

e [f a patient enters a deeper level of sedation than the dentist is qualified to provide, the dentist must
stop the dental procedure until the patient returns is returned to the intended level of sedation.

e The qualified dentist is responsible for the sedative management, adequacy of the facility and staff,
diagnosis and treatment of emergencies related to the administration of minimal sedation and
providing the equipment and protocols for patient rescue.

B. Moderate Sedation

1. Patient History and Evaluation

Patients considered for moderate sedation must undergo an evaluation prior to the administration of any
sedative. be-suitably-evaluated-priorto-thestart of any-sedative-procedure. -healthy-ormedically-stable
ndividuals{ASA+L-H)This should consist of at least a review at an appropriate time of their edrrent medical
history and medication use and NPO (nothing by mouth) status. Hewever; p-In addition, patients with
significant medical considerations (e.g., ASA Ill, IV) may should also require consultation with their primary
care physician or consulting medical specialist. Assessment of Body Mass Index (BMI)* should be considered
part of a pre-procedural workup. Patients with elevated BMI may be at increased risk for airway associated
morbidity, particularly if in association with other factors such as obstructive sleep apnea.

*Standardized BMI category definitions can be obtained from the Centers for Disease Control and Prevention
or the American Society of Anesthesiologists.

2. Pre-operative Evaluation and Preparation

e The patient, parent, legal guardian or care giver must be advised regarding the procedure associated with
the delivery of any sedative agents and informed consent for the proposed sedation must be obtained.

e Determination of adequate oxygen supply and equipment necessary to deliver oxygen under positive
pressure must be completed.

e An appropriate focused physical evaluation must should be performed-as-deemed-appropriate.
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e Baseline vital signs including body weight, height, blood pressure, pulse rate, respiration rate, and blood
oxygen saturation by pulse oximetry must be obtained unless precluded by the nature of the patient,

procedure or equipment thepatient's-behavierprohibitssuch-determination. Body temperature should

be measured when clinically indicated.

e Pre-operative verbal or written instructions must be given to the patient, parent, escort, legal guardian or
care giver, including pre-operative fasting instructions based on the ASA Summary of Fasting and
Pharmacologic Recommendations.

3. Personnel and Equipment Requirements

Personnel:
e At least one additional person trained in Basic Life Support for Healthcare Providers must be present in
addition to the dentist.

Equipment:

e A positive-pressure oxygen delivery system suitable for the patient being treated must be immediately
available.

e Documentation of compliance with manufacturers’ recommended maintenance of monitors, anesthesia
delivery systems, and other anesthesia-related equipment should be maintained. A pre-procedural check
of equipment for each administration of sedation must be performed.

e  When inhalation equipment is used, it must have a fail-safe system that is appropriately checked and
calibrated. The equipment must also have either (1) a functioning device that prohibits the delivery of less
than 30% oxygen or (2) an appropriately calibrated and functioning in-line oxygen analyzer with audible
alarm.

e The equipment necessary for monitoring end-tidal CO; and auscultation of breath sounds must be
immediately available.

e An appropriate scavenging system must be available if gases other than oxygen or air are used.

e The equipment necessary to establish intravascular or intraosseous intraveneus access must should be
available until the patient meets discharge criteria.

4. Monitoring and Documentation

Monitoring: A qualified dentist administering moderate sedation must remain in the operatory room to
monitor the patient continuously until the patient meets the criteria for recovery. When active treatment
concludes and the patient recovers to a minimally sedated level a qualified auxiliary may be directed by the
dentist to remain with the patient and continue to monitor them as explained in the guidelines until they are
discharged from the facility. The dentist must not leave the facility until the patient meets the criteria for
discharge and is discharged from the facility. Monitoring must include:

Consciousness:
e Level of sedation eensciousness (e.g., responsiveness to verbal command) must be continually assessed.

Oxygenation:

e  Oxygen saturation must be evaluated by pulse oximetry continuously.

Ventilation:
e The dentist must observe chest excursions continually.
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& The dentist must monitor ventilation and/or breathing by monitoring end-tidal CO unless precluded or
invalidated by the nature of the patient, procedure or equipment In addition, ventilation should be
monitored by continual observation of qualitative signs, including ehest-exeursienand auscultation of

breath sounds with a precordial or pretracheal stethoscope. Fhis-can-be-accomplished-by-auscultation-of
breath-sounds,meniteringend-tidal-CO2 or by-verbalcommunicationwith-the patient:

Circulation:

o The dentist must continually evaluate blood pressure and heart rate unless invalidated by the nature of

the patient, procedure or equipment. -the-patientisunable-to-telerate and this is noted in the time-

oriented anesthesia record.
e Continuous ECG monitoring of patients with significant cardiovascular disease should be considered.

Documentation:

e Appropriate time-oriented anesthetic record must be maintained, including the names of all drugs,
dosages and their adm|n|strat|on times, |ncIud|ng local anesthetics, dosages and monltored physiological
parameters.

e  Pulse oximetry, heart rate, respiratory rate, blood pressure and level of consciousness must be recorded
continually.

5. Recovery and Discharge

e  Oxygen and suction equipment must be immediately available if a separate recovery area is utilized.

e The qualified dentist or appropriately trained clinical staff must continually monitor the patient’s blood
pressure, heart rate, oxygenation and level of consciousness.

e The qualified dentist must determine and document that level of consciousness; oxygenation, ventilation
and circulation are satisfactory for discharge.

e Post-operative verbal and written instructions must be given to the patient, parent, escort, legal guardian
or care giver.

e If a pharmacological reversal agent is administered before discharge criteria have been met, the patient
must be monitored for a longer period than usual before discharge, since re-sedation may occur once the
effects of the reversal agent have waned.

6. Emergency Management

e [f a patient enters a deeper level of sedation than the dentist is qualified to provide, the dentist must stop
the dental procedure until the patient returns is returned to the intended level of sedation.

e The qualified dentist is responsible for the sedative management, adequacy of the facility and staff,
diagnosis and treatment of emergencies related to the administration of moderate sedation and
providing the equipment, drugs and protocol for patient rescue.

C. Deep Sedation or General Anesthesia

1. Patient History and Evaluation
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Patients considered for deep sedation or general anesthesia must undergo an evaluation prior to be-suitably

evaluated-priorto-thestart the administration of any sedative precedure. ia-healthy-ormedically-stable
individuals{ASA-L-H)tThis must consist of at least a review of their eurrent-medical history and medication

use and NPO (nothing by mouth) status. In addition, Hewever, patients with significant medical
considerations (e.g., ASA llI, IV) say should also require consultation with their primary care physician or
consulting medical specialist. Assessment of Body Mass Index (BMI)* should be considered part of a pre-
procedural workup. Patients with elevated BMI may be at increased risk for airway associated morbidity,
particularly if in association with other factors such as obstructive sleep apnea.

*Standardized BMI category definitions can be obtained from the Centers for Disease Control and
Prevention or the American Society of Anesthesiologists.

2. Pre-operative Evaluation and Preparation

e The patient, parent, legal guardian or care giver must be advised regarding the procedure associated with

the delivery of any sedative or anesthetic agents and informed consent for the proposed
sedation/anesthesia must be obtained.

e Determination of adequate oxygen supply and equipment necessary to deliver oxygen under positive
pressure must be completed.

e Afocused physical evaluation must be performed as deemed appropriate.

e Baseline vital signs including body weight, height, blood pressure, pulse rate, respiration rate, and blood

oxygen saturation by pulse oximetry must be obtained unless invalidated by the patient, procedure or

equipment thepatient'sbehaviorprohibitssuch-determination. In addition, body temperature should be

measured when clinically appropriate.

e Pre-operative verbal and written instructions must be given to the patient, parent, escort, legal guardian
or care giver, including pre-operative fasting instructions based on the ASA Summary of Fasting and
Pharmacologic Recommendations.

e Anintravenous line, which is secured throughout the procedure, must be established except as provided
in part IV. C.6. Pediatricand Special Needs Patients.

3. Personnel and Equipment Requirements
Personnel: A minimum of three (3) individuals must be present.

e Adentist qualified in accordance with part lll. C. of these Guidelines to administer the deep sedation or
general anesthesia.

e Two additional individuals who have current certification of successfully completing a Basic Life Support
(BLS) Course for the Healthcare Provider.

e  When the same individual administering the deep sedation or general anesthesia is performing the dental

procedure, one of the additional appropriately trained team members must be designated for patient
monitoring.

Equipment:

e A positive-pressure oxygen delivery system suitable for the patient being treated must be immediately
available.

Documentation of compliance with manufacturers’ recommended maintenance of monitors, anesthesia
delivery systems, and other anesthesia-related equipment should be maintained. A pre-procedural check
of equipment for each administration must be performed.
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e When inhalation equipment is used, it must have a fail-safe system that is appropriately checked and
calibrated. The equipment must also have either (1) a functioning device that prohibits the delivery of less
than 30% oxygen or (2) an appropriately calibrated and functioning in-line oxygen analyzer with audible
alarm.

e An appropriate scavenging system must be available if gases other than oxygen or air are used.

e The equipment necessary to establish intravenous access must be available.

e Equipment and drugs necessary to provide advanced airway management, and advanced cardiac life
support must be immediately available.

e The equipment necessary for monitoring end-tidal CO; and auscultation of breath sounds must be
immediately available.

e  Resuscitation medications and an appropriate defibrillator must be immediately available.
4. Monitoring and Documentation

Monitoring: A qualified dentist administering deep sedation or general anesthesia must remain in the
operatory room to monitor the patient continuously until the patient meets the criteria for recovery. The
dentist must not leave the facility until the patient meets the criteria for discharge and is discharged from the
facility. Monitoring must include:

Oxygenation:

e  Oxygenation saturation must be evaluated continuously by pulse oximetry.

Ventilation:

e Intubated patient: End-tidal CO2 must be continuously monitored and evaluated.

e Non-intubated patient: Breath-soundsvia-auscultation-andfore End-tidal CO2 must be continually
monitored and evaluated unless precluded or invalidated by the nature of the patient, procedure, or
equipment. In addition, ventilation should be monitored and evaluated by continual observation of
qualitative signs, including auscultation of breath sounds with a precordial or pretracheal stethoscope.

e  Respiration rate must be continually monitored and evaluated.

Circulation:

e The dentist must continuously evaluate heart rate and rhythm via ECG throughout the procedure, as well
as pulse rate via pulse oximetry.

e The dentist must continually evaluate blood pressure.

Temperature:

e A device capable of measuring body temperature must be readily available during the administration of
deep sedation or general anesthesia.

e The equipment to continuously monitor body temperature should be available and must be performed
whenever triggering agents associated with malignant hyperthermia are administered.

Documentation:

e Appropriate time-oriented anesthetic record must be maintained, including the names of all drugs,
dosages and their administration times, including local anesthetics and monitored physiological
parameters. ce-Additional Seurcesof-Informationforsample of a-time-oriented anestheticre

e Pulse oximetry and end-tidal CO2 measurements (if taken), heart rate, respiratory rate and blood pressure
must be recorded continually.

5. Recovery and Discharge
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e  Oxygen and suction equipment must be immediately available if a separate recovery area is utilized.

e The dentist or clinical staff must continually monitor the patient’s blood pressure, heart rate, oxygenation
and level of consciousness.

e The dentist must determine and document that level of consciousness; oxygenation, ventilation and
circulation are satisfactory for discharge.

e Post-operative verbal and written instructions must be given to the patient; and parent, escort, guardian
or care giver.

6. Pediatric-Patients-and-These-with-Special Needs Patients

Because many dental patients undergoing deep sedation or general anesthesia are mentally and/or
physically challenged, it is not always possible to have a comprehensive physical examination or appropriate
laboratory tests prior to administering care. When these situations occur, the dentist responsible for
administering the deep sedation or general anesthesia should document the reasons preventing the
recommended preoperative management.

In selected circumstances, deep sedation or general anesthesia may be utilized without establishing an
indwelling intravenous line. These selected circumstances may include very brief procedures or periods of
time, which, for example, may occur in some pediatrie-patients; or the establishment of intravenous access
after deep sedation or general anesthesia has been induced because of poor patient cooperation.

7. Emergency Management
The qualified dentist is responsible for sedative/anesthetic management, adequacy of the facility and staff,

diagnosis and treatment of emergencies related to the administration of deep sedation or general
anesthesia and providing the equipment, drugs and protocols for patient rescue.
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http://www.ada.org/
http://www.aapd.org/policies
http://www.perio.org/resources-products/posppr3-1.html
http://www.aaoms.org/index.php
http://www.aaoms.org/index.php
https://ecommerce.asahq.org/p-178-practice-guidelines-for-preoperative-fasting.aspx
http://www.asahq.org/publicationsAndServices/practiceparam.htm#sedation
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http://www.asahq.org/publicationsAndServices/sgstoc.htm
http://www.ada.org/115.aspx
http://www.cdc.gov/niosh/docs/94-100/
http://jada.ada.org/cgi/content/full/137/4/502

675
676

677
678
679
680
681

682
683
684
685
686
687
688
689
690
691
692
693
694
695
696
697
698
699
700
701
702
703
704
705
706
707
708
709
710
711
712
713
714
715
716
717
718
719
720
721
722
723
724

Revisions to the Guidelines for Teaching Pain Control and Sedation to
Dentists and Dental Students (Trans.2012:469)

Proposed by the Council on Dental Education and Licensure

Underscore denotes proposed additions
Strikethrough denotes proposed deletions

I. Introduction

The administration of local anesthesia, sedation and general anesthesia is an integral part of the practice of dentistry.
The American Dental Association is committed to the safe and effective use of these modalities by appropriately
educated and trained dentists.

Anxiety and pain control can be defined as the application of various physical, chemical and psychological modalities to
the prevention and treatment of preoperative, operative and postoperative patient anxiety and pain to allow dental
treatment to occur in a safe and effective manner. It involves all disciplines of dentistry and, as such, is one of the most
important aspects of dental education. The intent of these Guidelines is to provide direction for the teaching of pain
control and sedation to dentists and can be applied at all levels of dental education from predoctoral through
continuing education. They are designed to teach initial competency in pain control and minimal and moderate
sedation techniques.

These Guidelines recognize that many dentists have acquired a high degree of competency in the use of anxiety and
pain control techniques through a combination of instruction and experience. It is assumed that this has enabled these
teachers and practitioners to meet the educational criteria described in this document.

It is not the intent of the Guidelines to fit every program into the same rigid educational mold. This is neither possible
nor desirable. There must always be room for innovation and improvement. They do, however, provide a reasonable
measure of program acceptability, applicable to all institutions and agencies engaged in predoctoral and continuing
education.

The curriculum in anxiety and pain control is a continuum of educational experiences that will extend over several
years of the predoctoral program. It should provide the dental student with the knowledge and skills necessary to
provide minimal sedation to alleviate anxiety and control pain without inducing detrimental physiological or
psychological side effects. Dental schools whose goal is to have predoctoral students achieve competency in
techniques such as local anesthesia and nitrous oxide inhalation and minimal sedation must meet all of the goals,
prerequisites, didactic content, clinical experiences, faculty and facilities, as described in these Guidelines.

Techniques for the control of anxiety and pain in dentistry should include both psychological and pharmacological
modalities. Psychological strategies should include simple relaxation techniques for the anxious patient and more
comprehensive behavioral techniques to control pain. Pharmacological strategies should include not only local
anesthetics but also sedatives, analgesics and other useful agents. Dentists should learn indications and techniques for
administering these drugs enterally, parenterally and by inhalation as supplements to local anesthesia.

The predoctoral curriculum should provide instruction, exposure and/or experience in anxiety and pain control,
including minimal and moderate sedation. The predoctoral program must also provide the knowledge and skill to
enable students to recognize and manage any emergencies that might arise as a consequence of treatment.
Predoctoral dental students must complete a course in Basic Life Support for the Healthcare Provider. Though Basic Life
Support courses are available online, any course taken online should be followed up with a hands-on component and
be approved by the American Heart Association or the American Red Cross.
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Local anesthesia is the foundation of pain control in dentistry. Although the use of local anesthetics in dentistry has a
long record of safety, dentist