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Introduction

The administration and the management of health programs for American Indians and
Alaska Natives (Al/ANs) have changed progressively since their inception. The
“Management of Oral Health Programs” section of this document provides a historical
and legislative overview, followed by current information on the administration and
management of healthcare programs for Native Americans. Included are the mission and
goal of the Indian Health Service (IHS), a description of the diversity of health programs
within the IHS infrastructure, a comparison of Title I and Title Il legislation, references
to various planning documents and management models that are applicable to health
programs, a description of various legal issues relevant to the practice of dentistry, an
overview of the Resource Requirement Methodology, a guide to completing a Request
for Contract, information on oral health surveys, and a description of research activities
in the IHS Dental Program, including a list of publications related to the oral health of
Al/ANs.

Note: For simplicity, the term “management’ in this section refers to both the
administrative and management aspects of programs.

In general, healthcare for AlI/ANs can be considered as a prepaid insurance plan. There
are several mechanisms for carrying out this plan, including traditional IHS programs,
Title 1 Tribal contract programs, Title 11 Tribal self-governance compacts, and Title V
Urban Indian programs. Legislation during the last 20 years clearly shows the intent of
Congress to achieve the maximum participation of Indian people in the administration
and management of Indian healthcare programs. In the case of Tribal and Urban
programs, the role of the IHS is becoming primarily consultative in nature. This chapter
emphasizes that consultative role.

Additional information can be found on the IHS fact sheet at:
http://info.ihs.gov/Files/IHSFacts-June2006.pdf.

Historical and Legislative Highlights

Article | of the Constitution of the United States reserves to the federal government the
authority “...to regulate Commerce with foreign nations, and among the several states,
and with Indian Tribes.”

In the early history of this country, the only federal health services available to Indian
people were those provided by military physicians relative to the prevention of the spread
of smallpox and other contagious diseases — diseases which were virtually unknown to
Indian people before their contact with non-Indians. In 1849, Indian health policy shifted
from military to civilian administration with the transfer of the Bureau of Indian Affairs
(BIA) from the War Department to the newly-created Department of the Interior.
Although some limited progress occurred under this new administrative arrangement, by
1875 there were only about half as many physicians as there were Indian agencies, and by
1900 the physicians serving Indians numbered only 83.
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During this time, Indian health services were financed from miscellaneous funds
appropriated to the BIA. Appropriations earmarked specifically for health services to
Indians first occurred in 1911, in the amount of $40,000. Dental services for Native
Americans began in 1913, when the BIA assigned five dentists to travel among the
reservations and Indian schools providing dental care. Since there were few roads, travel
was often on horseback. A treadle handpiece, forceps, and the shade of a tree sometimes
served as a clinic, and a bedroll as a home.

The Snyder Act of November 2, 1921, (25 USC 13), provided the formal legislative
authorization for federal healthcare for Indian people. It authorized the Secretary of the
Interior to expend funds for the “relief of distress and conservation of the health of
Indians.” This short phrase of the Snyder Act continues to be the basic legislative
statement of the Federal Government’s obligation to provide health services to Indian
people.

In the mid-1920s, a more serious commitment was made to address the health needs of
Indian communities. Civil service health professionals were aided by the assignment of
commissioned officers of the United States Public Health Service (USPHS) to the BIA.
While the increased number of professionals helped to some degree, the program was
continually plagued with outdated facilities, severe understaffing, and inadequate
appropriations. The Merian Report of 1928 described conditions and recommended
additional Federal assistance to help the Indian people to once again become self-
sufficient.

By 1934 there were 12 full-time dentists attempting to serve some 260,000 Indian people.
Clinics were held in hospital rooms, school rooms, small adobe houses, or anywhere that
space was available. There were still no fixed dental facilities, but in 1934 two dental
trailers were purchased to serve as mobile clinics.

The number of professional staff serving Indian people declined during World War II.
Several studies evaluated the BIA health program, including the 1948 Bureau of the
Budget study, the 1949 report by the Hoover Commission, and a 1949 study by the
American Medical Association, which identified the need for a new approach to Indian
health programs through the USPHS.

In 1955, Public Law 83-568 (42 USC 2001), the Transfer Act, transferred responsibility
for the healthcare of American Indians from the BIA to theUSPHS with the establishment
of the IHS. This act described the scope of the federal health program for Indian people

in more detail than the Snyder Act. The Transfer Act made specific reference to the
maintenance and operation of hospitals and health facilities.

By 1955 the Dental Program had 46 dentists and 22 auxiliary dental staff. The
development of fixed clinics, the concept of preventive care, and the use of assistants to
help dentists work more efficiently all had been incorporated into the program by the
time the IHS came into existence.
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In 1957, Public Law 85-151 (42 USC 2005) authorized federal assistance in the
construction of community hospitals, thus making needed hospital facilities available to
Indians. In 1959, Public Law 86-121 (42 USC 2004a) gave legislative form to IHS
responsibilities for sanitation facilities and services. It provided specific legislative
authority for domestic and community water systems, drainage, and sewage and waste
disposal systems. Other laws, court decisions, and policies continued to clarify, increase
flexibility, and add responsibilities to the IHS throughout the next two decades.

The Indian Self-Determination and Education Assistance Act, P.L. 93-638 (25 USC 450),
was signed into law on January 4, 1975. Like the Transfer Act of 1955, the Self-
Determination Act addressed questions of who would be the administrators of the Indian
Health Program, rather than questions on the nature and extent of the program. The Act
directed the IHS to turn over administrative and operational responsibility for all or parts
of the IHS program to the Tribe(s) served by that program, upon the request of the
Tribe(s), using the mechanisms of grants and contracts. The act authorized the IHS to
make grants to Tribes for the planning, development, and facility construction of health
programs.

With the passage of the Indian Healthcare Improvement Act, P.L. 94-437 (USC 1601), on
September 30, 1976, the Congress defined the scope of the Indian Health Program by
describing two major goals:

1. To ensure that the health status of Indian people is brought to the highest
possible level

2. To achieve the maximum participation of Indian people in Indian health
programs

This act was structured to address the backlog of unmet healthcare needs of Indian people
in both reservation and urban settings, and to maintain a system for providing high-
quality health services to these two groups. P.L. 93-638 provided the mechanism for
utilizing resources provided by P.L. 94-437 and other authorities to fund the development
of Indian self-determination.

Not only did P.L. 94-437 enumerate the nation’s goals for Indian health, but it also
explained in legislative language many of the programs and services already provided by
the IHS. The law also established a number of new programs such as those that deal with
Indian health manpower, alcohol abuse, the eligibility of IHS facilities for Medicare and
Medicaid reimbursements, and services for Urban Indians. This provided the IHS with a
broad legal base supporting the comprehensive health programs necessary to effectively
advance toward the goals defined in P.L. 94-437.

More information on this Act can be found at
http://info.ihs.gov/Files/IHCIA ReauthorizationAct-Jan%202006.pdf.

In 1988 the Indian Self-Determination Act underwent a major revision, and the Self-
Governance Demonstration Project (SGDP) was established. The SGDP gave a limited
number of Tribes the ability to enter into compacts with the federal government, which
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increased the scope of each participating Tribe’s administrative control over its health
programs (See “Title I and Title I11 Legislation Compared” subsection of Section ).

In 1994 the Indian Self-Determination Contract Reform Act was enacted, which enabled
Title 1 Tribes (Tribes operating under Indian Self-Determination contracts) to have access
to many of the same benefits as Title 111 Tribes (Tribes operating under Self-Governance
compacts). Under both systems, Tribes now have access to “Tribal shares,” which
represent the proportion of funds, attributable to each Tribe, used to support IHS
Headquarters and Area Office activities.

The 1994 legislation was a major step in achieving the goal of maximum participation of
Al/ANs in Indian health programs. The IHS continues to move steadily from a
management role to a consultative role, helping Tribes and Urban Indian programs to
successfully manage their own health programs, including dental programs.

Additional information on the legal basis for the provision of IHS can be found on the
IHS fact sheet at http://info.ihs.gov/Files/BasisForServices_Jan2006.pdf.

Mission, Goal, and Foundation of the IHS

The IHS, an agency within the Department of Health and Human Services (HHS), is
responsible for providing federal health services to AI/ANs. The provision of health
services to members of federally-recognized tribes grew out of the special government-
to-government relationship between the federal government and Indian tribes. This
relationship, established in 1787, is based on Avrticle I, Section 8 of the Constitution, and
has been given form and substance by numerous treaties, laws, Supreme Court decisions,
and Executive Orders. The IHS is the principal federal healthcare provider and health
advocate for Indian people, and its goal is to raise their health status to the highest
possible level. The IHS currently provides health services to approximately 1.5 million
AIl/ANs who belong to more than 557 federally recognized tribes in 35 states.

Mission

The mission of the IHS, in partnership with AI/AN people, is to raise the physical,
mental, social, and spiritual health of AlI/ANs to the highest level.

Goal

To assure that comprehensive, culturally acceptable personal and public health services
are available and accessible to AI/AN people.

Foundation

To uphold the Federal Government's obligation to promote healthy Al/AN people,
communities, and cultures and to honor and protect the inherent sovereign rights of
Tribes.

In order to carry out its mission, attain its goal, and uphold its foundation, the IHS:
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e Assists Tribes in developing their health programs through activities such
as health management training, technical assistance, and human resource
development

e Assists Tribes in coordinating health planning, in obtaining and using
health resources available through federal, state, and local programs, and
in operating comprehensive healthcare services and health programs

e Provides comprehensive healthcare services, including hospital and
ambulatory medical care, preventive and rehabilitative services, and
development of community sanitation facilities

e Serves as the principal federal advocate in the health field for Indians to
ensure comprehensive health services for Indian people

Additional information can be found at:
http://www.ihs.qgov/Publiclnfo/PublicAffairs/Welcome Info/ThisFacts.asp.

Diversity of Programs
IHS Programs

Between 1955 and 1975, virtually all health programs that provided dental care for
Native Americans were managed by the IHS. With few exceptions, the dentists were
commissioned officers of the USPHS, and the dental auxiliary staff were federal civil
service employees. Many of these “traditional” IHS programs are still in operation, but
now they are only one of four different types of programs which provide health services
for Indian people.

Tribal 638 Contracts

Since the advent in 1975 of Public Law 93-638, the Indian Self-Determination and
Education Assistance Act, many Tribes have elected to manage their own health
programs, including the dental components. Funds that would have been used to operate
an IHS program are transferred to the Tribe through a Title | “638 contract,” and the
Tribe operates the program. Typically the dental staff are hired directly by the Tribe
(Tribal-hires), but Tribes have the option of hiring PHS commissioned officer dentists
through a Memorandum of Agreement (MOA) with the IHS. Civil service employees
also can be detailed to Tribal programs for a limited tour through an Intergovernmental
Personnel Agreement (IPA).

The 1994 Indian Self-Determination Contract Reform Act gave Tribes the right to gain
access not only to funds used for the provision of direct services, but also to nonresidual
funds (funds for services that are contractible by Tribes) which are used to support the
IHS Area Offices and IHS Headquarters. These are known as “Tribal shares.” Using the
Dental Program as an example, Tribes now have the right to determine whether they
would like to continue to receive the dental support they have received from the Area
Office and/or from Headquarters. If they decide to continue to receive support from the
Area Dental Program, then that Tribe’s portion of those funds is left in the Area Office
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budget. This is known as “retained Tribal shares.” If the Tribe decides to take its share of
the Area Office dental funds, then the Tribe will provide administrative support to its
own Dental Program, either internally, through the hiring of outside consultants, or via
some other mechanism. A similar decision must be made by the Tribe regarding support
from the IHS Headquarters Dental Program.

A detailed description of this process is included in the “Title I and Title 111 Legislation
Compared” section below.

Self-Governance Compacts

TheSGDP was initiated in the BIA in 1988 and applied to the IHS in 1992. It gave 30
Tribes (plus 30 additional Tribes each year) the right to assume administrative
responsibilities beyond those provided by the original Indian Self-Determination Act.
This was accomplished through compacts with the federal government that enabled
Tribes to manage not only the operation of their health programs, but also to assume
control over the administrative support provided by IHS Headquarters and Area Offices.

This demonstration project was the precursor of the 1994 Indian Self-Determination
Contract Reform Act, which contains many of the same provisions. See the “Title | and
Title 111 Legislation Compared” subsection for details.

Urban Indian Programs

The legislative basis that supports health programs for Urban Indian people lies in two
pieces of legislation: the Snyder Act of 1921 and Title V (Health Services for Urban
Indians) of the Indian Healthcare Improvement Act of 1988 (P.L. 100-713). Although
the arrangement is similar to the Tribal 638 contracting mechanism, there are differences.
Urban programs exist through a contract or grant with a nonprofit Urban Indian
organization. The eligible Indian population for Urban programs has been expanded to
include American Indians who are from state-recognized Tribes and members of Tribes
terminated by the federal government in the 1950s.

Approximately one-third of Urban Indian programs provide only information and referral
(usually for behavioral health services such as substance abuse and mental health), one-
third provide limited primary care, and the remaining one-third provide comprehensive
primary care, including medical and dental services. The level of direct care available is
related to the capability of the Urban programs to gain access to alternate resources from
federal, State, and local sources to supplement the Title V funding.

As in Tribal programs, staff are usually hired directly by the Urban Indian program, but
federal employees such as USPHS commissioned officers can be detailed to Urban
programs. Staff from Urban Indian programs also are eligible for scholarship payback
and the Loan Repayment Program, if funds are available.
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Unlike Tribal programs, Urban Indian programs are not eligible to assume Tribal shares
for services that they receive from Area Office or Headquarters, nor are they eligible to
enter into self-governance compacts.

Additional Resources

Tribal Programs: http://www.ihs.gov/NonMedicalPrograms/Tribal/Tribal_index.asp

Urban Programs: http://www.ihs.gov/NonMedicalPrograms/Urban/Urban_index.asp

Tribal Self Governance: http://www.ihs.gov/NonMedicalPrograms/SelfGovernance/

Program Management and Planning

The management and planning of dental programs above all must address the needs of
the customers (i.e., patients) who will receive the dental care. This includes stated needs
that individual patients demand, such as having convenient access to emergency dental
care, and unstated needs, such as a high prevalence of untreated oral diseases in the
population being served by the program.

Ideally, services to be provided should be based upon the rates and types of disease
among the total population, appropriateness of services for the total population, and
demand of the total population, rather than upon ideal treatment for the individual patient.
This is the public health principle of “doing the most good for the most people.”

When the issue of limited resources is added to the concept, this principle becomes,
“doing the most good for the most people, at the lowest possible cost.” This implies the
existence of community and clinical prevention programs, since in most cases it costs less
to prevent dental disease than to treat it.

Finally, when the issues of patient satisfaction and provider satisfaction are added to the
equation, the principle can be expanded to read, “doing the most good for the most
people, at the lowest possible cost, and in a manner that is acceptable to those served and
those serving.” This implies that customer expectations be assessed and addressed, and
that working conditions, pay, and benefits meet the needs of the staff providing the
services.

For these things to occur, the Dental Program must respond to community needs, the
community must respond to the needs of the Dental Program, and decisions that affect
the Dental Program must be made jointly. Rather than dental professionals making all the
program decisions and doing things “to” and “for” people, as was often done in the past,
program decisions now should be made in partnership with Tribal or Urban Indian boards
and with the community as a whole.

Following are some specific concerns dental health providers should address when
applying the public health approach to practice management:
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1. Assuring access to oral health services for all AI/AN people for which the
program is responsible.

Some questions to ask are: What is the oral health status of the
community? What does the community perceive its oral health to be? Are
the providers aware of and sensitive to oral disease rates and unique risk
factors in the community? Does the practice respond to the actual
treatment needs of the community or to those dictated by the Tribe,
Service Unit, Area Office, or Headquarters?

2. Assessing the demand for care.

What are the barriers? What are the facilitators? Where is the community
in terms of socioeconomic, cultural, ethnic, and educational achievement
elements that relate to demand? What are the professional and personal
health attitudes and values that control demand?

3. Determining the resources that are available to the community.

What number and types of manpower are there? What is their productive
capacity and potential? Has every fiscal source been examined? Can the
Tribe help? Are there concerned individuals and groups within the
community that could be used as dental resources? Are volunteers
available? Are there organizations (such as dental, dental hygiene, or
dental assisting schools) or individuals outside the community that could
be used as resources?

If these and similar issues are considered, the management of the program will better
meet the oral health needs of the community, but first they need to be incorporated into a
plan. The program planning mechanism most commonly used in the IHS Dental Program
is Denniston’s POARE model:

P = Problem Statement
) = Objectives

A = Activities

R = Resources

E = Evaluation

The first step is the development of a problem statement, which identifies a situation or
condition of people or the environment that is considered undesirable by the program
staff and the community. The problem statement identifies the gap between what exists
and what the program and community would like to see exist.
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The second step is the development of one or more objectives that address the problem.
Each objective is a situation or condition that is desirable and which the program will
attempt to attain or maintain. An objective should describe what condition will be
addressed, who has the condition, where the condition exists, the amount or extent of the
condition that is intended will exist, and when this is will be accomplished.

The third step is the development of activities, which are procedures that are carried out
in order to accomplish the program objectives. Specification of activities should include
what will be done, when, by whom, where, and how.

The fourth step is the identification of resources, which include the persons, money,
equipment, facilities, technology, talent, and time involved in the performance of the
activity or set of activities.

The fifth step in the planning process is identification of an evaluation process to
determine the outcome of the activities and the effectiveness, efficiency, and
acceptability of the outcomes.

Finally, the steps in the POARE model should be viewed as a circle, representing a
continual process, because the results of the evaluation should be used in the
development of future problem statements.

Additional information on POARE and the planning process can be found in Chapter 4 of
this manual in the section titled “HP/DP Program Planning - POARE.”

Following is an excellent reference for information on the public health approach to
dentistry:

Burt, Brian A. and Eklund, Stephen A. Dentistry, Dental Practice, and the Community,
6th edition, W.B. Saunders Co., 2005.

Legal Aspects of Medical/Dental Practice: Overview And Selected Issues

Disclaimer: All legal claims are unique, with their own circumstances and nuances.
While the study of trends can yield useful information, legal counsel is suggested when
addressing any individual legal claim.

The following introduction to dental malpractice issues was written by an HHS
representative who at the time of writing serves as an HHS dental representative to the
Medical Claims Review Panel (MCRP). In the course of these duties approximately 1,000
medical and dental malpractice claims have been reviewed over the course of 7 years.
Trends and comments in this introduction are based on personal observation. This
overview was not written by an attorney, and is not to be construed as legal advice.

It is human nature to avoid detailed consideration of potentially disturbing issues. The
thought of being involved in a malpractice claim, or of being named to the National
Practitioner Data Bank (NPDB), is unsettling. Yet a basic knowledge of the system in
which federal claims are handled in IHS, HHS, and the Department of Justice (DoJ),
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along with strategies to minimize the probability of a successful claim, are of obvious
value.

The set of topics related to malpractice claims in IHS, such as the Federal Tort Claims
Act (FTCA), the NPDB, informed consent, standard of care, scope of work, and so on is
reviewed in detail in “Risk Management and Medical Liability, A Manual for IHS and
Tribal Healthcare Professionals” by Dr. Steve Heath. This document is available on the
IHS Web site at http://www.ihs.gov/NonMedicalPrograms/NC4/Documents/RM2_a.pdf.
All dentists and hygienists are encouraged to review the pertinent detailed information in
Dr. Heath’s document. If questions remain after review of the pertinent information, the
reader should feel free to contact Dr. Patrick Blahut, or the current dental representative
of HHS on the MCRP.

This introduction will address the questions most commonly asked by dentists and dental
hygienists. These are:

e Who is at risk when a claim is filed, and exactly what specific risks are
involved?

e How can | avoid being named in a malpractice claim?

e What dental procedures are most closely associated with successful dental
malpractice claims?

There is a fourth set of questions that are not commonly asked, but should be:

e What is informed consent?
e Who can legally give consent?

e Do | need to obtain informed consent in order to treat minors when parents
are not readily available?

Who is at risk? What are the specific risks?

When a dental patient files a malpractice claim, the issues of “who is at risk?” and “what
specific risks are involved?” can be very confusing. In order to shed light on these two
seemingly simple questions, the reader must first have a rudimentary understanding of
the FTCA and the NPDB.

Before 1946, the federal government could not be held liable for the actions of its
employees because of the doctrine of sovereign immunity. The recourse of individuals
injured by federal employees was limited to suing the employee and petitioning
Congress. In 1946 Congress passed the FTCA, which provides that the United States may
be liable for the negligent acts of its employees (and of certain contractors). It is under
the FTCA that claims alleging negligent dental or medical care are made against the
federal government.

The FTCA provides a limited waiver for the sovereign immunity of the federal
government when a federal employee or employees are negligent within the scope of
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their employment or their scope of work. Strictly speaking, it is the government and not
the healthcare provider that is sued. Patients alleging under the FTCA can ask only for
money; and since the request is directed at the government, it would seem that the answer
to “who is at risk?” is “only the federal government.” This would be the case if it were
not for the NPDB.

One common misconception is that the government provides malpractice insurance for its
employees. Coverage under the FTCA is fundamentally different from private sector
malpractice insurance. This distinction has important ramifications, both positive and
negative, for the providers involved in malpractice claims. The primary positive attribute
of the FTCA: it is free to all federal healthcare providers. The primary negative attribute:
while the federal government is the defendant in any suit, the healthcare provider is at
risk to being named to the NPDB. Since the government and not the provider is being
sued, the provider’s opportunity for representation may be limited.

The NPDB is a clearinghouse or data warehouse that collects and releases information
about payments made on behalf of physicians, dentists, dental hygienists, and other
licensed healthcare providers as a result of malpractice actions and claims. The NPDB
was created by Congress in 1986 in response to a number of perceived problems with our
healthcare system:

e The number of malpractice claims against healthcare providers, and
especially against physicians, was increasing rapidly.

e There were disturbing instances of physicians named in multiple
malpractice claims moving from state to state to “start anew” and avoid
detection. One specific practitioner with a string of serious malpractice
claims, profiled in influential New York and Washington D.C.
newspapers, provided Congress with the motivation to act.

e There was growing concern about the general quality of healthcare and
the accountability of providers in the United States.

Healthcare providers are named to the NPDB for two general reasons:

1. If a hospital or clinic restricts or curtails privileges for 30 consecutive days
or more based on conduct or competence, this action must be reported
under law to the NPDB.

2. Ifany payment is made, including settlements or court judgments, as a
result of a malpractice claim, the provider must be named to the NPDB.

The answer to “who is at risk?” is both the federal government and the individual
healthcare provider. The specific risk to the government is financial; the risk to the
provider is that of being named to the NPDB.

A number of misconceptions surround the FTCA and the NPDB. The following points
are accurate, but often misconstrued:
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The FTCA covers some, but not all, contractors. Independent contractors
are covered only if it can be shown that the government had authority to
control the detailed performance of the contractor, and exercised
substantial supervision over the contractor’s day-to-day activities.

The HHS cannot name to the NPDB individuals who are not covered by
the FTCA. Nor can unlicensed individuals be named to the NPDB. Thus,
if a dental assistant or unlicensed student injures a patient, it is the
supervising federal employee who is at risk to being named to the NPDB.

The respective roles of the Office of General Counsel (OGC), the DoJ, and
the MCRP are understandably confusing to IHS healthcare providers. The
OGC and DoJ defend the federal government, and are not involved in
determination of who, if anyone, is named to the NPDB. The MCRP is the
sole entity charged with the responsibility for identifying practitioners to
be named to the NPDB.

The significance of being named to the NPDB is unclear. Almost all state
licensing boards ask about malpractice settlements during the process of
license renewal. Dentists and hygienists seeking license in a new state will
likely be asked to document any entries in the NPDB. Hospitals and
Health Maintenance Organizations (HMOs) regularly query or check the
NPDB during the credentialing process. The entry in the NPDB,
accompanied by a brief narrative outlining the details of the case, is
appropriately viewed as a “red flag” suggesting the need for further
investigation. The practical significance of the entry in the NPDB, and the
ramifications of the entry, rest in the perspectives of the investigating
body. A provider seeking to change his state of practice or enter into an
HMO may have some explaining to do. On the other hand, a practitioner
in private practice and remaining in the same state may find an entry in the
NPDB to be of little practical significance.

How Can | Avoid Being Named In A Malpractice Claim?

Strictly speaking, there is no way to absolutely avoid being named in a malpractice claim.
Good clinical skills and judgment, a pleasing chair-side manner, and attention given to
receiving and documenting informed consent are all important factors that can minimize
but not eliminate the risk of being named in a malpractice claim.

Since anyone can choose to file a lawsuit, a more practical question is “How can | avoid
being named in a successful malpractice suit?” Specific suggestions include:

Maintain your clinical competency. Be careful of getting into complicated
procedures, especially if your local or immediate “back-up system” of
expert clinical support is minimal.

Document all professional communications, including telephone
conversations.

Management
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Make clear, legible, and complete record-keeping a high priority,
identified as part of the clinical care process rather than as a necessary
additional chore separate from the provision of care.

Pay particular attention to clear communication with your patients. Foster
realistic expectations, and obtain and document informed consent in
writing.

Pay particular attention to the dental procedures listed immediately below
that are associated with malpractice claims.

What Dental Procedures And Treatment Decisions Are Most Closely Associated
With Successful Dental Malpractice Claims?

While the total number of medical and dental malpractice claims in HHS is increasing,
and the number of IHS dental claims has increased gradually in recent years, the total
number of IHS dental claims remains relatively small. Because of the small number of
claims, any apparent trends are obscured by the general variability of claims from one
year to the next. Also, a small number of similar claims in the coming years could alter
the trends discussed herein. Nevertheless, approximately 12 years of HHS dental data
yield the following associations:

Oral surgery procedures are closely associated with successful malpractice
claims. In this regard, two issues stand out:

e Extraction of the wrong tooth. This specific claim is seen by the
MCRP as somewhat analogous to a physician who operates on the
wrong body part. All such claims received over the past decade, when
substantiated, have been settled rather than defended. While the total
number of claims over the years has been low, this is nevertheless the
one most common specific clinical misadventure associated with
successful dental malpractice claims.

e Extractions that result in temporary or permanent nerve damage. Note
that unlike the extraction of the wrong tooth, the infliction of nerve
damage can sometimes be successfully defended. Less-than-ideal
results from surgery are not necessarily grounds for a successful
malpractice claim. The outcome of each individual case depends on
the circumstances, general documentation, diagnostic records, and
specific documentation with regard to informed consent.

These two oral surgery problems account for approximately one-half
of all successful dental malpractice claims.

Poorly documented informed consent, or lack of documentation in this
regard, are both associated with successful malpractice claims. While lack
of informed consent in lieu of any injury may constitute grounds for
assault but is unlikely to result in a successful malpractice claim, any
perceived injury whatsoever that triggers a claim is difficult to defend
without carefully documented informed consent.
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This last piece of advice leads into the final series of related questions concerning
informed consent.

What Is Informed Consent?

The concept goes back to the early years of the twentieth century, and gained widespread
acceptance immediately after World War 11. The underlying premise is that all competent
adults have the right to determine what is done to their bodies. Informed consent includes
discussion of diagnosis, proposed treatment, risks of proposed treatment, and alternatives,
including the prognosis associated with no treatment whatsoever. Informed consent

requires communication and information transfer; it is not a piece of paper with signature.

Who Can Legally Give Consent?

The authority to consent to treatment lies solely with the patient, assuming he or she is a
competent adult.

Do | Need To Obtain Informed Consent In Order To Treat Minors If Parents Are
Not Available?

This is a particularly relevant issue in many locations in Indian country. Many providers,
support staff, and parents remember a time not long ago when informed consent was not
consistently documented, and when complex treatment plans requiring multiple
appointments were completed on youngsters without ever consulting with parents or
guardians.

Documented informed consent is now considered mandatory prior to treating minors. The
convoluted situations IHS provider encounter with regard to unavailable parents,
expectations of Head Start programs, children cared for by relatives, and so on are
beyond the scope of this introduction. Suffice it to say that with the exception of true
emergencies, treatment should not be rendered to minors (defined in most states as
individuals under the age of 18) without documented informed consent from the parent(s)
or legal guardian(s).

Each malpractice claim is unique, in that the details and circumstances are always at least
slightly different. Because of this, attorneys rarely speak in generalities, and prefer to
focus on the particulars of individual cases. However, DoJ attorneys were recently asked
the following questions:

e “What factors commonly result in settlement rather than defense of a
malpractice claim?”

e “What do providers commonly do that results in losing a potentially
defensible case?”

They offered three responses:
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e Poor documentation of professional communications and poorly
documented records in general. If something is stated in the patient’s
record, it is presumed to have occurred. Conversely, if it is not stated in
the record, it cannot be assumed to have happened.

e Lack of documentation of informed consent, or poorly documented
informed consent.

e Alteration or falsification of medical records. Such an act can be construed
almost as a personal affront to the integrity of the federal District Court
system.

Additional general information about Malpractice and Informed Consent can be found on
the Safety Net Dental Clinic Manual Web site at:
http://www.dentalclinicmanual.com/chapt4/section_03/topic_01/images/malpractice.doc

and at http://www.dentalclinicmanual.com/ Chapter 4 (Clinic Operations) Sections IV j,
VK IVI] IV m, and IV n.

Resource Requirement Methodology

The Resource Requirement Methodology (RRM) is a systematic process for determining
the resource requirements, including personnel and contract dollars, that are necessary to
provide effective, efficient, and acceptable dental services for eligible AI/ANs. The RRM
provides a mechanism for all programs, Service Units, Tribes, or Areas Offices to be
compared on the same relative scale with regard to resource requirements. The RRM also
provides important supportive data for Congressional appropriation hearings.

The current RRM formula is based on oral health status and treatment needs data
provided by the 1991-1992 IHS Oral Health Survey. While there are newer data from the
1999 IHS Oral Health Survey, it was decided that it would not be cost-effective to redo
the RRM formulas with the new data. The survey data and official IHS population data
are used as variables in a formula to calculate an RRM profile. Following are some of the
assumptions used in the RRM calculation:

1. Approximately 70 percent of eligible Native Americans would seek dental
treatment in a given year if relatively free access were available. This
estimate is based on studies of utilization of dental care under various
dental insurance coverage rates.

2. The backlog of treatment needs for a given population will not be reduced
all at once, but over a period of eight years.

The calculation of annual workload per capita is accomplished by multiplying the eligible
Indian population by the 70% utilization rate, and then multiplying the result by per
capita annual treatment needs for incidence. A similar calculation is performed using a
prorated portion (12.5%) of the per capita backlog needs. Then these two numbers are
added together to provide an annual workload total. Finally, this total is adjusted by other
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factors, such as the proportion of services typically referred to specialists or other

contract dentists.

Because this calculation is cumbersome, a simplified method has been adopted that
assumes that 95 service minutes are required per capita for all programs serving Al/ANs.
Simply multiplying the official Indian population by 95 service minutes will provide an
estimate of annual per capita treatment needs for a given population.

The RRM was originally calculated using service minutes as the workload measure. The
IHS now uses Relative Value Units (RVUs) rather than service minutes as the workload
measure, and there is no direct conversion factor between the two. Therefore, to eliminate
the need to devise a new RRM based on RVUs, the RRM was converted to measure
resource needs based on service population. An estimate of the resource needs of a dental
program based on the size of the population it serves (dentists, auxiliaries, and

operatories) can be found in Table 1.

Table 1: Resource Requirements Methodology. Dental Staff and Facility
Recommendations for Selected Ranges of Service Population

Population Range Dentists Auxiliaries Total Staff Operatories
0-700 0 0 0 0
700-906 1 2 3 3
907-1284 1 3 4 4
1285-1789 1.5 5 6.5 5
1790-2421 2 7 9 6
2422-2673 2 8 10 7
2674-2926 2 9 11 8
2927-3431 3 10 13 9
3432-4042 3 12 15 10
4043-4547 4 13 17 11
4548-5052 4 15 19 12
5053-5557 4 17 21 13
5558-6063 5 18 23 14
6064-6315 5 19 24 15
6313-6821 6 20 26 16
6822-7073 6 21 27 17
7074-7578 7 22 29 18
7579-7831 7 23 30 19
7832-8336 8 24 32 20
8337-9094 8 27 35 21
9095-9600 9 28 37 22
9601-10,105 9 30 39 23
10,106-10,610 9 32 41 24

10,610 and over

Revert to the beginning of the chart to identify additional resources

required to meet need in excess of 10,610 population
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It is recommended that no dental clinic be over 24 operatories. Larger clinics are
inefficient. They also present access problems for dispersed populations.

Note: Auxiliaries include dental assistants, dental hygienists, and clerks.

The IHS Web page for the dental RRM is located at:
http://www.ihs.gov/NonMedicalPrograms/PlanningEvaluation/rrm-ac-dental.asp

Health Systems Planning Process Overview

The IHS, in meeting its mission of providing healthcare to the Native American
population of the United States, is involved in the design and construction of a wide
range of healthcare facilities. IHS involvement in these healthcare facilities construction
projects may be either planning, design and construction or if the project is to be
managed by a tribe, funding and consultation with the tribal or Alaska Native
organization. The IHS uses the Health System Planning (HSP) process to establish the
IHS supportable project services, size, and design criteria for healthcare facility
construction. The process uses specifically designed software to project space needs and
layouts for the different components of a healthcare facility. The staffing projections
from the RRM for the proposed facility are entered into the HSP system and in turn the
HSP projects the space needs.

The goals of the HSP process are to provide the IHS with a better, faster and more cost
effective way of developing Program Justification Documents (PJD), Program of
Requirements (POR), and facility design.

Guide for Preparing a Request for Contract (RFC)

Dental program personnel may find that their program is in need of goods or services
(i.e., equipment or contract dental services from a specialist or general dentist) not readily
available from federal government sources. When this occurs, an acquisition from the
private sector may be necessary. Large purchases of goods or services require a contract
between the government and the supplier of those goods or services. This includes
obtaining bids from three different vendors (www.gsa.gov). If only one source is
available, then a Justification for Other than Full and Open Competition (JOFOC )has to
be completed and submitted citing FAR 6.302-2- Unusual and Compelling need
(http://www.acquisition.gov) The role of project officer for the acquisition is usually
filled by the program personnel. The project officer is responsible for coordinating with
acquisition officials on projects for which contract support is being considered, as well as
for technical monitoring and evaluation of the contractor’s performance after the contract
has been awarded. Providers need daily supervision if they sign a personal services
contract but do not if they sign a non-personal services contract. Nonpersonal services
contracts are preferred over personal services contracts by most facilities. On the other
hand, because of the required level of supervision, personal services contracts provide the
contractor coverage under the federal Tort Claims Act whereas non-personal services
contracts do not. Many providers therefore prefer the personal services contract because
they are not responsible for personal malpractice coverage, which is required under
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nonpersonal services contracts. This guide has been written to assist program personnel
in the role of project officer.

Definition of a Contract

A contract is a mutually-binding legal relationship obligating the seller to furnish the
supplies or services (including construction) and the buyer to pay for them. It includes all
types of commitments that obligate the Government to an expenditure of appropriated
funds and that, except as otherwise authorized, are in writing. In addition to bilateral
instruments, contracts include (but are not limited to) awards and notices of awards; job
contracts; orders, such as purchase orders, under which the contract becomes effective by
written acceptances or performance; and bilateral contract modifications.

The Contracting Process

It is a requirement that anyone serving as a project officer must complete Basic Project
Officer’s Training. This is a five-day training course presented by the HHS. The Area
Office Division of Acquisition Management can be contacted for enrollment information,
availability, and scheduling.

When the need for a contract has been identified and the program staff have basic
knowledge of the types of contracts available, they are ready to begin the contracting
process. It is at this point that they are strongly encouraged to contact the Division of
Acquisition Management. The contracting officer will assign a contract specialist to lead
and assist them through the contracting process successfully.

The negotiated contracting process has three phases: preparation for solicitation,
solicitation and award, and post-award administration.

l. Preparing for the Solicitation

The first phase of the contracting process, preparing for the solicitation, is
designed to produce two major documents: the Acquisition Planning Document
(APD) and the Request for Contract (RFC).

A. Advance Planning

Planning for an acquisition is the best way to ensure that the product or
service will be acquired in the most efficient manner. Advance planning is
critical to assuring that the contract award takes place in time to receive
the goods or services when they are needed. Advance planning is
comprised of three phases, which are briefly described below.

1. Developing the Concept

In this phase the agency realizes the need for an acquisition and
defines, in broad terms, what effort will be required. Concept
development serves to determine interest, scientific approaches,
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technical capabilities, and the relevant state of the art. It may
include the assessment of prior contract results, literature searches,
and discussions with technical and scientific personnel.

Once the concept has been formulated, it must be reviewed for
program relevance, need, merit, priority, and timeliness. It is
beneficial to tie the concept development to the budget process,
since the budget is the primary method of identifying, defining,
and approving acquisitions.

The Acquisition Planning Document

The Acquisition Planning Document (APD) is an administrative
tool designed to enable the project officer and the contracting
officer to accomplish the tasks required to acquire goods or
services within a specified time schedule. This document is
developed before the preparation and submission of the Request
for Contract (RFQ). It outlines a schedule of the steps necessary to
accomplish the acquisition, serves to avoid and resolve problems
early in the acquisition cycle, and therefore avoids delay of the
award.

The project officer usually assumes a lead role in developing an
APD, while coordinating such development with the contracting
officer. Project officer responsibilities also include finalizing the
Statement of Work (SOW); preliminary development of the
Request for Contract (RFC), including required cost estimates and
delivery requirements; requesting the necessary funds; suggesting
vendor sources; determining criteria for evaluation; obtaining
required clearances; and submitting the completed RFC to the
contract officer.

a. SOW

The SOW is a critical document in the acquisition process. The
SOW does the following:

1. Describes the work to be performed or the services to be
provided

2. Defines the responsibilities of the IHS and the contractor
3. Provides an objective measure so that both the IHS and the

contractor will know when the work is complete and payment is
justified.

Ambiguous work statements can result in unsatisfactory
performance, delays, disputes, and higher costs. It is highly
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recommended to meet with the contract specialist for assistance in
writing the SOW. Many service units have templates available for
the preparation of SOWs (as well as JOFOCs).

b. Government Cost Estimates

The project officer must also prepare a detailed independent
Government cost estimate for all requisitions. Unit-pricing, pricing
by lot, or total pricing may be used when price is controlled by
competition for specific off-the-shelf type items or services. This
involves contacting vendors or contractors for their fee schedules.
For a negotiated acquisition the estimate should include the
following cost factors: labor hours by category, travel, per diem,
malpractice insurance, materials, consultants, subcontracting,
overhead, general and administrative costs, and fees. At the
Service Unit, Contract Health Services (CHS) funds are used to
pay for contractor services

Government cost estimates are privileged information and may not
be disclosed to persons outside the Government or to any person
who does not have a compelling reason to know. The exception is
a solicitation for construction, which includes an estimated price
range in the solicitation.

The Division of Acquisition Management has a standard format
and set of instructions for completing the APD. It is imperative that
program personnel contact the contracting officer before
attempting to prepare this document.

3. Special Approvals and Clearances

In addition to the standard approvals required on an APD, some
types require particular approvals or clearances. Program personnel
should consult with the contracting officer to determine if any of
these special approvals and clearances are required on the APD.
On thing is required: the APD must be completed and approved by
personnel in Acquisitions Management before proceeding to work
on the RFC

B. The RFC

The RFC is a request from the project officer that is needed to begin the
process necessary to award a contract. It is vital to the quality of the
acquisition and the timely placement of a contract that the RFC be
transmitted to the contracting office as early as possible. As with the APD,
the Division of Acquisition Management has a standard format and set of
instructions for preparing the RFC. It is important that the project officer
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work closely with the contracting officer in preparing the request for
contract, in order to ensure its accuracy, completeness, appropriateness,
and applicability.

I1. Solicitation and Award

The request for contract reflects the results of acquisition planning. It gives
contracting personnel the information they need to make necessary determinations
about how the acquisition will be conducted and how a contract will be awarded.
It enables them to prepare and issue a solicitation document that tells prospective
offerors what the Government needs, what terms will govern the anticipated
contract, and how to submit proposals or bids. Advertisement is required in Fed
Biz Ops for a period of 30 days (www.fbo.gov).

The bids, or technical and cost proposals submitted by offerors, are evaluated
separately by personnel working under the direction and supervision of the
contracting officer. Usually a group called the Technical Evaluation Panel is
assembled to evaluate the technical proposals. The criteria for evaluation
developed in the APD are used at this point. The contracting officer retains the
cost/price proposals and assesses them with assistance, as needed, from
contracting, legal, and audit personnel. The contracting officer is responsible for
the selection of the offeror to be awarded the contract. The contracting officer’s
decision should take into consideration the recommendations of the program
official, Technical Evaluation Panel, or other personnel directly involved in the
evaluation process. Of prime importance in making the selection is the solicitation
language concerning the evaluation criteria and basis for award.

All contractors are subject to character investigations in accordance with P.L.
101-630 “Indian Child Protection and Family Violence Act of 1990.”

1. Post-Award Administration

Administration of a contract begins after negotiations have been successfully
concluded and the contract has been signed; it ends at the closeout of the contract
when performance has been completed and the contractor has received its final
payment. The project officer must monitor a contractor’s progress closely and
make known to the contracting officer potential problems that threaten
performance so that remedial measures may be taken. Contract administration
includes all the functions and duties relating to such tasks as:

e Monitoring the contractor’s technical progress This includes overseeing
the contractor’s time and daily attendance for a period of two weeks
written on a self-certification form
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e Approving invoices for payment in accordance with contractual terms and
signing and submitting invoices to Acquisitions Management (AM) citing
“certifying to the best of my knowledge that supplies and/or services have
been received and are acceptable in accordance with the terms of the
contract (signature)/Project Officer/Date.” Invoices need to be printed on
the letterhead of the vendor’s or contractor’s stationary or they may not be
processed by AM for payment. Electronic Funds Transfer shall be the
utilized method of payment.

e Controlling government property. Contractors shall wear visible
Government-provide identification at all times while on the premises of
the IHS facility.

e Monitoring subcontractors.
e Reviewing purchase orders for accuracy and completeness.
e Overseeing contract modifications and terminations where authorized.

e Performing other administrative tasks required by the contract. Contractor
shall provide worker’s compensation, income tax withholding, social
security payments, and health insurance.

Contracts can be written for up to a five-year period.
Problems:

If this process is not followed and an invoice is received from a contractor or
vendor for goods and services already received, then a ratification will need to be
done by the project officer. However, a ratification also includes parties that have
signed for the project officer but were not given signature authority for this
individual. If the ratification is not approved by local administrative personnel,
the project officer is responsible for payment of services out of pocket. It is
imperative to avoid a ratification because it is a very time-consuming process,
puts the officer at financial risk, and could result in administrative action.

Be aware that submissions of APDs and RFQs can take several months to process.
References
IHS Manual, Section 5
Basic Project Officer Student Manual
Advanced Project Officer Student Manual

The above references can be obtained from the Division of Acquisition Management in
the Area Offices.

Chapter 1-Appendix I, page-23
Management 2007



Indian Health Service Oral Health Program Guide

Oral Health Surveys

Periodically the IHS Dental Program conducts oral health surveys in order to determine
oral health status, trends, and treatment patterns among Al/ANs. Data provided by these
surveys are valuable for estimating the resources required to treat the oral health
problems of Native Americans and for evaluating the effectiveness of interventions that
have been initiated to reduce the prevalence of oral diseases in this population.

Until the late 1970s, periodic surveys were not considered a high priority because
epidemiological data were collected on all patients via the dental examination forms and
analyzed at Headquarters. This type of data collection was discontinued because the data
did not vary significantly from year to year. It also required valuable dental resources to
collect the data on every patient who received a dental exam.

Since the termination of routine data collection on all patients, three major oral health
status surveys have been conducted to determine progress in reducing the prevalence of
oral diseases among Al/ANs:

1. The 1983-1984 IHS Oral Health Survey was a nationwide dental patient-
based survey which was instrumental in calling attention to the extensive
oral health problems and needs of Native Americans. One of the findings
of the survey was that the caries prevalence among Al/AN schoolchildren
was approximately twice that of schoolchildren in the general U.S.
population.

2. In 1988-1990, the IHS participated in the International Collaborative
Study of Oral Health Outcomes (ICS-I1). Two IHS areas and a total of
four Service Units were included in the survey. A combined site made up
of the Chinle and Shiprock Service Units represented the Navajo Area. In
the Aberdeen Area, the Pine Ridge and Rosebud Service Units
participated. Survey participants were drawn from a random sample of
people registered at the local Indian hospital in each Service Unit. The
ICS-11 was designed to provide new information on the relative
contributions of socioenvironmental, delivery system, and personal
lifestyle factors to oral health status and the cost of care.

Compared to other ICS-I1 sites, findings from the Native American sites showed more
caries, more periodontal disease (and higher severity of perio disease), more untreated
oral disease, more missing teeth, more edentulism, and more compromises to quality of
life of the people as a consequence of their oral conditions. In addition, the Native
American groups tended to utilize fewer dental services, practiced less oral self-care,
perceived their dental health to be worse, disliked the way their teeth looked, and
perceived the acceptability of dental care available to them less favorably than people
from other sites.

One of the important aspects of the ICS-11 was that it enabled the IHS to compare survey
results drawn from a random sample with past and future dental patient-based survey
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results, as well as with other U.S. sites and other countries. Additional information on the
ICS-I1 can be found in “The World Health Organization International Collaborative
Study of Oral Health Outcomes (ICS-I1): Preliminary Results from Indian Communities,”
which is referenced in the bibliography at the end of Section I.

1. The 1991 IHS Oral Health Survey was a dental patient-based survey
similar to the 1984 survey, except that the protocol had been updated
considerably. Almost 25,000 dental patients of all ages were examined at
over 100 IHS, Tribal, and Urban Indian clinics throughout the country.
Items such as fluorosis, anterior tooth trauma, access to fluoridated water,
medical conditions, oral lesions, and patient access issues were included in
the survey. The results of the 1991 IHS survey are summarized in a
monograph entitled, “Oral Health of Native Americans: A Chartbook of
Recent Findings, Trends, and Regional Differences.”

The findings of the ICS-11 survey and the 1991 IHS survey were quite
similar, suggesting that the dental patient-based surveys typically used by
the IHS are probably adequate for determining the health status of
communities. Although using a community-based random sample is still
the ideal method, a dental patient-based survey is logistically much easier
to accomplish.

2. The 1999 IHS Oral Health Survey was also a dental patient-based survey
similar to the 1984 and 1991 surveys. For the 1999 Oral Health Survey,
the IHS collected data from 12,881 dental patients ranging from 2 to 96
years. In some cases, the findings point to conditions that are continuing to
improve, such as children’s access to preventive dental sealants. But more
often, the data reveal stable or even worsening oral health trends for
thousands of AI/AN families. A copy of this survey can be found at:
http://www.ihs.gov/MedicalPrograms/Dental/downloads/Oral_Health 1999 IHS

Survey.pdf.

Pathfinder Surveys

For local programs or IHS Area Offices wishing to conduct their own surveys, a
pathfinder survey is suggested. The pathfinder methodology is a practical, economic
survey sampling technique. The surveyor is able to use a smaller-than-normal sample by
focusing on index ages such as 12, 15, 35-44, and 65-74, which allows the survey to be
completed with less resources than a larger survey would require. Contact your Area
Dental Officer or IHS Division of Oral Health for more information, or obtain a copy of
the publication “Oral Health Surveys - Basic Methods, World Health Organization, 4th
ed, Geneva, 1997.
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Scientific Inquiry (Research)

3. Continual observation and the formulation of opinions based upon these
observations are activities in which virtually all dental professionals are
involved. Formal scientific inquiry, or research, on the other hand, is
conducted by relatively few dentists, either in private practice or in IHS
Direct, Tribal, or Urban (I/T/U) Dental Programs. Nonetheless, formal
research does have a place in the IHS Dental Program because of the
benefits that it can provide for AI/ANs.

IHS-supported Dental Programs benefit from new knowledge in research areas being
investigated by the National Institute of Dental Research, dental schools, state dental
directors, schools of public health, and a variety of other dental and public health
professionals. Therefore, relatively little emphasis should be directed toward scientific
inquiry into basic research in anatomy, physiology, microbiology, chemistry,
pharmacology, systemic and topical fluoride compounds, or basic education and
behavioral science research.

When formal scientific inquiry is conducted in Dental Programs which serve Al/ANs, it
should be directed toward those areas having the greatest potential impact on the oral
health of the Indian people. Such research should emphasize methods of application of
proven or promising oral disease prevention and control measures or techniques for the
delivery of oral health services. For example, the 1993-1995 “Pima Periodontal Disease
and Diabetes Clinical Trials” have provided the IHS with a new clinical regimen that has
been shown to be effective in the treatment of periodontal disease.

Chapter 7 of Part 1 of the IHS Manual provides detailed information on “Research
Activities in the IHS.” Anyone in I/T/U Dental Programs who is planning to attempt a
research project should review this information before proceeding. The manual is
available at IHS Headquarters in Rockville, MD, and can be accessed online from the
IHS homepage. Part 1, Chapter 7 is available at
http://www.ihs.gov/Publicinfo/Publications/IHSManual/part1/ptlchapter7/ptichpt7.htm.

Especially important is the approval process that is necessary before research can be
conducted by Indian health programs. This includes the following:
e Local Approval
e Tribal government

e Service Unit or Tribal health program

e Area Office Approval
e Area Research and Publication Committee (RPC)

e Area Institutional Review Board
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e National Approval
e National Institutional Review Board

Research involving survey questionnaires must also be approved by the Office of
Management and Budget (a time-consuming process), unless the survey is part of clinical
care. Detailed information on the approval process can be found in the IHS Research
Manual.

Emergency Medical Treatment and Labor Act

In 1986, Congress enacted the Emergency Medical Treatment & Labor Act (EMTALA)
to ensure public access to emergency services regardless of ability to pay. Section 1867
of the Social Security Act imposes specific obligations on Medicare-participating
hospitals that offer emergency services to provide a medical screening examination
(MSE) when a request is made for examination or treatment for an emergency medical
condition (EMC), including active labor, regardless of an individual's ability to pay.
Hospitals are then required to provide stabilizing treatment for patients with EMCs. If a
hospital is unable to stabilize a patient within its capability, or if the patient requests, an
appropriate transfer should be implemented.

http://www.cms.hhs.gov/manuals/Downloads/som107ap v emerq.pdf

Special responsibilities of Medicare hospitals in emergency cases

http://a257.0.akamaitech.net/7/257/2422/09nov20051500/edocket.access.gpo.gov/cfr 20
05/octatr/pdf/42cfr4d89.24.pdf

The IHS Provider published an update of EMTALA in Indian Country in 2004. This
overview can be found at;
http://www.ihs.qgov/publicinfo/publications/healthprovider/issues/prov0804.pdf

Health Insurance Portability and Accountability Act

The Health Insurance Portability and Accountability Act (HIPAA) is also known as the
Kennedy-Kassebaum bill. It was first proposed with the simple objective to assure health
insurance coverage after leaving a job. Congress added an Administrative Simplification
section to the bill.

The goal of the Administrative Simplification section of the bill was to save money. It
was requested and supported by the healthcare industry because it standardized electronic
transactions and required standard record formats, code sets, and identifiers.

The impact of Electronic Standardization, however, was that it increased risk to security
and privacy of individually identifiable health information. Because Congress did not
provide legislation defining the privacy and security requirements of HIPAA, the HHS
was required to provide them.

There are currently four proposed or final rules from DHHS for HIPAA:

Chapter 1-Appendix I, page-27
Management 2007



http://www.cms.hhs.gov/manuals/Downloads/som107ap_v_emerg.pdf
http://a257.g.akamaitech.net/7/257/2422/09nov20051500/edocket.access.gpo.gov/cfr_2005/octqtr/pdf/42cfr489.24.pdf
http://a257.g.akamaitech.net/7/257/2422/09nov20051500/edocket.access.gpo.gov/cfr_2005/octqtr/pdf/42cfr489.24.pdf
http://www.ihs.gov/publicinfo/publications/healthprovider/issues/prov0804.pdf

Indian Health Service Oral Health Program Guide

1. Transaction and Code Set standards
2. Privacy standard

3. Security standard

4. ldentifier standards

HIPAA Project Team

The strategic plan developed by the headquarters HIPAA team calls for them to interpret
the regulations and develop national policies needed to comply with them. The team will
cooperate with regional and national I/T/U programs and provide them with related
information and materials as they are developed for HIPAA compliance.

It is expected that the IHS Area Offices will develop Area HIPAA compliance plans that
will include policy development needed to achieve HIPAA compliance at the area level.
In addition, the Area Offices will work with the local I/T/U programs in helping them
become HIPAA compliant.

Additional Information

The IHS has developed multiple resources to aid in the implementation of the various
HIPAA requirements. The home page for IHS HIPAA resources can be found at
http://www.ihs.gov/AdminMngrResources/HIPAA/index.cfm.

By following the various links in the HIPAA home page, the reader can access IHS
Forms and Policies and Procedures; Frequently Asked Questions (FAQs); Privacy,
Security, and Identifier Standards; HIPAA training resources and other pertinent
information.

More information about HIPAA can be found by clicking on the following links:

Department of Health and Human Services Questions and Answers (click on Question
15, “Generally, what does the HIPAA Privacy Rule require the average provider or health
plan to do?”)

http://www.hipaa.org/

http://www.ada.org/prof/resources/topics/hipaa/index.asp

Service Unit Dental Program Budget Management
Introduction

Over the past several years, the IHS Dental Program budget has been decentralized in
most areas from the Area Offices to the Service Unit level. This change has made it
necessary for each Service Unit Dental Program Chief to become familiar with IHS
dental budget allocation, tracking, and management. While there are many ways to keep
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track of the local dental budget, the method listed below has proven to be useful in
simplifying the process and making budget information readily available. The process
described below consists of filling in local program numbers into an Excel spreadsheet in
which the formulas needed to do various budget calculations have been embedded. A file
containing this spreadsheet and a file with a sample spreadsheet with sample numbers
already filled in are included in this chapter of the Oral Health Program Guide (OHPG).

Budget Spreadsheet Background

The service unit budget worksheet is an Excel spreadsheet, which can be used to plan
your fiscal year budget. By planning a fiscal year budget, you will have the information
necessary to make decisions regarding personnel, supplies, equipment, and so forth. All
too often, service unit leadership will come to the dental chief late in the fiscal year
because the dental program is either out of money, or there is an excess that needs to be
spent in a short period of time. Prior planning can assist the dental chief by identifying a
budget surplus or shortfall early in the fiscal year when there is time to react in a calm
and well thought out manner.

The budget worksheet can be used while meeting with finance or the clinical director.
When a shortfall is projected, the dental chief can decide which spending areas can be
reduced. The chief can also approach the leadership for additional funds from third-party
collections. Without documentation such as the worksheet, it is often difficult to persuade
leadership. When a surplus is projected, the dental program can review its equipment
needs, or perhaps fund a new program.

The initial set-up of the worksheet will take about three hours. It could be delegated to a
responsible clerk, once all of the information has been gathered. Subsequent years can
then be set-up within one hour or so.

Information Needed to Fill in the Spreadsheet

The information necessary to complete the worksheet is as follows. It should all be
gathered prior to setting up the worksheet.

1. Advice of Allowance: This one-page document is available from your
finance department. It documents the number of dollars which the dental
line item budget will receive at your service unit. This memo is important,
as it identifies the money to which the dental program is entitled.

2. List of Employees. This list is available from either finance or human
resources. It should include the Position Control Number (PCN), Job Title,
Employee Name, Personnel System (Commissioned Officer (CO) or Civil
Service (CS)), Grade and Step for Civil Service and/or rank and number of
creditable years for Commissioned Corps, Series number (680 for dentists,
681 for assistants), Status (full or part time) and CAN number. Some
service units will apply a different CAN number for dental employees who
work at satellite clinics.
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Service Unit Flowback Sheet. This sensitive form is protected by the
Privacy Act. But, the dental chief has a right to receive it, as they are
responsible for the dental budget. This information should be entered into
the worksheet by the chief only. It is inappropriate for a clerk to have
access to this data. The flow back sheet contains, by civil service
employee, the gross pay by pay period, the Federal Insurance
Contributions Act (FICA) amounts, Federal Employee Health Benefits
(FEHB or the dental program’s portion of health insurance to be paid),
Retirement (Civil Service Retirement System [CSRS] or Federal
Employees Retirement System [FERS]), and federal Employees Group
Life Insurance (FEGLI) which will come from the dental budget. CS
salaries may also be found at
http://www.opm.gov/oca/06tables/indexGS.asp

Cost of Living Allowance (COLA). This is the increase in pay that
employees get each January. There are usually different amounts for CS
and CO staff.

The amount of dollars for Continuing Dental Education (CDE) that is
determined by either the chief or service unit leadership.

Title 38 Bonus Pay for any CS dentists. This is available from the human
resources office.

Recruitment/Retention/Relocation Allowance (3R bonus) for any CS
dentist who may receive it. Again, this is available from the human
resources office.

Commissioned Officer Basic Pay and Subsistence rates can be found at
http://dcp.psc.qov/PDF _docs/2006 paychart.pdf

Dental Special Pay Rates are available at
http://dcp.psc.gov/DSP_fact sheet.htm

10. Basic Allowance for Quarters (BAQ) can be found at:

http://www.military.com/benefits/military-pay/basic-allowance-for-
housing-rates

Instructions For Setting Up The Work Sheet

1.

Open the Excel spreadsheet. Notice the tabs at the bottom, “budget” and
“salary”. Click on these tabs to go back and forth.

Click on Salary tab. Fill in the following:

a. PCN
b. Category (full or part time)
c. Title

Management
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d. Name
e. Grade and step
f. Seriesand CAN #

.. .for each civil service employee within the top table. PCNs are
important to track as they are your allowable positions. It may be allowed
by your service unit to change, for example, a dental assistant position into
a dentist position. PCNs are also helpful in tracking vacancies, and in
determining which position you will recruit. The grade and step are
important in order to define an employee’s base pay per the pay chart. The
series number is used to determine continuing education dollars.

. The spreadsheet is set up for pay period information. Therefore, if you

enter the annual pay rate under CS Base Pay, you will need to divide by
26.2 pay periods. Use the formula: (=annual pay from pay chart)/26.2,
without the parentheses (e.g. if the annual pay rate from the pay chart is
$26,311, the formula would be =26311/26.2). Enter the base pay for each
CS employee.

. For those not familiar with Excel, the “equals” sign (=) placed

immediately before a number or symbol indicates that what follows is a
mathematical formula: e.g., =A/B would mean A divided by B

. Enter Title 38 bonus pay and 3R bonus in their respective columns for

each employee who receives them.

. For the column titled, “Pay Periods Filled”, enter 26.2 if the position will

be filled for the entire year. If you have a vacancy or expect a vacancy,
reduce the 26.2 pay periods by an amount you figure that the position will
go vacant. The dollars that go unused when a position is vacant are often
referred to as lapsed salary dollars. These dollars can be used to balance a
budget with a shortfall, or to purchase additional equipment. It is
important to know of and to track this information.

. Enter info for FICA, FEHBA, CSRS/FERS, and FEGLI from the

flowback sheets. Again, these benefits are paid for through the dental line
item budget.

The spreadsheet will then calculate the following:

Total salary

Total benefits

Grand total (salary plus benefits)
Percent benefits for each employee
Will give a total.

Management
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Percent benefits may be of benefit to the chief. It is IHS policy to determine an
employee’s benefits at a fixed percent (around 25%). However, if the employees choose
to not partake of the health or life insurance benefits, then the program will see a total
percent of less than 25%. It is important to know that this extra money exists, and it can
be used for special projects.

The small table below the CS section calculates additional dollars that are required for:

COLA.

Any Within Grade Increase that may occur (a figure of 1.8% is the rule of
thumb).

Cash awards (figured at 2% of total salaries). The cash awards figure can
be adjusted down in order to balance a budget, but gives the chief a figure
to use when planning the awards program.

For the Commissioned Officer table:

1.

Fill in all information for:

PCN

CAT

Title

Incumbent name
Rank/years

-~ 0 Q0 T o

Series
g. CAN

CO Base Pay tables are set up on a monthly basis, as is the worksheet.
Place the proper base pay amount for each employee, and place the
Subsistence amount in Cell N59. There is a formula to place this amount
in each employee’s row.

Enter the number of months during which the position will be filled.
Again, this can be used to determine lapsed salary dollars which may
become available.

Total CO Salary is figured by formula.

Enter Additional Special Pay (ASP) and any Accession bonuses into their
respective columns.

Management
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6.

9.

Enter any estimated change of station costs (including moving of
household goods, travel, and dislocation allowance) for an officer who
will move into or out of the service unit. The service unit is responsible for
moving any CO into the area and for moving any officer away who
separates. Travel costs for officers who transfer out are paid-by the
receiving clinic.

FICA is figured by formula.

Enter Variable Special Pay (VSP), Basic Allowance for Housing (BAH),
and any Multi-Year Retention Bonus (MRB).

CO Subsistence will enter automatically.

10. The remaining columns are filled by formula.

The small table below the CO section calculates additional dollars similar to that below
the Civil Service Section.

Now, click on the Budget tab. You will notice several cells already filled in from data
calculated from the Salary tab. There are a few cells that you will have to fill in manually.

1.

Subobject 21.21, TDY is used for travel that is not CDE related. It should
include travel for chiefs meetings, National Oral Health Conference
representative’s travel, and/or program reviews. You might use historical
data by averaging those amounts actually used over a three-year period.

. 21.61 and 21.63, Permanent Change of Station can be figured on vacancy

rates. Your service unit travel clerk can provide an estimate for you.

22.21 GSA vehicles. You can project this by historical data or by going to
the GSA Web site at http://apps.fss.gsa.gov/vehicles/leasing/2006/

23.80 Communication is used for cell phones or for beepers. Use current
contract/ Administrative Resources Management System (ARMS)
document figures.

24.00 Printing is used for superbills, medical history forms, pamphlets,
and so on. Use historical data.

25.00 Services. This is for laboratory services, copy/fax machine
maintenance agreements, or dentist personal service contracts. Use current
projections from ARMS documents.

26.00 Supplies. Use last year’s historical data from ARMS and add an
amount for inflation.

31.00 Equipment. Enter the amount from your equipment wish list.
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Some of the amounts in 1-8 above may need to be adjusted up or down in order to
balance your Total to the Advice of Allowance.

Policies and Procedures

The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) defines
Policies and Procedures as the "formal, approved description of how a governance,
management, or clinical care process is defined, organized, and carried out.”

A Policies and Procedures (P&P) manual is, therefore, a series of documents that
describe how the dental clinic functions. The manual provides instructions for all of the
program'’s functions, including procurement, health records, recruitment and retention of
staff, position descriptions, hours of operation, scope of services, evaluation, etc.

Staff members of any healthcare organization come from diverse educational
backgrounds and points of view. Without guidance from an established set of P&Ps, each
person would develop individual strategies to accomplish job responsibilities, which may
be disjointed and lead to inefficient and possibly ineffective clinic operations. The P&P
manual ties all functions together; it is the instruction manual that helps to ensure smooth
and efficient operations. It should be used to help orient new staff to their jobs and to
update current staff whenever policies or procedures are changed. Summaries of various
P&Ps can be made available to the clinic's user population to explain why the clinic
provides services the way it does.

Establish a uniform or standard format for all P&Ps used throughout the facility. A
common format includes:

e Purpose of the policy
e Policy statement

e A step-by-step description of the procedures required to implement the
policy
Most IHS facilities will already have an approved format for P&Ps that the dental
program should follow in developing its manual.

All P&Ps should be marked as either "new" or "revised", and should be signed and dated
by the person having authority to approve and implement them. Policies should be
reviewed at least annually and revised as necessary.

Sample Table of Contents

The following section provides a sample table of contents for a dental program P&P
manual. The topics are only suggestions, as local service unit policies may stipulate other
topics that should or should not be included in the manual. Many of the policies
suggested in the Table of Contents can be service unit policies and may not need to be
developed specifically for the dental program.
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Sample Policy and Procedure Manual Table of Contents

Introduction

Facility or Service Unit Goals and Objectives

Facility or Service Unit Organizational Chart and Lines of Authority

Dental Program Goals and Objectives

l. Facility Dental Program

Facility Dental Program Description

e Policy

e Purpose

e Dental Scope of Services/Functional Statement
e Description of Dental Facility

Organization

e Organization Chart

e Qualifications of Staff

Daily Program Operations and Priorities of Care

e Clinic Hours

e After Hours Procedures

Il. Patients' Rights and Responsibilities

Bill of Rights and Responsibilities
Confidentiality/HIPAA
Grievance Procedures

Release of Information

Informed Consent

Patient Education

Language Interpretation

Handling of alleged or suspected child abuse cases

1. Referrals

Emergency Patient (DDS unavailable)

Medical Consultation and Follow-up

Management
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e Dental Specialist Consultation

IV.  Emergency Procedures

e Medical Emergency (Code Blue)

e Fire Evacuation Plan

e Disaster Plan

V. Dental Program

e Continuous Quality Improvement/Performance Improvement Plan

e Technical Quality of Care Evaluations

e Program Reviews

e Prevention Programs

e Levels of Care

e Patient Management

Eligibility
Fee Schedule/Sliding Fee Schedule (if appropriate)
Outpatients

Emergency Patient

New Patient

Recall Patient

Checking Blood Pressures, Blood sugars, etc.
After-hours Emergency Coverage
Prescriptions

Narcotic Prescriptions

Inpatients

Admissions (Hospital and Emergency Room)
Consults

Inpatient seen in dental clinic

Inpatient seen in a hospital room

Inpatient prescriptions

Property of patient

Clinical Charts

Charting Symbols and Procedures
Approved Abbreviations
Retention of medical records
Retirement of inactive records

Management
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e Appointments/How to access the appointment system
e Broken and Cancelled Appointment Policy
e Recall Policy
e Deferred Services
e Referral Policy
e Use of Standing Orders
e Policy for Utilization of Dental Laboratories
e Adverse Drug Reaction Policy
e Drug Sample Policy
e Storage of Medications in the Dental Clinic
e Antibiotic Prophylaxis Policies
e Operational Procedures
e Environmental Concerns
e Safety Policies
e Security Plan
e Equipment Maintenance Schedules and Repair Policies
e Inventory/Procurement Procedures
e Infection Control Protocols

— Needle Recapping

— Autoclave use and Monitoring

— Handwashing

— Surface Disinfection

— Exposure Control Plan and Bloodborne Pathogens
e Mercury Safety

e Biopsy Monitoring
e Response to medical device recalls and hazard notices
e Hazard Communications

VI. Human Resources

o Billets/Job Descriptions

e Standards of Performance

e Career Plans with Educational Requirements
e Knowledge, Skills, and Abilities per Position
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e Staff Training
e Volunteer Process
e Student Requirements
e Volunteer Process
e Temporary/Intermittent Employees
e Credentialing Process
e Privileging
e Orientation
e Provision for Employee Health Services and Screening
e Continuing Education Policy
e Staff Grievance Procedures
e Peer Review
VII.  Short and Long-Term Plans

VIII. Listing of Standard Forms
IX. Dental Reference Documents
Additional Resources

Appendix | of this chapter contains samples of P&Ps that have been used in IHS dental
programs in the past. These samples do not represent IHS policies or guidelines. Rather,
they are examples that should be used as templates to help dental clinics develop policies
and procedures for local circumstances.

The following links provide examples of P&P manuals and other clinic protocols
currently in use by community dental clinics around the country:

Tennessee Department of Health

Plan de Salud del Valle (Salud Family Health Centers, Fort Lupton, CO)

Dental Program Procedures

Incident Reporting

In 2003, the IHS launched a new Web-based incident reporting system named
WebCident. The new computer application, which meets all federal reporting
requirements, was developed by IHS Environmental Health Officers to replace the old,
paper-based system. WebCident was created by the IHS to document employee, patient,
and visitor injuries and illnesses, as well as hazardous conditions and certain property and
security incidents, all of which must be reported. This new system will greatly improve
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the incident reporting process, which previously was impeded by difficulties in proper
form completion and routing. Also, with the addition of computer support, the
information can be better analyzed to identify incident rates and trends. Incident
information will be made immediately available to supervisors and safety officers for
follow-up and corrective actions that will help prevent future incidents.

WebCident has many features that make it superior to the paper-based incident reporting
system, and it is designed to be readily accessible by any IHS employee with access to
the IHS intranet. Among its many features is that it will automatically generate reports
required by the Occupational Safety and Health Administration (OSHA) and other
agencies, it does not require installation of a computer program because it is Web-based,
and it will provide a set of data that captures incidents nationwide. Personal information,
such as employee names is kept confidential; however, safety officers or researchers may
use the data set to identify injury and incident rates locally, regionally, or nationally.

WebCident can be accessed on the IHS intranet at: http://webcident.ihs.gov/ or by
clicking on the WebCident link on the Institutional Environmental Health Web site at
http://www.ihs.gov/NonMedicalPrograms/IEH/index.cfm.
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Appendix I: Sample Policies And Procedures

Policy Page Number

Inspection and Review of Emergency Kit 2

Treatment of Minors 3

Maintenance and repair of Dental Equipment 4

Broken and Cancelled Appointments 5

Use, Storage, and Testing of Lead Aprons 6

Indications For Sedation 7

Endodontic Policy 8

Dental Clinic Schedule and Hours of Operation 10
Safety policy 11
Recall Policy 14
Prosthodontics Policy 16
Granting of Dental Privileges 18
Eligibility for Care 19
Conscious Sedation 20
Standing Orders for Dental Assistants and Receptionist 23
Succession to Authority in the Dental Clinic 24
Treatment of Dental Emergencies in the Walk-in Clinic 25
Common Dental Abbreviations 27
Treatment of Intoxicated Patients 32
Drug Storage Review 33
Deferred Services 34
Broken and Cancelled Appointments 36
Biopsies 37
Procedure and Tray Setups 38
Management of Appointed Patients 44
Access to Medical Records in the Dental Clinic 45
CHS Referral Policy 46
Disposal of Extracted Teeth and Oral Tissues 52
Clinical Education Affiliation Agreement 54
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Department: Dental

SERVICE UNIT

POLICY/PROCEDURE

Subject: INSPECTION AND REVIEW OF EMERGENCY KIT

Effective Date:

Revision Date: Supersedes:

Distribution: DENTAL STAFF, SAFETY COMMITTEE

PURPOSE: To ensure that the Dental Clinic's emergency kit is
kept fully stocked at all times, and to ensure that all drugs in the
emergency kit have not exceeded their respective expiration dates.

POLICY: A check list of all items in the Dental Clinic's
Emergency Kit will be kept in the cabinet in which the kit is stored.
On a monthly basis and any time that the kit is used, the contents of
the kit will be checked against the list, and any missing or outdated
items will be replaced by the person checking the kit. The
responsibility for the monthly checking of the kit will be shared by
all dentists on the staff. The Deputy Chief of the Dental Program
will develop a monthly schedule for these reviews.

Management
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DENTAL CLINIC

POLICY/PROCEDURE

Subject: TREATMENT OF MINORS

Effective Date:

Distribution:

Revision Date: Supersedes:

PURPOSE: To provide for obtaining legal informed consent for
treatment of persons under the age of 18 years.

POLICY: Patients under the age of 18 must be accompanied
by a parent or guardian to provide informed consent before any
dental treatment will be rendered. This policy will be waived only
under the following circumstances:

1. The minor patient is suffering from an acute dental emergency
and the patient's health and well-being might be adversely affected
if treatment is delayed.

2. The minor patient has suffered a traumatically avulsed or
fractured tooth while at school and is accompanied by a school
nurse or school official.

3. Once a treatment plan has been established, presented to the
parent or guardian, and agreed to by the parent or guardian, then
follow-up restorative work may be done without the presence of
the parent or guardian. However, the parent or guardian must still
accompany the minor patient if any extractions are to be
performed.

PROCEDURE: When a patient under the age of 18 presents to the
dental clinic unaccompanied by a parent or guardian for exam or
walk-in care, and is not suffering from an acute emergency
condition, the patient will be asked to return to the clinic when
he/she can be accompanied by a parent or guardian. A copy of this
policy will be presented to the patient to give to the parent or
guardian. Older brothers, sisters, aunts, uncles, and grandparents are
not to be considered as the guardian of the minor unless the minor is
in their legal custody.

Legally emancipated minors will be treated as adults.

Management
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: MAINTENANCE AND REPAIR OF DENTAL EQUIPMENT
Effective Date: Revision Date: Supersedes:
Distribution: DENTAL AND BIO-MED DEPTS.

PURPOSE: To insure that all dental equipment is maintained in
safe and effective working condition so as to minimize risks to
patients and staff and minimize down time due to equipment
failures.

POLICY: Preventive maintenance of dental equipment will be
the responsibility of the Area Bio-Medical Engineering Department,
and will be conducted on a semi-annual basis according to their
policies, procedures, and schedules. Unscheduled repairs of dental
equipment will be the responsibility of the Bio-Medical Engineering
Department and will be conducted according to the policies and
procedures of that department. Preventive maintenance and repair
logs are maintained by the Bio-Med department.

PROCEDURES: 1. The Area Bio-Medical Engineering
department will be responsible for scheduling and conducting
preventive maintenance in the Dental Clinic.

2. For unscheduled repairs, Dental personnel will contact the

Bio-Med Department by phone, whenever possible, to
apprise them of the needed repairs. Then a Bio-Med work order
will be completed by the Dental staff member and forwarded to the
Bio-Med Department, with the back, yellow copy kept in the
Maintenance and Bio-Med Log in the Dental office.
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DENTAL CLINIC

POLICY/PROCEDURE

Subject: Broken And Cancelled Appointments

Effective Date: Revision Date: Supersedes:

Distribution:

PURPOSE: Due to the large number of people who make
appointments but fail to show up for them or fail to give adequate
advance notice when canceling them, it has become necessary to
have a policy on appointment responsibility. Broken and cancelled
appointments waste the clinic’s very limited time and hinder the
dental program’s efforts to improve the oral health status of the
people that we serve.

POLICY: The Dental Program will allow only 2 broken
appointments per six month period. An appointment is considered to
have been broken if any of the following occur:

1. The patient fails to show up for the appointment

2. The patient appears more than 15 minutes late for a scheduled
appointment

3. The patient calls to cancel an appointment with too little
advance notice to allow that appointment time to be rescheduled
with another patient (24 hours will be considered to be the
minimum time necessary to avoid a broken appointment ).

Patients who wish to cancel dental appointments must do so a
minimum of 24 hours in advance of their scheduled appointment.
If less notice is given without a valid excuse, the appointment will
be considered to have been broken.

PROCEDURE: When a patient accumulates two broken
appointments in a six-month period, that person will not be allowed
to schedule any further routine appointments for a period of six
months following the second broken appointment.
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Department: Dental

SERVICE UNIT

POLICY/PROCEDURE

Subject: USE, STORAGE, AND TESTING OF LEAD APRONS

Effective Date:

Revision Date: Supersedes:

Distribution: DENTAL STAFF, X-RAY DEPT.

PURPOSE: To provide guidelines for the use, storage, and
testing of protective lead aprons in dental radiography.

POLICY: 1. Lead aprons shall be used for all dental x-rays.
2. Dual lead aprons shall be used whenever the patient is pregnant.
3. Lead aprons shall be stored by hanging them on wall-mounted
hooks in such a manner as to prevent them from being folded or
crimped, which could violate the integrity of the lead barrier.

4. In order to ensure the integrity of each lead apron in use in the
dental clinic, all aprons shall be tested by being exposed to x-rays
over flat plane films in the Radiology department on an annual
basis. The films obtained in this manner shall be reviewed by the
Chief, Dept. of Radiology for the purpose of certifying the integrity
of the aprons.

5. Aprons not passing this test shall be removed from service by the
Chief or Deputy Chief of the dental program.

Management
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INDICATIONS FOR SEDATION IN THE DENTAL CLINIC

1.

The precooperative and the fearful, anxious, or uncooperative child whose
disruptive behavior precludes the safe delivery of quality dental care and
whose developing psyche should not be exposed to the potential
emotional/psychological liabilities of treatment under duress.

A patient who has had prior sensitization to, or exhibits an acute anxiety
reaction to the professional environment and has resisted reasonable
behavior modification techniques.

A coexisting medical complication presenting either a relative or absolute
contraindication to treatment outside a sedation modality (i.e. poorly
controlled seizure disorder, severe cerebral palsy, etc.).

. Patients who are physically, mentally, or sensorially compromised and

whose disabilities present management problems in a fully conscious state.

Patients with severe orofacial trauma or requiring extensive oral surgical
treatment.

The patient with extensive treatment needs who lives in a remote area and
has a verifiable transportation constraint.
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SHIPROCK SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: ENDODONTICS POLICY
Effective Date: Revision Date: Supersedes:
Distribution:

PURPOSE: To establish a policy for the provision of endodontic
services in the Dental Program.

BACKGROUND: Endodontic services fall within the higher
levels of the IHS Dental levels of care document. The majority of
endodontic services are relatively time consuming, requiring from
two to three hours of chair time per tooth from start to final
restoration. In addition, most endodontic services, excepting those
necessitated as the result of traumatic injuries to the teeth, are
required because of previous long term neglect on the part of the
patient.

POLICY: 1. Endodontic services in the Hospital
Dental Program will be offered to those patients who exhibit an
adequate level of oral health and hygiene to make the long-term
success of the procedure predictable. It shall be the sole
responsibility of the treating dentist to make this determination.
Patients whose past dental histories indicate long term neglect,
frequent broken appointments, and/or high levels of caries and/or
periodontal disease will be considered to be poor candidates for
endodontics and will not be offered the option of endodontics unless
the treating dentist feels that there are extenuating circumstances
that justify the provision of endodontics.

2. Anterior and bicuspid endo will be routinely offered to those
patients who meet the above criteria. However, due to the extreme
amount of time required for molar endodontics, molar endodontics
will not routinely be done. Molar endodontics may be offered to a
few selected patients based on age, oral health and hygiene, and
the strategic importance of the molar in the dental arch. Molar
endodontics, when provided, will be limited to first molars, unless
a second or third molar occupies the space of a first molar due to
the previous loss of the first molar, or the second molar is to be
used as the distal abutment for a dental prosthesis. The treating
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dentist, in consultation with the Chief or Deputy Chief, Complex
Dental Unit, will make these determinations.

3. All posterior endos will be restored with cusp-protecting
restorations. This will include both cast crowns and onlays when
levels of care allow for the provision of these services, and cusp
protecting amalgams.

4. The dental program will make every effort to complete every
endodontic procedure that is started by the program, except for
those molar root canals that the patient(s) agreed to have
completed at their own expense at a private dentist.

5. In general, endodontics will be treatment planned after other
Level I through 111 services have been provided.

PROCEDURES: 1. Endo patients who have root canals
started in the walk-in clinic will be instructed that they must
schedule an appointment for a routine examination before the root
canal can be completed. If the patient fails to follow-up, and the
tooth again becomes symptomatic, the patient will then be offered
only extraction of the tooth, regardless of whether the tooth is an
anterior or posterior tooth. An information sheet explaining these
requirements will be given to all patients who have endos started,
and this will be recorded in the progress notes.

2. Patients who have endodontics treatment planned as part of a
routine exam will, in general, have all other routine preventive and
restorative services treatment planned ahead of the endo.
Exceptions to this would include the tooth that is symptomatic and
requires endodontic treatment to stop the pain or active infection.

3. Patients with rampant caries or numerous teeth which are
pulpally involved will be offered endodontics only for strategically
important teeth; the others will be extracted.

4. Patients who have exceeded the clinic's broken appointment
limit will not be offered endodontics if they appear for treatment in
the walk-in clinic; rather, they will be offered only extractions.
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: DENTAL CLINIC SCHEDULE AND HOURS OF OPERATION
Effective Date: Revision Date: Supersedes:
Distribution: DENTAL STAFF, CLINICAL DIRECTOR, DON

The dental clinic will be open to see patients from 8:00 AM until 12:30 PM Monday
through Friday, and from 1:00 PM until 4:30 PM Monday, Tuesday, Thursday, and
Friday. The clinic will be closed from 12:30 PM until 1:00 PM each day so that the staff
can take a lunch break. The clinic will also be closed to patients every Wednesday from
1:00 PM until 4:30 PM to allow the staff to attend service unit committee meetings, to
order and re-stock supplies, to participate in staff meetings and in-services, and other
related non-clinical duties.

The dental clinic will be closed on all Government Holidays.
CLINIC SCHEDULE

A walk-in clinic will be scheduled every day that the clinic is open to see patients with
urgent or emergent dental problems. The hours of the walk-in clinic will be the same
hours that the clinic is open to see patients. Patients may sign in for the walk-in clinic
each morning from 8:00 AM until 11:30 AM and on Monday, Tuesday, Thursday, and
Friday afternoons from 1:00 PM until 3:00 PM. Patients will continue to be seen until
closing time each clinic day. The walk-in clinic will be staffed by 1 dentist and 3 dental
assistants, and 3 dental operatories will be used to see the walk-in patients.

In addition to the walk-in clinic, the dental clinic will also have appointment and
expanded functions clinics, to be held during the same hours of operation. All exam,
prophy, perio, restorative, endodontic, prosthetic, and most surgical appointments will be
scheduled for these clinics. Staffing of the appointment clinics will depend on the
numbers of dentists and dental assistants available, and will usually consist of 3 chairs of
expanded functions and 1 or more chairs of general clinic (where more specialized and
time-consuming procedures are performed).
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: SAFETY POLICY
Effective Date: Revision Date: Supersedes:
Distribution: SAFETY OFFICER, DENTAL STAFF

POLICY: The dental clinic will be a safe place to work with
any unsafe conditions corrected as soon as possible. All dental
employees are required to adhere to the set policy as written.

PURPOSE: To minimize the possibility of injury while
employees are on the job.

PROCEDURE: The following topics will be covered: responsibility,
electrical and storage safety, smoking, eye and hand safety, dental
lab, patient treatment areas, and environmental hazards.

RESPONSIBILITY  As detailed by Presidential directive and
subsequent organizational directives, supervisors have the
responsibility to instruct all employees to see that any discrepancies
from the policy are dealt with, and to have any unsafe conditions
corrected as soon as possible. Employees have the responsibility to
report any existing problem and to conduct themselves in a manner
S0 as to eliminate any possibility of injury to themselves or to others.
All employees have the responsibility to report any accidents. All
employees should be familiar with hospital fire, safety, and disaster
(FSD) plans. Supervisors must keep copies of these procedures
readily available in the clinic. The FSD plans should be reviewed by
each employee at least annually.

ELECTRICAL AND STORAGE SAFETY

Inadequacies must be presented in writing to the service unit Safety
Committee. Corridors and working areas should be kept free of
obstacles, debris, or clutter which could cause falling accidents. Any
new appliances or electrical equipment must be safety tested prior to
being placed into use following service unit policies.

OXYGEN AND COMPRESSED GASES

Emergency oxygen cylinders in the dental clinic will be stored on
mobile carts. The pressure in emergency oxygen cylinders will be
monitored and recorded by the dentists on a daily basis. Nitrous
oxide cylinders will be kept on the Nitrous Oxide-Oxygen sedation
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unit, as will the oxygen cylinders used for this purpose. The pressure
in these cylinders will be checked by the dentist prior to the
initiation of a Nitrous Oxide-Oxygen sedation procedure, and
changed whenever the pressure is too low to allow the safe
completion of the procedure. Oxygen and Nitrous carts will be
stored in readily accessible locations, but out of normal traffic
patterns.

FLAMMABLE LIQUIDS

All flammable liquids will be stored according to service unit
policies, as determined by the Safety and Infection Control
Committee.

HAZARD COMMUNICATIONS

All dental employees shall be required to undergo the annual
training on Hazardous Materials and Hazard Communications as
provided by the service unit and as mandated by service unit policies
and procedures as implemented by the Safety and Infection Control
Committee. Material Safety Data Sheets will be maintained, in a
notebook kept in the dental office, for all potentially hazardous
materials in use in the dental clinic, as per service unit policies. This
register will be maintained by the Staff Dental Officer. All materials
in use in the dental clinic will be labeled according to the criteria set
out in the Hazard Communications Standard and service unit safety
policies.

ON THE JOB INJURIES

All on the job injuries, needle sticks, etc. will be reported to the
safety officer according to service unit safety policies using the
standard incident report form.

DENTAL RADIOLOGY

Lead aprons are to be placed on all patients receiving x-rays. All
permanent dental staff will wear monitoring badges. All x-rays will
be taken from behind the protective shields.

MEDICAL EMERGENCIES FOR DENTAL PATIENTS
1. CPR: Dental staff will be trained to render cardio-pulmonary
resuscitation (CPR) and receive refresher courses annually.

2. Emergency Life Support: The dental staff shall know where the
emergency drugs are kept. The dental staff shall know where the
emergency equipment is kept and how to operate it. The dental
staff shall request medical staff support immediately at the onset of
life threatening emergencies.
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MERCURY HYGIENE
The dental staff will abide by the Mercury Hygiene guidelines as
adopted by the American Dental Association.

NITROUS OXIDE
1. Nitrous Oxide equipment shall be of the fail-safe variety.

2. No Nitrous flows unless there is adequate pressure.
3. Nitrous will not exceed 50% of the gaseous volume.

4. All nitrous oxide equipment will be used with scavenging
masks. All scavenging equipment will be vented to the outside.

5. Until supplementary ventilation can be installed in the dental
clinic, the use of nitrous oxide will be limited to those cases where
sedation is necessary and CHS dollars are not available to refer the
patient.
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DENTAL CLINIC

POLICY/PROCEDURE

Subject: RECALL POLICY

Effective Date: Revision Date: Supersedes:

Distribution:

PURPOSE: The presence of a recall program allows the dental
department to follow-up on all patients who enter the recall system
and thereby insure the quality and longevity of the services that have
been provided, and to maintain a state of dental health once it has
been achieved. In addition, the presence of a recall system helps to
reinforce to the patients the need for routine dental examinations and
routine care to protect their dental health.

POLICY: At the completion of all planned treatment, each
patient will be offered the opportunity to be placed on recall status.
The recall period for those patients who choose to enter the recall
system will be established by the treating dentist and will be
individualized to the patient's needs based on previous disease rate,
presence of space maintainers, presence of prostheses, oral hygiene,
etc.

PROCEDURE: 1. Upon completion of all planned treatment, each
patient will be offered the opportunity to enter the recall system.

2. Patients choosing to enter the recall system will be asked to
self-address a postcard or franked envelope.

3. The dental receptionist will mark in the lower left-hand corner
of the card or envelope the month and year that the dentist has
selected as the recall period for the patient.

4. The card or envelope will then be placed in the recall file in the
month that the recall is to occur.

5. Once each month, the receptionist will remove all of the cards
and envelopes in the file for that month, attach a recall notice, and
mail the cards and envelopes to the patients.

6. Recall notices will serve as a reminder only to the patients,
appointment slips will not be mailed with the notices. It will
remain the responsibility of the individual patients to schedule the
recall exam according to normal appointment procedures (see
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appointment policy). The dental staff is too small to provide
services to everyone in the service population, so to provide open
access to exam appointments to those people in the recall system
would in the long run end up denying access to exam appointments
to new patients who wish to avail themselves of the services of the
dental clinic. Therefore, the recall system will serve as a reminder
only.
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DENTAL CLINIC

POLICY/PROCEDURE

SUBJECT: Prosthodontics

EFFECTIVE DATE:

REVISION DATE: SUPERCEDES:

DISTRIBUTION:

PURPOSE: Prosthetics are very expensive both in terms of
dollars and clinical time. It is therefore necessary to insure that all
prosthodontic services provided in the Dental Clinic go to
only those patients who have demonstrated the oral health practices
necessary to maintain the prosthetic device after it has been
completed.

POLICY: In keeping with the public health concept of
providing emergency, preventive, and routine restorative procedures
before more complex rehabilitative services, all patients receiving
prosthetics must first receive all basic levels of care (i.e.,
periodontal, preventive, restorative care) before prosthetic services
are offered, without exceeding the clinic’s broken appointment limit.

Patients’ treatment planned for prosthetics must prove that they
can maintain an adequate level of oral hygiene to ensure the long
term success of the prosthesis.

All periodontal services needed to bring the teeth involved in the
prosthesis, both as abutments and as opposing occlusion, to PSR
level | or better must be provided prior to the prosthesis. Teeth not
meeting PSR level I criteria are not eligible for prostheses.

Stainless steel crowns are not acceptable as permanent restorations
on permanent teeth. They should be treatment planned for
replacement with a cast or porcelain crown.

If clinic scheduling should become overly backlogged, with
scheduling extending significantly more than three weeks in
advance, prosthetic services may be eliminated from the schedule
of direct care services being provided.

Because of the lengthiness of prosthetic appointments, broken
appointments will not be allowed. If a patient breaks a prosthetic
appointment, his/her treatment will be halted at that point.
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PROCEDURE: Patients may be required to undergo an oral hygiene
program to reduce plaque indices to acceptable levels prior to
receiving prosthetic services.

Prosthetic services needed as a result of traumatic tooth fractures
or avulsions are to be prioritized higher than services needed as a
result of caries or periodontal neglect. In general, the prognosis for
long-term success is greater in these cases.

Once prosthetic treatment has started, no broken appointments will
be allowed. If a patient breaks an appointment after prosthetic
work has started, the treatment will be terminated at that point and
any unused portions of their laboratory fees will be requested from
the lab and returned to the patient.

An information sheet detailing the requirements for prosthetics will
be provided to all patients entering that portion of their treatment
plan.
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: GRANTING OF DENTAL PRIVILEGES
Effective Date: Revision Date: Supersedes:
Distribution: ALL NEW DENTISTS, CLINICAL DIRECTOR

PURPOSE: To establish guidelines by which initial clinical
privileges will be granted to Dentists coming on duty in the
Service Unit.

POLICY: Full clinical privileges will be granted for all level I,
I1, and 111 services (from the IHS dental Schedule of Services). In
general, level 1V and V services not pertaining to complex oral,
periodontal, or endodontic surgery, conscious sedation, reduction
and fixation of fractures of the jaws, and comprehensive
orthodontics will also be granted as full privileges. In general,
privileges for the services contained in the above list of exceptions
(see attached copy of the Dental Privileges Form for the specific
procedures) will be granted as limited until proof of additional
training, experience, and competence, as indicated by records of
CDE, quality assurance activities, peer recommendations, and peer
review are available.

PROCEDURE: 1. Initial privileges are granted using the standard
Navajo Area Dental Privileges form (copy attached).

2. Dentists wishing to increase their privileges must do so by
applying to the Medical-Executive Committee, through the Chief,
Complex Dental Unit, in writing for the increased privileges, and
including documentation of their training, competence, and
experience to justify the requested increase.
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: ELIGIBILITY FOR DENTAL CARE
Effective Date: Revision Date: Supersedes:

Distribution: DENTAL STAFF, MEDICAL RECORDS, ALL COMMISSIONED
OFFICERS

PURPOSE: To establish a policy that insures that all eligible
patients have access (at minimum) to services falling within level |

of the IHS Dental Schedule of Services at the Service
Unit.
POLICY: Eligibility for care in the Service Unit will

be determined by the Patient Registration Office and/or Medical
Records. In general, Native Americans and their descendants, and
Commissioned Officers of the USPHS and their dependents are
eligible for care.

PROCEDURE Due to the extreme backlog of services needed by
the local Native American population, services for the dependents of
Commissioned Officers may be provided on a "Space Available"
basis only (i.e. no appointments may be given, dependents must wait
for broken appointments and other unscheduled openings in the
appointment system in order to be seen). Care for Commissioned
Officers may be provided by appointment (see Appointment Policy)
but is limited to the same levels of care that are provided to the
Native American population. Dental care for all non-beneficiaries,
including dental emergency care, must be approved in advance by
the Service Unit administration and all necessary non-beneficiary
forms and arrangements for payment must be completed before
services will be rendered.
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DENTAL CLINIC

POLICY/PROCEDURE

Subject: Conscious Sedation

Effective Date: Revision Date: Supersedes:

Distribution:

PURPOSE: To ensure the safety of the patients and staff of the
Dental Clinic.

POLICY: A. Anyone seeking to perform conscious sedation
must meet all of the following qualifications and must be granted
specific clinical privileges for the use of the techniques:

1. Must have graduated from a school accredited by the American
Dental Association, American Medical Association or the
American Osteopathic Association. If an individual is a graduate of
a foreign school, the requirements mandated by each of the above
named associations for foreign graduates must be met.

2. Must have received formal training via residency or internship
in the use of conscious sedation techniques; or must have received
formal training in the administration of conscious sedation from an
ADA or AGD certified continuing education course. The training
should include a hospital anesthesia rotation with emphasis on
airway management, management of emergencies, pharmacology
of sedative drugs, physical evaluation of patients, and risk
assessment.

3. Formal training must include the use of equipment, the
recognition of medical problems which may exist, indications and
contraindications to conscious sedation, limitations of sedation,
signs and symptoms of adequate and inadequate sedation,
complications that may arise, and the treatment of these
complications.

4. Must maintain annual certification in CPR.

5. Must demonstrate continued clinical competence in the use of
conscious sedation.

B. Documentation and Limitations
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All sedation techniques used will be maintained at levels defined
as conscious sedation.

At the termination of a sedation procedure, the dentist will record
in the patient's chart all pertinent events that took place during the
course of sedation, including the dose of all drugs used, vital signs
obtained pre-op, post-op, and at a minimum of 15 minute intervals
intraoperatively, adequacy of the depth of sedation obtained, and
the patient's condition upon discharge from the dental clinic.

A log of all sedation procedures, including date, patient's name,
and chart number will be kept.

C. The appropriate equipment and personnel must be present for

the use of conscious sedation.

Stethoscope and appropriately sized sphygmomanometer must be
present.

For all sedation techniques except anxiolytic sedation a pulse
oximeter must be used throughout the duration of the procedure.

For all sedation techniques except anxiolytic sedation, monitoring
of the vital signs must be done by an appropriately trained member
of the operating team other than the dentist or chairside assistant.

D. Procedural Controls for all Sedations

1. Conscious sedation will be used only on those patients on
whom other forms of behavior modification are either
contraindicated or ineffective (i.e. indications for its use must exist
and be stated in the patient's records).

2. A complete and current medical history, including appropriate
medical consultations, current weight of the patient, and indication
for using the sedation must be documented in the chart.

3. Conscious sedation in the dental clinic will be limited to
American Society of Anesthesiologists (ASA) Class | and Il
patients.

4. Use of any restraints, including the papoose board, must be
documented.

5. After any conscious sedation procedure, the patient will not be
discharged until fully recovered or until the patient is oriented to
time, place and person and is accompanied by a responsible adult.
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6. All patients receiving conscious sedation must be NpO for at
least 4 to 6 hours prior to the sedation procedure, and have this
documented in the dental record.

7. All patients scheduled to receive conscious sedation will
receive both verbal and written instructions concerning the
sedation procedure prior to the appointment, and the provision of
such instructions will be documented in the dental chart. In
addition, written consent must be obtained prior to the procedure.

E. Nitrous Oxide-Oxygen Sedation
1. All gauges and flow meters will be in full view while in use.
2. All rubber goods will be inspected prior to each use.

3. Ambient atmospheric levels of waste gases will be measured
twice a year.

4. Leak testing will be performed quarterly.

5. Hoses and breather bags will be replaced when visual
inspection reveals deterioration or whenever leaks are found during
testing.

6. Equipment will be inspected for leaks and operational status
prior to each use.

7. Procedural Controls for Nitrous Oxide

N>O will be used only in operatories that have proper plumbing and
ventilation for the scavenging and elimination of waste gases

Patient speech should be minimized and rubber dam should be used
whenever possible.

c. The proper sized mask should be used to ensure a tight seal.

N2O will not be used if any dental staff member is pregnant or is
suspected of being pregnant unless that person can be isolated from
waste gasses until ambient levels have returned to zero.
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: STANDING ORDERS FOR DENTAL ASSISTANTS AND RECEPTIONIST
Effective Date: Revision Date: Supersedes:
Distribution: DENTAL STAFF

Staff members will assemble and properly fill out forms 42-1, Patient Service Record,
and 42-2, Patient Progress Notes. The assistant will verbally review the patient's Health
History, check with the patient for any changes in health status, and date and initial the
health status section of the 42-1 form.

Dental auxiliaries trained and certified in dental radiography shall take bitewing x-rays
for each exam patient according to FDA guidelines on frequency of radiographs, copy
attached. A panoramic x-ray shall be taken on all new patients 8 years and older every 5
years. Emergency patients shall have a periapical x-ray taken of the area of the chief
complaint. The dental officer shall be consulted in the case of "loose", exfoliating
primary teeth prior to taking a periapical radiograph. Pregnant patients shall not have any
x-rays taken without the order of a dentist.
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: SUCCESSION TO AUTHORITY IN THE DENTAL CLINIC
Effective Date: Revision Date: Supersedes:
Distribution: DENTAL STAFF, CEO, CLINICAL DIRECTOR, CHS DIRECTOR

PURPOSE: To allow for the orderly transfer of administrative
authority in the dental program whenever the Chief and/or Deputy
Chief of the Dental program are away from the Service Unit.

POLICY: 1. In the absence of the Chief of the Dental
Program, the Deputy Chief will assume all of the duties and
responsibilities of the Chief.

2. In the absence of the Deputy Chief of the Dental Program, the
Chief of the program will assume all of the duties and
responsibilities of the Deputy Chief.

3. In the absence of both the Chief and Deputy Chief of the Dental
Program, the Staff Dental Officer, Advanced billet will assume the
duties and responsibilities of both the Chief and Deputy Chief of
the program.

4. In the unlikely event that the Chief, Deputy, and Advanced
Staff Dentist are all absent from the Service Unit at the same time,
the Chief (or acting Chief) will designate by memo one of the
remaining Staff Dental Officers to assume the role of Acting Chief
until the return of one of the higher ranking members of the staff.
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: TREATMENT OF DENTAL EMERGENCIES IN THE WALK-IN CLINIC
Effective Date: Revision Date: Supersedes:
Distribution:

PURPOSE: To establish a policy for the appropriate use of the
dental walk-in clinic.

POLICY: 1. The dental clinic will operate a walk-in clinic for
the treatment of urgent and emergent dental problems during all
hours that the clinic is open to see patients. Urgent and emergent
dental problems include, but are not limited to pain, infection or
swelling, broken fillings, loose teeth, broken prostheses, loose or
broken space maintainers, and similar complaints.

2. The minimum staffing for the walk-in clinic will be one dentist
and two assistants, utilizing 3 chairs.

3. Care provided in the walk-in clinic will be directed towards the
relief of the patients' chief complaints. If other dental problems are
noted during the emergency oral exam, the patient will be apprised
of the problem but will be required to use the normal appointment
system if further care is desired (see appointment policy).

4. The walk-in clinic will not be used to by-pass the normal
appointment system or to receive routine care.

PROCEDURE: Patients who wish to be seen in the walk-in clinic

must first sign in at Medical Records to have their chart sent to the
Dental Clinic, and then proceed to the Dental reception desk where
they must sign in to be seen.

1. Patients will be seen first-come, first-served in the walk-in
clinic. Exceptions to this rule can be made by the Office of the
Director (OD) to allow for the immediate treatment of patients
with true emergencies such as fractured or avulsed teeth, fractured
jaws, rapidly progressing odontogenic infections with facial
swelling and/or cellulitis, etc. In cases such as this, the dental
assistant working in the walk-in clinic should inform the OD that
such a patient is present in the waiting room and allow the OD to
triage.
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2. The walk-in clinic may also be used to schedule such
procedures as suture removals, follow-up visits, simple orthodontic
extractions, etc. as time and experience permit. The dental
receptionist will routinely schedule visits such as these at times
when the walk-in clinic is usually less busy so as to not prolong the
time that walk-in patients must wait to be seen.
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ABBREVIATIONS COMMONLY USED IN THE DENTAL CLINIC

AAA
ABU

amal

AF
ant

ANUG

appt

BA
BBTD
BP

BW

CA
calc
CaOH
Carbo
CB
C&B
CD

CMCP

PHS INDIAN HOSPITAL

assessment (as in SOAP)
Acute Apical Abscess
amalgam build-up
amalgam

Acute Apical Periodontitis
apical file

anterior

Acute Necrotizing Ulcerative Gingivitis

appointment

buccal

broken appointment
baby bottle tooth decay
blood pressure
bitewing x-ray

with

cancelled appointment
calculus

Calcium hydroxide
Carbocaine

cement base

crown and bridge
complete denture

Camphorated parachlorophenol
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Cl

cop
Comp
CPA
CPITN

Crn

DF

Dx

Dent

Dy

Ed D
EdP
EdC
EdF

Ed MCH
Ed BBTD
Ed ST
EF
Emer
endo

epi

ept

ER

cavity liner, copalite
copalite
composite restorative material

cusp protected alloy

Community periodontal index of treatment needs

crown

distal

deciduous

defective filling ( restoration )
diagnosis

dental

dycal

diabetes education

Perio Education

caries education

fluoride education

Maternal Child Health Education
Baby bottle tooth decay education
smokeless tobacco education
expanded function dentistry
emergency

endodontics

epinephrine

electric pulp tester

emergency
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eval
ext

F
F/U
FIL
FF
FGC
FI
FM
FMX
FC, FMC
F/P
Fx
form
GG
ging
Gl
GP

evaluate

extraction

facial

full upper denture or follow-up
full lower denture

final file

full gold crown
fluoride

full mouth

full mouth extractions
formocresol

full over partial denture
fracture

formocresol

gates glidden

gingival

glass ionomer cement
gutta percha

incisal

incision and drainage
impacted

impression

inferior, informed
intermediate restorative material

intravenous
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M

L

LA
lab
LLQ
LRQ
lat

LT
LKP1
LKP 2
LKP 3

LMP

mand
max
MB
med(s)
Mi

Md
MH
Mx
N20-02
NTI
NV

02

intramuscular
lower, lingual, left
local anesthetic
laboratory

lower left quadrant
lower right quadrant
lateral

length of tooth
leukoplakia |
leukoplakia Il
leukoplakia Il

last menstrual period
mesial, missing
mandibular
maxillary

Maryland bridge

medication

mechanical instrumentation of the root canal

mandible
medical history
maxilla

nitrous oxide/oxygen

no treatment (indicated)

non-vital

oxygen
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0 occlusal or objective (as in SOAP)
occ occlusal, occlusion

OH oral hygiene, or overhang

OHI oral hygiene instruction

op operative ( procedures)

ortho orthodontic (s)

oS oral surgery

oD officer of the day

ops operative dentistry

P plan (as in SOAP)

P/ partial denture (s)

PA periapical x-ray

Pal palatal

Pan panoramic x-ray

PAP periapical pathology

PE partially erupted

pedo pedodontic (s)

perc percussion

perio periodontic/periodontal

Pl partially impacted, patient informed
PMH past medical history

PO post operative, by mouth

POI post operative instructions
POIG post operative instructions given
Post posterior
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PPC personal plaque control

PPD periodontal pocket debridement
prep preparation

prn as needed

prophy prophylaxis

prosth prosthodontics

Pt patient

PTC planned treatment completed
PTF prophy and fluoride treatment
pulp pulpotomy

q quadrant

quad quadrant

R right

RCT root canal therapy

R/O rule out

RPD removable partial denture

RT root tip

RTC return to clinic

Rx prescription or therapy

ref reference point

S sealant, or subjective (as in SOAP)
SA silver amalgam

SBE subacute bacterial endocarditis
SC space closed

Sl sealant intact

Oral Health Program Guide
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SM
SOAP
STWNL
SR

SsC

Sp Maint
TA
Temp
T™J

X

TBP

B

UE
URG
ULQ
wi
WNL
w/o
X
XC
X0
XP
XX

Xylo

space maintainer or study model

subjective, objective, assessment, plan

soft tissue within normal limits

suture removal

stainless steel crown

Space maintenance

toothache

temporary restoration

temporomandibular joint

treatment

tooth brush prophy

tooth brush

upper

unerupted

upper right quadrant

upper left quadrant

working length

within normal limits

with out

times

extraction due to caries

extraction for orthodontic reasons

extraction due to periodontal disease

extraction for other reasons

xylocaine 2% with epinephrine 1:100,000
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ZOE zinc oxide and eugenol

ZnPO zinc phosphate cement
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DENTAL CLINIC

POLICY/PROCEDURE

SUBJECT: TREATMENT OF INTOXICATED PATIENTS

EFFECTIVE DATE REVISION DATE: SUPERCEDES:

DISTRIBUTION:

PURPOSE: To provide a protocol for the treatment of
intoxicated persons who present themselves to the dental clinic
requesting care.

POLICY: Intoxicated individuals will not be treated in the
dental clinic.

PROCEDURE: If a patient, in the judgment of the treating dentist,
is under the influence of alcohol or other intoxicating substances,
he/she will be asked to leave the clinic and return when sober for
care. Security will be called to remove the intoxicated patient if he
should become belligerent or abusive. This policy is necessary for
the following reasons:

1. Intoxicated patients are often unable to remember or to follow
post-operative instructions.

2. Intoxicated patients are more likely to become nauseated during
or after dental treatment.

3. Intoxicated patients cannot give adequate medical histories.

4. Intoxicated patients cannot be given appropriate pain
medications due to the possible interactions between the pain
medication and the intoxicating substance.

5. Intoxicated patients have in the past become abusive,
unmanageable and violent while receiving treatment.
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Department: Dental

SERVICE UNIT

POLICY/PROCEDURE

Subject: DRUG STORAGE REVIEW IN THE DENTAL CLINIC

Effective Date:

Revision Date: Supersedes:

Distribution: CHIEF, PHARMACY, AND P&T COMMITTEE

POLICY: The members of the Dental Staff shall make
quarterly reviews of all Pharmaceutical items stored in the dental
clinic.

PURPOSE: To insure that all Pharmaceutical items used in the
dental clinic are stored properly and safely and have not exceeded
their expiration dates.

PROCEDURE: 1. Once each quarter, a dental officer, to be
designated by the Dental Chief, will be responsible for surveying all
dental units and storage areas for the storage of Pharmaceutical
items. The dental officer will look specifically for expiration dates
on such items, and for the safe and appropriate storage of such
items.

2. Any outdated Pharmaceutical products will be immediately
removed from the clinic and disposed of in a manner consistent
with the policies and procedures of the Pharmacy department.

3. Pharmaceutical items which are used internally will be stored
separately from pharmaceutical items which are used externally.

4. All drugs will be stored separately from other chemical
products which are covered by the Hazard Communications policy.

5. A report of each drug storage review will be made available to
the Dental QA Coordinator, to the Chief of the Pharmacy
Department, and to the P&T Committee.

Management
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Department: Dental

SERVICE UNIT

POLICY/PROCEDURE

Subject: Deferred Services

Effective Date:

Distribution:

Revision Date: Supersedes:

PURPOSE: Contract monies are usually available to cover

services falling within Levels | through 111 of the IHS Schedule of

Services. In addition, clinical backlogs often make it impossible for
the dental program to provide anything but Level I through 111 care.
Many of our patients would benefit from the provision of higher
levels of care but cannot receive them due to the unavailability of
funds to pay for the services or the lack of time for the clinic to
provide them. This policy will identify a method of tracking and
prioritizing these deferred needs.

POLICY: In order to become eligible to be placed on the
deferred services list, a patient must first complete all needed
services within levels I through 111 without exceeding the broken
appointment limit, and agree to be placed on recall status. At the
completion of this treatment, the patient will be offered the option of
continuing with the higher level services at his/her own expense
(ONLY WHEN THE CLINIC IS ABLE TO PROVIDE THESE
SERVICES WITHIN ITS CURRENT SCHEDULE OF
SERVICES), or having his/her name placed on the deferred services
list. Patients choosing to have their names placed on the deferred
services list will be listed by name, service (and level of service)
needed, and the date their name was placed on the list.

If, due to excessive backlogs in the appointment system, no level
IV, V, and VI services are being provided, then all patients
requiring such services will have their names placed on the
deferred services list at the time their routine care is completed and
they are placed on recall status. Whenever it becomes possible to
provide deferred services, patients will be called in the order in
which their names appear on the list, for the levels of care that are
authorized.

PROCEDURE: Patients must complete treatment and be placed on
recall status before they qualify to be placed on the deferred services
list. The requirement to be placed on recall is to help emphasize to

Management
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the patient the need to maintain an active participation in his/her
own healthcare, and to insure that when deferred services can be
provided, the patients who are called will still have an adequate
level of oral health to justify the provision of the higher level of
care. This requirement will be waived for edentulous patients who
seek full dentures.

1. All prosthetic services provided with deferred monies must
meet all other requirements of the service unit prosthetics policy
(i.e. periodontal health, broken appointments, Ante's rule, etc.).

2. Patients who agree to be placed on recall status but then later
fail to schedule a recall visit after their recall notice has been
mailed will have their name removed from the deferred services
list.

3. Patients on the deferred services list who later exceed the
broken appointment limit will have their names removed from the
list.
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DENTAL CLINIC

POLICY/PROCEDURE

Subject: BROKEN AND CANCELLED APPOINTMENTS

Effective Date: 10/01/90 Revision Date: Supersedes:

Distribution:

PURPOSE: Due to the large number of people who make
appointments but fail to show up for them or fail to give adequate
advance notice when canceling them, it has become necessary to
have a policy on appointment responsibility. Broken and cancelled
appointments waste the clinic's very limited time and hinder the
dental program’s efforts to improve the oral health status of the
people that we serve.

POLICY: The Dental Program will allow only two broken
appointments per six-month period. An appointment is considered to
have been broken if any of the following occur:

1. The patient fails to show up for the appointment

2. The patient appears more than 15 minutes late for a scheduled
appointment

3. The patient calls to cancel an appointment with too little
advance notice to allow that appointment time to be rescheduled
with another patient ( 24 hours will be considered to be the
minimum time necessary to avoid a broken appointment ).

4. Patients who wish to cancel dental appointments must do so a

minimum of 24 hours in advance of their scheduled appointment.

If less notice is given without a valid excuse, the appointment will
be considered to have been broken.

PROCEDURE: When a patient accumulates two broken
appointments in a six-month period, that person will not be allowed
to schedule any further routine appointments for a period of six
months following the second broken appointment.
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: BIOPSIES
Effective Date: Revision Date: Supersedes:
Distribution: TISSUE AND BLOOD COMMITTEE

PURPOSE: To establish guidelines to aid in the determination
of which tissues removed in the course of dental treatment need to
be submitted for pathologic review, and to establish a policy for the
tracking and follow-up of all pathology reports thereby generated.

POLICY: All pathologic tissues removed from a patient in the
course of dental treatment will be submitted to the Navy Oral
Pathology Service as per the attached memo, with the following
exceptions:

1. Teeth and associated soft tissue removed in the course of
routine and surgical extractions.

2. Gingival tissue removed during the course of routine
periodontal procedures such as curettage and gingivectomy.

3. Soft and hard tissue removed during the course of routine
alveoloplasty, other preprosthetic surgery, and operculectomy.

PROCEDURE All tissue submitted for pathologic examination will
be recorded in a log to be kept in the dental files labeled
"BIOPSIES".

All specimens submitted for pathologic review will be promptly
immersed in 10% formalin.

Each specimen shall be properly identified and accompanied by a
corresponding pathologic report (SF-515, copy attached), with
appropriate data filled in by the attending dentist or his designee.

The reply from the pathologist shall be reviewed and signed by the
attending dentist and then entered into the patient's medical record.

Patients having tissues submitted for pathologic examination will
be informed of the pre-op diagnosis at the time of the biopsy
procedure and will be notified by mail or Public Health Nurse if
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the biopsy report differs from the pre-op diagnosis. Appropriate
follow-up for the patient shall be provided.
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PHS INDIAN HOSPITAL
DENTAL CLINIC

POLICY AND PROCEDURES MANUAL

PROCEDURE AND TRAY SETUPS FOR DENTAL ASSISTANTS

I. ROUTINE EXAMINATION, ADULT

o T o

d.

mirror
explorer
CPITN probe
2X2 gauze pads

I1. ROUTINE EXAMINATION, CHILD (UP TO AGE 12)

a.

b.

C.
I11. OPERATIVE,

a.
b.
c.

—

K.
l.
m.
n.

o.

mirror

explorer

2x2 gauze pads
AMALGAM

mirror
explorer

syringe and needle (blue for 4-13(and d), yellow for all others),
anesthetic, needle guard

. spoon
. condensers, large and small

ball burnisher

amalgam carrier

. carvers (walls, cleoid-discoid, and JPC)

rubber dam, appropriate clamp, punch, clamp forceps, scissors,
young's frame

330, 557, or 558 bur in high speed

round bur in slow speed

matrix band and retainer, with wedges, for MO, DO, MOD, etc.
floss

articulating paper

cavity liner

Management
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p. dycal
g. amalgam well
cotton rolls and gauze
s. acorn burnisher
IV. SEALANTS

a. sealant kit

b. etching liquid, not gel

c. pumice or hydrogen peroxide and prophy brush

d. cotton rolls, holders, and dry angles, or rubber dam
V. OPERATIVE, COMPOSITE

a. mirror
b. explorer

c. syringe and needle (blue for upper anteriors, yellow for lowers) and
anesthetic, needle guard

rubber dam, punch, clamp and forceps if needed, young's frame
floss ligatures

330 bur in high speed

round bur in slow speed

S @ ™o o

plastic instrument

composite
bonding agent

—

k. Dycal or Vitrabond when available

Ketac-conditioner, when available

m. mylar matrix and wedge(s)

n. curing light

o. light shield

p. finishing burs, strips, and discs
g. articulating paper

r. etching gel not liquid

S. brush

t. cotton rolls and gauze
VI. PULPOTOMY, PRIMARY TOOTH
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a. mirror
b. explorer

o

syringe and needle (blue for 4d-13d, yellow for all others) and
anesthetic, needle guard

spoon
round bur in slow speed
cotton pellets
formocresol

IRM

rubber dam, punch, clamp forceps, #4 clamp(usually), young's frame,
Scissors

S @ ™ o o

j. cotton rolls and gauze
VII. PULPECTOMY, PRIMARY TOOTH

a. mirror
b. explorer

o

syringe and needle (blue for 4d-13d, yellow for all others) and
anesthetic, needle guard

spoon
round bur in slow speed
cotton pellets

formocresol

IRM

endo files, gates glidden burs

S ™o o

j.- endo irrigation

K. paper points

I.  ZOE paste

m. CR syringe and needle tube

n. rubber dam, punch, clamp forceps, clamp (#4 usually), young's frame,
SCissors

0. cotton rolls and gauze
VIII. STAINLESS STEEL CROWN

a. mirror
b. explorer
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c. syringe and needle (blue for 4d-13d, yellow for all others) and
anesthetic, needle guard

spoon
round bur in slow speed

169 or 699 bur or diamonds in high speed
Flecks or Durelon

@ ™ o o

contouring and crimping pliers
crown and collar scissors

j- rubber dam, punch, clamp forceps, clamp (#4 usually), young's frame,
SCissors

k. orangewood stick or band seater
[. cotton rolls and gauze
IX. ENDO, ALL BUT MOLARS, ONE APPOINTMENT FILE AND FILL

a. mirror

b. explorer

o

syringe and needle (blue for 4-13, yellow for all others) and anesthetic,
needle guard

endo spoon

round bur in slow speed
endo explorer

files and gates glidden burs

S ™o o

endo irrigation

paper points
hemostat or film holder and x-ray film

—

k. spreader

l.  plugger

. gutta percha
sealer
chloroform
cavit or IRM
endo ruler

- L T o S5 3

rubber dam, punch, clamp forceps, clamp, young's frame for 6-11 or
ostby frame for all others
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s. cotton rolls and gauze
t. scissors
X. ENDO, MOLAR, FILING APPOINTMENT

a. mirror

b. explorer

o

syringe and needle (blue for 4-13, yellow for all others) and anesthetic,
needle guard

endo spoon

round bur in slow speed
endo explorer

files and gates glidden burs

S @ ™ o o

endo irrigation

paper points
j- hemostat or film holder and x-ray film

k. rubber dam, punch, clamp forceps, clamp, ostby or young's plastic
frame

[.  plugger
m. cavit or B&T
n. endo ruler
o. cotton rolls and gauze
X1. ENDO, MOLAR, FILLING APPOINTMENT

a. mirror
b. explorer

c. syringe and needle (blue for 4-13, yellow for all others) and anesthetic,
needle guard (may not be needed)

endo spoon

round bur in slow speed
endo explorer

files and gates glidden burs

@ ™ o o

endo irrigation

paper points
j- hemostat or film holder and x-ray film
k. rubber dam, punch, clamp forceps, clamp, ostby frame
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gutta percha
. chloroform
sealer
spreader
plugger
cavit or IRM
endo ruler

- L T o0 5 3

»

cotton rolls and gauze
t. scissors
XIl. CUSP PROTECTED AMALGAM BUILDUP (CPA or ABU)

a. mirror
b. explorer

c. syringe and needle (blue for 4-13(and d), yellow for all others) and
anesthetic, needle guard (may not be needed)

spoon
condensers, large and small
ball burnisher

amalgam carrier

S @ ™ o o

carvers

rubber dam, appropriate clamp, punch, clamp forceps, and scissors,
young's frame

j- 330, 557, or 558 bur in high speed
k. round bur in slow speed

matrix band and retainer, with wedges and extra piece of band
material, or automatrix

. floss
articulating paper

© = 3

cavity liner and cotton pellets
p. amalgam well
XIl. SURGICAL EXTRACTION, FLAP KIT

a. mirror
b. syringe, yellow needle, anesthetic, needle guard
c. Minnesota retractor
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"o T O3 3 T AT T T ™0

-~ on

c

V.

periosteal elevator

double ended surgical curette
scalpel with 15 blade

mouth prop

bone bur, straight handpiece
high volume suction tip
surgical suction tip

rongeur

bone file

. irrigation

hemostat

straight elevators

needle holders

Dean scissors

suture material

gauze

AM-40 or surgical handpiece, sterile
Sterile suction hose and clip
Surgical suction light source and tips

XII. FRACTURE SET-UP

T @ ™o a0 T o

Panorex

syringe, needle, anesthetic, needle guard
mirror, 2

Minnesota retractor

mouth prop

wire twisters, 2

24 and 25 gauge wires

wire cutters

Erich arch bar material

wire director

suction tip, surgical, high volume
elastics
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m. sterile suction hose and clip
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SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: MANAGEMENT OF APPOINTED PATIENTS
Effective Date: Revision Date: Supersedes:
Distribution: DENTAL STAFF

PURPOSE: To define the routine scope of care for patients
receiving either an initial examination or a recall examination.

POLICY: The following services shall constitute the routine
scope of care for all examination patients.

PROCEDURE: A. A new patient or one who has not had a dental
exam in over 1 year will receive the following services, as needed:

1. Examination

2. Bitewing radiographs (see radiology policy)
3. Review of medical history

4. Oral hygiene instructions as needed

5. Dental prophylaxis as needed

6. Fluoride treatment as per Area guidelines

7. Panorex if none is available or is over 5 years old, and the
patient is 8-10 years of age or older

8. Treatment plan for all services falling within current levels of
care guidelines

9. Follow-up appointments until all planned treatment is
completed or until the broken appointment limit is exceeded

B. Recall Examination
1. Review and update of medical history

2. Examination
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3. Bitewing or PA x-rays as ordered by the treating dentist to
follow-up on the previous treatment plan

4. Updated treatment plan
5. Oral hygiene reinforcement as needed
6. Dental prophylaxis as needed

7. Follow-up appointments as needed to complete treatment

Chapter 4-E-90
Oral Health Promotion 2007
And Disease Prevention



Indian Health Service Oral Health Program Guide

SERVICE UNIT
POLICY/PROCEDURE
Department: Dental
Subject: ACCESS TO MEDICAL RECORDS IN THE DENTAL CLINIC
Effective Date: Revision Date: Supersedes:
Distribution: DENTAL STAFF, MEDICAL RECORDS

PURPOSE: To insure that the privacy and confidentiality of all
patients' medical records is maintained according to federal law and
Hospital policy.

POLICY: Only those persons having a compelling
professional need to see the contents of medical records shall have
access to medical records in the Dental Clinic. This shall include all
staff involved in direct patient care (i.e. Dentists, Dental Assistants,
Hygienists, and Dental Students) as well as the clinic's receptionist
who prepares the dental portion of the medical record prior to the
patient's being seen.
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SERVICE UNIT DENTAL PROGRAM

POLICY/PROCEDURE

SUBJECT: Service Unit Dental Program CHS Referral Policy

EFFECTIVE DATE:

REVISION: SUPERSEDES:

DISTRIBUTION: SU Clinical Director, SU Dental Staff, Contract Health Services

PURPOSE To establish a policy by which patients, who require
dental care which falls within the currently approved levels of care
but cannot be properly provided in the Service Unit Dental
Program, can be referred to appropriate IHS and non-IHS clinics for
the required care; and to establish a policy for the handling of

referrals made through the Service Unit Dental Program
from other dentists, both IHS and non IHS, and from other
healthcare providers in the Service Unit.

POLICY A. Referrals made:

Patients may be referred to other IHS facilities, to private dentists,
or to other healthcare providers for the following reasons:

1. The patient with a toothache or other urgent/emergent dental
condition that cannot be adequately temporized by the medical
staff with analgesics and/or antibiotics, when no dentist is
available in any Service Unit facilities.

2. The patient requires level | dental care which cannot be provided
in the Service Unit Dental Program due to lack of
appropriate training among the dental staff, lack of appropriate
facilities or equipment in the service unit, or medical conditions of
the patient that may increase the risk of adverse events during the
dental procedure. Examples would include: complex jaw fractures
requiring open reduction and fixation, uncontrollable pediatric
patients requiring full-mouth rehabilitation where treatment in the
operating room (OR) would be indicated, and any patient requiring
hospitalization.

3. The patient who receives emergency care while visiting a
facility in the Service Unit but who permanently resides
in the Contract Health Service Delivery Area (CHSDA) of another
IHS facility, may be referred under alternate resources or self-pay
but not Service Unit CHS.

4. Eligible Native American Head Start students being referred for
routine care as part of the Head Start Program.

Oral Health Promotion
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5. Students away at school or other people living away from the
reservation but qualifying for CHS care due to the 180 day rule
(see CHS policy — must have a completed student form on file
every semester).

6. Patients with acute dental emergencies when no dentist is
available at the service unit (see Emergency Policy ).

7. Dental patients with acute or chronic medical conditions which,
in the opinion of the treating dentist, require acuity of care not
available within the Service Unit.

8.Eligible Native Americans living away from the direct service
delivery area of the Service Unit, if within the 180-day
rule.

B. Referrals received:

The dental program will accept referrals directly into the
appointment system for the following reason:

The patient's dental problems are a contributing factor in the
treatment of a medical condition. Examples of this would include
the uncontrolled diabetic with periodontal disease or other active
dental infections, the end-stage renal patient being prepared for
kidney transplant, etc. This does not include patients whose only
medical problem is severe caries or periodontal disease because
this describes a significant proportion of the total population being
served. This also does not include the pregnant patient because
routine dental care is in many cases not appropriate during the first
and third trimesters of pregnancy.

All other patients referred to the dental program will first be
scheduled to be seen in the walk-in clinic for evaluation and
appropriate disposition of the problem for which they have been
referred. The treating dentist will decide if it is appropriate to allow
any patient so referred to enter directly into the regular
appointment system or whether the patient should be required to go
through normal appointment procedures along with all of the other
regular dental patients. Because of the inability of the clinic to
appoint all patients who need to be seen (due to staffing) and the
demand care nature of the appointment system, referrals to the
dental clinic cannot be allowed to have priority for the limited
appointments except under the circumstances listed above.

C. Priority | Dental Procedures
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Specific dental procedures that may be approved through Contract
Health Services for referral to non-1HS providers include, but are
not limited to, the following:

1. The extraction of third molars when all of the following
conditions are met:

a. The tooth (teeth) is mesioangular, distoangular, or horizontally
impacted;

b. The tooth (teeth) is causing the patient pain (subjective evaluation);

c. The removal of the teeth may prevent destruction of the second
molars;

d. The extraction(s) cannot be performed safely in one of the service unit
dental facilities.

2. Treatment of pediatric patients (under age 12) and special needs
patients (documented disability or mental impairment) when one of
the following conditions is met:

a. The pediatric patient requires extensive rehabilitation — greater than
six teeth with dental caries or greater than four teeth with
interproximal dental caries requiring stainless steel crowns or other
justifiable reasons — that would be best performed by a pediatric
dentist.

b. The pediatric patient is unable to be treated in one of the service unit
dental facilities due to situational anxiety, disability, or a large
geographic distance from the patient’s home to the nearest service unit
dental facility.

c. The pediatric patient is currently receiving orthodontics and requires
multiple extractions or other oral surgery procedures that cannot be
performed in a service unit dental facility.

d. The pediatric patient requires space maintenance following premature
loss of a deciduous tooth, and such procedure cannot be performed at
the service unit dental facility.

3. Oral surgery when one of the following conditions is met:

a. The service unit dentist cannot perform the simple or surgical
extraction due to (1) inability to obtain sufficient anesthesia to the
affected tooth; (2) inoperable dental equipment or due to conditions
beyond the dentist’s control (such as loss of electricity); (3) removal of
a tooth from the maxillary sinus or inferior alveolar canal; (4)
sustained infection (abscess or cellulitis) that cannot be reduced after
repeated tries;
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b. Multiple extractions are necessary but the patient has either
experienced past difficulties by the providing dentist or is medically
compromised;

c. The patient desires an immediate denture and multiple extractions
(greater than 10 at one time) are required.

4. Periodontal surgery when all of the following conditions are
met:

a. The patient has received comprehensive Phase | (non-surgical) therapy
in one of the service unit dental facilities;

b. The patient is diagnosed with refractory or rapidly progressive adult
periodontitis, localized or general juvenile periodontitis, prepubertal
periodontitis, or another severe periodontal condition and treatment for
the condition cannot be adequately performed by the dental provider
(hygienist and/or dentist);

c. The patient has been given the treatment alternative of extracting the
affected teeth and desires a periodontal referral to potentially save the
teeth;

d. The patient is in compliance to directions from the dental provider,
including the respective dental clinic’s broken appointment policy,
adequate oral hygiene as determined by the provider, etc.

5. Pathology referral for patients with suspected oral pathology, if a
biopsy or more thorough evaluation cannot be completed by the
dental provider.

6. Temporo-mandibular joint dysfunction (TMJD) evaluation only,
when such evaluation cannot be completed by the dental provider.

7. Emergency dental treatment, including access/instrumentation of
abscessed teeth (but not obturation or the permanent restoration),
pending approval of the service unit dental chief.

D. Dental Procedures Outside CHS Priority | Requirements

Currently, the Service Unit operates under Priority |
(“life or limb) CHS requirements. As such, there are numerous
procedures that should not, except under extenuating
circumstances, be approved for referral to a non-1HS entity under
CHS. These include:

1. Endodontic treatment (root canal therapy), except under the
following condition: retreatment of a previously treated tooth when
two of the three criteria below (must include c.) are met:
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a. The tooth is vital to the patient’s occlusion or esthetics (would not
include second or third molars)

b. The tooth serves as an abutment to a bridge

c. The patient has, or agrees to purchase, appropriate coronal coverage
following the root canal therapy (crown or bridge abutment)

2. Orthodontic treatment, except under condition C.2.c. above

3. Fixed and removable prosthodontics, including surgical
implants and implant prostheses

4. Routine restorative, preventive, surgical, endodontic, and
periodontal services

5. Temporo-mandibular joint dysfunction treatment
6. Cosmetic bleaching, veneers, etc.

PROCEDURE 1. The referring dentist or medical provider (in the
absence of the dentist) will determine the need for an appropriate
referral to a dental or medical specialist (oral surgeon, periodontist,
pediatric dentist, ENT, pathology, etc.)

2. The referring dentist will then prepare a Referral Form (IHS
199-1) in triplicate, and submit all but one copy for his/her records.
One copy should be retained by the dental department. The
Referral Form should include the following:

a. Item 1: specialty of provider (even if name is unknown, the type of
specialist should be written or typed in this box)

b. Priority Box: Priority I should be marked only if the referral meets the
criteria as set forth above in Section C above. Otherwise, the
appropriate priority should be listed (if unsure, the dental provider can
consult his/her CHS clerk).

c. ltems 2-4: the demographic information should be entered (CHS
clerks will complete 5-9).

d. Item 10: the dental provider should write down the exact reason for
the referral and reference the exact criteria that supports such a referral
(from section C above), if the service unit CHS funding is anticipated
for the referral. A few examples are given below:

39 year-old male with mesioangular impacted teeth #17 and #32,
causing pain for 3 weeks. Referral to an oral and maxillofacial
surgeon, under local anesthesia, to extract teeth #17 and #32
(Reference C1)”
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*“3 year-old female with nine carious lesions - #a,b,c,d,e,f,g,h,1 -
needing comprehensive rehabilitation by a pediatric dentist under
IV sedation or OR care, and unable to treat in a general dentistry
setting (Reference C2a)”

It is the dental provider’s responsibility to write this section of the
referral, including the referral reference code.

e. ltem 11: the dental provider should be more specific and write down
the diagnosis and recommended treatment for the patient. A few
examples are given below:

“Panoramic radiograph shows mesioangular impactions #17 and
#32. Clinical evaluation shows pericornitis. Prognosis for the teeth
is poor.”

“Caries #a-OL, #b-DO; #c-F, etc. Recommend stainless steel
crowns #a, #b, and possible pulpotomy #a”

f. Item 12: the dental provider should not complete this section, but
instead allow the CHS clerk at the respective facility to complete it.

g. Signature — the dental provider must sign and date the referral.

3. Again, one copy of the dental referral should be kept in the
dental department of the referring facility. The patient should not
be given a copy of the referral until it has been approved, if the
service unit CHS funding is anticipated. Otherwise (if the patient
will self-pay for the referral or if there are non-IHS alternate
resources), the patient or parent/guardian should receive a copy of
the referral form with “self-pay” clearly marked on the IHS-199
form. In any case, the dental provider should provide the CHS
clerk/office with the referral form regardless if CHS funding is
being sought (i.e., every referral goes to the CHS clerk).

4. If copies of dental records or x-rays are also being sent, the
patient will be required to complete a Release of Information form
prior to releasing the documents or x-rays.

5. If the patient is being referred for treatment with anticipated
service unit CHS funding, all aspects of this Dental CHS policy
and Levels of Care guidelines will be adhered to. This includes
emergency patients, students, Head Start students, etc. (see CHS

policy).

6. Dental patients who are found to have medical problems that
require follow-up or treatment (such as untreated hypertension,
uncontrolled diabetes, etc.) will be referred to the medical clinic by
preparing an IHS-199 and sending the patient with a copy of the
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referral form to the medical appointment desk for a medical
appointment. If the problem is thought by the treating dentist to be
urgent, the dentist will contact a physician and refer the patient
directly to the walk-in clinic.

7. Once a referral is complete, the CHS clerk should enter an
electronic (Resource and Patient Management System [RPMS]
Mailman and/or Referred Care Information System [RCIS])
message to the service unit dental chief, writing in everything
entered by the dental provider in Item 10, including the CHS dental
criteria reference number (see Section C, above).

8. The Service Unit Dental Chief will make the final
determination as to whether the referral fits the criteria as outlined
in Section C or if there are extenuating circumstances that warrant
the referral, and shall timely (within seven days) inform the
appropriate CHS clerk of the decision. The service unit dental
chief may request additional documentation or explanations from
the referring dental provider prior to any decision.

9. For CHS referrals that are denied by the service unit dental
chief, the dental providers and/or facilities should keep a list of
denials under a Deferred Services List. This list is critical to further
amending the service unit dental CHS policy in the future, as well
as if unexpected funding occurs during the fiscal year.

10. Patients referred from other IHS clinics (non-

Service Unit) or private dentists for follow-up on emergency care
that was begun at the other clinic will first be seen as a walk-in in
one of the service unit dental clinics to determine the nature of any
follow-up needs. Appointments may be given to complete
treatment of the emergency procedure (if doing so falls within
local Levels of Care guidelines). Once the emergency follow-up is
completed, the patient will be required to go through normal
appointment procedures for any further care.

11. Patients referred from other IHS clinics or private dentists for
routine dental care when there is no underlying medical priority for
the treatment will be informed of the appointment system and will
be required to follow normal appointment procedures.

12. The service unit dental program dentists should not refrain
from an appropriate referral solely on the basis of whether the
referral qualifies under Section C above. If a patient’s condition
warrants a referral, the dentist is ethically and legally bound to
refer the patient to an appropriate dental or medical specialist.
The dentist should mark “Priority 1” if the referral meets, or may

Oral Health Promotion
And Disease Prevention

Chapter 4-E-98
2007



Indian Health Service Oral Health Program Guide

meet, the CHS dental criteria listed in Section C, and any other
priority if the referral definitely does not meet the CHS dental
criteria.

Review of the Service Unit Dental Referral Policy and Procedure shall be done
annually.
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SUBJECT

Service Unit Dental Program
Policy & Procedures

Disposal of extracted teeth and oral tissues

EFFECTIVE DATE

DISTRIBUTION

SUDP Policy Manual, Service Unit Director, Clinical

Director, Dental Staff, Health Directors

I. POLICY Disposal of extracted teeth and oral tissues.

Il. PURPOSE To establish a policy for the disposal of teeth and

soft tissue following dental treatment.

I11. PROCEDURE A. INTRODUCTION. All patients will be

offered the opportunity to keep their extracted teeth or oral tissue

removed during a dental surgery. If a patient wishes to save an

extracted tooth it will be cleaned and surface-disinfected with an

Environmental Protection Agency- (EPA-) registered hospital

disinfectant with intermediate-level activity and placed in a water-

resistant bag or other suitable container.

B. All oral hard and soft tissues shall be disposed of according to
guidelines established by the Centers for Disease Control (CDC)
and prevention, and comply with regulations set forth by OSHA
and the EPA.

Disposal -Extracted teeth that are being discarded are subject to the
containerization and labeling provisions outlined by OSHA's
bloodborne pathogens standard. OSHA considers extracted teeth to
be potentially infectious material that should be disposed in
medical waste containers. Extracted teeth sent to a dental
laboratory for shade or size comparisons should be cleaned,
surface-disinfected with an EPA-registered hospital disinfectant
with intermediate-level activity (i.e., tuberculocidal claim), and
transported in a manner consistent with OSHA regulations.
However, extracted teeth can be returned to patients on request, at
which time provisions of the standard no longer apply. Extracted
teeth containing dental amalgam should not be placed in a medical
waste container that uses incineration for final disposal.

D. Teeth saved for educational purposes: Extracted teeth are
occasionally collected for use in preclinical educational training.
Written consent from the patient shall be obtained for teeth
collected for use in training or research. These teeth should be
cleaned of visible blood and gross debris and maintained in a
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hydrated state in a well-constructed closed container during
transport. The container should be labeled with the biohazard
symbol. Because these teeth will be autoclaved before clinical
exercises or study, use of the most economical storage solution
(e.g., water or saline) is practical. Liquid chemical germicides can
also be used but do not reliably disinfect both external surface and
interior pulp tissue. Before being used in an educational setting, the
teeth should be heat-sterilized to allow safe handling. Microbial
growth can be eliminated by using an autoclave cycle for 40
minutes.
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Clinical Education Affiliation Agreement

Education Affiliation Agreement for Placement of Institution Students in a Clinical
Experience at a Hospital/Facility or Other Facility

This Agreement is made between the Board of Regents of the System of Higher
Education, on behalf of Community College located at , hereinafter
referred to as “Institution,” and the Health Clinic, hereinafter referred to
as “Facility.”

Recitals

A Facility is the operator of healthcare facilities, including an IHS-supported
healthcare facility

B. Facility has the capability to provide a site for Dental Hygiene training experience

C. Facility has agreed to assist in the educational experience of Dental Hygiene
students by providing a Dental Hygiene Clinical facility

D. Institution is currently conducting a Dental Hygiene program for which it desires
to obtain the assistance of Facility to further the training and experience Institution’s
students can receive toward their educational objectives

E. Institution employs faculty interested in supervising at Facility while retaining
their status as employees of Institution.

Terms

In consideration of the mutual promises and conditions contained in this Agreement,
Institution and Facility agree as follows:

1.0 Purpose, Term, and General Policy of the Affiliation.

11 Institution and Facility agree to affiliate and cooperate for their mutual benefit in
order to provide a high standard of health and dental hygiene services to the public.

1.2 This Agreement is for a term of four years beginning on 1 September, 2005, and
reserves the right to periodically review to determine if the continuation or the
cancellation of the agreement is in order. Either party may notify the other of its
intentions not to renew the agreement in writing at least thirty (30) days prior to the
effective day.

1.3 Facility seeks to achieve the following goals with this Agreement:

1.3.1 To improve the quality of care while providing an environment conducive to
education;

1.3.2 To improve its recruitment ability;
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1.3.3 To establish an affiliate clinical program consistent with the values and needs of
Facility.

14 Institution seeks to achieve the following goals with this Agreement:

1.4.1 To provide its students with the necessary clinical experience to prepare them for
Dental Hygiene careers that include public health service;

1.4.2 To enhance and maintain strong ties to local Facility.

15 Neither party intends for this Agreement to alter in any way their respective legal
rights or their legal obligations to one another, the students and Faculty assigned to
Facility, or to any third party.

1.6 Facility retains final responsibility for all aspects of patient care and assumes the
responsibility to perform procedures that a student has not performed if the faculty cannot
assume the responsibility.

1.6.1 Facility may permit Institution faculty members to provide such patient services
at Facility as deemed necessary by Facility for teaching purposes.

1.7 Both parties and their employees shall conduct themselves in compliance with all
applicable federal, state, and local laws, rules, and regulations and in compliance with the
standards, rulings, and regulations of the Joint Commission on Accreditation of
Healthcare Organizations, the Department of Health and Human Services, and the ADA
Commission on Dental Accreditation, as well as their own respective institutional rules
and regulations.

2.0  Annual Operating Plan.

2.1  The parties agree that each year they shall set forth a written operating plan which
shall include:

2.1.1 The clinical education programs to be provided and the starting and ending dates
for each program;

2.1.2 The number, names, clinical assignment opportunities, and clinical assignment
schedule for the students;

2.1.3 The name of the individual for each party who shall have authority to act for and
on behalf of each party in all matters relevant to this Affiliation Agreement.

3.0 Curriculum

3.1 It shall be Institution’s responsibility to:
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3.1.1 Establish and maintain for this clinical placement, curriculum standards and
educational policies that meet Institution standards and American Dental Association
(ADA) Commission on Dental Accreditation requirements;

3.1.2 Administer, organize, and operate the overall clinical placement educational
program;

3.1.3 Inform students that they will be responsible for private health insurance during
clinical experience. It is agreed that any student injury or exposure occurring during the
clinical experience remains the full responsibility of the student, including related
treatment, testing or immunization.

3.2 It shall be facility’s responsibility to:

3.2.1 Cooperate with faculty and students to select and arrange facility learning
experiences that meet clinical objectives;

3.2.2 Orient facility staff to the curriculum and encourage an atmosphere conducive to
learning;

4.0  Program Coordination

4.1 Institution and facility agree to work together to establish and maintain a quality
clinical training program.

4.2 Institution shall provide a faculty member who will serve as liaison with facility
personnel.

4.3 Institution and facility agree to provide representatives to serve as liaison to meet
each semester to fashion, discuss, evaluate, and make recommendations to revise the
Clinical Program experience at facility.

4.3.1 Institution representatives serving as liaison shall be: Director of Dental Hygiene,
or his/her designee.

4.3.2 Facility’s representatives serving as liaison shall be: Dental Services Director or
his/her designee.

4.4 Institution and facility agree to cooperate in planning hours of practice and
selecting areas of clinical services so that all programs can benefit.

4.5  Neither party, nor any joint committee, shall have the power to obligate Institution
or facility resources, or commit either to any particular action.

5.0 Clinical Faculty and Staff

5.1  Itshall be the responsibility of Institution to:
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5.1.1 Employ and assign to this clinical training program only those employees who are
state-licensed;

5.1.2 Employ for this clinical training program only administrative and instructional
staff who meets the applicable qualifications;

5.1.3 Discipline, terminate, reassign, and reinstate such institution personnel in its
reasonable discretion;

5.1.4 Assign to the clinical training program only faculty who agree to follow facility
rules and regulations even though they are not facility employees;

5.1.5 Provide evidence, as requested, of appropriate credentials for each of its provided
faculty members.

5.2 It shall be the responsibility of facility to:

Employ medical, administrative, and direct patient care staff who are qualified either
through experience and/or academically to uphold and demonstrate standards of medical
care as established by facility

6.0  Student Records and Student Participation in the Facility Clinical Program

6.1 Institution shall provide and maintain the following records and reports required
by the facility for conducting the clinical training program:

6.1.1 All faculty and student records for compliance with confidentiality, privacy of
patients and other documents required by federal, state, JCAHO, OSHA, or any other
regulatory agencies. These documents shall be current and available to facility upon
request;

6.1.2 All infection control, immunization, and OSHA requirements upon request.

6.2  Subject to the understanding below, facility agrees to complete the following
evaluations and student records developed by Institution concerning student participation
and performance in the clinical training program:

6.2.1 Facility shall only have the obligation to make reports to the institution regarding
the students participating in the program.

6.2.2 Itisunderstood that institution alone has the responsibility and authority to make
a final evaluation of student performance and to determine the appropriate recognition
(grades, credits, etc.) for such performance.

6.3  The parties acknowledge that many student educational records are protected by
the Family Educational Rights and Privacy Act (“FERPA”), and that student permission
must be obtained before releasing specific student data to anyone other than institution.
Institution agrees to provide guidance to Facility with respect to complying with FERPA.
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6.4 It shall be Institution’s responsibility to:

6.4.1 Send to facility for clinical experience only those students who have met all
Institution requirements and qualifications and who agree to follow facility rules and
regulations;

6.4.2 Notify students of their assignments with facility;

6.4.3 Upon request, provide facility with documentation that the students have
successfully completed the following prerequisites, tests, and training deemed necessary
for placement in the Clinical Program: including

6.4.3.1 Rubella titer or proof of measles, mumps, and rubella (MMR) vaccination if born
after 1957;

6.4.3.2 Current tuberculosis (TB) skin test;

6.4.3.3 Made disclosure of pregnancy or potential pregnancy;
6.4.3.4 Consent or declination to the Hepatitis B vaccine;
6.4.3.5 Healthcare Provider CPR Certification

6.4.3.6 Training in the use and disclosure of patient’s confidential medical information
which they may access during their training, including specifically the requirements of
the HIPAA Privacy Rule.

6.5 It shall be facility’s responsibility to:

6.5.1 Advise Institution of the number of students who can be accommodated at
facility;

6.5.2 Maintain administrative and professional supervision of students insofar as their
presence and program assignments affect the operations of the facility and its care, direct
and indirect, of patients.

6.6 Institution and facility agree:

6.6.1 That any student who becomes injured or ill shall receive emergency treatment
and attention;

6.6.2 That any student who does not meet the health criteria established by facility
cannot be assigned to facility. Facility has the right, at any time, to request health status
reports on students;

6.6.3 That institution will not be responsible for the ultimate performance of students at
facility.

Chapter 4-E-106
Oral Health Promotion 2007
And Disease Prevention



Indian Health Service Oral Health Program Guide

7.0  Clinical Facilities
7.1  The facility agrees to provide adequate facilities for the clinical training program.
8.0  Relationship between the Parties

8.1 Institution and its employees shall not be employees of facility, and shall not hold
themselves out as employees of facility. Nothing in this agreement is intended or shall it
be construed to create a joint venture relationship, a lease, or a landlord/tenant
relationship. It is expressly agreed and understood by institution and facility that the
students are in attendance at facility for educational purposes, and they are not to be
considered employees of facility for any purpose, including, but not limited to
compensation for services, employee welfare and pension benefits, or workers
compensation insurance.

8.2  Employees of facility shall not be considered and shall not hold themselves out to
be employees of Institution.

8.3  Each party shall be solely liable for its own debts, obligations, acts and omissions,
including the payment of all required withholding, social security, and other taxes or
benefits on behalf of its employees.

8.4 Neither party shall engage in direct purchasing or otherwise contract any liability
on behalf of, or charge the credit of, the other.

8.5  Should the Internal Revenue Service (IRS) or any other governmental agency
question or challenge the independent contractor status of institution, facility, or its
employees, both facility and institution, upon receipt by either of them of notice, shall
promptly notify the other party and afford the other party the opportunity to participate in
any government agency discussion or negotiations irrespective of whom or by whom
such discussions or negotiations are initiated.

8.6 Facility shall retain and exercise the final authority in the appointments,
reappointments, revocations, amendments to, and suspensions of practicing privileges
and of membership on facility staff.

8.7 Institution shall retain and exercise the final authority in the appointments,
reappointments, revocations, amendments to, and suspensions of its faculty/employees, in
accordance with Institution policies and procedures.

8.8  The parties acknowledge that each participates in various third-party payment
programs and agree to fully cooperate with the other by providing assistance to meet all
requirements for participation and payment.

9.0 Insurance

9.1 Facility shall, at facility’s sole expense, procure, maintain, and keep in force for
the duration of this agreement the following insurance conforming to the minimum
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requirements specified below. Unless specifically noted herein or otherwise agreed to by
institution, the required insurance shall be in effect prior to the commencement of work
by facility and shall continue in force as appropriate until the latter of:

9.11 Final acceptance by Institution of the completion of this agreement; or

9.1.2 Such time as the insurance is no longer required by institution under the terms of
this agreement.

9.2  Any insurance or self-insurance available to Institution shall be excess of and
non-contributing with any insurance required by facility. Facility’s insurance policies
shall apply on a primary basis. Until such time as the insurance is no longer required by
institution, facility shall provide institution with renewal or replacement evidence of
insurance no less than 30 days before the expiration or replacement of the required
insurance. If at anytime during the period when insurance is required by this agreement,
an insurer or surety shall fail to comply with the requirements of this agreement, as soon
as facility has knowledge of any such failure, facility shall immediately notify institution
and immediately replace such insurance or bond with insurance or bond meeting the
agreement’s requirements.

9.2.1 Workers’ Compensation and Employer’s Liability Insurance: Facility shall
provide proof of workers’ compensation insurance as required by NRS 616B.627 or
proof that compliance with the provisions of Nevada Revised Statutes, Chapters 616A-D,
and all other related chapters, is not required.

9.2.2 Commercial General Liability Insurance

a. Minimum limits required:
$1,000,000 General Aggregate
$1,000,000 Products & Completed Operations Aggregate
$1,000,000 Personal and Advertising Injury
$1,000,000 Each Occurrence

b. Coverage shall be on an occurrence basis and shall be at least as broad
as 1SO 1996 form CG 00 01 and shall cover liability arising from
premises, operations, independent contractors, completed operations,
personal injury, products, and liability assumed under contract.

9.2.3 Business Automobile Liability Insurance
a. Minimum limit required: $5,000,000 combined single limit per
Occurrence for bodily injury and property damage.
b. Coverage shall include owned, non-owned, and hired vehicles.

c. Coverage shall be written on International Standards Organization
(1ISO) form CA 00 01 or a substitute providing equal or broader
liability coverage.

9.2.4 Professional Liability/Errors & Omissions Insurance

Chapter 4-E-108
Oral Health Promotion 2007
And Disease Prevention



Indian Health Service Oral Health Program Guide

a. Minimum limit required: $1,000,000 per claim.
b. Minimum limit required: $3,000,000 Annual Aggregate.

c. Retroactive date: Prior to commencement of the performance of this
agreement.

d. Discovery period: Three years after termination of agreement.
e. A certified copy of this policy will be made available upon request.
9.2.5 Umbrella or Excess Liability Insurance

a. May be used to achieve the above minimum liability limits.
b. Shall be endorsed to state it is “As Broad as Primary Policies.”
9.2.6 General Requirements

a. Deductibles and Self-insured Retentions: Insurance maintained by
facility shall apply on a first dollar basis without application of a
deductible or self-insured retention unless otherwise specifically
agreed to by institution. Such approval shall not relieve facility from
the obligation to pay any deductible or self-insured retention. Any
deductible or self-insured retention shall not exceed $5,000.00 per
occurrence, unless otherwise approved by the UCCSN Risk Manager.

b. Approved Insurer: Each insurance policy shall be:

1) Insured by insurance companies authorized to do business in the
State of Nevada or eligible surplus lines insurers acceptable to the
State and having agents in Nevada upon whom service of process
may be made; and

i) Currently rated by A.M. Best as “A- IX” or better.

9.3 Institution shall maintain, at its own cost and expense, professional liability
insurance covering institution as an entity and each of its provided physicians/employees
and students against professional liability (malpractice) claims, in the minimum amount
of one million dollars per occurrence and three million dollars aggregate. Evidence of
such insurance shall be provided to facility upon request. This provision shall in no way
be considered a waiver of Institution’s right to raise the defense of sovereign immunity
under NRS 41.0305 to NRS 41.039, which right Institution specifically reserves. Torts
claims against physicians/employees are limited to $50,000.00 per cause of action by the
provisions of said professional liability insurance and by NRS 41.035.

9.4 Institution shall carry Workers” Compensation and Employer’s Liability
Insurance as required by NRS 616B.627 or provide proof that compliance with the
provisions of Revised Statutes, Chapters 616A-D and all other related
chapters, is not required.
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9.5 Institution shall maintain self insurance sufficient to cover the institution liability
under NRS 41. Coverage shall include liability arising out of bodily injury, wrongful
death, and property damage.

10.0 Access

Contractor agrees to provide Institution and its insurer access and authority to investigate
on site and to obtain such information from Contractor as may be required to defend the
Institution and its officers or employees from claims or litigation arising from activities
under this agreement.

11.0 Indemnification

11.1  Facility shall indemnify, defend, and hold harmless institution, its governing
board, officers, faculty, agents, employees and from and against any and all liabilities,
claims, losses, lawsuits, judgments, and/or expenses, including attorney fees, arising
either directly or indirectly from any act or failure to act by facility or any of its medical
staff, employees, or the residents which may occur during or which arise out of the
performance of this agreement, and limited to the extent of the professional liability
insurance limits set forth above.

11.2  To the extent limited in accordance with NRS 41.0305 to NRS 41.039, institution
shall indemnify, defend, and hold harmless facility, its governing board, officers, faculty,
agents, and employees from and against any and all liabilities, claims, losses, lawsuits,
judgments, and/or expenses, including attorney fees, arising either directly or indirectly
from any act or failure to act by institution, its officers or employees, which may occur
during or which may arise out of the performance of this agreement, and limited to the
extent of the professional liability insurance limits set forth in paragraph 9.3 hereinabove.
In accordance with NRS Chapter 41, Institution will assert the defense of sovereign
immunity as appropriate in all cases, including malpractice and indemnity actions.
Claims against institution, its officers, and employees are limited to $50,000.00 per cause
of action.

11.3 Inthe event each of the parties is found to be at fault, then each shall bear its own
costs and attorneys’ fees and its proportionate share of the judgment or settlement based
on its percentage of fault, as determined by a procedure established by the parties.

11.4 This article shall continue beyond termination or expiration of this agreement.
12.0 Termination of the Agreement

12.1  This agreement may be terminated without cause upon providing at least 30 days’
written notice to the other party prior to the beginning of the next academic term. Such
termination must not affect students affiliated with facility for the academic term in
which notice is given.

12.2  This agreement may be terminated for cause by the nonoffending party, as
follows:
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12.2.1 In the event Institution or facility fails by omission or commission in any
substantial manner to provide the services in accordance with this agreement; or

12.2.2 In the event either party becomes insolvent or has a bankruptcy petition filed
against it; or,

12.2.3 In the event either institution or facility or their staff fail to perform their duties
hereunder causing imminent danger to patients or materially and adversely affecting the
licensure or accreditation status of facility or institution.

12.2.4 Such termination shall be effective upon written notice to the other.

12.3  This agreement may be terminated by either party if the other party has
substantially defaulted in the performance of any other obligation under this agreement.

12.4  Upon termination of this agreement, neither party shall have any further
obligations hereunder except for obligations accruing prior to the date of termination,
obligations that are expressly extended beyond the term of this agreement, including
indemnification, and obligations made by facility with respect to any student.

13.0 Nondiscrimination and Compliance with Laws

13.1 The parties agree in this clinical program to comply with all the federal, state, local,
and institutional laws, ordinances and rules applicable to institution, and specifically
agree not to unlawfully discriminate against any individual on the basis of race, creed,
color, sex, religion, age, disability, or national origin, and to comply with all anti-
discriminatory laws and policies which institution promulgates and to which institution is
subject.

14.0 Withholding

With respect to employee compensation for services provided in connection with this
agreement, each party shall indemnify the other for their own employees’ withholding
taxes, workers’ compensation, and other employment-related taxes.

15.0 Entire Agreement Modification

This agreement contains all the terms between the parties and may be amended only in
writing signed by both parties.

16.0 Severability

Each paragraph of this agreement is severable from all other paragraphs. In the event any
court of competent jurisdiction determines that any paragraph or subparagraph of the
agreement is invalid or unenforceable for any reason, all remaining paragraphs and
subparagraphs will remain in full force and effect.
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17.0 Governing Law

The parties agree that the laws of the State of Nevada shall govern the validity,
construction, interpretation, and effect of this agreement. Any and all disputes arising out
of or in connection with the agreement shall be litigated only in the Second Judicial
District Court in and for the County of Washoe, State of Nevada, and facility hereby
expressly consents to the jurisdiction of said court.

18.0 Assignment

Nothing in this agreement shall be construed to permit the assignment by facility or
institution of any rights or obligations hereunder, and such assignment is expressly
prohibited without the prior written consent of either institution or facility.

19.0 Notice

Any notice to either party hereunder must be in writing signed by the party giving it and
shall be deemed given when mailed postage prepaid by U.S. Postal Service first class,
certified or express mail, or other overnight mail service, or hand delivered, when
addressed as follows:

To Institution:
Copy to:
To Hospital/Facility:

or to such other addressee as may be hereafter designated by written notice. All such
notices shall be effective only when received by the addressee.

20.0 Paragraph Headings

The paragraph headings in this agreement are used only for ease of reference and do not
limit, modify, construe, or interpret any provision of this agreement.

20.1  No Third Party Beneficiaries.

The parties have entered into this agreement solely for their own benefit,
and expressly agree that there are no third party beneficiaries to this
agreement; including, particularly, students or faculty.

IN WITNESS WHEREOF, the authorized representative(s) of facility and of institution
execute this agreement on this 20" day of September, 2005.

Board of Regents of the HOSPITAL/FACILITY
System of Higher Education, on behalf of
Community College
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Governing Board President
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Chapter 2, Human Resources
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Human Resources Development Philosophy

The goal of the human resources component of the IHS Dental Program is to maintain a
motivated workforce of sufficient size and quality to carry out the mission of the
program. The Dental Program believes that its most valued resource is its people and is
firmly committed to human resource development. Program excellence and success are
dependent upon individuals who are collectively committed to organizational goals, show
personal integrity, maintain high ethical standards, and demonstrate professional
expertise. Human resource development must be a continuous process which is diverse
and flexible to meet the needs of the IHS and Tribal groups, as well as the individual.
Following are the core components of the human resources program:

1. A recruitment process that informs potential employees of the
expectations and realities of the Dental Program, thereby matching the
needs and skills of the individual to those of the I/T/U programs.

2. An ongoing orientation process that provides personnel with essential and
timely information.

Chapter 4-E-114
Oral Health Promotion 2007
And Disease Prevention



Indian Health Service Oral Health Program Guide

3.

4.

A continuing educational process that promotes professional and personal
growth to enhance the individual’s capacity to serve AI/AN communities.

A process that outlines career pathways based upon clearly-defined
qualifications, provides counseling and monitoring of individual growth
and development, and retains sufficient numbers of career employees to
provide for program continuity and leadership.

To support the core components, the following principles should be followed:

1.

Human resource development is an integral component of the decision-
making process at all levels of the organization. It fosters at all times a
climate of openness, honesty, mutual respect, teamwork, and receptivity to
learning.

. The program will stay abreast of state-of-the-art methods for transferring

knowledge and promoting human resource development and
organizational development.

The program is empowered at all levels to meet its identified human
resource needs.

The individual has primary control of the course of his/her career;
however, there is a shared responsibility between the individual and the
organization to identify the career direction which is most appropriate.

The primary responsibility of a supervisor is successful development of
staff, including creation of opportunities for training.

Educational activities are developed consistent with adult learning
principles. These include the recognition that individuals come into the
program with life experiences, knowledge, and skills. Both the learner and
instructor are active participants in the process.

Educational activities are cost-effective and based upon the needs of the
individual and the organization.

One-time educational efforts are less likely to have lasting effects. To
successfully improve performance, participants will be provided the
opportunity to immediately apply newly-learned concepts and ideas.
Educational activities are continually reinforced.

The program makes use of available staff to train, reinforce, and transfer
knowledge and skills at the local level.

10. The program fosters the development of community-oriented dental

programs which focus on the oral health of the community as well as the
individual patient.
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11. Community support and participation are essential for Dental Program
operations in the future. We need to bridge cultural barriers and balance
legitimate consumer preferences with the practice of public health
dentistry.

12. Management accountability for resources and the need to operate along
consistent philosophical lines is essential for organizational survival.

Human Resources Homepage

The IHS has developed a Human Resources home page that contains a wealth of
information about employment in the IHS. This home page can be found at:
http://www.ihs.gov/NonMedicalPrograms/DHRY/.

Recruitment

The greatest determinant of an agency’s ability to achieve its goals is the strength of its
human resources. Without a dedicated, motivated, and well-trained staff, quality
healthcare services cannot be ensured. These are fundamental principles of the IHS
Dental Program, its staff development component, and its recruitment effort. Thus,
whether managed by the I/T/U programs, healthcare facilities serving Al/ANSs require the
recruitment of capable, conscientious, and caring healthcare providers.

The IHS Dental Program has initiated multiple recruitment strategies to increase the
exposure of dental students and dentists to the IHS. Fundamental to this recruitment
effort is the recognition that potential candidates must have a knowledgeable source of
information concerning policies, personnel requirements, pay/benefit structures, and
assignment opportunities. The recruitment project’s ultimate goal is the creation of a
clearinghouse of quality dental candidates from whom to draw potential recruits.

These strategies are coordinated by the IHS dental recruiter, who is stationed at IHS
Headquarters. The recruiter’s primary duties involve providing information for
prospective candidates and referring candidates to appropriate programs and sites for
possible placement. In response to the growing challenges resulting from demographic,
financial, and retention factors, IHS recruitment services have evolved into a
personalized, “user-friendly” program. Consultation regarding candidates’ educational
needs, social interests, spousal employment opportunities, housing costs, and other
quality-of-life concerns have taken the forefront in employment counseling sessions.

The addition of a toll-free telephone line (800-447-3368) (800-IHS-DENT) has greatly
enhanced communications. Candidates are now able to contact the IHS conveniently and
at no cost. Dental recruitment outreach also is enhanced through several other avenues,
including the following:

e Use of the Internet web pages and E-mail services
(http://www.ihs.gov/MedicalPrograms/Dental/index.cfm )

e Formal and informal student externship programs

Chapter 4-E-116
Oral Health Promotion 2007
And Disease Prevention


http://www.ihs.gov/NonMedicalPrograms/DHR/
http://www.ihs.gov/MedicalPrograms/Dental/index.cfm

Indian Health Service Oral Health Program Guide

e Frequent interactions with key dental school administrators, including
formal affiliations

e Recruitment of senior dental students into the IHS General Practice
Residency Program

e Promotion at annual dental conferences

e Marketing among the various professional sectors, such as the American
Student Dental Association, the ADA, the Young Dentists of America,
and the American Women Dentists Association

e Publication of classified and display advertisements

e Coordinated site visits of I/T/U Indian program dentists to dental schools,
including their alma maters

e Preparation and distribution of professional-quality recruitment materials
to schools, students, and practicing dentists

Further information is available from:

IHS Dental Recruiter

IHS Division of Oral Health

801 Thompson Avenue, Suite 335
Rockville, MD 20852-1627

Toll-free recruitment number: (800) 447-3368 (800-IHS-DENT).
Orientation

The IHS Dental Orientation Manual, last revised in 2001, contains a wealth of
information about the IHS in general and the IHS Oral Health Program in particular.
Every dentist and hygienist should be encouraged to download and review this manual to
increase their knowledge of the system for which they work. The Table of Contents of the
Orientation Manual is reprinted below to illustrate the scope of information available in
the manual.

Chapter I: IHS Dental Program

e Facts About The IHS

e Types of Dental Programs

e Personnel Systems

e Comparison Between Commissioned Corps and Civil Service
e Additional Information about IHS Employment

e Loan Repayment Program

e Summary
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Chapter II: Initial Orientation Packet

e Mission Statement

e Mentoring Program

e Formal Orientation

e The Way to Use This Manual
e Important Documents

e Supplemental Documents 8

e Did You Remember To...?

e Additional For Commissioned Officers
e Selected Topics

e Structure/Organization

e Administrative Policies

¢ Roles of Dental Staff Members
e Appointments

e Clinical Protocol

e Commissioned Corps Matters
e Equipment

e Familiarization

e Items of Business

e Record Keeping

e Acronyms
Chapter I11: Three-Month Packet

e Cultural Orientation

e Dental Data

e Goals and Obijectives

e Professional Support

e Safety

e Becoming Involved

e Certifications

e Contract Health Services
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e Familiarization

e Evaluation

e Prevention

e Purchasing

e Quality

e Performance Improvement
e Special Populations

e Suggested Reading

Chapter 1V: One Year

e Budget

e Career Development

e Important Legislation

e USPHS/IHS Committees

e Commissioned Corps Promotions

e Research
Chapter V: Government Forms

e Notice of Arrival

e Direct Deposit Sign Up

e Employees Withholding Allowance Certificate
e Basic Allowance for Housing

e Uniform Services ID Card/Deers Enroliment

e Commissioned Officers’ Leave Request Form
e Civil Service Leave Request Form

e Travel Order

e Travel Voucher

e Training Nomination and Authorization

e Purchase/Service/Stock Requisition

e Performance Appraisal System

e Request for Personnel Action, Commissioned Officer
e Request for Personnel Action
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Appendices

e \Websites of Interest
e Uniform Allowance Sample Memo
e PATIENT RECORD FORMS

— Examination Record
— Medical History
— Consent Form
— Outpatient Sedation Record
— Periodontal Examination Record
— Progress Notes
e ADMINISTRATIVE FORMS

— Notice of Arrival (PHS 287)

— Direct Deposit Sign Up (SF1199A)

— Employee's Withholding Allowance Certificate (W-4)
— Request for Basic Allowance for Housing

— Application for Uniformed Services I.D./DEERS Enrollment
— Leave Slip (CO) (PHS 1345)

— Leave Slip (CS) (SF 71)

— Travel Order (HHS 1)

— Travel Voucher (SF 1012)

— Training Nomination and Authorization (HHS 350)

— Purchase/Service/Stock Requisition (HHS 393)

— Purchase Order (OF 347)

— Request for Personnel Action (PHS 1662 A & B)

— Request for Personnel Action (SF 52)

— COER (PHS 838)

Links to the manual can be found on the IHS Web site by clicking on the following link
and scrolling to the bottom of the Web page:
http://www.ihs.gov/MedicalPrograms/Dental/download.cfm.

Credentialing and Privileging

Prior to providing clinical services at any healthcare facility, licensed providers
(physicians, dentists, physician assistants, nurse midwives, dental hygienists,
optometrists, psychologists, etc.) are required to be credentialed and privileged. This
process assures that providers are qualified to perform the services they offer and that the
facility is equipped to deliver and support those services.
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Credentialing

Credentialing consists of verifying the provider’s graduation from an accredited program,
post-graduate specialty training, past history of practice (through letters of
recommendation and inquiry to the NPDB), and current licensure. Credentialing may be
done by a central organization that includes multiple facilities, or it may be done at each
individual facility, depending on the organization’s policy. A specific individual at the
facility should be trained to do all of the credentialing for the facility, if it is to be done
locally, to ensure that it is done consistently and thoroughly.

In 1965, the landmark legal decision Darling v. Charleston Community Hospital helped
to establish the principle of corporate liability in the healthcare industry. Simply stated,
this means that the clinic can be held legally liable for the actions of those it employs
(including contractors and volunteers). Proper credentialing helps to ensure that only
fully qualified practitioners work in the clinic and that they do not practice outside the
limits of their training and expertise, or beyond the capabilities of the clinic to support the
services being provided (e.g., sedation and general anesthesia).

Most, if not all, accrediting organizations require that the credentialing process include
primary source verification of the professional diploma, specialty certificate(s) and state
license(s). Primary source verification means that direct contact is made with the
professional school, residency program, and state licensing board, preferably in writing,
to verify the credentials. If the primary source verification is done by phone, then detailed
notes of the phone call must be kept, including the date of the contact, the names and
titles of the person making the call and the person providing the information, etc. Direct
contact by phone or letter should also be made with all professional references as a means
to determine current levels of competence.

Privileging

Privileging is accomplished at each individual facility. It is the process by which the
provider’s scope of services at that facility is defined. The granting of privileges is based
on the provider’s training and experience, practice history, and the ability of the facility
to provide and support the services for which he/she is privileged.

Privileging in the IHS is usually done by developing a list of all of the dental services that
the Governing Board and/or Chief Executive Officer (CEQO) feel are appropriate to be
provided at the clinic. The provider then completes an application for medical staff
membership and privileges and requests which of the privileges on the list he/she wishes
to have by selecting either full privileges (i.e., with no restrictions), limited privileges
(i.e., with some restrictions, such as under the observation of a more senior staff
member), or no privileges to provide each service. The chief dentist then compares the
requested privileges with the provider’s credentials to make sure that there is evidence of
adequate training and experience for each of the requested privileges before
recommending granting or denying them.
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A committee of healthcare providers and peers (usually, but not always, the medical staff
committee) then reviews the recommendations of the chief dentist, makes any changes
they feel are appropriate, and passes the application for privileges on to the Governing
Board for final approval.

A provider should not attempt to provide services without being both credentialed and
privileged at the facility where services are to be provided. Likewise, an organization
(facility) should not allow providers to deliver services unless they are credentialed and
privileged. Being credentialed by an organization and privileged at one of its facilities
does not imply privileging at any other of the organization’s facilities, unless such
privileges are specified.

Credentialing and privileging are individual processes unique to each provider. While
training, degrees, and licensure (credentialing) may imply the ability to provide certain
services, these services should not be provided without specific privileging. Providers
should not assume that their training and experience create a right to provide services for
which they are not privileged. A few states allow independent practice by dental
hygienists (i.e., without the direct supervision of a dentist). If your clinic employs a
hygienist licensed in one of these states, then the dental hygienist can also be assigned
independent privileges, if the medical staff committee and Governing Board so approve.

Credentialing generally is a condition of employment and/or membership on the medical
staff of the facility. Privileges must be formally requested and granted in writing from the
privileging body.

Credentialing should be reviewed at a frequency defined by the organization’s policies
and by-laws, usually every two years. Privileging should be reviewed at least at the same
frequency as credentialing. Privileging may change at any time, based on the provider’s
additional training, a change in the facility’s ability to provide or support services, or by
actions of the privileging body.

Renewal of privileges should be based on peer review and ongoing quality assurance
programs. If a provider wishes to add services to his/her list of privileges (e.g., as a result
of receiving new training or changes in facility staff or resources supporting those
services), formal application for a change in privileges must be made to the privileging
body and new privileges granted. Privileges for specific services may also be withdrawn
at either the request of the provider or the privileging body. Withdrawal of privileges by
the privileging body may be based on either changes in the scope of services the facility
provides and supports or as an adverse action from the quality assurance process and peer
review. Reduction of privileges based on the latter must be reported to the NPDB. Such
reductions should not be taken lightly and must be well-documented. The privileging
body must have appeals procedures defined in its by-laws.

Samples of credentialing/privileging packages may be obtained from most IHS hospitals,
training centers, or Area Offices.
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Whoever is given the responsibility to perform the credentialing and privileging activities
should keep either a written or computerized “tickler file” that lists all of the credentialed
employees and the dates of their significant credentials:

e Date of appointment to the staff, and date for renewal of appointment and
staff privileges

e Date for renewal of license(s)
e Date for renewal of malpractice insurance(for contractors)
e Date for renewal of specialty certification

e Date for renewal of CPR, Advance Cardiac Life Support (ACLS), and
other such certifications

The credentials coordinator should check this file monthly and ensure that all credentials
and staff appointments and privileges are kept up to date. Notices for renewal of
privileges should be sent out to employees two to three months in advance of the
expiration of the privileges to allow time to gather and submit necessary documentation.

Continuing Dental Education

The IHS Division of Oral Health (DOH) recognizes that a strong commitment to CDE is
essential to improving the oral health of AI/AN people and is fundamental to professional
growth. Many other benefits of CDE accrue in terms of improved staff morale, retention
of employees, higher quality of care, upward mobility, and the introduction of new ideas
and technologies.

An essential component of CDE is to assess the educational needs of dental staff in
relation to the many competencies required in I/T/U dental programs, and to create
opportunities to meet those needs. One available assessment tool is the Individual
Development Plan (IDP) which can be found on the IHS CDE Web site. The IDP helps to
recognize training needs that would be most appropriate for an employee. Using the IDP
is an excellent way to open communication between a supervisor and an employee.
Completing the IDP offers an opportunity to discuss and identify short and long-term
training goals that are in alignment with dental program objectives

The IHS DOH has developed an array of CDE training courses (three—five days each)
designed to meet I/T/U dental staff needs. Many of these courses are hands-on clinical
courses that are rarely available from other sources, and, if available from other sources,
are very expensive. IHS CDE courses may be added, modified, or dropped each year,
based upon assessed needs and suggestions from field personnel and others.

Recently, the DOH developed a Web site where 1/T/U staff can locate and register for
IHS CDE training courses. Go to www.ihs.gov/medicalprograms/dentalcde to read
descriptions of IHS CDE courses available during a fiscal year. It is possible to download
and print the current IHS CDE catalog by clicking on the Print Catalog button. Online
IHS CDE courses are also available through the IHS CDE Web site.
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IHS CDE courses are open to all I/T/U and Contract dental personnel. Instructions about
how to register for courses can be found on the IHS CDE Web site. During the month of
October, supervisors are able to select and prioritize three IHS CDE courses for each of
their employees. On November 1, a lottery is run and staff are notified by email and
through the IHS CDE Web site which courses they are registered or waitlisted for. Staff
are then required to indicate if they plan to attend a course or not. If someone decides not
to attend a course, staff on the waitlist are then contacted to assure all IHS CDE courses
are filled.

Tuition is not charged for dental personnel who work at IHS federal facilities. However,
tuition is charged for dental personnel working for Tribal dental programs that have taken
Headquarters Dental Shares.

IHS-sponsored courses should not be viewed as the only source of CDE available.
Individuals are encouraged to seek CDE that may be planned by their Area Office,
Service Unit, Tribal, or Urban program. In addition, CDE is available through the
military, the state, and local dental professional groups. Routine educational involvement
with other health professionals, including private dentists, physicians, and others, can be
stimulating and educationally rewarding. Organizing a study club may be particularly
productive at locations where regular contact with other dental professionals is limited.
Providing training during regularly scheduled staff meetings helps staff to learn together,
to understand policies and procedures, and to implement changes in a dental program. By
using a combination of methods, it should be possible to engage in a variety of excellent
CDE experiences.

General Practice Residency and Advanced General Practice Residency Programs

The IHS offers postgraduate educational programs for general dentists. A two-year
advanced general practice residency (AGPR) is offered at the Hastings Indian Medical
Center (HIMC) in Tahlequah, Oklahoma and the Alaska Native Medical Center (ANMC)
in Anchorage, Alaska. The type of residency offered at each training center may change
from time to time, depending on the availability of resources. The AGPR is designed
primarily for early- to mid-career officers.

The residencies are accredited by the ADA’s Commission on Dental Accreditation, a
specialized accrediting body recognized by the Council on Postsecondary Accreditation
and by the United States Department of Education. On successful completion of the
residency, the graduate is awarded a certificate. The graduate of the AGPR is eligible to
challenge the American Board of General Dentistry (ABGD). Although the AGPR does
not teach to the board, several IHS AGPR graduates have successfully completed the
board, and, as a result, are eligible to receive specialty pay.

The AGPR program prepares the general dentist for hospital dental practice, with special
emphasis on care for the medically compromised patient. Training includes medical risk
assessment and rotations in anesthesia, emergency medicine, and medical services.
Clinical training in the dental specialties is provided by staff specialists and specialty
consultants. The program helps the graduate to better diagnose oral and maxillofacial
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diseases, provide dental care in the context of each patient’s total healthcare,
communicate and function effectively with other healthcare professionals in the IHS, and
understand the role of these professionals within the organization. The graduate is
expected to plan and provide both routine and complex dental care for a wide variety of
patients by applying advanced knowledge, clinical and public health skills. The AGPR
programs use the second year to provide training in management, public health, research,
and educational techniques, and to provide additional clinical experience.

AGPR graduates should seek an assignment at the O-5 or higher level. At some point
after completion of the AGPR, the graduate is expected to effectively manage a
multidental officer Service Unit Dental Program and to provide consultation services.
Billets at the O-5 level are Chief, General Service Unit and Deputy Chief, Complex
Service Unit. A minimum two-year tour of duty is expected of the dentist in the post-
residency assignment.

Residents are selected in a competitive process that begins with the solicitation of
applicants in the fall preceding the year the residency begins. Applicants submit their
curriculum vitae, letters of reference, transcripts from dental school, and other items
directly to the residency programs in which they are interested. Each residency site has its
own selection process through which applicants are evaluated. Applicants are notified of
the results of the selection process, and personnel actions are initiated at the residency
sites.

Dentists who are interested in post-graduate education in general dentistry in the IHS and
would like further information about the residency programs may contact the directors of
the individual programs or the dental staff development officer. Applications for July of
the following year are available in the late fall on the IHS list server.

Chief, Dental Staff Development Officer
IHS

Division of Oral Health

801 Thompson Avenue, Suite 300
Rockville, Maryland 20852

(301) 443-0029

Dental AGPR Director
Hastings Indian Medical Center
100 South Bliss Avenue
Tahlequah, OK 74464

(918) 458-3150

Dental AGPR Director
Alaska Native Medical Center
255 Gambell St.

Anchorage, AK 99501

(907) 257-1317 or 1215
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Personnel Systems

Individuals who are employed by IHS-funded dental programs generally fall into one of
the following four employment systems:

e Civil Service System

e Commissioned Corps of the United States Public Health Service
e Tribal employment systems (Tribal-hire)

e Urban Indian program employment systems (Urban-hire)

Many dentists and dental hygienists also have been hired by the I/T/U Indian programs to
provide health services as private contractors. Technically, they are not employees,
because they are usually self-employed.

The Civil Service System and USPHS Commissioned Corps are federal employment
systems, i.e., the employee is employed directly by the U.S. Government. Tribally-
managed programs have the option of hiring their own staff or hiring Commissioned
Corps employees through a MOA with the IHS. Tribal programs also can hire Civil
Service employees for a maximum of four years, through an IPA. Finally, Urban Indian
programs can also hire federal employees through a similar arrangement.

Both the USPHS Commissioned Corps and the Civil Service System are subject to Indian
Preference, a federal mandate which states that qualified Indian candidates for vacant
positions must be selected before non-Indian candidates. This is consistent with the IHS
philosophy that encourages Indian self-determination.

Following is a comparison which shows some of the differences between the two federal
systems.

Civil Service System

e |s the basic mode of employment used by the U.S. Government.

e Employs a wide range of professional, technical, administrative, clerical,
and labor personnel.

e Uses competitive procedures to fill virtually all positions, with
employment and advancement based strictly on merit.

e Requires establishment of eligibility through U.S. Office of Personnel
Management competitive application procedures, which usually includes
filing an Application for federal Employment (SF-171) and may require
passing an exam.

e Provides pay/grade based on the position, i.e., the employee holds the
grade of the position occupied.

e Normally does not require the employee to relocate involuntarily.
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Provides pay that is set by Executive Order and based on comparability
with the private sector. All pay is taxable.

Provides annual leave that is determined by the years of service: 13 days
per year for first 3 years, 20 days per year during years 4 through 14, and
26 days per year for 15 years or more of service.

Provides 13 days of sick leave each year, with unlimited carryover.

Has two contributory retirement systems: the CSRS and the FERS. Any
new employee since 1984 falls under the FERS.

Provides retirement age which ranges from 55 to 62, depending on number
of years of service and whether the employee is on CSRS or FERS.

USPHS Commissioned Corps

Is a personnel system composed entirely of officers who are health
professionals (no enlisted personnel).

Is one of the seven uniformed services of the United States, along with the
Army, Navy, Air Force, Marine Corps, Coast Guard, and the
Commissioned Corps of the National Oceanic and Atmospheric
Administration.

Provides for appointment of candidates under the age of 44 who meet the
required educational and degree standards for their category and who pass
a physical exam.

Provides pay/grade/rank based on the officer and his/her professional
training and experience, rather than on the position held; rank is retained
throughout a variety of assignments.

Requires officers to serve in whatever assignment or location needed.

Provides pay and benefits that are generally equivalent to those of the
other uniformed services. A portion of the pay is non-taxable.

Provides 30 days of annual leave per year for all officers, regardless of
number of years of service.

Provides sick leave as needed, with no accumulation of sick leave.

Has a noncontributory retirement system based on the military retirement
system.

Does not require a minimum retirement age, as long as officer has
received credit for a minimum of 20 years and a maximum of 30 years of
active service. Officers also can retire at age 64, regardless of number of
years of service.

Following is a list and brief description of commonly-used federal personnel forms that
employees are likely to encounter.
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Form SF-52: Request for Personnel Action: The form used to initiate
action to recruit for a vacant Civil Service position.

Form SF-171: Application for federal Employment (Civil Service): The
form used to apply for civilian federal employment.

Form SF-71: Application for Leave: The form used to request and report
leave for a Civil Service employee.

Form PHS-50: Application for Appointment as a Commissioned Officer in
the United States Public Health Service: The form used by dentists or
dental hygienists to apply for initial appointment to the Commissioned
Corps.

Form PHS-1662: Request for Personnel Action — Commissioned Officers:
The form that initiates a personnel action for the initial hiring or transfer
of a commissioned officer.

Form PHS-1373: Separation of Commissioned Officer: The form
submitted by a commissioned officer to initiate retirement or separation
from the Commissioned Corps.

Form PHS-1345: Request for and Authority for Leave of Absence: The
form used to request and report leave for a commissioned officer.

Form PHS-31: Officers Leave Record: The form used by the leave clerk to
track commissioned officer leave. (It is recommended that commissioned
officers keep a copy of this record, since officers are responsible for the
accuracy of their own leave records.)

BIA Form 5-4432: Verification of Indian Preference for Employment in
Bureau of Indian Affairs and IHS Only: The form with which documented
AI/ANs request Indian Preference when applying for a position.

Following are some of the sources available for additional information on the federal
employment systems:

Commissioned Corps Handbook

IHS Dental Orientation Manual

Any federal government Personnel Office
Supervisor

Area Dental Consultant

Division of Commissioned Personnel, USPHS

Tribal and Urban Employment Systems

Tribal-hire and Urban Indian program-hire employees are those who are hired directly by
Tribes or Urban Indian programs through their own personnel systems. Because each
Tribe’s and each Urban Indian program’s personnel system is different from the others,
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any attempt to provide a detailed description in this document would not be very
meaningful. Many Tribal and Urban Indian personnel systems are similar to the federal
Civil Service System, but pay scales and benefits may vary considerably. For example,
some Tribes offer comprehensive retirement programs, but other Tribes offer minimal
retirement programs or none at all.

Regarding licensure, CS and Commissioned Corps dentists and dental hygienists must be
licensed in at least one state, but not necessarily the state in which they are providing
services. Commissioned officer dentists have a one-year grace period following
graduation from dental school, or following completion of a dental residency, during
which to obtain a license. Civil servants and commissioned officer dental hygienists must
be licensed before they start working as federal employees. Although the issue of Tribal
sovereignty has not been fully resolved with regard to dental licensure, Tribal-hire and
Urban-hire dentists and dental hygienists generally must be licensed by the state in which
they are providing services.

Each personnel system has its own advantages and disadvantages. The Commissioned
Corps offers good retirement benefits, but the initial pay level may be lower than that
offered by the other systems. Also, commissioned officers are expected to make periodic
geographic moves to advance their careers and to fulfill the needs of the USPHS. Tribal
and Urban programs may offer more pay initially, but late-career pay levels and
retirement benefits may not be able to match those of the Commissioned Corps.
However, each Tribe’s personnel system is different, and prospective Tribal employees
should request specific information on employment benefits on a Tribe-by-Tribe basis. It
IS important for prospective employees to find a personnel system that will best meet
their own and their families’ short-term and long-term needs.

Career Development

I/T/U programs all can benefit from staff whose careers have provided a broad
background with a variety of assignments and experiences. Staff who have had
experience in applying public health principles to the day-to-day operation of dental
programs serving Al/ANs are especially valuable. The development of professionals into
employees who have these and other desirable attributes is a shared responsibility
between each individual professional and the organization that employs the professional.
The employee, however, should have primary control over the course of his/her career,
and it is important for an individual to identify career goals early. This will facilitate the
seeking of positions that will enhance the attainment of these goals.

The process of and support for career development will vary, depending on the personnel
system under which the professional is working. USPHS Commissioned Corps dentists
and dental hygienists have standard career tracks with substantial guidance in career
development. federal CS employees also have many resources available to them to
further their careers. The amount and type of guidance provided for Tribal-hire and
Urban-hire employees varies considerably, depending on the individual program.
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Tribal-Hire and Urban-Hire Employees

Because of the variability among Tribal and Urban Indian programs in the career
development support provided for employees, it is important for employees of these
programs to monitor their own careers carefully and to seek positions that will help them
to meet their personal and professional goals. In the past, IHS staff, including Area
Dental Consultants and staff development specialists from Headquarters, have been
available to assist Tribal and Urban employees in making career decisions. In the future,
the availability of assistance from these sources for Tribal employees will be affected by
whether individual Tribes choose to take their Tribal shares of Headquarters and Area
Office support funds. The number of Area Office and Headquarters dental staff who are
available will depend on the number of Tribes which choose to request support services
from the IHS.

It may be helpful for Tribal-hire and Urban-hire dentists to review the Commissioned
Corps career development paths described in this section. Even though they are not
commissioned officers, they may wish to seek career paths that are similar in direction
and sequence.

PHS Commissioned Corps Dentists and Dental Hygienists

The philosophy of the USPHS Commissioned Corps maintains that individuals should be
incrementally challenged to become capable of accepting greater responsibility through
advanced training and experience. Commissioned Corps personnel in the IHS Dental
Program are initially challenged to become proficient in all phases of clinical dentistry.
They are next challenged to accept community health (nonclinical) and management
responsibilities and then to assume this combination of responsibilities for programs of
increasing size. Moreover, the experience and training obtained during the early years of
a career enable mid-career and senior officers not only to pursue Service Unit objectives
but to provide guidance to enhance the careers of less experienced officers. The system,
therefore, provides for continuing professional growth, building toward the more
complex positions, which are rated at higher grade levels by the Commissioned Corps.
By the time officers reach a senior level, they should have progressed in a career track
which provides them with significant personal and professional responsibilities and
rewards.

It is essential that IHS commissioned officers realize that they are part of two systems.
Although employed by a federal agency, the IHS, officers are members of the
Commissioned Corps of the USPHS. Through this personnel system, they have
opportunities to serve in other programs of the USPHS. Because the IHS is the largest
clinical program in the USPHS, it is possible that an officer may spend an entire USPHS
career with the IHS program. However, the officer is still expected to gain broad
experience that increases his/her value to the PHS and warrants promotion within the
rank-in-officer system.

In selecting a career track an officer should avail him/herself of career counseling by the
Service Unit Dental Chief, the Area Dental Consultant, the Director of Dental Staff

Chapter 4-E-130
Oral Health Promotion 2007
And Disease Prevention



Indian Health Service Oral Health Program Guide

Development at Headquarters West, and/or the Dental Staffing Officer from the Division
of Commissioned Personnel.

IHS Dental Program Career Tracks (Commissioned Corps)

In the IHS, dentists can pursue three basic career tracks (General Practice, Public Health
Administration, and Clinical Specialty), with each requiring somewhat different training
and experience. All include management functions appropriate to the track and billet. A
discussion of each track follows.

General Practice Track

The General Practice career track in the IHS is an exciting and challenging one, which
combines essential elements of public health, education, social/behavioral, management,
and clinical practice knowledge and skill areas. These billets form the “heart and soul” of
the IHS Dental Program and comprise a large number of senior leadership billets. Both
clinical and management skills are required to perform well in the higher billets within
this track. Most IHS Dental Officers pursue this career path.

These billets start with entry level responsibilities and progress through comprehensive
program management, as reflected by the grade rating assigned to each. The standard
billets which comprise this track are:

Billet # Title Grade
02HGO60 Staff Dental Officer/Basic 0-3
02HGO61 Staff Dental Officer/Advanced | O-4
02HGO062 Chief, Basic Dental Unit— 0O-4
Satellite
02HGO63 Chief, Basic Dental Unit-Solo | O-4
02HGO64 Chief, General Dental Unit 0-5
02HGO65 Deputy Chief, Complex Dental | O-5
Unit
02HGO66 Chief, Complex Dental Unit 0-6
02HGO033-36 General Practice Residency 0-31t0 O-6
(GPR) and Advanced GPR
02HGO74 Dep. Chief/Clinical Program 0-6
Director, Complex Dental Unit

Experience and Education Required

Dentists who have limited experience in clinical dentistry (recent graduates) generally
begin service with the IHS in the Staff Dental Officer/Basic (SDO/B) billet. This position
allows the officer to gain clinical experience rapidly under the direction of more
experienced clinicians, without having responsibility for the day-to-day management of
the clinic.

Some recent graduates or dentists with limited practice experience or GPR training may
be assigned initially to Staff Dental Officer/Advanced (SDO/A); Chief, Basic Dental
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Unit-Satellite (C,BDU-Sat) or Chief, Basic Dental Unit-Solo (C,BDU-Solo) billets.
Although still in entry level billets, these individuals assume responsibility for
community-wide activities, supervision of employees, prevention programs, and other
related responsibilities. These comprehensive duties are a real challenge for new
professionals. This situation is seen as a compromise by the Dental Program; ideally, the
program manager (dentist) would have experience in a SDO/B billet before assuming
these more advanced duties. Stellar performance in these 0-4 billets early in a career
may, however, enable an officer to accelerate the process of career progression.

Dentists who are selected for advanced billets (O-5 and O-6) should have a broad base of
program experience. Both the community and clinical components of these positions are
substantial. Additional educational qualification in the form of a GPR, or 10 years of
professional experience, is required for the following billets:

e Deputy Chief, Complex Dental Unit

e Chief, Complex Dental Unit

e Deputy Chief/Clinical Program Director, Complex Dental Unit
Public Health Administration Track

The practice of public health dentistry is the responsibility of every dentist in the IHS.
The allocation of resources and application of programs among populations is based on
public health principles. Therefore, the ability to progress through the Public Health
Administration track hinges on one’s ability to understand and practice public health
dentistry at the Service Unit level. Consideration for administrative billets within the IHS
Dental Program is contingent upon demonstrated Service Unit-level management ability.

The billets, which comprise the Public Health Administration track, consist of positions
in the General Practice Track, plus the following:

Billet # Title Grade
02HGO4530 Area Dental Prevention Officer | O-53
02HGO3793 Assistant Chief, Area Dental 0O-5
Services
02HGO05382 Prevention Officer Supervisor | O-6
02HGO3794 Deputy Chief, Area Dental 0-6
Services
02HGO069 Area/Regional Dental 0-6
Consultant
02HGO65 Assistant Chief, Dental O-6
Services Branch
02HGO71 Deputy Chief, Dental Program | O-6
02HGO72 Chief, Dental Program 0-6
02HGO04-006 Out-of-Service Student- 0O-4 to O-6
Masters in Public Health
(MPH) (training)
02HGO33-36 Dental Public Health Resident | O-4 to O-6
(training)
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Experience and Education Required

These positions require a sound base of IHS general practice experience, plus additional
experience and/or formal training in Dental Public Health. In some cases an MPH is
required, and in others Dental Public Health specialty training (MPH plus a Dental Public
Health Residency) is necessary. This career track leads to management positions in Area
and Headquarters Offices. The incumbents coordinate the development of overall
program goals and objectives, provide technical assistance, and evaluate outcomes. Broad
responsibility for program structure, process, and outcome is shouldered by individuals in
these billets.

Clinical Specialty Track

The successful practice of a dental clinical specialty in the IHS is another track which is
dependent upon achieving a sound base in the general practice setting. Clinical specialists
serve Service Units, Areas, and the IHS in staff development, consultation, policy
development, and the provision of clinical specialty care.

The standard billets in this track consist of positions in the General Practice Track plus
the following:

Billet # Title Grade

02HGO67 Staff Dental Clinical Specialist | O-5

02HGO68 Area/Regional Clinical 0-6
Specialist

02HGO70 National Dental Clinical 0-6
Specialty Consultant

02HGO023-26 Out-of-Service Student 0-4 to O-6
(training)

Experience and Education Required

A certificate or masters degree in the clinical specialty is the necessary additional training
required. Some dentists enter the IHS having accomplished clinical specialty training
prior to employment. The IHS also sponsors limited numbers of career IHS dentists in
specialty training. In order to practice a clinical specialty most effectively in the IHS, the
specialist must clearly understand Service Unit care delivery, including the use of general
public health principles. This understanding can be gained by practicing as a general
dentist in the IHS either prior to or after training as a specialist.

IHS-sponsored trainees obviously have general practice experience prior to training.
Clinical specialists, with or without previous IHS experience, are expected to be able to
provide general dental services as the need may arise. The amount of general practice
required of a specialist will vary with the size of the Service Unit, the number of staff,
and the demand for specialty services. Clinical specialists with many years of USPHS
service and a firm understanding of IHS goals and objectives will be considered
periodically for appointment as IHS-wide specialty consultants. These billets incorporate
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an IHS-wide leadership role in the particular specialty with all the responsibilities
inherent in the Clinical Specialty Track.

Equal Employment Opportunity (EEO)

The IHS is fully committed to Equal Employment Opportunity (EEO) without regard to
race, color, religion, gender, national origin, age disability, or sexual orientation. This
involves providing all employees with a work environment free of discrimination and
with the opportunities, tools, training, and support systems they need to develop to their
fullest potential. This may be facilitated by assisting employees in balancing their work
and family needs, and evidenced by providing appropriate accommodations and support
systems for individuals with disabilities.

All IHS employees need to be knowledgeable about EEOQ, its laws, policies, processes,
local and Area counselors. The IHS requires that all employees attend a yearly EEO
training session. The training for supervisors is more intense and rigorous, since
supervisors must enforce the EEO regulations, within their departments.

There are differences in the mechanism of action between CS and Commissioned Corps
employees. It is important that you become familiar with the mechanism under which you
as an employee fall.

If you have not had the opportunity to participate in the EEO training, you can access all
the needed information through the IHS EEO Web site at:

http://www.ihs.gov/AdminMngrResources/eeo/index.asp. This Web site also contains
information on all aspects of the IHS EEO program.

Labor Relations

Dealing with Union matters is part of daily operations in most IHS facilities. This section
of the OHPG will discuss a few of the more-important concepts of Labor Relations (LR)
in general terms. It is not intended to be a substitute for formal training in LR at the local
level, but rather to provide a foundation of knowledge for the dental program supervisor.
Dental Supervisors should be familiar with the terms of the Collective Bargaining
Agreement at their local facility, and should always consult with local or Area Office
human resources personnel when dealing with union matters.

Official IHS documents and regulations concerning Employee Relations/LR can be found
at the following Web site:
http://www.ihs.gov/NonMedicalPrograms/DHR/index.cfm?module=ERLR

Important Key Items That Need to Be Understood

Bargaining Unit. A bargaining unit is a group of employees found appropriate for
representation by federal Labor Relations Authority (FLRA) and voted upon by
employees who are represented by a labor union in their dealings with agency
management. Bargaining unit status pertains solely to the positions employees hold
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within the agency. Employees are either in a bargaining unit (bargaining unit members)
or are excluded based on the unit definition or statutory exclusion.

Collective Bargaining. The process of negotiating a union contract or settling grievances
under the grievance procedure provided in an existing contract.

Collective Bargaining Agreement. The agreement reached between an employer and
the union representing the employees that embodies the terms and conditions of
employment agreed upon in collective bargaining. Ordinarily, the agreement is written
and is effective for a defined period.

Exclusive Representative. An employee organization that has the right to solely
represent the bargaining unit for purposes of collective bargaining. Many, if not all
Collective Bargaining Agreements in the IHS grant this right.

Free Riders. A term used by unions to designate non-members within the bargaining unit
who obtain, without cost, the benefits of a contract/MOU gained through the efforts of
the dues-paying members.

Grievance: A formal complaint usually lodged by an employee or the union alleging a
misinterpretation or improper application of one or more terms in a collective bargaining
agreement. The method for dealing with grievances is through a grievance procedure
negotiated in the union contract. If a grievance cannot be settled at the supervisory level,
it can be appealed to higher levels of management.

Investigatory interview: An investigatory interview occurs whenever a supervisor
guestions an employee to obtain information which could be used as a basis for
discipline. The employee must have a "reasonable belief" that disciplinary action may
result from what he or she says at the interview. Any employee who is involved in an
investigatory interview and is a member of the bargaining unit has a right to union
representation. Supervisors should always refer to their collective bargaining agreement
to determine their rights and responsibilities when conducting an investigatory interview.

Investigatory interviews relate to such subjects as: Absenteeism
e Accidents
e Compliance with work rules
e Damage to company property
e Drinking
e Drugs
e Falsification of records
e Lateness, poor attitude
e Poor work performance

e Sabotage
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e Slowdowns
e Theft
e Violations of safety rules

Please visit the following Web site for more information on investigations:
http://www.ihs.gov/NonMedicalPrograms/DHR/Documents/superman/investigation.pdf

Negotiation Requirements. The Agency/IHS facility is required to provide the union
“Notification” when the employer intends to change the conditions of employment or
working conditions of employees in the bargaining unit (e.g., work schedules, leave
policies, etc.).

Formal Discussions

Management has an obligation to invite the union to attend any formal discussion
between one or more representatives of the agency and one or more employees in the unit
or their representatives concerning any grievance or any personnel policy or practices or
other general condition of employment.

There are two key characteristics in determining whether a discussion is a "formal
discussion” thus requiring the union to be invited or some other type of discussion
supervisors may have with their employees:

e Who will be at the meeting

e The subject of the discussions
Attendance: For a meeting to be considered a formal discussion, it must include:

e One or more representatives of the agency (e.g., supervisor(s))

e Management official(s)

e Personnelist(s)

e Attorney(s))

e One or more employees in the bargaining unit or their representative(s)

Subject of the meeting: A meeting does not become a formal discussion unless the subject
concerns an individual's grievance or general conditions of employment. Normal shop
talk is not a formal discussion. Nor are employees are entitled to union representation if
the employer is simply informing the employee of some discipline which has already
been decided. Performance Reviews and Performance Improvement Plans, which relate
to performance rather than conduct, also do not fall under the guidelines for formal
discussions.

The FLRA has indicated certain factors that determine whether a meeting was a formal
discussion:
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e Whether the individual who held the discussion is a first-level supervisor
or is higher in the management hierarchy (the higher the level, the more a
formal discussion is indicated)

e Whether any other management representatives attended

e Where the individual meeting took place (i.e., in the supervisor's office, at
each employee's desk, or elsewhere)

e How long the meeting lasted

e How the meeting was called (i.e. with formal advance written notice or
more spontaneously and informally)

e Whether a formal agenda was established for the meeting
e Whether each employee's attendance was mandatory

e The manner in which the meeting was conducted (i.e., whether the
employee's identity and comments were noted or transcribed.)

The above list provides indicators of a formal discussion; they need not all be present for
the authority to find a meeting was a formal discussion. The authority looks to the totality
of the meeting and not just any single factor.

If the meeting meets the definition of a formal discussion, the supervisor must invite the
union to attend. Having a shop steward, who works in the clinic, at the meeting in his or
her role as an employee does not meet this obligation. Rather, the supervisor must invite
the union to the meeting with the union being free to designate whom it wants to act as its
representative.

Finally, the union is allowed to participate in these formal discussions by raising
questions/comments/concerns, but it cannot disrupt the meetings.

Union Representative. Represents the Union and members of the bargaining unit and
those who do not pay dues.

Weingarten Rights

A situation where the union is entitled to represent bargaining unit employees involves
meetings with employees in connection with an investigatory interview. This provision is
often referred to as employees' "Weingarten" rights, based on a Supreme Court decision.
The Federal Service Labor-Management Relations Statute establishes three conditions
that must be met for a meeting to be considered a Weingarten meeting:

e One or more agency representatives are examining (questioning) a
bargaining unit employee in connection with an investigation

e The employee reasonably believes that the examination may result in
disciplinary action against the employee

e The employee requests union representation
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Weingarten rights are not applicable when management issues a disciplinary action since
management is not asking any questions. Additionally, the Weingarten right does not
come into play when engaging in performance counseling as this does not concern
disciplinary matters but, rather, performance issues.

It is imperative that each supervisor obtain a copy of the Local Union/Bargaining
Agreement and the Federal Labor Relation manual, (www.FLRA.gov). Also available is
the “Supervisors Guide to federal Labor Relation, 6™ Edition”; contact your Area Labor
Relation Office for a copy or contact:

FPMI Solutions Inc.

4901 University Square Suite 3
Huntsville, AL 35816
256-539-1850

256-539-0911 fax
www.fpmisolutions.com
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Introduction

The achievement of Dental Program goals depends in large part upon cooperation among
I/T/U Dental Program staff, Tribal officials and organizations, and Indian communities.
Information exchange among these entities is mutually beneficial and is essential if we
are to raise the oral health status of AI/ANs to the level of our healthiest Americans.
Information can be obtained from the IHS Dental Program through personal contact with
program personnel; through IHS publications such as this guide, from the IHS Web site
(www.ihs.gov), from the IHS listserv, from the IHS dental newsletter (available at
http://www.ihs.gov/MedicalPrograms/Dental/download.cfm ), and other sources.

In addition to these internal resources, external resources also are available that can help
dental programs, Tribes, and individuals to achieve program goals. These include local,
state, national, and international organizations, as well as the Congress itself, which is the
ultimate funding source for most of the monies that support dental programs for Native
Americans.

Governmental agencies outside of the IHS are one external source of information. The
IHS has always worked closely with the PHS Chief Dental Officer and with other
USPHS agencies, such as the CDC (http://www.cdc.gov/oralhealth/), the Food and Drug
Administration (FDA, www.fda.gov), and the National Institute of Dental and
Craniofacial Research (NIDCR, http://www.nidcr.nih.gov/). Valuable information is
available with a simple phone call to these agencies or a quick scan of their Web sites.
The IHS Dental Program also has worked closely with non-USPHS agencies, such as the
Administration for Children, Youth, and Families (ACYF) and the BIA on projects and
issues of mutual concern.
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The ADA, American Dental Hygienists’ Association, American Dental Assistants’
Association, and their state and local components are other examples of external sources
of information that are widely used by dental staff. These affiliations not only provide
dental staff with information, materials, and continuing education courses, but the needs
of Indian dental programs can be relayed to the organizations, which in turn can support
Indian programs at the state and national level.

The Budget Process

Federal responsibility for healthcare for Indian people had its genesis in treaties between
the United States and Indian nations. This responsibility has since been reconfirmed and
defined by many actions of the federal Legislative, Judicial, and Executive branches. The
Snyder Act provides the earliest legislative basis for healthcare for Native Americans in
stating that the Government will *...direct, supervise, and expend such moneys and
assistance as Congress may from time to time appropriate, for the benefit, care, and
assistance of the Indians throughout the United States...for relief of distress and
conservation of health...”

The language used in the Snyder Act authorizes the provision of health services within
the limits of Congressionally-appropriated funds. Therefore, the federal budgeting arena
provides opportunities for the many stakeholders in Indian health to inform and influence
the Legislative and Executive branches as the budget is negotiated each year. Some
understanding of the budgeting process is often useful for those who wish to promote
Indian health issues in the budget arena.

The federal budget process is a three-year cycle which begins two years before the year
in which funds will be expended.

The annual budget request of the IHS, an agency in the HHS, is the result of a budget
formulation and consultation process that involves IHS and Tribal Indian health program
representatives and providers from the local to the national level. This process ensures
that the budget is relevant to the health priorities of Indian country.

The IHS budget request is improved and strengthened with the participation of health
providers and Tribal and Indian health representatives in its development. The process
begins at the local level, where budget priorities are established based on the health
priorities of the local community. The IHS and Tribal Indian leadership and health
program and budget staff of the 12 IHS regions develop and submit budget
recommendations for an agency budget request to HHS. In addition, the IHS budget
formulation process contributes to the tribally developed national budget priorities. These
priorities are presented to HHS by representatives of the Tribal budget workgroup. The
Tribal priorities are instrumental in informing senior officials of other HHS agencies of
the health needs of Indian country so that they have the opportunity to include those
priorities in their individual budget requests to HHS. The IHS presents the formal IHS
budget request to HHS.
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The IHS and Tribes evaluate the budget formulation process to ensure it remains relevant
and effective. As a result, the process is steadily improving and is responsive to changes
in Tribal leadership and IHS and Tribal emerging and shifting health priorities. The IHS
and Tribes have identified two items for focused attention:

1. The Tribal partners in the development of the budget request are not
directly involved in the budget process once the request is submitted to
HHS and the Office of Management and Budget. Because of the
government-to-government relationship with Tribes and the established
consultation policies of the IHS and HHS, it would be a reasonable
business practice to have Tribal leadership involved throughout the budget
formulation decision-making process.

2. The Tribal leadership is requesting an exemption from rescissions.
Between FY 2003 and FY 2006 the IHS appropriation has been subject to
rescissions amounting to $143 million. Given the unique mission of the
IHS as a direct service provider in comparison to other HHS agencies, a
funding rescission to IHS translates into a reduction of healthcare services
for AI/ANs. Medicare and Medicaid were not subject to such rescissions.

Details about IHS budget formulation can be found on the IHS Budget Formulation Web
site at: http://www.ihs.gov/NonMedicalPrograms/BudgetFormulation/.

IHS Dental Listserv

The IHS Dental Listserv is a forum for sharing information with and asking questions of
the IHS dental program as a whole. Any email sent to the listserv is routed to everyone
who has subscribed to the listserv. Obviously, the value of the listserv increases as the
number of dental personnel subscribed to it increases. The manner by which you can
subscribe depends on the computer from which the subscription is sent. If the computer is
behind the government firewall, the first set of instructions is used, and all
communication to and from 