MINUTES OF THE MEETING
HUMAN SERVICES AND AGING COMMITTEE
MONTANA STATE
HOUSE OF REPRESENTATIVES

January 23, 1985

The meeting of the Human Services and Aging Committee was
called to order by Chairperson Nancy Keenan on January 23,
1985 at 3:00 p.m. in Room 312-2 of the State Capitol.

ROLL CALL: All members were present with the exception of
Representative Gould who was excused by the Chairperson.

HOUSE BILL NO. 235: Hearing commenced on House Bill No. 235.
Representative Ray Peck, District #15, sponsor of the hill
indicated that an act to require an anethesiologist or anes-
thetist to administer and monitor general anesthetic in den-
tal procedures was needed. Representative Peck added that he
did have amendments to propose. Peck felt that House Bill

No. 290, which is the authority for the Board of Dentistry

to make rules and regulations is really not related, although
he felt that the Committee may hear that these bills are
related. The authority to make rules by the Board of Dentistry
is something very different than the concern that we have
with House Bill No. 235. Dr. Peck testified as to the case
of two parties who will speak as proponents today. Dr. Peck
referred the Committee to the ABC News of September 29,

1983. The program dealt with the administration of a general
anesthetic by people who do not not have specific training

in the area of anesthesiology. Careless or indiscriminate
administration of an anesthetic is not being done. There may,
however, be a tendency for people to do certain procedures
that are beyond their skill and training. Representative
Peck indicated that he had spent several hours on the
telephone talking with dentists, oral surgeons and physicians
during the last six weeks about the matter. Representative
Peck has found none of them that will say it is a proper
procedure for any practitioner to administer a general anes-
thetic by himself. Generally, the legislators do not put into
law, restrictions on the medical profession. According to
recent surveys, there have been fifty deaths attributed to
anesthetics over the last two decades and the dilemma is get-
ting worse.

Proponents to this bill included Clair Clark of Lewistown.
His daughter received serious brain damage as a result of

the administration of an anesthetic in a dental office in
Billings. Greg Kegel of Havre talked of the death of his
younger brother which resulted because of misuse of a general
anesthetic. Representative Bob Bachini and Representative
Rapp-Svrcek both support the bill; Jo Shipman added her
support.
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Opponents to this bill included Roger Tippy of the Montana
Dental Association who is an attorney representing this
organization. His opposition is expressed in Exhibit 1.

Dr. Doug Smith, a dentist/anethesiologist explained the
history of anethesiology and indicated that he opposed this
bill because the bill excludes the use of nitrous oxide as

a variable and because of his profession of being a dentist/
anethesiologist, would be unable to administer anesthetics
and perform the surgery simultaneously. Dr. Smith provided
Exhibits 2, 3 and 4. Dr. E.W. Crawford, Great Falls,

an anethesiologist opposes the bill as it is written.

Dr. Crawford also represents the Montana Medical Associa-
tion. They oppose the bill as written. Dr. George Carson,
a pediatric dentist from Bozeman, opposes this bill as
written. Dr. Carson's practice consists of dental care

of children and physically and emotionally handicapped
children and adults who in most cases require some sort of
anesthetic. Dr. Robert Fritz, a member of the Montana State
Board of Dentistry indicated that the Board does oppose House
Bill No. 235 and that the Board has worked out the rules

for general anesthia, conscious sedation and local sedation.
Dr. Jim Olson, President of the Montana State Board of
Dentistry said that CPR training, updating in emergency
procedures and other problems could be worked out by the
Board. An ad hoc committee proposed changes in the present
rules of the Board regarding anethesiology, displayed in
Exhibit 5. Dr. Steven Black, an oral surgeon from Bozeman
represented the Montana Society of Oral and Maxillofacial
Surgeons. Testimony of the safety record in the adminis-
tration of anesthetics is displayed as Exhibit 6. The
Montana dental practice act, at this time, does not regulate
the use of anesthetics in dentistry - it does not regulate
any of the varying forms of oxygen anesthetia. A copy of
the Office Anesthesia Evaluation Manual is attached as
Exhibit 7, it being a part of Dr. Black's testimony. Written
testimony was supplied by Dr. Douglas E. Wood, Dr. Robert W.
Bowman and Dr. Larry Clayton and is attached hereto as
Exhibits 8, 9 and 10 respectively.

Questions were asked by Representative Connolly regarding
additional charges by dentists if an anethesiologist was
present; Representative Hansen questions the procedure
followed by an anethesiologist; Representative Cohen
questioned Dr. Doug Smith regarding whether or not he prac-
ticed in any other dental offices other than his own:;
Representative Bergene asked 1f there were any dentists

in the room that administered their own anesthetics; Represen-
tative Simon, Wallin, Darko and Bradley then questioned

fees and facilities required.
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Chairperson Keenan then closed the hearing on House Bill No.
235 and the Committee recessed for five minutes.

HOUSE BILL NO. 228: Hearing commenced on House Bill No.

228. Representative Cal Winslow of District #89, sponsor

of the bill, stated an act to authorize the preparation and
implementation of a declaration instructing an adult's
physician to withhold or withdraw life-sustaining procedures
if the person is in a terminal condition and is unable to
participate in medical treatment decisions; providing
methods for revocation of the declaration; limiting the
liability of physicians and health care providers who im-
plement the declaration; and establishing criminal penal-
ties for failing to comply with a declaration and for other
related violations was needed. A synopsis of the bill was
discussed by Representative Winslow. We have seen or

heard about people who have been kept alive by machines when
there is no chance of recovery; the aged, those in serious
automobile accidents or victims of drug overdose. These
people often suffer the complications which leave them in

a vegetable state with no hope of recovery. Breathing and
other life functions are performed by machines. The cost
may be staggering. The emotional stress on the loved ones
may be unbearable. Yet, modern medicine keeps this patient
alive. The doctor has a solomn obligation to do everything
in his power to preserve life. If he does not do everything,
perform every test, undertake every available measure, he
may be sued by the relatives. There is now a growing demand
for the right of officials to participate in decisions
affecting their lives and their deaths and to have this
decision respected by medical professions. Twenty-three
states have adopted death laws and there are strong indica-
tions that many others will follow soon. This process has
had the assistance of every important interest group
affected by this legislation. This bill has been supported
by the American Hospital Association, American Bar Association,
The Society for the Right to Die, and the Catholic Health
Association of the United States. Most of the response to
this bill was from senior citizens who are facing the reality
of death and are requesting the right to die with dignity.
They do not want to end their lives in a comatose state or
months on end on a machine were the comments of Represen-
tative Winslow.
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Proponents to this bill were Charles Briggs, Office of the
Governor who reiterated a letter sent to Governor Schwinden
regarding the support of this bill. Doug Olson, Elderly
Human Services Developer, Office of the Governor, indicated
his support and is attached hereto as Exhibit 11. Henry
Siberious of Kalispell supports this bill as did Joe Upshaw
of the American Association of Retired People. Molly Monroe
indicated her support and is attached hereto as Exhibit 12.
Representative Marian Hanson supports this bill as does
Wade Wilkerson of the Senior Citizens Advocate. Represen-
tative Harry Fritz, acting and speaking on hehalf of Vi
Thompson extended his support. Jerry Loendorf, an attorney
representing the American Medical Association supports

this bill as did Earl Riley of the National Association of
Retired Employees indicating his support as displayed in
Exhibit 13. Chad Smith, Montana Hospital Association and

a Helena attorney, indicated that the hospitals in Montana
see the need for this type of legislation. Walter Taylor
of Missoula, a member of the Legacy Legislature and the
interim committee supports this bill. Sam Ryan, Montana
Senior Citizens also supports this bill as does Ed Sheehy
representing the National Associationof Retired Public Em-
ployees said that a simpler execution of the living will
was needed. Sue Winegartner, representing the Montana
Health Care Association supports this bill. Senator

Chris Christiaens of Great Falls, a supporter, also worked
extensively on the drafting of this legislation. There were
no further proponents or opponents to this bill.

Representative Winslow closed the discussion on this bill
by indicating that 65% of the health care is spent on the
last year of life.

Questions were raised by Representative Connolly. She ques-
tioned the court challenges. Representative Bradley ques-
tioned the amendments and Representative Wallin gquestioned

as to whether this bill could eventually result in euthanasia.
Representative Simon questioned the writing of the bill and
Representative Keenan questioned as to whether an amendment
on witnesses was needed.

There being no further discussion on House Bill No. 228, the
hearing was closed.
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EXECUTIVE SESSION

Executive Session was not held at this Committee meeting.

ADJOURN: There being no further business before the committee,
the meeting was adjourned at 6:28 p.m.

A/ﬂthA A(QOM[U\Y

NANCY KEENAN, Chair
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EXHIBIT 1
January 23, 1985

BEFORE THE COMMITTEE ON HUMAN SERVICES AND AGING
MONTANA HOUSE OF REPRESENTATIVES

House Bill 235 by Peck
(Restricting General
Anesthesia Usage by
Dentists)

STATEMENT OF MONTANA
DENTAL ASSOCIATION

T et e

I am Roger Tippy of Helena, attorney and lobbyist for the Montana
Dental Association. The Dental Association is technically an
opponent to HB 235, because the Association believes HB 290, intro-
duced by Representative Lory for the Board of Dentistry, addresses
the same problem in a better way. Unfortunately, HB 290 could not
be introduced in time to be set for hearing today along with HB 235.
Some of the witnesses who have come from out of town today will in
essence be testifying in favor of HB 290 since they may not be able
to return for the formal hearing on that bill. So, although we
speak as opponents to HB 235, please bear in mind that we are pro-
ponents of the alternative.

That alternative is to authorize and direct the Board of Dentistry

to adopt rules governing the use of anesthesia and sedation. The
debate over whether the Legislature ought to delegate the amount of
rulemaking power to the various state agencies and boards which it

in fact delegates has been going on for many years. If you don't

let the boards adjust the details of professional regulation, you'll
have to try to write those details into the statute. Dentists who
testify today will point out a number of details or variations not
now addressed in HB 235. Further, once you decide to put the details
of regulation into the statutes, you have to be prepared to deal with
amendments every session or two. The third drawback is the twenty-
month interim between sessions. If the Board adopts a rule that isn't
quite right, it can amend the rule in about three months. If you
enact a statute that isn't quite satisfactory, we all have to live
with it for two years.

DATED: January 23, 1985.



EXHIBIT 2
Januarg 23, 1985
BRIEL K. FZRJESSY D.D.S. FAMILY DENTISTRY HIGHLAND PARK PROFESSIONAL BLDG. #2, KALISPELL, MT. 59901 406-755-07

January 22, 1985 -

Human Services Committee

Montana State Legislature

Committee Members,

This letter is in reference to the proposed bill, H.B. #235,
which will be discussed and evaluated at the hearing - Wednesday,

in the Capital building, Helena, January 23, 1985,

It has been suggested that I submit my background, although I

don't know whether it should be necessary.

I graduated from Baylor University School of Dentistry, Dallas,
Texas in May 1971. I enlisted with the U.S. Army and spent

the next three years at Fort Knox, Kentucky. There were

ninty Dentists on staff. One and a half years were involved in

a rotating internship type program (3 months each under a board
certified specialist in each major phase of Dentistry). During

my last year I was stationed at the dental clinic in Ireland

Army Hospital as Assistant Clinic Chief. I was also the dentist
assigned to MEDIVAC. During the last year I received a certificate
in training for N?0-0® inhalation sedation and basic Intravenous

Conscious sedation.
I have been in general practice in Kalispell since September 1974,

In August 1981, I furthered my training by attending a one week

4 course in basic Intravenous sedation under Dr. Stanley Malamed
(author of Medical Emergencies in the Dental Office), at U.S.C.
School of Dentistry in Los Angeles, California. Then in June 1983

, I recieved a certificate of training in advanced Intravenous

sedation under Dr. Malamed.

I should add that both courses are conscious sedation and require

constant monitoring.
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I have been annually certified in CPR, as has my entire dental
staff, for over 5 years.

I am presently chairman of the First District Peer Review Committee
and was racently elected to be a fellow in the International

College of Dentists.

My first statement is in reference to 37-4-101 Section 1 part (C)
the proposed limitation of N?0-0° concentration to maximum of
50%. It is quite apparant that the introductors of the bill

have had some misinformation. At no time should set values be
used with N?0-0? concentrations. An extremely wide range exists
in the human population at which each individual will feel sedative
effects with N?0-0?. Whereas one individual will feel relatively
sedate at 20% N*0  in relation to 807% O® another will feel

the same effects at 65% N*’O- '~ and 357%0%, and anywhere inbetween.
It has been rare, but I have a handfull of patients who are
sedate at 10 - 157% N?0O- in relation to 0*. At the other
~extreme, there are a small number of people who are barely
affected at 70% N?0-0?- - considered the maximum level on

most machines that are produced. At these levels other modes of

sedation must be considered and evaluated.

Variables of age, sex, weight, conditions of medical history,
levels of anxiety = all can influence levels of N?0-0? variability.
Constant monitoring is required - even throughout the course

of a treatment, ie: the patient may require a higher level of
N?0-0? at the beginning of a proceedure and have it adjusted

as they progressively relax throughout the course of treatment.

The N?0-0? variability ratios must be left up to the evaluation

of the practitioner.
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In my practice Intravenous Sedation was used via a continous-
drip system for ease of administration and for safety. A
thorough medical history was taken along with a medical consult-
ation to the patients' physician when necessary. Drugs used were

limited to those I have had training in.

A third member of the dental team, an R.N., was utilized strictly
for monitoring the patient throughout the course of treatment.
Our level of sedation was concious sedation - the level at which
the patients' protective reflexes were present, ie: coughing,

swallowing, responding to commands, etc.

Since September 1983, Dr. Douglas Smith, a dentist-anesthesiologist,
has been performing all of my IV sedations. The entire scope

of sedation that we can offer patients has expanded tremendously.
With his background, a much broader specific array of medications
could be utilized for the specific needs of the patient. Continous
cardiac monitoring with a portable EKG; respiratory monitoring

_with pre-trachael stethoscope; as well as the standard monitoring

of vital signs: blood pressure, pulse, respiration, were accomplished

with each case - whether 20 minutes in length or 3 hours.

I believe the committee has Dr. Smith's background in training -

therefore I feel the only information I may add is that out of a

class of 21 in the Anesthesia Residency program at Boston General
Hospital, out of which 5 were dentists and 16 were physicians,

Dr. Smith graduated first.

I feel that the state of Montana is extremely fortunate in having

his expertise to rely on.

This leads into my second statement which is in reference to
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37-4-101 Section 1 (1) New Section. Section 2. Limitation

on General Anesthesia.

Dr. Doug Smith is not an M.D., however, he has had the same
specialty training in Anesthesia as a Medical Anesthesiologist,
which is well above what an Oral Surgeon residency requires and

certainly considerably above what a nurse anesthetist residency

requires. The certificate of degree is the same, however,
because of medical licensure regulations in this state he is
limited. Non-dental anesthesia should be based on certificate

of degree as spelled out by the American Society of Anesthesiology.

My third statement is in reference to Dentists performing
, Intravenous conscious sedation and / or Intramuscular conscious

sedation.

The Board of Dental Examiners has spent numerous hours researching
data and expert opinion on required training. I propose that the

committee evaluate and accept their recommendations.

My only additional recommendation would be in agreement with Dr.
Smith that any Dentist performing IV Sedation be annually cert-

ified in advanced cardiac life support.

I don't know all of the specific backgrounds in the two tragedies

in Billings. We grieve for their families and loved ones.

The ultimate goal in all this should be what is best and safest
for. all of our patients and, God willing, should cool heads pre=
vall - that will be the end result.

My personal request is that for those in the health fields who
want to further their knowledge and expertise in order to pro-

vide a higher level of care for their patients - don't establish
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regulations that would make it impossible for them to achieve
these goals.

Sincerely,
( /\ . ?&-L‘\C-JJV\
Gabriel R. Perjessy, D.D.S

GRP/nls

cc: file



EXHIBIT 3
January 23, 1985

DOUGLAS CARLTON SMITH
P.0. Box 266
Bigfork, Montana 59911

OBJECTIVE: A position as STAFF ANESTHESIOLOGIST within a medical-
surgical hospital.

,  SUMMARY

. Completed a two-year anesthesiology residency at Boston City
Hospital, Boston's major trauma center, obtaining clinical
anesthesia experience in the major medical disciplines.

Completed a rotational Dental Internship at Denver General
Hospital 1969-1970 with rotations and clinical experience in
anesthesiology and oral surgery.

Conducted a private dental practice for eleven years in a rural
area,received Certification in Advanced Cardiac Life Support,
and participated in, and initiated, a First Responder Rescue
Unit within our community.

PROFESSIONAL EXPERIENCE

SURGICAL ANESTHESIOLOGY RESIDENT- Boston City Hospital, Boston,MA
(1981-1983)

This 500-bed medical-surgical facility is one of New England's

ma jor trauma centers, and, along with University Hospital, is the
primary teaching affiliation of Boston University School of Medicine.
The surgical anesthesiology residency program is based in this hospi-
tal, with additional clinical training at Kennedy Memorial Hospital
for Children, Massachusetts Hospital for Crippled Children, and Uni-
versity Hospital. My training also includes two months of pediatric
anesthesiology at the Children's Hospital of Buffalo, New York. As

a surgical anesthesiology resident my responsibilities were to:

Attend daily general lectures on various subjects pertaining to
anesthesiology, which are delivered by attending and resident
staff members of Boston City Hospital and University Hospital...
Give numerous lectures on various aspects of anesthesiology.

Rotate through the various resident program hospitals, gaining
clinical experience with the anesthesiology aspects of obstetrical,
neurosurgical, cardiac, pediatric, orthopedic, ENT, ophthalmic,

and general surgery.

. . Rotate through the Surgical ICU and participate in the pre-
operative and post-operative management of the surgical patient.

Provide emergency anesthesia services during 24-hour rotations at
Boston City Hospital and The Children's Hospital of Buffalo, han-
dling a wide range of trauma cases, as well as cardiac and respir-

atory arrests.



DENTAL INTERNSHIP-DENVER GENERAL HOSPITAL-Denver, Colorado (1969-1970)

. Rotation included two months clinical experience in anesthesi-
ology, three months of oral surgery training, and two months of
pediatric dentistry at The University of Colorado Medical School
Hospital.

»

DENTAL PRACTITIONER- Private Practice, Bigfork, MT. (1970-1981)

. Established and conducted the practice of dentistry, including
eleven years of experience in the administration of intravenous
sedation. EMT and CPR Instructor Trainer for laymen and the in-
struction of CPR to dentists and office staff.

EDUCATION

University of Oregon Health Sciences Center, Portland, Oregon
D.M.D. 1969

University of Montana 1955-1956, Missoula, Montana
University of Colorado 1961-1965, Boulder, Colorado
RESIDENCY

Boston City Hospital, Boston, Massachusetts
Surgical Anesthesiology, 1981-1983

Denver General Hospital, Denver, Colorado
Rotational Dental Internship, 1969-1970

PROFESSIONAL AFFILIATIONS

American Society of Regional Anesthesia
International Anesthesia Research Society
American Dental Society of Anesthesiology
American Dental Association
Montana Dental Association

PERSONAL

Date of Birth: February 4, 1938 - Married, and 3 Married Children
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CITY OF BOSTON
DEPARTMENT OF HEALTH AND HOSPITALS

B18 HARRISON AVENUE
BOSTON, MASSACHUSETTS 02118

Tol. No. (617) 424-4107

4

i

August 19, 1983

Administrator

North Valley Hospital
Highway 95 South
Whitefish, Montana 59937

Re Douglas C. Smith, D.D.S.

This is in reply to your reaguest for my opinion of Douglas Smith, D.D.S.
who completed a two year residency in anesthesiology here on Jdune 3C, 1983.
During his years here, Doug was one of twenty one (21) residents in the
combined Boston City Hospital - Boston University Medical Center residency
program. This is a mixed group of American M.D.'s foreign M.D.'s and
dentists. Regardless of their degree or their previous trainirg, Douc
beat them all and became our very best resident. Whenever we wished to
send our top resident to represent our department, we sent Doug Smith.

In short, in the area of clinical competence, he is simply excellent.

On a personal basis, he is equally as recommendable. He is a maturs
man who gets on well with surgeons and 0.R. personnel alike. He treats
patients with courtesy and kindness. We thought so highly of him that
we wanted to keep him here as a staff member of our own department, but
he is anxious to return to his home in Montana.

I em pleased to recommend him to you without reservation.

Sincerely,

Dean Crocker, M.D.
Director

Division of Anesthesia
Boston City Hospital

gC/dmn
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September 12, 1983

Administrator

Kalispell Regional Hospital

310 Sunnyview lLane

Kalispell, Montana 59901 RE: Doug Smith

To Whom 1t May Concern:

[ am more than happy to recommend Dr. Doug Smith to conduct the service of
Anesthesiology on any patient in the greater Montana region based on the
following observations 1 have made while working with him for two years.

[ have found him to be quite competent in terms of physiologic management

of the anesthetised patient, and in particular, his ability to handle
patients in a trauma situation in which hypotension, hypoxia, acidosis

and imminent death were the order of the day. Doug has, in my opinion

4s well as the opinion of others, stood up well under this extreme

pressure and has always maintained a cheerful and bright and very pleasant
attitude and onlook on life. 1 know of his interest to do further fellowships
to make himself even more expert in the field of Anesthesiology. 1 feel
quite confident at this time that he would be able to pass any Anesthesia
Boards werce he to take them and would be more than adequate in any hospital
environment in the United States as an anesthesiologist with primary patient
responsibility.

Should you have any questions relative to his capabilities or any further
thoughts relative to Dr. Smith, please do not hesitate to contact me.

A551stant Profes or of Surgery
Director of Surgical Oncology
Boston City Hospital

DFD/MTS/1jm
9/12/83

cc: Dr. Doug Smith

. Ateaching hospital of Boston University School of Mcdicine
@ and a mc -1 of Boston University Medical Center



Boston University Medical Center

School of Medicine . Ronald W. Mortara, M.D.
Department of Neurological Surgery Neurological Surgery

University Hospital

Doctors Office Building, Suite 710
720 Harrison Avenue

Boston, Massachusetts 02118
617/2270723

617/247-6778

September 22, 1983

Administrator

North Valley Hospital
Hiway 93 South

White Fish, Montana 59937

Re: Doug Smith, D.M.D,
Dear Sir:

I am pleased to recommend Doctor Dough Smith for a post in
anesthesia at your hospital. I have worked closely with
him for several years at Boston City Hospital. In that
capacity he has done a huge volume of work of all types.

I know specifically that he is perfectly expert and com-
fortable handling all sorts of trauma. I have also done
complex neurosurgical cases with him and he has always
proved perfectly capable. He is extraordinarily congenial,
direct and capable person. He is easy to get along with.
He is a tireless worker. I am sorry that he is leaving us
but wish him every success in Montana.

I will be happy to provide additional information should you
wish it. )

Sincerely yours,
4 A
/07%%726% 21D

Ronald Mortara, M.D.
RM/ww



Boston City Hospital
Division of Surgery Boston University School of Modncm%

818 Harrison Avenue
Boston, Massachuselts 02118

October 4, 1983

:§«

Mr. Dale Jessup
Administrator

Northvalley Hospital
Highway 95 S

White Fish, Montana 55937

Dear Mr. Jessup:

I am writing this letter in support of an application being made to your anesthesia
staff by Douglas Smith, DMD, I feel qualified to make this reconmendat1on since 1 ,
am a staff surgeon at Boston City Hospital where Dr, Smith did his anesthes1a training. ‘hﬁ

From a surgeon's point of yiew, I belieye that Dr, Smith is a good anesthetist and
rendered a good qua11ty of anesthesia and patient care, In addition, he was a pleasant
individual who was anxious to be of help and was anxious to see to it that the patients
did get a high quality of care.

p—

Based on my previous experience with Dr, Smith, I feel confident that you will be pleased
with his performance and that he will represent a welcome addition to your anesthesia
staff. Please feel free to contact me if I can be of further help, *

Sincerely,

e f ol [ e




UNIVERSITY OF SOUTHERN CALIFORNIA
DEPARTMENT OF ORTHOPAEDICS

2300 SOUTH FLOWER STREET, SUITE 202
LOS ANGELES, CALIFORNIA SO0Q0O7

» September 1, 1983

Administrator

North Valley Hospital
Highway 93 South

Whitefish, Montana 59937

RE: Douglas Smith, M.D.
To Whom It May Concern:

I am writing in support of Doctor Douglas Smith's application for staff
anesthesiology privileges at the North Valley Hospital. I worked with Doctor
Smith at Boston City Hospital during the academic year July, 1982 through June,
. 1983. At that time I was the associate director of orthopaedic services and
Doctor Smith was senior resident in the department of anesthesiology.

Doctor Douglas Smith very simply was the most outstanding resident in his
class. His maturity, self confidence and knowledge were a notch above the
rest. He was respected and well liked by his peers, the operating room nursing
staff and the surgeons alike. Working in a large urban hospital such as Boston
City, Doctor Smith was exposed to a very broad spectrum of patients, pathology,
and complications. He handled this experience with enthusiasm, dedication and
skill.

I would also add that Doctor Smith spent his elective time in the sur-
gical intensive care unit, caring: for the critically i11 and multiply injured
patient. His knowledge and expertise in this area may be a valuable addition
to your hospital staff. Doctor Smith is an extremely competent, hard working
individual who is well trained in all facets of anesthesia. In my opinion,
the North Valley Hospital cannot afford to pass up an opportunity to retain the
services of such a gifted individual. I recommend him to you without reserva-
tion or qualification.

Yours sincerely, /
Donald A. Wiss, M.D.
Assistant Professor

Department of Orthopaedics/USC

DAW :dp
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9 AmericanHeart Cardiopulmonary

Association Resuscitation and
Emergency

) o Cardiac Care
This certifies that

JOUG SMITH,.D.M.D.

has successfully completed the national cognitive and per-
formance examinations in accordance with the Standards of
the American Heart Association for

ACLS INSTRUCTOR
10/84 7/85

Date of Issue Date cf Expiration

Association Resuscitation and
Emergency
Cardiac Care

éAmericon Heart Cardiopulmonary

This certifies that

DOUG SMITH, D.M.D.

has successfully completed the national cognitive and per-
formance examinations in accordance with the Standards of
the American Heart Association for

ACLS PROVIDER
5/84 5/86

Date of Issue Date of Expiration
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Association

Heart Assn. MADELYN MOORE,E.D.

Representative

Instructor’s JACK DAVIS,M.D.
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ss# §/ - 3532 56

Holder's
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This certification is subject lo the o is state statutes and
licensing acts.
b American oar nose,
Association 12-81-2MM

Name of Heart

Assoclathn | MO NTA N A

Heart Assn

Representative JOHN P. CONNOR, E.D.
Name. ' ®  JACK DAVIS, M.D.
lsnssguctors (", %~ D23 (

Holders, %/mé, c%/ﬁm

This certification is sbo,ect 10 the proyfsions and limitations of licable state statutes and
ficensing acts. /
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Estallishzd 1918

ANTHONY L. CHECCHIO, D.D.S.

PRESIDENT AND CHAIRMAN
BOARD OF TRUSTEES

BERNARD J. DEGEN I}
EXECUTIVE DIRECTOR

Dear Colleague:

Today's consumer is generally better educated and informed and expects full value
for guods and services purchased. Part of this trend includes the consumer's wish
to be more knowledgeable about what he or she is buying.

EXHIBIT 6
January 23, 1985

AMERICAN ASSOCIATION OF ORAL

AND MAXILLOFACIAL SURGEONS -

211 E.CHICAGO AVENUE CHICAGO., ILL 6061‘1,;;;3{—;

TELEPHONE " .
(312) 642-6446"

December, 19§3j

.t

In the health care arena, the patient rarely accepts a diagnosis or proposed treatment e

plan from a dentist or doctor at face value. They ask many questions and often seek
second (or several) opinions. They want to be as sure as they can be that the prac- .-

titioner whom they choose to use is qualified, competent and will provide the best 'j""iff x

care possible.

Your Committees on Anesthesia and Public Information have collaborated to produce .
this fact sheet on pain control to help you to better deal with the more sophisticated
consumer described above. It contains information about our training in pain control
and our system of peer review to assure not only that our fellows maintain quality v
and care in the administration of anesthesia, but also to assure that the patientis .
treated in the safest manner possible. We have also included documented statisties

of the record that our specialty has in the administration of anesthesia and how this |

record compares with other professionals.

We hope you will read this document carefully, and that you'll use it frequently when
discussing this subjeet with your patients, and if asked, with your local media. We
think the facts speak for themselves and that we can be proud of our record.

. 1y, ‘ .
Edwin D. Joy, Jr., D.D.é. c,ZirmZ s

Committee on Public Information

Vol (0 L

Donald C. Zimmer
Committee on An

, D.D.S. Chairman ' ’
esia o



ORAL AND MAXILLOFACIAL SURGERY TRAINING

Following completion of four years of dental school, a dentist who wishes to become
an oral and maxillofacial surgeon must complete three or more years in a hospital
based residency. The training in the utilization of local and general anesthesia is

an integral part of the resideney program.

Three to six months is devoted, full time, to the study of anesthesia in the operating
room. To accomplish this, the resident is rotated through the hospital anesthesia
service. During the time spent on that service, the oral and maxillofacial surgery
resident actively participates in departmental teaching and elinical sessions under
the supervision of an anesthesiologist.

In addition, because much of an oral and maxillofacial surgeon's practice is done on
an outpatient (or office) basis, he or she receives extensive training in ambulatory
general anesthesia. The minimum requirement per year for a resident is administra-
tion of 100 ambulatory general anesthetics.

PEER REVIEW ON PAIN CONTROL (OFFICE ANESTHESIA EVALUATION PROGRAM)

In 1975, the AAOMS established the Office Anesthesia Evaluation Program. The
program is designed to assure that each fellow of the Association maintains a properly
equipped office and is prepared to use accepted techniques for managing emergencies
and complications of anesthesia in the treatment of the oral and maxillofacial

surgery patient in the office or outpatient setting. The program was not mandated

or suggested by any government or outside agency. It was conceived and is being
implemented by the Association to benefit the public it serves.

The evaluation program is coordinated through state oral surgery societies and con-~
sists of observation of actual surgeries conducted in the office; a demonstraticn by
the oral and maxillefacial surgeon being evaluated and his surgical team, of the
management of simulted office emergencies; an evaluation of the office facilities
and the medications available; and a personal interview to discuss the office's facil-
ities and procedures. ‘

Re-evaluation is recommended every five years.

DOCUMENTED STATISTICS

The following two pages contain statisties from 1947 to the present, regarding the
number of deaths resulting from the administration of anesthesia in oral and maxillo-
facial surgery offices in the U.S.A. for office (outpatient) procedures. The last two
listings give recent mortality statisties for other professionals and shows how favoi-
ably dental or OMS statistics compare.



Seldin, Harry M. - Use of Nitrous Oxide-Oxygen Anesthesia in Dental Surgery
Anesthesia & Analgesia 26:248 Nov-Dec, 1947

Survey 207 O.8S. 5 year period 1943-1947,
15 fatalities; 2,429,148 anestheties
1:161,943

Seldin, Harry M. and Recant, Benjamin, S. - The Safety of Anesthesia in the
Dental Office J.0.S. 13:199 July, 1955

Survey New York City, 10 year period 1943-1952
6 fatalities; 1,000,000 Anestheties
1:166,666

Drisceoll, Edward J. - Proceedings of the Conference on Anesthesia for the
Ambulatory Patient A.S.0.S. 48th Annual Meeting, Pre-Meeting Conference
September 19, 1366 pp. 48-54

Survey 73% of AAOMS membership (1,098 respondents)

1 year - 1965

1:511,333 (local and general)

General Anesthesia (alone) 5 fatalities - 1,575,000 - 1:315,000
Local Anesthesia (alone) 1 fatality - 1,493,000 - 1:1,493,000

Driscoll, Edward J. - A.S.0.S. Anesthesia Morbidity and Mortality Survey
J.0.S. 32: Cctober, 1974 pp. 733-38

Survey 66% of AAOMS membership (1,507 respondents)
1 year - 1972

11 fatalities - 5,250,000 Anesthetics

1:477,273 (local and general)

General Anesthesia (alone) 7 fatalities - 2,445,853
1:349,408

Local Anesthesia (alone) 4 fatalities - 2,839,517
1:709,977

Lytle, John J. - Anesthesia Morbidity and Mortality Survey of the Southern
California Society of Oral Surgeons J.0.S. 32:Octcber, 1974 pp. 739-744

Survey 88.6% of S.C.S.0.M.S. membership (117 respondents)
5year 1968 - 1972
3 fatalities - 1,295,000 anesthetics 1:432,000

Lytle, John J. & Yoon, Charles - 1978 Anesthesia Morbidity and Mortality Survey:
Southern California Society of Oral and Maxillofacial Surgeons J.0.S. 38:
November, 1980 pp. 814-819

Survey 1009 of S.C.S.0.M.S. membership (153 respondents)
5 year period 1973-1977 (second 5 year survey)
0 fatalities - 1,285,000 anesthetics

Combined 10 year pericd 1968-1977
3 fatalities in 10 years or 1:860,000
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Personal Communication D'Eramo, Edward M. - Massachusetts Society of Oral
and Maxillofacial Surgeons o

Survey 100% of M.S.0.M.S. membership (157 respondents)
5 year period 1976-1980

2 fatalities - 2,353,320 Anesthetics il
1:1,176,660 A

Personal Communication Snyder, Bernard S. - State of Ohio information

State law in Ohio requires reporting of any deaths to the
State Board of Dental Examiners since 1974 - reported
February, 1982,
2 fatalities - 3,500,000
1:1,750,000
Personal Communication Huntington, Robert E. - Southern California Society of b
Oral and Maxillofacial Surgeons Preliminary Report S.C.S.0.M.S. o

Survey 100% of the S.C.S.0.M.S. membership (172 respondents) i
5 year period 1978-1982 I,
3 deaths - 1,198,965 anesthetics (general anesthesics)
1:399,655

Combined 15 year surveys 1968 through 1982 S.C.S.0.M.S. j‘
6 deaths - 3,778,965 :
1:629,828

Allen, Gerald, MD - The Roie and Responsibilities of the Anesthesiologist in

Education and Training in Ambulatory General Anesthesia, Proceedings of 1983
Meeting of Directors and Faculty of Oral and Maxillofacial Surgery Residency
Programs, Educational Foundation - AAOMS, New Orleans, LA, p. 57

The record of patient care in anesthesia for outpatient oral
surgery is excellent.

1 fatality in 100,000 outpatient general anesthesia for dentistry
1:100,000 i
1 fatality in 1,000,000 local anesthesia for dentistry Ea
1:1,000,000 @
1 fatality in 283,658 in free-standing ambulatory clinies by
anesthesiologists (MD) ,
1:283,658 s

Lunn, J.N. and Mushin, W.W. - Mortality Associated with Anaesthesia, Anaesthesia,
1982, Vol. 37, p. 856, Nuifield Provincial Hospital Trust, London, England

1 fatality in 10,000 general anesthesia for surgery in the
hospital and outpatient setting

1:10,000 ;§§§l‘
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Office Anesthesia
Evaluation Manual

American Association of Oral and Maxillofacial Surgeons
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EXHIBIT 8

Januarv 23,

FAMILY DENTAL GROUP
10 THREE MILE DRIVE
KALISPELL, MONTANA 59901
PHONE 755-7890

Human Services Committee
Montana State Legislature
Helena, Montana 59601

January 21, 1985

I am writing to you in regard to House Bill 235, "An Act To Require
an anesthesiologist or anesthetist to administer and Monitor General
anesthetics During Dental Procedures.

On page 4 of this bill I object to lines 9,10, & 11. This part of
the bill would prohibit dentists trained as anesthesiologists from
practicing in Montana. There is at least one such dentist in Montana
Douglas Smith, D.M.D. Dr. Smith has had a full anesthesiology residency
at Boston General Hospital, Boston, Mass. This is a fully recongnized
residency program that trains M.D.'s as well as D.M.D.s and D.D.S.s.

His training is much more advanced than that of a nurse anesthetist.
This bill would let a less trained person provide this service, but
block a fully trained anesthesiologist with a dental degree from
providing the service.

I would like to see the bill amended to read as follows on page
4 line 9. anesthesiologist licensed to practice medicine or dentistry
by the board of medical examiners or by the board of dentistry or by a
NUILSe e — —— -

Dr. Smith now practices anesthesiology at the North Valley
Hospital, Whitefish, Mt. and for Dr. Dan Smith a Kalispell, Oral Surgeon.
This bill as written would put Dr. Douglas Smith out of business.

erely,

B o

Dougl E. Wood, D.D.S.

1985



EXHIBIT 9

January 23,

FAMILY DENTAL GROUP
10 THREE MILE DRIVE
KALISPELL, MONTANA 59901
PHONE 755-7890

January 21, 1985

Human Services Committee
Montana State Legislature Capital Building
Helena, Montana 59601

Dear Ladies and Gentlemen:

T am writing in regard to H B 235, a bill for an act entitled: "An
Act to Require an Anesthesiologist or Anesthetist to Administer and
Monitor General Anesthetics During Dental Procedures: Amending Section
37-4-101, MCA."

I am a strong advocate of adequate training in any area of medicine
or dentistry before a practioner delivers that kind of care, including
anesthesiology. There are several areas of concern to me in the wording
of this bill which will result in decreased quality of care or make it
prohibitively expensive, an unacceptable alternative in this day of
increasing medical costs.

On page two I would like the first sentence to read '"The term
"general anesthetic' does not include a nitrous oxide/Oxygen mixture used
for the purpose of achieving analgesia during dental procedures or other
oral surgical procedures." This would delete any reference to concentrat-
ions of nitrous oxide. Although they are in the minority some patients
do not acheive a state of analgesia until a concentration of 507 nitrous
oxide or greater is used. In other words reaching a state of analgesia
is a clinical judggement and is not dependent upon a universally
applicable concentration of nitrous oxide. If that portion is not deleted
then a segment of the patients I treat will either have to go to the
hospital for treatment with general anesthesia or go without treatment,
as they will not accept treatment without nitrous oxide analgesia.

The other area that greatly concerns me relates to the main thrust
of this bill; that of limiting the administration of general anesthetics
in dentistry (not medicine) by the degree an individual holds rather than
by training and continuing maintenance of clinical standards. A more
sound approach in my view would be for the legislature to mandate controls
and monitoring of clinical standards and delegate to The Board of
Dentistry the responsibility of implementing the legislatures intent.

The views of all dental specialties currently represented in the State
of Montana should be solicited in drafting legislation in this matter.

If the committee and the legislature choose to recommend and enact

HB 235 substantially intact then I would strongly recommend additional modification

as follows. Section 1. (2) (i) should remain unchanged. Section 2 (New
section) should be amended in lines 9 and 10 to read "-- anesthesiologist
licensed to practice medicine or dentistry by the state board of medical

examiners or board of dentistry or-—-——-—-—- ", This modification would

1985 %

2
%




accomodate trained dentist anesthesiologists. Dentist anesthesiologists
trained in identical training programs as physician anesthesiologists do
exist in small numbers and the state of Montana currently has a dentist
anesthesiologist practicing in the Flathead Valley.

Thank you for your consideration.

Sinc ;ely yours

{M %, pos

bert W Bowman, D.D.S.



EXHIBIT 10 -
January 23, 19§

LARRY CLAYTON, D.D.S.
P.O. Box 335
100 Village Lane
Bigfork, Montana 59911
(406) 837-4806

January 22, 1935

iluman Services Committae
Montana State Legislature

Committee Members:

I have serious concerns regarding the proposed legis-
lation (Houss Bill 235) which would restrict dental anes-
thesia. My concern relates to both the proposal requiring
an anesthesiologist or anesthetist to provide general
anssthesia and to the portion restricting the nitrous oxide
concentration during dental proceduras to ''no greater than
50%".

There are persons other than anesthesidédogists "licensed
to practice medicine' and nurse anesthetists ''recognized in
that specialty by the board of nursing' fully qualified
to perform and monitor gemerallanesthesia. An excellent
example is Dr. Douglas Smith of Bigfork who is eminently
qualifiad to administer general anesthesia, but does not
meet the aforementioned criteria. Therefore, the wording
of the bill is neadlessly restrictive and a more logical
approach would be to allow the performance of general

anesthesia (dental and medical) based on credentials rather
than by degres.

The restriction upon the uses of nitrous oxide is also
unnecessary since its use is already legally restricted to
persons possessing proper training and equipment in the office.
“hen used in the dental office with proper monitoring by
trained dental personnel, the dangers or risk factors involved
ara virtually non-existent. Perhaps some standardization
and roview procedure could be implemented, but the proposed
restriction would be a disssrvice to the public and the
dentist. )

I understand the frelings behind the attempt to establish
saf2 3nasthesia guidelines in reaction to the recent fatality
in Billings, however an ill-conceived, needlessly restrictive
law passed without proper discussion with and input from the
dental community is hardly in anyone's interest. I urge
vou to reconsider the entire wordinec of Iouse Bill 235,

Thank you,

NGRS
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January 23, 1985

SENIORS’ OFFICE
LEGAL AND OMBUDSMAN SERVICES

P.O. BOX 232

TED SCHWINDEN, GOVERNOR CAPITOL STATION
- STATE. OF MONTANA

(406) 444-4676 HELENA, MONTANA 59620

1-(800) 332-2272

January 23, 1985

Members,
Committee on Human Services
& Aging
House of Representatives
Montana 49th Legislative Session
State Capitol
Helena, Montana 59620

re: House Bill 228
"Living will"
Dear Representatives:

I serve as the attorney-elderly legal services developer with the
Seniors' Office of Legal & Ombudsman Services and I am appearing
here today at the reguest of Rep. Cal Winslow to offer testimony
in support of House Bill 228. My position is a federally mandated
and funded position under the federal Older Americans Act with one
of its goals to assist senior citizens in their advocacy efforts.
One of my responsibilities has been to work with senior citizens
in their planning of their "Legacy Legislature'". This past summer
at the request of Mrs. Vi Thomson a legacy legislator from Missoula
I drafted Legacy Legislature Bill No. 18 to formally recognize the
concept of a "Living Will" in Montana.

As many of you know, a "Living Will" allows a competent adult to
express his or her intentions regarding their desire to be kept
alive by artificial means should they at some future date suffer
from a terminal condition due to illness or injury. Twenty-three
(23) states (including the District of Columbia) have already
recognized in their laws the concept of a living will. The 1984
Montana Legacy Legislature composed of Montana's senior citizens
also supported this concept.

House Bill 228 as introduced by Rep. Winslow and Senator Christians
and numerous other legislators is almost verbatim the November 16,
1984 draft of the "Rights of the Terminally Ill Act" as proposed

by the National Conference of Commissioners on Uniform State Laws.
It includes most of the provisions of the Legacy Legislature Bill
but there are several distinctions that are worth noting.

publications & qophgj()

AN EOQUAL OPPORTUNITY EMPLOYER



Testimony of Doug Olson, Atty. A
Seniors' Office of Legal & Ombud. Svcs.

Before House Committee on Human Services

re: House Bill 228

Page 2

January 23, 1985

The Legacy Legislature Bill #18 required that two physicians had
to certify that a declarant suffered from a terminal condition
before his declaration would take effect whereas House Bill 228
requires only one (1) physician. House Bill 228 should in this
regard be supported for due to the rural nature of most of Montana
it may be impossible in some parts of the state to obtain the
certification of more than one physician.

The Legacy Legislature Bill #18 also required that witnesses to
a declaration had to meet certain qualifications:

1. They could not be related to the declarant by blood or
marriage;

2. They could not be entitled to any portion of the declarant's
estate under any will or by the Montana intestate laws if
there was no will;

3. They could not be directly financially responsible for the
declarant's medical care; \

4, 1In those situtations in which the declarant was physically -
incapable of singing due to a disability and someone signed
the living will for the declarant, the signator for the
declarant could not also serve as a witness.

House Bill 228 imposes no conditions on witnesses to a declaration
in keeping with the draft uniform state law on the rights of the
terminally ill. It should be noted that the draft upon which HB 228
was based has not been formally adopted by the Commissioners on
Uniform Laws and that it will not be voted on until August, 1985.
The Committee draft does note that its proposal that there be no
conditions placed on witnesses is not supported by the legislation
that most of the states have adopted. '"The draft does not require
witnesses to meet any specific qualifications, and as such, departs
quite signficiantly from the statutory law established in almost
every state." [See COMMENT, pg. 7, November 16, 1984, Draft, Rights
of the Terminally Ill Act].

Because of the concern for the potential for fraudulent or fake
"Living Wills" being executed by persons who might inherit from a
person's estate, I would urge the Committee to consider amending

HB 228 to impose some qualifications on who might serve as a

witness. I would propose for your consideration that only one (1)

of the two (2) persons who would witness the declaration may be
related to the declarant by blood or marriage. Many states expressly
preclude all relatives by blood or marriage from serving as witnesses -
but by allowing one of the witnesses to be a relative there may be

an occasion in which someone who is terminally ill would be able to
execute a living will whereas he might otherwise not be able to do so.



Testimony of Doug Olson, Atty.

Seniors' Office of Legal & Ombud. Svcs.
Before House Comm. on Human Services
re: House Bill 228

Page 3

January 23, 1985

A number of states that have enacted "Living Will" statutes have
placed a time-limit on the effectiveness of these documents once
they have been executed, for example 5 years in the case of Idaho
and Georgia and 7 years in California. My recommendationafter
reviewing this issue with the New York based "Society for the
Right to Die" is not to place a time-limitation in Montana's law
on this point. There are occasions in which a person who executes
a valid living will may suffer from a disease such as Alzheimer's
that would preclude him from re-executing a new living will if
Montana imposed a 5 or 7 year time-limit on their effectiveness.
As an alternative to statutorily placing a time-limit on living
wills'effectiveness, I would recommend that in the sample declaration
listed in the bill that a statement be added to the effect that:
"This declaration [shall be valid until revoked or shall expire in
yvears from the date of its execution]."

I would also urge your committee to consider including a "Short
Title" section in the bill such as, "This Act (sections 1 through
) may be cited as, '"The Montana Living Will Act'.

Under the penalty section, I would recommend that in Section 8,
paragraph (4), that a statement be included to expressly state

that this penalty (for those who are found to have falsified or
forged a declaration) is in addition to any other penalties that
may be applicable under the criminal code. This is being suggested
for it is possible that in some cases a charge of conspiracy to
commit deliberate homocide may be applicable in these cases.

Finally, I would urge your consideration of an amendment to include
a section in the bill recognizing an "effective date" of prior to
October 1, 1985. You may also wish to include a statement that
recognizes the validity of "Living Wills" that were executed prior
to the effective date of this bill as long as they meet the minimum
conditions reguired in this bill.

Thank you for an opportunity to address this issue before and I
would be happy to answer any questions you may have after the
public testimony on this bill has been completed. I am attaching
some suggested amendments for your consideration as well as some
articles on this issue that may be of interest.

Sincerely,
/_QML%C&& F o
/

Douglas B. Olson
Attorney
Seniors' Office of Legal &
Ombudsman Services
Attachments



Proposed Amendments to HB 228
"Living will"
from: Doug Olson, Atty.
Seniors' Office of Legal & Ombud. Svcs.
January 23, 1985

1. Page 1

Following: Line 15

Insert: "NEW SECTION. Section 1. Short Title. Sections 1
through 13 may be cited as the '"Montana Living Will
Act."

Renumber: Subsequent sections

2. Page 2
Following: Kine 25
Insert: "Only one of the two witnesses may be related to the

declarant by blcod or marriage.'

3. Page 3, line 20

Following: "pain."

Insert: "It is my intention that this declaration [shall be valid
until revoked by me; or, shall expire in ____ years from
the date of its execution]."

4, Page 7
Following: Line 13
Insert: "This penalty is in addition to any other penalties that

may be imposed pursuant to Title 45."

5. Page 9
Following: Line 7
Insert: "NEW SECTION. Section 13. This act is effective on

[choices:
(a) passage and approval. or
(b) July 1, 1985.1".

*kk

Please note that changes or amendments in the bill's title may also
be necessary.
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WITNESS STATEMENT

Wame '>ilxégﬂ tzy}LL¢ULo Committee ODALa%mLMJ GQAAkxu?.ﬁz
Address ,49057 /ZQ¢¢#¢¢? /JQXLAVQ/ Date /—.23 -4& 6227V?7
Representing ;@A/%/ Support —
Bill No. 224 ‘ Oppose

Amend —

AFTER TESTIFYING, PLEASE LEAVE PREPARED STATEMENT WITH SECRETARY.

Comments:
1.

Itemize the main argument or points of your testimony. This will
assist the committee secretary with her minutes.

FORM CS-34
1-83



TESTIMONY BEFORE THE HOUSE
HUMAN SERVICES AND AGING COMMITTEE
Wednesday, January 23, 1985

RE: HB 228

BY: Molly Munro, Concerned Citizen

I am Molly Munro and I appear here today as a concerned citizen.
It is possible, at the present time, in the state of Montana for a
person to draw up a declaration as is described in this bill. How-
ever, there would be no obligation for the physician to follow it;
no immunity for the physician who did follow it; and no requirement
that the physician transfer the person to the care of another phy-
sician if he/she found he could not follow the dictates of the
declaration.

I, personally, feel that it is imperative that this law be
passed to provide a legal and effective means for those wishing to
make such a declaration.

I wish that this law had been in effect several years ago.
My father-in-law, aged 83, and diagnosed as a victim of Alzheimer's
disease, in no longer able to make such a declaration. Consequently,
within a few short years or sooner, his family may be faced with
the decision of whether or not his life should be maintained by
life support systems. Had he been able to make this decision for
himself, this could have been avoided.

A few years ago, I had to take my mother, who is 89 years old,
to the Mayo Clinic for care. My family is fairly close knit, but I
spent a lot of time, while there, on the phone justifying to my
sister and two brothers the decisions made by my mother and me re-
garding her treatment and care--and this was no life~and-death
situation.

So I feel that this bill addresses a situation that can be
handled before it develops into a time of high emotional stress for
the persons involved and their families.

However, I cannot urge you strongly enough, to- adopt the pro-
posed amendment concerning qualications of witnesses to the declar-
ation. This must be an integral part of this bill. Family members
and relatives must be afforded this protection.

I also encourage you to make this bill effective immediately,
or by July 1, 1985, at the very latest. I can see no good reason
for delaying it further.

One last suggestion--a very minor one--but one which I think
would strengthen the wording of the sentence involved. On line 1,
page 5 delete "the" and insert "that" so that the sentence reads,
"...use of life sustaining procedures if that patient is able to
do so."

Thank you for your time and for allowing me the opportunity
to speak on behalf of HB 228.
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EXHIBIT 13
January 23, 1985

TESTIHONY BEFORE THE HUUSE HUMAN SERVICES CUPMITTEL 1/23/85

fty name is Larl Reilly and I am a member of the lontana Senior Citizens
Association. I am here today in support of HY 228. This legislation enables
euch of us to make a choice while we are competent, able and without pressure
or duress to determine a course of action to be followed when faced with
a terminal affliction.

The purpuse, of course, is to eliminate needless suffering, needless
expense und needless trauma inherently present 1n these situatlons.

We, however , want to be assured that proper safequards are in place
to make sure that the maker of each will iy making a free choice,
the will is properly witnessed and notarized or whatever may be necessary
to make the "living will" a legally accepted document. We want to further
ensure that the conflict of interest problems are properly addressed, that
is, that health-care providers and persons who are direct beneficiaries
not be allowed to witness the docunent .,

Ve undersland thal the "biving W™ g now lTegal i 22 states and
Washington, D.C.

We would appreciate your favorable consideration in this matter.



EXHIBIT 14

January 23,

January 23, 1985

TESTIMONY OF ELSIE FOX, MILES CITY, MONTANA IN FAVOR OF "LIVING WILL"

Twenty-two states and the District of Columbia have enacted laws that
recognize a person's advance written instructions to withhold or withdraw
life-sustaining procedures in the event of a terminal condition.

I and many other Senior Citizens in Custer County feel very strongly
on the issue of '"Living Will". We have seen instances where there have
not been living wills, and the family is under undue but tremendous pressure
to agree '""to aéthing that can be done to keep Grandma (for instance) alive':
and the result is that Grandma is propped up, not knowing anything, and the
bills run into many thousands of dollars to no avail. The "Living Will" is
only valid when it is signed while the person involved has all his or her
faculties, therefore danger of abuse is removed.

At a recent discussion on the priority of current legislation at our
Senior Citizen meeting in Mileés City, Living Will was considered to have
No. 2 priority.

Therefore, I strongly urge you to lend your support to this legislation.

Fo, ol

(< [E; F:& K
E%D'O Do >0 2

- (‘T(/ {79720l

MILES
G/a(;>é\'}9 — 134

1985



WRITTEN TESTIMONY
January 23, 1985

STEPHEN L. BLACK, D.D.S., P.C.
Diplomat of the American Board of
Cral and Maxillofacial Surgery
115 West Kagy Boulevard
Bozeman, Montana 59715
(406) 587-0767

January 25, 1984

State of Montana
Department of Commerce
Board of Dentistry

Dear Board Members:

The enclosed statements are made for your consideration during

the public hearing on the adoption of a new Sub-Chapter 35,
Standards for Dentists Administering Anesthesia. These suggested
changes are my own personal opinions and should not be construed .
as statements that are policies of the Montana Dental Association.
Having studied the issues related to these rules and regulations
for the past six years, I feel that some of the changes that I
propose are relevant to the formulation of changes in the practice
act which are pertinent and yet reasonable for professionals and
protective of the public. I will be happy to answer any questions
that you may have regarding these suggestions.

Sincerely,

-

Stephen L. Black, D.D.S., P.C.

SLB/cjw
Enclosure



NEWS RELEASE -

STATE OF MONTANA
DEPARTMENT OF COMMERCE
BEFORE THE BOARD OF DENTISTRY

NOTICE OF PUBLIC HEARING

ON THE ADOPTION OF A NEW
SUB-CHAPTER 5, STANDARDS FOR
DENTISTS ADMINISTERING ANESTHESIA

In the matter of the proposed
adoption of new rules concern-
ing anesthesia under a new sub-
chapter 3.

— S e

TO: All Interested Persons:

1. ©On January 27, 1984, at 1:00 p.m., a public hearing
will be held in room 107, the Department of Highway auditorium,
at 2701 Prospect, Helena, Montana, to consider the adoption of
new rules concerning standards for dentists administering anes-
thesia.

2. The proposed rules do not replace or modify any sections
currently found in the Administrative Rules of Montana.

3. The proposed rules will provide as follows:

“I. PROHIBITION (1) Dentists licensed in this state cannot. .
use general anesthesia, conscious sedation, nitrous oxide inhalation [
conscious sedation, or local anesthetic techniques, in the practice
of dentistry, until they have met all of the requirements set forth
in these rules. . -y

{2) Violation of these rules shall constitute grounds for
disciplinary action as provided in 37-4-321, MCA."

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
(1) {i), INCA

[ s

"II. EXEMPTION (1) A dentistwho can show evidence of
competence and skill in admlnlster*ng.gaaa_al_anpQLhPSJiLLu;ﬁ_
form of conscious sedation by virtue of experience, demerstraticn,
and/or comparable alternate training shall be presumed by the dental
board to have appropriate credentials for the use of that category
of anesthetic or sedation. In applying for an exemption status, the
dentist must have documented written evidence of his background for
the board to evaluate and determine the appropriateness of training
and experience."

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
{1) (i), MCA .

g

P

“I1I. DEFINITIONS (1) For the purpose of these rules
the following deiinitions shall apply:

(a) General anesthesia is a controlled state of unconsciousness, ¥
accompanied by partial or complete loss of protective reflexes, in- g
cluding inability to independently maintain an airway and respond
purposefully to physical stimulation or verbal command, produced by
a pharmacologic or mnon-pharmacologic method, or a combLnaCLOn thereof.

ﬂmﬁ;&&; [ v



(b) Anesthesia is the loss of feeling or sensation,
especially loss of the sensation of pain.

(¢) Local anesthesia is the loss of sensation of pain in
a specific area of the body, generally produced by a topically
applied agent or injected agent without causing the loss of
consciousness.

(d) Analgesia is absence of sensibility to pain, designating
particularly the relief of pain without loss of consciousness.

(e) Nitrous-oxide inhalation conscious sedation is a state of
sedation in which the conscious patient has reduced fear, apnrehen-

sion and anxiety through the inhalation of nitrous-oxide and oxygen,
and is maintained in a level of conscious sedation capable of communi-
cation or other appropriate response to physical stimulation, but has
not vyet obtunded his protective autonomic reflexes.

(f) Conscious sedation consists of the use of any drug element
or other material which results in relaxation, diminution or loss of
sensation with the retention of intact protective reflexes, spontaneous
respirations, and the ability to maintain an airway.

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
(1) (i), MCA

The next suggestion is relevant to all phases of training and
education in the rules and regulation where it is suggesred that

a certificate in competence should be tested annually. It is my_
suggestion that this period of certification and evaluation of
‘competence should be every three years instead of every year. The
statement might read as such (IV D):

"IV. GENERAL ANESTHESIA TRAINING AND EDUCATION (1) A
licensed dentist may employ or use general anesthesla on an out-
patient basis for dental patients provided:

(a) He has a minimum of one year or its equivalent of training
in anesthesiology and related subjects beyond the undergraduate dental
school level which shall be completed prior to the use or administra-
tion of general anesthesia.

(b) The dentist and operatory staff must have a current cardio-
pulmonary resuscitation (CPR) certificate and shall every three years
verify competence in other emergency procedures.

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
(1) (i), MCA

forms of anesthesia and sedation as well.

"V. GENERAL ANESTHESIA FACILITY (1) A licensed dentist
administerIng general anesthesia shall have a facility that is
properly equipped for the administration of general anesthesia
and staffed with a supervised team of auxiliary personnel capable
of reasonably handling procedures, problems, and emergencies in-
cident to the use of administration of general anesthesia. The
staff shall be under close supervision of the licensed dentist."

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
(1) (i), McCA

(2)
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It is my suggestion that the word ''close' be specifically defined
to _include the meaning that the dentistshall be in the operatory.
at all times when anesthetics are being utilized. This definition

should apply throughout the entire text of the these proposed rules
and regulations. P e

P

"VI. CONSCIOUS SEDATION TRAINING AND EDUCATION (1) A licensed
dentist may employ or use conscious sedation technique on an outpatient
basis for dental patients provided:

(a) He has received formal training in the use of conscious seda-
tion techniques.

(b) He is certified by the institution where the training was
received to be competent in the administration of conscious sedation
techniques. Such certification shall specify the type and number of
hours and the length of training. The minimum of didactic hours shall
be 40 and the minimum of patient contact hours shall be 20. A formal 2
training program shall be sponsored by or affiliated with a university,
teaching hospital or other facility approved by the board of dentistry
or part of the undergraduate curriculum of an accredited dental school.

(c) The dentist and operatory staff must have a current cardio-
pulmonary resuscitation (CPR) certificate and shall aaaue“lysupdate
competence in other emergency procedures.' LT T

[ el

P

"VII. CONSCIOUS SEDATION FACILITY (1) When using conscious.
sedation with oral or imjected drugs, the dentist shall have a facility
that is properly equipped for the administration of conscious sedation

 and staffed with a supervised team of auxiliary personnel capable of -
* reasonably handling procedures, problems, and emergencies incident to
“the use and administration of conscious sedation agents. The staff
shall be under the close supervision of a licensed dentist." %

"VIII. NITROUS-OXIDE INHALATION CONSCIOUS SEDATION TRAINING
AND EDUCATION (1) A TIicensed dentist may employ or use nitrous-oxide
inhalation conscious sedation only, or in conjunction with local
anesthetic agents, on an outpatient basis for dental patients provided:

(a) He has a minimum of 20 hours of technique instruction spon-
sored by an accredited hosp1ta1 accredited dental school, or dental
socity including instruction in safety and management of emergencies.

(b) The dentist and operatory staff must have ‘a current cardio-
pulmonary resuscitation (CPR) certificate. ::

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1- 131 37 4 lOl
(1) (1), MCA

"IX. NITROUS-OXIDE INHALATION CONSCIOUS SEDATION FACILITY
(1) When using conscious nitrous-oxide sedation for dental patients,
the dentist shall have a facility that is properly equipped for the
administration of nitrous-oxide conscious sedation and staffed with
a supervised team of auxiliary personnel capable of reasonably handling
procedures, problems, and emergencies incident to the use and administra-
tion of nitrous-oxide conscious sedation, The staff shall be under
the close supervision of the licensed dentist.

p— \,&;:Gm&m
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(The board must consider coordination of the current rules and _
regulations relative to the use of nitrous-oxide conscious sedation
as they would apply to the proposed rule changes. If there are any
discrepancies between the old and the new rules, these should be
specified and the old rules deleted so that there is unanimity within
the practice act regarding the use of nitrous oxide and oxygen con-
scious sedation].

(2) The following shall be present in any facility where
nitrous-oxide inhalation conscious sedation is utilized:

(a) an anesthesia delivery machine which provides not less
than 30% oxygen.

(b) equipment capable of deliverying positive pressure oxygen.

(c) equipment for adequate suction.

(d) a portable backup oxygen unit."

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
(L) (i), MCA

""X. LOCAL ANESTHETIC TRAINING AND EDUCATION

(1) Dentists Iicensed to practice in the state of Montana may
use local anesthesia as is indicated in their practice.

(2) The dentist and operatory staff myst have a cu}renc cardio-
pulmonary resuscitation (CPR) certificate. ﬂﬂﬁt yee- 5C0-'1d6¢u

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
(1) (i), MCA

(It is my feeling that the ad hoc committee on anesthesia never intended

that every otfice using any kind of anesthetic, including local

anesthetic, had annual updates in_their competence. Although that
may be ideal for all dentists and their staff to have current CPR
certification, I believe this is an unw1eldy rule and would be very
difficult to keep track of or enforce. There are also many extenuating
c1rcumstances which may make it v1rtually improssible for dentists and

their staff to obtain CPR training which would also make this rule

difficult to enforce. The board should perhaps reconsider on demand-
ing manditory CPR for all dentists and all dental staff).

"XI. LOCAL ANESTHETIC FACILITY (1) When using local or
regional anesthetlic agents ror dental patients the dentist shall
have a facility that is properly equipped for the administration
of lcoal anesthesia and be capable of reasonably handling pro-
cedure problems and emergencies incident to the use and administra-
tion of local anesthetic agents.
(2) The following shall be present in an office utilizing local |
anesthesia: PRI T
q (a) portable backup oxygen unit.- . - o o >
‘(b) equipment capable of dellveang p031t1ve pressure oxygen.
(c) equipment for adequate suction.'
Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
(1) (i), MCA
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"XII. LIMITATION ON ADMINISTRATION OF ANESTHESIA (1) Nothing 7
in these rules shall be construed to alTow a dentist, dental hygienist, i
or auxiliary to administer to himself/herself or to any other person,
other than in the course of the practice of dentistry, any drug or
agent used for anesthesia."
Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
(L) (i), MCA '

"XIII. IN-OFFICE EVALUATION (1) The board of dentistry shall
appoint an in-oIffice evaluation team which shall be a permanent arm
of the board. The evaluation team shall evaluate dental offices
utilizing anesthetic agents for general anesthesia and conscious

—sedation. Evaluation shall be every three years by the evaluating
team and guidelines for this evaluation shall be specified under
paragraph XIX of this sub-chapter 5. This team shall be made up
of two general practitioners, three oral surgeons, a periodontist

#
L

and a_pedodontist. Each evaluation shall be done by two members of
the team, such that one member is an oral surgeon and the other_ member
is an individual practicing in the same manner as_the individual._to
be evaluated (that is, if a pedodontist's practice was to be evaluated_ _
the evaluation team would be an oral surgeon and a_pedodontist. If a .
general practitioner was to be evaluated, the evaluating team would be . =

made up of an oral surgeon and a general practitioner,.etc.

(This_team must have the authority of the board such that their evaluag- |
tion shall be meaningful to the practitioners_being evaluated as well -y
as to the board of dentistry in determining whether an individual_
should obtain or maintain his anesthetic credentials).

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101

[
i

"XIX IN-OFFICE EVALUATION GUIDELINES (1) _Two cases appropriate
to the practice beilng evaluated shall be observed. This poxrtion of
the evaluation should not exceed one hour. No evaluation can be con-
sidered complete unless this part is included.

(2) Simulated emergency procedures are to be demonstrated
in the operating area with full participation of the office staff. §
An exact simulation of the emergency situation should be demonstrated.
A simulated intravenous administration set should be taped into posi- -
tion and all emergency equipment should be supplied including syringes %
and medications in proper sequence. The evaluation team and the dentist
being evaluated should not just talk about the emergency situation and
how it should be managed. The dentist and his team must perform an
actual demonstration of their method for managing the following
emergency situations:

(a) laryngospasm,

(b) bronchospasm,

(c) emesis and aspiration of vomitus,
management of other foreign bodies in the airway,
angina pectoris,
myocarial infarction,
hypotension,
hypertensive crisis,
cardiopulmonary resuscitation,
acute allergic reactiouns,

P

. P J09 Mo QL
m:@‘u* Py

P—

(5)



;

(k) hyperventilation syndrome, and
(1) convulsion of unknown etiology.
(3) (As listed on page 6, paragraph 3, the office equipment,
records, and emergency nedlcatlons specifics seem relevant only to
- the use of general anesthesia. As this listing was taken from the
AAOMS Guidelines on Anesthesia Office Evaluation, the board should
consider the possibility of dividing this partxcular_porCLOn into_
general anesthesia for which this list is appropriate and conscious
sedation for which this Iist may be inappropriate. The board must
decide about the appropriateness for such things as backup systems
and suctioning, lighting and monitoring equipment as it perttains
To conscious sedation techniques. The board may also consider giving
the evaluation team guidelines as to what monitoring equipment the
board deems necCéssary in using general anesthesia vs. conscious seda-
—tion. T

The board must consider the mechanics of the reporting of this evalua-
tion_team._ _For example, if the evaluation team found the dentist or
staff anompetent what would the alternatives be and what specifically
would be done in this incidence. The board should alﬁQ_ﬁDnSLdeI_a_
manditory reporting of morbidity and mortality related to anesthet
complications in dental offices.

I also believe that the board must_ consider a period of grace following

team can be set up and_do_appropriate office testing and reporting
back to the board. The board should also consider a grace pericd
for new dentists applying for such credentials to obtain appropriate
evaluation and credentialing.

I_think it is also appropriate for the board to address the issue of
a dentlst who is tralned in general anesthesxa and w15hes toigerform

The board should also consider specifying the costs of in-office evalua-

tion and how much the evaluation team members should be paid).

All office equipment, records, and emergency medications related
to patient care should be available for inspection by the visiting
team. Specific attention should be directed to the following areas:

(a) the oxygen and supplemental gas-delivery system and back-
up system.

(b) provision for suction and backup system,

) auxiliary lighting system,

the gas storage facilities,

suitability of the operating suite,

patient transportation equipment, if used,
recovery areas,

sterilization areas,

medication preparation,

completeness of emergency anesthesia equipment and
medications,

(k) completeness of office patient-care records, and

(1) monitoring equipment.

(c
(
(
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(4) The discussion period shall be the final part of the
evaluation and should be conducted in private away from staff and
patients. The evaluators at this time may note deficiencies and
make positive suggestions to the dentist for improving the office
facility and patient management. It shall also be appropriate
at this time to discuss management of risk patients if this has
noct been covered furing an earlier stage of the evaluation.'

Auth: 37-1-131, 37-4-205, MCA Imp: 37-1-131, 37-4-101
(L} (i), MCA

(7)



ANESTHESIA

Dear ladies and Gentleman:

I thank you very much for the opportunity to present some very
important information that needs to be considered when evaluating
anesthesia in its proper perspective., The luuse of general
anesthesia in the past was very wide-spread. Over the years oral
surgeons have felt that definite action by the professions (both
medical and dental) to énsure a high standard of anesthesia in the
out-patient setting is necessary. The timely, energetic response
of oral surgeons has resulted in the upgrading of office anesthesia
facilities, acceptance of office anesthesia evaluation, initiation
of morbidity and mortality studies, review for training of oral
surgery auxillary personnel and renewed interest in clinical
research in outpatient anesthesia.

1. How safe is outpatient anesthesia? :

2. Is it really necessary?

In 1974 in Southern California a five year review of anesthetic
morbidity-mortality was undertaken by the oral surgery society.
This was done Jjust prior to the initiation of an office anesthetic
review requirement. They surveyed 100% of the oral surgeons in
southern California. From 1968 to 1972 there were 3.fatalities

in 1,300,000 anesthetics or 1 for every 430,000. 1In 1980 they
reviewed the same group again. 100% participation during the
second 5 year review of southern California was achieved. There
were no deaths in over 1,285,000 anesthetics. In Massachusetts,

an anesthetic study revealed that from 1976 to 1980 there were 2
fatalities in 2,353,320 anesthetil®s or 1 death for every 1,766,660.
In Ohio there have been two fatalities in over 3,500,000 anesthetics
since 1974, or 1 death for every 1,750,000 anesthetics., PFurther-
more, 1 in every . 600,000 local anesthetics will result in a death.

Now lets compare these statistics to those found in hospitals
withanesthesiologists and certified nurse anesthetists. In Dripp's
textbook, Introduction to Anesthesiology, Dripp addresses this

issue in the section on physical status and risk. In 1954 Beach
and Todd found that anesthesia played a primary contributory role

in the death of one in every 1,500 patients. More recent statistics
reveal one in every 30,000 to 40,000 general anesthetics result in

a dealth. A personal communication with anesthesiologists at a
surgicenter in Montana revealed that for surgicenters these numbers
are 1 death for every 150,000 anesthetics. When we compare out-
patient anesthetic to in-patient in hospital anesthetics of a
general nature, it is apparent that out-patient anesthetics by

oral surgeons results in a very admirable and statistically safe
approach. Oral surgeons are constantly striving to eliminate risks.
However, risks can only be eliminated to a certain point. It is
important to remember that even with local anesthesia 1 death
results in every 600,000 administrations So local anesthesia in
itself is not a sure way of avoiding a significant protlem.
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Next I would like to address the question of, "Is sophisticated
anesthesia care really necessary?" I feel that it truly is.

The practics of dentiztry nhas evolved in the sophisticated level
of care of pain and anxiety. For example, the patient who refuses
treatment until the process has advanced to a potentially body
compromising situation requires a sophisticated approach, If
local anesthesia alone is employed, many times effective pain
control is not attainable. With intravenous sedation or a light
plane of general anesthesia, performed in the correct environment,
this apprehensive patient can be treated in a very safe and cost-
effective manner. It must be realized that the use of a surgi-
center or a hospital for elective out-patient surgery adds from
$600 to $1,000 or more per situation.

At this time I would like to discuss some very important terms,
to clarify the concept of anesthesia for this committee,

Anesthesia is a loss of sensation in part.
or in the body generally induced by the
administration of a drug.

Local Anesethesia is produced by the injection
of a local anesthetic drug into the soft tissue.

Regional Anesthesia is produced by the selected
injection of a local anesthetic drug into or in
close proximity to a specific nerve to produce
anesthesia alon that area of innervation.

General Anesthesia is a loss of consciousness in
addition to the loss of sensation produced by the
administration of either intravenous, oral or
inhalation aneseti¥s.

Sedation is the calming by the means of psychologic
or pharmacologic (by route of administration)
methods that do not impair obligatory anatomic
functions such as respirations or cardiac function.

With the administration of any of these medicines there is an
anesthetic risk. The anesthetic risk incorporates the present
physical status of the patient. These are classified according
to The American Society of Anesthesiology.

Class I: This patient is a healthy patient
without systemic disease.

Class II: This patient is one with a mild
systemic disease such as moderate anemia, history
of heart disease without symptoms or a mild
"diabetic under good control.

Class III: This is a patient with a severe

systemic disease that limits activity, but is

not yet incapacitating and is not yet a threat

to life. ZExamples of this are gross obesity, asthma,
COPD, symptomatic heart disease and moderate trauma.
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Class IV and V: These patients have risks
‘not applicable to office practice.

To further enhance the continued safe use of out-patient .
anesthetics, I feel the following recommendations should be
incorporated, into any such approach that is ultimately adopted.

1. One year of anesthesia training or its
equivalent be required to provide such services.

2. Advanced life support or it's future
equivalent be required to administer anesthesia.

3., An office evaluation be required before a
certificate of competency be given to a practitioner.
This evaluation should include patient's history,

° montoring protocols, use of anesthetics, under-
standing of anesthetics, and any other adjunctive
considerations that may be required. &

4. A mandate that the state board implement
its regulations within the next year.

5. No provision for a grandfather clause be
permitted. @

Thank you very much for your time and concern.

Dr. Donald Roberts
Board of Cral and Maxillofacial Surgeons



Defined:

Suggested Rules Governing Out-patient Anesthesia

General Anesthesia

The elimination of all sensations accompanied by a state of
unconsciousness. The unconscious patient is defined as one without
intact proprioceptive reflexes including the inability to maintain an
airway and one who is incapable of rational responses to questions on
camand. This definition does not limit the use of conscious seda-
tion or nitrous oxide analgesia and pertains only to general anes-
thesia. .

Guidelines

No dentist shall employ or use general anesthesia on an out-patient
basis for dental patients unless such dentists possess a permit of
authorization issued by the Montana State Dental Board. The dentist
holding such permit shall be subject to review and such permit must
be renewed annually.

In order to receive such permit the dentist must apply on a
prescribed application form to the Montana State Dental Board and
produce evidence showing that he or she:

1. Has completed a minimum of one year of advanced training in
anesthesiology and related academic subjects (or its equivalent)
beyond the undergraduate dental school level in a training
program as described in Part II of the guidelines for the
teaching of camprehensive control of pain and anxiety in den-
tistry; or

2. Is a diplomat of the American Board of Oral Surgery, or is eli-
gible for examination by the American Board of Oral Surgery, or
is a member of the American Society of Oral Surgeons ; or

3. Is a fellow of the American Dental Scciety of Anesthesiology; or

4. PEmploys or works in conjunction with a trained M.D. or D.O. who
is a member of the anesthesiology staff or an accredited hospi-
tal, provided that such anesthesiologist must remain on the pre-
mises of the dental facility until any patient given a general
anesthetic regains consciousness; and

S. Has a properly equipped facility for the administration of
general anesthesia staffed with a supervised team of auxiliary
personnel capable of reasonably handling procedures, problems,
and emergencies incident thereto. Adequacy of the facility and
campetence of the anesthesia team may be determined by the con-
sultants appointed by the board as outlined in Part C of this
rule.



Defined:

Prior to issuance of such permit the Montana State Dental Board shall
require an on-site inspection of the facility equipment and personnel
to determine if in fact the aforementioned requirements have been met.
This evaluation shall be carried out in a manner following the prin-
ciples but not necessarily the specifics described in the American
Society of Oral Surgeons' Office Anesthesia Emergency Self-evaluation
Manual. The evaluation shall be carried out by a team of consultants
appointed by the Montana State Dental Board. Within one year of the
effective date of these rules, each dentist using or employing
general anesthesia prior to the adoption of the rule shall make
application to the Montana State Dental Board for such permit and
undergo an on~site evaluation of their facilities, equipment and
personnel.

For new applicants who are otherwise properly qualified, a temporary
provisional permit of one year in duration may be granted by the
board based solely upon the credentials contained in the application
pending complete processing of the application and on-site evaluation
as described in Part C of this rule.

Anesthesia permits must be renewed annually with re—-examination as
described in Section C at intervals no longer than five (5) years. -

Conscious Sedation

Conscious sedation is a type of sedation in which the conscious
patient is rendered free of fear, apprehension, and anxiety through
the use of pharmaceutical agents without the intent to produce a
state of general anesthesia.

Guidelines

No dentist shall employ or use conscious sedation on an out-patient
basis for dental patients unless such dentist possesses a permit of
authorization issued by the Montana State Dental Board. A dentist
holding such permit shall be subject to review and such permits must
be renewed annually.

In order to receive such permit the dentist must apply on a
prescribed application form to the Montana State Dental Board and
produce evidence showing that he or she:

1. Has successfully campleted a course in conscious sedation
recognized by the Montana State Dental Board, or

2. Has completed a specialty residency program approved by the
American Dental Association Council on Dental Education where
conscious sedation was routinely utilized.



3. Has a properly equipped facility for the administration of
conscious sedation staffed with supervised team of auxiliary per-
sonnel capable of reasonably handling procedures, problems, and
emergencies incident thereto. Adequacy of the facility and com-
petence of the team may be determined by consultants appointed by
the board as outlined in Part C of this rule.

C. Prior to issuance of such permits, a Montana State Dental Board shall
require an on-site inspection of the facility, equipment and person-
nel to determine if in fact the aforementioned requirements have been
met. Evaluation shall be carried out by a team of consultants
appointed by the Montana State Dental Board. Within one year from
the effective date of these rules, each dentist using or employing
conscious sedation prior to the adoption of these rules shall make
application to the Montana State Dental Board for such permit and
undergo an on-site evaluation of their facility, equipment and
personnel.

D. For new applicants who are otherwise qualified, a temporary provi-
sional permit of one year in duration may be granted by the board
based solely upon the credentials contained in the application
pending complete processing of the application and on-site evaluatlon
as described in Part C of this rule.

E. Conscious sedation permits must be renewed annually with re-evaluation
at intervals deemed appropriate by the Montana State Board of
Dentistry.

Nitrous Oxide and Oxygen Conscious Sedation

1. Those dentists with a valid Montana Dental License who have uti-
lized Nitrous Oxide conscious sedation in their practices for a
length of time to be determined by the Montana Board of Dentistry
prior to enactment of this legislation shall be granted a Nitrous
Oxide conscious sedation permit.

2. Those dentists licensed in the State of Montana after the effec-
tive date of this legislation shall be required to successfully
canplete a course in Nitrous Oxide conscious sedation acceptable
to the Montana Board of Dentistry.
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Representative Raymond Peck
Capitol City Station
Helena, Montana 59601

Dear Representative Peck:

You will recall, Dr. Torgerson and I discussed 4B 235 with you Wednesday
morning, January 31, 1985, orior to the cammittese hearing on HB 290. We
discussed that we agrse on nearly every issue. We agree that general anassthesia
is dangerous when administerad improperly or carslassly. We agrse that the pri-
mary thrust of legislation whether it be oy a combination of #B 235 and rulss or
oy rulas alcone should be o gromota performance of - z-patiant anesthesia at ns
highest possible lavel of szafaty. <You contand -hat i secend oerscn distincet
Eram the surgeon must be prasent who 1s competant in administering the anesthe-
tic, monitoring the patient, and treating emergencies. We have shown that an
oral surgeon can perform surgery in the mouth with a safzsty racord that sxceeds
that achisved in hospitals or out-patisnt surgery faciliti=ss staffad with
anesthesiologists while working with a team of two additicnal persons, cne
assisting with the surgery and the other aiding with the anesthetic.

When you researched this question by quizzing numerous physicians and den-
tists, they answered truthfully but inaccurately because their understanding of
anesthesia was gained in the hosoital cperating room. It is not possible to
judge the technique used in oral surgery without observing it. In the hospical

the patient is placed into a deep state of anesthesia where ne is totally free

from stimulation by pain and protective reflexes are complately lost. The
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patient is uncder the influence of large quantities of anesthetic drug and is
helpless. He is incapabla of breathing by himself. The anesthesiologist must
ventilate the patient; Ehat i3, he must actively supply the unconscious gatiant
with each bresath of squeezing a rubber bag. The anesthesiclogist must actiwvely
maintain the deep level of anesthesia by modifying the concentraticn of inhalad
anesthetic agent based on the patisnt's vital signs. Monitoring the patient is
camlicated by the fact that the patient is virtually invisibls under surgical
drapes. It must be done entirely by indiract methods. This method of anesthe-
sia is an active process. It raquirss a profaessicnal who can devote nls entirs
time and attasntion to it.

The contrast between this and what generally is done in Cral Surgery cifi-
ces is striking. The intant is not =0 place The pati:nt in a dzep plane of
anesthesia. The patisnt is keot very light, only occasicnally may his procec-
tive reflaxes e lost and he braathes normally withou:z assistance. Drugs used
to achisve this state ars often tranquilizers and painkillers, rather than
potent inhalation anesthetics. Local anesthetics ars an intagral part of the
tachnique. Under usual circurstances it would be iLrpossiblas to ramove a third
molar without numbing the area also. The patiant's face is not coverad ard the
anesthesia team stands within one and a half feet of the patient's airway,
focusing their attention on it. Br2athing is constantly monitored in the most
appropriats fashion by hearing it and observing it from an axcellent vantage
point. The patient's skin and lip color, also an excellant indicator of the
patient's well-being, are constantly under close cbservation. Also we com-
municate with the patient. We ask them if they ars comfortable, if they ara

felling well. Most of the time they are able to answer apprepriately once local
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anesthesia is established and thé procedurs is underway. In additicn to these
clinical signs, the blocod prassure is checked at reqular intervals and the pulse
is centinuously monitored oy the anasthesia assistant. Hear* and breath sounds
ars continuously monitored by way of a specially fitted stethoscope which fits
into the oral surgeon's ear. In our practice, as well as in most others, the
patient is monitorad by a portabls IXG machine which displays the electrical
activity of =sach heartbeat, as well as the pulse rata, Please beliesve me, with
this team approcach to out-vatient anasthesia the patient's vital signs ar2 moni-
tored closely with considerabls durlication and confirmation of rasults.

This methed of ultra-light general anesthesia is practiced not conly

throughout the Unitad Statass, mut throughout the world. Anesthesia is an
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intagral part of oral surgery ftraining orograms. It 13 taugh

CLA o the Mayo Clinic, fram the Tniversity of washingtcn to the

University of Alabama. As the statistics suppliasd by Dr. Roberts indicate from
samples across the country, the rslative saisty of ultra-light anesthesia is
extracrdinary.

Massachusetts 1 death/1,766,660

Ohio 1 d=ath/1,750,000

California 1 death/430,000 improvad to

0 deaths/1,285,000 follcwing instituticn
of on-site inspection

These figqures campare very favorably with hospital statistics where there
is one death in 30,000 to 40,000 anesthetics or with out-patiant surgicenters
where the ratio is 1 death per 150,000 anesthetics. The contrast in these
figures is so great that it defies belief. How can anesthesia in an oral
surgeon's office be so much safar than that provided by a trained individual in

a hospital focusing his entire attsntion on the anesthetic. The answer lies in
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the point I have been trying to make. The technique is different. It is a
nybrid especially adaptad for the raquirsments of oral surgery.

1. The orocedurss ars short.

2. Local anesthesia plays an integral part,

3. The patient is kepot very light. He is able to breathe for himself

and in the majority of circumstances he is arousable with protective
reflexes intact.

Again you have the right to be skeptical. What is wrong in Montana? What
should be done? As you know, there is presently no ragulation of anesthesia in
dental offices. It is needed. Plsase consider what I have written objectively.
The Xey to ootimizing safety is through mandating orover aducational raquire-
Tents and through the on-site inspection process. This on-site inspecticn pro—
c2s3 is beneficial in two ways.

1. It is a powerful stimulus to the 2xaminee to raviaw his technigee,
facility and amergency orccedurss.

2. It is a certain method of assuring that anesthesia is oteing
administered appropriately.

This is the tact that has been taken in virtually every stats which has
studied the mattar. Enclosed is an exampls of rulss which I have compilad fram
other statas along with the source legislation., It is rulas such as these that
should be developed by the State Board of Montana. 1In order to achiave this end
the board must be empowered to enact such rules by passage of HB 290 and strong
positive assurance, perhaps written, must be extracted from the board that they
will in fact move with dispatch in adepting such rules. T believe that under
the prasent circumstances the mood in the state has changed and the board will
consider the enactment of strong rules a high priority. Should you consider

legislative direction to the board a necessity, please consider an additional
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amendment to HB 235 which I have listed on the front sheet as YNo. 5. It pro-
vides for the on-site inspecticn of out-patient anesthesia practices, the key %o
wgrading safety in out-patisnt anesthesia. Nots also that it i3 essential for
the phrase "or having at a minimum special training in monitoring zatients
during anesthesia and a current basic life éupport certificata" to be ratained
in Item No. 3 of the first page. I hava triéd to show you oy axplaining the
unique characteristics of out-patiant anesthesia that the prasence of two cecpla
highly trained in anesthesia is an unnecessary and impractical redundancy. The
veople assisting ars not dental assistants, thelr training is quite diffaranc
and migque. They are trained to monitor 2P, oulse, and through axzeriance
ceccome k2en observers of raspiration and skia oolor. They ar2 trained to
raspond to the unigue amergencias that may devalco [iring a orocadurs and all
have formal CPR “raining. They have wvaricus sackgr:sonds. To illustrats, wwo
worked as Doctors' Assistants to cardiologists, one ~orkad as a Doctor's
Assistant to a pediatrician, one is a trained cperating room technician and cne
worked for two oral surgeons in other cities befora being =mloyed by us. All
are mature, rasponsible and intelligent individuals. Wwe have had nurses in our
amploy and would have no objection to niring cne or mora of them again; however,
we did not find that they offerad any particular advantage. Also, on a ralated
issue, I worked in an oral surgical practice in Tacama, Washingten, which
employed a nurse anesthetist. It was 7y experience thera that patiants wers
placed in much deeper plans of anesthesia and were certainly no better monitored
than is done with our present method.

Ultra-light out-patient anesthesia is very adaptabls and is modifiad with

individual circumstances. It is not a rigid technique. It iz a spectrum which
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varies from slight dulling of the sensorum and raduction in anxiety levels to
loss of consciousness. Between Dr. Torgerson and myself we have employed it
over a cambinad total of 23 vears in thousands of cases. Our method has been
used on two of my children, Dr. Torgerson's wife, numerous members of our

staff, numerous ochysicians and their families, nurerous dentists and their fami-
lies. It is very safe, convenient, and provided at literally cne-tenth to one-
twentieth of the cost of a nospital anesthetic experience.

This letter is lengthy, but does not contain all the information I would
like you to have. I would, therefore, welcome the opportunity to talk to you
further at your convenience on this subject. Please fzel free to contzact Te at
any time in this regard. My home telephone number is 721-2284; my oIfices number

is 728-6840.

Very sincer=l, yours,

Mark H. Nedrud



Prcgosed Amendment to House Bill 235

1. Title, page 1, line 5.

Following: "ANESTHESIOLOGIST"

Strike: "OR"

Insert: ", ,"

Following: "ANESTHETIST"

Insert: ", OR OTHER TRAINED PROFESSIONAL"

2. Page 4, line 5. e iim A
Following: "anesthesia." ¢ RECEINVED Lo, L

Insert: "(1)" . ,ALAZWNRCT

[AR]

3. Page 4, line 8. [Qamzodpﬁzf
Fol;ovlng' "by" ,qqqébrYHL‘/La(
Insert: ": :

(a)n j
4. Pace 4, line 10. ;2f£d¢1/£ZZL€/4”“"”A'/
Following: "examiners” _—
Sirike: ‘or by" MO/ 22 AL
Te =Ly "o, /"
LLLE=rTt ; O

(b)" M‘_/,{},,«QW(/.L&(/ M:’j‘—’

/""——'f

3. Page 4, line 11. ’/’7’29@/ o
Tollowing: "nursing” < A<
Strike: ","
Inserz: "; or

(c) a person with at least cne year postgraduate
training in the administration cI general anesthesia.

(2) No rerscn engaged in the practice of dentistry cr
oral surgery mav acdminister a general anesthetic to anvy
other person unless he has satisfied the requirsments of the
becard of dentistry for training in the administration of
general anesthesia and in the treatment of the complications
thereor.

(3) No person engaged in the practice of dentistry or
oral surgerv may perform any denzal or surclcal procedu

-
upcn another person under general anesthesia unliess ch
vital signs of the patient are continually monitored b
ancther health professional gerson, having no other duties
and who is trained 1in the administration o©If general
anesthesia or having, at a minimum, special training in
monitoring patients during anesthesia and a current basic
life support certificate. \

(4) The facility in which general anesthesia is to be
administered must be equirped with drugs and equicment to
safely administer anesthesia agents, to monitor the
well-being of the patient under general anesthesia, and to
treat the complicaticns of general anesthesia."”

(3) Prior to zranting of zenawsl in3stiaesia pr‘v'1:~ns L
Jlontana 3tate Dental Joard sazll raguirs an on slte lasneoction of
“hz facilisy, 2quipmant 2ni nergonnel o lztoerains A0, 1n Sact,
the aforenentioned raquirsnients azve haen 2T, Thils evaluation
37all e carrled ont in o swipnar Solloring Thi2 princizles put noc
nacagsarily whe snacilics deserited in The Lasrican Soci:ty of (ral
Surzeons OTlIce2 Gnzsthesia Zoerzency T2ll Ivaluacion anusl.,  The
rzluation sn2il e corriad out Dy a fean or consultants agoroved

e

Srothe lontana State Dental Toard, D2 oexaninztion znall e cwrrizd

A3
ot re2~ularl:;, Intervals tetireen awaninations shall not =sxcezd
5 rears,
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BOARD OF DENTISTRY

1985 LEGISLATION:

"37-4-101(i) Administers an anesthetic of any nature in
connection with a dental operation or in connection with
a non-dental operation, provided he has met reauirements for

administering anesthetics as establisned by rules adopted

by the Board.

"37-4-205 The Board may adopt, amend, or repeal rules necessary
for the implementation, continuation, and enforcerent of this
chapter 1in accordance with the Fontana Administrative
rrocedures Act. Rules adaptaed by the Bcard under this se
may include, but not be iimited to sucn subjiects as faise

deceptive or misieading advertisinrg bv licansess, tee

inTormaticn, areas of practice specialization, oersoral

inTormation, qualitv 07 service, warning or disciainars,




ARIZONA

ARTICLE 8 GENZRAL ANESTHESIA

R4-11-801 Definitions ~n
For the purtose of chese Rules, General anesthesia shall be defined 4ok

as the elimination of all sensations accorpanied by a state of unconsciousnessﬁ%

The unconscicus patient is defined as cre wit'cu% intacs protective reflexas, - ¥

including the inability to maintain an airway, and one who is incapable of R

rational restonses to cuestion cn cormmand. This definiticn does not limit

the use of intravencus sedation or nitrous cxide analgesia and pectains cnly

to general anesthesia.

(adopted March 23, 1978)

Ré=11-802 Guidelines and rules

A. In order to be resgonsible for the acdninistration of general
anesthesia (see definiticn) on an ocutfatient basis, the deatist must shew
evidence that he or she:

1. Has a properly equirped facility for the acninistration of gereral
anesthesia, staffed with a supervised team of auxiliary persornel capadle
of reasonably handling psocedures, corplications, and/or emergencies
ircident thereto. Adequacy of the facility ard corpecencs of the anesthesia
stalf shall be determined by the consultants acsointed by the Board cf
Dental Zxamirers as outlired in R4-11-333 of these Rules. .

2. Has notified the Boazd of Dentil Exa—iners in writing that he or she
does acninister or plans to administer general anesthesia in tne course

of dental practice.

B. <he dentist who is Derforming the procedure for which gereral
anesthesia was induced, shall not administer the general anesthesia and *
monitor the patient without the presence and assistance of the staff or '
one of its members cescribed in Ri=11-302.A.1.

{adopted Macch 28, 1978) .
.
R4-11-8C3) Machanism of implementasion

A. In order for a licensed dentist to assume resvonsibility for the
adninistration of general anesthesia cn a1 cutsatient hasis, the Scard of
Dental Deaminers will require an on-site inspecticn of the facility,
equipment, and perscrnel, to deternine 1I the requirements described
atove (34-11-302.A.1) actually exist. This evaluatica snall be carried
out in a manner described in the Arizora State Soard of Dental Ixanirerc's
Office Anesthesia Evergency Self Zvaluazicon Manual. The evaluaction shall
be carried cut by a three (3) perscn tex <f consultanes, arpointed oy tha
Boazd, and made up of nertars of the Azesican Soclety of Oral Susgeons
and/cr fellows of the American Dental Scciery of Anesthesiology and/cr
generai practitioners encaged in the providing of an outTatient general
anesthesia service., At least two of the comsultants must be practiticners
utilizing genaral anesthesia in an oursatient facility otker than zn
institution. A report concerning the cre-site evaluazizn shall be »ade
to the 2card for their gquicarce.

B. Within one (1) y=ar of the effactive cate of these wles, each
dentist previcusly assuming responsitilisty for acministration of ceneral
aresthesia, shall have an cn-site evaluadion of the facilities, ecuimmens,
ard persornel as required and described. zoove (R4-11-303.A4), if caemecd
arpropriaze or advisable Lty the Board.

C. On the effective date and from that date forward, any dentist ot
previcusly assuning resscnsibility for the acninistration of gen2ral aresthesia
as pact of his or her prac:ice, but wishing to do so, rust be sudbject to all
rules established by the 3card as outlired by the guidelines of this cocument.



D. For licensed practitioners wishing to begin administering general
anesthesia after adcption of thesa Rules, a thozough investigation by an
on=site evaluation, and a subsequent repoft must be =ace by the consultants
to the Board to insuce the safety and well being of fatients of that office.
E. The Board shall bi-annually re—evaluate all facilities that
adninister general anesthesia. Such re-evaluation to be carried aut in a
manner similar to that described in R4-11-803.A of this document. At the
discretion of the Board, and without regard to the bi-annual re—svaluation
- of the anesthesia permit, a re-evaluation may be instituted with just cause.
In any instance where the Board has decided to re—evaluate a facility, the
Board is required to present in writing the speeific date on which it will
make the re-evaluation. This notice of re-evaluation must be sent at least
30 days prior to the cate selected for the re—evaliacicn to the practitiocner
or practitioners registared to adninister general aneschesia at that facilicy.
(acooted Macch 28, 1978)

Ri-11-804 Reports of adverse cccurrerces

All licensees engaged in the active practice of dentistry in the State
of Arizona must submit a conplete report within a pericd of thizty (30)
days to the Aricona State Board of Dental Sxaminers regarding any rortality or
unusual incidents which cccur in dental cutsatient facilities, preducing
terporagy Of perranent physical or mental injury of satients as a direct
result of the acninistration of genecal aresthesia.
{adcpted March 28, 1979)
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MANAGEMENT OF PAIN, ANXIETY AND EMERGENCIES - GZNSRAL GUIDSLIniA)

Pain and am:ia_:y zanagement can be defined as the application of varicus
Pysical, chemical, and psychological modalities to the prevention and
treattent of patienis’ precperative, cpecative, and post-cperative
apprehension and pain. )

Procer management of pain, anxiety and emsrgercies requires training in
selection ard use of tachmiques, agents and armamentariim ard prearesthetic
evaluation. Management of pain and anxiety snould be based upon the
professicnal judcment of the dentist after ccnsiceration of the needs

and cesires of the matient,

The management of pain and arxiety atterpes to achisve the follcwing goals
for the patient:

Relief of arxiety, azrehensicn and fear

Pain-free treatment

Freecem fram pain and anxiety during the post-treathent pericd

There are a variety of terms usad to descrite the differsmt methods of
maraging pain and anxiety. The following are cdafinitions of the tems
‘used in this document: *
Sadation: The calming of a nervcus, aporerensive individual by the use of
systeuc drugs, without inducing loss of conscicustess, where agents

may be given orally, pacenterally or by inhalaticn.

Analgesia: The diminution or elimination of pain in the conmscicus pacient.

Local Pnesthesia: The eliminaticn of sensaticns, especially pain, in cne
paLt of we tocy by the topical a.pplicas'wn or regicnal injection of a

arug. .
Gereral Aresthesia: The eliminaticn of all senmsaticns, accorpanied by
a state Of unConSClOuSness. .

Premmdication: Premedicaticn by ore of the following routes; oral, rectal,
paszenzeral or inhalation results in relief of apprehension, anxiesy

ard fear, provides elevation of the jain tareshold and potentiates the
action of local, inkalation and parenteral anesthetic agents. Nitrous
cxide aralgesia is in essence a form of fremedication. The patient

should be properly accorpanied after premedization by a responsible
irdividual.

Pogtooerative Care: Adequate postcperative instructions and postogerative
mecicazisns, as well as aspropriata provisions for post-treacrent
professional care stould be provided.

Enercencies: A plan for management of emergencies should exist and be
renearsed cn a reqular basis, See the general guidelines for "Preventive
Measuzes® for detailed information on this subject.

Since many of the features of evaluaticn in anesthesia, arsciety and pain
conerol ace common = all of dental prastice, they will not be discussed
in detail in this section. Cnly those aspects that have specific
irportance for this area will be incluced.
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CALIFORNIA

Article 2.6. Continuing Education

1643. Effective with the 1974 license renewal period, if the board de-
termines that the public health und safety would be served by requiring
all holders of licenses under this chapter to continue their education after
receiving such license, it may require, as a condition to the renewal
thereof, that they submit assurances satisfactory to the board that they
will, during the succeeding two-year period, inform themselves of the
developments in the practice of dentistry occurring since the original
issuance of their licenses by pursuing one or more courses of study satisfac-
tory to the board or by other means deemed equivalent by the board.

The board shall adopt regulations providing for the suspension of the
licenses at the end of such two-year period until compliance with the
assurances provided for in this section is accomplished.

(Added by Stats. 1975, Ch. 872.)

Article 2.7. Use of General Anesthesia

1646. (a) General anesthesia, as used in this article, consists of the use
of any drug, element, or other material which results in the elimination
of all sensations accompanied by a state of unconsciousness.

(b) The conscious patient, as opposed to the patient in an unconscious
state, is defined, for purposes of this article, as one with intact protective
reflexes, including the ability to maintain an airway and who is capable of
rational response to question or command.

1646.1. No dentist shall administer or directly supervise the adminis-
tration of general anesthesia on an outpatient basis for dental patients
unless such dentist possesses a permit of authorization issued by the board.

e dentist holding such permit shall be subject to review by the board
and such permit shall be renewed annuaily.

( This article shall not apply to the udministration of loc':ilfunesthesia or

to conscious patient sedation.

a dentist shall apply to the board on an application form prescribed by the
board. The dentist must submit an application fee and produce evidence
showing that he or she has completed a minimum of one year of advanced
training in anesthesiology and related academic subjects approved by the
board, or equivalent training or experience approved by the board,
beyond the undergraduate school level. The board may, by regulation,
establish additional requirements under this section.

1646.3. Prior to the issuance or renewal of a permit for the use of
general anesthesia, the board may, at its discretion, require an onsite
inspection and evaluation of the facility, equipment, personnel, licentiate,
and the procedures utilized by such licentiate. Every person issued a
permit under this article shall have an onsite inspection at least once in
every five-year period. An onsite inspection performed by a public or
private organization may be accepted by the board in satisfaction of the
requirements of this section.

1646.4. On or before January 1, 1981, each dentist who has been using
general anesthesia prior to the enactment of this chapter, shall make a
permit application to the board if such dentist desires to continue to use

< 1646.2. In order to receive a permit for the use of general anesthesia,

2




general anesthesia.

The board shall issue the permit to such dentist and may only refuse if,
at the board’s discretion, an onsite inspection and evaluation of facilities,
equipment, personnel, the licentiate, and the procedures utilized by such
licentiate indicates that a permit should not be issued.

1646.5. New applicants not subject to Section 1646.4, who are otherwise
properly qualified, may be granted a temporary permit by the board for
one year, and such permit may be renewed at the option of the board.

1646.6. The board shall renew permits for the use of general anesthesia
annually, unless the holder is informed in writing 60 days prior to such
renewal date that a reevaluation of his or her credentials is to be required.
In determining whether such reevaluation is necessary, the board shall
consider such factors as it deems appropriate, including, but not limited
to, patient complaints and reports of adverse occurrences.

A reevaluation may include an onsite inspection of the facility, equip-
ment, personnel, licentiate, and the procedures utilized by such licentiate.

1646.7. The fee for a permit or renewal under this article shall not
exceed fifty dollars ($30). The fee for an onsite inspection shall not exceed
one hundred fifty dolluars ($150).

1646.8. The board may contract with private organizations expert in
dental outpatient anesthesia to perform onsite inspections. The board may
not, however, delegate its authority to issue permits or to determine the
persons or facilities to be inspected.

1646.9. Violation of any provision of this article may result in the revo-
cation ar suspension of the dentist’s permit, license, or both, or the dentist
may be reprimanded or placed on probation. The proceedings under this
section shall be conducted in accordance with Chapter 3 (commencing
with Section 11300) of Part 1 of Division 3 of Title 2 of the CGoverninent
Code, and the board shall have all the powers granted therein.

(Added to Stats. 1979, Ch. 886.)

Continving Education

1647. (Repealed by Stats. 1973, Ch. 8§72.)
Article 3. Registration

Registration

1650. Every person who is now or hereafter licensed to practice den-
tistry in this State shall register on forms prescribed by the board, his pluce
of practice with the Secretary of the State Board of Dental Examiners, or,
if he has more than one place of practice, all of suid places of practice, or,
if he has no place of practice, to so notify the secretary of the bozu"d. A
person licensed by the board shall register with the secretary within 30
days after the date of his license.

(Amended by Stats. 1963, Ch. 606.)
Change of Place of Practice

1651. Any dentist who removes his place of practice shall register each
change made by him within one month after making said change. In the
event any licensed dentist fails to notify the board of any chunge in 'the
address of his place of practice within the time prescribed by this section,
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(E) Dentists should not claim or imply superiority by using the
phrases, “Specialist in. . ." or "Specialist on. . ." The
use of the phrase, "Practice limited to. . .” or "Diplomate,
American Board of. . ." is required.

Orig. Effective Date August 1, 1974
Former Rule Number DE-5-04
Promulgated under RC S 118
Statutory Authority: RC S 4715.03

4715-5-05. Use of General Anesthesia.

(A} No dentist shall employ or use general anesthesia on an
outpatient basis for dental patients, unless such dentist
possesses a permit of authorization issued by the Ohio
State Dental Board. The dentist holding such permit
shall be subject to review and such permit nust be renewed
annually. This rule is subject to the exception noted in
Part D of this rule.

(8) In order to receive such permit, the dentist must apply on
a prescribed application form to the Qhio State Dental
Board, submit a fifty dollar ($50.00) app}ication fee and
produce evidence showing that he or she: -

(1) Has completed a minimum of one (1) year of advanced
training in anesthesiology and related acadzzic sub-
jects (or its equivalent) beyund the undargraduate
dental school level in a training program as described
in Part 2 of the Guidelines for Teaching the Compre-
hensive Control of Pain and Anxiety in Dentistry; or

(2) 1Is a Diplomate of the American Board of Oral Surgery,
or is eligible for examination by the American Board
of Oral Surgery, or is a member of the American Society
of Qral Surgeons; or,

(3) Is a Fellow of the American Dental Society of Anes-
thesiology; or,

(4) Employs or works in conjunction with a trained M.D. or
D.0. who is a member of the anesthesiology staff of an
accredited hospital, provided that such anesthesiclogist
must remain on the premises of the dental facility until
any patient given a general anesthetic regains conscious-
ness; and,

(5) Has a properly equipped facility for the administration
of general anesthesia staffed with a supervised team of
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. auxiliary personnel capable of reasonably handiing pro-
cedures, problems, and emergencies incident thereto.
Adequacy of the facility and competence of the anesthesia
team may be determined by the consultants appointed by
the Board as outlined in Part C of this rule.

(C) Prior to the issuance of such permit, the Ohio State Dental
Board may, at its discretion, require an on-site inspection
of the facility, equipment and personnel to determine if, in
fact, the aforementioned requirements have been met. This
evaluation shall be carried out in a manner following the
principles, but not necessarily the specifics, described in
the American Society of Oral Surgeons Office Anesthesia
Emergency Self Evaluation Manual. The evaluation shall be
carried out by a team of consultants apoointed by the Ohio
State Dental Board.

(0) Within one (1) year of the effective date of these rules, each
dentist who has been using or employing general anesthesia
prior to adoption of this rule shall make application on the
prescribed form to the Ohio State Dental Joard if such dentist
desires to continue to use or employ general anesthesia. If
he meets the requirements of this rule he shall be issued such
permit. An on-site evaluation of the facilities, equipment,
and personnel may be, but is not necessarily, required prior
to issuance of such permit.

(E} For new applicants who are otherwise properly qualified a
temporary provisional permit of one year in duration may be
granted by the Board, based solely upon the credentials con-
tained in the application, pending complete procassing of the
application and thorough investigation via an on-site evalua-
tion as described in Part C of this rule.

(F) The Board shall without charge renew the permit annually unless
the holder is informed in writing that a ra-evaluation of his
credentials and facility is to be required. In determining
whether such re-evaluation is necessary, the Board shall con-
sider such factors as it deems pertinent including, but not
limited to, patient complaints and reports of adverse occur-
rences. Such re-evaluation shall be carried out in the manner
described in Part ¢ of this rule.

(6) The Ohio State Denta] Board, based on formal application stating
all particulars which would justify the granting of such permit,
may grant the permit authorizing the use or employment'of general
anesthesia to thase licensed dentists who have been utilizing
general anesthesia in a competent and effective manner in the
past, but who have not had the benefit of formal training as
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outlined in this rule.

Orig. Effective Date August 1, 1974
Former Rule Mumber DE-5-05
Promulgated under RC S 119
Statutory Authority: RC S 4715.03

4715-5-06. Reports of Adverse Occurrences.

(A) A1l licensees engaged in the practice of dentistry in the State
of Ohio must submit a complete report within a period of thirty
(30) days to the Qhio State Dental Board of any mortality or
other incident occurring in the outpatient facilities of such

dentist which results in temporary or permanent physical or mental

injury requiring hospitalization of said patient during, or as a

direct result of, dental procedures or anesthesia related thereto.

(8) Failure to comply with this rule when said occurrence is related
to the use of general anesthesia may result in the loss of such
permit described in Rule 4715-5-05.

Orig. Effective Date Auqust 1, 1974

Former Rule Number DE-5-06 R
Promylgated under RC S 119 “
Statutory Authority: RC S 4715.03

\

4715-7-01. Dental Intern Certificate. .

(A) An application for a dental intern certificate must be certified
by both the appointing officer or directing head of an insti-
tution employing the applicant and the chief of dental services
of said institution. The application shall contain a statament
signed by the applicant as to his knowledge of the dental laws
of this state. :

(8) A dental intern certificate shall be issued for one year, subject
to annual renewal. - Such certificate shall be issued only to such

applicant who is qualified in accordance with Section 4715.16,
Ohio Revised Code, and other provisions of this Rule, and who is
enrolled in an internship program that has been approved or
accredited by the Council on Education of the American Dental
Association and the Chio State Dental Board.

(C) A dental intern certificate entitles such certificate holder to
practice dentistry only within the provisions of the approved
internship program and according to Section 4715.16, Ohio Revised
Code.

Orig. Effective Date August 1, 1974

P



’ TEXAS

cecognized deatal or medical schools or
colleges must be approved in advance by the
Texas State Board of Dental Examiners.

382.19.18 ANESTHESIA AND ANESTHETIC AGENTS
.001. Definitions:

For the opurposes of this Rule the
following definitions shall apply: (1)
Anesthesia - loss of feeling or sensatioa,
especially loss of the seansation of pain; (2)
Geperal Anesthesia - 3 state -of
unconsciousaess, produced by anesthetic
agents, with absence of pain sensation over
the entire body and a greater or lesser degree
of muscular relaxation; (3) Analgesia -
absernce of sensibility to pain; designating
particularly the relief of pain without loss
of consciousness; (4) Narcolocal Analgzesia -
local analgesia preceded by premedication; (5)
Relative Analgesia - ia deatal anesthesia, a
maintained level of coascious-sedation, short
of general anesthesia, in which the pain
threshold is elevated, usuaily ioduced in
inhalation of aitrous oxide and oxygen; (6)
Analzesic Ageat - an agent that alleviates
pain without causing loss of consciousness;
(7) Conscious Sedation ~ in dental anesthesia
a state of sedation ia which the conscious
patient is rendered free of fear,
apprehension, and aaxiety through the use of
pharmacological agents. (Reference:
Dorland's Illustrated Medical Dictionary,
25th Edition.)

.002. Professional Requirements:

(a) Geuneral Anesthesia - All pareateral
medication (latramuscular (I.M.), Intraveoous
(I.V.), Subcutaneous {S.C.), or Submucosal
(S.M.) or Rectal medications for general
agesthesia and/or inhalation general
anesthetic ageats shall be induced aad
maintaiced only by a dentist licensed by the
Texas State Board of Dental Examiners and
practicing in Texas, a physician or osteopath
licensed by the Texas Stute Board of Medical
Examiners, or a certif | Registered Nurse

i

Anesthetist licensed in Texas. Each of the
aforementioned professionals oust  have
successfully completed a course in
agesthesiology of at least six (6) months
duration, approved by the Texas State Board of
Dental Examiners (such as a graduate of a
recognized and approved anesthesiology course:
of traiming or of an accredited hospital
anesthesia training program approved by the
American Dental Association Council on Dental
Education) or is a licensed professional who
bas regularly administered parenteral or
rectal general aaesthetic medications and/or
inhalation general anesthetic ageats for the
ten year perind immediately before January 1,
1986. It shall be incumbent upon the licensed
centist utilizing geaeral anesthesia in the
deatal office to present documected proof of
compliance with the above requirements to the
Texas State Board of Dental Examiners. A
dentist approved for office general
apesthesia, as well as certified registered
gurse anesthetists and physician
anesthesiologists shall be automatically
approved for all forms of parcnteral or rectal
conscious sedation as well as aitrous dxide
and oxygen conscious sedation.

(b) Parenteral Conscious Sedation (I.Y.,
I.V., S.C., or S.M.) and
Rectal Conscious Sedation - Specific routes
of admiatstrazion of pdarenteral or rectal
medications for conscious sedation may be
administered by a dentist licersed iu the
State of Texas and practicinog in Texas, who
kas successfully completed a course in the
articular route of admiaistration being
utilized, approved by the Texas State Board of
Dental Examiners {such as an approved advanced
educational course given by a Texas dental
school that follows the Guideliaes of Teachicg
tte Comprehensive Control of Pain and Anxietv
zg_ Dentistrv established by the American
Dental Association Council on Dental Education
acd the American Dental Association Council on
Dental Educatioa and the American Dental
Society of Anesthesiology or a specialcy
residency pcogram approved by the Aaerican
Deatal Association Council on Deatal Educatiocn
where the particular route or routes of
pareateral or rectal conscious sedation were
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routinely wutilized - I.V., I.M., S.C., or
S.M.) or is a licensed dentist wha bhas
regularly practiced dentistry and  has
regularly administered conscious sedation
medications via oane or more particular routes
for the ten year period immediately before
January 1, 1986. Physicians adaministering
parenteral or rectal medication to dental
patients for dental procedures shall be
governed by the Rules and Regulatioas set
forth in the Texas Medical Practice Act. It
shall be incumbent upoa any licensed deatist
utilizing parenteral or rectal routes for
conscious sedation in the depntal office to
present documented proof of compliaace with
the above requirements to the Texas State
Board of Dental Examiners.

(c) Nitrous Oxide and Oxygen Comscious
Sedation - Nitrous Oxide and Oxygen for
conscious sedation may be induced and
maintained by a dentist, licensed in the State
of Texas and practicing in Texas, who has
successfully completed a course of instruction
in Nitrous Oxide and Oxygen comscious sedation
which has been approved by the Texas State
Board of Dental Examigers or is a licensed
dentist who has regularly administered Nitrous
Oxide and Oxygea coascious sedation for the
five (S5) year period immediately before
January 1, 1980. It shall be incumbent upon
aay licensed dentist utilizing this medality
of conscious sedation in the dental office to
preseat documeated proof of compliaoce with
the ahove requirement to the Texas State Board
of Dental Examiners.

EXCEPTIONS TO THE ABOVE REGULATIONS (a),
(b), AND (c) WILL BE MADE ONLY BY THE TEXAS
STATE BOARD OF CENTAL EXAMINERS.

(d) The inducing aod administeriang of
apy anesthesia or anesthetic agent producing
anesthesia, general anesthesia, analgesia,
naccolocal analgesia, relative asalgesia, or
conscious sedation, whether for the control of
anxiety or pain or to induce relaxation or
cooperation of a dental patient, shall oaly be
induced and administered as provided in the
rules governing anesthesia and anesthetic
agents.

45

.003. Egergency Equipment:

All dentists practicing in Texas shall
have acd maintain emergency equipment
appropriate for patient resuscitation. Such
equipment shall include a positive pressure
breathing apparatus including oxygen. All
emergency equipmeat shall be present in the
dental office and shall be utilized by the
licensed professional or under his direct
supervision. Training of emergency procedures
shall be given to all deatal persoanel.

.004. Current History and Evaluation:

Each Dentist licensed by the Texas State
Board of Dental Examiners aad practicing ia
Texas shall be responsible for a curreat
history and evaluation of all deatal patients.

.005. Aoplication for Permit:

Within two (2) years (by October 1, 1977)
of the effective date of these rules, each
dentist licensed and practicing in Texas who
has been using or employing intravenous drugs
or ageats and/or inhalatioa anesthetic agents
prior to the adoption of this rule, shall make
application to and on the forms prescribed by
the Texas State Board of Dental Examiners if
such dentist desires to contigue to use or
employ intravenous drugs or ageats and/or
inhalation anesthetic agents. [f he meets the
requireneats of this rule, he shall be issued
a permit. An oa-site evaluation of the
facilities, equipment, and persoannel may be,
but is not necessarily, required prior to
issuance of such permit. A permit issued
hereuader must be annually renewed by the
holder who shall furnish such information as
the Board may require and pay a renswal fee as
aythorized by law.

.006. Office Team:

(a) General Anesthesia - A dentist
licensed by the Texas State Board of Deatal
Examiners, practicing iao the State of Texas,
who has been approved by the Board to iaduce
and oaintain pareuteral or rectal general
anesthetic medications and/or 1inhalation
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geaeral anesthetic agents, when not employing
a physician anesthesiologist, <certified
registered nurse anesthetist, or another
dentist approved for geaeral anesthesia, must
employ a personally supervised team of
auxiliazy personnel who shall be capable of
reasonably bhandling procedures, problems aand
emergencies incideat to the use of general
anesthesia. The operating dentist, who is
assuning respoansibility for adaministering the
geaneral anesthesia, shall induce and maintain
general anesthesia with the aid of properly
trained office auxiliary persoanel.
Evaluation of adequacy of the facility and
competence of the anesthesia may, at the
Board's discretion, be determined by the
coasultasts appoianted by the Board. This
evaluation shall be carried out in a maaner
following the principle but not necessarily
the specifics described in the American
Society of Oral Surgeons Office Anesthesia
Maaual.

(b) Conscious Sedation = A deatist
licensed by the Texas State Board of Dental
Examiners, practiciang in Texas, who has been
approved by the Board to admiaister pareateral
or rectal coascious sedation medications or
inhalation analgesics shall be staffed with a
personally supervised team of auxiliary
personnel capable of reasonably handling
procedures, problems, and ecmergencies
incident to the use of conscious sedation.

.007. CPR Course Requirement:

All dentists licensed and practicing
dentistry in Texas who have not takea and
passed the American Heart Association or the
Americac Red Cross sponsored course in
Cardiopulmonary Resuscitation since
Jaouary 1, 1975 are required to take and pass
such course before October 1, 1977. (See CPR
requirement for new liceasees.)

.008. Report of Injury (Morbidity) or
Death (Hortality) in the Office

or Hospital:
All licensees engaged in the practice of

dentistry in the State of Texas must submit a
written report withia a period of 30 days to

1]

e e S

the Texas State Board of Dental Examiners
after the occurance of any incident, injurcy
(morbidity), or death (mortality) resulting in
temporary or permanent physical or mental
disability or injury to any patieant for whom
said doctor has reandered any dental or medical
service. Routine hospitalization to guard
against postoperative complications or for
patient comfort need not be reported where
complications do not thereafter result in

-injury (morbidity) or death (mortality) as

herein before set forth.

.009. Special Consideratioans:

A licensed professional not qualifying
under the foregoing rules may apply to the
Board for special consideratioa.

.010. Advisory Consultaants:

The Texas State Board of Dental Examiners
shall appoiat Advisory Consultants to aid the
Board to determine the adequacy of the
facility inspected and the competeace of all
applicants under these rules.

11, Effective Date of Rules:

This Rule shall become effective on
October 1, 1975.

.012. Authority to Demonstrate Asesthesia:

Any course, clinic, lecture, or
demonstration involving the use of any
anesthesia or aanesthetic ageat except local or
topical anesthesia must have prior approval of
the Texas State Board of Dental Examiners
unless such course, clinic, lecture, or
demoastration is given and supervised withia
the confines of an established and recognized
school of dentistry or medicine.

.013,
Guidelines for N20/02 Conscious Sedation:

It is recognized that many dental
practitioners have acquired a high degree of
competeacy in the use of N,0/0, conscious
sedation by a combination of sfiort courses and
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experience. Except for such  dental
practitioners who have been licensed in Texas
prior to January 1, 1980, and who have filed
the required anesthesia report with the Texas
State Board of Dental Examiners, the board
will require the following beginning
Jaguary 1, 1980:

(1) After Jaguary 1, 1980, dentists who
are licensed to practice dentistry in Texas
and who desire to use N 0/02 must produce
satisfactory evidence of~ completion of a
didactic and clinical course of instruction in
N,0/0, comscious sedation. Such courses of
idstruction shall be directed by qualified
instructors with advanced education in
comprehensive pain control and with broad
clinical experience in N,0/0 conscious
sedation. All such courses™ of " iastruction
must be approved by the Texas State Board of
Dental Examiners.

(2) The  minimum requirements after
Jaauary 1, 1980, shall be:

(A) Cardiopulmonary resuscitation
(CPR)--four hours

(B) Continuing education course in
the prevention and management of emergeacies
in dental practice. Such eight-hour course
must be approved by the Texas State Board of
Dental Examiners--eight hours

(C) Didactic--Pharmocodynamics of

0/0., conscious sedation--four hours
272 (D) Clinical experience under
direct supervision--six hours

N

382.19.19 DOUBLE LECREES

.001.
Dentists Possessing Additional Earned Degrees:

Dentists who are also authorized to
practice medicine in Texas may use the
igitials "M.D.” along with "D.D.S.". Such
"double degree" dentists may use "M.D.” ia any
letter, siga, newspaper listing, ,telephone
directory or other media permitted by these
Rules and Regulations. A Texas ?ental
liceasee who has earned certificates in two
(2) dental specialties may apply to the Board
to grant him permission to announce limitatioa
of practice in both specialties.

382.19.20 ADVERTISING

.001. Routine Dental Servicas:

A routine deatal service is defined as
that service which does not alter the natural
dentition or supporting structures. Any
advertised routige dental service shall
include all professionally recoganized
components within generally accepted
standards and precludes the purchase of any
additional goods or services in order to
receive the advertised service. The Texas
State Board of Dental Examiners has determined
that the following listed deatal services are
routine dental services and may be advertised
in conformity with the laws and rules and
regulations governing same, to-wit:

(1) Oral examination shall igclude the
examination of all hard and soft tissues of
the oral cavity by a dentist, and the charting
of such findings.

(2) X-rays shall include the exposing
and developing and ianterpretation of same.

(3) Prophylaxis shall imclude all
necessary hard and soft deposit removal “and
the polishing of exposed tooth structure.

(4) Full or complete denture(s) are

‘routine where performed for an edentulous

patient after oral examination aad
interpretation and determined by the deatist
that rno alteration of the supporting
structur@s is necessary.

(5) Partial denture(s) are routine for a
patient if, after oral examination and
interpretation and determined by the dentist,
no alteration of the deatition or supporting
structures is necessary.

.002. Time Requirements on Advertising:

Aoy advertisement of Routine Dental
Services with or without price or fee thereof
permitted under Board rules shall be valid and
binding on the advertising dentist for not
less than six months following the date it is
last offered and the deatist offering same
shall honor all patient requests for such
deatal service made by dental patients within
the six-month period following the last date
such advertisement was presented to the
public; further, all such services must be
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