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*New information in red 

I. OPEN SESSION Mary Kelly 

1. Call to Order, Roll Call   

2. Approval of Open Session Minutes  

• July 12, 2012 minutes  

II. ADMINISTRATIVE RULES  

1.    Follow-Up Re: Rulemaking History For Rule 650—10.5, Public Health 
Supervision    
• Public Health Supervision - Report to the Dental Hygiene Committee 

& Historical Documents 

 

2.   Follow-Up Re: Rules and Fluoride Varnish Under General Supervision  

3.    Committee Recommendation Re: Proposed Amendments to Chpt. 10, 
“General Requirements ” (Amends the definition of “public health setting”)  

 

4.   Committee Recommendation re: Next Steps for Expanded Functions Rule 
Amendments for RDHs and RDAs 

 

III. REMEDIAL EDUCATION PLAN REVIEW  

1.      Submitted by Shaunda Clark, R.D.H., Kirkwood Community College  

IV. *APPLICATIONS FOR LICENSURE & OTHER REQUESTS  

1.  Application for Dental Hygiene License from Joan van Vliet, D.H.  

2.   Application for Dental Hygiene License from Jessica Koster, D.H.  

V. * CLOSED SESSION  

VI. RECONVENE IN OPEN SESSION  
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If you require the assistance of auxiliary aids or services to participate in or attend the meeting because of a disability, please call 
the office of the Board at 515/281-5157. 
 
*This portion of the meeting may be conducted in closed session to discuss confidential matters that may concern examination 
information, peace officers’ investigative reports, attorney records related to litigation, patient records and reports on the 
condition, diagnosis, care or treatment of a patient, or investigation reports and other investigative information which is 
privileged and confidential under the provisions of Sections 22.7(2), 22.7(4), 22.7(5), 22.7(9), 22.7(19), and 272C.6(4) of the 
2011 Code of Iowa. 
 
These matters constitute a sufficient basis for the committee to consider a closed session under the provisions of section 21.5(1), 
(a), (c), (d), (f), (g), and (h) of the 2011 Code of Iowa.  These sections provide that a governmental body may hold a closed 
session only by affirmative public vote of either two-thirds of the members of the body or all of the members present at the 
meeting to review or discuss records which are required or authorized by state or federal law to be kept confidential, to discuss 
whether to initiate licensee disciplinary investigations or proceedings, and to discuss the decision to be rendered in a contested 
case conducted according to the provisions of Iowa Code chapter 17A. 

VII. OPEN SESSION ACTION, IF ANY, ON CLOSED SESSION AGENDA 
ITEMS 

 

VIII. PUBLIC COMMENT  

IX. OTHER BUSINESS  

X. ADJOURN  
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DENTAL HYGIENE COMMITEE 
 

OPEN SESSION MINUTES 
July 12, 2012 

Conference Room 
400 S.W. 8th St., Suite D 

Des Moines, Iowa 
 
Committee Members July 12, 2012 
Mary C. Kelly, R.D.H. Present 
Nancy A. Slach, R.D.H. Present 
Steven P. Bradley, D.D.S. Present 
 
Staff Members 
Melanie Johnson, Christel Braness, Brian Sedars, Phil McCollum, Janet Arjes 
 
Attorney General’s Office 
Theresa Weeg, Assistant Attorney General 
 
CALL TO ORDER FOR JULY 12 2012 
Ms. Kelly called the meeting of the Dental Hygiene Committee to order at 10:16 a.m. on 
Thursday, July 12, 2012. A quorum was established with all members present. 
 
Roll Call: 

 
 
 
 

 
APPROVAL OF MINUTES 
 
 April 24, 2012 Open Session Minutes  

 
 MOVED by BRADLEY, SECONDED by SLACH, to approve the April 24, 2012, 

minutes of the Dental Hygiene Committee meeting as submitted.  Motion APPROVED 
unanimously. 

 
 

Member Kelly Slach Bradley 
Present x x x 
Absent    
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 May 18, 2012 Open Session Minutes  
 
 MOVED by BRADLEY, SECONDED by KELLY, to approve the May 18, 2012, 

minutes of the Dental Hygiene Committee teleconference meeting with the correction that 
Ms. Slach is vice-chairperson and Dr. Bradley is secretary.  Motion APPROVED 
unanimously. 

 
EXPANDED FUNCTIONS FOR DENTAL HYGIENISTS & DENTAL ASSISTANTS 
 
Ms. Kelly stated that the topic of expanded functions would also be discussed at the meeting 
scheduled for the next day.  Ms. Kelly wanted to ensure that all related items would be discussed, 
including those suggested by the Iowa Dental Hygiene Association (IDHA).  Ms. Johnson 
reported that all comments received by the Board office were forwarded to the Board and 
interested parties. 
 
Mr. Cope, IDHA, indicated that at the expanded functions meeting in January 2012 it was 
suggested that a number of other suggestions could be addressed.  Mr. Cope feels that it would 
be consistent to include the discussion of atraumatic restorative treatment (ART) as this is 
function not currently allowed under the scope of practice of a dental hygienist in Iowa.  Ms. 
Johnson reiterated that she did not want to limit the discussion on this matter; however, she 
wants to be sure that the discussion is limited to expanded functions, whatever those may 
include. 
 
Ms. Johnson stated that the Board can determine what to include in the discussion the next day.  
The Board members have all of the information available to them as a reference.   
 
DAY CARE SETTINGS – PUBLIC HEALTH SUPERVISION 
 
Ms. Kelly reported that this discussion was a follow-up from the prior Board meeting.  The Iowa 
Department of Public Health (IDPH) provided the 2010 data related to the public health 
supervision agreements on file.  The data for 2011 had not yet been compiled at the time of this 
meeting.  At the April 2012 Board meeting, the question was raised as to whether the current 
rules regulating public health supervision agreements allow services to be provided at day care 
settings under a public health supervision agreement. 
 
Ms. Kelly stated that she would like to add day care settings to the provisions for public health 
supervision.  Dr. Bradley indicated that some in-home day cares would be included in that 
language.  Ms. Slach clarified that, while some in-home day cares are licensed, others are not. 
 
Dr. Bradley expressed some disagreement to the proposal of adding day cares to the provisions 
of public health supervision; specifically, Dr. Bradley’s concern relates to in-home day cares.  
Dr. Bradley, indicated, however, that he would need to review a more specific proposal prior to 
making a final decision. 
 
Ms. Weeg suggested that the Board and/or the Dental Hygiene Committee look at the 
requirements for licensing of day cares before submitting a proposal for rule change. 
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Mr. Cope, IDHA, pointed out that all schools and nursing homes are covered under the current 
rule.  Mr. Cope stated that this allows for services to be provided to a large number of minors 
that may require them. 
 
Ms. Kelly reported that, based on her prior practice experience, a large number of children ages 
one through four, are not currently covered.  Dr. Bradley stated that he sees some of these 
children prior to Kindergarten.  Ms. Kelly stated that a number of these children may not be seen 
by dentists. 
 
Mr. Cope agrees with Ms. Weeg that the licensure standards for day cares would be a good 
starting point in reviewing this matter and trying to propose suggestions for change. 
 
Ms. Johnson indicated that any changes made to the public health supervision regulations would 
require a rule amendment.  Ms. Johnson stated that the committee can propose language to the 
Board for consideration as they see fit.   
 
Ms. Kelly proposed adding day cares, with the exclusion of in-home day care, to the allowed 
sites for public health supervision agreements. 
 
Ms. Slach inquired as to the reasons why the Board might exclude groups such as in-home day 
cares.  Ms. Slach stated that she was aware of at least one individual with an in-home day care 
who would possibly embrace these services.  Ms. Slach could not find a logical reason to deny 
services to these in-home day care providers if the same services were to be provided to other 
day care settings. 
 
 MOVED by KELLY, SECONDED by BRADLEY, to direct staff to draft language to 

propose a rule amendment adding day care facilities to the rule.  Motion APPROVED 
unanimously. 

 
EXAMINATION REQUIREMENTS FOR PUBLIC HEALTH SUPERVISION 
 
Mr. McCollum referred to the current language in Iowa Administrative Code 650 regarding 
treatment.  Mr. McCollum reminded the committee members that the public health supervision 
agreements are to stipulate the period of time before an examination must be completed prior to 
further hygiene services being provided under the public health supervision agreement. 
 
Ms. Weeg feels that the current language in rules is unclear in terms of establishing a baseline.  
The rule is unclear as to when an examination must occur prior to dental hygiene services being 
continued.  However, Ms. Weeg’s not certain that an examination must always occur in between 
each set of services provided by a public health hygienist.  The public health supervision 
agreement should clearly define this as established by the supervising dentist. 
 
Ms. Kelly thought that the rules allowed the supervising dentist to determine when an 
examination would be required prior to resuming services.  Ms. Kelly believed that the rule had 
been changed to allow ongoing services to patients, who might not otherwise receive any dental 
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treatment.  Ms. Kelly stated that, as a public health hygienist, it is sometimes difficult to 
determine when an examination has occurred. 
 
Mr. McCollum agreed that the rule is not clear but that his understanding of the rule is that an 
examination must be conducted at some point before services continue indefinitely. 
 
Ms. Cacioppo stated that she was on the Board at the time the public health supervision rules 
were approved.  Ms. Cacioppo’s recollection is also that the determination should be made by 
the supervising dentist. 
 
Mr. McCollum stated that he was aware of a rule change as it related to services provided under 
general supervision.  However, Mr. McCollum does not recall if this change also applied to the 
public health supervision rules.  Ms. Weeg stated that it would be a good idea to look at 
clarifying the rule so as to remove some of the confusion in this area. 
 
Mr. Cope, IDHA, recalls that that the some of the former language was stricken from the rule 
regarding the 12-month examination requirement; however, the question is how to interpret the 
current language and how to move forward at this point in time.  Mr. Cope feels that it may be 
better to come back to this issue at a later date.  This would allow more time to review the 
change in language in the rule and to attempt to ascertain the intended impact of the rule. 
 
Dr. Bradley stated that he was comfortable with leaving the determination as to the timeline 
regarding examination up to the supervising dentist.  Ms. Slach inquired as to how to best 
address the examination when patients may not always see the same practitioner(s). 
 
Ms. Rodgers, IDPH, stated that the sample agreement, provided by their office, was updated to 
reference time frames as established between the dentists and dental hygienists who enter into 
these agreements.  Ms. Rodgers interpretation of the form is that the dentist is to set the timeline 
for requiring an examination before hygiene services could continue.  However, Ms. Rodgers 
pointed out that the form provided by IDPH is only a sample document.  Licensees do not have 
to use their form, and rather, could develop their own written supervision agreement.  Ms. 
Johnson asked about the maintenance of those written agreements and whether access could be 
provided to them.  Ms. Rodgers indicated that IDPH maintains the agreements and that they 
could certainly be made available for further review. 
 
The decision was made to table further discussion on this matter. 
 
FLUORIDE VARNISH UNDER GENERAL SUPERVISION 
 
Ms. Kelly asked for clarification on the matter of fluoride varnish and the level of supervision 
required.  Ms. Kelly recollected that public health supervision agreements would be inclusive of 
prior-existing services and programs.  Ms. Kelly indicated that Mr. McCollum clarified, 
previously, that general supervision provisions do not necessarily apply to public health 
supervision. 
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Ms. Weeg recommended that staff research this matter further to see how this matter may have 
treated historically.  The former staff member who managed this information previously is no 
longer employed by this office.  It might be best to revisit this later at a later date when further 
research can be completed.  Ms. Johnson reminded the committee, that licensees are obligated to 
operate under the current rule.  The committee, however, could propose a change to the rules if 
the members feel that it is appropriate. 
 
Ms. Kelly would like to see what the language was regarding these services prior to the addition 
of public health supervision agreements in rule. 
  
PUBLIC COMMENT 
 
Ms. Kelly allowed the opportunity for public comment. 
 
No comments were received. 
 
CLOSED SESSION 

 
 MOVED by BRADLEY, SECONDED by SLACH, to go into closed session pursuant to 

Iowa Code 21.5(d) to discuss and review complaints and other information required by 
state law to be kept confidential. 

 
Roll Call: 

 
 
 
 

 
Motion APPROVED by ROLL CALL. 

 
 The Dental Hygiene Committee convened in closed session at 10:53 a.m. 
 
OPEN SESSION 
 
 
 MOVED by SLACH, SECONDED by BRADLEY, to return to open session.  Motion 

APPROVED unanimously. 
 
The Committee reconvened in open session at 10:56 am. 
 
The meeting of the Dental Hygiene Committee was adjourned at approximately 10:56 a.m. on 
July 12, 2012. 
 
NEXT MEETING OF THE COMMITTEE 

Member Kelly Slach Bradley 
Present x x x 
Absent    
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The next meeting of the Dental Hygiene Committee is scheduled for October 25, 2012, in Des 
Moines, Iowa. 
 
Respectfully submitted, 
 
 
 
Melanie Johnson, J.D. 
Executive Director 
 
MJ/cb 
 



           

REPORT TO THE DENTAL HYGIENE  
COMMITTEE 
 
 

DATE OF MEETING: October 25-26, 2012  

RE:  Rules: Proposed Amendments to Chapter 10, “General 
Requirements”  

SUBMITTED BY: Melanie Johnson, Executive Director 

ACTION REQUESTED:      Committee Recommendation to the Board  

 

 

These proposed amendments expand the definition of “public health settings” to include programs 
affiliated with the Early Childhood Iowa (ECI) initiative authorized by Iowa Code Chapter 256I and 
day care centers (excluding home-based day care centers). 

 

 

Attached for Review 

 Draft Notice of Intended Action, Chapter 10 

 Current Public Health Supervision administrative rules, 650—chpt.10 

 Information about the Early Childhood Iowa Initiative 

o Iowa Code Chapter 256i, Early Childhood Iowa Initiative  

o Fact sheet from IDPH website 

ACTION 
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DENTAL BOARD[650] 

Notice of Intended Action 

Pursuant to the authority of Iowa Code section 147.76, the Dental Board hereby gives Notice 

of Intended Action to amend Chapter 10, “General Requirements,” Iowa Administrative Code. 

These proposed amendments expand the definition of “public health settings” to include 

programs affiliated with the Early Childhood Iowa (ECI) initiative authorized by Iowa Code 

Chapter 256I and day care centers (excluding home-based day care centers). 

Written comments about the proposed amendments will be accepted through January 8, 2013. 

Comments should be directed to Melanie Johnson, Executive Director, Iowa Dental Board, 400 

SW 8th Street, Suite D, Des Moines, Iowa 50309-4687; or by e-mail to 

Melanie.Johnson@iowa.gov. 

A public hearing will be held on January 8, 2013, at 2:30 p.m.at the office of the Iowa Dental 

Board located at 400 SW 8th Street, Suite D, Des Moines, Iowa. At the hearing, persons will be 

asked to give their names and addresses for the record and to confine their remarks to the subject 

of the amendments. 

Any person who plans to attend the public hearing and who may have special requirements, 

such as those related to hearing or mobility impairments, should contact the Board office and 

indicate what specific assistance is needed. 

These proposed amendments were approved at the October 25, 2012, meeting of the Dental 

Board. 

After analysis and review of this rule making, no impact on jobs has been found. 

These amendments are intended to implement Iowa Code sections 153.33 and 153.39. 

The following amendments are proposed.
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   ITEM 1. Amend subrule 10.5(1) as follows: 

   10.5(1) Public health settings defined. For the purposes of this rule, public health settings are 

limited to schools; Head Start programs; programs affiliated with the Early Childhood Iowa 

(ECI) initiative authorized by Iowa Code Chapter 256I; day care centers (excluding home-based 

day care centers); federally qualified health centers; public health dental vans; free clinics; 

nonprofit community health centers; nursing facilities; and federal, state, or local public health 

programs. 
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CHAPTER 256I
EARLY CHILDHOOD IOWA INITIATIVE

[SP] Initial early childhood Iowa state board membership to be composed of Iowa
empowerment board membership; transition from community empowerment areas and
boards to early childhood Iowa areas and boards; rules adopted to implement community
empowerment initiative under former chapter 28 applicable until superseded; transition
of contracts and remission of unobligated or unexpended community empowerment

initiative funds to early childhood Iowa initiative; 2010 Acts, ch 1031, §310

256I.1 Definitions.
256I.2 Desired results — purpose and

scope.
256I.3 Early childhood Iowa state board

created.
256I.4 Early childhood Iowa state board

duties.
256I.5 Early childhood Iowa

coordination staff.
256I.6 Early childhood Iowa areas.

256I.7 Early childhood Iowa area boards
created.

256I.8 Early childhood Iowa area board
duties.

256I.9 School ready children grant
program.

256I.10 Early childhood Iowa internet
site.

256I.11 Early childhood Iowa fund.
256I.12 Early childhood stakeholders

alliance.

256I.1 Definitions.
For the purposes of this chapter, unless the context otherwise requires:
1. “Department” means the department of management.
2. “Desired results”means the set of desired results for improving the quality of life in this

state for young children and their families identified in section 256I.2.
3. “Early care”, “early care services”, or “early care system”means the programs, services,

support, or other assistance made available to a parent or other person who is involved with
addressing the health and education needs of a child from zero through age five. “Early care”,
“early care services”, or “early care system” includes but is not limited to public and private
efforts and formal and informal settings.
4. “Early childhood Iowa area” means a geographic area designated in accordance with

this chapter.
5. “Early childhood Iowa area board” or “area board” means the board for an early

childhood Iowa area created in accordance with this chapter.
6. “Early childhood Iowa state board” or “state board” means the early childhood Iowa

state board created in section 256I.3.
2010 Acts, ch 1031, §278

256I.2 Desired results — purpose and scope.
1. It is intended that through the early childhood Iowa initiative every community in

Iowa will develop the capacity and commitment for using local, informed decision making
to achieve the following set of desired results for improving the quality of life in this state
for young children and their families:
a. Healthy children.
b. Children ready to succeed in school.
c. Safe and supportive communities.
d. Secure and nurturing families.
e. Secure and nurturing early learning environments.
2. The purpose of creating the early childhood Iowa initiative is to empower individuals,

communities, and state level partners to achieve the desired results. The desired results
will be achieved as private and public entities work collaboratively. This initiative creates a
partnership between communities and state level partners to support children zero through
age five and their families. The role of the early childhood Iowa state board, area boards, and
other state and local government agencies is to provide support, leadership, and facilitation
of the growth of individual, community, and state responsibility in addressing the desired
results.
3. To achieve the desired results, the initiative’s primary focus shall be on the efforts of

Mon Jan 09 11:31:41 2012 linc_system Iowa Code 2011 + Supplement, Chapter 256I (9, 2)
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the state and communities to work together to improve the efficiency and effectiveness of
early care, education, health, and human services provided to families with children from
zero through age five.
2010 Acts, ch 1031, §279

256I.3 Early childhood Iowa state board created.
1. The early childhood Iowa state board is created to promote a vision for a comprehensive

early care, education, health, and human services system in this state. The board shall oversee
state and local efforts. The vision shall be achieved through strategic planning, funding
identification, guidance, and decision-making authority to assure collaboration among state
and local early care, education, health, and human services systems.
2. a. The board shall consist of twenty-one voting members with fifteen citizen members

and six state agency members. The six state agency members shall be the directors or their
designees of the following departments: economic development authority, education, human
rights, human services, public health, and workforce development. The designees of state
agency directors shall be selected on an annual basis. The citizenmembers shall be appointed
by the governor, subject to confirmation by the senate. The governor’s appointments of
citizen members shall be made in a manner so that each of the state’s congressional districts
is represented by at least two citizen members and so that all the appointments as a whole
reflect the ethnic, cultural, social, and economic diversity of the state. A member of the state
board shall not be a provider of services or other entity receiving funding through the early
childhood Iowa initiative or be employed by such a provider or other entity.
b. The governor’s appointees shall be selected from individuals nominated by area boards.

The nominations shall reflect the range of interests represented on the area boards so that
the governor is able to appoint one or more members each for early care, education, health,
human services, business, faith, and public interests. At least one of the citizen members
shall be a service consumer or the parent of a service consumer. The term of office of the
citizen members is three years. A citizen member vacancy on the board shall be filled in the
same manner as the original appointment for the balance of the unexpired term.
3. Citizen members shall be reimbursed for actual and necessary expenses incurred in

performance of their duties. Citizen members shall be paid a per diem as specified in section
7E.6.
4. In addition to the voting members, the state board shall include four members of the

general assembly with not more than one member from each chamber being from the same
political party. The two senators shall be appointed one each by the majority leader of the
senate and by the minority leader of the senate. The two representatives shall be appointed
one each by the speaker of the house of representatives and by the minority leader of the
house of representatives. Legislative members shall serve in an ex officio, nonvoting capacity.
A legislative member is eligible for per diem and expenses as provided in section 2.10.
5. The state board shall elect a chairperson from among the citizen members and may

select other officers from the voting members as determined to be necessary by the board.
The board shall meet regularly as determined by the board, upon the call of the board’s
chairperson, or upon the call of a majority of voting members. The board shall meet at least
quarterly.
2010 Acts, ch 1031, §280; 2011 Acts, ch 118, §87, 89
[P] Confirmation; see §2.32
[SP] Initial early childhood Iowa state board membership to be composed of Iowa empowerment board membership; transition from

community empowerment areas and boards to early childhood Iowa areas and boards; 2010 Acts, ch 1031, §310
[T] Code editor directive applied

256I.4 Early childhood Iowa state board duties.
The state board shall perform the following duties:
1. Provide oversight of early childhood Iowa areas.
2. Manage and coordinate the provision of grant funding and other moneys made

available to early childhood Iowa areas by combining all or portions of appropriations or
other revenues as authorized by law.

Mon Jan 09 11:31:41 2012 linc_system Iowa Code 2011 + Supplement, Chapter 256I (9, 2)
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3. Approve the geographic boundaries for the early childhood Iowa areas throughout the
state and approve any proposed changes in the boundaries.
4. Create a strategic plan that supports a comprehensive system of early care, education,

health, and human services. The strategic plan shall be developed with extensive community
involvement. The strategic plan shall be annually updated and disseminated to the public.
Specific items to be addressed in the strategic plan shall include but are not limited to all of
the following:
a. Provisions to strengthen the state structure including interagency levels of

collaboration, coordination, and integration.
b. Provisions for building public-private partnerships.
c. Provisions to support consolidating, blending, and redistributing state-administered

funding streams and the coordination of federal funding streams. The strategic plan shall
also address integration of services provided through area boards, other state and local
commissions, committees, and other bodies with overlapping and similar purposes which
contribute to redundancy and fragmentation in early care, education, health, and human
services programs provided to the public.
d. Provisions for improving the efficiency of working with federally mandated bodies.
e. Identification of indicators that measure the success of the various strategies that

impact communities, families, and children. The indicators shall be developed with input
from area boards.
5. Adopt common performance measures and data reporting requirements, applicable

statewide, for services, programs, and activities provided by area boards. The data from
common performance measures and other data shall be posted on the early childhood Iowa
internet site and disseminated by other means and shall also be aggregated to provide
statewide information.
6. Assist with the linkage of child welfare and juvenile justice decategorization projects

with early childhood Iowa areas.
7. Coordinate and respond to requests from an area board relating to any of the following:
a. Waiver of existing rules, federal regulation, or amendment of state law, or removal of

other barriers.
b. Pooling and redirecting of existing federal, state, or other public or private funds.
c. Seeking of federal waivers.
d. Consolidating community-level committees, planning groups, and other bodies with

common memberships formed in response to state requirements.
8. Develop and implement a levels of excellence rating system for use with the state

board’s designation process for area boards. Allow for flexibility and creativity of area
boards in implementing area board responsibilities and provide authority for the area boards
to support the communities in the areas served. The levels of excellence rating system shall
utilize a tiered approach for recognizing the performance of an area board. The system
shall provide for action to address poor performing areas as well as higher performing
areas. Subject to the funding requirements and other requirements established in law, if
an area board achieves the highest rating level, the state board may allow special flexibility
provisions in regard to the funding appropriated or allocated for that area board. The state
board shall determine how often area boards are reviewed under the system.
9. Adopt rules pursuant to chapter 17A as necessary for the designation, governance, and

oversight of area boards and the administration of this chapter. The state board shall provide
for area board input in the rules adoption process.
10. Develop guidelines for recommended insurance or other liability coverage and take

other actions to assist area boards in acquiring such coverage at a reasonable cost. Moneys
expended by an area board to acquire necessary insurance or other liability coverage shall
be considered an administrative cost.
11. In January each year, submit an annual report to the governor and general assembly

that includes but is not limited to all of the following:
a. Any updates to the strategic plan.
b. The status and results of the early childhood Iowa initiative efforts to engage the public

Mon Jan 09 11:31:41 2012 linc_system Iowa Code 2011 + Supplement, Chapter 256I (9, 2)
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regarding the early care, education, health, human services, and other needs of children zero
through age five.
c. The status and results of the efforts to develop and promote private sector involvement

with the early care system.
d. The status of the early childhood Iowa initiative and the overall early care system in

achieving the set of desired results.
e. The data and common performance measures addressed by the strategic plan, which

shall include but is not limited to funding amounts.
f. The indicators addressed by the strategic plan along with associated data trends and

their source.
12. Integrate statewide quality standards and results indicators adopted by other boards

and commissions into the state board’s funding requirements for investments in early care,
health, education, and human services.
13. Ensure alignment of other state departments’ activities with the strategic plan.
14. Develop and keep current memoranda of agreements between the state agencies

represented on the state board to promote system development and integration and to clarify
the roles and responsibilities of partner agencies.
15. Work with the early childhood Iowa office in building public-private partnerships for

promoting the collaborative early care, education, health, and human services system.
16. Support and align the early childhood Iowa internet site with other agencies and

improve internet communication.
17. Except for the fiscal oversight measures to be adopted by the department, adopt rules

to implement this chapter. The rules shall include but are not limited to the following:
a. Indicators of the effectiveness of early childhood Iowa areas, area boards, and the

services provided under the auspices of the area boards. The indicators shall be developed
with input from area boards and shall build upon the core indicators of effectiveness for the
school ready children grant program.
b. Minimum standards to further the provision of equal access to services subject to the

authority of area boards.
c. Core functions for family support services, parent education programs, preschool

services provided under a school ready children grant, and other programs and services
provided under this chapter. The state board shall also develop guidelines and standards
for state-supported family support programs, based upon existing guidelines and standards
for the services.
18. Address other measures to advance the initiative. The measures may include any of

the following:
a. Advance the development of integrated data systems.
b. Expand efforts to improve quality and utilize evidence-based practices.
c. Further develop kindergarten assessment approaches that are tied to state early

learning standards.
2010 Acts, ch 1031, §281

256I.5 Early childhood Iowa coordination staff.
1. The department shall provide administrative support for implementation of the early

childhood Iowa initiative and for the state board. The department shall adopt rules in
consultation with the state board to provide fiscal oversight of the initiative. The fiscal
oversight measures adopted shall include but are not limited to all of the following:
a. Reporting and other requirements to address the financial activities employed by area

boards.
b. Regular audits and other requirements of fiscal agents for area boards.
c. Requirements for area boards to undertake and report on fiscal and performance

reviews of the programs, contracts, services, and other functions funded by the area boards.
2. An early childhood Iowa office is established in the department to provide leadership for

facilitation, communication, and coordination for the early childhood Iowa initiative activities
and funding and for improvement of the early care, education, health, and human services
systems. An administrator for the early childhood Iowa office shall be appointed by the
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director of the department. Other staff may also be designated, subject to appropriationmade
for this purpose.
3. The state agencies represented on the state board may designate additional staff, as

part of the early childhood Iowa initiative, to work as a technical assistance team with the
office in providing coordination and other support to the state’s comprehensive early care,
education, health, and human services system.
4. The office shall work with the state and area boards to provide leadership for

comprehensive system development. The office shall also do all of the following:
a. Enter into memoranda of agreement with the departments of education, human rights,

human services, public health, and workforce development and the economic development
authority to formalize the respective departments’ commitments to collaborating with and
integrating a comprehensive early care, education, health, and human services system. Items
addressed in the memoranda shall include but are not limited to data sharing and providing
staffing to the technical assistance team.
b. Work with private businesses, foundations, and nonprofit organizations to develop

sustained funding.
c. Maintain the internet site in accordance with section 256I.10.
d. Propose any needed revisions to administrative rules based on stakeholder input.
e. Provide technical support to the state and area boards and to the early childhood Iowa

areas through staffing services made available through the state agencies that serve on the
state board.
f. Develop, collect, disseminate, and provide guidance for common performancemeasures

for the programs receiving funding under the auspices of the area boards.
g. If a disagreement arises within an early childhood Iowa area regarding the interests

represented on the area’s board, board decisions, or other disputes that cannot be locally
resolved, upon request, provide state or regional technical assistance as deemed appropriate
by the office to assist the area in resolving the disagreement.
2010 Acts, ch 1031, §282; 2011 Acts, ch 118, §87, 89
[T] Code editor directive applied

256I.6 Early childhood Iowa areas.
1. The purpose of an early childhood Iowa area is to enable local citizens to lead

collaborative efforts involving early care, education, health, and human services on behalf
of the children, families, and other citizens residing in the area. Leadership functions
may include but are not limited to strategic planning for and oversight and managing of
such programs and the funding made available to the early childhood Iowa area for such
programs from federal, state, local, and private sources. The focus of the area shall be to
achieve the desired results and to improve other results for families with young children.
2. An early childhood Iowa area shall be designated by using existing county boundaries

to the extent possible.
3. The designation of an early childhood Iowa area’s boundaries and the creation

of an area board are both subject to the approval of the state board. The state board
shall determine if a proposed area board can efficiently and effectively administer the
responsibilities and authority of the area to be served. The state board may apply additional
criteria for designating areas and approving area boards, but shall apply all of the following
minimum criteria:
a. An area cannot encompass more than four counties.
b. The counties encompassing a multicounty area must have contiguous borders.
c. A single county area shall have a minimum population of children zero through age

five in excess of five thousand, based on the most recent population estimates issued by the
United States bureau of the census.
4. If the state board determines exceptional circumstances exist, the state board may

waive any of the criteria otherwise specified in subsection 3.
2010 Acts, ch 1031, §283
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256I.7 Early childhood Iowa area boards created.
1. a. The early childhood Iowa functions for an area shall be performed under the

authority of an early childhood Iowa area board. The members of an area board shall be
elected officials or members of the public who are not employed by a provider of services to or
for the area board. In addition, the membership of an area board shall include representation
from early care, education, health, human services, business, and faith interests, and at least
one parent, grandparent, or guardian of a child from zero through age five.
b. Terms of office of area boardmembers shall be not more than three years and the terms

shall be staggered.
2. An area board may designate an advisory council consisting of persons employed by

or otherwise paid to represent an entity listed in subsection 1 or other provider of service.
However, the deliberations of and documents considered by such an advisory council shall
be public.
3. An area board shall elect a chairperson from among the members who are citizens or

elected officials.
4. An area board is a unit of local government for purposes of chapter 670, relating to tort

liability of governmental subdivisions. For purposes of implementing a formal organizational
structure, an area board may utilize recommended guidelines and bylaws established for this
purpose by the state board.
5. All meetings of an area board or any committee or other body established by an area

board at which public business is discussed or formal action taken shall comply with the
requirements of chapter 21. An area board shall maintain its records in accordance with
chapter 22.
2010 Acts, ch 1031, §284; 2010 Acts, ch 1183, §18

256I.8 Early childhood Iowa area board duties.
1. An early childhood Iowa area board shall do all of the following:
a. Designate a public agency of this state, as defined in section 28E.2, a community action

agency as defined in section 216A.91, an area education agency established under section
273.2, or a nonprofit corporation, to be the fiscal agent for grant moneys and for othermoneys
administered by the area board.
b. Administer early childhood Iowa grant moneys available from the state to the area

board as provided by law and other federal, state, local, and private moneys made available to
the area board. Eligibility for receipt of early childhood Iowa grant moneys shall be limited
to those early childhood area boards that have developed an approved community plan in
accordance with this chapter. An early childhood area board may apply to the state board
for any private moneys received by the early childhood Iowa initiative outside of a state
appropriation.
c. Develop a comprehensive community plan for providing services for children from zero

through age five. At a minimum, the plan shall do all of the following:
(1) Describe community and area needs for children from zero through age five as

identified through ongoing assessments.
(2) Describe the current and desired levels of community and area coordination of

services for children from zero through age five, including the involvement and specific
responsibilities of all related organizations and entities.
(3) Identify all federal, state, local, and private funding sources including funding

estimates available in the early childhood Iowa area that will be used to provide services to
children from zero through age five.
(4) Describe how funding sources will be used collaboratively and the degree to which the

sources can be combined to provide necessary services to young children and their families.
(5) Identify the desired results and the community-wide indicators the area board expects

to address through implementation of the comprehensive community plan. The plan shall
identify community-specific, quantifiable performance measures to be reported in the area
board’s annual report and integration with the strategic plan adopted by the state board.
(6) Describe the current status of support services to prevent the spread of infectious

diseases, prevent child injuries, develop health emergency protocols, help with medication,
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and care for children with special health needs that are being provided to child care facilities
registered or licensed under chapter 237A within the early childhood Iowa area.
d. Submit an annual report on the effectiveness of the community plan in addressing

school readiness and children’s health and safety needs to the state board and to the local
government bodies in the area. The annual report shall indicate the effectiveness of the area
board in addressing state and locally determined goals.
e. Function as a coordinating body for services offered by different entities directed to

similar purposes within the area.
f. Assume other responsibilities established by law or administrative rule.
g. Cooperate with the state board, department of education, and school districts and

other local education agencies in securing unique student identifiers, in compliance with all
applicable federal and state confidentiality provisions.
2. An area board may do any of the following:
a. Designate one or more committees to assist with area board functions.
b. Utilize community bodies for input to the area board and implementation of services.
2010 Acts, ch 1031, §285

256I.9 School ready children grant program.
1. The state board shall develop and promote a school ready children grant programwhich

shall provide for all of the following components:
a. Identify the performance measures that will be used to assess the effectiveness of

the school ready children grants, including the amount of early intellectual stimulation of
very young children, the basic skill levels of students entering school, the health status of
children, the incidence of child abuse and neglect, the level of involvement by parents with
their children, and the degree of quality of an accessibility to child care.
b. Identify guidelines and a process to be used for determining the readiness of an early

childhood Iowa area board for administering a school ready children grant.
c. Provide for technical assistance concerning funding sources, programdesign, and other

pertinent areas.
2. The state board shall provide maximum flexibility to grantees for the use of the grant

moneys included in a school ready children grant, including but not limited to authorizing an
area board to use grant moneys to pay for regular audits required pursuant to section 256I.5,
subsection 1, if moneys distributed to an area board for administrative costs are insufficient
to pay for the required audits.
3. A school ready children grant shall, to the extent possible, be used to support programs

that meet quality standards identified by the state board. At a minimum, a grant shall be used
to provide all of the following:
a. Preschool services provided on a voluntary basis to children deemed at risk.
b. (1) Family support services and parent education programs promoted to parents of

children from zero through age five. Family support services shall include but are not limited
to home visitation. Of the state funding that an area board designates for family support
programs, at least sixty percent shall be committed to programs with a home visitation
component.
(2) It is the intent of the general assembly that priority for home visitation program

funding be given to programs using evidence-based or promising models for home visitation.
c. Other services to support the strategic plan developed by the state board.
d. Services to improve the quality and availability of all types of child care. The services

may include but are not limited to making nurse consultants available to support quality
improvement.
4. a. A school ready children grant shall be awarded to an area board annually, as funding

is available. Receipt of continued funding is subject to submission of the required annual
report and the state board’s determination that the area board is measuring, through the
use of performance measures and community-wide indicators developed by the state board
with input from area boards, progress toward and is achieving the desired results and other
results identified in the community plan. Each area board shall participate in the levels of
excellence rating system to measure the area’s success. If the use of performance measures
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and community-wide indicators does not show that an area board has made progress toward
achieving the results identified in the community plan, the state board shall require a plan of
corrective action, withhold any increase in funding, or withdraw grant funding.
b. The state board shall distribute school ready children grant moneys to area boards with

approved comprehensive community plans based upon a determination of an early childhood
Iowa area’s readiness to effectively utilize the grant moneys. The grant moneys shall be
adjusted for other federal and state grant moneys to be received by the area for services to
children from zero through age five.
c. An area board’s readiness shall be determined by evidence of successful collaboration

among public and private early care, education, health, and human services interests in
the area or a documented program design that supports a strong likelihood of a successful
collaboration between these interests. Other criteria which may be used by the state board to
determine readiness and funding amounts for an area include one or more of the following:
(1) The levels of excellence rating received by the area.
(2) Evidence of the area’s capacity to successfully implement the services in the area’s

community plan.
(3) Local public and private funding and other resources committed to implementation of

the community plan.
(4) The adequacy of plans for commitment of local funding and other resources for

implementation of the community plan.
d. The provisions for distribution of school ready children grant moneys shall be

determined by the state board.
e. The amount of school ready children grant funding an area board may carry forward

from one fiscal year to the succeeding fiscal year shall not exceed twenty percent of the grant
amount for the fiscal year. All of the school ready children grant funds received by an area
board for a fiscal year which remain unencumbered or unobligated at the close of a fiscal
year shall be carried forward to the succeeding fiscal year. However, the grant amount for
the succeeding fiscal year shall be reduced by the amount in excess of twenty percent of the
grant amount received for the fiscal year.
2010 Acts, ch 1031, §286; 2011 Acts, ch 132, §10, 11, 106
[SP] If sufficient funding is available, eligibility for preschool tuition assistance may be extended to children with a family income in

excess of the basic income eligibility requirement; 2011 Acts, ch 132, §5, 102, 106
[T] Subsection 2 amended
[T] Subsection 3, paragraph b amended and editorially internally redesignated

256I.10 Early childhood Iowa internet site.
1. The department shall provide for the operation of an internet site for purposes of widely

distributing information regarding early care, education, health, and human services and
other information provided by the departments represented on the state board and the public
and private agencies addressing the comprehensive system for such services.
2. Information provided on the internet site shall include but is not limited to all of the

following:
a. Information about the early childhood Iowa initiative for state and local use. The

information shall include data from the indicators of success and performance measures
adopted by the state board and fiscal information and other data developed by the department.
b. A link to a special internet site directed to parents, including parent-specific information

on early care, education, health, and human services and links to other resources available
on the internet and from other sources.
c. Program standards for early care, education, health, and human services that have been

approved by state agencies.
3. The department shall provide to the state board information regarding the extent and

frequency of usage of the internet site or sites and this information shall be included in the
board’s annual report to the governor and general assembly.
2010 Acts, ch 1031, §287

256I.11 Early childhood Iowa fund.
1. An early childhood Iowa fund is created in the state treasury. The moneys credited
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to the fund are not subject to section 8.33 and moneys in the fund shall not be transferred,
used, obligated, appropriated, or otherwise encumbered except as provided by law.
Notwithstanding section 12C.7, subsection 2, interest or earnings on moneys deposited in
the fund shall be credited to the fund.
2. A school ready children grants account is created in the fund under the authority of the

director of the department of education. Moneys credited to the account are appropriated
to and shall be distributed by the department in the form of grants to early childhood Iowa
areas pursuant to criteria established by the state board in accordance with law.
3. Unless a different amount is authorized by law, up to three percent of the school

ready children grant moneys distributed to an area board may be used by the area board
for administrative costs.
4. a. An early childhood programs grant account is created in the fund under the authority

of the director of the department of human services. Moneys credited to the account are
appropriated to and shall be distributed by the department of human services in the form of
grants to early childhood Iowa areas pursuant to criteria established by the state board in
accordance with law. The criteria shall include but are not limited to a requirement that an
early childhood Iowa area must be designated by the state board in order to be eligible to
receive an early childhood programs grant.
b. The maximum funding amount an early childhood Iowa area is eligible to receive from

the early childhood programs grant account for a fiscal year shall be determined by applying
the area’s percentage of the state’s average monthly family investment program population
in the preceding fiscal year to the total amount credited to the account for the fiscal year.
c. An early childhood Iowa area receiving funding from the early childhood programs

grant account shall comply with any federal reporting requirements associatedwith the use of
that funding and other results and reporting requirements established by the state board. The
department of human services shall provide technical assistance in identifying and meeting
the federal requirements. The availability of funding provided from the account is subject to
changes in federal requirements and amendments to Iowa law.
d. The moneys distributed from the early childhood programs grant account shall be used

by early childhood Iowa areas for the purposes of enhancing quality child care capacity in
support of parent capability to obtain or retain employment. The moneys shall be used with a
primary emphasis on low-income families and children from zero to age five. Moneys shall be
provided in a flexible manner and shall be used to implement strategies identified by the early
childhood Iowa area to achieve such purposes. The department of human services may use
a portion of the funding appropriated to the department under this subsection for provision
of technical assistance and other support to the early childhood Iowa areas developing and
implementing strategies with grant moneys distributed from the account.
e. Moneys from a federal block grant that are credited to the early childhood programs

grant account but are not distributed to an early childhood Iowa area or otherwise remain
unobligated or unexpended at the end of the fiscal year shall revert to the fund created in
section 8.41 to be available for appropriation by the general assembly in a subsequent fiscal
year.
5. A first years first account is created in the fund under the authority of the department

of management. The account shall consist of gift or grant moneys obtained from any source,
including but not limited to the federal government. Moneys credited to the account are
appropriated to the department to be used for the early childhood-related purposes for which
the moneys were received.
2010 Acts, ch 1031, §288; 2010 Acts, ch 1183, §19

256I.12 Early childhood stakeholders alliance.
1. Alliance created. An early childhood stakeholders alliance is created to support the

state board in addressing the early care, health, and education systems that affect children
ages zero through five in Iowa.
2. Purpose. The purpose of the early childhood stakeholders alliance is to oversee and

provide broad input into the development of a high quality Iowa early childhood system that
meets the needs of children zero through age five and their families and integrates the early
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care, health, and education systems. The alliance shall advise the governor, general assembly,
state board, and other public and private policy bodies and service providers in coordinating
activities throughout the state to fulfill its purpose.
3. Vision statement. All system development activities addressed by the early childhood

stakeholders alliance shall be aligned around the following vision statement for the children
of Iowa: “Every child, beginning at birth, will be healthy and successful.”
4. Membership. The early childhood stakeholders alliance membership shall include a

representative of any organization that touches the lives of young children in the state zero
through age five, has endorsed the purpose and vision statement for the alliance, has endorsed
the guiding principles adopted by the alliance for the early childhood system, and has formally
asked to be a member and remains actively engaged in alliance activities. The alliance shall
work to ensure there is geographic, cultural, and ethnic diversity among the membership.
5. Procedure. Except as otherwise provided by law, the early childhood stakeholders

alliance shall determine its own rules of procedure and operating provisions.
6. Steering committee. The early childhood stakeholders alliance shall operate with a

steering committee to organize, manage, and coordinate the activities of the alliance and its
component groups. The steering committee may act on behalf of the alliance as necessary.
The steering committee membership shall consist of the co-chairpersons of the alliance’s
component groups, the administrator of the early childhood Iowa office, and other leaders
designated by the alliance.
7. Component groups. The early childhood stakeholders alliance shall maintain

component groups to address the key components of the Iowa early childhood system. Each
component group shall have one private and one public agency co-chairperson. The alliance
may change the component groups as deemed necessary by the alliance. Initially, there shall
be a component group for each of the following:
a. Governance planning and administration.
b. Professional development.
c. Public engagement.
d. Quality services and programs.
e. Resources and funding.
f. Results accountability.
8. Duties. The early childhood stakeholders alliance duties shall include but are not

limited to all of the following regarding the Iowa early childhood system:
a. Coordinate with the early childhood Iowa state board.
b. Serve as the state advisory council required under the federal Improving Head Start for

School Readiness Act of 2007, Pub. L. No. 110-134, as designated by the governor.
9. Staffing. Staff support for the early childhood stakeholders alliance shall be provided

by the department.
2010 Acts, ch 1031, §289
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 Early Childhood  
 

Division of Health Promotion & Chronic Disease Prevention 
 

 Phone: 1-800-383-3826 or 515-281-4911  

 www.idph.state.ia.us/hpcdp/family_health.asp  

 

Ellen's Story… 
Our daughter, Ellen, was attending preschool at Heartland Child Development Center. They indicated that the Lions Club would 
be giving a free vision screening at the school and asked for permission to have her screened. We hadn’t noticed any problems 
with her vision whatsoever, but thought it was a good idea to have her vision checked. Even though I am a nurse, I never 
detected any problems. I would not have had her vision checked until just before kindergarten. 
 
Her results suggested that she be evaluated for a possible astigmatism. I made an appointment and her doctor was very 
surprised that her left eye had not turned in, as her vision was so poor in that eye. She wanted her in corrective lenses 
immediately to prevent any strabismus. When Ellen got her first pair of glasses, she cried; so did we! She was so surprised that 
she could see things that were far away. It was just before Christmas and when she saw the Christmas lights on the trees during 
the ride home, she said, "I never knew there were separate lights on the trees!" Initially, her vision would only correct to 20/40 
with lenses. During the next year, we began patching her right eye in an effort to force the left eye to work harder. She 
progressed well and under the constant direction of her doctor, she was finally able to correct to 20/20. Also, both eyes have 
remained conjugate. She looks so cute in her little glasses.  
 
Thank you for the work the Iowa KidSight Program does. If not for the screening, we may have waited too long, and her vision 
would have been forever impaired.  

 
Did you know?  In Iowa, there are over 240,000 young children ages 0-5. Of these approximately: 

 20% live in poverty
1
. 

 16% have parents with compromised mental health status including depression or anxiety
2
. 

 40% have mothers with less than “excellent or very good” physical or mental health
3
. 

 
 Why are Early Childhood programs important to 

promoting and protecting the health of Iowans? 

● Despite a recent decline, 2009 data reported an 11% increase of 
reported child abuse. 

● More than 3,000 Iowa children with a known developmental delay 
or health condition that puts them at risk for future developmental 
problems are helped each year through the Early ACCESS program. 
This number has more than doubled since 2001. 

● Unintended injury is the leading cause of death and disability for children over age 1. Preventing injuries in early child 
care and education settings has a large impact on the health, school readiness, and lifelong potential of Iowa’s children. 

 

 What do we do?  

● Early Childhood Iowa (ECI) has developed a comprehensive plan 
that serves as the framework for Iowa’s early childhood system. 

● The 1
st

 Five program partners with primary healthcare providers 
to ensure quality social, emotional, and developmental 
screenings of children under age 5 and helps practices by 
offering enhanced care coordination to families in need of 
diverse community resources. 

● Healthy Child Care Iowa (HCCI) supports the health and safety of 
children enrolled in early care and education programs through 
nurse consultation, health education, and facilitating health 
services referrals. 

 Project LAUNCH seeks to develop the necessary infrastructure 
and system integration to assure Iowa children from birth to age 
8 are thriving in safe, supportive environments, enter school 
ready to learn, and are able to succeed. Project LAUNCH targets 
traditionally underserved children and their families in Des 
Moines with a focus on low-income and minority populations.  

● With the Iowa Department of Education, IDPH coordinates the 
Early ACCESS program, providing developmental evaluations 
and services for children from birth to age 3, and coordinates 
services for children with or at risk for developmental delays. 

 

 

 Which Iowa Public Health Goals 
are we working to achieve? 

 
Strengthen the public health infrastructure 

 
Promote healthy behaviors 



 

 How do we measure our progress? 
 
  Number of medical practices engaged in 1

st
 Five screenings. 

  
Data source: 1st Five Title V Child Health Agencies. Data are available annually. 

 

How are we doing? Between FY06 to FY12, the number of 
known practices in Iowa working to integrate a standardized 
surveillance tool during well child exams that includes 
assessing for social/emotional development and family risk 
factors increased from two to 71. During this same timeframe, 
the number of children birth to 5 served by this surveillance 
method increased from approximately 3,000 in FY06 to 75,000 
in FY11. For FY13, it is estimated that approximately 38 more 
practices will be added. Evaluation of referrals shows that for 
every one referral from a medical practice, three additional 
referrals are identified when care coordinators work with 
families.  

 
  Number of onsite visits in early childhood and education 

settings by a Child Care Nurse Consultant 
 

Data Source: ECI Annual Reports and HCCI records. Data are available annually. 

 
How are we doing? In state fiscal year 2011, there were 4,154 
onsite visits in early childhood and education settings by a Child 
Care Nurse Consultant. This is a new statewide performance 
measure for Early Childhood Iowa in SFY11 and is a change from 
total service requests. In SFY2012, the number of onsite visits 
will be counted on a per classroom basis, which is a change from 
SFY2011. HCCI will use the new 2012 data as a baseline to set 
targets for future years. 

 

  What can Iowans do to help? 

1. Go to www.earlychildhoodiowa.org and the parent’s page 
(www.parents.earlychildhoodiowa.org) to learn more about 
the Early Childhood Iowa project. 

2. Check www.idph.state.ia.us/1stfive/ for information on 
children’s social-emotional development and to search a 
current statewide map of clinics partnering with 1

st
 Five. 

3. All Iowans can make sure their babies are screened for 
hearing loss. Iowa law requires screening all babies before 
leaving the hospital. To learn more, go to 
www.idph.state.ia.us/iaehdi/default.asp. 

4. If you have a concern about a child’s development, make a 
referral to Early ACCESS by calling 1-888-IAKIDS1 or an email 
to earlyaccessia@vnsdm.org.  

5. All Iowans can support and encourage funding for quality 
evidence-based early childhood programs. 

 

  
 

 Expenditures 
Federal funds & intra state receipts* (Dept of Human Services & Education): 
0153-0536/0548/0676/0980. 1st Five: general fund, health care trust, & 
intra state receipts* (Dept of Human Services): K05-0691; K56-5661. Early 
ACCESS: federal funds & intra state receipts* (Dept of Education): 0153-
0708/AR18. HCCI: intra state receipts* (Dept of Human Services & 
Management): 0153-0540/0662. Vision Screening: general fund K09-0931 

 
State Fiscal 
Year 2010 

Actual 

State Fiscal 
Year 2011 

Actual 

State Fiscal 
Year 2012 
Estimate 

State funds $225,380 $366,652 $429,885 

Health care trust $159,057 $0 $0 

Federal funds $561,312 $1,261,542 $1,013,196 

Other funds* $502,025 $596,428 $470,905 

Total funds $1,447,774 $2,224,622 $1,913,986 

FTEs 6.69 8.36 7.05 

Note: Funding information is intended to provide an overview of funding related to the program area. It does 
not include all federal and state requirements and/or restrictions for the use of funds. Contact the program 
area for more detailed budget information. 

 

 
Iowa Department of Public Health  Division of Health Promotion & Chronic Disease Prevention  Early Childhood 

Phone: 1-800-383-3826 or 515-281-4911  www.idph.state.ia.us/hpcdp/family_health.asp 

4th & 5th Floors, Lucas Building  321 E. 12th Street  Des Moines, IA 50319-0075 

Early ACCESS (4th floor) 
Phone: 515-242-6167  Fax: 515-242-6013 

www.state.ia.us/earlyaccess 

1st Five (5th floor) 
Phone: 515- 281-8284  Fax: 515-242-6013  

www.iowaepsdt.org 

Healthy Child Care Iowa (5th floor) 
Phone: 281-7519 Fax: 515-242-6013 

www.idph.state.ia.us/hcci 
   

 

 

 

2008 2009 2010 2011 2012 2013

State Fiscal Year Target

# of practices 41 46 59 63 71 109
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1 Kids Count Data Center, Annie E. Casey Foundation. 
2 Iowa Child and Family Household Health Survey, 2005. 
3 Maternal and Child Health Bureau. (2007).The health and well-being of children: A portrait of states and the nation. US Department of Health and Human Services. Retrieved from: http://mchb.hrsa.gov/nsch07/state/iowa.html 
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650—10.5 (153) Public health supervision allowed.   A dentist who meets the requirements of this rule
may provide public health supervision to a dental hygienist if the dentist has an active Iowa license and
the services are provided in public health settings.

10.5(1) Public health settings defined. For the purposes of this rule, public health settings are limited
to schools; Head Start programs; federally qualified health centers; public health dental vans; free clinics;
nonprofit community health centers; nursing facilities; and federal, state, or local public health programs.

10.5(2) Public health supervision defined. “Public health supervision” means all of the following:
a. The dentist authorizes and delegates the services provided by a dental hygienist to a patient in

a public health setting, with the exception that hygiene services may be rendered without the patient’s
first being examined by a licensed dentist;

b. The dentist is not required to provide future dental treatment to patients served under public
health supervision;

c. The dentist and the dental hygienist have entered into a written supervision agreement that
details the responsibilities of each licensee, as specified in subrule 10.5(3); and

d. The dental hygienist has an active Iowa license with a minimum of three years of clinical
practice experience.

10.5(3) Licensee responsibilities. When working together in a public health supervision
relationship, a dentist and dental hygienist shall enter into a written agreement that specifies the
following responsibilities.

a. The dentist providing public health supervision must:
(1) Be available to provide communication and consultation with the dental hygienist;
(2) Have age- and procedure-specific standing orders for the performance of dental hygiene

services. Those standing orders must include consideration for medically compromised patients and
medical conditions for which a dental evaluation must occur prior to the provision of dental hygiene
services;

(3) Specify a period of time in which an examination by a dentist must occur prior to providing
further hygiene services. However, this examination requirement does not apply to educational services,
assessments, screenings, and fluoride if specified in the supervision agreement; and

(4) Specify the location or locations where the hygiene services will be provided under public
health supervision.

b. A dental hygienist providing services under public health supervision may provide
assessments; screenings; data collection; and educational, therapeutic, preventive, and diagnostic
services as defined in rule 10.3(153), except for the administration of local anesthesia or nitrous oxide
inhalation analgesia, and must:

(1) Maintain contact and communication with the dentist providing public health supervision;
(2) Practice according to age- and procedure-specific standing orders as directed by the supervising

dentist, unless otherwise directed by the dentist for a specific patient;
(3) Provide to the patient, parent, or guardian a written plan for referral to a dentist and assessment

of further dental treatment needs;
(4) Have each patient sign a consent form that notifies the patient that the services that will be

received do not take the place of regular dental checkups at a dental office and are meant for people who
otherwise would not have access to services; and

(5) Specify a procedure for creating and maintaining dental records for the patients that are treated
by the dental hygienist, including where these records are to be located.

c. The written agreement for public health supervision must be maintained by the dentist and the
dental hygienist and must be made available to the board upon request. The dentist and dental hygienist
must review the agreement at least biennially.

d. A copy of the agreement shall be filed with the Oral Health Bureau, Iowa Department of Public
Health, Lucas State Office Building, 321 E. 12th Street, Des Moines, Iowa 50319.
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10.5(4) Reporting requirements. Each dental hygienist who has rendered services under public
health supervision must complete a summary report at the completion of a program or, in the case
of an ongoing program, at least annually. The report shall be filed with the oral health bureau of the
Iowa department of public health on forms provided and include information related to the number of
patients seen and services provided to enable the department to assess the impact of the program. The
department will provide summary reports to the board on an annual basis.

This rule is intended to implement Iowa Code section 153.15.

[ARC 7767B, IAB 5/20/09, effective 6/24/09]
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REPORT TO THE DENTAL HYGIENE COMMITTEE 
 
 

DATE OF MEETING: October 25-26, 2012 

RE:  Rule Making History of Public Health Supervision Rule 

SUBMITTED BY: Melanie Johnson 

ACTION REQUESTED:  FYI Only. 
 

 

Background 

At the July 2012 meeting of the Dental Hygiene Committee a discussion was held concerning the 
Board’s administrative rules regarding public health supervision settings and agreements. The 
Committee requested staff to review the Board’s files and provide information at the October meeting 
about the Board’s rulemaking history for public health supervision. The Committee also requested that 
staff get copies from IDPH of the current public health supervision agreements and review the terms in 
the contract that address how much time is allowable following the initial examination by a dentist and 
subsequent examinations. 
 
On the Board’s October meeting agenda are proposed rule amendments that apply to public health 
settings. These materials are provided for reference purposes. 
 

 

Attached for Review 

 Board’s Formal Rule Making re PHS (2003-2009)) 

 File Documents re: Public Health Supervision (1999- 2009)  Included: 
o 2003 Regulatory Analysis by Board 
o Comments received 
o Information regarding other states’  
o 2008 Rule Making Petition filed by IDHA 
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ARC 2327B 

DENTAL EXAMINERS BOARD[650] 
Notice of Intended Action 

Twenty-five interested persons, a governmental subdivision, an agency or 
association of2S or more persons may demand an oral presentation hereon 
as provided in Iowa Code section 17A.4(1)"b." 

Notice is also given to the public that the Administrative Rules Review 
Committee may, on its own motion or on written request by any individual 
or group, review this proposed action under section 17 A.8(6) ata regular or 
special meeting where the public or interested persons may be heard. 

Pursuant to the authority ofIowa Code section 147.76, the 
Board of Dental Examiners hereby gives Notice of Intended 
Action to amend Chapter 1, "Administration," and Chapter 
10, "General Requirements," Iowa Administrative Code. 

These amendments change the definition of "general su
pervision of a dental hygienist" and add a new definition of 
"collaborative agreement." These amendments would allow 
a dental hygienist who has 2,500 hours of clinical practice or 
who is employed as a public health hygienist as of June 1, 
2003, to perform preventive services in settings other than a 
private dental office without the patient's first being ex
amined by a dentist. The hygienist must have entered into a 
collaborative agreement with a dentist who authorizes and 
accepts responsibility for the services provided by the hy
gienist. The collaborative agreement must contain protocols 
or standing orders for the hygienist to follow. 

At their January 23, 2003, regular meeting, the Board ap
proved a petition for rule making submitted by the Iowa Den
tal Hygienists' Association to amend the rules as proposed in 
this Notice. 

These amendments are subject to waiver at the sole discre
tion of the Board in accordance with 65O-Chapter 7. 

Any interested person may make written comments or 
suggestions on the proposed amendments on or before April 
1, 2003. Such written comments should be directed to 
Jennifer Hart, Executive Officer, Board of Dental Examin
ers, 400 SW 8th Street"Suite D, Des Moines, Iowa 50309-
4687. E-mail maybesenttojhart@bon.state.ia.us. 

Also, there will be a public hearing on April 1, 2003, be
ginning at 10 a.m. in the Conference Room, 400 SW 8th 
Street, Suite D, Des Moines, Iowa. At the hearing, persons 
will be asked to give their names and addresses for the record 
and to confine their remarks to the subject of the amend
ments. Any person who plans to attend the public hearing 
and who may have special requirements, such as hearing or 
mobility impairments, should contact the Board and advise 
of specific needs. 

These amendments were approved at the February 4, 
2003, teleconference meeting of the Board of Dental Ex
aminers. 

These amendments are intended to implement Iowa Code 
chapters 17A, 147, 153, and 272C. 

The following amendments are proposed. 

ITEM 1. Amend rule 650-1.1(153) as follows: 
Adopt the following new definition: 
"Collaborative agreement" means a written agreement 

with a licensed dentist who authorizes and accepts responsi
bility for services performed by the dental hygienist. The 
agreement shall contain-protocols or standing orders for the 
dental hygienist to follow when providing services within the 
scope of dental hygiene as established in 650-10.3(153). 
The dental hygienist must ensure that the patient has been ex
amined by a dentist prior to providing additional hygiene ser
vices. 

Amend the definition of "general supervision of a dental 
hygienist" as follows: 

"General supervision of a dental hygienist" means that a 
dentist has examined the patient and has prescribed autho
rized services to be provided by a dental hygienist. The den
tist need not be present in the facility while these services are 
being provided. If a dentist will not be present, the following 
requirements shall be met: 

1. Patients or their legal guardians must be informed 
prior to the appointment that no dentist will be present and 
therefore no examination will be conducted at that appoint
ment. 

2. The hygienist must consent to the arrangement. 
3. Basic emergency procedures must be established and 

in place and the hygienist must be capable of implementing 
these procedures. 

4. The treatment to be provided must be prior prescribed 
by a licensed dentist and must be entered in writing in the pa
tient record. In settings other than a private dental office, 
such as schools, public health agencies, and health care fa
cilities, a dental hygienist who has a minimum of2,500 hours 
of clinical practice during the previous five years of employ
ment or who is employed as a public health hygienist as of 
June 1, 2003, may perform preventive services without the 
patient's first being examined by a licensed dentist, if the den
tal hygienist has entered into a collaborative agreement with 
one or more dentists. 

ITEM 2. Amend subrule 10.3(3) as follows: 
10.3(3) All other authorized services provided by a dental 

hygienist shall be performed under the general supervision of 
a dentist currently licensed in the state of Iowa in accordance 
with 650-1.1(153). In settings other than a private dental 
office, such as schools, public health agencies, and health 
care facilities, a dental hygienist who has a minimum of 
2,500 hours of clinical practice during the previous five 
years of employment or who is employed as a public health 
hygienist as of June 1,2003, may perform preventive services 
without the patient's first being examined by a licensed den
tist, if the dental hygienist has entered into a collaborative 
agreement with one or more dentists. The dental hygienist 
must ensure that the patient has been examined by a dentist 
prior to providing additional hygiene services. 

ARC 2325B 

THICS AND CAMPAIGN 
DISC SURE BOARD, IOWA[3 

Pursuant to the authori of Iowa ode section 68B.32A, 
the Iowa Ethics and paign Disc ure Board hereby 
gives Notice of Inten a Action to rescin hapter 4, "Cam
paign Disclosure ocedures," Iowa Admi . trative Code, 
and adopt a new:: hapter 4 with the same title. 

This propo a amendment renumbers the curre ules on 
campaign . closure procedures to eliminate rules th ave 
been pre ously rescinded and reserved. Two rules are t 
reserv to reflect anticipated future rule makings. N 
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ARC 2788B 

ADMINISTRATIVE SERVICES 
DEPARTMENT [11 ] 

Notice of Intended Action 

Twenty-five interested persons, a governmental subdivisio 
association of25 or more persons may demand an oral pr 
as provided in Iowa Code section 17A.4(1)"b." 

Notice is also given to the public that the Administ tive Rules Review 
Committee may, on its own motion or on written re st by any individual 
or group, review this proposed action under section A.8(6) at a regular or 
special meeting where the public or interested pe ons may be heard. 

Pursuant to the authority of 2003 wa Acts, House File 
534, section 4, the Department of dministrative Services 
proposes to rescind 401-Chapter ,"Department Organiza
tion," 471-Chapter 1, "Organi tion and Operation," and 
rule 581-19.1(19A), "State Stem of Personnel"; and to 
adopt ll-Chapter 1, "Depart ent Organization," Iowa Ad
ministrative Code. 

The purpose of this new apter is to convert rules regard
ing department organizati from the former departments of 
General Services, Perso el, and Information Technology 
and the accounting fun ion of the Department of Revenue 
and Finance to the ne Department of Administrative Ser
vices and consolidate ommon rules into a single chapter that 
sets forth the organ' ation and mission of the new Depart
ment. 

Public comme s concerning the proposed amendments 
will be accepte ntil ~~:30 p.m. on October 7,2003. Inter
ested persons ay submit written, oral or electronic com
ments by co tacting Carol Stratemeyer, Department of 
Administraf e Services, Hoover State Office Building, 
Level A, s Moines, Iowa 50319-0104; telephone (515) 
281-6134' fax (515)281-6140; E-mail Carol.Stratemeyer@ 
iowa. 0 

The amendments were also Adopted and Filed Emer
gency n August 29,2003, and are published herein as ARC 
278 . The content of that submission is incorporated by 
reu ence. 

hese amendments are intended to implement 2003 Iowa 
ts, House File 534, sections 2, 3, 4, 18,29, 58 and 84. 

ARC 2781B 

AGRIClTLTURE AND L 
STEWARDSHIP DEPART 

Twenty-five interested persons, a governm al subdivision, an agency or 
association of25 or more persons may de nd an oral presentation hereon 
as provided in Iowa Code section 17A )"b." 

Notice is also given to the public at the Administrative Rules Review 
Committee may, on its own mo' or on written request by any individual 
or group, review this propos tion under section 17A.8(6) at a regular or 
special meeting where the p. lic or interested persons may be heard. 

ority ofIowa Code section 159.5(11), 
griculture and Land Stewardship gives 

Notice ofInten Action to rescind Chapter 59, "Sorghum," 
Iowa Admini ative Code. 

The put'll e of this rule making is to eliminate an obsolete 
chapter w, ch is not necessary and is largely unenforceable. 

Any . terested person may make written suggestions or 
com nts on the proposed amendment prior to 4:30 p.m. on 

I 

October 7, 2003. Such written material should be directed to 
Ron Rowland, Consumer Protection and Animal Health Di
vision Director, Department of Agriculture and Land Stew
ardship, Wallace State Office Building, Des Moines, Iowa 
50319. Comments may also be submitted by fax to (515) 
281-4282 or by E-mail toRon.Rowland@idals.state.ia.us. 

This amendment is intended to implement Iowa Code sec
tion 159.5(11). 

The following amendment is proposed. 

Rescind and reserve 21-Chapter 59. 

ARC 2784B 

DENTAL EXAMINERS BOARD[650] 
Notice of Termination 

Pursuant to the authority ofIowa Code section 147.76, the 
Board of Dental Examiners terminates the rule making initi
ated by its Notice of Intended Action published in the Iowa 
Administrative Bulletin on March 5, 2003, as ARC 2327B, 
amending Chapter 1, "Administration," and Chapter 10, 
"General Requirements," Iowa Administrative Code. 

The Notice proposed to amend the definition of "general 
supervision of a dental hygienist" and adopt a new definition 
of "collaborative agreement." 

The Board is terminating the rule making commenced in 
ARC 2327B based on written and oral comments. The 
Board is proposing an alternative rule to address hygiene ser
vices provided in public health settings. Notice of Intended 
Action on the new proposed rule is published herein as ARC 
2783B. 

ARC 2783B 

DENTAL EXAMINERS BOARD[65 
Notice of Intended Action 

Twenty-five interested persons, a governmental subdivision, an 
association of25 or more persons may demand an oral present 
as provided in Iowa Code section 17A.4(1)"b." 

Notice is also given to the public that the Administra' Rules Review 
Committee may, on its own motion or on written reque y any individual 
or group, review this proposed action under section 17. .8(6) at a regular or 
special meeting where the public or interested per s may be heard. 

Pursuant to the authority ofIowa C e section 147.76, the 
Board of Dental Examiners hereby es Notice of Intended 
Action to amend Chapter 10, "Ge ral Requirements," Iowa 
Administrative Code. 

This amendment allows a tist to provide public health 
supervision to a dental hyg' ist who is providing services 
within the scope of pracf e of dental hygiene in a public 
health setting. The arne ent defines public health settings 
and details the res pons' dities of each licensee operating un-
der public health su ision. 

Both the dentis nd the dental hygienist working under 
public health su rvision are responsible for maintaining 
contact and co unication with each other. The dentist and 
the dental h~ lenist must also have a written supervision 
agreement at provides age- and procedure-specific stand
ing order or the performance of dental hygiene services. 
The sta mg orders must include consideration for medical
ly co romised patients and medical conditions for which 

ices can be provided prior to a dental exam. The spe-
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ARC 2788B 

ADMINISTRATIVE SERVICES 
DEPARTMENT [11 ] 

Notice of Intended Action 

Twenty-fi interested persons, a governmental subdivision, an agency or 
association 25 or more persons may demand an oral presentation hereon 
as provided iowa Code section 17 A.4(1 )"b." 

Notice is also g n to the public that the Administrative Rules Review 
Committee may, its own motion or on written request by any individua 
or group, review th proposed action under section 17 A.8(6) at a regular 
special meeting whe the public or interested persons may be heard 

Pursuant to the a: thority of 2003 Iowa Acts, H se File 
534, section 4, the artment of Administrati~ Services 
proposes to rescind 40 Chapter 1, "Departm Organiza-
tion," 471-Chapter 1, rganization and a eration," and 
rule 581-19.1(19A), "s e System ofP onne]"; and to 
adopt ll---Chapter 1, "Dep ment Orga' tion," Iowa Ad
ministrative Code. 

The purpose of this new cha er is 
ing department organization fro t former departments of 
General Services, Personnel, an nformation Technology 
and the accounting function of e epartment of Revenue 
and Finance to the new Depa ent f Administrative Ser
vices and consolidate comm rules in a single chapter that 
sets forth the organization nd mission f the new Depart
ment. 

Public comments c 
will be accepted unti :30 p.m. on October ,2003. Inter
ested persons may bmit written, oral or e tronic com
ments by contac g Carol Stratemeyer, De rtment of 
Administrative ervices, Hoover State Office uilding, 
Level A, Des oines, Iowa 50319-0 104; telepho (515 
281-6134; f: (515)281-6140; E-mail Carol.Strateme er 
iowa.gov. 

These endments were also Adopted and Filed mer-
gency 0 August 29,2003, and are published herei 
2780 The content of that submission is inco 
refer ceo 

ese amendments are intended to imple 
s, House File 534, sections 2, 3, 4, 18, 

AGRICULTUR 
STEWARDSHIP 

ARC 2781B 

AND LAND 
PARTMENT[21] 

Twenty-five interested pers , a governmental subdivision, an agency or 
association of25 or more p sons may demand an oral presentation hereon 
as provided in Iowa Cod ection 17A.4(1)"b." 

Notice is also given t the public that the Administrative Rules Review 
Committee may, on' oWn motion or on written request by any individual 
or group, review th' proposed action under section 17 A.8(6) at a regular or 
special meeting ere the public or interested persons may be heard. 

Pursuant t the authority of Iowa Code section 159.5(11), 
the Depart nt of Agriculture and Land Stewardship gives 
Notice of tended Action to rescind Chapter 59, "Sorghum," 
Iowa A inistrative Code. 

Th urpose of this rule making is to eliminate an obsolete 
chap, r which is not necessary and is largely unenforceable. 
~ny interested person may make written suggestions or 

comments on the proposed amendment prior to 4:30 p.m. on 

October 7, 200 Such written material should be directed to 
Ron Rowlan onsumer Protection and Animal Health Di
vision Dir or, Department of Agriculture and Land Stew
ardship, allace State Office Building, Des Moines, 10 
50319. Comments may also be submitted by fax to ( 5) 
281 82 or by E-mail to Ron.Rowland idals.state.i. S. 

his amendment is intended to implement Iowa C 
on 159.5(11). 

The following amendment is proposed. 

Rescind and reserve 21-Chapter 59. 

ARC 2784B 

Pursuant to the authority Iowa Code section 147.76, the 
Board of Dental Examin terminates the rule making initi
ated by its Notice of In nded Action published in the Iowa 
Administrative Bulle' on March 5, 2003, as ARC 2327B, 
amending Chapter ,"Administration," and Chapter 1 0, 
"General Require ents," Iowa Administrative Code. 

The Notice posed to amend the definition of "genera] 
supervISIOn 0 dental hygienist" and adopt a new definition 
of "collabo ive agreement." 

d is terminating the rule making commenced in 
ARC 2 7B based on written and oral comments. The 
Boar proposing an alternative rule to address hygiene ser
vice provided in public health settings. Notice of Intended 

on on the new proposed rule is published herein as ARC 
83B. 

r ARC2783B * 
DENTAL EXAMINERS BOARD[650] 

Notice of Intended Action 

Twenty-five interested persons, a governmental subdivision, an agency or 
association. of25 or more persons may demand an oral presentation hereon 
as provided in Iowa Code section 17A.4(1)"b." 

Notice is also given to the public that the Administrative Rules Review 
Committee may, on its own motion or on written request by any individual 
or group, review this proposed action under section 17A.8(6) at a regular or 
special meeting where the public or interested persons may be heard. 

Pursuant to the authority ofIowa Code section 147.76, the 
Board of Dental Examiners hereby gives Notice of Intended 
Action to amend Chapter 10, "General Requirements," Iowa 
Administrative Code. 

This amendment allows a dentist to provide public health 
supervision to a dental hygienist who is providing services 
within the scope of practice of dental hygiene in a public 
health setting. The amendment defines public health settings 
and details the responsibilities of each licensee operating un
der public health supervision. 

Both the dentist and the dental hygienist working under 
public health supervision are responsible for maintaining 
contact and communication with each other. The dentist and 
the dental hygienist must also have a written supervision 
agreement that provides age- and procedure-specific stand
ing orders for the performance of dental hygiene services. 
The standing orders must include consideration for medical
ly compromised patients and medical conditions for which 
no services can be provided prior to a dental exam. The spe-
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DENTAL EXAMINERS BOARD[650](cont'd) 

cific location where services will be provided must be speci
fied. The agreement must also limit the length of time in 
which further hygiene services can be provided to a patient 
unless a dental exam has taken place. 

. The application of initial pit and fissure sealants by a den
tal hygienist under publiG health supervision prior to a dental 
exam shall also follow the supervising dentist's age- and 
procedure-specific protocols and be based on a dental hy
giene assessment. 

The dental hygienist must provide each patient, parent, or 
guardian a written plan for referral to a dentist. Patients must 
also sign a consent form that notifies the patient that the ser
vices that will be received do not take the place of regular 
dental checkups and are meant for people who otherwise 
would not have access to services. The supervision agree
ment must also specifY a procedure for creating and main
taining dental records for patients, including where these rec
ords are to be located. 

The dentist and dental hygienist must maintain the super
vision agreement and review the agreement at least biennial
ly. A copy of the agreement must be available to the Board 
upon request. To facilitate public health programs, a copy of 
the agreement must also be filed with the Oral Health Bureau 
of the Iowa Department of Public Health. The hygienist is 
also responsible for providing summary reports to the De
partment of Public Health to enable the Department to assess 
the impact of public health supervision to public health pro-
grams. ,~ 

This amendment is subject to waiver at the sole discretion 
of the Board in accordance with 650-Chapter 7. 

Any interested person may make written comments or 
suggestions on the proposed amendment on or before Octo
ber 7, 2003. Such written comments should be directed to 
Jennifer Hart, Executive Officer, Board of Dental Examin
ers, 400 SW 8th Street, Suite D, Des Moines, Iowa 50309-
4687. E-mail maybesenttojhart@bon.state.ia.us. 

Also, there will be a public hearing on October 16, 2003, 
beginning at 10 a.m. in the Conference Room, 400 SW 8th 
Street, Suite D, Des Moines, Iowa. At the hearing, persons 
will be asked to give their names and addresses for the record 
and to confine their remarks to the subject ofthe amendment. 
Any person who plans to attend the public hearing and who 
may have special requirements, such as hearing or mobility 
impairments, should contact the Board and advise of specific 
needs. 

This amendment was approved at the August 21, 2003, 
regular meeting of the Board of Dental Examiners. 

This amendment is intended to implement Iowa Code 
chapter 153. 

The following amenqrnent is proposed. 

Renumber 650-10.5(147,153,272C) as 650-
10.6(147,153,272C), and adopt the following new rule 
650-10.5(153): 

650-10.5(153) Public health supervision allowed. A den
tist who meets the requirements of this rule may provide pub
lic health supervision to a dental hygienist if the dentist has an 
active Iowa license and the services are provided in public 
health settings. 

10.5(1) Public health settings defined. For the purposes 
of this rule, public health settings are limited to schools; 
Head Start programs; federally qualified health centers; pub
lic health dental vans; free clinics; nonprofit community 
health centers; and federal, state, or local public health pro
grams. 

10.5(2) Public health supervision defined. "Public health 
supervision" means all of the following: 

a. The dentist authorizes and delegates the services pro
vided by a dental hygienist to a patient in a public health set
ting, with the exception that hygiene services may be ren
dered without the patient's first being examined by a licensed 
dentist; 

b. The dentist is not required to provide future dental 
treatment to patients served under public health supervision; 

c. The dentist and the dental hygienist have entered into 
a written supervision agreement that details the responsibili
ties of each licensee, as specified in subrule 10.5(3); and 

d. The dental hygienist has an active Iowa license with a 
minimum of three years of clinical practice experience. 

10.5(3) Licensee responsibilities. When working togeth
er in a public health supervision relationship, a dentist and 
dental hygienist shall enter into a written agreement that 
specifies the following responsibilities. 

a. The dentist providing public health supervision must: 
(1) Be available to provide communication and consulta

tion with the dental hygienist; 
(2) Have age- and procedure-specific standing orders for 

the performance of dental hygiene services. Those standing 
orders must include consideration for medically compro
mised patients and medical conditions for which a dental 
evaluation must occur prior to the provision of dental hy
giene services; 

(3) SpecifY a period oftime, no more than 12 months, in 
which an examination by a dentist must occur prior to provid
ing further hygiene services. However, this examination re
quirement does not apply to educational services, assess
ments, screenings, and fluoride if specified in the supervision 
agreement; and 

(4) SpecifY the location or locations where the hygiene 
services will be provided under public health supervision. 

b. A dental hygienist providing services under public 
health supervision may provide assessments; screenings; 
data collection; and educational, therapeutic, preventive, and 
diagnostic services as defined in rule 10.3(153), except for 
the administration of local anesthesia or nitrous oxide inhala
tion analgesia, and must: 

(1) Maintain contact and communication with the dentist 
providing public health supervision; 

(2) Practice according to age- and procedure-specific 
standing orders as directed by the supervising dentist, unless 
otherwise directed by the dentist for a specific patient; 

(3) Provide to the patient, parent, or guardian a written 
plan for referral to a dentist and assessment of further dental 
treatment needs; 

(4) Have each patient sign a consent form that notifies the 
patient that the services that will be received do not take the 
place of regular dental checkups at a dental office and are 
meant for people who otherwise would not have access to 
services; and 

(5) SpecifY a procedure for creating and maintaining den
tal records for the patients that are treated by the dental hy
gienist, including where these records are to be located. 

c. The written agreement for public health supervision 
must be maintained by the dentist and the dental hygienist 
and must be made available to the board upon request. The 
dentist and dental hygienist must review the agreement at 
least biennially. 

d. A copy of the agreement shall be filed with the Oral 
Health Bureau, Iowa Department of Public Health, Lucas 
State Office Building, 321 E. 12th Street, Des Moines, Iowa 
50319. 
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DENTAL EXAMINERS BOARD[650](cont'd) 

10.5(4) Reporting requirements. Each dental hygienist 
who has rendered services under public health supervision 
must complete a summary report at the completion of a pro
gram or, in the case of an ongoing program, at least annually. 
The report shall be filed with the oral health bureau of the 
Iowa department of public health on forms provided and in
clude information related to the number of patients seen and 
services provided to enable the department to assess the im
pact of the program. The department will provide summary 
reports to the board on-'an annual basis. 

This rule is intended to implement Iowa Code section 
153.15. 

ARC 2785B 

ENTAL EXAMINERS BOARD[650] 
Notice of Intended Action 

-five interested persons, a governmental subdivision, an agency 
assoc . on of2S or more persons may demand an oral presentation her n 
as pro ed in Iowa Code section 17A.4(1)"b." 

Notice is 0 given to the public that the Administrative Rules eview 
Committee ay, on its own motion or on written request by any i ividual 
or group, re w this proposed action under section 17A.8(6) at a gular or 
special meetin where the public or interested persons may be eard. 

Pursuant to e authority of Iowa Code sectio 147.76, the 
Board of Dental xaminers hereby gives Not' e of Intended 
Action to amend apter 29, "Deep Sedatio General Anes
thesia, Conscious edation and Nitrous xide Inhalation 
Analgesia," Iowa A inistrative Code. 

Item 1 ofthe amen ents adds a new efinition of"moni
toring nitrous oxide i alation analg a." Item 2 of the 
amendments establishe minimum tr ning standards for a 
dental hygienist who mo . tors a pat' nt under nitrous oxide 
inhalation analgesia. A d tist mu delegate the task, pro
vide direct supervision, an dis ss the patient following 
completion of the procedure. hygienist must also imme
diately report any adverse rea ns to the supervising den
tist. 

These amendments are not ct to waiver or variance as 
the rules establish minimu rain g standards and supervi
sion requirements that mu be fol wed in order to protect 
public health, safety, and elfare. 

Any interested perso may make 
suggestions on the prop, sed amendme on or before Octo
ber 7, 2003. Such wr' en comments s uld be directed to 
Jennifer Hart, Execu e Officer, Board Dental Examin
ers, 400 SW 8th St et, Suite D, Des Moi s, Iowa 50309-
4687. E-mail mayesentto·hartbon.sta.ia.us. 

Also, there wil e a public hearing on 0 ober 7, 2003, 
beginning at 10 . in the Conference Room 400 SW 8th 
Street, Suite D, es Moines, Iowa. At the hea g, persons 
will be asked t ive their names and addresses fo the record 
and to confin their remarks to the subject of t amend
ments. Any erson who plans to attend the publi earing 
and who ma have special requirements, such as he ing or 
mobility i airments, should contact the Board and vise 
of specific eeds. 

These endments were approved at the August 21, 2 3, 
regular eting of the Board of Dental Examiners. 

Thes amendments are intended to implement Iowa Cod 
chapter 147 and 153. 

The ollowing amendments are proposed. 

IT 1. Amend rule 650-29.1(153) by adopting the 
folIo ing new definition: 

nitoring nitrous oxide inhalation analgesia" means 
ontinu ly observing the patient receiving nitrous oxid and 

recognizl and notifying the dentist of any adve 
tions or co lications. 

ARC 2755B 

CONOMIC DEVELOPMENT, IOWA 
DEPARTMENT OF[261] 

Notice of Intended Action 

lVe interested persons, a governmental subdivision, an age yor 
associa of2S or more persons may demand an oral presentatio ereon 
as provid in Iowa Code section 17A.4(1)"b." 

Notice is als given to the public that the Administrative 
Committee m ,on its own motion or on written request by 
or group, revi his proposed action under section 17A.8(6 t a regular or 
special meeting ere the public or interested persons m be heard. 

ndments are intended to implement wa Code 
a Acts, 
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ARC 3041B 

DENTAL EXAMINERS BOARD[650] 
Adopted and Filed 

Pursuant to the authority ofIowa Code section 147.76, the 
Board of Dental Examiners hereby amends Chapter 10, 
"General Requirements," Iowa Administrative Code. 

This amendment allows a dentist to provide public health 
supervision to a dental hygienist who is providing services 
within the scope of practice of dental hygiene in a public 
health setting. The amendment defines public health settings 
and details the responsibilities of each licensee operating un
der public health supervision. 

Both the dentist and the dental hygienist working under 
public health supervision are responsible for maintaining 
contact and communication with each other. The dentist and 
the dental hygienist must also have a written supervision 
agreement that provides age- and procedure-specific stand
ing orders for the performance of dental hygiene services. 
The standing orders must include consideration for medical
ly compromised patient1t and medical conditions for which 
no services can be provided prior to a dental exam. The spe
cific location where services will be provided must be speci
fied. The agreement must also limit the length of time in 
which further hygiene services can be provided to a patient 
unless a dental exam has taken place. 

The application of initial pit and fissure sealants by a 
dental hygienist under public health supervision prior to a 
dental exam shall also follow the supervising dentist's age
and procedure-specific protocols and be based on a dental 
hygiene assessment. 

The dental hygienist must provide each patient, parent, or 
guardian a written plan for referral to a dentist. Patients must 
also sign a consent form that notifies the patient that the ser
vices that will be received do not take the place of regular 
dental checkups and are meant for people who otherwise 
would not have access to services. The supervision agree
ment must also specify a procedure for creating and main
taining dental records for patients, including where these rec
ords are to. be located. 

The dentist and dental hygienist must maintain the super
vision agreement and review the agreement at least biennial
ly. A copy of the agreement must be available to the Board 
upon request. To facilitate public health programs, a copy of 
the agreement must also be filed with the Oral Health Bureau 
of the Iowa Department of Public Health. The hygienist is 
also responsible for providing summary reports to the De
partment of Public Health to enable the Department to assess 
the impact of public health supervision on public health pro
grams. 

This amendment is subject to waiver at the sole discretion 
of the Board in accordance with 650----Chapter 7. 

Notice of Intended Action was published in the Iowa Ad
ministrative Bulletin on September 17, 2003, as ARC 
2783B. A public hearing on the amendments was held on 
October 16, 2003. Numerous written and oral comments on 
the proposed amendments were received. The amendment is 
identical to that published under Notice. 

This amendment was unanimously approved at a Decem
ber 2, 2003, teleconference meeting of the Board of Dental 
Examiners. 

This amendment is intended to implement Iowa Code 
chapter 153. 

This amendment wil1 become effective on January 28, 
2004. 

EDITOR'S NOTE: Pursuant to recommendation of the 
Administrative Rules Review Committee published in the 
Iowa Administrative Bulletin, September 10, 1986, the text of 
this amendment [10.5, 10.6] is being omitted. This amend
ment is identical to that published under Notice as ARC 
2783B, lAB 9/17/03. 

[Filed 1214/03, effective 1128104] 
[published 12124/03] 

[For replacement pages for lAC, see lAC Supplement 
12/24/03.] 

ONOMIC DEVELOPMENT, lOW 
DEPARTMENT OF[261] 

Adopted and Filed 

o the authority of Iowa Code sections 5.104 
e Iowa Department of Economic Dev opment 

adopts new apter 46, "Endow Iowa Grants rogram," 
Iowa Administr ive Code. 

Notice of Inte ed Action was published in e Iowa Ad
ministrative Bulle' on September 17, 2 3, as ARC 
2753B. 

The rules impleme the Endow Iowa G nts Program as 
authorized by 2003 10 Acts, First Extr rdinary Session, 
House File 692. The ru establish app' cation procedures, 
evaluation criteria, form award, an the contractual and 
compliance components 0 he Progr 

A public hearing to recei com ts about the proposed 
rules was held on October I ,20 . The following com
ments were received: 

• The Director of the Ore 
offered support for the rules as itten, but encouraged the 
Department to be sensitive to t saller donors and rural do
nors in the administration of e Pr ram. The Director also 
suggested that a definition f1 "perm ent endowment fund" 
be included in Chapter 46. 

• The Director of t Communi Vitality Center of
fered two suggestions: ) that the rule 'ncorporate a state
ment of guaranteed rtability for a 1iate community 
foundations that are r uired to make their eposits in the na
tionally certified fou ations, and that those at are the affil
iate groups receive me sort of guarantee tha: they would be 
allowed to make change in depository affil tions should 
they choose to d so; and (2) that there be a inistrative 
rules to establis point of ex-officio liaison fro the Com
munity Vitality enter that would work with the I d philan
thropic board nd attend the lead philanthropic bo d meet
ings. 

Based 0 these comments, the following change have 
been made 

• Gr mati cal changes and changes for the purpo of 
clarifica on have been made to the proposed rules. 

• definition for "permanent endowment fund" 11 
ded. 

T Iowa Department of Economic Development adopte 
thes rules on November 20, 2003. 

ese rules are intended to implement 2003 Iowa Acts, 
Fi t Extraordinary Session, House File 692, division VIII. 
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ARC 7555B 
DENTAL BOARD[650] 

Notice of Intended Action 

Twenty-five interested persons, a governmental subdivision, an agency or association of 25 or more 
persons may demand an oral presentation hereon as provided in Iowa Code section 17 A.4(1) "b. " 

Notice is also given to the public that the Administrative Rules Review Committee may, on its own 
motion or on written request by any individual or group, review this proposed action under section 
17 A.8(6) at a regular or special meeting where the public or interested persons may be heard. 

Pursuant to the authority of Iowa Code section 147.76, the Iowa Dental Board hereby gives Notice 
of Intended Action to amend Chapter 10, "General Requirements," Iowa Administrative Code. 

The amendment modifies licensee responsibilities under public health supervision by eliminating the 
provision that a public health supervision agreement must specify a period of time, no more than 12 
months, in which an examination by a dentist must occur prior to provision of further hygiene services 
by the hygienist. The amendment is proposed in response to a petition for rule making filed by the Iowa 
Dental Hygienists' Association seeking to remove barriers to access to dental care. The amendment 
allows the dentist and hygienist to determine the appropriate interval for a dental examination based on 
the needs of the patients in a public health setting. 

This amendment is subject to waiver at the sole discretion of the Board in accordance with 
650-Chapter 7. 

Any interesfed person may make written comments or suggestions on the proposed amendment on or 
before March 3, 2009. Such written comments should be directed to Jennifer Hart, Executive Officer, 
Iowa Dental Board, 400 SW 8th Street, Suite D, Des Moines, Iowa 50309-4687. E-mail may be sent to 
Jennifer.Hart@iowa.gov. 

Also, there will be a public hearing on March 3,2009, beginning at 10 a.m. in the Board Conference 
Room, 400 SW 8th Street, Suite D, Des Moines, Iowa. At the hearing, persons will be asked to give their 
names and addresses for the record and to confine their remarks to the subject of the amendment. Any 
person who plans to attend the public hearing and who may have special requirements, such as those 
related to hearing or mobility impairments, should contact the Board and advise of specific needs. 

This amendment was approved at the January 15,2009, regular meeting of the Iowa Dental Board. 
This amendment is intended to implement Iowa Code section 153.15. 
The following amendment is proposed. 

Amend subparagraph 10.5(3)"a"(3) as follows: 
(3) Specify a period of time, Ba mare tflafl 12 maa#ls, in which an examination by a dentist must 

occur prior to providing further hygiene services. However, this examination requirement does not apply 
to educational services, assessments, screenings, and fluoride if specified in the supervision agreement; 
and 
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ARC 7767B 
DENTAL BOARD[650] 

Adopted and Filed 

Pursuant to the authority ofIowa Code section 147.76, the Iowa Dental Board hereby amends Chapter 
10, "General Requirements," Iowa Administrative Code. 

The amendment modifies licensee responsibilities under public health supervision by eliminating the 
provision that a public health supervision agreement must specify a period of time, no more than 12 
months, in which an examination by a dentist must occur prior to provision of further hygiene services 
by the hygienist. The amendment is adopted in response to a petition for rule making filed by the Iowa 
Dental Hygienists' Association seeking to remove barriers to access to dental care. The amendment 
allows the dentist and hygienist to determine the appropriate interval for a dental examination based on 
the needs of the patients in a public health setting. 

Notice of Intended Action was published in the Iowa Administrative Bulletin on February 11, 2009, 
as ARC 7555B. A public hearing on the amendment was held on March 3,2009. Numerous written and 
oral comments were received. This amendment is identical to that published under Notice. 

This amendment was approved at the April 15, 2009, regular meeting of the Iowa Dental Board. 
This amendment is intended to implement Iowa Code section 153.15. 
This amendment will become effective on June 24, 2009. 
The following amendment is adopted. 

Amend subparagraph 10.5(3)"a"(3) as follows: 
(3) Specify a period of time, no more than 12 months, in which an examination by a dentist must 

occur prior to providing further hygiene services. However, this examination requirement does not apply 
to educational services, assessments, screenings, and fluoride if specified in the supervision agreement; 
and 

[Filed 4/21109, effective 6/24/09] 
[Published 5/20/09] 

EDITOR'S NOTE: For replacement pages for lAC, see lAC Supplement 5/20/09. 

ARC 7790B 

Pursuant to the authori Iowa Code section 147.76, t d hereby amends Chapter 
11, "Licensure to Practice De 'stry or Dental Hygiene," and Chapte , "Dental and Dental Hygiene 
Examinations," Iowa Administra . e Code. 

The purpose of these amendmen . s to remove the exam' IOn administered by the American Board 
of Dental Examiners, Inc. (AD EX) IT the list of e illations that dental hygiene applicants may 
complete to qualify for licensure byexa . ation. e ADEX examination is no longer administered 
by the Central Regional Dental Testing Ser c. (CRDTS), of which Iowa is a member. Applicants 
for dental hygiene licensure by examinatio take either the CRDTS examination or the Western 
Regional Examining Board, Inc. (WRE exami ion to qualify for licensure. 

These amendments are subject alver at the ole discretion of the Board in accordance with 
650-Chapter 7. 

Notice of Intended Actio inistrative Bulletin on February 11, 2009, 
as ARC 7567B. A public aring on the amendments was h on March 3,2009. No ora] or written 
comments were receiv . One change to the noticed rules has b made. In Item 3, subrules 12.4(1) 
to 12.4(3) have bee amended to clarify procedures for retaking a . d examination. Previously, the 
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10.3(3) Under the general or public health supervision of a dentist, a dental hygie' may provide 
educational services, assessment, screening, or data collection for the preparation 0 eliminary written 
records for evaluation by a licensed dentist. A dentist is not required to exam' a patient prior to the 
provision of these dental hygiene services. 

1 0.3(4) The administration of local anesthesia or nitrous oxide inha Ion analgesia shall only be 
provided under the direct supervision of a dentist. 

10.3(5) All other authorized services provided by a dental hygie . t to a new patient shall be provided 
under the direct or public health supervision of a dentist. An ex Illation by the dentist must take place 
during an initial visit by a new patient, except when hygiene rvkes are provided under public health 
supervision. 

10.3(6) Subsequent examination and monitoring 0 e patient, including definitive diagnosis and 
treatment planning, is the responsibility of the denti nd shall be carried out in a reasonable period of 
time in accordance with the professional judgmen f the dentist based upon the individual needs of the 
patient. 

10.3(7) General supervision shall not pre ude the use of direct supervision when in the professional 
judgment of the dentist such supervision i ecessary to meet the individual needs of the patient. 

This rule is intended to implement wa Code section 153.15. 

650-10.4(153) Unauthorized pr lice of a dental hygienist. A dental hygienist who assists a dentist 
in practicing dentistry in any ca city other than as an employee or independent contractor supervised 
by a licensed dentist or who . ectly or indirectly procures a licensed dentist to act as nominal owner, 
proprietor, director, or supe sor of a practice as a guise or subterfuge to enable such dental hygienist to 
engage in the practice of tistry or dental hygiene or who renders dental service(s) directly or indirectly 
on or for members of t public other than as an employee or independent contractor supervised by a 
licensed dentist shall e deemed to be practicing illegally. 

10.4(1) The uthorized practice of dental hygiene means allowing a person not licensed in 
dentistry or dent hygiene to perform dental hygiene services authorized in Iowa Code section 153.15 
and rule 650 0.3(153). 

10.4(2) e unauthorized practice of dental hygiene also means the performance of services by a 
dental hy . nist that exceeds the scope of practice granted in Iowa Code section 153.15. 

10. ) A dental"hygienist shall not practice independent from the supervision of a dentist nor shall 
a den hygienist establish or maintain an office or other workplace separate or independent from the 
offi or other-workplace in which the supervision of a dentist is provided. 

This rule is intended to implement Iowa Code sections] 47 J 0 147 57 And ! 53 J 5 

650-10.5(153) Public health supervision allowed. A dentist who meets the requirements of this rule 
may provide public health supervision to a dental hygienist if the dentist has an active Iowa license and 
the services are provided in public health settings. 

10.5(1) Public health settings defined For the purposes of this rule, public health settings are limited 
to schools; Head Start programs; federally qualified health centers; public health dental vans; free clinics; 
nonprofit community health centers; nursing facilities; and federal, state, or local public health programs. 

10.5(2) Public health supervision dfdined. "Public health supervision" means all of the following: 
a. The dentist authorizes and delegates the services provided by a dental hygienist to a patient in 

a public health setting, with the exception that hygiene services may be rendered without the patient's 
first being examined by a licensed dentist; 

b. The dentist is not required to provide future dental treatment to patients served under public 
health supervision; 

c. The dentist and the dental hygienist have entered into a written supervision agreement that 
details the responsibilities of each licensee, as specified in subrule 10.5(3); and 

d The dental hygienist has an active Iowa license with a minimum of three years of clinical 
practice exper-ience. 
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10.5(3) Licensee responsibilities. When working together in a public health superVISiOn 
relationship, a dentist and dental hygienist shall enter into a written agreement that specifies the 
following responsibilities. 

a. The dentist providing public health supervision must: 
(1) Be available to provide communication and consultation with the dental hygienist; 
(2) Have age- and procedure-specific standing orders for the performance of dental hygiene 

services. Those standing orders must include consideration for medically compromised patients and 
medical conditions for which a dental evaluation must occur prior to the provision of dental hygiene 
services; 

(3) Specify a period of time in which an examination by a dentist must occur prior to providing 
further hygiene services. However, this examination requirement does not apply to educational services, 
assessments, screenings, and fluoride if specified in the supervision agreement; and 

(4) Specify the location or locations where the hygiene services will be provided under public 
health supervision. 

b. A dental hygienist providing services under public health supervision may provide assessments; 
screenings; data collection; and educational, therapeutic, preventive, and diagnostic services as defined 
in rule 10.3( 153), except for the administration of local anesthesia or nitrous oxide inhalation analgesia, 
and must: 

(1) Maintain contact and communication with the dentist providing public health supervision; 
(2) Practice according to age- and procedure-specific standing orders as directed by the supervising 

dentist, unless otherwise directed by the dentist for a specific patient; 
(3) Provide to the patient, parent, or guardian a written plan for referral to a dentist and assessment 

of further dental treatment needs; 
(4) Have each patient sign a consent form that notifies the patient that the services that will be 

received do not take the place of regular dental checkups at a dental office and are meant for people who 
otherwise would not have access to services; and 

(5) Specify a procedure for creating and maintaining dental records for the patients that are treated 
by the dental hygienist, including where these records are to be located. 

c. The written agreement for public health supervision must be maintained by the dentist and the 
dental hygienist and must be made available to the board upon request. The dentist and dental hygienist 
must review the agreement at least biennially. 

d A copy of the agreement shall be filed with the Oral Health Bureau, Iowa Department of Public 
Health, Lucas State Office Building, 321 E. 12th Street, Des Moines, Iowa 50319. 

10.5(4) Reporting requirements. Each dental hygienist who has rendered services under public 
health supervision must complete a summary report at the completion of a program or, in the case 
of an ongoing-program, at least annually. The report shall be filed with the oral health bureau of the 
Iowa department of public health on forms provided and include information related to the number of 
patients seen and services provided to enable the department to assess the impact of the program. The 
department will provide summary reports to the board on an annual basis. 

This rule is intended to implement Iowa Code section 153.15. 
[ARC 7767B, lAB 5/20/09, effective 6/24/09] 

(130-10.6(14; ,IS3,2I2C) Oiher reqUIrements. 
10.6(1) Change of address or name. Eac rson licensed or registered by the board must notify 

the board, by written correspondence 0 ough the board's online system, of a change of legal name 
or address within 60 days of such ge. Proof of a legal name change, such as a notarized copy of a 
marriage certificate, must acc any the request for a name change. 

10.6(2) Child and de ent adult abuse training. Licensees or registrants who regularly examine, 
attend, counselor tre lIdren or adults in Iowa must obtain mandatory training in child and dependent 
adult abuse identi tion and reporting within six months of initial employment and subsequently every 
five years in a ordance with 650-subrule 25.2(9). 











































































































































































































































































































































1 

Iowa Board of Dental Examiners 
Regulatory Analysis – ARC 2783B 

Public Health Supervision of a Dental Hygienist 
 

Prepared by Jennifer Hart, Agency Rules Administrator, 
Iowa Board of Dental Examiners 

Approved December 2, 2003 
 
Introduction 
 
On August 21, 2003, the Board of Dental Examiners voted unanimously to file a Notice of 
Intended Action to amend 650—Chapter 10 by adopting a new rule related to public health 
supervision.  Notice of Intended Action was published in the Iowa Administrative Bulletin on 
September 17, 2003, as ARC 2783B.  The proposed amendment would allow a dentist to provide 
public health supervision to a dental hygienist who is providing services within the scope of 
practice of dental hygiene in a public health setting.  The amendment defines public health 
settings and details the responsibilities of each licensee operating under public health 
supervision.  The proposed rule differs significantly in one important aspect from existing dental 
hygiene supervision rules: under public health supervision, a dental hygienist may render 
services prior to a dentist examining the patient. 
 
On October 13, 2003, the Administrative Rules Review Committee (ARRC) discussed the 
Noticed rules and requested an informal regulatory analysis from the Board of Dental Examiners 
related to the proposed amendments.  The request for an informal analysis asked the Board to 
address specific concerns raised by the Iowa Dental Association in their memo to the ARRC, 
dated October 13, 2003.  The informal regulatory analysis provided here will address the IDA’s 
concerns within the framework of the requirements for an analysis as specified in Iowa Code 
section 17A.4A.  However, because this was an informal request for an analysis, the Board was 
advised by the committee that it is not under an obligation to publish the findings of this analysis 
in the Iowa Administrative Bulletin or to hold additional public hearings.  The information 
provided in this analysis is informational in nature to address questions raised by members of the 
ARRC, concerns of the IDA, and to guide the board in its decision making while considering 
adoption of the proposed amendments. 
 
Executive Summary 

 There is clear agreement that a dental access problem exists in the state of Iowa, just as in 
other parts of the U.S.  Seventy-two of Iowa’s 99 counties, and one urban area, have been 
designated as dental health profession shortage areas.   

 Less than one-third of Iowa Medicaid recipients received any dental services in FY 2003.   
 Dental caries is the single most common chronic childhood disease.  Twenty-five percent 

of children suffer 80 percent of tooth decay.  Poor children suffer twice as much tooth 
decay as their more affluent peers. 1 

 A number of factors are responsible for the access problem, including: low 
reimbursement rate for Medicaid claims; administrative burden of filing Medicaid claims; 
high failure rate of appointments for Medicaid patients; a lack of understanding of the 
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importance of oral health; a general shortage/maldistribution of dentists in Iowa; and a 
lack of dentist providers in Medicaid. 

 The Iowa Board of Dental Examiners became involved in the dental access debate for the 
first time in September 2002 in response to a petition for rulemaking.  The Board studied 
and debated this issue for over a year.  The Board believes its current rulemaking action 
strikes a compromise between the competing views of the IDA and IDHA and the 
Board’s obligation to protect the public.   

 The Board’s proposed amendment will allow a dentist to provide public health 
supervision to a dental hygienist who is providing services within the scope of practice of 
dental hygiene in a public health setting.  The Board’s proposal addresses previously 
identified concerns of maintaining board authority over licensees, ensuring practice 
protocols are written by a dentist, ensuring that protocols address medically compromised 
patients, ensuring that patients are advised in writing that the hygiene services do not 
substitute for a dental exam, that a written plan for referral to a dentist is made for all 
patients, that hygiene services are limited if a dental exam does not take place, and that 
procedures for maintaining dental records are established. 

 The Board’s proposed amendment is voluntary.  Both a dentist and a dental hygienist 
must agree to practice under public health supervision. 

 The Board’s proposed amendments address the regulatory barriers involving the high 
failure rate of Medicaid patients, the lack of understanding of the importance of oral 
health needs, and access to preventive services and treatment. 

 Dental sealants are a comparatively inexpensive, easy way to prevent tooth decay, 
especially in high-risk populations.  Research supports the safety of sealant placement, 
even in cases of incipient tooth decay. 

 The cost of implementing the proposed amendments is minimal compared to other 
alternatives.  Providing preventive care is cheaper than paying for more costly treatment 
needs.  Long-term savings can be realized by increasing access to preventive care.  The 
Iowa Department of Human Services supports the rule change proposed by the Board. 

 The dental access problem has been debated and studied in Iowa and across the nation for 
many years, with little or no progress in the state of Iowa.  Financial barriers seem to be a 
major limitation – most attempts to resolve the problem will require a substantial on-
going commitment of public funds.  With the difficult financial situation faced by the 
state legislature, there is only limited opportunity to fight the dental access problem using 
approaches that do not require a major commitment of public funds.  Many states are 
seeking innovative approaches to combat dental access, like expanding the role of dental 
hygienists through public health supervision.   

 The Board’s proposed rules have a limited ability to address the dental access problem, 
but do address important barriers to access.  By focusing on providing preventive 
services, access issues will be tackled by trying to reduce the need for more costly 
restorative dental treatment.  The board’s rules cannot address the real needs of 
patients—to find dental providers who are willing to accept new Medicaid patients and 
attend to their restorative treatment needs.  Combating this problem will require action 
and commitment from the Iowa legislature.  Given current budget realities, the Board’s 
approach is a relatively low-cost method of removing some regulatory barriers to 
positively impact the ability of patients who do not otherwise have access to care to 
receive preventive oral health services. 
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Oral Health in Iowa 
 
According to the report Oral Health in America: A Report of the Surgeon General,2 the 
following facts summarize the oral health problem in America: 

 Tooth decay is the single most common chronic childhood disease; it is five times more 
common than asthma and seven times more common than hay fever. 

 Over 50 percent of 5-9 year old children have at least one cavity or filling. 
 Poor children suffer twice as much decay as their more affluent peers, and their disease is 

more likely to be untreated. 
 Over 108 million children and adults lack dental insurance, which is over 2.5 times the 

number that lack medical insurance. 
 Children from families without dental insurance are 3 times more likely to have dental 

needs than children with dental insurance. 
 More than 51 million school hours are lost each year to dental-related illness. 

 
Specific surveys by the Iowa Department of Public Health (IDPH) further illustrate the oral 
health problem for Iowa children.3  An oral health survey of grades 2-4 conducted by department 
in 1999 found that: 

 57% of children had a history of decay; 
 68% of low-income children had a history of decay; 
 33% had untreated decay; 
 47% of low-income children had untreated decay; and 
 30% of low-income children had more than one decayed tooth. 

 
Data from the 2002-03 School-based Sealant Program4 (grades 2-7) also found that: 

 58% of children had a history of decay; 
 64% of Medicaid-enrolled children had a history of decay; 
 33% of children had untreated decay; and 
 39% of Medicaid-enrolled children had untreated decay. 

 
Claims data provided by the Department of Human Services show that less than one-third (32.5 
percent) of Iowa Medicaid-enrollees saw a dentist during fiscal year 2003.5  This figure 
compares to statistics from the Centers for Disease Control and Prevention National Center for 
Health Care Statistics that nationally approximately 73.3 percent of persons ages 2-17 had a 
dental visit in the last year and 64.6 percent of persons ages 18-64 were able to see a dentist in 
the last year.6  Even when poverty status is factored into these statistics, nationally 61.0 percent 
of poor children (family with income less than 100 percent of federal poverty level) and 63.2 
percent of “near poor” children (family with income between 100 and 200 percent of the poverty 
threshold) were able to see a dentist in the last year. For adults ages 18-64, these rates drop to 
45.8 percent of poor and 46.9 percent of near poor.  7 
 
The Iowa Department of Public Health Bureau of Health Care Access is responsible for 
designating health professional shortage areas (HPSAs) in the state of Iowa.  A designation of a 
dental health shortage area is based on either a geographic area or a special population group 
designation.  A geographic shortage designation is based on a population to provider ratio of 
5,000 to 1.  A special population group shortage designation is measured by using the income 
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rates of population below 200 percent of poverty and the physicians that participate in the 
Medicaid program.  The ratio must be 4,000 to 1.  In Iowa, there are 72 counties with dental 
health care shortage designations.  Seventy-two counties are whole county designations. In 
addition, one county (a portion of Polk County) is designated as a census tract Low-Income 
Population designation.8  See Attachment A for specific information on counties in Iowa that 
have been designated as dental shortage areas. 
 
Iowa’s 99 counties are scheduled to be reviewed later this year for updates.  According to the 
Bureau of Health Care Access, it is expected that more counties will qualify as shortage 
designation areas.  Bureau representatives also noted that if dental access were judged based on 
the ability of the uninsured to access care using a sliding fee scale, then virtually every county 
would qualify as the only dentists that are using a sliding fee scale are the community health 
centers, a United Way sponsored dental clinic in Polk County, and a solo practitioner in Lyon 
County. 
 
Results from these surveys and other findings clearly illustrate that, like the rest of the nation, 
Iowa is faced with a severe dental access problem.  Multiple barriers contribute to the dental 
access problem in Iowa and across the nation; these barriers are numerous, multi-dimensional, 
and complex.  The next section of this report will attempt to briefly describe the major barriers to 
dental access. 
 
Barriers to Access to Dental Care 
 
Numerous studies and groups have convened over the years to discuss the dental access problem 
and identify the barriers that contribute to the problem.  Nationally, many different government 
organizations and dental-related groups have identified barriers to greater oral health care access.  
Similar groups in Iowa have also identified these same barriers.  These barriers will be listed in 
brief and then addressed in more detail.  Barriers include the following: 

 Low reimbursement rate for Medicaid claims; 
 Administrative burden of filing Medicaid claims; 
 High failure rate of appointments for Medicaid patients, which increases the financial 

burden on providers; 
 Lack of understanding of the importance of oral health;  
 General shortage/maldistribution of dentists in Iowa; and 
 Lack of dentist providers in Medicaid that will take new patients. 

 
Reimbursement 

A low reimbursement rate for dental services provided to Medicaid patients is one of the 
most significant barriers affecting access to care for low-income patients.  Until July 2000, 
reimbursement to dentists treating Medicaid patients was based on a fee schedule that was last 
updated in 1987.  Previous increases allocated by the General Assembly were less than one-
fourth the rate of inflation for the dental component of the Consumer Price Index.9  In July 2000, 
reimbursement rates were increased using tobacco settlement funds to permit reimbursement at 
75 percent of the usual and customary fees.  However, budget shortfalls for the state general fund 
resulted in a 3% reduction in dental reimbursement beginning in July 2001.  When added to the 
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Consumer Price Index for medical inflation in the years 2000, 2001, and 2002, rates have 
returned dental reimbursement almost to the pre-2000 level.10 

 
The American Dental Association recently published a report that compares Medicaid 

reimbursement rates for 15 common pediatric dental services against prevailing fees charged for 
the same procedures by general practitioner dentists located in a given region.  In Iowa, the ADA 
report shows that Medicaid reimbursement rates for 12 of the 15 procedures are in the 9th 
percentile or below in relation to regional fees.  This means that 9 percent or fewer dentists 
charged the Medicaid fee or a lower fee for a specific procedure, while 91 percent charged a 
higher fee than the Medicaid reimbursement level.  The remaining 3 procedure reimbursement 
rates for Iowa are in the 10th to 24th percentile compared to regional fees.11   
 
Administrative Burden 

The administrative burden of filing Medicaid claims has historically been cited as a 
contributing barrier to access to care for Medicaid patients.  The perception that filing Medicaid 
claims is an overly complex process with multiple rejected claims and heavy paperwork 
prohibits some dental providers from participating in the program.  Even when the reality of the 
administrative requirements for Medicaid does not differ significantly from similar claims issues 
with other insurance companies, perceptions of a high administrative burden persist. 
 

According to discussions of the Dental Advisory Council (DAC) of the Department of Public 
Health, complaints about the process from providers include the following:  a high rate of 
rejected claims, sometimes for little mistakes; delayed payment based on rejected claims; 
requirements for multiple claims re-submissions; additional paperwork burdens for prior 
authorizations, claims, and resubmissions; a lengthy and cumbersome application process; 
difficulty accessing a “live person” for customer service; and problems with the claims agency 
not recognizing standard ADA code procedures.12  Another common administrative complaint 
cited is the need for prior authorizations for certain dental work.  Prior authorizations are 
required for some periodontics work, crowns, dentures, and orthodontia dental work.  According 
to a representative from the Iowa Department of Human Services (DHS), however, there have 
not been complaints about the prior authorization requirements for several years.13   

 
Furthermore, DHS reports that other improvements have been made in an attempt to reduce 
administrative requirements.  According to the DAC, however, the overall feeling was that 
although the system for claims submission was deemed “doable” it was very labor intensive, 
thereby resulting in doing more work for less money.  Coupled with negative provider 
perceptions about the process, administrative issues with Medicaid continue to contribute to the 
dental access problem.   
 
High Failure Rate of Appointments 
The 1997 IDA Medicaid Dental Task Force identified a high failure rate of appointments as a 
major reason that dentists did not participate in the Medicaid program.14  Broken appointments 
and a high “no-show” rate increase the financial burden on providers.  A recent study that 
assessed the appointment-keeping behavior of Medicaid-enrolled pediatric dental patients in 
Eastern Iowa found that 35 percent of Medicaid dental appointments cancelled, failed, or were 
late, compared to 15% of non-Medicaid appointments at these same practices.15   
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Various reasons contribute to the high failure rate of appointments for Medicaid beneficiaries.  
Getting time off from work to visit the dentist, arranging transportation to the dentist, and finding 
or affording child care for dental appointments, while minor inconveniences for higher-income 
patients, can be significant barriers for low-income patients.16  Although there are programs like 
Medicaid’s Early & Periodic Screening, Diagnosis & Treatment (EPSDT) care coordination that 
can assist children on Medicaid with these barriers, more must be done to educate beneficiaries 
and providers on the availability of these programs.   
 
Lack of understanding of the importance of oral health 
A lack of understanding of the importance of oral health prevention and treatment needs is 
another barrier to achieving greater access to dental care.  All patients, regardless of income, 
must understand the importance of regular and ongoing oral health care.  Policymakers must also 
understand the impact of inadequate oral health to the overall health of their constituents and 
communities.  Education should stress the cost savings to individuals and to state budgets on 
accessing preventive services to avoid more costly dental treatment services. 
 
Both patients and policymakers must understand that poor oral health can lead to more 
significant and costly health problems.  For example, research has established a link between 
periodontal disease and low-birthweight babies in mothers with higher levels of periodontal 
disease.  In addition, several studies have found that people with periodontal disease are more 
likely to have cardiovascular disease and are more likely to have difficulty controlling blood 
sugar with diabetes.  Another study found that mother’s with untreated decay were more likely to 
pass decay-causing bacteria from their mouths to the mouth of their infants. 
 
For families with limited incomes or families that have other barriers to care like a lack of 
transportation, dental services are often considered deferrable until dental problems become 
painful.  As a result, oral health needs often receive low priority and patients may not practice 
good oral hygiene or follow dentists’ instructions.   Adult patients and parents of children need to 
be educated about the importance of oral health, the need for early care to prevent common 
dental problems, and how to access services, such as the EPSDT program, that will facilitate 
referral to dentists, appointment reminders, and transportation to care.  Until oral health is valued 
as equally important as other health services, disparities in access to care will continue to exist.   
 
General shortage of dentists in Iowa 
Further exacerbating the dental access problem is a general shortage of dentists in certain areas 
of the state.  Rural areas of the state are especially vulnerable due to an aging dentist population 
and the challenges of recruiting new dental practitioners.  As discussed earlier, 72 of Iowa’s 99 
counties are designated as dental health profession shortage areas.  The simple fact is that for 
many of Iowa’s counties, there simply are not enough dentists. 
 
Statistics from the Office of Statewide Clinical Education Programs, UI Carver College of 
Medicine, show that Iowa had 1,302 private practice dentists in 2001; 173 of these dentists were 
age 60 or older.  This figure also represents a consistent decline in Iowa’s overall private practice 
dentist population between 1997 and 2001.  In 1998 there was a net loss of 18 private practice 
dentists in Iowa; in 1999, there was a net loss of 1 dentist, followed by a net loss of 13 dentists in 
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2000, and a net loss of 11 dentists in 2001.  Retirement is responsible for just over half of the 
attrition rate.  Relocation was responsible for about 30 percent of the attrition, while death and 
other reasons accounted for about 15 percent of the attrition.17   
 
While 2002 brought the first net gain (+19) in Iowa’s private practice dentist workforce in 
several years, critical shortages still remain in many areas of the state.18   The age distribution of 
Iowa’s dentists also shows some cause for concern.  Only about 22 percent of Iowa’s dentist 
workforce is under 40 years of age.  About 32 percent of all Iowa dentists are between 40 to 49 
years of age, while 31 percent are between 50 and 59 years of age, and 14.5 percent are age 60 or 
older.  Cumulatively, 45.5 percent of Iowa’s dentists are age 50 or older.19 
 
Iowa’s dental workforce shortage is not unique.  While a 2001 Report on Dental Workforce by 
the American Dental Association argued that the national dental workforce seems to be adequate, 
the report acknowledged that regional workforce issues do exist and may become more 
pronounced in the future.20   
 
Nationally, the number of dental school graduates is decreasing.  Last year there were 344 vacant 
faculty positions at 54 dental schools nationwide.21   Shortages in dental school faculty affect the 
ability of schools to educate and train more graduates and dental specialists.  Coupled with a 
rising U.S. population and the large number of dentists who are eligible for retirement in the near 
future, these shortages are particularly troubling.  Even in states where the number of practicing 
dentists is deemed adequate for the state’s population, a maldistribution of dentists in the state 
can severely hamper access to care, particularly in rural areas.  In a state that is predominately 
rural like Iowa, these problems are more apparent.   
 
The dental workforce issue is also complicated by the lack of an adequate number of 
practitioners who are trained to treat children.  There is a severe shortage of pediatric dentists in 
Iowa and around the nation.  Nationwide, only about 2.5 percent of dentists specialize in 
pediatric dentistry.22  In Iowa, there were only 30 pediatric dental specialists in private practice 
in 2002.23  For children with special health needs who require the services of a pediatric 
specialist, this creates unique access difficulties.   
 
A particular access problem for children under age 3 also exists because a large number of 
general dental practitioners will not treat children this young.  Both the American Academy of 
Pediatrics and the American Association of Pediatric Dentistry recommend that all children be 
seen by a dentist within 6 months of the first eruption of teeth or by age one. EPSDT guidelines 
recommend dental visits at least yearly thereafter until the age of 3 and twice yearly after that.  
Despite these recommendations, the vast majority of dentists will not treat children under age 3.  
Only 200 dental providers statewide are listed on the EPSDT Registry as being willing to treat 
children under age 3.24 In fact, a 1996 survey of dentists conducted by Dr. Michael Kannelis 
through the Public Policy Center at the University of Iowa, found that only 11 percent of dentists 
surveyed thought that children should be seen by age 1. 
 
For low-income children who are especially vulnerable to dental disease, this situation is 
especially troubling.  Significant dental disease can occur in young children.  Of particular 
concern is a condition called early childhood carries or ECC. Early childhood caries, sometimes 
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called baby bottle tooth decay, is rampant caries in the primary teeth of infants and toddlers, 
typically the result of a child going to bed with a bottle of sugared drinks or pop or drinking at 
will from a bottle during the day.  Most cases of ECC are preventable, but early detection is 
necessary to prevent or stop the progression of the disease.25  Studies show that up to twenty 
percent of children from families with low incomes have ECC. 
 
Because of the risk of ECC for children from low-income families, it is especially important that 
early access to dental care take place.  When treatment for rampant decay is delayed, costs can 
increase dramatically.  In some cases, hospital care is required to treat rampant decay by 
providing restorative care to young children under general anesthesia.  In a study of expenditures 
for restorative dental care delivered under general anesthesia to Iowa Medicaid children, costs 
were $2,009 per case.26  According to the study, “less than 2 percent of Medicaid-enrolled 
children under 6 years of age who received any dental service accounted for 25 percent of all 
dollars spent on dental services for this age group, including hospital and anesthesia care.” The 
minimal costs of educating parents of young children, providing early preventive services like 
fluoride varnish, and ensuring routine early access to care pales in comparison. 
 
Lack of dentist providers in Medicaid 
Faced with an overall shortage of dentists for the entire population, the problem of finding 
dentists to treat Medicaid and other low-income patients is exacerbated.  Even where there is an 
adequate supply of dentists, few treat a significant number of Medicaid patients.  According to 
the United States General Accounting Office (GAO), “While several factors influence the access 
low-income groups have to dental care, the primary one is limited dentist participation in 
Medicaid.”27  This national problem is mirrored in the state of Iowa. 
 
During fiscal year 2003, there were 1,118 dentists in Iowa who billed Medicaid, including 58 
staff and residents at the University of Iowa College of Dentistry.  However, 160 of these 
dentists, about 14 percent, saw 10 or fewer Medicaid patients. Only 394 dentists saw 100 or 
more Medicaid patients.  The median number of patients seen was 55: half of all the dentists saw 
more than 55 patients, while half saw fewer than 55 patients.28   
 
Of more significant concern is the number of dental providers who are willing to treat new 
Medicaid patients.   According to a statewide survey of dentists conducted in March of 2002 by 
the University of Iowa Department of Pediatric Dentistry, only 168 providers in the state of Iowa 
were willing to have their name listed on the EPSDT Registry as accepting new Medicaid 
patients.  Only 200 providers statewide would see children under the age of 3, regardless of 
payment source.29  
 
The problem of finding dentists willing to treat new Medicaid patients is particularly difficult in 
rural areas of the state where there is already a limited number of dentists for all patients.  
However the problem is not uniquely rural.  For example, in Polk County there are only 9 
providers on the registry that accept new Medicaid patients out of a total of 223 providers.  
 
Although there are a few more dentists who accept patients in all three categories, but who did 
not want to have their names listed on the registry, the number does not significantly affect 
access for new Medicaid patients (in 2000, the discrepancy was about 7% of dentists who saw 
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patients in any of the three categories but who did not want their name published on the 
registry).30  Indeed, the fact that many dentists are fearful of advertising their willingness to treat 
new Medicaid patients is indicative of the severe problems faced by the program.  Because the 
need is so great, some dentists are unwilling to have their name published on the registry for fear 
of being overwhelmed by new patients seeking care.  While there was some increase in the 
number of providers published in the EPSDT Registry between 2000 and 2002, there is still a 
severe shortage of providers willing to treat new Medicaid patients and children under age three. 
 
According to the GAO, the primary reason cited for not treating Medicaid patients are that 
payment rates are too low.  Coupled with the perceived administrative burden in treating 
Medicaid patients, patient issues like appointment-keeping, and dentists’ attitudes toward low-
income patients, provider participation will continue to be a problem.  In a study of states that 
took various steps to improve access to care among Medicaid recipients, including raising 
payment rates, streamlining administrative processes, and conducting outreach activities to both 
dentists and beneficiaries, the GAO found that low utilization remained a problem.31  
 
In the conclusion of its study, the GAO stated 

Despite the availability of dental coverage through public programs such as Medicaid, 
SCHIP, and other HHS programs, access to dental services remains low for low-income 
populations.  Structural issues that affect service use across all income levels – including 
the availability of dentists and the priority that individuals assign to preventive dental 
care – are often more pronounced for low-income populations.  Despite federal and state 
programs to improve access to dental care for low-income or otherwise disadvantaged 
populations, difficulties remain.  The experience of states working to attract more dentists 
to Medicaid by paying higher fees, streamlining administrative requirements, and 
providing patient education has resulted typically in some incremental improvements in 
access…this is a public health issue that requires the concerted attention of many, 
especially the public and private sectors at the federal, state, and local levels.32  

 
The Board’s Proposed Amendment 
 
This section of the regulatory analysis will provide a brief history of the Board of Dental 
Examiners proposed amendment and specific information about what the amendment requires. 
 
History of the Amendment 
The Iowa Board of Dental Examiners became involved in the dental access problem for the first 
time in September 2002 in response to a petition for rulemaking filed by the Iowa Dental 
Hygienists’ Association.  Prior to this petition, the Board had not been involved in any previous 
efforts to study or address the dental access issue.  The petition for rulemaking was the first time 
that the Board was asked to address the access issue from a regulatory perspective. 
 
The petition proposed to amend 650—1.1(153) by adopting a new definition of “public health 
supervision” to allow dental hygienists with a specified level of education and experience to 
provide services to dentally underserved and at-risk populations as long as the hygienist follows 
protocols approved by the Bureau of Oral Health of the Department of Public Health.  Following 
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review of the petition and related information, the Board voted in November 2002 to deny that 
petition.   In its written denial, the Board identified several flaws with the petition: 

 The original petition placed responsibility for writing practice protocols with the Bureau 
of Oral Health, with no mechanism for Board oversight.  No protocols currently existed 
and the Board lacked legal authority to determine if supervision and practice protocols 
were appropriate. 

 The Board was concerned that the Bureau of Oral Health would soon be without a dental 
director, meaning that a person without dental training could potentially be responsible 
for writing dental protocols.  Since only a dentist can supervise a dental hygienist, it 
would have seriously undermined the program. 

 The petition lacked a clear and specified plan to ensure dental diagnosis takes place.  The 
Board was concerned that patients may mistakenly believe that no further treatment was 
needed and that a hygienist could diagnose dental problems. 

 The petition did not fully define the settings where public health supervision could take 
place. 

 The Board was concerned that the petition lacked a substantive plan to ensure that 
patients requiring care beyond the scope of dental hygiene services would be referred to a 
dentist for other treatment needs.  The Board noted that of the 16 states reviewed that 
allowed alternative public health practice, almost all required some type of formal 
involvement by a dentist.   

 The Board was concerned that the petition would be a step backwards from existing 
programs by placing responsibility for supervision in an entity and not a dentist.   

 
While the Board noted that the petition was flawed in several respects, the Board expressed its 
desire to formally explore the access to care issue, to explore other alternatives, and its pledge to 
work with all interested parties on this issue.  Following denial of the petition, the Board worked 
to put together an Access to Care Committee with representation from all interested parties.  
However, after considering that the Board’s committee was duplicative to a Dental Advisory 
Committee (DAC) of the Iowa Department of Public Health, the Board decided to instead seek 
representation on the DAC.  In the interim, while the Board was in the process of forming a 
committee, it was asked to consider another petition for rulemaking. 
 
In December 2002, the Iowa Dental Hygienists’ Association filed a second petition for 
rulemaking with the Board of Dental Examiners.  The second petition sought to amend the 
Board’s rules by changing the definition of “general supervision of a dental hygienist” and 
adding a new definition of “collaborative agreement.” The amendments would have allowed a 
dental hygienist who has 2,500 hours of clinical practice or who is employed as a public health 
hygienist as of June 1, 2003, to perform preventive services in settings other than a private dental 
office without the patient’s first being examined by a dentist.  The hygienist must have entered 
into a collaborative agreement with a dentist who authorizes and accepts responsibility for the 
services provided by the hygienist.  The collaborative agreement must contain protocols or 
standing orders for the hygienist to follow. 
 
In a split vote in January 2003, the Board voted to accept the petition and file Notice of Intended 
Action on the amendments proposed in the petition.  Notice of Intended Action was published in 
the Iowa Administrative Bulletin as ARC 2327B on March 5, 2003.  A public hearing on the 
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noticed rules was held in April 2003.  Approximately 120 written and oral comments on the 
proposed rules are received: about one-third of the comments expressed support, while the vast 
majority expressed opposition and others were undecided or supportive only if changes were 
made.  Most of the comments received in opposition to the proposed amendments reiterated the 
concerns of the Iowa Dental Association (IDA).  Concerns expressed by the IDA in their written 
comments were as follows: 

 The IDA felt the proposed amendments were contrary to Iowa law because they failed to 
ensure that a dentist would look over, inspect, or oversee the work of a dental hygienist. 

 The IDA was concerned that ongoing hygiene services could potentially be provided 
without assurance that a dentist would see the patient.  The IDA expressed concern that 
there was not a mechanism to ensure that a dental exam takes place. 

 The IDA expressed concern about the potential liability of a dentist under a collaborative 
agreement. 

 The IDA expressed concern about services being provided to medically compromised 
patients. 

 The IDA expressed concern about lack of training in diagnosing dental conditions and 
disease by dental hygienists, which could lead to delayed or missed diagnosis.  Concern 
was also expressed that hygienists lack education to formulate comprehensive dental 
treatment plans. 

 The IDA expressed concern about lack of training in pharmacology by hygienists and the 
inability of hygienists to prescribe medications.  According to the IDA, this could create 
concerns for medically compromised patients or in the event of an allergic reaction. 

 The IDA expressed the concern that without the presence of a dentist, patients might 
believe critical diagnosis and treatment planning services were rendered. 

 
Other comments in opposition to the proposal identified the following issues: 

 Many comments expressed concerns about a dentist possibly having multiple agreements 
with multiple hygienists; 

 Numerous comments suggested that the time period for a dental exam be specified under 
a collaborative agreement to ensure an exam takes place within a reasonable amount of 
time; 

 Many expressed the belief that some care is not always better than no care – because it 
could give a false sense of security to patients or could lead to problems diagnosing 
decay if a sealant was placed; 

 Many comments suggested specifying the settings where care could be rendered; 
 Multiple dentists commented on their belief that the proposal will not help the access 

problem because of lack of adequate reimbursement in Title XIX, lack of appropriate 
facilities and equipment to provide care to underserved, administrative burden in reaching 
target populations, the problems of keeping appointments; and a lack of adequate dental 
and dental hygiene providers; 

 There was concern about dental record issues including where records would be 
maintained and stored; and 

 Many expressed their belief that the proposal creates substandard care for underserved 
populations. 
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In April 2003, the Board of Dental Examiners met to review the Notice and the comments 
received.  Due to the number of concerns, the Board voted unanimously to refer consideration of 
the pending rules to a Board committee, with committee recommendations due back at the 
August Board meeting.   
 
The Board committee met with representatives from the Iowa Dental Association and Iowa 
Dental Hygienists’ Association in May 2003 to discuss the proposed rules further.  At the May 
meeting, the Board committee identified the following concerns with the proposed amendments: 

 The committee and legal counsel for the Board expressed significant concern about 
whether the placement of sealants without a dental exam met the standard of care.  
Sealants were a major component of the proposal.  However, at the time the committee 
felt that whether a tooth is appropriate to be sealed requires a dental diagnosis and that 
the standard of care for this diagnosis should not be different in two different settings.   

 The committee discussed the question of liability, which had also been raised a number 
of times.  The Board is not involved in typical questions of liability – that is a 
determination between an insurance company and the policy holder.  However, the Board 
needs to be able to address responsibility from an enforcement perspective.  If a 
complaint about one of these cases would come in, the Board must be able to answer 
questions related to who is the dentist of record, where to find dental records, etc. 

 The committee expressed concern regarding if a hygienist was working under multiple 
agreements, each with different protocols, then how do you determine for any given 
patient who the dentist of record is and what protocols the hygienist is supposed to be 
working under?  If records had to be subpoenaed, who do you issue the subpoena to? 

 The committee discussed some concern that the current wording was ambiguous and did 
not make it clear whether this created a new level of supervision under the collaborative 
agreement.  The wording needed to be modified for clarity.   

 The proposal also referred to a public health hygienist.  However, there is no definition of 
a public health hygienist anywhere in the rules.  It is not clear if it meant someone with 
specific public health education or just anyone with experience in public health. 

 The amendments also referred to preventive services.  However, the term “preventive 
services” has a very narrow meaning under board rules.  Preventive services only refer to 
sealant and fluoride rinse programs.  Therapeutic services deal with prophylaxis, scaling 
and root planing.  Under the proposal, a hygienist could continually perform scaling and 
root planing without a dentist ever examining a patient.   

 Questions concerning record keeping and who is responsible also need to be addressed.   
 The committee also discussed that the meaning of health care facility was also unclear, 

overly broad, and needed to be more clearly defined. 
 
Committee members felt that it should not be the Board’s responsibility to work out a solution to 
the many unanswered questions with the proposal.  Committee members felt that the associations 
needed to work out a solution together.  In the meantime, the committee suggested the waiver 
process as a mechanism to work out problems on a case-by-case basis.  The committee 
recommended that the Board not move forward with the Notice of Intended Action.  The 
committee also unanimously suggested that the dental and dental hygiene association work 
together to discuss their concerns and attempt to resolve this issue. 
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Following the May committee meeting, the associations failed to meet and attempt to resolve 
differences related to the proposed amendments.  The Director of the Iowa Department of Public 
Health, in consultation with the Governor’s office, also attempted to facilitate meetings between 
the groups to resolve concerns.  These attempts were also unsuccessful.  Following unsuccessful 
attempts to mediate a resolution and with the support of the Governor’s office, the Board’s 
committee worked to develop a compromise proposal that would address many of the concerns 
previously identified, ensure sufficient patient protections were established, and facilitate access 
to services in public health settings.   
 
Committee members developed the current proposal based on a review of programs in other 
states, feedback from the earlier petitions and rulemaking actions, and comments received.  The 
full Board met in August and unanimously voted to support the committee’s proposal.  The 
Board voted to terminate the rule making commenced in ARC 2327B and file Notice of Intended 
Action to amend Iowa Administrative Code 650—Chapter 10, “General Requirements,” by 
adopting a new amendment related to public health supervision, as proposed in ARC 2783B. 
 
The Board’s Public Health Supervision Amendment 
The proposed amendment in ARC 2783B would allow a dentist to provide public health 
supervision to a dental hygienist providing services within the scope of practice of dental 
hygiene in a public health setting.  The amendment defines public health settings and details the 
responsibilities of each licensee operating under public health supervision.  The proposed rule 
differs significantly in one important aspect from existing dental hygiene supervision rules: 
under public health supervision, a dental hygienist may render services prior to a dental exam of 
the patient based upon written protocols 
 
Both the dentist and the dental hygienist working under public health supervision are responsible 
for maintaining contact and communication with each other.  The dentist and the dental hygienist 
must also have a written supervision agreement that provides age and procedure specific 
standing orders for the performance of dental hygiene services.  The standing orders must 
include consideration for medically compromised patients and medical conditions for which no 
services can be provided prior to a dental exam. The specific location where services will be 
provided must be specified.  The agreement must also limit the length of time in which further 
hygiene services can be provided to a patient unless a dental exam has taken place. 
 
The application of initial pit and fissure sealants by a dental hygienist under public health 
supervision prior to a dental exam shall also follow the supervising dentist’s age and procedure 
specific protocols and be based on a dental hygiene assessment.  
 
The dental hygienist must provide each patient, parent, or guardian a written plan for referral to a 
dentist.  Patients must also sign a consent form that notifies the patient that the services that will 
be received do not take the place of regular dental checkups and are meant for people who 
otherwise would not have access to services.  The supervision agreement must also specify a 
procedure for creating and maintaining dental records for patients, including where these records 
are to be located. 
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The dentist and dental hygienist must maintain the supervision agreement and review the 
agreement at least biennially. A copy of the agreement must be available to the board upon 
request.  To facilitate public health programs, a copy of the agreement must also be filed with the 
Oral Health Bureau of the Iowa Department of Public Health.  The hygienist is also responsible 
for providing summary reports to the Department of Public Health to enable the department to 
assess the impact of public health supervision to public health programs. 
 
In creating its current proposal, the Board carefully considered the concerns previously identified 
with the first two petitions for rulemaking, the many written comments received, and similar 
programs and supervision rules from other states.  The Board sought to balance competing views 
on this complex issue, with the need to provide more services to the underserved and the 
overwhelming need to ensure that public health, safety, and welfare is protected under the rules.  
After considering the issue at length, the Board believes that there may be regulatory barriers that 
could be removed that may impact access to care for some underserved people.  The Board’s 
believes its current rulemaking action strikes a compromise between the competing views of the 
IDA and IDHA and the Board’s obligation to protect the public.   
 
Barriers Addressed by the Proposed Amendments 
 
While the Board acknowledges that it cannot begin to address all of the barriers contributing to 
Iowa’s overwhelming dental access problem, the Board believes it can remove certain regulatory 
obstacles.  Any action that the Board takes will be innovative from the perspective that the Board 
has not previously been involved in the dental access issue in Iowa.  However, as with any 
innovative approach, it is impossible for the Board to accurately predict the true impact the 
change will have on addressing the many complex barriers to oral health care.  With that in 
mind, there are three main areas that the Board’s proposed amendments can impact:   

 Lack of understanding of the importance of oral health needs;  
 High failure rate of appointments; and 
 Access to preventive services. 

 
Dental hygienists are licensed oral health professionals who focus on preventing and treating oral 
diseases by providing clinical and therapeutic services as well as oral health education.  In the 
state of Iowa, all dental hygienists are required to graduate from an accredited dental hygiene 
program that is at least two years in length.  Hygienists must also successful complete the written 
National Board Dental Hygiene Examination as well as a regional examination that includes both 
written and clinical components.  According to education standards for dental hygiene education, 
students are prepared to assume responsibility for individual oral health counseling, community 
health programs, assessment, planning, and implementation of preventive and therapeutic 
services.33   
 
Dental hygienists are front-line providers in educating the public and patients in the importance 
of oral health and preventive care.  In fact, Board rules at Iowa Administrative Code 650—
10.3(153) specify four categories of dental hygiene services:  educational, therapeutic, 
preventive, and diagnostic.  Education on the importance of oral health is a large component of 
dental hygiene and one of their primary responsibilities.   
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Dental hygienists can play an important role in educating patients and policymakers about the 
importance of oral health so that this barrier can be reduced or eliminated.  Dental hygienists can 
help to educate and counsel patients about oral hygiene techniques to maintain healthy teeth and 
gums, teach strategies for plaque control, stress the importance of good nutrition to maintain 
optimal oral health, provide prevention strategies for parents to eliminate or reduce the risk of 
early childhood caries/ baby bottle syndrome, and communicate the importance of regular and 
on-going preventive dental care.  Hygienists can also educate parents on the importance of 
keeping appointments and how early preventive care can help prevent more costly and time-
consuming restorative dental care.  With better education, treatment needs can be reduced 
because much of the disease experience by children and adults could be prevented with better 
personal care. 
 
As discussed previously, a high failure rate of patient appointments is another contributing 
barrier to greater access to dental care.  A lack of transportation, inability to get time off from 
work, inability to find child care, and a lack of understanding of the importance of oral health 
needs all contribute to the problem that low-income patients have keeping appointments.  If more 
services can be provided in fewer appointments, this barrier becomes less of an obstacle for low-
income patients.   
 
Under existing programs, it may require the coordination and time commitment of at least three 
different appointments to have an oral prophylaxis: the initial screening at a public health clinic 
and referral to a dentist; the appointment and initial exam by the dentist following the lengthy 
wait for the appointment (or inability to find a provider accepting new Medicaid patients); 
followed by the appointment for the prophylaxis/cleaning and any additional appointments for 
further treatment needs.  If a hygienist is working under public health supervision, the hygienist 
could provide the cleaning at the initial screening visit, thereby reducing the number of 
appointments needed.  If fewer appointments are necessary, there is less of an opportunity to 
miss appointments and it may be easier to keep future ones. 
 
Under the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) component of 
Medicaid, dental hygienists can also help by facilitating care coordination for families with 
children from birth to 21 years of age.  The Iowa Department of Public Health administers 
informing and care coordination services for the Department of Human Services.  IDPH 
contracts with 26 Title V agencies in the state to provide ‘informing’ and care coordination 
services in all 99 Iowa counties.  Care coordination services help by educating families about the 
importance of preventive dental care for children; assisting families in locating dentists who are 
Title V or Title XIX providers and by scheduling appointments; reminding families that exams 
are due; reminding individuals and families about appointments, counseling families on the 
importance of keeping appointments and providing follow-up if appointments are missed; 
assisting families with finding child care for the day of an appointment; providing transportation; 
and providing follow-up education and monitoring of the dental plan.34, 35  
 
While nurses and other health professionals can serve as care coordinators, Title V agencies that 
utilize dental hygienists in this capacity tend to be the most successful at reducing the high 
failure rate for appointments and in facilitating oral health care.  Rates of Medicaid-enrolled 
children receiving dental services in counties that have Title V agencies using dental hygienists 
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have increased at a higher rate than agencies where hygienists are not involved in this capacity.36  
The opportunity to expand the success of EPSDT care coordination can only be enhanced by 
increasing the ability of dental hygienists, operating within their scope of practice, to do more in 
fewer appointments. 
 
Studies also support the belief that missed appointments are less of an issue in public health 
settings.  The same study of the appointment-keeping behavior of pediatric patients in Eastern 
Iowa also found that appointment rates for Medicaid patients were better at the public health 
clinic and University-based pediatric dentistry clinic than in the private practice setting.37  The 
report by the U.S. General Accounting Office also confirmed this phenomenon, noting, “The 
effect of missed appointments by Medicaid and other low-income patients appears to be less of a 
problem at public health clinics and community health centers, where officials report that walk-
in patients and emergency cases generally fill any appointment times.”38     
 
Increasing access to preventive dental hygiene services will also address several barriers to oral 
health care.  If dental treatment is not available due to a lack of providers or lack of willing 
providers, more must be done to reduce treatment needs through prevention.  For example, 
fluoride varnish can reduce tooth decay in children.  According to the Iowa Department of Public 
Health most studies have shown 25 to 45 percent reductions in the decay rate with the use of 
fluoride varnish.  Of special note is the reduction of decay in pits and fissures, as well as on 
smooth surfaces of teeth.  A two-year study by Holm using 225 three year-olds resulted in a 44 
percent caries reduction rate following semi-annual varnish applications.39   
 
Under the Board’s proposed amendment hygienists would also be able to provide preventive 
services like an oral prophylaxis prior to a dental exam.  An oral prophylaxis consists of removal 
of plaque, calculus, and stain from the exposed and unexposed (below the gumline) surfaces of 
the teeth.  An oral prophylaxis helps to maintain oral health and prevent the initiation of dental 
diseases, like periodontitis. Preventing periodontitis is especially important because bacteria 
from the disease can enter the blood stream and travel to major organs to begin new infections.  
According to the American Academy of Periodontology, research suggests that this may increase 
a patient’s risk of stroke, increase a woman’s risk of having a pre-term baby, contribute to the 
development of heart disease, and pose a serious threat to people whose health is compromised 
from diabetes, respiratory diseases, or osteoporosis.40   
 
Other preventive services that hygienists can provide can also significantly reduce the need for 
more expensive restorative dental treatment.  Dental sealants are thin plastic coatings that are 
applied to the chewing surfaces of the back teeth to prevent tooth decay by creating a physical 
barrier against plaque and food.41  Dental hygienists are educated and trained to apply dental 
sealants and are also authorized under Board rules to do so.  According to the National Institutes 
of Health, dental sealants are almost 100 percent effective in preventing decay.   
 
Dental hygienists currently work in school-based dental sealant programs to apply dental sealants 
after a dentist has first examined each child.  According to the Oral Health Bureau at the 
Department of Public Health, at the present time sealant programs are limited due to both a lack 
of grant funds and in certain areas of the state, the inability to find a dentist willing to conduct 
dental exams prior to sealant placement.  Under the Board’s proposed amendment, this barrier 
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could be eliminated by authorizing a hygienist to place sealants according to written protocols as 
specified by a dentist.  In making this change, Iowa would be joining the ranks of an increasing 
number of states that recognize the value of sealants in preventing decay to help combat the 
dental access problem.  These states include, but are not limited to: California, Connecticut, 
Idaho, Maine, Minnesota, Missouri, Montana, New Mexico, Oregon, South Carolina, and Texas.   
 
If decay can be prevented in the first place, treatment needs will be reduced, helping the access 
problem.  In addition, substantial savings can be realized because the cost of sealants is less than 
half the cost of filing a tooth.  Because sealants have been an issue of particular concern with 
respect to the proposed amendments, the next section of this report will discuss this issue in more 
detail. 
 
Sealants 
 
Dental sealants were first developed and used beginning in the 1960s.  The application of 
sealants is a relatively simple and painless procedure.  In simple terms, sealants are placed by 
painting on a liquid material that quickly hardens to form a shield over the tooth.  This shield 
protects the teeth from decay by keeping out the germs and food that cause decay.  Sealants are 
applied to the chewing surfaces of molar teeth where small pits and fissures can harbor bacteria 
that lead to decay.  According to the Centers for Disease Control and Prevention, among 
children, 90 percent of decay is in pits and fissures.42   
 
Once applied, sealants can last up to 10 years.  However, following sealant placement, it is 
important to have regular dental check-ups to make sure the sealants do not chip or wear away.  
Chipped or worn sealants are not as effective in preventing tooth decay, but can be repaired by 
adding more sealant material.  All of the research cited below heavily emphasizes the need for 
regular checks for sealant retention and maintenance where indicated.  Research indicates that 
without regular check and maintenance, sealants can fail, leading to tooth decay. 
 
In December 1983, the NIH hosted a consensus development conference on dental sealants in the 
prevention of tooth decay, which concluded that sealants were 100 percent effective in pits and 
fissures that remain completely sealed, though sealant retention declined over time. Since then, 
additional research has confirmed the effectiveness of sealants.43  Despite their effectiveness at 
preventing decay, their prevalence remains low.  Baseline data from Healthy Iowans 2010 show 
that in 1994 only 30 percent of third graders in Iowa had sealants.44  An Oral Health Survey 
conducted in 1999 by IDPH also found a large discrepancy (12.5 percent) in sealant placement 
rates between children of higher socioeconomic status and those of lower socioeconomic status: 
36.5 percent of children with a higher socioeconomic status had at least one sealant compared to 
24 percent of children with low socioeconomic status.45  This discrepancy is particularly 
troubling when considering the fact that poor children suffer twice as much tooth decay as their 
more affluent peers.  In fact, eighty percent of tooth decay is concentrated in only 25 percent of 
children.46  
 
One of the oral health goals in Healthy Iowans 2010 is to increase to at least 70 percent by 2010 
the proportion of third grade children who have received protective sealants in permanent molar 
teeth.  With a baseline of less than 40 percent of third grade children currently receiving sealants, 
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dramatic action is needed to accomplish this goal.  Allowing dental hygienists to apply sealants 
in schools and public health settings, by following protocols written by a dentist, is one way to 
increase the sealant placement rate to help prevent tooth decay in high-risk children. 
 
Sealants are extremely cost-effective compared to the cost of filling a tooth.  In Iowa, the 
Medicaid reimbursement rate for a dental sealant is $19.40.  The reimbursement rate for a single 
surface amalgam restoration is $43.65, up to $75.66 for a four surface restoration.47    Once 
established, dental caries requires treatment.  The longer a cavity remains untreated, the larger 
and more expensive it becomes to treat.48  If decay progresses, it may be necessary to perform 
more costly dental work such as crowns, bridges, root canals, or extractions.  The best approach 
is to use proven and cost-effective prevention methods, like fluoride and dental sealants to 
prevent decay. 
 
Although much anecdotal testimony has been presented to the Board related to possible harm 
from sealant placement, all of the research presented on this issue supports the safety of dental 
sealants, even in cases where sealants are placed on teeth with incipient decay.  The U.S. 
Department of Health and Human Services advocates using sealants on incipient lesions stating, 
“If incipient lesions are sealed instead of restored, the total cost of treatment is lower.”49  In fact, 
a retrospective study by Heller et al found that sealants were much more effective in preventing 
further caries on surfaces that had incipient lesions than initially sound surfaces.50  The study by 
Heller compared a group of patients who received sealants with a group of patients who did not 
receive sealants.  After 5 years in the study, molars that were initially found to be incipient 
became carious at a rate of 11 percent in sealed cases compared to a rate of 52 percent in 
nonsealed cases. 
 
JA Weintraub reviewed multiple studies concerning the use of sealants in high-risk individuals.  
In her review of a 1991 study by Handelman that looked at the therapeutic use of sealants in 
cases of dental caries she found, “caries is inhibited and may in fact regress under intact 
sealants.”51  Weintraub goes on to state that a Diagnodent laser can be used to detect caries 
beneath an unfilled sealed surface to alleviate concerns regarding hidden caries.  She also notes 
that in 1994 a federally funded workshop recommended, “based on the available evidence and 
consensus of workshop participants, that teeth with questionable caries or enamel caries be 
sealed in addition to caries-free teeth determined to be at-risk, and dentin caries be restored.”52  
 
As explained by Trost and Kaiser: 

Bacteria can be trapped beneath a sealant, and inadvertent sealing of incipient primary 
decay can also occur.  The ability of bacteria to survive beneath a dental sealant is 
substantially low because the ingested carbohydrates cannot penetrate the chewing 
surfaces of an intact sealant.  Additionally, trapped bacteria can diminish over time.  
Even incipient decay that was intentionally left before sealant placement was shown 
radiographically not to progress.  Sealants can then become a significant barrier—not 
only for the initial presentation of caries, but also for preventing further decay 
progression.53   

 
The FAQs section on dental sealants by the National Institutes of Dental and Craniofacial 
Research simplifies this best with the following question and answer:  What if a small cavity is 
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accidentally covered by a sealant?  The decay will not spread because it is sealed off from its 
food and germ supply.”54   
 
Additional research by Mertz-Fairhurst et al (1998),55 Hassall et al (2001),56 Adair (2003),57 and 
others further supports these theories that placing a sealant over incipient decay reduces the 
number of microorganisms present and has no deleterious effect. 58  
 
The Board recognizes that isolated cases of poor tooth selection for sealant placement and 
improper sealant placement may happen.  Board rules provide appropriate remedies to address 
cases of incompetent care.  In fact, anecdotal testimony about problems seen in Iowa patients due 
to inappropriate sealants apply to situations in which teeth were first examined by a dentist, as 
required by current board rules.  This illustrates the fact that even in the best of circumstances 
isolated problems will happen.  
 
While some testimony provided to the Board argued that sealants should only be placed 
following radiographs of the teeth, school based sealant programs currently operate without the 
use of dental x-rays.  Again, research presented to the Board supports the safety of sealant 
programs operating in this manner.  Research shows that caries that is not clinically detectable or 
apparent will not progress even if it is inadvertently sealed in teeth. 
 
Dental hygienists, operating under written protocols established by a dentist, can utilize their 
background and education in oral health to safely assess the appropriateness of sealants for 
patients in public health settings.  They do so in at least 10 other states.  Assessment tools are 
also available to further guide dental hygienists and dentists in developing written protocols for 
sealant selection and placement.  The caries-risk assessment tool (CAT), utilized by dental 
hygienists working in public health settings and developed using research by the American 
Academy of Pediatric Dentistry, is one example of an assessment tool that can be incorporated 
into practice protocols to further guide decision-making.   
 
Dental hygienists are authorized under Board rules to make oral health assessments.  The 
Board’s amendment simply extends their ability to apply dental sealants based on the results of 
the assessment and as further authorized by a dentist according to established written protocols.  
The Board acknowledges the need for patients to be fully informed that the services being 
provided by a dental hygienist do not constitute a dental exam nor do they substitute for a dental 
exam.  The proposed amendment requires all patients to be notified of this fact in writing.  The 
Board expects that consent forms for sealants will clearly communicate the need for a dental 
exam and regular check-ups.  As added security, the proposed amendment limits the ability of 
the dental hygienist to provide certain services to patients who do not follow through by having a 
dental examination.  
 
Oral and written testimony by Dr. Daniel Venker provides some of the most persuading 
arguments for allowing dental hygienists to provide sealants prior to a dental exam in public 
health settings.  Dr. Venker is a 1983 graduate from the University of Iowa College of Dentistry 
who recently completed his Masters degree in dental public health and who completed his thesis 
research on the area of dental sealants.  For the last six years he has also worked in the school-
based dental sealant program for Des Moines schools.   
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According to Dr. Venker’s testimony, “Licensed dental hygienists are able to do caries risk 
assessments and caries detection.  Caries detection is part of their education and board 
examination experiences.  Currently, in the sealant program, the dentist performs only a clinical 
assessment of the tooth structure.  A hygienist performing the same clinical assessment, 
including caries risk assessment, can detect if there is active caries that necessitates the student 
seeing their regular dentist for definitive diagnosis.  Even if enamel caries are sealed into the 
tooth and the child does not see their dentist for an examination, research supports that there is 
no harm done…When the public health hygienist is able to perform these assessments and seal 
the teeth, the time the dentist spends doing the sealants assessments can be better spent providing 
restorative care.”59  
 
Dr. Venker further stated that in the Des Moines sealant program the expertise of the dental 
hygienists, along with their prior education, “…put them in excellent clinical practice to assess 
students for active caries and making appropriate, timely referrals to the dentist for definitive 
diagnosis and treatment.” 60 
 
Costs of the Amendments 
 
The next section of this informal regulatory analysis will address costs associated with the 
Board’s proposed amendment.  A formal regulatory analysis requires a great deal of focus on the 
impact of proposed amendments on small business.  In this case, such a focus is not appropriate 
because the Board’s proposed amendment does not adversely impact small business and instead 
focuses on helping a particular class of persons access additional services.   
 
Because the goal of the amendment is to help patients who currently lack access to care achieve 
greater access, it is also difficult to predict the cost of the amendment.  In an ideal situation, all 
patients who currently lack access to oral health care would achieve greater access. In this 
respect, the goal of the amendment is to increase expenditures for preventive oral health services.  
However, the ability to achieve this ultimate goal is obviously hampered by the limitation that 
the proposed amendment only addresses barriers related to services that can be provided by a 
dental hygienist and does not directly increase access to restorative dental treatment, which can 
only be provided by a dentist. 
 
It should also be noted that the proposed amendment will only work if there is consent on the 
part of both a dentist and a dental hygienist.  Public health supervision is a voluntary 
arrangement: both the dentist and the dental hygienist must agree and comply with the specific 
requirements of the amendment.  There are no specific mandated costs of compliance with the 
amendment because it is permissive arrangement, rather than an obligatory one.   
 
In addition, the amendments do not change the fundamental concept that dental hygienists cannot 
work independently, nor can they establish their own business.  They must work under the 
supervision of a licensed dentist.  The proposal specifically requires that a dentist be involved in 
what they are doing, that they communicate and consult regularly, and work off detailed 
protocols.  The amendments do not change the reimbursement structure for Medicaid or  
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hawk-i dental services.  Dental hygienists are not eligible for provider numbers.  Reimbursement 
for services provided by dental hygienists working in public health settings is done through their 
dental office or employing agencies, most likely Title V clinics. 
 
Finally, it is extremely difficult to predict costs associated with an innovative approach.  The 
Board has no baseline data to utilize or compare to estimate the impact of the proposed 
amendment.  The Board has no way of predicting how widely public health supervision 
arrangements will be used.  The lack of general support for the amendments by the Iowa Dental 
Association suggests that public health supervision agreements will not be widely utilized.  At a 
minimum, the Board hopes that the 30 dental hygienists who now work in public health settings 
will be able to take advantage of the opportunities offered by the amendment.  In addition, the 
Board hopes that at least some community health clinics that do not already have an oral health 
component will be able to add these services. 
 
With these limitations in mind, the following cost data is provided: 
There is no overall fiscal impact on dentists or dental hygienists.  There may be some minimal 
costs incurred by certain licensees who agree to work under public health supervision.  These 
costs are related to photocopying the supervision agreement, maintaining regular communication 
between the supervising dentist and hygienist, and filing a report with the Oral Health Bureau.   
 
The proposed amendment may have some impact on expenditures by the Department of Human 
Services Medicaid program.  Again, it is extremely difficult to predict costs related to the 
amendment without knowing how widespread use of the amendment will be.  Attachment B is a 
copy of the fiscal impact statement prepared and filed at the time of the Notice of Intended 
Action.  Again, it is difficult to know how accurate these estimates are.  Given that there are only 
30 dental hygienists working in public health settings, it is likely that a smaller range of 
estimates may actually be more realistic. 
 
The true fiscal impact of the proposed amendments must be measured in long-term costs and 
benefits.  It is more cost-effective to provide preventive dental services rather than more costly 
restorative services.  As indicated by Eugene Gessow, Iowa’s Medicaid Director, “[] the 
immediate fiscal impact must be evaluated in terms of the offset in savings from restorative 
dental services.  Total estimated savings are impossible to predict.”61  Attachment C is a copy of 
the letter of support for the Board’s amendment from the Department of Human Services. 
 
For example, as discussed earlier, sealants are nearly 100 percent effective in preventing decay in 
the pit and fissures of molars where 90 percent of decay in children has been found to occur.  
Data provided by the Medicaid program shows that in fiscal year 2003, Medicaid paid just over 
$2 million dollars for restorations provided to 13,894 unique Medicaid recipients under 21 years 
of age.  “Assuming that 90% of this expenditure was for restorations on molars, a total 
$1,869,819 could have been saved had these children received sealants.”62  In addition, it was 
noted that Medicaid paid over $650,000 to place crowns on the teeth of children that could not be 
restored with conventional fillings and over $900,000 to extract teeth in children 21 years of age.  
(ibid)  Some of these costs may be saved if dental decay could be prevented in these children.   
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Exceptional savings can also be realized by preventing cases of early childhood caries.  This 
disease can be prevented through early education and a change in feeding habits.  Early 
intervention by a dental hygienist can help to decrease the rate of early childhood caries.  One 
study found that to treat a single case of early childhood caries with hospital care resulted in an 
average expenditure of over $2,000. 
 
More importantly, costs must also be assessed against the benefit patients who lack access to oral 
health care will receive.  Poor oral health care contributes to lost school and work hours, patient 
pain and discomfort, early childhood caries, periodontal disease, which can lead to pre-term 
labor in pregnant women as well as heart disease and stroke, and other infections. Currently less 
than one-third of Medicaid recipients in Iowa are seen by a dentist.     
 
States that have embraced a similar strategy of utilizing dental hygienists in a greater capacity in 
public health settings have shown positive results.  For example, a change in the practice act in 
South Carolina allowed dental hygienists to begin providing cleanings, fluoride treatments, and 
sealants in South Carolina schools. In the six months that followed, licensed hygienists had 
screened over 19,000 children and provided cleanings, fluoride treatments, and other services to 
more than 4,000 children, including nearly 3,000 Medicaid-eligible children.63 
 
Finally, cost estimates in the fiscal note have only considered the impact on Medicaid.  Estimates 
have not been provided for how this proposal could affect hawk-i participants or other low-
income recipients.  Without baseline data for comparison, there is simply no way of knowing or 
predicting the impact of the Board’s amendment on these programs.  Again, as with the 
Medicaid program, the goal for all of these patients is to increase access to preventive services, 
which can result in a long-term savings on restorative dental needs. 
 
Iowa Dental Association Comments 
 
The next section of this regulatory analysis will briefly address each of the concerns and bullets 
raised by the Iowa Dental Association (IDA) in their memo to the Administrative Rules Review 
Committee requesting the regulatory analysis. 
 
 We are concerned that the shortage of dental allied staff, including dental hygienists could 

be exacerbated due to this proposal. 
 
There are currently 1,283 licensed dental hygienists working in Iowa.  There are four community 
colleges that offer an Associate’s Degree in Dental Hygiene: Des Moines Area Community 
College in Ankeny, Kirkwood Community College in Cedar Rapids, Hawkeye Community 
College in Waterloo and Iowa Western Community College in Council Bluffs.  According to the 
Iowa Dental Hygienists’ Association, these four schools graduate approximately 80 dental 
hygienists every year in Iowa and most of these graduates stay in Iowa to practice.  The 
American Dental Hygienists Association also notes that there are more than 120,000 licensed 
dental hygienists in the U.S. compared to approximately 130,000 dentists.  While the number of 
dental graduates declined by 23 percent from 1985-86 to 1995-96, the number of dental hygiene 
graduates increased 20 percent.64  
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Distribution data prepared by the Office of Statewide Clinical Education Programs at the 
University of Iowa on the location of Iowa’s licensed dental hygienists shows that like dentists, 
dental hygienists are more concentrated in Iowa’s urban areas.  There are currently 10 counties in 
Iowa that lack dental hygienists: Adams (1 dentist), Audubon (2 dentists), Fremont (1 dentist), 
Ida (3 dentists), Lyon (4 dentists), Monroe (2 dentists), Palo Alto (2 dentists), Ringgold (1 
dentist), Sac (3 dentists), and Worth County (1 dentist).65  These counties correspond to 
geographic areas where there is also a low number of dentists.   
 
At the present time, there are currently about 30 dental hygienists working under the general 
supervision of a dentist in public health settings.  Only about 3 of these practitioners work full-
time; the vast majority of dental hygienists in public health settings work part-time with the 
remainder of their work-week spent also working part-time in a private dental office.  Dental 
hygienists are not eligible for provider numbers under the Board’s proposed amendment.  It is 
highly unlikely that without a significant change in the reimbursement structure for hygiene 
services that there would be an adverse affect on the distribution of dental hygienists. The most 
likely scenario is a slight increase in the number of dental hygienists performing some part-time 
public health work.   
 
 We wish to have the Board of Dental Examiners establish a baseline of information 

including the number of additional Iowans who will be served by this proposal. 
 

As discussed in the cost section of this analysis, because this is an innovative approach in Iowa, 
there is no way to establish a baseline of information regarding the number of additional Iowans 
who could be served by the proposal.  A baseline of information cannot be established until the 
program has operated for at least one year.  At that point, the only existing baseline of data that 
can be used to determine the impact of the proposed amendments is the number of Medicaid 
recipients who receive any dental services (currently 32.5 percent).  Any increase in this 
percentage can be viewed as a positive development in the dental access crisis. 
 
 We are hopeful that the Board of Dental Examiners will clearly delineate more detailed 

information regarding the workings of this proposal. 
 
The proposed amendment in ARC 2783B provides detailed information regarding the specific 
requirements to operate under public health supervision.  The location where services can be 
provided is specified and limited to public health settings.  Dental hygienists are limited to 
providing services within their current scope of practice.  The responsibilities of each licensee 
are clearly detailed in proposed rule 650—10.5(153).  To achieve a baseline of data and assess 
the impact of the amendments, each dental hygienist operating under public health supervision 
must complete a summary report regarding the number of patients seen and services provided.  
The Board of Dental Examiners will be provided with summary reports on an annual basis. 
 
To help ensure compliance with the rule requirements, the Board will also put a sample public 
health supervision agreement on its website.  The sample agreement will be intended to serve as 
a general guide for licensees who want to ensure compliance with the rule.  Specific practice 
protocols will not be provided in order to maintain flexibility for each licensee to determine the 
appropriateness of services based on their unique practice situation.   
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In fact one of the recurring themes in previous rulemaking comments received by the Iowa 
Dental Association is the desire of their membership to have flexibility in complying with the 
rules.  The request by the IDA for additional details with respect to how and in what manner 
dentists would provide public health supervision is puzzling given their previous rulemaking 
comments which highlighted the need for flexibility.   
 
For example, when commenting on previous rules related to expanded functions for dental 
assistants, the IDA stated, “Within the statutory limits adopted by the legislature, a dentist should 
be allowed to train and delegate activities to his/her allied personnel.  The dentist is fully 
responsible and must be allowed to function as the professional that he/she has been educated 
and trained to be.  Over time, without the capability to freely delegate within legislative 
limitations, the ability of Iowa dentists to continue to provide affordable oral health care will be 
significantly challenged.”66  In IDA’s comments concerning temporary permits, the IDA 
suggested the Board eliminate a certain provision limiting the number of permits that could be 
issued, commenting, “The rational for limiting the flexibility of the Iowa Board of Dental 
Examiners is unclear and the IDA recommends deletion of this proposed limitation.”67  In other 
comments related to proposed amendments specifying training requirements for dental hygienists 
monitoring nitrous oxide inhalation analgesia, the IDA commented that they were supportive of 
the intent to “provide additional flexibility to the licensed dentists to care for their patients 
through use of allied personnel.”68   
 
The Board believes that this need for flexibility should extend to public health supervision.  It 
would be inappropriate to mandate specific details that all dentists should follow regarding 
communication issues and practice protocols.  Recognizing that all practitioners operate a little 
differently, licensees need to have some flexibility within the limits of the rules to adapt 
requirements to their particular practice situation.  For example, concerning the requirement that 
the dentist and dental hygienist maintain regular communication with each other, it would be 
inappropriate to mandate a specific number of phone calls or visits because all licensees are 
different depending on their particular office situation – some may actually visit with the 
hygienist at a satellite office. In some public health clinics, dentists are on site at specific times.  
Some licensees may want frequent telephone contact.   
 
Likewise, the Board should not mandate specific protocols for services because dentists need to 
have flexibility depending on their practice situation.  Some dentists, for example, may not want 
to authorize the placement of sealants by a dental hygienist prior to a dental exam.  Other dentists 
will have different philosophies on caries placement over incipient decay or based on the results 
of a caries-risk assessment.  Recognizing that there is not a single standard that will be 
appropriate for all public health situations, the Board has placed responsibility for writing 
protocols with each licensed dentist so that they can respond to the needs of the patients, the 
education, background, and training of the dental hygienist involved, and their own practice 
protocols regarding certain services. 

 
 We expect that the Board of Dental Examiners will clearly establish that the public health 

is being protected without a dentist exam as contemplated by this proposal. 
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The proposed amendments require a number of protections that will help to ensure the public 
health is being protected under public health supervision: 

- A dentist must write detailed protocols for a dental hygienist to follow when 
providing services. 

- Protocols must be age and procedure specific. 
- Protocols must address medically compromised patients and dental conditions for 

which no care can be provided prior to a dental evaluation. 
- The dentist and dental hygienist must maintain contact and communication with each 

other. 
- Protocols mandate that if a patient has not been examined by a dentist within 12 

months, no additional services beyond education, assessment, and screening can be 
provided.   

- In addition to the education, training, and examinations required for licensure in 
Iowa, dental hygienists working under public health supervision must have at least 
three years of clinical practice experience. 

- Each patient will be informed that the hygiene services provided do not take the place 
of a dental exam and must sign a consent form. 

- Each patient is provided with a written plan for referral to dentist and assessment of 
further dental treatment needs. 

- Procedures for creating and maintaining dental records must be indicated in the 
supervision agreement. 

 
 We wish to know the Board of Dental Examiners’ expectation regarding success indicators 

such as the projected number of dental hygienists and dentists involved in this program 
after one year, 3 years, and 5 years. 

 
Without a baseline of data for comparison, it is difficult to predict success indicators for the 
program.  Even a program with limited participation by dentists and dental hygienists will be 
beneficial to the patients who are able to access oral health services.  An increase of one new 
school-based sealant program would be a success in terms of the number of potential caries 
prevented in those children.  At a minimum, the Board would like to see the following 
participation rates: 

- 1 year success indicators: 10 hygienists working under public health supervision 
- 3 year success indicators: 30 hygienists working under public health supervision 
- 5 year success indicators: 40 hygienists working under public health supervision 
 

These numbers are intentionally low because there is no way to predict the impact of the 
proposed amendment.  Even if only a small population base is served – some prevention to some 
patients who do not otherwise have access to care will help with the overall dental access 
problem in Iowa. 
 
 We hope to establish on what basis dental hygienists would apply sealants without the 

advantage of a dentist’s exam, diagnosis, and treatment plan. 
 
See pages 17 to 20 for a detailed discussion of the sealant issue.  To summarize these findings: 
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- Research provided to the Board supports the safety of sealants, even in cases of 
incipient decay.   

- Sealants will be applied on the basis of a dental hygiene assessment, following age 
specific protocols written by a dentist to further guide the decision making process. 

 
Alternatives  
 
In their denial of the first petition for rulemaking filed on this issue, the Board stated, “..The 
main access problem in the state right now appears to be getting dentists involved in providing 
diagnostic, restorative, and other treatment needs in these underserved areas.  Finding a dental 
home for patients is another significant problem…Overall, the Board believes that the main 
access problem in Iowa and in other states is how to get more dentists involved in providing care 
in shortage areas and to underserved populations.”69  The Board still believes these statements 
accurately reflect the problems faced in Iowa.  While the Board now believes, however, that an 
appropriate alternative may be to allow dental hygienists to provide preventive services, the 
Board acknowledges there are other alternatives that would do a better job of combating the lack 
of access to oral health services.  However, the vast majority of these alternatives will require on-
going and substantial commitments of public funds to achieve success. 
 
The first alternative is to simply do nothing.  Inaction will continue to perpetuate the oral health 
crisis, particularly for Iowa’s most vulnerable population group: people of lower socioeconomic 
status.  In this regard, there will continue to be a high unmet need for dental services and a need 
to perform more costly restorative treatment because prevention needs were not met. 
 
The problem of dental access has been studied and debated in Iowa for a number of years.  The 
most recent efforts in Iowa include a 1996 study, supported in part by the Department of Human 
Services, which assessed utilization of Medicaid dental services, dentists’ attitudes about 
participation, and provided program recommendations.  In 1997, the Iowa Dental Association 
also issued a report identifying reasons for nonparticipation by dentists in Iowa’s Medicaid 
program.  From 1997 to 2000, a Special Committee on Access to Dental Care, formed by the 
Iowa Department of Public Health (IDPH), met to discuss barriers to access to care and develop 
specific recommendations to improve access.  From 2001 to April 2003, the Director’s Dental 
Advisory Committee of IDPH performed this function.  In January 2000 and April 2002, 
statewide dental summits were held.  The departments of Public Health and Human Services 
have also worked collaboratively for several years in attempts to remedy the access problem.   
 
Although efforts to identify and eliminate barriers to dental access have been on-going for many 
years, little progress has been made.  A brief summary of the various recommendations to 
improve dental access that have been suggested by these various committees is presented below. 
 
Medicaid reimbursement rates for dental care need to be increased.  According to the General 
Accounting Office, low reimbursement is the number one factor contributing to a low provider 
participation rate in the Medicaid program.  Although attempts to increase the rate in Iowa were 
made in July 2000, subsequent budget cuts and inflation have returned reimbursement levels to 
previous low levels.  Increasing the reimbursement rates will require a substantial investment of 
budget funds by the state legislature. 
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With respect to the barrier concerning the perceived administrative burden in filing Medicaid 
claims, more can be done to communicate with providers regarding improvements in the process 
and further improvements could be studied.  DHS reports that improvements have been made in 
the last few years in an attempt to reduce administrative requirements.  Medicaid provider 
enrollment forms for dentists have been simplified to one double-sided page.  Electronic billing 
and claims submission were adopted in 1997.  Staff members of Medicaid’s fiscal agent, ACS, 
are available by telephone to assist dental offices with policy, claims, and beneficiary eligibility 
information during the work week.  An automated patient eligibility verification system is 
available 24 hours a day by toll-free telephone and field representatives are available to make on-
site visits to dental offices to provide assistance on claim filing and other problems.  The ADA's 
CDT dental codes and claim forms were adopted in 1998, updated to CDT-3 in 2000 and CDT-4 
in 2003.  In addition, the dental provider manual fee schedules may be viewed on the Internet.70 
 
A large part of this problem may simply be provider perceptions.  Data provided by the DHS 
actually shows that compared to other health providers, dentists have one of the lowest 
percentages of denied claims submitted to Medicaid.  During fiscal year 2003, the Medicaid 
claims adjudication data shows that 12.69 percent of dental claims were denied.  This rate 
compares to the total denied claims for all health professions of 19 percent.71     
 
Although the processing time for dental claims is high compared to the other health professions, 
overall the rate is still relatively low – about 12 days.   Data from other insurance companies was 
not available to compare processing rates between Medicaid and other insurance companies.  
However, 12 days does not seem excessive.  It is also worth noting that dentists have the lowest 
rate of electronic billing compared to the other Medicaid providers.  Only about 31 percent of 
dental claims were filed electronically.  The rate of electronic dental claims is at least one-third 
lower than other health providers.  The data provided showed that with only one exception, 
higher rates of electronic claims submission reduced the processing time of submitted claims.72   
 
Alternatives that should be considered include further exploring ways to streamline the 
administrative process of filing claims, exploring ways to increase electronic submission of 
claims by dentists, and simply communicating program improvements to dentists.  Perceptions of 
administrative requirements seem to have an important influence on the willingness of dentists to 
participate in Medicaid.  More can be done to educate providers about improvements and try to 
change these negative perceptions. 
 
Other alternatives to improve dental access that have been suggested by various groups, 
committees, and reports include the following: 

 Expand the loan repayment program for dentists and dental hygienists.  The Iowa 
Department of Public Health operates the Primary Care Recruitment and Retention 
Endeavor (PRIMECARRE) that currently supports the Iowa Loan Repayment Program, 
with matching federal and state funds.  The Loan Repayment Program provides up to 
$20,000 per year for dentists and $15,000 per year for hygienists who agree to a two-year 
commitment to practice in a public or non-profit clinic in a dental shortage area.73  The 
National Health Service Corps operates a similar federal program.  However, both 
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programs have been hampered by a lack of available funds and a lack of dental 
applicants.74 

 Consider “carving out” the dental insurance component of Medicaid and hawk-i to an 
established insurance company in Iowa.  This would provide instant access to a very 
broad network of dentists for all Medicaid enrollees.  According to the Dental Advisory 
Committee, this model is being successfully demonstrated in Michigan and appears to be 
one of the few successful models for improving access to care for Medicaid enrollees. 

 Support legislation to give tax relief to dentists who provide services to Medicaid 
patients.   

 Increase funding to further expand the school-based sealant programs. 
 
Conclusion 
 
The dental access problem has been debated and studied in Iowa and across the nation for many 
years, with little or no progress in the state of Iowa.  Financial barriers seem to be a major 
limitation – most attempts to resolve the problem will require a substantial on-going commitment 
of public funds.  With the difficult financial situation faced by the state legislature, there is only 
limited opportunity to fight the dental access problem using approaches that do not require a 
major commitment of public funds.  Many states are seeking innovative approaches to combat 
dental access, like expanding the role of dental hygienists through public health supervision.   
 
The Board’s proposed amendment in ARC 2783B would allow a dentist to provide public health 
supervision to a dental hygienist who is operating within the scope of practice of dental hygiene 
in specified public health settings.  This Board’s proposed amendment was the result of one year 
of study and debate on this issue.  The current amendment represents a compromise of previous 
rulemaking attempts.  The Board’s current proposal addresses many of the major concerns 
previously expressed by the Iowa Dental Association and their members.  The Board tried, 
without success, to have the Iowa Dental Association and Iowa Dental Hygienist’s Association 
resolve more specific concerns to their mutual satisfaction.  When those attempts failed, the 
Board worked to develop a compromise proposal that ensured sufficient patient protections were 
established while facilitating access to preventive dental services in public health settings.   
 
The Board acknowledges that its proposed amendment has a limited ability to address the dental 
access problem.  However, the Board feels that its proposed amendment does address important 
barriers to access.  By focusing on providing preventive services, access issues will be tackled by 
trying to reduce the need for more costly restorative dental treatment.  The board’s rules cannot 
address the real needs of patients—to find dental providers who are willing to accept new 
Medicaid patients and attend to their restorative treatment needs.  Combating this problem will 
require action and commitment from the Iowa legislature.  Given current budget realities, the 
Board’s approach is a relatively low-cost method of removing some regulatory barriers to 
positively impact the ability of patients who do not otherwise have access to care to receive 
preventive oral health services.   
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Attachment A: Iowa Dental Health Shortage Designations 
 
 Dental Health Care  
  

1) Geographic Area - HPSA with a population to provider ratio of 5,000:1; 
2) Special Population Group - HPSA measured by using the income rates of population 
below 200 percent of poverty and the physicians that participate in the Medicaid 
program.  The ratio must be 4,000:1. 
NOTE: Other qualifiers that may be used for eligibility for National Health Service Corps 

assignment are 50 percent non-fluoridated public water, population below 100 percent of 
poverty, and distance to the nearest source of care outside the designated area. 
  
Dental Health Care Designations: 
There are 73 counties with Dental Health Care designations.  72 are whole county; *1 is a census tract Low-Income 
Population designation. 
  
  
01 - Adair   26 - Davis  53 - Jones   78 - Pottawattamie

02 - Adams   27 - Decatur  54 - Keokuk   79 - Poweshiek

03 - Allamakee   28 - Delaware  55 - Kossuth   80 - Ringgold

04 - Appanoose   29 - Des Moines  56 - Lee   81 - Sac 
06 - Benton   32 - Emmet  58 - Louisa   82 - Scott 
08 - Boone   33 - Fayette  60 - Lyon   83 - Shelby

10 - Buchanan   35 - Franklin  61 - Madison   84 - Sioux 
11 - Buena Vista   37 - Greene  62 - Mahaska   86 - Tama 
12 - Butler   39 - Guthrie  65 - Mills   87 - Taylor 
13 - Calhoun   40 - Hamilton  67 - Monona   88 - Union 
15 - Cass   42 - Hardin  69 - Montgomery   89 - Van Buren

16 - Cedar   43 - Harrison  71 - O'Brien   90 - Wapello

18 - Cherokee   44 - Henry  72 - Osceola   92 - Washington

20 - Clarke   45 - Howard  73 - Page   94 - Webster

21 - Clay   46 - Humboldt  74 - Palo Alto   95 - Winnebago

22 - Clayton   47 - Ida  75 - Plymouth   96 - Winneshiek

23 - Clinton   49 - Jackson  76 - Pocahontas   97 - Woodbury

24 - Crawford   51 - Jefferson  *77 - Polk   98 - Worth 
           99 - Wright

  
Source: Iowa Department of Public Health, available at: 
http://www.idph.state.ia.us/ch/health_care_access_content/rhpc/dental.htm  
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Attachment B: Administrative Rule Fiscal Impact Statement 
 

          Date: 08/29/2003 
Agency:  Board of Dental Examiners 
IAC Citation:  650—10.5(153) – proposed new rule 
Agency Contact:  Jennifer Hart 1-0997 
Summary of the Rule:  Adopts new definition of public health supervision and allows performance of 
dental hygiene services prior to a dental exam in certain public health settings. 
 

Fill in this box if the impact meets these criteria: 
 
___ No Fiscal Impact to the State. 
___ Fiscal Impact of less than $100,000 annually or $500,000 over 5 years. 
___ Fiscal Impact cannot be determined. 
 
Brief Explanation: 

 
Fill in the form below if the impact does not fit the criteria above: 
 
_x__ Fiscal Impact of $100,000 annually or $500,000 over 5 years. 
 
* Fill in the rest of the Fiscal Impact Statement form. 
Assumptions: 
1. There is no way to estimate the impact to local public health programs and to clients who are not 
Medicaid-eligible, but do not have dental insurance or cannot otherwise access dental services in a 
private office.  The number of these low income clients is unknown. Fiscal impact is provided only for 
Medicaid clients. 
2. Preventive services are cheaper than restorative services, however, it is impossible to estimate the 
savings realized by preventing future restorative dental needs. For example, sealants may result in 
caries reduction. It costs Medicaid 19.40 per tooth for a sealant.  A one-surface amalgam restoration is 
reimbursed at $43.65, up to $63.05 for four surfaces. 
3. Only about 35% of Medicaid patients currently see a dentist.  There were 120,717 Medicaid recipients 
for which a claim for dental services was paid during FY2003, out of 339,343 total Medicaid eligibles. Of 
these 172,958 were children and 71,019 were adults (excluding aged and disabled). 
4. The proposed rules will not impact the aged Medicaid eligibles (36,872), as there are not currently 
public health programs operating in nursing homes, or the disabled group (58,494). 
5. The rules will only impact hygiene services. It is unknown how many more clients will receive hygiene 
services and how many successful referrals for dental exams and treatment will result.  A modest 
increase of between a 5 and 10 percent increase in clients for hygiene services is provided.  Due to the 
limited number of hygienists currently providing services in public health settings (about 30), the smaller 
number of the range may be more realistic.   
6. The services that will be impacted include screening assessments for adults and children [Medicaid 
reimbursement rate $13.19]; oral prophylaxis for adults [rate $33.95] and children [rate $23.28]; fluoride 
for children [$11.54], and sealants for children [$19.40 per tooth].  
7. One screening and one prophy is assumed for each new adult client.  One screening, one fluoride 
application, and one prophy is assumed for each child.  It is unknown how many children already have 
sealants.  However, FY2003 data from the Dept. of Public Health school based sealant program, shows 
that approximately 79% of children examined will need an average of 4.5 sealants placed on their 
primary teeth.  This same rate of sealant placement in children will be assumed. 
8. The number of Medicaid eligibles has grown every year.  A 5% growth rate in eligibles is assumed. 
9. All figures will be rounded to the nearest whole number. 
10. The state/federal matching percentage for FY2003 was 63.34% federal funds to 36.66% state funds. 
11. The rule will be effective January 1, 2004. 
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Describe how estimates were derived: 
1. (Number of new clients with 5% increase) 172,958x.05 = 8,648 children; 71,019 x .05 = 3,551 adults 
    (10% increase) 172,958x.05= 17,296 children; 71,019x.1= 7,102 adults 
2. Adult services $13.19+33.95=$47.14 per adult x 3,551 = $167,394 with 5% increase 
    Adult services $47.14 x 7,102 = $334,788 with 10% increase 
3. Child services $13.19+23.28+11.54=$48.01 per child x 8,648 = $415,190 with 5% increase 
    Child services $48.01 x 17,296 = $830,380 with 10% increase 
4. Sealants for children – 8,648 x 79% = 6,832 children needing sealants with 5% increase;  
    17,296 x 79% = 13,664 children needing sealants with 10% increase 
5. Sealants placed $19.40/tooth x 4.5 sealants x 6,832 children=$596,434 sealant cost with 5% increase 
    Sealants placed $19.40/tooth x 4.5 sealants x 13,664 children = $1,192,867 sealant cost with 10% inc. 
6. Total costs year 1: $167,394+415,190+596,434= $1,179,018 with 5% increase 
    Total costs year 1: $334,788+830,380+1,192,867= $2,358,035 with 10% increase 
7. State share $1,179,018x36.66% = $432,228; fed share $746,790 with 5% increase 
    State share $2,358,035x36.66% = $864,456; fed share $1,493,579 with 10% increase 
8. Impact for FY2004 – divide figure above by half to determine impact for 6 months in FY2004. 
    (432,228x.5=216,114 state; fed 746,790x.5=373,395 – 5% increase) 
    (864,456x.5=432,228 state; fed 1,493,579x.5=746,790 – 10% increase) 
 
9. Year 2 – assume additional 5% increase in Medicaid eligibles for adults and children 
10. Costs of additional adult services: $167,394 x 1.05 = $175,764 to [334,788x1.05] $351,572 
11. Costs of additional child services: $415,190 x 1.05 = $435,950 to [830,380x1.05] $871,899 
12. Costs of additional sealants: $596,434 x 1.05 = $626,256 to [1,192,867x1.05] $1,252,510 
13. Total costs year 2: 167,394+415,190+626,256= $1,237,970 to 2,475,981  
14. Total state share year 2: $1,237,970 x 36.66% = 4453,840 to $907,695 
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Estimated Impact to the State by Fiscal Year 

 
Year 1 (FY 2004) 

 
Year 2 (FY2005)  

Revenue by Each Source:     
   GENERAL FUND 0 0
   FEDERAL FUNDS 0 0
   Other (specify) 
 

0

TOTAL REVENUE 0 0
 
Expenditures: 
   GENERAL FUND 216,114 to 432,228 453,840 - 907,695
   FEDERAL FUNDS 373,395 to 746,790 784,130-1,568,286
   Other (specify) 
 

TOTAL EXPENDITURES 589,509 - 1,179,018 1,237,970 to 
2,475,981

 
NET IMPACT ($589,509 to 

$1,179,018)
($1,237,970 to 

$2,275,981)
 
      This rule is required by State law or Federal mandate. 
Please identify the state or federal law: 

 
 

      Funding has been provided for the rule change. 
Please identify the amount provided and the funding source: 

 
 

  x    Funding has not been provided for the rule. 
Please explain how the agency will pay for the rule change: 

Medicaid funds are derived from a combination of federal and state funds. 
 
Fiscal impact to persons affected by the rule: 
 
The rule allows hygienists working in certain public health settings who have a supervisory agreement 
with a dentist to provide certain hygiene services prior to a dental exam.  This will potentially increase 
access to services by both Medicaid eligible clients and other low income persons.  This can increase 
access to preventive services in public health settings. 

Fiscal impact to Counties or other Local Governments (required by Iowa Code 25B.6): 
No impact 

* If additional explanation is needed, please attach extra pages. 
 
Agency Representative preparing estimate: Jennifer Hart 
Telephone Number: 1-0997 
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