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TERRY E. BRANSTAD, GOVERNOR 
KIM REYNOLDS, LT. GOVERNOR 

PHIL MCCOLLUM

INTERIM DIRECTOR

STATE OF IOWA
IOWA DENTAL BOARD

ANESTHESIA CREDENTIALS COMMITTEE  

AGENDA 
March 27, 2014, 12:00 P.M. 

 
Location*: Iowa Dental Board, 400 SW 8th St., Suite D, Des Moines, Iowa 
Members: Kaaren Vargas, D.D.S. Chair; Richard Burton, D.D.S.; Steven Clark, D.D.S.; John 
Frank, D.D.S.; Douglas Horton, D.D.S.; Gary Roth, D.D.S.; Kurt Westlund, D.D.S. 
 

I. CALL MEETING TO ORDER – ROLL CALL 
 

II. COMMITTEE MINUTES 
a. January 23, 2014 – Teleconference 
b. February 20, 2014 - Teleconference 

 

III. GENERAL ANESTHESIA PERMIT APPLICATIONS 
a. Adam C. Stanley, D.D.S. 
b. Other applications, if received 

 

IV. MODERATE SEDATION PERMIT APPLICATIONS 
a. Cody W. Winterholler, D.D.S. 
b. Jordan P. Dudzinski, D.D.S. 
c. Other applications, if received 

 

V. OTHER BUSINESS 
a. Proposed rule amendments – Ch. 29, “Sedation and Nitrous Oxide Inhalation 

Analgesia” 
b. Peer Evaluations for Moderate Sedation Permit Holders 

 

VI. OPPORTUNITY FOR PUBLIC COMMENT 
 

VII. ADJOURN 
 
*Committee members may participate by telephone or in person. 
 
If you require the assistance of auxiliary aids or services to participate in or attend the meeting because of a disability, 
please call the Board office at 515/281-5157. 
 

Please Note:  At the discretion of the committee chair, agenda items may be taken out of order to accommodate 
scheduling requests of committee members, presenters or attendees or to facilitate meeting efficiency. 
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PHIL MCCOLLUM

INTERIM DIRECTOR

STATE OF IOWA
IOWA DENTAL BOARD

ANESTHESIA CREDENTIALS COMMITTEE  
MINUTES 

January 23, 2014 
Conference Room 

400 S.W. 8th St., Suite D 
Des Moines, Iowa 

 
Committee Members January 23, 2014
Kaaren Vargas, D.D.S. 
Richard Burton, D.D.S. 
Steven Clark, D.D.S. 
John Frank, D.D.S. 
Douglas Horton, D.D.S. 
Gary Roth, D.D.S. 
Kurt Westlund, D.D.S. 
 

Absent 
Present 
Present 
Present 
Absent  
Present  
Present 

 
Staff Member 
Christel Braness, Phil McCollum 
 
Other Attendees 
Stephen Thies, D.D.S. 
 

I. CALL MEETING TO ORDER – JANUARY 23, 2014 
 

Ms. Braness called the meeting of the Anesthesia Credentials Committee to order at 12:05 p.m. on 
Thursday, January 23, 2014. This meeting was held by conference call to review committee 
minutes, applications for sedation permits, and other items for committee consideration. It was 
impractical for the committee to meet in person with such a short agenda. A quorum was 
established with five members present.   
 
Roll Call: 

 
 
 
 

 
II. COMMITTEE MINUTES 

 
 October 24, 2013 – Teleconference 

Member Vargas Burton Clark Frank Horton Roth Westlund 
Present x x x x  x  
Absent     x  x 
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 MOVED by VARGAS, SECONDED by BURTON, to APPROVE the minutes as 

submitted.  Motion APPROVED unanimously. 
 
 Dr. Westlund joined the call at 12:07 p.m. 

 
III. GENERAL ANESTHESIA PERMIT APPLICATIONS 

 
Ms. Braness reported that no general anesthesia applications were received to date. 
 

IV. MODERATE SEDATION PERMIT APPLICATIONS 
 

 Bradley Hagarty, D.D.S. 
 
Ms. Braness provided an overview of the application.   
 
The committee members had some questions about the ACLS certification, which Dr. Hagarty 
completed.  It is unclear if the ACLS certification included a “hands-on”, clinical component. 
 
Dr. Vargas stated that she had the same concerns and asked staff to follow up with Dr. Hagarty 
about his certification.   
 
Mr. McCollum asked for further clarification about the committee’s concerns about the 
certification.  Dr. Frank expressed concerns about the airway management portions of the training.  
Dr. Frank feels that this portion of the certification needs to be done in person, and not via online 
training. 
 
Mr. McCollum stated that staff could touch base with Dr. Hagarty and get clarification on this 
matter.  If it is determined that Dr. Hagarty’s ACLS certification was an online only course, staff 
will ask him to complete a “hands-on” clinical portion of ACLS training. 
 
 MOVED by ROTH, SECONDED by VARGAS, to APPROVE the application following 

confirmation that Dr. Hagarty completed a hands-on, clinical portion of the ACLS 
certification.  Motion APPROVED unanimously. 

 
V. MODERATE SEDATION COURSES FOR REVIEW 

 
 Conscious Sedation Consulting 

 
Ms. Braness provided an overview of the request from a licensee interested in attending this course. 
 
Dr. Westlund indicated that he did not know much about this course and could not comment.  Mr. 
McCollum recommended tabling the discussion for now until everyone had a chance to more fully 
review the course information.  Mr. McCollum indicated that Ms. Braness can follow up and gather 
more information if necessary. 
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The committee chose to table this discussion until a later date. 
 
Dr. Westlund indicated that he had difficulty opening the document.  Ms. Braness reported that 
the file size had been too large initially, and the file size was reduced.  This may have caused the 
issues with opening the document.  Ms. Braness stated that she would put a copy of the course 
information in the mail to Dr. Westlund. 
 
Dr. Roth thought the course appeared to be fairly comprehensive, but that the committee needed 
to clarify whether the sedation training is occurring on live patients.  It appears that this course 
would meet most of the committee’s concerns. 
 
Dr. Westlund asked if there was any operating room experience with intubation on live patients.  
Dr. Roth stated that the course only makes reference to “clinic” so it is unclear based on the 
information, which the committee has currently. 
 
 MOVED by ROTH, SECONDED by VARGAS, to table the discussion for further review 

of the course materials.  Motion APPROVED unanimously. 
 

VI. PEER EVALUATIONS 
 
Ms. Braness provided an overview of this agenda item.  There had been some questions recently 
concerning the peer evaluations as it related to moderate sedation permit holders.  Dr. Westlund 
reported that the Iowa Association of Oral and Maxillofacial Surgeons (IAOMS) had recently been 
focusing on the peer evaluations for the general anesthesia permit holders.  Ms. Braness asked for 
direction from the committee as to how staff should proceed with the moderate sedation permit 
holders. 
 
Mr. McCollum reported that the committee recommended implementing the same standard of peer 
evaluations for moderate sedation permits; however, he could not recall if the rules included this 
as a requirement.  Dr. Roth recalled that the rules allowed the committee or the Board to do this; 
however, he does not believe that this was required by rule.  Ms. Braness looked up the rules and 
it is not specifically required by rule; however, it would is allowed at the discretion of the Board. 
 
Dr. Westlund recommended that a spreadsheet be created, including all of the relevant dates and 
information for the sedation permit.  Ms. Braness reported that she has a spreadsheet with most of 
this information already; however, she can update this spreadsheet to include the peer evaluation 
dates.  Ms. Braness indicated that we can forward this at the next committee meeting for further 
review as requested. 
 
Dr. Roth stated that, in his experience, most moderate sedation permit holders, who have been peer 
reviewed, were based on complaints or disciplinary action.  Dr. Roth recommended that several 
committee members offer to conduct these to make it easier to complete these in a timely manner. 
 
Ms. Braness stated that she will update the spreadsheet and forward this for further discussion at 
the next meeting. 
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Dr. Frank indicated that he understands that the Board is not bound by the American Association 
of Oral and Maxillofacial Surgeons (AAOMS) or the American Dental Association (ADA).  Dr. 
Frank asked if the committee might want to refer to recommendations from these organizations to 
establish a standard in Iowa. 
 
Mr. McCollum reported that the facilities are to be inspected once every five years.  Mr. McCollum 
asked if the committee would want to tie the peer evaluations to the facility inspections to keep 
better track of these dates. 
 
Dr. Westlund and Dr. Vargas indicated that they liked the idea of bringing this information back 
to the committee for further review and discussion. 
 

VII. OTHER BUSINESS 
 
 Proposed rule amendments – Ch. 29, “Sedation and Nitrous Oxide Inhalation 

Analgesia” 
 
Ms. Braness provided an overview of the request from the Board.  Ms. Braness reported that at the 
last quarterly meeting of the Board, the Board recommended drafting rules requiring moderate 
sedation permit holders to use capnography, and that PALS certification be accepted in lieu of 
ACLS for those moderate sedation permit holders who sedate children.  Although, staff has not 
yet drafted rules, this was being brought back to the committee for further discussion. 
 
Dr. Westlund stated that these recommendations are in line with the recommended guidelines from 
the AAOMS.  Dr. Vargas stated that the pediatric literature indicates that it’s recommended, but 
not currently required.  Practitioners who are only using nitrous oxide would not be required to 
use capnography.  Capnography would be recommended when more than one method of sedation 
is introduced.  For example, capnography would be recommended when combining nitrous oxide 
with an oral medication. 
 
Dr. Thies asked about the definition of pediatric patients.  Ms. Braness reported that patients ages 
12 and under are defined as pediatric patients in Iowa Administrative Code 650—Chapter 29.  Ms. 
Braness also clarified that in order to sedate pediatric patients, moderate sedation permit holders 
must receive training through an ADA-accredited residency program, or have been granted a rule 
waiver from the Board for other training deemed to be equivalent, and have been issued an added 
qualification to sedate pediatric patients by the Board. 
 
Dr. Frank inquired as to whether general anesthesia permit holders who provide sedation to 
pediatric patients would be required to obtain PALS certification as well.  Ms. Braness believed 
that this was the intent; however, she asked Dr. Vargas to clarify the recommendation, which she 
made at the last Board meeting.  Since complications can arise rather quickly with pediatric 
patients, Dr. Vargas would recommend that it be required of everyone who sedates pediatric 
patients.  Dr. Vargas stated that she is open to input from the rest of the committee members. 
 
Dr. Burton reported that most general anesthesia permit holders probably have current PALS 
certifications.  Dr. Burton stated that the University of Iowa College of Dentistry requires all 
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graduates and faculty members to hold PALS certification.  Dr. Burton also reported that most 
hospitals settings require PALS certification.  Dr. Burton reported that the coverage within the 
PALS training has changed over the years.  Dr. Burton does not feel like this is an unreasonable 
request. 
 
Dr. Westlund indicated that the 2012 AAOMS literature recommends PALS certification for those 
who sedate pediatric patients; though, it is not required. 
 
Dr. Vargas stated that it may be good to require this across the board since ACLS is required in 
order to sedate non-pediatric patients.  Dr. Roth wonders if ACLS certification is required since 
that was the only way of addressing airway management concerns.  The ideal situation would be 
for courses to be developed, which specifically address the potential needs within moderate 
sedation.  A lot of the ACLS training does not fully apply to dental treatment.  Dr. Roth would 
hope that other training could be developed to replace ACLS, courses that would be more 
appropriate for treatment in dental offices and addressing the needs for airway management 
training. 
 
The committee members noted that there is a difference between the emphasis in training between 
ACLS and PALS.  ACLS focuses more on cardiac issues; whereas PALS focuses more on airway 
management.  Dr. Vargas stated that the primary concern when sedating pediatric patients is airway 
management. 
 
Dr. Roth asked about capnography for moderate sedation permit holders, like himself, who have 
not used capnography.  Dr. Vargas and Dr. Westlund indicated that there was some cost to the 
capnography machines.  Dr. Roth asked if it would be required to use this equipment while 
sedating, or if it would need to be on hand for situations where it seemed appropriate to use it.  Dr. 
Westlund stated that the intent of the rule would be that practitioners would use the capnography 
machines while sedating.  Dr. Vargas agreed. 
 
Dr. Roth indicated that he uses pulse oximetry and other methods to monitor the patient.  Dr. Roth 
stated that he does not, typically, sedate his patients very deeply.  Dr. Vargas stated that there can 
be a very fast transition between moderate sedation and deep sedation.  By using the capnography 
equipment, a practitioner could more quickly determine this and respond appropriately. 
 
Mr. McCollum asked for input on the two issues.  First, Mr. McCollum asked the committee about 
the capnography requirement, and secondly, about whether the proposed recommendation related 
to PALS certification would affect general anesthesia permit holders.  Dr. Westlund stated that 
most oral surgeons are probably certified in PALS already. 
 
Dr. Vargas thought that this may have limited impact on most practitioners.  Mr. McCollum asked 
for clarification on this issue since staff will need to draft rules for the next meeting.  The 
committee may want to clarify if PALS certification should be required of all practitioners who 
sedate pediatric patients, or if it should just be limited to moderate sedation permit holders who 
sedate pediatric patients.  Dr. Vargas would recommend that PALS certification for required for 
everyone who sedates children. 
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Dr. Clark stated that Dr. Vargas may be asking that pediatric dentists be allowed to completed 
PALS certification in lieu of ACLS.  Mr. McCollum and Ms. Braness indicated that this would be 
a very simple change.  Mr. McCollum responded by stating that this provision would only cover 
one part of the committee’s concern. 
 
Dr. Thies inquired about practices that have a broad patient base.  Dr. Thies asked if PALS would 
be required when sedating a minor.  The example, which Dr. Thies referenced was regarding a 16 
year old.  Ms. Braness and Dr. Vargas responded by stating that PALS would not be required in 
those instances.  Ms. Braness reiterated that in order to sedate pediatric patients, moderate sedation 
permit holders would be required to obtain a special qualification from the Board.  In order to 
obtain this qualification, one must complete residency training.  This would only effect a small 
number of practitioners. 
 
Dr. Roth asked Dr. Clark about training in capnography at the dental school.  It was stated that the 
dental school is not currently teaching capnography.  Based on that, Dr. Roth questioned requiring 
this without further recommendations from the ADA, or other national organizations, which are 
not specialty organizations. Dr. Burton indicated that, to date, that has been the school’s position.  
Dr. Roth recommended requiring this for moderate sedation permit holders, who sedate pediatric 
patients since they are at higher risk of complications.  Dr. Roth stated that since the risk is lower 
for ASA 1-2 patients who are not defined as pediatric patients.   
 
Mr. McCollum asked if the committee wanted to make a motion about this.  Dr. Westlund and Dr. 
Vargas stated that it may be better to research this further before making a final recommendation. 
 
 MOVED by VARGAS, SECONDED by WESTLUND, to research this further before 

making final recommendation.  Motion APPROVED unanimously. 
 
 MOVED by ROTH, SECONDED by VARGAS, to propose drafting rules to allow PALS 

in lieu of ACLS.  Motion APPROVED unanimously. 
 
VIII. OPPORTUNITY FOR PUBLIC COMMENT 

 
No public comments were received. 
 

IX. ADJOURN 
 
 MOVED by VARGAS, SECONDED by VARGAS, to adjourn.  Motion APPROVED 

unanimously. 
 
The Anesthesia Credentials Committee adjourned its meeting at 12:48 p.m. 
 
NEXT MEETING OF THE COMMITTEE 
 
The next meeting of the Anesthesia Credentials Committee is scheduled for March 27, 2014.  The 
meeting will be held at the Board offices and by teleconference.   
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These minutes are respectfully submitted by Christel Braness, Program Planner 2, Iowa Dental 
Board. 
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TERRY E. BRANSTAD, GOVERNOR 
KIM REYNOLDS, LT. GOVERNOR 

PHIL MCCOLLUM

INTERIM DIRECTOR

STATE OF IOWA
IOWA DENTAL BOARD

ANESTHESIA CREDENTIALS COMMITTEE  
MINUTES 

February 20, 2014 
Conference Room 

400 S.W. 8th St., Suite D 
Des Moines, Iowa 

 
Committee Members February 20, 2014 
Kaaren Vargas, D.D.S. 
Richard Burton, D.D.S. 
Steven Clark, D.D.S. 
John Frank, D.D.S. 
Douglas Horton, D.D.S. 
Gary Roth, D.D.S. 
Kurt Westlund, D.D.S. 
 

Absent 
Absent 
Present 
Present 
Present  
Absent  
Present 

 
Staff Member 
Christel Braness 
 

I. CALL MEETING TO ORDER – FEBRUARY 20, 2014 
 

Ms. Braness called the meeting of the Anesthesia Credentials Committee to order at 12:17 p.m. on 
Thursday, February 20, 2014. This meeting was held by conference call to review committee 
minutes, applications for general anesthesia and moderate sedation permits, and other items for 
committee consideration. It was impossible for the committee to schedule a meeting on such short 
notice and impractical for the committee to meet with such a short agenda. A quorum was 
established with four members present.   
 
Roll Call: 

 
 
 
 

 
II. MODERATE SEDATION COURSE FOR REVIEW 

 
 Conscious Sedation Consulting 

 

Member Vargas Burton Clark Frank Horton Roth Westlund 
Present   x x x  x 
Absent x x    x  
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Ms. Braness reported that this request for course review was brought forward from the last meeting 
when some of the committee members requested additional time to review the course information. 
 
Dr. Frank reported that he spoke with Randy Pigg, B.S.N. about the course.  Mr. Pigg is a nursing 
instructor.  The course attempts to meet the ADA Guidelines for Teaching Pain Control and 
Sedation to Dentists and Dental Students.  The sedation protocols were inclusive of starting 
sedation to finishing the procedure.  There is no instruction for management of airways on live 
patients.  Routinely, the training is provided using manikins. 
 
Dr. Westlund stated that this is one of the ongoing issues with some of the proposed moderate 
sedation courses.  He questions the use of live patients in teaching sedation, but not providing 
instruction in airway management on live patients.  The key concern with sedating patients is the 
potential for complications, when managing the airway is the crucial component of managing the 
emergency. 
 
Dr. Frank, being new to the committee, asked what the committee has, typically, required for 
airway management training in the past.  Dr. Westlund remarked that the preference has always 
been for training in airway management to be completed on live patients.  While simulated training 
provides some experience, it is not always a fully-accurate representation of some of the issues 
with managing an airway on a live patient.  The ADA has always been vague in its requirements 
for airway management training; however, Iowa has, historically, required training on live patients.  
In the past, this view has been described as being obstructionist since obtaining this training can 
sometimes be difficult to obtain.  Therefore, this has been an ongoing discussion for the committee.  
Dr. Horton agreed with Dr. Westlund’s summary. 
 
Dr. Westlund stated that having experience in managing an airway on a live patient can be critical 
in providing good care to a patient when complications arise. 
 
Dr. Frank referenced a number of recent cases where complications arose from the use of sedation.  
Therefore, the concern related to maintaining a patient’s airway is very relevant when determining 
training is adequate to prepare practitioners for these kinds of situations may arise. 
 
Dr. Westlund inquired about courses, which have been approved in the past.  If the committee has 
previously approved courses without live airway management training, there is not be a sufficient 
basis on which to deny approval for this course now.  Ms. Braness replied by stating that the only 
course of which she was specifically aware of where airway management training was not included 
in the course, there was a stipulation that the this training needed to be obtained elsewhere. 
 
Dr. Clark asked about the course through the University of Southern California.  As he recalled, 
this course did not include airway management training on live patients.  Dr.  Clark and Dr. 
Westlund referenced the ADA guidelines for clarification.  While the committee wants to ensure 
adequate training, the committee does not want to be obstructionist. 
 
Dr. Frank read the ADA guidelines aloud for the committee.  As was mentioned previously, the 
guidelines are not specific about the type of training that should be obtained in the area of airway 
management.   
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Dr. Frank asked if the committee should revisit this issue at a future meeting to discuss this further.  
Dr. Westlund indicated that this would require feedback from the state for clarification about where 
those lines can be drawn when requiring sufficient training without being deemed obstructionist.  
Ms. Braness reported that the Iowa Dental Board has a new assistant attorney general.  Ms. Braness 
indicated that staff could ask Ms. Scott to weigh in on this matter at a future meeting. 
 
 MOVED by WESTLUND, SECONDED by FRANK, to approve the course as submitted.  

Motion APPROVED unanimously. 
 
 MOVED by WESTLUND, SECONDED by FRANK, to revisit this topic with the assistant 

attorney general to get additional input.  Motion APPROVED unanimously. 
 

III. OPPORTUNITY FOR PUBLIC COMMENT 
 
Dr. Westlund asked Ms. Braness if the peer evaluations, which he had forwarded had been received 
by the Board office.  Ms. Braness confirmed that they had been received. 
 

IV. ADJOURN 
 
The Anesthesia Credentials Committee adjourned its meeting at 12:39 p.m. 
 
NEXT MEETING OF THE COMMITTEE 
 
The next meeting of the Anesthesia Credentials Committee is scheduled for March 27, 2014.  The 
meeting will be held at the Board offices and by teleconference.   
 
These minutes are respectfully submitted by Christel Braness, Program Planner 2, Iowa Dental 
Board. 
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APPLIGATION FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT

SECTION 1 - APPLICANT INFORMATION

lnstructlons - Please read the accompanying instructions prior to completing this form. Answer each question. lf not applicable, mark 'N/A."
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SECTION 3 - BASIS FOR APPLICATION
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Advanced education program accredited by ADA that provides training ln deep
sedation and general anesthesia ,r/
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SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION
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SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE
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SECTION 6 - DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

E VgS M UO A. Do you have a llcense, permlt, or reglstration to perform sedatlon ln any other state?

lf yes, speclfy state(s) and permlt nu

{rr"E ro

dr.r E uo

drr" E *o
g/"es tr No

B. Do you conslder yourcelf engaged ln the use of deep sedatlon/general anesthesla ln your professlonal practlce?

G. Have you ever had any patlent mortality or other lncident that rcsulted ln the temporary or pernanent physlcal or mental
lnfury requlrlng hospltallzatlon of the patlent durlng, or as a result of, your use of antlanxlety premedlcatlon, nltrous
oxide I nhalatlon anal gesla, moderate sedatlon or deep sedation/general anesthesla?

D. Do you plan to use deep sedatlon/general anesthesla ln pedlatrlc patlents?

E. Do you plan to use deep sedatlon/general anesthesla ln medlcally compromlsed patlents?

F. Do you plan to engage ln enteral moderate sedatlon?

G. Do you plan to engage ln parenteral moderate sedatlon?

{r=" E xo

E ves u/no

What mafor drugs and anesthetlc technlques do you utillze or plan to utillze for sedatlon purposes?
attach a separate sheet if necessary.

Tv - Verx.A, F,nf,an1l , F-f"tl, Kf4rarie

Enhaladbr\ - nritrovs oxide, SevsPlvrrul*e

Drd - {wcp). *aldo^ Ativan

Provide details (lV, inhalation, etc.) and
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SECTION 7 - AUXILIARY 1,,
AdentisiadmlnlEt€rlng s€d"tonin t*r".r@nndhavecer0ncaflontnbadclflbsupport(BLE arrdate
capable of administering basic life support. Please list below the name(s), license/registration number, and BLS certification status of all auxiliary
personnel.

Name:'fuhl 
t;.A funristu) H"?'lifl*"" *A(fr- t,l S{

BLS Gertificatlon
DatE: 

B lf:
Date BLS Gertificatlon
Expires: 3l rc{

BLS Gertification
Date: q I tJ-

Date BLS Certlfication
Expires: i ltr/-

i-I^, emx;
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BLS Gertificition
Date: A h1. Etli,3lu.;?'

Name: , t I-fT*r,kn{lu-..&A Llcensel
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0 fl 4AoKk
BLS Gertificdtlon
Date: zltn

Date BLS Ceftlficatlon
Exprres: 3 I t.[
Date BLS Ci-ertificati6n
Expires:

st^a"#* b'u-d hLT,H,%,,"*,Qffi -tffil 
1

BLS Gertification
Date: 2lta.

Date BLS Certification
Expires: S/t 4

"trYo* rvcbt't+ License/
Resistrafion *: Q6fl_6fu Ms

BLS Gertificdtion
Date: 3lt3

Date BLS Certification
Expires: 1/t4

;fn*'fu"r 
^Ju;cw

License/
Resistratio 

" 
o.g0 fr_ I Ig 3 l*

BLS Cefficdtibn
Date: 7l tS

Date BlS-Certificafion
Exnires3 / t 4

SECTION 8 - FACILITIES & EQUIPMENT
t ,;'q\{!-,-df otn 'nrl rl j -bc*,! I

Each fadlity ln whldl you perform sedation must be properly equipped. copy thls page and complete for each fad[ry. You may apply for an o€mpilon
of any ot these provlslons. The Board may grant lhe exemption if it determlnes there ls a reasonable basls for the o(empton.

YES NO

.Ef tr
r-
Mtr

Ftr

ls your dental office properly maintained and equipped with the following:

{. An operating room large enough to adequately accommodate the patient on a table or in an operating chair and permlt an
operating team consisting of at least three lndlviduals to move freely about the patient?

2. An operating table or chalr that permits the patient to be positioned so the operating team can malntaln the ainvay, quickly
alter the patient position ln an emergency, and provide a firm platform for the management of cardlopulmonary resuscltation?

3. A lighting system that is adequate to permit evaluation of the patienfs skin and mucosal color and a backup llghting system
that is baftery powered and of sufficient intensity to permit completion of any operation undenray at the time of general power
failure?

4. Suction equipment that permits aspiration of the oral and pharyngeal cavities and a backup suction devlce?

5. An oxygen delivery system with adequate full face masks and appropriate connectors that is capable of delivering orygen to
the patient under positive pressure, together with an adequate backup system?

6. A recovery area that has available orygen, adequate lighting, suction, and electrical outlets? (The recovery area can be the
operating room.)

7. ls the patient able to be observed by a member of the staff at all times during the recovery period?
8. Anesthesia or analgesia systems coded to prevent accldental administration of the wrong gas and equipped with a fait safe

mechanism?

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?
12. Magillforceps?

{3. Oral alnarays?

{4. Stethoscope?

15. A blood pressure monltoring device?

16. A pulse oximeter?

17. Emergency drugs that are not expired?

f 8. A defibrillator (an automated defibrillator is recommended)?

19. Do you employ volatile tiquid anesthetics and a vaporizer(i.e. Halothane, Enfluranq lsoflurane)?

20. ln the space provided, list the number of nitrous oxide lnhalation analgesia units ln your fucility.

fln
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COPY FORM AND SUBM]T FOR EACH FACILITY.
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GOPY FORM AND SUBMIT FOR EACH FACILITY.

F Address
'+{){-W

of
{ Jt. S/r*n -

sEcnoN 7 - AUXTLTARY pensbr,rred. /
A dentist administering sedation in lowa must document and ensure that all auxiliary personnel have certification in basic life support (BLS) and are
capable of administering basic life support. Please list below the name(s), license/registration number, and BLS certification status of all auiliary
personnel.

Name: r

Y, ol't,
I

Vryl--{rF [.
License/
Resistratio" 

fu) fl - o,t t \1
BLS Certification
Date: o It a-

Date BLS Certlfication
Exprres: qlt 4

""ffbnnu il'*dA Llcense/
Reg istratio "rtno - os [o( qBLS Gertificition

Date: r&
Date BLS Ceftification r
Expires: q lf/

License/
Resistratio"hOfi * lCKl I

BLS Cedification
Date: {l tb

Date BLS Certification
t tsHxprres: 

\ // (
Name: J
( i&lA Iv')ae-^*.

Llcense/
RegistratioYhq

BLS Gertificatibn.Date: q.l la
Date BLS Gertiflcation f
Expires: q llF.

Name: J LJ License/
Registration #:

BLS Certlflcation
Date:

DatE BLS Certification
Explres:

Name: Llcense/
Registration #:

BLS Ceilification
Date:

Date BLS Gertlflcation
Expires:

Name: License/
Reglstration #:

BLS Gertification
Date:

Date BLS Gertificatlon
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certiflcatlon
Expires:

SECTION 8 - FACILITIES & EQUIPMENT

Each fudliv in whlch you perform E€dation must be propedy €quipped. Copy lhis page and complst€ br earh fadltty. You may appty for an orernptlon
of any oflhese provlslons, The Boad may grant the o(emptlon It lt determlnes lherB 16 a reasonablg basls for the erGmption.

YES NO

.dtr
f-

"H, tr

Ftr

ls your dental office properly malntained and equipped with the following:

1. An operating room large enough to adequately accommodate the patient on a table or in an operating chalrand permit an
operating team conslsting of at least three individuals to move freely about the patient?

2. An operating table or chalr that permits the patient to be positloned so the operatlng team can maintain the airway, qulckly
alter the patient posltlon in an emergency, and provide a firm platform for the management of cardiopulmonary resuscitation?

3. A lighting system that is adequate to permit evaluatlon of the patienfs skin and mucosal color and a backup lightlng system
that is battery powered and of sufficient intensity to permit completion of any operatlon underway at the time of general power
failure?

4. Suction equipment that permits aspiration of the oral and pharyngeal cavlties and a backup suctlon devlce?

5. An oxygen delivery system with adequate full face masks and appropriate connEctors that is capable of delivering oxygen to
the patient under positive pressune, together with an adequate backup system?

6. A recovery area that has available oxygen, adequate lighting, suction, and electrical outlets? (The recovery area can be the
operating room.)

7. ls the patient ahle to be observed by a member of the staff at all times during the recovery period?

8. Anesthesia or analgesia systems coded to prevent accldental admlnistratlon of the wrong gas and equipped wlth a fail safe
mechanism?

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magillforceps?

13. Oralainarays?

14. Stethoscope?

15. A blood pressure monitoring device?

16. A pulse oximeter?

17. Emergency drugs that are not expired?

18. A dEfibrillator (an automated defibrillator is recommEnded)?

{9. Do you employ volatile llquid anesthetics and a vaporizer (i.e. Halothane, Enflurang lsoflurane)?

20. ln the space provided, llst the number of nltrous oxide inhalatlon analgesia units in your facllity.
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"fffiron &*-r-J
License/
Resistratio"ln o+- oa rq (

BLS Certification
Date: \lf 3

Date BLS Certification
Exprres: f]/tSr

Nime:

\('r,k I(nrt-lt^rr,z
License/
Cegistratio"Wfr_ Oqt31

BLS Certification
Date: ei.lla

Date BLS Gertification -
Exptres: l llr-{

Llcense/
Registratio"gQ$_ 

I O,K I

BLS Certlficatbn
Date: {lt5 -Date 

BUS certiRcatlon
Explres: ( )/5

ffiL-'AJ-n,
License/
Registratio" hofl * o &fu?)l

BLS CertificationDate: { ll\
OatE gtS Gertlf,cation
Expires: ; il {.

Yame: J Licensel
Registration #:

BLS Certiffcatioh
Date:

Date BLS Gertificatlon
Explres:

Name: Llcense/
Registration #:

BLS Certification
Date:

Date BLS Gertificatlon
Explres:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Gertlflcatlon
Explres:

Name: License/
Registration #:

BLS (

Date:
DAIE ELS
Expires:

tr

tr

d

F

SECTION 8 - FACIUTIES & EQUIPMENT

Eadr igdltv ln whldr you Derfonn sedaton musl be propedy equlpped. Copy this page and compleiE for eadl fadliv. You may Epply lbr an exemptlon

of sny ofthis6 provt6ions. The Board may grant th6 €Emption lf it delermlnes lh6ro k t reasonable basls tu 6e et6mp1on.

YES NO 16 your denbf ofico prpp€rly malntalnod and equippcd wfth the iollfllng:

,d n t- An oDeEdnq room larqo gnough to ad€quatoly accommodds the pstiBnt on e table or ln an operatlng chalr.nd pemlt an

7\ operitlng teim conslstlnE of.t l€aat thrse indivlduab to move lreely about ths pafent?

2. An operating table or chair that permlts the patient to- be positioned so the operatlng team can maintain the alnltray, qulckly

alter the patient posltion In an emerg"n"y; a"o pr*io" a iirm piattorm for thir management of cardiopulmonary resuscitatlon?

B. A lighting system that ls adequate to permit evaluation of the patienfs skin and mucosal cotor and a backup lightlng system

that ls battery powered and oi sufficicniintensity to. permit completion of any operation underway at the time of general power

failure?

4. Suction equipment that permits aspiration of the oral and pharyngeal cavities and a backup suction device?

s. An oxygen delivery system with adequate full face masks and applopriate connectors that is capable of dellvering oxygan to

tne pitilnt under iosltive pressure, together with an adequate backup system?

6. A recovery area that has availabte orygen, adequate tighting, suction, and electrical outtets? (The recovery area can be the

operating room.) I

7. ls the patient abte to be obserued by a member of the staff at all times during the recovery period?

g. Anesthesia or anatgesia systems coded to prevent accidental administration of the wrong gas and equipped wlth a fail safe

mechanism?

9. EKG monitot?

10. Laryngoscope and blades?

'11. Endotracheal tubes?

12. Magill forceps?

{3. Oral airways?

{4. StethoscoPe?

{5. A blood pressure monitoring device?

16. A pulse oximeter?

17. Emergency drugs that are not expired?

18. A defibrillator (an automated deflbrillator is recommended)?

19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, lsoflurane)?

20. tn the space provided, list the number of nitrous oxide Inhalation analgesia uniE in your facllity.
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COPY TONM AND SUBMIT FOR EACH FACILITY.



SECTION 9 - lfyou answgr Ye8 to any ofthe questions beld,!r, attach a full sxplanailon. RBad the insEucdorc br impoltant definitions.

l. Do you cu]f.noy hsw a modlcal cordttlon lhat ln .ny way lmpalrt or llmlt' your lblllty !o p.actlca dentlatry wlth lasonaiL tr
lklll rnd !.lbty?

2. Are you currently engaged ln the lllegal or lmproper use of drugs or other chemlcal substances? tr
3. Do you currently use alcohol, drugs, or other chemlcal substances that would ln any way lmpalr or llmit your ablllty to

practlce dentlstry wlth reasonable skltl and safety?

4. lf YES to any of the above, are you recelvlng ongolng treatment or partlclpatlon ln a monltorlng program that reduces or
elimlnates the llmltatlons or impairments caused by elther your medlcal condltlon or use of alcohol, drugs, or other chemlcal
substances?

5. Have you 6ver been requested to repeat a portlon of any professlonal tralnlng program/school? tr
6. Harro you ever r€c€lved a wEmlng, repdmand, or boen placrd on probatlon dudng a prcf€rtlonrt trrlnlng progflmr$lrool? tr
7. Have you ever voluntarlly surrendered a llcense or permlt lssued to you by any professlonal llcenslng agency? tr
7!, lf ye!, wa! a llcen3e dlsclpllnary actlon pondlng agalnst you, or wore you undor lnve lgatlon by a llclntlng rgency at that tr

tlme the voluntuy gurendgr ot llconsg tyas tendolod?

8. Aslde from ordlnsry lnltlal requllrments ot proctoBhlp, have your cllnlcal actlvltle! ever been llmltod, rurpended, rcvoked, tr
not renewed, voluntarlly rsllnqulshed, orsubJoct to other dlsclplhary or probatloflary condlllons?

9. Has any Jurlsdlctlon of the Unlted States or other natlon ever llmlted, restrlcted, warned, censured, placed on probatlon,
suspended, or revoked a llcense or permit you held?

10, Have you ovor b3€n notlfled oI any charges flled agalnst you by a llcemlng or dllclpllnary agency ofrny turlrdlctlon of ths tr
U.S. or othsr natlon?

ll. Hlve you evor been d€nled a Drug Enforcement Admlnlliratlon (DEA)orstate controlled subdance trglttEtlon certlflcate or E
hlr your controll€d lubstanco reglgtratlon over been placod on probltlon, rulp9ndod, voluntSrlly surrandorEd or Evoked?

SECTION 10 - AFFIDAVIT OF APPLICANT

- Wn+essag
COUNTY:

SheL
l, the below named applicant, hereby declare under penalty of perjury that I am the person described and in this application and that my
anst!€t8 and all stalerEnb made by rne on this applicaton and accompanying attiachments ars fue and corEcl. Should I fumish any hl8€ lnfumation,
or have substantial omlsslon, I hereby agree that such aal shall collstltuE cause for denial, Buspondm, or Evocaton of nry licerue or permit to provide
deep sedauon/gEn€.al anesthGla. I ako deda.e that if I dld not personally completa the tu€gdng apdlcatlon that I har€ tully l€ad arld confrnnsd each
question and accornpanylng arElver, and take tull responsibility for all ans\,lre[s contalned ln thls applicaton.

I underBtand thal I have no legal authority to administer deep sedatlory'gen€ral anasttEsla untl 8 pormlt haE been granbd. I undeBtand lhat rry facility
18 subject to an on{lb evaluation prior to tile lssuance of a permit and by submiflng en application for a ds€p s€dsuongeneral anelhesia permit, I
horeby coment to such an evalua0on. ln addition, I understand U|at I may be sublect to a prceEsbnd €valuallon as pan of the appllcauon process. The
profe8Elonal evalua on shsll be cooducled by tie Ane3thesla Credentials CommitGe and include, at a mlnlmum, erraluation of my knotvledgB of cas6
manEgom€nt and airway management

I cortry thd I am tralned and capable of adminieterlng Advanc€d Cadlac Llb Support and that I smploy ruffdent aodllary porsonrEl to a$lst ln
monitoring a pa enl under deep sedation/general ane8lfEala. Such persmnel are trained ln ard capabl€ of moniiodng vltal slgns, asslstlng ln
smgrgency procedures, and admlnlstering basic life suppot. I und€rstand that a denust p€rhImlng a pmcedur€ for wi dr deep s€daton/general
snesthe6ia h belng Gmployed shall not admlnEter the general ane8thetic and monltor the patlsll wllhout the pr€8ence and aslstanc€ ot 8t loast tlyo
quslllled auxlllary personnel.

I am atEre Olat puBuanl to lo,i,a Administrative Code 650-29.9(1 53) I mllst Eporl any advorse ocqJrences rBlaM to lhe use ot sedaUon.

I hotBby authodze tle release oI arry ard all infomalion and records the Board shall d€om perlln€nl b lhe evaluation of thls appllcauon, and shall supply
to lhe Board sudr rBcords and information as requested tur evaluafion of my qualiicatiom for a permit lo admlnlsbr sodaton ln hs staie of loia.
I und€rstand flat based oo evaluatlon of crederilials, facilili}s, equlpmsnt, personnsl, and proc€durBs, tie Bo€d may placs rBstrldlons on the pemit
I turf|er stab that I have read the rules related to the use ot sedgtion, a3 desqibed ln 650 lowB AdmlnlstratlvB Cods Chapter 29, I her€by 8gr€e to
abide by the laws and rules pertaining to the practice of dentistry and deep in the state of lowa.

MUST BE SIGNED IN
PRESENCE OF NOTARY >
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IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, lowa 503094687

Phone (515) 281-5157 Fax (515) 281-7969
htto://www.dental board. iowa.qov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

SEGTION 1 - APPLICANT INFORMATION

Instructlons - Complete Section 1 and mail this form to the Postgraduate Program Director for verification of your postgraduate training.

V
?r-) b13-tao.[a-

To obtain a permit to sdmlnlster deep sodauory'general aneslhesia in lowa, tho lowa D€nbl Board r€qulrBs f|at the applicant submit evldence of havlng
completed an approved postgraduato training program or other formal baining program approwd by the Board. The appllcant's slgnatrrB belolr,
authodzes lhe release of any lnformation, favofable or otherwise, dircctly to the lolva Dsntal Boa]d al lhe address above.

/L/so/19.
NAME OF POSTGRADUATE PNOET{ETrI OIRECTON//

(Ta,.s.++.s Chr;"stia.r, D
THIS POSTGRADUATE PROGRAII IS APPROVED OR ACCREDITED TO TEACH POSTGRADUATE DENTAL OR IIEDICAL EDUCATION BY
OT{E OF THE FOLLOWI G:

E Ameican Dontal As3oclatlon;

E Accrrditatlon Councll lor Grldudo Uodlcal Educ.tlon of tho Amsrtcan ilodtc.t Attoct.Son (AI,A); or
E Educatlon Comml[oe ot the Am€rlcan Osteopalhlc Assoclatlon (AOA].

NAME AND LOCATION OF POSTGRADUATE PROGRAM: bral
Univer5.,1, .( Tarr.ress€C ltCatth Scic'rce C+r-

PHONE:

(q"t).lLlf- b?,32

PARTICIPATED IN PROGRAM >

E Yes #*o

E Yes dno
d"=r E No

d"=r E No

1. DID THE APPLIC/'. "Jlo#nl ^.-T;lt;t 't[f#Rq CoMPLETE rHE ABovE PoSTGRADUATE TRATNTNG PRoGRAM? rf no, prease

\
2. DID THE APPLICANT EVER RECEIVE AWARNING OR REPRTMAND, OR BEEN PLACED ON PROBATION DURING THE

TRAINING PROGRAM? lf yes, please explain.

3. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? lf yes, please explain.

4. DOES THE PROGRAM PROVIDE FORMAL TRAINING lN AIRWAY MANAGEMENT? lf no, please explain.

5. DOES THE PROGRAM PROVIDE A MINIMUM OF ONE YEAR OF ADVANCED TRATNING IN ANESTHESIOLOGY AND
RELATED ACADEMIC SUBJECTS BEYOND THE UNDERGRADUATE DENTAL LEVEL? lf no, please explain.

Itutthor cortlfy th8t the a9ojre nlmed appllcant has demonstratod compotency ln alnvay managemsntand doep sedatlonrgensral anacthssla,

DATE: ,

r /t/i



Slil*n "r. st. Jude Hospitar It&r
ACLS
Provider 6ffi$*;;"* TC

lnfo cfty, &\4tJnphrs, TN AEJ05 frp;,gos-+zos
Course
Location Training Center

Tnis card certifies that the above individual has successfully

"i,liir"tiiinii "ognitiu" 
and skirrs qY"ltlti?i:i13::"S3::

fi,h [#:il;""il;';iii" p;eiican neart Association Advanced

Cardiovascular Life Support (ACLS) Program'

lnstructor
Name Crystal O'guin ozo!6b,&tzo
Holder's
Signature

,-:a2n4l2al2":,- -0?:t2014 " .

Recommended Benewal Date
O 20rl American Heart Assoclalion T4npadng wih A?ds cad witt attg. its qp68ra,oa. gGiSOo

lssue Date

ffi}n ur" st.Jude Hospital /8dBd

H ealth care
Provider 6 American

Heart
Associationo Course

Location

TC
lnfo .f@phis, TN 3l}-r0s ffip*os-+zOs

Training Center

Adam Stanley
This card certifies that the above rndividuar has successfuily
compleGd. the cognitive and skills evaluations in accordance with
the cuniculum.of the American Heart Association BLS toineaincar"
Providers (CPR and AED) program.

Crystal O'guin ozol07oBrto
Holder's
Signature

O 201 1 Amsdcan Heari Assoclation Tamped.E with thts canr wtil atterib qppearanoa. go-t gO1

Course
Location Training Center

lnstructor
Name

02/04t20r2
lssue Date

02tz0L4
Becommended Henewd DatE

6 t$ii,fl""" I f,uixr*cademv

PALS Provider
Adarn Stanley

This card certifies that the above individuat has successfully
completed the cognitlve and skills evaluations in accordance with
the cunlculum of the American Heart Association Pedlatric'Advanced
Life Support (PALS) Program.

au04/2012.

lnstructor
Name

lnst. lD #
Crystal O'guin 02070260120

Holder's
Signature

62011 AmeicanHeartAssoclatlon Tampenngwttht/istr,fitwtttattatlEf{/pfftrurce. gt).lglg



COLLEGEOf DEUTISTRY

Department of Oral and Maxillofacial Suryery
875 Union Auenue

Memphis, TN 38163
Phone: (901) 448-6233

Fax (901) 448-5480

January 2,20t4

To Whom lt May Concern:

This letter is to certify that Dr. Adam C. Stanley, D.D.S., is currently in the Oral & Maxillofacial Surgery

Residency Program at the University of Tennessee Health Science Center. The duration of this

residency is from July 1, 2010 through June 30,20t4. Successful completion of this program will lead to

a certificate for practice in the specialty of Oral & Maxillofacial Surgery. lf I may provide any further

information, please contact our program at (901) 448-6233.

ffint)urpr*
Larry Weeda, D.D.S.

Chair, UT Oral & Maxillofacial Surgery
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IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, lowa 50309.{687

Phone (515) 281-5157 Fax (515) 281-7969
http ://www.de nta I boa rd. i owa. q ov

RECEIVED
FEB I 8 ZO,I+

APPLICATION FOR MODERATE SEDATION PERMIT

SECTION 1 .APPLICANT INFORMATION

lnstructions - Please read the accompanying insiructions prior to completing this form. Answer each question. lf not applicable, mark "N/A.'

Full LegalName: (Last, First, Middle, Suffix)

(,rOrn*erhotle.l-, Cocty , t,\J a{^e(
Other Names Used: (e.9. Maiden) Home E-mail:

C o <t q r,rri r\tart'"o \lei @ q Yva^t t' c o rn
Work E-mail:

:ody.r,rlintarholte,f Q a\wu' c4')
Home Address:

lZt,o L.rJittorp ,lrva
Gity: -

Lin cot v1

State:

Ne
zip:

bWtoT
Home Phone:

N"-611- oz4
License Number: lssue Date: Expiration Date: Type of Practice:

G^uuL Da-.h:sky
sEciloN 2 - LOCATION(S) rN |OWA WHERE MODERATE SEDATTON SERVTCES ARE PROV|DED
Principal Office Address:

2\OO lrnndie.n Lht(s Dr'.
City:

S i cux C,ty
zip:

5rro {
Phone:

lrz - sbT - 1e tn
Office Hours/Days:

M-E I B-99,,".
Other Office Address: City: Zip= Phone: Office Hours/Days:

Other Office Address: City: zip: Phone: Office Hours/Days:

Other Office Address: City: zip: Phone: Office Hours/Days:

Other Office Address: City: Zipz Phone: Office Hours/Days:

SECTION 3 - BASIS FOR APPLTCATION

Check each box to indicate the type of training you have completed. Check if
comoleted. DArE(S):

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences K Completed ?itlr+ - g(csan*

ADA-accredited Residency Program that includes moderate sedation training Xcompteteo
"f 

rf r5 - p(Lscr*
You must have training in moderate sedation AND one of the following:

Formal training in ainlrray management; OR

Moderate sedation experience at graduate level, approved by the Board
ffi Completed ?l,l1r -praser,t

ffi Completed ?f r[r: - prcsa4]
sEciloN 4 - ADVANCED CARDTAC L|FE SUPPORT (ACLS) CERTIF|CAT|ON
Name of Gourse:

f ava,^^cccl (arAic*c L i{e S"tppoft
Location:

'>orint Etiz.rbeth R.e3',or.ot (Yledic a.\ Cav*e-{
Date of Course:

a lv" lzo13
Date Certification Expires:

Of /2o\5
oo
oo

o

Lic. # Sent to ACC: !nspection FeGSoo*2q9 t )/(.

Permit # Approved by ACC: lnspection Fee Pd: ACLS

lssue Date: Temp # ASA 3/4? Form fuB

Brd Approved: T. lssue Date: Pediatric? Peer Eval

t t.



Name of Applicdht lopv W W-+Jreeqo uuEF.

SECTION 5 - MODERATE SEDATION TRAINING INFORMATION
Type of Program:

ffi eostgraduate Residency Program n Continuing Education Program E Otn"r Board-approved program, speciff:

Name of Training Program:

bra-l Swrqe-rV Fe\\sr"^)G,\.riD

Address:

4b+* J t+.t ateae
City:

Lit c o [,.r

State:

Ne
Type of Expeiience:

Qra-t (,6r{ar! I tVlof,e-to{e Szdo.-Li o^
J

Length of Training:

\ yea-" ( T*ty tt+. zo\3 - lI,^^ e Zo, zot4 )

Date(s) Gompleted:
'lf'^^. 36l, Lo\+

Number of Patient Gontact Hours:

t?6 L o.^"s

Total Number of Supervised
Sedatlon Cases:. ,tLs

E YES tr NO 1. Did you sasrfactodly compbtia tho above tratntng prcgr.m?

E YES E NO 2. Doos the program lncludo .l b.rt sbdy (60) houE ol dldactlc tralnlng ln paln rnd .nxlltr?

E YES tr NO 3. Does the program lnclude mlnlgoment of ai lor.t 20 cllnlcal patlents?

A3 prri of the currlculum, a]! tho tollowlng concepts and ptocadurrs taught:
tsYES E NO { Pht'slcal evaluatlon;
5 veS E NO 5,lV sodaflon:
E YEs tr NO 6. Atrway managomEnt;

E YES E NO 7. Monttortng; and
E YES tr NO & Ba.lc llfc auppo( lnd .mergency managemsnt

E YES tr l{O 9. Do€ the progr.m lncludo cllnlcd oxpe.ience ln managlng comp.ornbed alruatl.?

E YES EJ NO I 0. Doos th. progEm prcyldo t aldng or oxperlencr ln managlng modorato sodadon ln padlrtdc pat6ntr?

El YEs E NO I L Doer the program prcyldo tr.lnlng or experlenc. ln m.n glng moderato sod.don ln ASA c.tegory 3 or 4 patlcnts?

Please attach the appropriate form b verify )/our moderate sedation lralnlng. Appllcants who rec€lv€d th€ir talning in a postgraduate residancy program
must havo their pos{graduate program director complote Fo.m A. ln addition, attach a copy o, your certificate of completion of the postgraduate
program, Applicants who rsceived their training ln a formal moderate sedation contlnulng €ducation program must havo th6 program director complete
Form B.

SECTION 6 - MODERATE SEDATION EXPERIENGE

E yeS E[ tlO A. Do you have a llcense, permlt, or registration to perform moderate sedation ln any other state?

lf yes, speclfy state(s) and permlt number(s):

tr YES F NO 8. Do you consldor youiltlt rng.ged ln lhe uso of modorrta lldallon ln your pro,lbtllonrl practlcs?

El YES E NO C. Have you ever had any patlont mortallty or othsr lncldent that rcsulted ln the tompoEry or poman.nt pltyslcll or mentll
ln ury requiring hospltallzatlon ofthe patisnt durlng, or ar a roEult of, your use ot antlanxlaty pEmedlcatlon, nltrous
oxlde lnhalatlon analgsala, moder8le sedatlon or deap sedetlonrgeneral anGath€!lN?

E YES tr NO D. Do you plan to us€ modorata aadstlon ln podlatrlc patlont!?

p VeS tr NO E. Do you plan to uae mod.rate .adation in medlcally comprombed (ASA cai.gory 3 or 4) p.tonts?

EYES tr NO F, Do you plan to cngrgr ln €nto|lsl mod6rat6 seda{on?

F YES tr NO G. Doyou plan to ongaga ln p.renbral modeiato soddlon?

What maior drugs and anesthetic techniques do you utilize or plan to utilize in your use of moderate sedation?
etc.) and attach a separate sheet if necessary.

*Ve trrrrqc U,\^EFST

Provide details (lV, inhalation,

2



Name of Applicant loEV ld lq/r..rr€F*o.\€R Facility Address 2too r^Ji-^ thlls Dr
SECTION 7 - AUXILIARY PERSONI'IEL

A dontist administering moderate 66dation in lowa must documBnt and ensure that all auxiliary personnel hav€ c€rtrfication in baslc llfe support (BLS)
and are capable of administering basic life support. Please list below the name(s), license/reglstratlon number, and BLS certification status of all
auxiliary personnel.

Name:

Ati.ro. rr'\. Beqrrroche

License/
Registration #:

t\EtB

BLS Certification
Date:

Tlrolrs

Date BLS Certification
Exoires:' Sler!rs

Name:

ft"rna"r.d^ L. t$int<
License/
Reoistration #:

bq4qB

BLS Certification
Date: 7lqlrc

Date BLS Certification
Expires: ,- r ,\rlt3 I tE

Name:

A*^rn"[^ C . Pr,^r.{v

License/
Registration #: 

W+j1
BLS Gertification
Date: t lrq ltr

Date BLS Certification
Exoires: t t' I lzt lrs

Name:

ftsht"y fn Divis

License/
Reuistration #:- 

I t43o
BLS Gertification
Date:

?[rrlrE

Date BLS Gertification
ExPires: 

B [+r I ts
Name:

Ilennifar R. R^v

License/
Reoistration #:

tr 355
BLS Certification
Date: :llro ltB

Date BLS Certification
ExPires: 

ol=r / rs
Name:

karo E Q{ass

License/
Reqistration #:- o++77

BLS Certification
Date: alqhl

Date BLS Certification
Expires: tlErlrt

Name:

[4risien 6ata-s
License/
Registration O= lt* 43

BLS Certification
Date: 

a lr+ 1,,

Date BLS Gertification
ExPires: 

Br=i I r+
Name:

*rnlr'nd^ /fl .f{ECanley

License/
Registration #: 

I t Oq 5
BLS Certification
Dut"t 

?llb I t9

Date BLS Certification
ExPires: 

Bl 
=r 

It+
SECTION 8 - FACILITIES & EQUIPMENT

Each facility in which you perform moderate sedation mu6t be properly equipped. Copy this pag6 and complete fo. each faciliiy. You may apply for a
waiver of any of these provisions. Th€ Board may qrant the waiver if it d6t6rmines thore is a r€asonable basls for ihe waiv6r.

YES NO ls your dentalolflc. prcporly maintalnod .nd .quipped with the folldving:

E E l. An op.ratlng room lsrge snough to adequatlly accommodatc the patont on a tabl. or in an op€railng chllr lnd pgmlt an
operatlng team consistlng of at least irf,o lndlviduab to mo\re freely about the patlont?

A E 2. An oper.ting tabl. or chalr that permit the patl.nt to be posltloned so the op.ratlng te.m can malntaln th. .lrw.y, qulckly
alterlha patlant poaition ln an em€rgency, and provide a firm platform for the managoment of cardiopulmonary Esuscltation?

I E S. e tigtrttng syrt m that ls adequate to peimlt evaluation of the patient's skln and mucosal color and a backup llghtlng sllstem
that 13 battely poworsd and of 3ufiicient intenslty to pgrmlt completlon of any operatlon underway at iho tlme of g.n.ral power
failure?

E tr 4. Suction equlFr.nt thit permits asplrdtlon of the or.l and pha.)mgeal cavfti.s and a backup suc:tlon deylc.?

E tr 5. An orygon detlEry stEt m wlth ad€quato full fEce masks and approprlate conn.c'toE that ls capable of dellvedng orygen to
the pationt undcr poottlve pressule, togethr. wlth an adgquato b.ckup stEiem?

B ! 6. A recovery area th.t h.s .vailable oxygen, adequ.t ltghting, suction, .nd .l.clrical outlek? Oh€ recov.ry ar! c€r be the
operating room.)

EI E 7. k the patl€nt able to be observed by a msmber ofthe staff at alltimes durlng the rccovery perlod?

EI E E. Anesth*la or analgesla slEtems coded to p.event accidental administration of the wrong gas and equlpp.d with ! flll safe
mcchanlam?

ts E 9. EKG moniior?

El E 10, LarlmgGcopo snd btadar?

Ef E ll. Endotrach..l tubes?

E E 12. ilagi[ forcepr?

A E 13. Orat ai,wayr?

d E i4. srothecope?

E E 15. A blood pr€llure monltorlng devlco?

EI E 16. A pulse o{m€ter?

E E 17. Emergency drug. th.t.rc not explred?

E tr 18. A delibrlllator (an automated defibdllator i! recommended)?

tr tr 19, Do you employ volatllellquld .nBthetlca .nd a vaporlzer (1.e. Halothane, Enflurane, bofur.ne)?

4 20. |n the spac. provlded, lbt the number of nltrou. oxid€ inhalation analg.lia unit ln your facility.
COPY FORM AND SUBMIT FOR EACH FACILITY.



Name of \-E Address 2roo lE"drc^n FHt(< trri
SECTION 7 - AUXILIARY PERSONNEL

A dentist administBring moderate sedallon ln lowe must document and ensurB that all auxiliary personnel hav€ cortlflcation in basic lile support (BLS)
and are capablo ot administering baslc lif€ support, Please list below the nams(s), license/registration number, and BLS certification status of all
auxiliary personnel.

Name:

Rsrcttelte. p . Di<rn

License/
Registratlon #: ,- tc)+35

BLS Certification
Date: ?ltt(t=

Date BLS Certification
ExPlres: BIzrfre

Name:

Torcsq L. t\rE.t
License/
Reglstration #: 

O+?+O
BLS Certificatlon
Date: 

?lrr(r=
Date BLS Certification
ExPlres: g{er I re

Name:

5-cPie L. fflarr r^at^

License/
Reglstratlon #: DLTSB

BLS Certification
Date:

? l-+r lt=
Date BLS Gertification
ExPlres: t(=t Irr

Name:

llav^.^a- R. . Ca,rr,relil - Reicl,cS

License/
Registratlon #: 

OS bB+

BLS Certification
Date: +ps lv

Date BLS Certification
ExPires: e [;r lt:

Name:

Ju,-dV C, Bon ertt
License/
Registration #: 

OLqoO

BLS Certification
Date: TlVlti

Date BLS Certificatlon
ExPires: t[=r Ir5

Name:

G.n,- N ' D^**o\rc.
License/
Registration #: oZl \B

BLS Certification
Date: 4lz1lr3

Date BLS Certification
ErPires: 6f =r I ts

Name:

-I?ts+". A . Delpe.r*Mq
License/
Registration #: 

OL1. 11+

BLS Certlficatlon
Date:

Ttg.,ltl
Date BLS Gertlflcatlon
ExPires: €lsr{rs

Name:

lI^,".. fn L illy
Llcense/
Registration #: 

O+ LL1
BLS Gertlficatlon
Date:rIrzlrz

Date BLS Gertification
Expires: t(=r lt4

SECTION 8. FACILITIES & EQUIPMENT

Each facillty ln which you porfom modorata sedation must bo propedy €quippod. Copy this page and complote for eadl facility. You lllay apply for a
waiver of any of the€e provisions, Ths Board may grant the waiver if it determims th€r€ ls a roasonable basls for the walver,

YES NO 13 your dontal offlco prop.rly mrlntalnod and equtpped wth tho foflrylng:

tr tr l. An oporatlng room large enough to adoquately accommod.ta the patlent on a table or ln an oparallng chalr and parmlt an
opgratlng team conllstlng of rt loaat two indlvlduab to move frooly about tho patlgnl?

tr tr 2, An opsratlng table or chalr th.t psrmlls the patlent to b€ poaltloned so tho oporatlng team can malntaln the alnvay, qulckly
slter the patient potltlon ln an emergoncy, and provlde a fllm platform for the managamsnt of crrdlopulmonary rcturcllailon?

tr tr 3, A llghtlng stBtem th.t ls adoquato to p.rmlt ovaluatlon of tho patlont's skln and mucosal color .nd a backup llghtlng syrtom
lhat b battery pryered and ot rutEclant lntensity to pamlt compl€tlon of any opolatlon underyray at iha tlme of gsnaral porrcr
falluro?

tr tr 4. suc'tlon oqulpnont that parmltr .rplrs0on of tho oral rnd phanmgoal cavltlos and a backup ructlon doylco?

tr tr 5. An orygen delivory 3y.tom wllh .dequate full face ma.kr and .ppropriate connecioB thlt L crp.ble ol dellveilng oxyg.n to
tha patlent under poal0r,B prrarurc, togother wlth an .dequata backup sFtem?

tr tr 6. A recovery arsa that has rvalhblo orygon, adequate llghtlng, suctlon, and el.clrlcal outlcts? (Tha rocowry arca can b! th!
operatlng room.)

tr tr 7. ls the patlent able to b6 ob!.rv.d by a member of the siatf at alltlmos durlng the rocovory podod?

tr tr 8. Anerthesla or analgorla 3!Etam3 codsd to proyont accldental admlnlstratlon of the wrong g.r and oqulppod wlth a fall aafa
mochanl3m?

tr tr 9. EKG monltor?

tr tr 10. Laryngoscopo and blades?

tr tr ll. Endotrachoal tuho!?
tr tr 12. til.glll forceFe?

tr tr 13, Oralairuays?

tr tr 14, st.thoscopo?

tr tr '15. A blood pressure montto ng devlce?

tr tr '16. A pulso oximoter?

tr tr 17. Emergoncy drugs thst are nol cxplrrd?

tr tr 18. A doibrillator (an autom.bd &ibr .tor b recommend.d)?

tr tr 19. Do you omploy voladb llquld anostlreocs and a vaporlzor (1,o. Halothano, Enflurano, lsoflurrneF

20. ln tho .pace proyld€d, llrt tho numbor ol nltrcus oxldo lnhalatlon analgesla unit! ln your flclllbr.
COPY FORM AND SUBMIT FOR EACH FACllIry.



rn/=".1Name of Applicant Co>Y W Wr-+.lrec-r{o-uue Facilitv Address v2
SECTION 7 - AUXILIARY PERSONNEL

A dentist administsling moderate sedation in lowa must dooument end ensure that all auxiliary personnel have cerlilicaton in basic lire support (BLS)
and are capable ot administering basic life suppo Ploaso list belo!, the name(s), llcense/reglstralon numbar, and BLS cortflcatlon status of all
auxlllary personnel.

Name:

KeX,'" e. Litty
License/
Registratlon #: l)a5++

BLS Gertification
Date: l ltr z

Date BLS Certification
ExPlres: 

B lzt lg
Name:

Qrego"y D " -i-w{*t<.
License/
Reglstratlon #: 

Ogq t 2-

BL$ Certification
Date: g{zr 

I rz
Date BLS Certification
ExPires: Bf sr ( rf

Name: License/
Reglstration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Reglstratlon #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Gertification
Date:

Date BLS Gertification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certificatlon
Expires:

Name: Llcense/
Registration #:

BLS Gertlflcation
Date:

Date BLS Gertlflcatlon
Expires:

Name: Llcense/
Registration #:

BLS Certlflcatlon
Date:

Date BLS Certlficatlon
Expires:

SECTION 8 - FACILITIES & EQUIPMENT

Each faclllty ln which you perform moderate sodatlon must bo properly equipped. Copy this page and complete for sach facility. You may apply for a
waiv€r of any ofthese provisions. The Board may granl the walver lf lt determines there is a reasonable basis for the walver.

YES NO b your dontal omca propedy malntalnad and €qulppod wlth the lollorlng;

tr tr I . An operatlng room largo onough to adlquatsly accommodaio tho padont on a tabh or ln sn opera0ng chah and pe]mlt an
operatlng team consktlng qt at lotat iuo lndlvldualr to mov. frEoly about the paton(l

tr tr 2, An oper.tlng tablo or chah ihai pormltt lho patl.ni to ba posftloned so the operatng tolrn can m.lnt ln th. alrway, qulcHy
alter the patlent poritlon ln an omrrgency, and prcvlde a fi.m platform for tho managsmanl ot cardlopulmonary r$uscitalion?

tr tr 3, A llghtlng 3ystom that l! adoqualo to pamlt evaluailon of tho patlont's skln and mucolrl color lnd r brckup lghtlng systom
that 15 battery powcrod and or rur[clcnt lntanElty to pomlt completlon of any operatlon unda ry at iha tlmo o, gono]al pouer
falluro?

tr tr d Suctlon equlpment that porm[s asplratlon of tho oral and phanmgsal cavltlos and a backup aucllon dovlce?

tr tr 5. An oxygen dellvery system wlth rdaquaia full tace masks and approprlate connectora that b capeblc ot detiwdng orygen to
the patlent undcr polltlve pr$3urr, togothsr wlth an adequate backup system?

tr tr 6, A rocovery aroa that has avallablo oxygen, adrquato llghtlng, suction, and olectrlcsl orJtbts? (Th! rucovrry aI.a can bo tho
operatlng room.)

tr tr 7. ls tho patlent able to bo obsorwd by a member of ths staff at allllmes durlng tho recovsry perlod?

tr tr E. Ano6thesla or analg€Ela systoms codad to prevont accldontal admlnlstr tlon of tho wrong gas rnd equlppod wlth a fall eafs
mechanlam?

tr tr L EKG monttor?

tr tr 10. Laryngoscopa and blador?

tr tr ll. Endotrachoat tubas?

tr tr 12. aglll iorceps?

tr tr 13. OIaI ahway!?

tr tr 14" ststhoscope?

tr tr 15. A blood pressure moniio ng dovlc.?

tr tr 10, A pulso oxlmeter?

tr tr t7, Emsrgoncy drugs th.t.rr notsxplrrd?

tr tr 18. A defibrlllator (an autom.t€d deflbr tstor b recommonded)?

tr tr 19. Do you smploy volatllo llquld enesthetlcs and a vapodzer (1.o. Halothane, Enflurans, bofluran.)?

20. ln the 3pace provlded, llst tho number of nltrour oxlde lnhalatlon analgesla unlts ln yourlaalllty.

COPY FORM AND SUBMIT FOR EACH FACILIry.



SECTIO 9 - lf you ansv'rer Yes to ahy of tle questions b€low, athch a full e&lanation. Read the instructions for irnpor-tant defnitlons.
YES NO

I . Do you currently have a medical condltlon that in any w.y impalrs or llmits your ability to practice dentistry with ro.lonaHo tr E
skill and safettr?

2. Are you cuffently engaged in the illegal or improper use of drugs or other chemical substances? trB
3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to

practice dentistry with reasonable skill and safety?
Etr

4. lf YES to any of the above, are you receiving ongoing treatment or participation in a monitoring program that reduces or
eliminates the limitations or impairments caused by either your medical condition or use of alcohol, drugs, or other chemica!
substances? EItr

5. Have you ever heen requested to repeat a portion of any professional training program/school? trtr
6. Have you ev.r received a warning, r€p mand, or been placed on p.obation during a professional tralnlng program/rchool? tr E
7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? ntr
7a. It yes, was a llcens. disciplinary actlon pending agalnst you, or w.re you under lhyestlgatloh by a lic.nllhg agency.t th.t tr tr

time th6 voluntary surrender of llcense was tandared?

8. Aside trom ordinary initlal requircments of procloEhip, have your clinical activities eyer been limited, suspelrded, rewked, tr E
not rcnewed, voluntarily relinqulth.d, or subiect to other di.ciplinaryor probationary conditions?

9. Has any jurisdiction of the United States or other nation ever Iimited, restricted, warned, censured, placed on probation,
suspended, or revoked a license or permit you held?

E!tr

10. Have you ever been notified of any charges filed against you by a licensing or disciplinary agency of any jurisdiction of the
U.S, or other nation? F!

I I . Haw you ever becn d€nled a Drug Enforcamgnt Mmlniltration (DEA) or state controlled Bubstance isgiatrstion ccrtificatG or E
has )bur controlled substance roglstration eEr b€on plscgd on prcbaoon, suspended, voluntarily suncndered or revokod?

E

SECTION 10. AFFIDAVIT OF APPLIGANT
STATE:

Al€
COUNTY:

f*nca.s*e-f
l, the below named applicant, hereby declar€ undsr psnalty of perjury that I am the person described and id€n fied in this application and that my
answeE and all stratements made by me on this applicalion and accompanying attacfiments are tue and oonecl. Should I fumi8h any falsg information,
or have substantial omission, I hereby agree that such ac{ shall constitute cause for denial, suspension, or revocation of my license or permlt to provide
moderale sedation. I also dedare that if I did not personally complete the foregoing application that I have fully read and confirmed Eaoh que8tion and
accompanying answer, and take tull responsibllity for all answers contained in this application.

I uhderstahd that I have no leoal authority to administer modoEte sedation until a permit has been granted. I understand that my facility iB subjec,t to an
on-site evaluation prior to the issuanc€ of a permit and by submitting an application lor a moderate sedation permit, I hereby consent to such an
evaluation. ln additioh, I understand that I may be subjecl to a professional evaluation as part of the application process. The professional evaluaflon
shall be conducted by the Anesthesia Credentials Committee and include, at I mihimum, evaluation of my knowledge of c€se mansgement and alrway
managemeht.

I certify that I am trained and capable of administ€ring Advanced CErdiac Life Supporl and that I employ sufficient auxiliary personnsl to assist in
monitoring a patient under moderatg sodation. Such personnel are trained in and capable of monitoring vital signs, assisting in emergency procedures,
and administering basic life support. I understand that a dentist performing a procedurc lor which moderate s€dation is being employed shall not
administorthe phahacologic agents and monltorth6 patient without the presence and assistance of at least one qualifiod auxlllary p€rsonnel.

I am aware that puBuant to lowa Administrative Code 650-29.9(153) I must report any adverse occunences .elated to the u8e of s€dallon. I also
understahd that if moderate sedation r66ults in a general anesthotic state, the rules for deep sedation/general anesthesie apply.

I hercby aulhorize the release o, any and all information and records the Bo6rd shall deem pertiheht to the evaluation of this application, and shall 8updy
to the Board such records and information as requested for svaluation of my qualilicalions for a permit io administer moderate s€dalion in the state of
lowa.

I understand that based on evaluation of c.6dentials, facilitlss, equipment, por6onnel, and procedures, th6 Board may plac6 rsstrictions on tho permit,

I furher stale ihat I have read the rules relatgd to tho use of sedation and nltous oxido inhalation analgesia, as described in 650 lolta Administralive
Code Chapter 29. I hereby agree to abld6 by the lE\ia and rules portaining io the practice of dentistry and moderaie sedation in the gtate of lowa.

MUST BE SIGNED !N
PRESENCE OF NOTARY >

SIGNATURE 9F APPLICANT ,",",,^ZH.-
NOTARY SEAL sueicmesoh*/swoRN BEFoRE ME, THts jLt'^ DAy oF feb. Lrric L' vEAR ,ZO t.l

+oTARY PUBLTC STGNATURE

| ,,i..,u- J .L*A GtJUffAt [{0IARY - State ol l{ebraslr

ffi- JoDrL. rsoM

#4hr [8Comm. Ep. June 16, 2016 Itoienv puBLrc NAME (wpED oR eRINTED)

.Iot. L. T-qa-.-r

MY COMMISSION EXPIRES:

,-),, ,.r e- lL , .2u) I L,
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IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, lowa 503094687

Phone (515) 281-5157 Fax (51 51 281-7969
http :/www.dentalboard. i owa.q ov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

FORM A: VERIFICATION OF MODERATE SEDATION TRAINING
IN A POSTGRADUATE RESIDENCY PROGRAM

SECTION 1 - APPLICANT INFORMATION

lnElructlon3 - Use thls form if you obtained your training ln moderate sedation from an approved postgraduate resldency program. Complelo Ssctlon 1

and mailthls form to the Postgraduate Program Director for verlflcatjon of your having succesefully completed this training.

NAME (First, Mlddle, Last, Suffix, Former/Malden):

Cooy WftpNER 1aJ=r.J-ir--Rt+6L\-ER-
MAILING ADDRESS:

lzto WruuoW ft!€
CITY:

Lrnl cpurr..l
STATE:

Ne
ZIP CODE:

6B=u+
PHONE:

(+oc\ bl.r ' ota4
To obtain a pormlt io administer moderate sedation in lona, th6 lowa Dental Board requires that the applicart submit evidencs of having completed an
approvod pGtgraduato hainlng program or other formal training prcgram approvod by the Board. Tho applic€nt's signatur€ below authorizss the
release of any lnformation, favorable or olherwise, directly to the lowa Denhl Board at the address abov€.

APPLICANT'S SIGNATURE :fu?d DATE:

z f r= lr",+
SECTION 2 - TO BE COMPLETEDIBY.POSTGRADUATE PROGRAM DIRECTOR

NAME OF PO$TGRADUATE PROGRAM DIRECTOR:

?";. n L, [3ruo R,-','f-Dr
THIS POSTGRADUATE PROGRAM IS APPROVED OR ACCREDITED TO TEACH POSTGRADUATE DEI{TAL OR TIIEOICAL EDUCATION BY
ONE OF THE FOLLOWING:

EAmedcan Dsnlal Asroclaton;
E Accrcdlt tlon Council tor Graduate edical Educatlon of thc American Medical As3oclation (AIrtA);or

E Educallon Commltlco ot the Amsdcar Ostoopathlc Arsocla0on (AOA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM:

VN ML
Lr r.ot,,,

Lrt[coq fJe^.ti stnT

MC 6vt?r- Dlto
PHONE:

ryox 1-lZ /Jt7

DATES APPLICANT
PARTICIPATED IN PROGRAM >

FROM (MO/YR):

T,riv Xu l3
TO (MO/YR):

dv+t_ ,l-t: 
I Ll

DATE PROGRAM

COMPLETED: -Tunr 2ol#
tr YEs E No l. DtD THE appLtcANT sATtsFAcroRtLy coMpLETE THE ABovE posrcRADuATE TRAtrNtNG pRocw\M? Tc,"t xot./
E] YES tr NO 2. DOES THE PROGRAM INCLUDE AT LEAST sIxTY (60) HoURs oF DIDACTIC TMINING IN PAIN AND ANXIETY? 5(< Iedcl
EI YEs tr No 3. DoEs rHE pRocRAM covER THE AITtERtcAN DENTAL ASSoctATtoN GU|DEL|NES FoR TEAcHrrlc pAtN col{TRoL AND
' sEDATtoN To DENTtsrs AND DENTAL sruDENTs?

EI YES tr NO 4 DOES THE PROGRATI INCLUDE CLINICAL EXPERIENCE IN IIAI{AGING COIIIPRO'iISED AIRWAYS?

gfves tr No 5. DoEs rHE pRocRAu TNcLUDE rf,Ar{AGE E T oF AT LEAsr 20 pATtENTs?

(lf no to abow, ploaso provldo a d€hiled explanatlon.)

p ves 'ry( no 6. DtD THE AppucANT EvER REcErvE A wARNTNG oR REIRTMAND, oR wAs rHE AppucANT pLAcED oN pRoBATroN
DURING THE TRAINING PROGMII? It yes, pteaso exptain.

D ves I No 7. wAs rHE APpLtcANT EVER REeuEsrED To REPEAT A poRTtoN oF THE TRA|N|NG pRoGMIrr? lf yes, ptease exptain.

tr YEs E No 8. DoEs rHE PRocRAi, |NCLUDE ADDtTtoNAL cLtNtcAL ExpERtENcE tN pRovtDtNG iioDERATE SEDATToN FoR
PEDIATRIC (AGE l2 OR YOUNGER) PATIENTS? lf v6s. ptease provide detaits.

tr ves fu No 9. DoES THE pRocRAM TNcLUDE ADDIToNAL cLrNrcAL ExpERTENcE rN pRovrDrNG MooERATE sEoATroN FoR
MEDICALLY COMPROMISEO (ASA CLAITS 3 OR 4) PATIENTS? lf ves. olease orovide deiails.

I further certify that the above named applicant has demonstrated competency ln ainvay management and moderate sedation.
PROGRAM DIRECTOR SIGNATU RE:

d-fr__ tr4 DATE:Llialrt'



NeltrH$h
Medical Center

February 12,2014

COLLEGE OF DENTISTRY

Department of Su rgical Specialties
Section of Oraland Madllofacial Surgery

lowa Dental Board
4oo SW Bth Street, Suite D
Des Moines, lA 50309-4087

To Whom lt May Concern:

This is to_certify-that Cody W. Winterholler matriculated in the Creighton University School ol Dentistry on
August 10, 2009, and graduated on May 18, 2013. After graduatioi, he was acceiteO as th.e Oral Suigery
Fellow at the University Of Nebraska Medical Center Coliege Of Dentistry. This one-year program Oelan
July,2013 and ends June, 2014.

Dr. Winterholler has successfully completed the following courses which relate to his competence to
administer moderate sedation ln n:s conduct of the geneial practice of dentistry. These courses occurred
while at Creighton, the University of Nebraska and through other organizations.

1. A 4 hour ADA CERP CE course in "Recognition and Management of Complications during Minimal
and Moderate sedation".

2. A 16 hour course in dental management of medically complex patients (1 credit hour - 16 weeks).

3. A 36 hour course in pain and anxiety control, including local anesthesia (3 credit hours - 12 weeks).

4. A 16 hour course in physical diagnosis and medical emergencies (1 credit hour - 16 weeks).

5. A 4 hour course in lV, Phlebotomy & Parenteral Administration of Drugs (2 credit hours - 2 weeks).

6. 64 course hours in general and oral pharmacology.

7. A 16 hour course in oral surgery (1 credit hour- 16 weeks).

8. certification in BLS/GPR and ACLS (1a cE credit hours).

To date, Dr. Winterholler has successfully administered 135 lV moderate sedation cases under supervision
of faculty here at Nebraska. By the end of his fellowship, he will have completed well over 1ZS tV moderate
sedation cases.

Sincerely,/Lu
# Bruce Bavitz, DMD
Chair - Surgical Specialties
UNMC College of Dentistry

40th and Holdrege, P.0. Box 830740, Lincoln, NE OBSBB-0740
(402], 472-6205 / FAX (402) 472-5290



Anesthesia Protocol

Pain and anxiety control, using various techniques of regional (local) anesthesia,

conscious sedation, and moderate parenteral sedation have long been an integral part of the
practice of dental surgery. Anxiety, fear, and pain are of concern to both the dental surgeon and

patient, particularly in the view of the general perception of dental procedures. Satisfactory
completion of dental surgery and general dentistry at times requires control of these factors

during the perioperative period. The selection of a particular technique for controlling anxiety
and pain during a specific procedure must be determined for each patient individually,
considering the risks and benefits for each case.

STANDARDS AND CONSII}ERATIONS FOR ANESTHESIA IN OUTPATIENT
FACILITIIES

l. Informed Consent: The patient or legal guardian is informed of the indications, risks,

benefits, expectations, limitations, and alternative anesthetic procedures.

2. Dosumentation: Preoperative review of objective findings, medical history, diagnosis,
previous anesthetic complications, history of allergies and other pertinent history specific
to the patient will be documented. The patient's compliance with presurgical instructions

regarding eating and drinking will also be noted. A preoperative physical examination

appropriate to the diagnosis, proposed surgical procedure, patient's age, and

circumstances will be performed as will any preoperative laboratory diagnostic tests,

when indicated. It should be noted that routine laboratory studies are not indicated and

are included in presurgical assessment only when the results may alter the management

of the patient. Anesthesia risk factors are determined based on the ASA risk scale of ASA
I, II, [I, IV. (Note that only ASA I, II and very rarely, III patients are considered

candidates for parenteral moderate sedation)

GENERAL CONCIOUS SEDATION PROCEPURES

MEDICATIONS:

1. Midazolam (VERSED) multidose vial 5 mg/cc

2. Fentanyl (Sublimaze) multidose vial 50 mcg/cc
3. Dexamethasone (Decadron) multidose vial 4 mglcc
4. Cleocin Phosphate (Clindamycin) multidose vial 150 mg/cc

5. Diphenhydramine (Benadryl) multidose vial 50 mg/cc

6. Ketamine (Ketalar) multidose vial 100 mg/cc

7. The sonscious sedation is supplemented with regional block or infiltrative local
anesthesia as follows

: ?il !:ffiil.1il,$il:;lffl Y i;133,331 :iil:iHll:
o 3% Mepivacaine (Carbocaine)



The dosage of medications is individualized according to the desired level of sedation,

the patient's response and the dental procedures requirements. A majority of cases with
ASA I and II patients will generally be administered Midazolam (5-7 .5 mg), Fentanyl
(50-75 mcg), Cleocin Phosphate (600 mg). Diphenhydramine is administered in cases as

an anti-emetic. Ketalar within the scope of my practice would be administered through
oral sedation in relationship to pediatric procedures and not parenterally.

MONITORS

I. EKG
2. Capnography

3. NIBP
4. Pulse Oximetry
5. Respirations

6, Level of consciousness/responsiveness to painfuUverbal stimuli

EMERGENCY MEDICATIONS AND EQUIPMENT

Epinephrine (EpiPen); Naloxone (lrtrarcotic Reversal); Flurnazenil (Benzodiazepine

Reversal); Lidocaine (Ventricular Dysrhythmia); Nitrolingual (Angina Pectoris);

Albuterol Inhaler (Bronchospasm); Procainamide (Ventricular Fibrillation, dysrhythmia);
Amiodorone (Ventricular Fibrillation and Ventricular Tachycardia); Diphenhydramine
(Acute Allergic Reaction); Ephedrine (Hypotension); AED; Magill Forceps; Yankauer

Suction; Laryngoscope and Blades; Oral Airways; Endotracheal Tubes; Bag Valve Mask
(Ambu Bag)

RECOVERY/DISCHARGE

1. Patients will be monitored according to discharge criteria. The intraoperative monitors
may include those that have been used during surgery or altered to reflect the level of
sonsciousness, vital signs and/or respiratory status of the patient.

2. The following criteria establish a patient's suitability for discharge:

a) Oriented as to person, place and time
b) Appropriately responsive to verbal stimuli
c) Patient is able to maintain sitting/standing equilibrium with minimal assistance

d) All vital signs are stable

e) Accompanying responsible adult is present

D All patients will be transported via wheelchair and accompanied by staff until
seated in automobile

g) Printed instructions will be provided for all patients

h) Prescriptions for oral analgesic and antibiotic medications will be provided with
instructions



i) Postsurgical supplies including contact information, extra ga:uze, and special

instructions will also be provided



ACLS
Provider fiffJi,fl"",

This card certlfles that the above individual has successfully
completed the cognitive and skills evaluations in accordance
with the cuniculum of the Amerlcan Heart A.ssociatlon Advanc'ed
Cardiovascular Life Support (ACLS) Program.

ouL6lz0l? 
- 

0ry201s -_-lssue Date Recommended Renewal Date

# ol 'lsul ropnrlsul

Eslnoc

'"1' cl_

. # orc.t. 6u1up4

.etua.,eadcte ql Jdlp lttfi pr9o sl0 qlM AqNunJ
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IOWA DENTAL BOARD r,^n n 1 on,r
4oo S.W.8th Street, Suite D, Des Moines, towa 50309-46tl0Wrt UEftfifnY' LUt+

Phone (515) 281-5157 Fax (515) 281-7969
http://www.dental board. iowa.q ov
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APPLIGATION FOR..MODE,RATE SEDATI.O,N

Y

S.ECNON I - APPIICANT:INFORMATION

lnstructions - Please read the accompanying instructions prior to completing this form. Answer each question. lf not applicable, mark "N/A."

Full Legal Name: (Last, First, Middle, Suffix)

Dudzinski, Jordan, Paul

Other Names Used: (e.9. Maiden) Home E-mail:
jdudzy@gmail.com

Work E-mail:

Home Address:

12433 Read Street

City:
Omaha

State:
NE

Zip:
681 18

Home Phone:
402-981-2182

Llcense Number:

08996

lssue Date:

5/29113

Expiration Date:

8/31/14

Type of Practice:

General Practice Dental

SECTION 2; I.OCAT!ON(S}]tN.,IOWA.WHENE M6DERATE SEDATION SERVICESI:AREiPROVIDED...I:i

Principal Office Address:

3331 Marketplace Drive

City:

Council Bluffs

zip:
551 23

Phone:

712-366-7077

Office Hours/Days:

7.4 MTWR 7-12F

Other Office Address: Gity: zip: Phone: Office Hours/Days:

Other Office Address: City: zlp: Phone: Office Hours/Days:

Other Office Address: City: Zip: Phone: Office Hours/Days:

Other Office Address: City: Zipz Phone: Office Hours/Days:

SECTION 3 -: BASTS : FORT,APF!ICAT!ON

Check each box to indicate the type of training you have completed,
Check if

comoleted. DATE(Sl:

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences E Completed

ADA-accredited Residency Program that includes moderate sedation training E Completed

You must have training in moderate sedation AND one of the following:

Formal training in airway management; OR

Moderate sedation experience at graduate level, approved by the Board

! Completed

E Completed

sEcTtoN 4 :-: ADVAN CED GARDIAC, t-lFE:i SUp PORT,(ACLS ) C ERT| FICATIO N
Name of Course:

Conscious Sedation Consulting

Location:

Philadelphia, PA

DatE of Course:

4/11/14-5/4/14
Date Certifi cation Expires:

:oo
D
:oo

Io

Lic. # Sent to ACC: lnspection Fee

Permit # Approved by ACC: lnspection Fee Pd: ACLS

lssue Date: Temp # ASA 3/4? Form A/B

Brd Approved: T. lssue Date: Pediatric? Peer Eval



Name of Applicant

Type of Program:

I eostgraduate Residency Program ffi Continuing Education Program I Ottet Board-approved program, speciff:

Name of Training Program:

Conscious Sedation Consulting

Address:
79 Hubble Drive

City:
O'Fallon

State:
MO

Tydoffi;rlence:
lV Sedation

Length of Tralning: Date(sl Completed:

Number of Patlent Contact Hours: Total Number of Superuised
Sedation Cases:

tr YES E O l. Dld you..fd.ctodly complete the abot..tr.lnlng ptog?rm?

fl YES E 1{O Z Doo3 tho progr.m hcludo al bast slxty (60) houE of dld.ctlc tralnhg ln prln .rd lnxlotr?

E YES tr NO 3. DoB. th. progrsm lncludo manag.mert ot at lo.!t 20 cllnlc.l Patlgntt?

At part ofthe currlculum, ats th. tollowlng concspt! tnd procedutrt tlught:
E YES El t{O ,1. Phy.lc.l sv.lu.tion;
E YES E NO S.lv.odatlon;
E YEs E NO 6. Ahway men.gomont;

fl YEs E No 7. ironltorlng;.nd
tr YES tr NO 8. Ba.lc llfo ruppoiand emergency managoment

E YES E NO !. DogE th. program lnclude cllnlcal expodBnce ln man.glng comPromltsd llrwayr?

E YES E NO 10. Doe! the program provld€ tralnlng or oxpodonce ln maraglng mod.rato tedltlon ln p.dlatdc patlont ?

tryES tr NO ll. Dos. th. progr.m provlde tralnlng or oxDg enco ln manlglng modorata !.dltlon h ASA c.togory 3 or'l pati.nb?

Please atiach the approprhto fo]m to verify you. modorate sedalion training. Appllcanb who receivsd thelr iralnlng in a postsratuats Bsidency program

must hsve heir p,o6€raduate program direcior complete Form A. ln additbn, attach a copy of your cedlficate of completion ot 0le posEraduale

progtar. Appfi;nf-"m recdfui teir training in ; formal moderab sedation contlnuhj educatlon program must have lhd p.ogram directo. complele
Form B.

SECTIoN i.6].i..iIUODERAI E.:S EDATI6N.:EXPER!EN9 E:]I]

tr YES tr NO A Do you havo . llcers., p.tmq or rcgbtr.tlon to porfom modorata lrdltlon ln .ny othlrdato?

lf y.., rpoclfy !t tc(r) and pemlt numb.(!):

tr yES tr l{O B. Do you con.ldor youEelf cng.ged ln tho ulo ot mod.r.t r€dadon ln you. prot ltlon.l Piac{lcg?

E YES E l{O C. Haye you .yer had any pati.nt mortallty or oth.r lncldgnt th.i Erultad ln irr. iempor.ly ot pom.n..rl pht^slc.l or m.nt l
lnluri ttquhlng hocpitittzaOon ot fte iattent du.lng, or .t a rlauh ol, your ut. of-rntLmloltl prcmodic.tion, nltrou.
oiloi lnhatauon anelggsl., modcat r.d.tlon or d..P .adadonrg.oanl lncethoal!?

fl YES E NO D. Do you pl.n to uee mod.r.t sedatlon ln pedlatrlc pltlont ?

5 vss E ilo E, Do you pl.n to ur. modeEte .odation ln medlcrlly comp]omlrcd (AsA cdegory t or,ll patlontt?

E YES tr NO F. Do you pLn toengago ln snioral modor.to sodallon?

E YEg E NO G. Do you plan to engage ln parenteral modgrsto 3od.tlon?

Wh.t malor drugi and an9lthetlc tcchnlquss do you utlll2g or plan to uilllzo ln your ur.
etc.) and attach a ssparat€ sheel lf hecessary.

l\il w
Lp'

CawP\r"'K

<lul'A



Name of icant Jordan Dudzinski Address
sEctrdilf ;AqXHIhYFEt@i{"Fi,,,1. - :lr:?ff{,1*:lf;" :r.....11 ,. _:.":r.-1ffi,::{S#ffitr ;IB$flflEffi
A dsntisi administ€dng rpderate sedalion in lolva must doqJrnent and €nsurc that all au{liary pg.sonn€l havo c€dlflcatbn in basic lifo support (BLS)
and are capable ol admlnistoring basic lite support. Pl€aso list below the name(s), licenso/,ogistallon numbe., and BLS cerlification status of all
auxiliary peconnel,

i ,,.. \\ S
,^-,.F td.-v Loa *l[ uh

ZY?nrA5

Eadl tacillty ln which )rou periorm modsrate sedaton mwt b€ properiy equlpped. Copy thb page and compleE for each fao'lity. You may apply bf a
lvai\rer of any of th€se provlslm8. The Boad may grant tho r,vgh/Br lf lt dehmlne3 it|orE is a rsasonablo basls fur fie watueJ.

YES NO l! your dqntd omco properly m.lntllnod lnd .qutpp.d wttft tho fotlowing:

m tr l. An oplr.tlng rcom large enough to ad.qu.toly lccommodaL tho patlent on a tlbla otln an opsratlng ctaiTand p.rmlt.n
op|.ldng to.m con3lstlng of.t lo.st two lndlvldu.k to movo fieely about th3 p!0ent?

tr D 2. Ar oporttlng t blo or chair th.t po]mlt th. p.tlant to be posltlonod so ths op.niln! i..m cln m.lntlln tho alrway, qulckty
alt . tha prtlent poaltlon ln .n .m.rgsncy, lnd provlde . fl]m plattom lor tho m.n.g.m.nt of c.rdlopulmonary .ssuscltrtlon?

E tr 3. A llghtlng lyltgm thrt is adcqu.le to permlt .vrluatlon oftho prtient's lkin snd mucolalcolor lnd ! backup llghting lyrtrm
that lE b9ttery pow.rod and oflufflclont lntrnllty to permlt complelion ofsny opcratlon undarrvay.t tho tlme of gergrll powet
f.llurr?

tr tr 4. Suctlon aqulpnrent that p.mltr ..Bptrldon o, th. oral and pharyngo.l cavltl.! and I blckrp suctlon dovlco?

E tr A An oryg.n dgllwry system wllh .d.qu.tc full ,rco malkr .nd .ppropd.tg colnactoE lhrt l! clplbb of dollwrlng orygon to
th. p.llant undor posl0t B prrrsuE, togothor wllh .n .dcqu.te b.ckup ryatom?

E E 6. A recovery eree thd has .vallabto oxygan, adoquato llghtlng, lucfon, rnd electrlcll outlotr? flho r"cowry arrr can bo tha
oporaore room.t

E tr 7. l! th. p.tlcnt sblo to be obsorv.d by . mombor oi th. rt fi.t aI flmos dudno tho Ecowry porlod?

A tr 8. Arotth..la or lnalgosla systems codod to prsyont accldent.l admlnlsiratlor oflhc wrcng gas and .qulpped wtth . trll safo
moch!nlrm?

8l tr 9. EKG monlto,
E tr 10. Lsryngolcopo.nd blade!?

E tr ll. Endotr.chell tubos?

E E 12. ir.g torcsps?

E E 13. oral.l r.y!?
A E 14. st thotcop.?
A tr 15. A blood p]ttlure monltoring devlca?

B tr 10, A pd$ oxlntoter?

E tr 17, Emorgoncy drug. ih.t .re not oxplltd?

E tr lt. A dofibrllt.tor (.n .utom.ted doflbrlfl.to] ll Ecomm.ndod)?

tr E lg. Do you omploy vol.tllo [qutd eno3thodc..nd ! y.porlzor (t.6. Halothane, Eniunnc, l.ofluranc]?
6 20. |n thg rp!c. provldod, li.t the numb.r of nltrour oxldo lnhalatlon snelg..ia unlt ln your feclllty.

COPY FORM AND BMIT FOR EACH FACILITY.



YES NO

1. Do you currently have a
skil! and safety?

medical condation that in any way lmpairs or limits your abllity to practice dentistry with reasonable tr tr

2. Are you currently engaged in the illegal or lmproper use of drugs or other chemica! substances? trEI
tr3. Do you currently use alcohol, drugs, or other chemical substances that would in any way lmpalr or limlt your ability to

practice dentistry with reasonable sklll and safety?
m

tr
4. If YES to any of the above, are you receiving ongoing treatment or participation ln a monitoring program that reduces or

elimlnates the llmltatlons or lmpalrments caused by elther your medlcal condition or use of atcohol, drugsn or other chemlcal
substances? tr

5. Have you ever been requested to repeat a portlon of any professional training program/school? trB
8. Havoyou.wr rrcolwd a wamlng, i"pdmlnd, or b€.n placed or probttlon dudng ! protsrslonal tralnlng programlrchool? tr A
7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? trE
7a. lf yes, was a license disciplinary action pondlng agalnst you, or were you under investlgatlon by a licenslng agency at that tr

time the voluntary surrender of llcense was tendered?
E

8. Aside from ordinary inltia! requirements of proctorchlp, have your clinlcal activities ever been llmited, suspended, revoked, tr
not renewed, voluntarily rellnqulshed, or subject to other disciplinary or probationary conditions?

EI

9. Has any lurlsdiction of the United States or other natlon ever llmited, restricted, warned, censured, placed on probation,
suspended, or revoked a license or permit you held?

Etr

10. Have you ever been notified of any charges filed against you by a licensing or disciplinary agency of any lurisdictlon of the tr
U.S. or other natlon?

tr

I I. Hlvt you gvg. bo€d donlod . Drug EnforE mont Admlnl.tr.tion (DEA) or drta controll.d .uLrtanco regl.t rtlon cdtlflc.t or E El
h.! your controlled sub6t nco roglltrauon owl b€.r placed on prcbauon, aurpondod, votuntadly sun"ndoEd or Evokod?

STATE: -.-A";rLift
l, th6 below namsd applicant, hereby declar€ und€. penalty of porjury that I am th€ person described and identillgd in lhis application and thal my
anslver8 and all statements made by me on thls applicatlon and accompanying attachmentrB are lrue and corBcl. Should Lumlsh any ,ak€ information,
or havs aubstantlal omissio$, I heroby agrse ttat guch act shall constitute cause for denial, susp€nsioo, or asvocation of my lic€nso o( pemil to provide
mod€rah Eodaton. I aho declare that i, I dU not p€fsonally complete th€ for€going applioaton flat I haw tully llad ard confinrFd eadt question aM
aocompEnylng Ensv6.. and take tull .e3pon€lbllity fo. all ansrers contained ln this applicaton.
I understand that I ha!/e no l€gal autlorlty to adminisbr moderate sodation un6l a p€rmlt has b€6n granbd, I undeEtand tlat my facility is subj€{, to an
oo-site evaluation prior b ths issuance of a p€rmil and by submining an appflaatlon br a modarab sodation p€mlt, I horsby consent to such an
evaluatlon. ln additon, I understand that I ]Ilgy be subjgc{ to a professiodal elraluation a€ part of the application process. the p'rofessional e\raluatbn
shall be conduc'ted by the Anesthesia C.edentlab Committee and indude, at a minimum, evalustloo of ;y kno ddge of case nunagement and airltEy
rmnag€m€nl.

I c€rtify that I 8m trained and capable of administoring Advanced Cardiac Life Support and that I smploy suflicisnt auxllhry personnel to asslst tn
monitodng a pat€nt under mode.ate sedatlon. Such personn€l are lrained ln End capable of monitoring vitai signs, asgi8tng in emergency procBdures,
and €dmlnlst6ring basic life support. I undeBtand that a dentist performing a procedure fol which ;oderata sedalon E being ehplo'fd shall not
admlnlstsrthe pharmaoologic agenls snd monltor lh€ pati€nt without the pressnce and asslstiancs of at least one quallfl€d auxlltary pers6nn'et.

I 9m awar6 thal putBuant to lowa Administratlvg Code 650-29.9(153) I musl repon any advs.ae ocqrrEncaa r€latod b thg u6e of sedafon. I also
undeEtand that if modorate sedation results in a gongral anesthetic stat6, the rule3-tor d8ap s€dation/general ansstlEsla apply.
I hereby aulhorize the rel€ass of any and all inbrmglbn ard .ecords the Boa.d shall dsem pertlnent b fle evatua0on of thb applicatirn, and shall suppty
to h€ Board such ruco.ds and info.malion as rBqu$t€d fo. o\raluation of rV qualificatiod ior a permit to adminlser rnoderiie sedalion in tre staie dI

I undsrstand that bas€d on evalualion of crcderilals, bcllltbs, €quiprnent, pgrEonn€|, and procadures, the Boad may placa regtrlctlorB on tt|€ p6rmit.
I fuiti€r sbte lhat I haw read lhe rulss .elat€d to the uss of s€dation and nifous o)dde inhalation analgegia, as dEscrlb€d ln 650 lorya Adminisba w
Cod€ CheptBr 29. I hereby agrce to ablde by lh€ law8 and glglg4laining to t|e pracllcs-of denti*y;nd moderate sedation in th€ stais of towa.

MUST BE SIGNED IN

PRESENGE OF NOTARY > "rn*oruPtr-#^,

6EEML Mlmft?. Sffi d ltbra*t
RAYNA BERRYMAN
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IOWA DENTAL BOARD
4OO S.W. 8th Street, Suite D, Des Moines, lowa 503094687

Phone (515) 281-5157 Fax (515) 281-7969
http://www.dental board. iowa. g ov

PLEASE TYPE OR PRINT LEGIBLY IN INK.
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,sEsfl oN :i :- Appl-tcEttT,]NFORMAf|ON

lnltluctlon! - Use this form if you obtained yourtraining in moderate sedation from another prcgram that must be app.oved by the Board (i.e. you did
NOT obtain your t aining in moderate sedation while in a postgraduats resldency program). CompletE Section 1 and mail lhis fotm to the Program
Dlreclor for verlflcatlon ot your having successlully compleled this kaining.

NAME (First, Middle, Last, Suffix, Former/Illalden):
Jordan, Paul, Dudzinski

MAILING ADDRESS:

3331 Marketplace Drive

CITY:
Council Bluffs

STATE:
IA

ZIP CODE:
551 23

PHONE:
712-366-7077

To obtiain a permit to admlnister rnoderate sedation in lowa, the lowa Dental Board requiros that fio appllcant submlt evir€nco of having compleied an
appro,red poslgraduab training program or other formal training pog.am approred by the Bgard. Th€ appllcanfs signature bebw autho.izos lho
r€lEase of any lnlormation, Euo.able or othsMise. dirsctly to the lowa De, al Board at lhe addrcaB abo€.

DATE: ,v^'t 
z/zr/tq

trxfre oF PRocRAM DTRECToR:

NAME AND LOCATION OF PROGRAM: PHONE:

FAX: E-MAIL: WEB ADDRESS:

DATES APPLICANT
PARTICIPATED !N PROGRAM >

FROM (MOTDAY/YR): TO (MO/DAYTYR): DATE PROGRAM
COMPLETED:

E] YEs E No .I. DID THE APPLIoANT SATISFAGToRILY CoMPLETE THE ABovE TRAINING PROGM,II?

E YES E No 2. DoEs THE PRoGRAM coMPLY w|TH THE A ERICAN DENTAL AssocIATIoN GUIDELINES FOR TEACHING PAIN
CONTROL AND SEDATION TO DEI{TISTS OR DENTAL STUDEI{TS?

EyEs EI No 3. ooEs rHE pRocRAir tNcLUoE AT LEAST stxw (60) HouRs oF otDAcTtc rMIt{tNG tN pAtN a D ANXIETY?

E] YES E] NO 4. OOES THE PROGRAIII INCLUDE CLINICAL EXPERIE CE FOR PARTICIPANTS TO SUCCESSFULLY iIAI{AGE
MOOERATE SEDATIOT{ rlr AT LEAST TWEiTTY (20) PAT|EiITS?

AS PART OF THE CURRICULUTII, ARE THE FOLLOlrylI{G COI{CEPTS AND PROCEDURES TAUGHT:

EYES E ]{o 5. PHYSTCAL EvALuAnoN;

EIYES E t{o G. rv sEDAnoN;

El YEs fl xo ?, AtRwAY nA AGEiTE T;

El YEs fl r{o E. ilro rroRr G; Al{D

fl yEs El l{o g. BAstc L|FE suppoRT Axo EitERGENcy taA!{AGEitE T.

llf ro to .nv of aboya. plcaso .tt ch . dotril.d erplan.tion.!

I fufther certify that the above named applicant has demonstrated competency in ainray management and moderate sedatlon.

PROGRAM DIRECTOR SIGNATURE: DATE:
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Allow PALS certification in lieu of ACLS 
 
Iowa Administrative Code 650—Chapter 29.4(4) requires dentists administering 
moderate sedation to maintain current certification in Advanced Cardiac Life Support 
(ACLS) which is focused on the management of emergencies occurring in adults.  
 
Iowa Administrative Code 650—Chapter 29.4(8) requires dentists utilizing moderate 
sedation on pediatric patients to have completed an accredited residency program that 
includes formal training in anesthesia and clinical experience in managing pediatric 
patients. Graduates of such programs are typically certified in Pediatric Advanced Life 
Support (PALS) which is focused on the management of emergencies occurring in infants 
and children.  
 
Both ACLS and PALS standards are set by the American Heart Association. 
 
The proposed rule change would allow moderate sedation permit holders who sedate 
pediatric patients to maintain PALS certification in lieu of ACLS certification.  
 
Require capnography for Moderate Sedation permit holders 
 
The Iowa Dental Board previously amended rules in 2013 which required all general 
anesthesia/deep sedation permit holders to use capnography at all facilities where they 
provide sedation beginning January 1, 2014. This was to remain consistent with the 
practices of the American Association of Oral and Maxillofacial Surgeons (AAOMS). 
 
The Board is now considering requiring all moderate sedation permit holders to use 
capnography as an added measure of safety.  Currently, pulse oximetry is the only 
measure of oxygen levels required for moderate sedation permit holders.  
 
Pulse oximetry measures the oxygen saturation in blood and a 30 second delay can exist 
in the reporting of pulse oximetry results, so it is slow to indicate change in 
ventilation.  Capnography measures expired carbon dioxide in the airway (exhaled 
breath), and provides a breath-to-breath status of ventilation in the patient in real time. 
 
Such a delay in reporting is particularly concerning when sedating children who do not 
have the same oxygen reserve capacity as adults.  
 
The members of the Board’s Anesthesia Credentials Committee have not made a formal 
recommendation supporting this change as of this date. The Committee will meet to 
consider this issue prior to the next Board meeting and provide a recommendation at that 
time.  
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650—29.4 (153) Requirements for the issuance of moderate sedation permits. 
    29.4(1) A permit may be issued to a licensed dentist to use moderate sedation for dental patients 
provided the dentist meets the following requirements: 
       a.      Has successfully completed a training program approved by the board that meets the 
American Dental Association Guidelines for Teaching Pain Control and Sedation to Dentists and Dental 
Students and that consists of a minimum of 60 hours of instruction and management of at least 20 
patients; and 
       b. Has formal training in airway management; or 
       c. Has submitted evidence of successful completion of an accredited residency program that 
includes formal training and clinical experience in moderate sedation, which is approved by the board; 
and 
       d. Has completed a peer review evaluation, as may be required by the board, prior to issuance 
of a permit. 
    29.4(2) A dentist utilizing moderate sedation shall maintain a properly equipped facility. The 
dentist shall maintain and be trained on the following equipment at each facility where sedation is 
provided: capnography, EKG monitor, positive pressure oxygen, suction, laryngoscope and blades, 
endotracheal tubes, magill forceps, oral airways, stethoscope, blood pressure monitoring device, pulse 
oximeter, emergency drugs, defibrillator. A licensee may submit a request to the board for an exemption 
from any of the provisions of this subrule. Exemption requests will be considered by the board on an 
individual basis and shall be granted only if the board determines that there is a reasonable basis for the 
exemption. 
    29.4(3) The dentist shall ensure that each facility where sedation services are provided is 
permanently equipped pursuant to subrule 29.4(2) and staffed with trained auxiliary personnel capable 
of reasonably handling procedures, problems and emergencies incident to the administration of 
moderate sedation. Auxiliary personnel shall maintain current certification in basic life support and be 
capable of administering basic life support. 
    29.4(4) A dentist administering moderate sedation must document and maintain current, 
successful completion of an Advanced Cardiac Life Support (ACLS) course. A dentist administering 
moderate sedation to pediatric patients may maintain current certification in Pediatric Advanced Life 
Support (PALS) in lieu of ACLS.  
    29.4(5) A dentist who is performing a procedure for which moderate sedation is being employed 
shall not administer the pharmacologic agents and monitor the patient without the presence and 
assistance of at least one qualified auxiliary personnel in the room who is qualified under subrule 
29.4(3). 
    29.4(6) Dentists qualified to administer moderate sedation may administer nitrous oxide 
inhalation analgesia provided they meet the requirement of rule 650—29.6(153). 
    29.4(7) If moderate sedation results in a general anesthetic state, the rules for deep 
sedation/general anesthesia apply. 
    29.4(8) A dentist utilizing moderate sedation on pediatric or ASA category 3 or 4 patients must 
have completed an accredited residency program that includes formal training in anesthesia and clinical 
experience in managing pediatric or ASA category 3 or 4 patients. A dentist who does not meet the 
requirements of this subrule is prohibited from utilizing moderate sedation on pediatric or ASA category 
3 or 4 patients. 
[ARC 8614B, IAB 3/10/10, effective 4/14/10; ARC 1194C, IAB 11/27/13, effective 11/4/13] 
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650—29.5 (153) Permit holders. 
    29.5(1) No dentist shall use or permit the use of deep sedation/general anesthesia or moderate 
sedation for dental patients, unless the dentist possesses a current permit issued by the board. No dentist 
shall use or permit the use of deep sedation/general anesthesia or moderate sedation for dental patients 
in a facility that has not successfully passed an equipment inspection pursuant to the requirements of 
subrule 29.3(2). A dentist holding a permit shall be subject to review and facility inspection at a 
frequency described in subrule 29.5(10). 
    29.5(2) An application for a deep sedation/general anesthesia permit must include the appropriate 
fee as specified in 650—Chapter 15, as well as evidence indicating compliance with rule 650—
29.3(153). 
    29.5(3) An application for a moderate sedation permit must include the appropriate fee as 
specified in 650—Chapter 15, as well as evidence indicating compliance with rule 650—29.4(153). 
    29.5(4) If a facility has not been previously inspected, no permit shall be issued until the facility 
has been inspected and successfully passed. 
    29.5(5) Permits shall be renewed biennially at the time of license renewal following submission 
of proper application and may involve board reevaluation of credentials, facilities, equipment, 
personnel, and procedures of a previously qualified dentist to determine if the dentist is still qualified. 
The appropriate fee for renewal as specified in 650—Chapter 15 of these rules must accompany the 
application. 
    29.5(6) Upon the recommendation of the anesthesia credentials committee that is based on the 
evaluation of credentials, facilities, equipment, personnel and procedures of a dentist, the board may 
determine that restrictions may be placed on a permit. 
    29.5(7) The actual costs associated with the on-site evaluation of the facility shall be the primary 
responsibility of the licensee. The cost to the licensee shall not exceed the fee as specified in 650—
Chapter 15. 
    29.5(8) Permit holders shall follow the American Dental Association’s guidelines for the use of 
sedation and general anesthesia for dentists, except as otherwise specified in these rules. 
    29.5(9) A dentist utilizing moderate sedation on pediatric or ASA category 3 or 4 patients must 
have completed an accredited residency program that includes formal training in anesthesia and clinical 
experience in managing pediatric or ASA category 3 or 4 patients. A dentist who does not meet the 
requirements of this subrule is prohibited from utilizing moderate sedation on pediatric or ASA category 
3 or 4 patients. 
    29.5(10) Frequency of facility inspections. 
       a. The board office will conduct ongoing facility inspections of each facility every five years, 
with the exception of the University of Iowa College of Dentistry. 
       b. The University of Iowa College of Dentistry shall submit written verification to the board 
office every five years indicating that it is properly equipped pursuant to this chapter. 
    29.5(11) Use of capnography required beginning January 1, 2014. Consistent with the practices 
of the American Association of Oral and Maxillofacial Surgeons (AAOMS), all general anesthesia/deep 
sedation permit holders shall use capnography at all facilities where they provide sedation beginning 
January 1, 2014. 
  29.5(12) Use of capnography required for moderate sedation permit holders.  Beginning 
January 1, 2015, all moderate sedation permit holders shall use capnography at all facilities where they 
provide sedation.  
 
[ARC 8614B, IAB 3/10/10, effective 4/14/10; ARC 0265C, IAB 8/8/12, effective 9/12/12; ARC 1194C, IAB 11/27/13, effective 
11/4/13] 
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SUMMARY

The American Society of Anesthesiologists (ASA) - Standards for 
Basic Anesthetic Monitoring, updated in 2010, now notes that 
the adequacy of ventilation during both general anesthesia and 
moderate and deep sedation shall be continually evaluated by both 
“qualitative clinical signs” and monitoring of expired carbon dioxide 
(1). This safety improvement long in the making identifies the  
monitoring of expired carbon dioxide as means to assess the  
adequacy of ventilation and has been implemented in part due to 
the risks associated with procedural sedation. (2) 

In the United States, the standards relevant for carbon dioxide 
monitoring during anesthesia include clinical standards from the 
primary professional medical society of anesthesia practitioners in 
the United States, the American Society of Anesthesiologists (ASA) 
and international consensus standards for respiratory gas  
monitoring equipment (i.e. ISO/IEC 80601-2-55). The ASA clinical 
standards, termed minimum standards for basic anesthetic  
monitoring, were approved by the ASA House of Delegates1 on 
October 21, 1986, and last amended at the 2010 Meeting of the 
ASA (October 20, 2010) with an effective date of July 1, 2011 and 
a later date with respect to continued coverage of professional  
liability insurance by some providers (3). This amendment  
expanded the use of exhaled carbon dioxide to include moderate 
or deep sedation. The ASA clinical standards have been widely  
adopted by anesthesia providers in the United States and now 
define the standard of care in the United States. 
 
This standard requires that during all anesthetics, the continuous 
evaluation of the patient’s oxygenation, ventilation, circulation and 
body temperature. Section 3.1 Ventilation is intended to “ensure  
adequate ventilation of the patient during all anesthetics.” It includes 
4 sections under methods which directly and indirectly require the 
use of carbon dioxide monitoring during general anesthesia, the 
placement and use of airway devices such as endotracheal tubes 
and laryngeal masks, mechanical ventilation and moderate and deep 
sedation. The carbon dioxide monitoring requirements with respect 
to each of these sections is summarized below. 

SECTION 3.2.1  

ADEQUACY OF VENTILATION DURING GENERAL ANESTHESIA

“Every patient receiving general anesthesia shall have the adequacy of 
ventilation continually evaluated.”  
 
This includes qualitative clinical signs and monitoring. It notes that 
“Continual monitoring for the presence of expired carbon dioxide 
shall be performed unless invalidated by the nature of the patient, 
procedure or equipment.” Also, it notes “quantitative monitoring of 
the volume of expired gas is strongly encouraged.”

SECTION 3.2.2   

ASSESSMENT OF ENDOTRACHEAL TUBE AND LARYNGEAL  

MASK POSITION

This section includes (besides clinical assessment) requirements for 
using expired carbon dioxide analysis from the placement of the 
patient interface (endotracheal tube or laryngeal mask) to its  
removal. This includes the availability of an audible alarm based 
upon the end-tidal CO2 value. During placement, carbon dioxide 
must be identified in the expired gas but afterwards quantitative 
analysis of expired carbon dioxide gas is required.

SECTION 3.2.3  

DISCONNECTION FROM A MECHANICAL VENTILATOR

This section requires the continuous use of a device to detect 
disconnection of components of a breathing system and the use  
of an audible alarm signal if a threshold has been exceeded.   
The monitoring of proximal carbon dioxide (at or near the wye) 
can help this requirement to be met.  

Standards for Capnography
American Society of Anesthesiologists (ASA) – Standards for Basic Anesthetic Monitoring 
2010 Update

1 The House of Delegates is the primary legislative and governing body of the ASA.
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SECTION 3.2.4  

MODERATE AND DEEP SEDATION

This section has mandated the assessment of the “adequacy of  
ventilation” by monitoring for the presence of exhaled carbon 
dioxide. Other surrogates, such as respiratory rate, a qualitative 
measure of ventilation, do not allow assessment of the “adequacy 
of ventilation.” A capnometer provides a quantitative measurement 
of the presence of exhaled carbon dioxide as well as a measure 
of the respiratory rate. With the 2010 amendments, this section 
(shown below) has been revised and the bar has been raised by 
requiring monitoring of exhaled carbon dioxide during moderate 
and deep sedation.

“During regional anesthesia (with no sedation) or local anesthesia  
(with no sedation), the adequacy of ventilation shall be evaluated by 
continual observation of qualitative clinical signs. During moderate 
or deep sedation the adequacy of ventilation shall be evaluated by 
continual observation of qualitative clinical signs and monitoring for the 
presence of exhaled carbon dioxide unless precluded or invalidated by 
the nature of the patient, procedure, or equipment.” 
 
Carbon dioxide monitoring is required based upon the level of 
sedation, moderate or deep, irrespective of location (e.g. hospital, 
surgery center, doctors office) or type of anesthesia (inhaled or IV) 
or anesthetic used.

STANDARDS FOR CAPNOGRAPHYRESPIRONICS, INC. PAGE 2

NOVEMBER 2012
PN: OEM1217A

Respironics and Envisioning tomorrow. Improving today. are trademarks belonging to 
Koninklijke Philips Electronics N.V.
All trademarks are property of their respective owners.
©2012 Respironics, Inc. and its affiliates.



In This Issue

Dear Colleagues

Capnography is coming to the OMS office in 2014

ASDA application for specialty recognition to be decided by 2012 ADA House

AAOMS Anesthesia Evaluation Update

AAOMS 94th Annual Meeting – September 10-15 – San Diego

Advance annual meeting program in the mail

Tickets selling briskly for President’s Event

New app puts annual meeting in the palm of your hand

Updated final program is smaller, more user friendly

Annual Meeting goes bagless

Plan your exhibit hall visits before you leave home

ABOMS survey to evaluate recertification exam content

Save money – double your benefits: Buy the OAE bundle from aaomsstore.com

aaomsstore.com monthly special - Dental Implant DVD only $10 while supplies last

ICD-10-CM Coding Course set for August 4, Schaumburg, IL

Still time to apply for research awards and fellowships

June
2012

Dear Colleagues:

Last weekend the AAOMS Board of Trustees and senior staff welcomed more than 70 executive staff and
elected officials of the state and regional OMS societies to our Rosemont, Illinois headquarters for the 2012
State Leadership Conference. This biennial meeting encourages participants to share ideas, exchange
information about legislative and regulatory initiatives, and discuss regional and national trends affecting
OMS practice. Additional perspectives were provided this year by guest presenters Ms. Marilyn Moats
Kennedy, who offered insight into the generational traits that distinguish individuals who join professional
associations; Mr. Christopher Rorick, AAOMS’s Washington, DC representative and director of Government
Relations at Bryan Cave LLC, who updated participants on the status of health reform in the nation’s capital;
and Mr. Paul Meyer, Tecker International, who discussed the key elements of association strategic planning.
Representatives of 30 state and three regional societies attended this year’s meeting. In my opinion there is
no better venue than the day-and-a-half State Leadership Conference for an exchange of information
between AAOMS and its component societies. If your state society representatives were unable to attend this
year’s program, please encourage them to join us in June 2014.

Capnography is coming to the OMS office in 2014

In recent years, capnography monitoring equipment, long a standard of care in the hospital OR, has been
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improved and now offers real benefits in such outpatient surgery sites as the OMS office. Following the lead
of the American Society of Anesthesiologists (ASA), the American Heart Association and other organizations
that develop parameters of care and practice guidelines for their dental and medical surgical specialists, the
AAOMS Board of Trustees approved the following revised guidelines requiring capnography equipment in the
OMS office beginning in 2014:

During moderate or deep sedation and general anesthesia the adequacy of ventilation shall be
evaluated by continual observation of qualitative clinical signs and monitoring for the presence of
exhaled carbon dioxide unless precluded or invalidated by the nature of the patient, procedure or
equipment; and

Improvements in monitoring exhaled CO2 during anesthesia continue to evolve. Beginning in 2014,
AAOMS Office Anesthesia Evaluations will require capnography for moderate sedation, deep sedation
and general anesthesia unless precluded or invalidated by the nature of the patient, procedure or
equipment.

The statements appear in the 2012 Parameters of Care: Clinical Practice Guidelines for Oral and
Maxillofacial Surgery (AAOMS ParCare 12), version 5.0, which is also a component of the revised Office
Anesthesia Evaluation Manual, 8th edition. Additional information about the new capnography guidelines will
be provided in the July/August issue of AAOMS Today.

ASDA application for specialty recognition to be decided by 2012 ADA House

Many of you may be aware that the American Society of Dentist Anesthesiologists (ASDA) is once again
petitioning the ADA for specialty recognition of dental anesthesiology. Their Application for Recognition of
Anesthesiology as a Dental Specialty was submitted to the ADA on June 1, 2011, and will be voted upon by
the ADA House of Delegates at this October’s ADA Annual Session. ADA’s Council on Dental Education and
Licensure (CDEL), which must review all applications for specialty status before they are referred to the ADA
House, voted May 4, 2012 to support the ASDA application and submits its recommendation to the House.
Given the importance of safe and effective office-based anesthesia to OMSs and their patients, AAOMS
reviewed the ASDA’s application with considerable interest. I will discuss this issue in my upcoming AAOMS
Today President’s Column, and I encourage you to review the application and the ASDA’s proposed
standards revision as well. Anesthesia is critical to the practice of oral and maxillofacial surgery and we must
remain alert to all developments that impact its safe and effective administration in the dental operatory.

AAOMS Anesthesia Evaluation Update

As of June 6, 2012, 97.5% of AAOMS Members have successfully completed an initial AAOMS Office
Anesthesia Evaluation in compliance with state society and AAOMS bylaws. All members who offer
moderate sedation, deep sedation or general anesthesia in an office setting must undergo an office
anesthesia evaluation and be subsequently re-evaluated every 5 years.

July 1, 2012 deadline
AAOMS and State OMS societies are working to complete the office anesthesia evaluations for a small
number of remaining members who have yet to complete an initial evaluation. If you have never completed
an office anesthesia evaluation and have not scheduled an evaluation with your state society, please note
that you must have an evaluation completed by July 1, 2012, to avoid a loss of, or disruption to, your
membership status. If you have not already done so, please schedule your office anesthesia evaluation
today.

Office anesthesia re-evaluation
Re-evaluation is an ongoing process which must occur for members and states to remain compliant. State
societies are completing and scheduling re-evaluations regularly. If your most recent office anesthesia
evaluation was completed in 2007, you are due for a re-evaluation this year and should schedule your re-
evaluation as soon as possible.

And don’t forget to attend the Reference Committee meetings at 7:30 am, Tuesday, September 11. The

http://www.asdahq.org/AnesthesiaSpecialtyinDentistry/SpecialtyRecognitionApplication.aspx


Reference Committees are your opportunity to comment on AAOMS’s resolutions and other areas of interest
to you.

AAOMS 94th Annual Meeting – September 10-15 – San Diego

Early Bird registration discount ends July 1. Register now and save!

Advance annual meeting program in the mail

Your print copy of the 94th Annual Meeting advance program should arrive at your home or office this month.
But you don’t need to wait until it hits your mailbox. All of the information in the print version is currently
available online, including convenient online registration and hotel reservations through onPeak, the
association’s official annual meeting housing agent.

Tickets selling briskly for President’s Event

Don’t miss this year’s President’s Event, Thursday, September 13, at Petco Park, home of the San Diego
Padres. This once in a lifetime experience offers access to the outfield and dugout; batting practice; Inflatable
Speed Pitch, Inflatable Basketball, or Fantasy Baseball with batting cage, pitchers, ball shaggers, batting
helmets, bats and balls, as well as excellent food and great music. Tickets are $75 if purchased before the
registration deadline and $95 on site. Tickets for guests under the age of 21 are specially priced at $60 when
purchased in advance. Please note: Tickets for the President’s Event will not be mailed to attendees in
advance. All tickets must be picked up at the Annual Meeting Registration Desk. In addition, lost
tickets cannot be replaced.

AAOMS Annual Meeting goes GREENER
New app puts annual meeting in the palm of your hand

Need to check your personal schedule, find information about a presenter, locate a
restaurant for dinner, chat with a colleague, or locate a particular vendor in the exhibit
hall? The new AAOMS Annual Meeting app for your smartphone or tablet can help you
accomplish all of these tasks, and much more. The new app, which will be available to
all meeting participants later this summer, is part of AAOMS’s green initiative. You’ll find
it a welcome enhancement for your San Diego experience.

Updated final program is smaller, more user friendly

AAOMS’s Annual Meeting final program also reflects the association’s green philosophy. This year’s program
has been downsized. The new program is now contained in a pocket folder that includes individual
pamphlets for daily schedules, special events, the exhibit hall, business sessions, and other meeting
functions. The entire folder fits in a pocket or purse. You can choose to carry the entire program folder, or
only those portions that relate to your daily schedule.

http://www.aaoms.org/register
http://www.aaoms.org/annual_meeting/2012/
http://www.aaoms.org/annual_meeting/2012/reg_info.php
https://onpeak.compassreservations.com/compass/external/index.cfm?meeting_ID=3652&Meeting_ID_Code=640015058
http://www.aaoms.org/annual_meeting/2012/presidents_event.php
http://sandiego.padres.mlb.com/sd/ballpark/index.jsp


Annual Meeting goes bagless

If you’re like me, your closets are filled with old meeting bags that you thought you would reuse when you
returned home. The additions of the new meeting app and the smaller, more portable final program
encouraged us to free our membership from the weight of printed meeting materials and canvas meeting
bags. We have, therefore, eliminated the meeting bag from the 94th Annual Meeting in San Diego. So come
to San Diego and enjoy the meeting without the added burden of extra papers and program books.

Plan your exhibit hall visits before you leave home

The AAOMS Virtual Exhibit Hall offers an interactive map of the annual meeting’s vendor booths in the San
Diego Convention Center’s exhibit area. When you click on a vendor’s name you are immediately transferred
to the company’s Web site where you can view their products and services from the comfort of your home or
office. Maximize your time in San Diego by selecting the booths you want to visit and the products that
interest you most before you leave for the meeting. Set time aside to attend the new Product Theaters from
noon to 1:00 pm on Thursday and Friday, September 13-14, where select exhibitors will offer in-depth looks
at the products and services offered by prominent exhibitor companies.

Don’t forget the Member Services Pavilion where familiar AAOMS services and partners display their
products and services from Wednesday through Saturday. Exhibiting in the Pavilion are the AAOMS
Resource Booth, the OMS Foundation, OMSPAC, Treloar & Heisel, OMS National Insurance Company
(OMSNIC), the International Association of OMS (IAOMS), Health Volunteers Overseas (HVO) and the
AAOMS Membership Services-CareerLine office, where you can learn about new member benefits, check on
your membership status, or sponsor your assistants for AAOMS allied staff membership. The Membership
Office is also the place to post resumes and available career opportunities on the bulletin boards or through
the AAOMS Career Line.

ABOMS survey to evaluate recertification exam content

In order to insure a fair and relevant examination process, the American Board of Oral and Maxillofacial
Surgery has embarked on an in-depth evaluation of the current content of the Recertification Examination. A
practice analysis survey will be e-mailed next week to all diplomates of the ABOMS who are required to
participate in Certification Maintenance. It is critical that every Diplomate who receives this survey responds
with complete and accurate information, as thus data will guide the ABOMS in the construction of an
examination that truly reflects the contemporary practice of oral and maxillofacial surgery.

Save money – double your benefits: Buy the OAE bundle from aaomsstore.com

The newly revised Office Anesthesia Evaluation Manual, 8th edition, is now available from the AAOMS
estore in its traditional hard-copy binder AND a brand new, downloadable e-pub for your smartphone or
tablet. Purchase the versions individually at a cost of $95 each, or buy them together at the low bundled cost
of $158. Both versions feature updated algorithms from the American Heart Association’s Pediatric Advanced
Life Support (PALS) and Advanced Cardiac Life Support (ACLS), as well as the new AAOMS Parameters of
Care: Patient Assessment and Anesthesia in Outpatient Facilities. The Office Anesthesia Evaluation Manual
is an essential tool that assists OMS offices in preparing for their OAE inspection, helps anesthesia
assistants study for the Dental Anesthesia Assistant National Certification Examination (DAANCE) and
serves as a reference in the event of an anesthesia emergency.

aaomsstore.com monthly special
Dental Implant DVD only $10 while supplies last

Take advantage of extraordinary savings! Throughout June, A Patient's Guide to Dental Implants: Your Smile
for a Lifetime, AAOMS’s Dental Implant DVD, will be available for just $10 while supplies last! Regularly $25,

http://www.expocad.com/host/fx/aaoms/12aaoms/default.html
https://aaoms.confex.com/aaoms/2012am/webprogram/PRODUCT.html
http://www.aaomsstore.com/p-134-office-anesthesia-evaluation-manual-8th-edition.aspx
http://www.aaomsstore.com/p-134-office-anesthesia-evaluation-manual-8th-edition.aspx
http://www.aaomsstore.com/p-135-office-anesthesia-evaluation-manual-e-book.aspx
http://www.aaomsstore.com/p-136-office-anesthesia-evaluation-manual-print-and-e-book-bundle.aspx
http://www.aaomsstore.com/p-45-a-patients-guide-to-dental-implants-your-smile-for-a-lifetime.aspx


this DVD is perfect to play in your waiting room, for community presentations or even patient giveaways!

ICD-10-CM Coding Course set for August 4, Schaumburg, IL

AAOMS’s new ICD-10-CM Coding Course, Developing Expertise in OMS Diagnosis Coding, is designed to
teach OMS coding professionals how to become proficient in the ICD-10-CM coding system that is tentatively
scheduled for implementation October 1, 2014. Register now to attend the one-day workshop in August 4,
2012 at the Hyatt Regency in Schaumburg, IL. You and your staff will learn about the history, structure, and
format of ICD-10-CM; how it compares to ICD-9-CM; and how to apply the new coding conventions and
guidelines to OMS diagnostic code assignment.

Still time to apply for research awards and fellowships

The application deadline for Oral and Maxillofacial Surgery Foundation research awards and fellowships is
approaching! Applications must be received by 5:00 pm, EDT, Sunday, July 15, 2012. The OMS Foundation
offers: Research Support Grants, Student Research Training Awards, Clinical Surgery Fellowships, and
Practitioner Innovation Development Awards.

Be Recognized at the Annual Meeting
Get the recognition you deserve at the Annual Meeting. Make a gift to REAP—Research and Education
Advance Patient care by August 31, 2012, and secure your spot on the OMS Foundation roster of donors.
Your gift to REAP is a meaningful investment in our specialty. The OMS Foundation’s annual funding of
research awards, fellowships and other projects allow our specialty to develop new areas of scientific study
which will improve patient care now and in the future.

Sincerely,

Arthur C. Jee, DMD
President, AAOMS
Phone: 301-498-3900
E-mail: ajeeone@aol.com

 FOLLOW US    CONTACT US  

  

 

 

9700 W Bryn Mawr
Rosemont, IL
60018
(800) 822-6637
www.aaoms.org
communications@aaoms.org

 

http://www.aaoms.org/coding_workshops.php#7
http://members.aaoms.org/PortalTools/Meetings/index.cfm
https://resweb.passkey.com/Resweb.do?mode=welcome_ei_new&eventID=8338490
http://www.omsfoundation.org/researchawards
http://www.omsfoundation.org/REAPgifts
mailto:ajeeone@aol.com
http://www.facebook.com/aaoms.org
http://www.twitter.com/aaoms
http://www.aaoms.org/
mailto:communications@aaoms.org
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Abstract
The safe sedation of children for procedures requires a system-
atic approach that includes the following: no administration of 
sedating medication without the safety net of medical super- 
vision, careful presedation evaluation for underlying medical 
or surgical conditions that would place the child at increased 
risk from sedating medications, appropriate fasting for elective  
procedures and a balance between depth of sedation and risk 
for those who are unable to fast because of the urgent nature of 
the procedure, a focused airway examination for large tonsils or 
anatomic airway abnormalities that might increase the potential 
for airway obstruction, a clear understanding of the pharmaco-
kinetic and pharmacodynamic effects of the medications used 
for sedation as well as an appreciation for drug interactions, 
appropriate training and skills in airway management to allow 
rescue of the patient, age- and size-appropriate equipment for 
airway management and venous access, appropriate medica- 
tions and reversal agents, sufficient numbers of people to both 
carry out the procedure and monitor the patient, appropriate 
physiologic monitoring during and after the procedure, a  
properly equipped and staffed recovery area, recovery to pre- 
sedation level of consciousness before discharge from medical 
supervision, and appropriate discharge instructions. 

Introduction
Invasive diagnostic and minor surgical procedures on pediatric 
patients outside the traditional operating room setting have 
increased in the last decade. As a consequence of this change 
and the increased awareness of the importance of providing  
analgesia and anxiolysis, the need for sedation for procedures 
in physician offices, dental offices, subspecialty procedure suites, 
imaging facilities, emergency departments, and ambulatory 
surgery centers also has markedly increased.1-37 In recognition 
of this need for both elective and emergency use of sedation in 
nontraditional settings, the American Academy of Pediatrics 
(AAP) and American Academy of Pediatric Dentistry (AAPD) 
have published a series of guidelines for the monitoring and 

management of pediatric patients during and after sedation for a 
procedure.38-42 The purpose of this updated statement is to unify 
the guidelines for sedation used by medical and dental practi-
tioners, add clarifications regarding monitoring modalities, 
provide new information from medical and dental literature, 
and suggest methods for further improvement in safety and  
outcomes. With the revision of this document, the Joint 
Commission on Accreditation of Healthcare Organizations, the 
American Society of Anesthesiologists (ASA), the AAP, and the 
AAPD will use similar language to define sedation categories  
and the expected physiologic responses.41-44

	 This revised statement reflects the current understanding 
of appropriate monitoring needs both during and after sedation  
for a procedure.4,5,12,19,21,22,26,45-53 The monitoring and care 
out-lined in this guideline may be exceeded at any time, based 
on the judgment of the responsible practitioner. Although in- 
tended to encourage high-quality patient care, adherence to this 
guideline cannot guarantee a specific patient outcome. How-ever, 
structured sedation protocols designed to incorporate the  
principles in this document have been widely implemented 
and shown to reduce morbidity.29,32-34,37,54,55 This guideline is 
proffered with the awareness that, regardless of the intended  
level of sedation or route of administration, the sedation of a  
pediatric patient represents a continuum and may result in 
respiratory depression and the loss of the patient’s protective  
reflexes.43,57-60

	 Sedation of pediatric patients has serious associated risks, 
such as hypoventilation, apnea, airway obstruction, laryngo-
spasm, and cardiopulmonary impairment.2,6,22,45,46,54,60-69 These 
adverse responses during and after sedation for a diagnostic or 
therapeutic procedure may be minimized, but not completely 
eliminated, by a careful preprocedure review of the patient’s 
underlying medical conditions and consideration of how the  
sedation process might affect or be affected by these condi-
tions.54 Appropriate drug selection for the intended procedure 
as well as the presence of an individual with the skills needed 
to rescue a patient from an adverse response are essential.  
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Appropriate physiologic monitoring and continuous observa- 
tion by personnel not directly involved with the procedure  
allow for accurate and rapid diagnosis of complications and 
initiation of appropriate rescue interventions.46,51,54

	 The sedation of children is different from the sedation of 
adults. Sedation in children often is administered to control 
behavior to allow the safe completion of a procedure. A child’s 
ability to control his or her own behavior to cooperate for a  
procedure depends both on his or her chronologic and devel-
opmental age. Often, children younger than six years and  
those with developmental delay require deep levels of sedation  
to gain control of their behavior.57 Therefore, the need for deep 
sedation should be anticipated. Children in this age group are 
particularly vulnerable to the sedating medication’s effects on  
respiratory drive, patency of the airway, and protective reflexes.46 
Studies have shown that it is common for children to pass  
from the intended level of sedation to a deeper, unintended  
level of sedation.56,59,70 For older and cooperative children, other 
modalities, such as parental presence, hypnosis, distraction,  
topical local anesthetics, and guided imagery, may reduce the 
need for or the needed depth of pharmacologic sedation.31,71-81

	 The concept of rescue is essential to safe sedation. 
Practitioners of sedation must have the skills to rescue the 
patient from a deeper level than that intended for the proce-
dure. For example, if the intended level of sedation is “minimal,” 
practitioners must be able to rescue from “moderate sedation”;  
if the intended level of sedation is “moderate,” practitioners  
must have the skills to rescue from “deep sedation”; if the  
intended level of sedation is “deep,” practitioners must have  
the skills to rescue from a state of “general anesthesia.” The 
ability to rescue means that practitioners must be able to 
recognize the various levels of sedation and have the skills 
necessary to provide appropriate cardiopulmonary support if 
needed. Sedation and anesthesia in a nonhospital environment 
(private physician or dental office or freestanding imaging 
facility) may be associated with an increased incidence of  
“failure to rescue” the patient should an adverse event occur, 
because the only backup in this venue may be to activate 
emergency medical services (EMS).46,82 Rescue therapies re- 
quire specific training and skills.46,54,83,84 Maintenance of the 
skills needed to perform successful bag-valve-mask ventilation 
is essential to successfully rescue a child who has become 
apneic or developed airway obstruction. Familiarity with 
emergency airway management procedure algorithms is essen-
tial.83-87 Practitioners should have an in-depth knowledge 
of the agents they intend to use and their potential com- 
plications. A number of reviews and hand-books for sedating 
pediatric patients are available.32,48,55,88-93 This guideline is 
intended for all venues in which sedation for a procedure 
might be performed (hospital, surgical center, freestanding 
imaging facility, dental facility, or private office).
	 There are other guidelines for specific situations and 
personnel that are beyond the scope of this document. 
Specifically, guidelines for the delivery of general anesthesia 
and monitored anesthesia care (sedation or analgesia), outside 
or within the operating room by anesthesiologists or other 

practitioners functioning within a department of anesthesiol- 
ogy, are addressed by policies developed by the ASA and by  
individual departments of anesthesiology.94 Also, guidelines 
for the sedation of patients undergoing mechanical ventilation  
in a critical care environment or for providing analgesia for  
patients postoperatively, patients with chronic painful condi- 
tions, and hospice care are beyond the scope of this document.

Definitions of terms for this report 
• “Pediatric patients”: all patients through 21 years of age, as 

defined by the AAP.
• “Must” or “shall”: an imperative need or duty that is essential, 

indispensable, or mandatory.
• “Should”: the recommended need and/or duty.
• “May” or “could”: freedom or liberty to follow a suggested or 

reasonable alternative.
• “Medical supervision” or “medical personnel”: a current, li-

censed practitioner in medicine, surgery, or dentistry trained 
in the administration of medications used for procedural 
sedation and the management of complications associated  
with these medications.

• “Are encouraged”: a suggested or reasonable action to be taken.
• “ASA Physical Status Classification”: guidelines for classify-

ing the baseline health status according to the ASA (see  
Appendix B).

• “Minimal sedation” (old terminology “anxiolysis”): a drug-
induced state during which patients respond normally to  
verbal commands. Although cognitive function and coor-
dination may be impaired, ventilatory and cardiovascular 
functions are unaffected.

• “Moderate sedation” (old terminology “conscious sedation” 
or “sedation/analgesia”): a drug-induced depression of con- 
sciousness during which patients respond purposefully to 
verbal commands (eg,“open your eyes” either alone or  
accompanied by light tactile stimulation—a light tap on the 
shoulder or face, not a sternal rub). For older patients, this 
level of sedation implies an interactive state; for younger 
patients, age-appropriate behaviors (eg, crying) occur and 
are expected. Reflex withdrawal, although a normal response  
to a painful stimulus, is not considered as the only age- 
appropriate purposeful response (eg, it must be accompanied 
by another response, such as pushing away the painful sti-
mulus so as to confirm a higher cognitive function). With 
moderate sedation, no intervention is required to maintain 
a patent airway, and spontaneous ventilation is adequate.  
Cardiovascular function is usually maintained. However, in  
the case of procedures that may themselves cause airway 
obstruction (eg, dental or endoscopic), the practitioner must 
recognize an obstruction and assist the patient in opening  
the airway. If the patient is not making spontaneous efforts  
to open his/her airway so as to relieve the obstruction, then  
the patient should be considered to be deeply sedated.

• “Deep sedation” (“deep sedation/analgesia”): a drug-induced 
depression of consciousness during which patients cannot be 
easily aroused but respond purposefully (see discussion of  
reflex withdrawal above) after repeated verbal or painful  
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stimulation (eg, purposefully pushing away the noxious 
stimuli). The ability to independently maintain ventilatory 
function may be impaired. Patients may require assistance 
in maintaining a patent airway, and spontaneous ventila-
tion may be inadequate. Cardiovascular function is usually 
maintained. A state of deep sedation may be accompanied by  
partial or complete loss of protective airway reflexes.

• “General anesthesia”: a drug-induced loss of consciousness 
during which patients are not arousable, even by painful  
stimulation. The ability to independently maintain ventila- 
tory function is often impaired. Patients often require assist- 
ance in maintaining a patent airway, and positive-pressure  
ventilation may be required because of depressed spontaneous  
ventilation or drug-induced depression of neuromuscular  
function. Cardiovascular function may be impaired.

Goals of sedation
The goals of sedation in the pediatric patient for diagnostic and 
therapeutic procedures are: 1) to guard the patient’s safety and 
welfare, 2) to minimize physical discomfort and pain, 3) to 
control anxiety, minimize psychological trauma, and maximize 
the potential for amnesia, 4) to control behavior and/or 
movement so as to allow the safe completion of the procedure, 
and 5) to return the patient to a state in which safe discharge 
from medical supervision, as determined by recognized cri- 
teria, is possible (Appendix A).
	 These goals can best be achieved by selecting the lowest  
dose of drug with the highest therapeutic index for the proce-
dure. It is beyond the scope of this document to specify  
which drugs are appropriate for which procedures; however,  
the selection of the fewest number of drugs and matching  
drug selection to the type and goal of the procedure are essential 
for safe practice.53,88,91-93,95-97 For example, analgesic medications 
such as opioids are indicated for painful procedures. For non- 
painful procedures, such as computed tomography or magnetic 
resonance imaging (MRI), sedatives/hypnotics are preferred.
When both sedation and analgesia are desirable (eg, fracture 
reduction), either single agents with analgesic/sedative proper-
ties or combination regimens commonly are  used. Anxiolysis 
and amnesia are additional goals that should be considered 
in selection of agents for particular patients. However, the  
potential for an adverse outcome may be increased when three 
or more sedating medications are administered.44,98 Knowledge 
of each drug’s time of onset, peak response, and duration of 
action is essential. Although the concept of titration of drug 
to effect is critical, one must know whether the previous dose 
has taken full effect before administering additional drug.  
Such management will improve safety and outcomes. Drugs 
with long durations of action (eg, chloral hydrate, intramus- 
cular pentobarbital, phenothiazines) will require longer periods 
of observation even after the child achieves currently used 
recovery and discharge criteria.45,99,100 This concept is particu-
larly important for infants and toddlers transported in car  
safety seats who are at risk of resedation after discharge  
because of residual prolonged drug effects with the potential  
for airway obstruction.45,46

General guidelines
Candidates
Patients who are in ASA classes I and II are frequently considered 
 appropriate candidates for minimal, moderate, or deep sedation 
(Appendix B). Children in ASA classes III and IV, children 
with special needs, and those with anatomic airway abnormali-
ties or extreme tonsillar hypertrophy present issues that require 
additional and individual consideration, particularly for moder-
ate and deep sedation.51 Practitioners are encouraged to consult 
with appropriate subspecialists and/or an anesthesiologist 
for patients at increased risk of experiencing adverse sedation  
events because of their underlying medical/surgical conditions.
	
Responsible person
The pediatric patient shall be accompanied to and from the treat- 
ment facility by a parent, legal guardian, or other responsible 
person. It is preferable to have two or more adults accompany 
children who are still in car safety seats if transportation to  
and from a treatment facility is provided by one of the adults.101

Facilities
The practitioner who uses sedation must have immediately avail-
able facilities, personnel, and equipment to manage emergency 
and rescue situations. The most common serious complications 
of sedation involve compromise of the airway or depressed 
respirations resulting in airway obstruction, hypoventilation, 
hypoxemia, and apnea. Hypotension and cardiopulmonary 
arrest may occur, usually from inadequate recognition and  
treatment of respiratory compromise. Other rare complications 
may also include seizures and allergic reactions. Facilities pro- 
viding pediatric sedation should monitor for, and be prepared  
to treat, such complications.

Back-up emergency services
A protocol for access to back-up emergency services shall be 
clearly identified, with an outline of the procedures necessary 
for immediate use. For nonhospital facilities, a protocol for 
ready access to ambulance service and immediate activation 
of the EMS system for life-threatening complications must 
be established and maintained. It should be understood that 
the availability of EMS services does not replace the practi-
tioner’s responsibility to provide initial rescue in managing  
life-threatening complications.

On-site monitoring and rescue equipment
An emergency cart or kit must be immediately accessible. This 
cart or kit must contain equipment to provide the necessary 
age- and size-appropriate drugs and equipment to resuscitate a 
nonbreathing and unconscious child. The contents of the kit 
must allow for the provision of continuous life support while  
the patient is being transported to a medical facility or to an- 
other area within a medical facility. All equipment and drugs  
must be checked and maintained on a scheduled basis (see 
Appendices C and D for suggested drugs and emergency life 
support equipment to consider before the need for rescue 
occurs). Monitoring devices, such as electrocardiography (ECG) 
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machines, pulse oximeters (with size-appropriate oximeter 
probes), end-tidal carbon dioxide monitors, and defibrilla-
tors (with size-appropriate defibrillator paddles), must have a  
safety and function check on a regular basis as required by  
local or state regulation.

Documentation before sedation
Documentation shall include, but not be limited to, the  
guidelines that follow:
	 1.	 Informed consent. The patient record shall document  

that appropriate informed consent was obtained accord- 
ing to local, state, and institutional requirements.102

	 2.	 Instructions and information provided to the respon-
sible person. The practitioner shall provide verbal and/or  
written instructions to the responsible person. Informa- 
tion shall include objectives of the sedation and anticipated 
changes in behavior during and after sedation. Special 
instructions shall be given to the adult responsible for 
infants and toddlers who will be transported home in a 
car safety seat regarding the need to carefully observe the 
child’s head position so as to avoid airway obstruction. 
Transportation by car safety seat poses a particular risk 
for infants who have received medications known to have 
a long half-life, such as chloral hydrate, intramuscular 
pentobarbital, or phenothiazine.45,46,100,103 Consideration 
for a longer period of observation shall be given if the 
responsible person’s ability to observe the child is limit-
ed (eg, only one adult who also has to drive). Another 
indication for prolonged observation would be a child  
with an anatomic airway problem or a severe underlying 
medical condition. A 24-hour telephone number for the 
practitioner or his or her associates shall be provided 
to all patients and their families. Instructions shall 
include limitations of activities and appropriate dietary  
precautions.

Dietary precautions
Agents used for sedation have the potential to impair pro- 
tective airway reflexes, particularly during deep sedation.  
Although a rare occurrence, pulmonary aspiration may occur  
if the child regurgitates and cannot protect his or her airway. 
Therefore, it is prudent that before sedation, the practitioner  
evaluate preceding food and fluid intake. It is likely that the  
risk of aspiration during procedural sedation differs from that 
during general anesthesia involving tracheal intubation or  
other airway manipulation.104,105 However, because the absolute 
risk of aspiration during procedural sedation is not yet known,  
guidelines for fasting periods before elective sedation generally 
should follow those used for elective general anesthesia. For 
emergency procedures in children who have not fasted, the 
risks of sedation and the possibility of aspiration must be 
balanced against the benefits of performing the procedure 
promptly (see below). Further research is needed to better 
elucidate the relationships between various fasting intervals  
and sedation complications.

Before Elective Sedation
Children receiving sedation for elective procedures should gen- 
erally follow the same fasting guidelines as before general  
anesthesia (Table 1). It is permissible for routine necessary 
medications to be taken with a sip of water on the day of the 
procedure.

For the Emergency Patient
The practitioner must always balance the possible risks of 
sedating nonfasted patients with the benefits and necessity 
for completing the procedure. In this circumstance, the use of 
sedation must be preceded by an evaluation of food and fluid 
intake. There are few published studies with adequate statistical 
power to provide guidance to the practitioner regarding safety or 
risk of pulmonary aspiration of gastric contents during proce-
dural sedation.104-109 When protective airway reflexes are lost, 
gastric contents may be regurgitated into the airway. Therefore, 
patients with a history of recent oral intake or with other known 
risk factors, such as trauma, decreased level of consciousness, 
extreme obesity, pregnancy, or bowel motility dysfunction, 
require careful evaluation before administration of sedatives. 
When proper fasting has not been ensured, the increased risks 
of sedation must be carefully weighed against its benefits, and 
the lightest effective sedation should be used. The use of agents 
with less risk of depressing protective airway reflexes may be 
preferred.110 Some emergency patients requiring deep sedation 
may require protection of the airway before sedation.

Use of immobilization devices
Immobilization devices, such as papoose boards, must be ap- 
plied in such a way as to avoid airway obstruction or chest  
restriction. The child’s head position and respiratory excursions 
should be checked frequently to ensure airway patency. If an  
immobilization device is used, a hand or foot should be kept  
exposed, and the child should never be left unattended. If  
sedating medications are administered in conjunction with 
an immobilization device, monitoring must be used at a level  
consistent with the level of sedation achieved.

Documentation at the time of sedation
	 1.	 Health evaluation. Before sedation, a health evaluation  

shall be performed by an appropriately-licensed practi- 
tioner and reviewed by the sedation team at the time of  
treatment for possible interval changes. The purpose of  
this evaluation is not only to document baseline status  
but  also to determine whether patients present specific risk  
factors that may warrant additional consultation before  
sedation. This evaluation will also screen out patients  
whose sedation will require more advanced airway or 
cardiovascular management skills or alterations in the 
doses or types of medications used for procedural sedation.

				    A new concern for the practitioner is the widespread 
use of medications that may interfere with drug absorp- 
tion or metabolism and, therefore, enhance or shorten 
the effect time of sedating medications. Herbal medicines  
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(eg, St. John’s wort, echinacea) may alter drug pharma- 
cokinetics through inhibition of the cytochrome P450  
system, resulting in prolonged drug effect and altered 
(increased or decreased) blood drug concentrations.111-116 

Kava may increase the effects of sedatives by potentiating 
gamma-aminobutyric acid inhibitory neurotransmission, 
and valerian may itself produce sedation that apparently 
is mediated through modulation of gamma-aminobutyric 
acid neurotransmission and receptor function.117,118 Drugs 
such as erythromycin, cimetidine, and others also may in- 
hibit the cytochrome P450 system, resulting in prolonged 
sedation with midazolam as well as other medications  
competing for the same enzyme systems.119-122 Medica- 
tions used to treat human immunodeficiency virus  
infection, some anticonvulsants, and some psychotropic 
medications also may  produce clinically important drug- 
drug interactions.123-125 Therefore, a careful drug history  
is a vital part of the safe sedation of children. The clinician  
should consult various sources (a pharmacist, textbooks, 
online services, or handheld databases) for specific in- 
formation on drug interactions.126

		  The health evaluation should include:
	 •	 Age and weight;
	 •	 Health history, including: 1) allergies and previous  
		  allergic or adverse drug reactions, 2) medication/drug  
		  history, including dosage, time, route, and site of admi- 
		  nistration for prescription, over-the-counter,  herbal, 
		  or illicit drugs, 3) relevant diseases, physical  abnormali- 
		  ties, and neurologic impairment that might  increase  
		  the potential for airway obstruction, such as a history  
		  of  snoring or obstructive sleep apnea,127,128 4) preg- 
		  nancy status, 5) a summary of previous relevant hospi- 
		  talizations, 6) history of sedation or general anesthesia 
		  and any complications or unexpected responses, and 
		  7) relevant family history, particularly related to 
		  anesthesia;
	 •	 Review of systems with a special focus on abnormali- 
		  ties of cardiac, pulmonary, renal, or hepatic function  
		  that might alter the child’s expected responses to  
		  sedating/analgesic medications;
	 •	 Vital signs, including heart rate, blood pressure, res- 
		  spiratory rate, and temperature (for some children  
		  who are very upset or noncooperative, this may not  
		  be possible and a note should be written to document  
		  this occurrence);
	 •	 Physical examination, including a focused evaluation  
		  of the airway (tonsillar hypertrophy, abnormal ana- 
		  tomy—eg, mandibular hypoplasia) to determine  
		  whether there is an increased risk of airway obstruc- 
		  tion54,129,130;
	 •	 Physical status evaluation [ASA classification (see  
		  Appendix B)];
	 •	 Name, address, and telephone number of the child’s  
		  medical home.

	 For hospitalized patients, the current hospital record may  
	 suffice for adequate documentation of presedation health;  
	 however, a brief note shall be written documenting that the  
	 chart was reviewed, positive findings were noted, and a  
	 management plan was formulated. If the clinical or emer- 
	 gency condition of the patient precludes acquiring com- 
	 plete information before sedation, this health evaluation  
	 should be obtained as soon as feasible.
	 2.	 Prescriptions. When prescriptions are used for sedation, 

a copy of the prescription or a note describing the content 
of the prescription should be in the patient’s chart along 
with a description of the instructions that were given 
to the responsible person. Prescription medications 
intended to accomplish procedural sedation must 
not be administered without the benefit of direct  
supervision by trained medical personnel. Administra- 
tion of sedating medications at home poses an unac- 
ceptable risk, particularly for infants and preschool-aged 
children traveling in car safety seats.46

Documentation during treatment
The patient’s chart shall contain a time-based record that in- 
cludes the name, route, site, time, dosage, and patient effect 
of administered drugs. Before sedation, a “time out” should be 
performed to confirm the patient’s name, procedure to be per- 
formed, and site of the procedure.43 During administration, the 
inspired concentrations of oxygen and inhalation sedation  
agents and the duration of their administration shall be docu-
mented. Before drug administrations, special attention must 
be paid to calculation of dosage (ie, mg/kg). The patient’s chart  
shall contain documentation at the time of treatment that the 
patient’s level of consciousness and responsiveness, heart rate, 
blood pressure, respiratory rate, and oxygen saturation were  
monitored until the patient attained predetermined discharge 
criteria (see Appendix A). A variety of sedation scoring systems 
are available and may aid this process.70,100 Adverse events and 
their treatment shall be documented.

Documentation after treatment
The time and condition of the child at discharge from the  
treatment area or facility shall be documented; this should 
include documentation that the child’s level of consciousness  
and oxygen saturation in room air have returned to a state that  
is safe for discharge by recognized criteria (see Appendix A).  
Patients receiving supplemental oxygen before the procedure 
should have a similar oxygen need after the procedure. Because  
some sedation medications are known to have a long half-life 
and may delay a patient’s complete return to baseline or pose 
the risk of resedation,45,103,131,132 some patients might benefit 
from a longer period of less-intense observation (eg, a step- 
down observation area) before discharge from medical super- 
vision.133 Several scales to evaluate recovery have been devised 
and validated.70,134,135 A recently described and simple evaluation 
tool may be the ability of the infant or child to remain awake  
for at least 20 minutes when placed in a quiet environment.100
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Continuous quality improvement
The essence of medical error reduction is a careful examination 
of index events and root cause analysis of how the event could 
be avoided in the future.137-141 Therefore, each facility should 
maintain records that track adverse events, such as desaturation, 
apnea, laryngospasm, the need for airway interventions 
including jaw thrust, positive pressure ventilation, prolonged  
sedation, unanticipated use of reversal agents, unintended or 
prolonged hospital admission, and unsatisfactory sedation/
analgesia/anxiolysis. Such events can then be examined for  
assessment of risk reduction and improvement in patient 
satisfaction.

Preparation and setting up for sedation procedures
Part of the safety net of sedation is to use a systematic approach  
so as to not overlook having an important drug, piece of  
equipment, or monitor immediately available at the time of a  
developing emergency. To avoid this problem, it is helpful to  
use an acronym that allows the same setup and checklist for 
every procedure. A commonly used acronym useful in plan- 
ning and preparation for a procedure is SOAPME:

S = Size-appropriate suction catheters and a functioning	
	  suction apparatus (eg, Yankauer-type suction)
O =	 An adequate oxygen supply and functioning flow meters/

other devices to allow its delivery
A  =	 Airway: size-appropriate airway equipment [nasopha- 

ryngeal and oropharyngeal airways, laryngoscope blades 
(checked and functioning), endotracheal tubes, stylets, face 
mask, bag-valve-mask or equivalent device (functioning)]

P  =	 Pharmacy: all the basic drugs needed to support life  
during an emergency, including antagonists as indicated

M =	Monitors:  functioning pulse oximeter with size- 
appropriate oximeter probes141,142 and other monitors as 
appropriate for the procedure (eg, noninvasive blood pres- 
sure, end-tidal carbon dioxide, ECG, stethoscope)

E  =	 Special equipment or drugs for a particular case (eg,  
defibrillator)

Specific guidelines for intended level of sedation 
Minimal sedation
Minimal sedation (old terminology “anxiolysis”) is a drug-
induced state during which patients respond normally to verbal 
commands. Although cognitive function and coordination 
may be impaired, ventilatory and cardiovascular functions are 
unaffected. Children who have received minimal sedation gener-
ally will not require more than observation and intermittent 
assessment of their level of sedation. Some children will become 
moderately sedated despite the intended level of minimal 
sedation; should this occur, then the guidelines for moderate 
sedation apply.57

Moderate sedation
“Moderate sedation” (old terminology “conscious sedation” or 
“sedation/analgesia”) is a drug-induced depression of con- 

sciousness during which patients respond purposefully to  
verbal commands or following light tactile stimulation (see  
Definition of Terms for This Report). No interventions are 
required to maintain a patent airway, and spontaneous ventila- 
tion is adequate. Cardiovascular function usually is maintained. 
The caveat that loss of consciousness should be unlikely is a 
particularly important aspect of the definition of moderate 
sedation. The drugs and techniques used should carry a  
margin of safety wide enough to render unintended loss of 
consciousness highly unlikely. Because the patient who receives 
moderate sedation may progress into a state of deep sedation 
and obtundation, the practitioner should be prepared to in- 
crease the level of vigilance corresponding to what is necessary 
for deep sedation.57

Personnel
The practitioner
The practitioner responsible for the treatment of the patient 
and/or the administration of drugs for sedation must be compe-
tent to use such techniques, to provide the level of monitoring 
provided in this guideline, and to manage complications of  
these techniques (ie, to be able to rescue the patient). Because 
the level of intended sedation may be exceeded, the practitioner 
must be sufficiently skilled to provide rescue should the child 
progress to a level of deep sedation. The practitioner must be 
trained in, and capable of providing, at the minimum, bag- 
valve-mask ventilation so as to be able to oxygenate a child  
who develops airway obstruction or apnea. Training in, and 
maintenance of, advanced pediatric airway skills is required; 
regular skills reinforcement is strongly encouraged.

Support personnel
The use of moderate sedation shall include provision of a 
person, in addition to the practitioner, whose responsibility is  
to monitor appropriate physiologic parameters and to assist 
in any supportive or resuscitation measures, if required. This 
individual may also be responsible for assisting with interrupt- 
ible patient-related tasks of short duration.44 This individual  
must be trained in and capable of providing pediatric basic life 
support. The support person shall have specific assignments  
in the event of an emergency and current knowledge of the  
emergency cart inventory. The practitioner and all ancillary  
personnel should participate in periodic reviews and practice 
drills of the facility’s emergency protocol to ensure proper  
function of the equipment and coordination of staff roles in 
such emergencies.

Monitoring and Documentation
Baseline
Before administration of sedative medications, a baseline deter-
mination of vital signs shall be documented. For some children 
who are very upset or noncooperative, this may not be possible 
and a note should be written to document this happenstance.
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During the procedure
The practitioner shall document the name, route, site, time of 
administration, and dosage of all drugs administered. There 
shall be continuous monitoring of oxygen saturation and heart 
rate and intermittent recording of respiratory rate and blood 
pressure; these should be recorded in a time-based record. 
Restraining devices should be checked to prevent airway ob- 
struction or chest restriction. If a restraint device is used, a  
hand or foot should be kept exposed. The child’s head position  
should be checked frequently to ensure airway patency. A  
functioning suction apparatus must be present.

After the procedure
The child who has received moderate sedation must be ob- 
served in a suitably equipped recovery facility [eg, the facility 
must have functioning suction apparatus as well as the capacity 
to deliver more than 90 percent oxygen and positive-pressure 
ventilation (eg, bag and mask with oxygen capacity as de- 
scribed previously)]. The patient’s vital signs should be  
recorded at specific intervals. If the patient is not fully alert, 
oxygen saturation and heart rate monitoring shall be used  
continuously until appropriate discharge criteria are met (see 
Appendix A). Because sedation medications with a long half- 
life may delay the patient’s complete return to baseline or 
pose the risk of resedation, some patients might benefit from 
a longer period of less-intense observation (eg, a step-down 
observation area where multiple patients can be observed 
simultaneously) before discharge from medical supervision 
(see also Documentation Before Sedation for instructions to 
families).45,103,131,132 A recently described and simple evaluation 
tool may be the ability of the infant or child to remain awake 
for at least 20 minutes when placed in a quiet environment.100 
Patients who have received reversal agents, such as flumazenil 
or naloxone, will also require a longer period of observation, 
because the duration of the drugs administered may exceed  
the duration of the antagonist, which can lead to resedation.

Deep sedation
Deep sedation is a drug-induced depression of consciousness 
during which patients cannot be easily aroused but respond 
purposefully after repeated verbal or painful stimulation (see 
Definition of Terms for this report). The state and risks of 
deep sedation may be indistinguishable from those of general  
anesthesia.

Personnel
There must be one person available whose only responsibil-
ity is to constantly observe the patient’s vital signs, airway pa- 
tency, and adequacy of ventilation and to either administer 
drugs or direct their administration. At least one individual  
must be present who is trained in, and capable of, providing 
advanced pediatric life support, and who is skilled in airway 
management and cardiopulmonary resuscitation; training in 
pediatric advanced life support is required.

Equipment
In addition to the equipment previously cited for moderate 
sedation, an electrocardiographic monitor and a defibrillator  
for use in pediatric patients should be readily available.

Vascular Access
Patients receiving deep sedation should have an intravenous  
line placed at the start of the procedure or have a person skilled 
in establishing vascular access in pediatric patients immedi- 
ately available.

Monitoring and Documentation
A competent individual shall observe the patient continuously. 
The monitoring shall include all parameters described for mode- 
rate sedation. Vital signs, including oxygen saturation and heart 
rate, must be documented at least every five minutes in a time-
based record. The use of a precordial stethoscope or capnograph 
for patients difficult to observe (eg, during MRI, in a darkened 
room) to aid in monitoring adequacy of ventilation is encour-
aged.143 The practitioner shall document the name, route, site, 
time of administration, and dosage of all drugs administered. 
The inspired concentrations of inhalation sedation agents and 
oxygen and the duration of administration shall be documented.

Postsedation Care
The facility and procedures followed for postsedation care  
shall conform to those described under “Moderate Sedation.”

Special considerations
Local anesthetic agents
All local anesthetic agents are cardiac depressants and may  
cause central nervous system excitation or depression. Particular 
attention should be paid to dosage in small children.64,66 To  
ensure that the patient will not receive an excessive dose, the 
maximum allowable safe dosage (ie, mg/kg) should be cal- 
culated before administration. There may be enhanced sedative 
effects when the highest recommended doses of local anes- 
thetic drugs are used in combination with other sedatives or 
narcotics (see Tables two and three for limits and conversion 
tables of commonly used local anesthetics).64,144-157 In general, 
when administering local anesthetic drugs, the practitioner 
should aspirate frequently so as to minimize the likelihood  
that the needle is in a blood vessel; lower doses should be 
used when injecting into vascular tissues.158

Pulse oximetry
The new generation of pulse oximeters is less susceptible to 
motion artifacts and may be more useful than older oximeters 
that do not contain the updated software.159-163 Oximeters that 
change tone with changes in hemoglobin saturation provide 
immediate aural warning to everyone within hearing distance. 
It is essential that any oximeter probe is positioned properly; 
clip-on devices are prone to easy displacement, which may 
produce artifactual data (eg, under- or overestimation of oxy- 
gen saturation).141,142
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Capnography
Expired carbon dioxide monitoring is valuable to diagnose the 
simple presence or absence of respirations, airway obstruction, 
or respiratory depression, particularly in patients sedated in 
less-accessible locations, such as magnetic resonance imaging or 
computerized axial tomography devices or darkened rooms.47,49, 

50,143,164-173 The use of expired carbon dioxide monitoring  
devices is encouraged for sedated children, particularly in si- 
tuations where other means of assessing the adequacy of  
ventilation are limited. Several manufacturers have produced  
nasal cannulae that allow simultaneous delivery of oxygen and  
measurement of expired carbon dioxide values.164,165 Although  
these devices can have a high degree of false-positive alarms, 
they are also very accurate for the detection of complete airway 
obstruction or apnea.166,168,173  

Adjuncts to airway management and resuscitation
The vast majority of sedation complications can be managed 
with simple maneuvers, such as supplemental oxygen, opening 
the airway, suctioning, and bag-mask-valve ventilation. 
Occasionally, endotracheal intubation is required for more 
prolonged ventilatory support. In addition to standard endotra-
cheal intubation techniques, a number of new devices are avail-
able for the management of patients with abnormal airway 
anatomy or airway obstruction. Examples include the laryngeal 
mask airway (LMA), the cuffed oropharyngeal airway, and a 
variety of kits to perform an emergency cricothyrotomy.
	 The largest clinical experience in pediatrics is with the 
LMA, which is available in a variety of sizes and can even be 
used in neonates. Use of the LMA is now being introduced into 
advanced airway training courses, and familiarity with insertion 
techniques can be life saving.174,175 The LMA also can serve as 
a bridge to secure airway management in children with ana- 
tomic airway abnormalities.176,177 Practitioners are encouraged  
to gain experience with these techniques as they become  
incorporated into pediatric advanced life support courses.
	 An additional emergency device with which to become 
familiar is the intraosseous needle. Intraosseous needles also  
are available in several sizes and can be life saving in the rare 
situation when rapid establishment of intravenous access is 
not possible. Familiarity with the use of these adjuncts for the  
management of emergencies can be obtained by keeping  
current with resuscitation courses, such as Pediatric Advanced  
Life Support and Advanced Pediatric Life Support or other 
approved programs.

Patient simulators
Advances in technology, particularly patient simulators that  
allow a variety of programmed adverse events (eg, apnea,  
bronchospasm, laryngospasm), response to medical interven-
tions, and printouts of physiologic parameters, are now avail- 
able. The use of such devices is encouraged to better train  
medical professionals to respond more appropriately and  
effectively to rare events.178-180

Monitoring during MRI
The powerful magnetic field and the generation of radiofre-
quency emissions necessitate the use of special equipment 
to provide continuous patient monitoring throughout the 
MRI scanning procedure. Pulse oximeters capable of continu-
ous function during scanning should be used in any sedated 
or restrained pediatric patient. Thermal injuries can result if  
appropriate precautions are not taken; avoid coiling the oxi- 
meter wire and place the probe as far from the magnetic coil  
as possible to diminish the possibility of injury. Electrocar- 
diogram monitoring during magnetic resonance imaging has 
been associated with thermal injury; special MRI-compatible 
ECG pads are essential to allow safe monitoring.181-184 Expired 
carbon dioxide monitoring is strongly encouraged in this  
setting.

Nitrous oxide
Inhalation sedation/analgesia equipment that delivers nitrous 
oxide must have the capacity of delivering 100 percent and  
never less than 25 percent oxygen concentration at a flow rate 
appropriate to the size of the patient. Equipment that delivers 
variable ratios of nitrous oxide to oxygen and that has a de- 
livery system that covers the mouth and nose must be used in 
conjunction with a calibrated and functional oxygen analyzer. 
All nitrous oxide-to-oxygen inhalation devices should be 
calibrated in accordance with appropriate state and local 
requirements. Consideration should be given to the National 
Institute of Occupational Safety and Health standards for 
the scavenging of waste gases.185 Newly constructed or recon- 
structed treatment facilities, especially those with piped-in 
nitrous oxide and oxygen, must have appropriate state or  
local inspections to certify proper function of inhalation 
sedation/analgesia systems before any delivery of patient care.
	 Nitrous oxide in oxygen with varying concentrations has 
been successfully used for many years to provide analgesia for 
a variety of painful procedures in children.15,186-210 The use of 
nitrous oxide for minimal sedation is defined as the admin- 
istration of nitrous oxide (50 percent or less) with the  
balance as oxygen, without any other sedative, narcotic, or  
other depressant drug before or concurrent with the nitrous  
oxide to an otherwise healthy patient in ASA class I or II. The 
patient is able to maintain verbal communication throughout 
the procedure. It should be noted that although local anes- 
thetics have sedative properties, for purposes of this guideline,  
they are not considered sedatives in this circumstance. If 
nitrous oxide in oxygen is combined with other sedating  
medications, such as chloral hydrate, midazolam, or an opioid, 
or if nitrous oxide is used in concentrations greater than 
50 percent, the likelihood for moderate or deep sedation 
increases.211,212 In this situation, the clinician must be prepared 
to institute the guidelines for moderate or deep sedation as  
indicated by the patient’s response.213
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   Table 2.  COMMONLY USED LOCAL ANESTHETIC AGENTS: DOSES, DURATION, AND CALCULATIONS* 

Maximum Dose with Epinephrine (mg/kg)† Duration of Action (min) ‡

Local Anesthetic Medical Dental

Esters

    Procaine 10.0 6 60-90

    Chloroprocaine 20.0 12 30-60

    Tetracaine 1.5 1 180-600

Amides

    Lidocaine 7.0 4.4 90-200

    Mepivacaine 7.0 4.4 120-240

    Bupivacaine 3.0 1.3 180-600

    Levobupivacaine 3.0 2 180-600

    Ropivacaine 3.0 2 180-600

    Articaine 7 60-230

*  Maximum recommended doses and duration of action. Note that lower doses should be used in very vascular areas.
†  These are maximum doses of local anesthetics combined with epinephrine; lower doses are recommended when used  
without epinephrine. Doses of amides should be decreased by 30 percent in infants younger than six months. When  
lidocaine is being administered intravascularly (eg, during intravenous regional anesthesia), the dose should be decreased  
to three to five mg/kg; long-acting local anesthetic agents should not be used for intravenous regional anesthesia.
‡  Duration of action is dependent on concentration, total dose, and site of administration; use of epinephrine; and the 
patient’s age.

   Table 1.   APPROPRIATE INTAKE OF FOOD AND LIQUIDS BEFORE ELECTIVE SEDATION* 

Ingested Material Minimum Fasting Period (h)

Clear liquids: water, fruit juices without pulp, carbonated beverages, clear tea, black coffee 2

Breast milk 4

Infant formula 6

Nonhuman milk: because nonhuman milk is similar to solids in gastric emptying time, the 
amount ingested must be considered when determining an appropriate fasting period 6

Light meal: a light meal typically consists of toast and clear liquids. Meals that include fried or 
fatty foods or meat may prolong gastric emptying time. Both the amount and type of foods in-
gested must be considered when determining an appropriate fasting period.

6

* American Society of Anesthesiologists. Practice Guidelines for Preoperative Fasting and the Use of Pharmacologic Agents  
to Reduce the Risk of Pulmonary Aspiration: Application to Healthy Patients Undergoing Elective Procedures. A Report  
of the American Society of Anesthesiologists. Available at: “http://www.asahq.org/publicationsAndServices/npoguide.html”.

   Table 3.   LOCAL ANESTHETIC PERCENT CONCENTRATION: CONVERSION TO mg/mL 

Concentration (%) mg/mL

3.0 30.0

2.5 25.0

2.0 20.0

1.0 10.0

0.5 5.0

025 2.5

0.125 1.25
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Appendix A.  Recommended Discharge Criteria
1.	 Cardiovascular function and airway patency are satisfactory 
	 and stable.
2.	 The patient is easily arousable, and protective reflexes  
	 are intact.
3.	 The patient can talk (if age appropriate).
4.	 The patient can sit up unaided (if age appropriate).
5.	 For a very young or handicapped child incapable of the 
	 usually expected responses, the presedation level of 
	 responsiveness or a level as close as possible to the normal 
	 level for that child should be achieved.
6.	 The state of hydration is adequate.

Appendix B.  ASA Physical Status Classification

Class I		  A normally healthy patient.
	Class II		  A patient with mild systemic disease (eg, controlled 	

			   reactive airway disease).
	Class III		  A patient with severe systemic disease (eg, a child  

			   who is actively wheezing).
	Class IV		 A patient with severe systemic disease that is a 

			   constant threat to life (eg, a child with status  
			   asthmaticus).

	Class V		  A moribund patient who is not expected to survive 
			   without the operation (eg, a patient with severe  
			   cardiomyopathy requiring heart transplantation).

Appendix C.  Drugs* That May Be Needed to Rescue a 
Sedated Patient44

Albuterol for inhalation
Ammonia spirits
Atropine
Diphenhydramine
Diazepam
Epinephrine (1:1000, 1:10 000)
Flumazenil
Glucose (25 percent or 50 percent)
Lidocaine (cardiac lidocaine, local infiltration)
Lorazepam
Methylprednisolone
Naloxone
Oxygen
Fosphenytoin
Racemic epinephrine
Rocuronium
Sodium bicarbonate
Succinylcholine

*  The choice of emergency drugs may vary according to individual or  
   procedural needs.

Appendix D.  Emergency Equipment † That May Be 
Needed to Rescue a Sedated Patient ‡

Intravenous Equipment
	 Assorted IV catheters (eg, 24-, 22-, 20-, 18-, 16-gauge)
	 Tourniquets
	 Alcohol wipes
	 Adhesive tape
	 Assorted syringes (eg, 1-, 3-, 5-, 10-mL)
	 IV tubing
		  Pediatric drip (60 drops/mL)
		  Pediatric burette
		  Adult drip (10 drops/mL)
		  Extension tubing
		  3-way stopcocks
	 IV fluid
		  Lactated Ringer solution
		  Normal saline solution
		  D5 0.25 normal saline solution
	 Pediatric IV boards
	 Assorted IV needles (eg, 25-, 22-, 20-, and 18-gauge)
	 Intraosseous bone marrow needle
	 Sterile gauze pads

Airway Management Equipment
	 Face masks (infant, child, small adult, medium adult,
 		  large adult)
	 Breathing bag and valve set
	 Oropharyngeal airways (infant, child, small adult, medium  
		  adult, large adult)
	 Nasopharyngeal airways (small, medium, large)
	 Laryngeal mask airways (1, 1.5, 2, 2.5, 3, 4, and 5)
	 Laryngoscope handles (with extra batteries)
	 Laryngoscope blades (with extra light bulbs)
		  Straight (Miller) No. 1, 2, and 3
		  Curved (Macintosh) No. 2 and 3
	 Endotracheal tubes (2.5, 3.0, 3.5, 4.0, 4.5, 5.0, 5.5, and 6.0  
		  uncuffed and 6.0, 7.0, and 8.0 cuffed)
	 Stylettes (appropriate sizes for endotracheal tubes)
	 Surgical lubricant
	 Suction catheters (appropriate sizes for endotracheal tubes) 
	 Yankauer-type suction
	 Nasogastric tubes
	 Nebulizer with medication kits
	 Gloves (sterile and nonsterile, latex free)

†  The choice of emergency equipment may vary according to individual 
    or procedural needs.
‡  The practitioner is referred to the SOAPME acronym described in the 
    text in preparation for sedating a child for a procedure.
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ffiffiffi American Dental Association*
Guidelines for the Use of Sedation and GeneralAnesthesia by Dentists

As adopted by the October 2012 ADA House of Delegates

L lntroduction

The administration of local anesthesia, sedation and general anesthesia is an integral part of dental practice.

The American Dental Association is committed to the safe and effective use of these modalities by

appropriately educated and trained dentists. The purpose of these guidelines is to assist dentists in the

delivery of safe and effective sedation and anesthesia.

Dentists providing sedation and anesthesia in compliance with their state rules and/or regulations prior to

adoption of this d-ocument are not subject to Section lll. Educational Requirements.

ll. Definitions
Methods of Anxiety and Pain Control

analgesia - the diminution or elimination of pain.

conscious sedationl - a minimally depressed level of consciousness that retains the patient's ability to

independently and continuously maintain an airway and respond appropriately to physica.l stimulation or

verbal command and that is produced by a pharmacological or non-pharmacological method or a combination

thereof.

ln accord with this particular definition, the drugs and/or techniques used should carry a margin of safety wide

enough to render unintended loss of consciouJness unlikely. Further, patients whose only.response is reflex

withdiawalfrom repeated painful stimuli would not be considered to be in a State of conscious sedation.

combination inhalation-enteralconscious sedation (combined conscious sedation) - conscious sedation

using inhalation and enteral agents.

When the intent is anxiolysis only, and the appropriate dosage of agents is administered, then the definition of
enteral and/or combination inhalation-enteral conscious sedation (combined conscious sedation) does not

apply.

local anesthesia - the elimination of sensation, especially pain, in one part of the body by the topical

application or regional injection of a drug.
Nofe: Although the use of local anesthetics is the foundation of pain control in dentistry and has a long record

of safety, dentists must be aware of the maximum, safe dosage limits for each patient. Large doses of local

anesthetics in themselves may result in central nervous system depression, especially in combination with

sedative agents.

minimat sedation - a minimally depressed level of consciousness, produced by a pharmacological method,
that retains the patient's ability to independently and continuously maintain an airway and respond normally to

1 Parenteral conscious sedation may be achieved with the administration of a single agent at by the administration of more than one

agent.
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Documentation: An appropriate sedative record must be maintained, including the names of all drugs

admintstefed, ,ncluding localanesthetics, dosages, and monitored physiological parameters.

5. Recovery and Discharge

. Oxygen and suction equipment must be immediately available if a separate recovery area is

utilized.
. The qualified dentist or appropriately trained clinical staff must monitor the patient during recovery

until the patient is ready for discharge by the dentist.
. The quaiified dentist must determine and document that level of consciousness, oxygenation,

ventilation and circulation are satisfactory prior to discharge.

. post-operative verbal and written instructions must be given to the patient, parent, escort,

guardian or care giver.

6. Emergency Management

r lf a patient enters a deeper level of sedation than the dentist is qualified to provide, the dentist

must stop the dental procedure until the patient returns to the intended level of sedation.

. fhe quatitied dentist is responsible for the sedative management, adequacy of the facility and

staff, diagnosis and treatment of emergencies related to the administration of minimal sedation

and providing the equipment and protocols for patient rescue.

7. Management of Children

For children 12 years of age and under, thB American Dental Association supports the use of the

American Acadeiny of Pediatrics/American Acaclemy of Pediatrie Dentistry Guidelines for
Monitoring and Minagement of Pediatric Patients During and After Sedation for Diagnostic and

The rape utic Proced u res.

B. Moderate Sedation

1. Patient Evaluation

Patients considered for moderate sedation must be suitably evaluated prior to the start of any

sedative procedure. ln healthy or medically stable individuals (ASA l, ll) this should consist of at least

a review of their current medical history and medication use. However, patients with significant

medical considerations (e.g., ASA lll, lV) may require consultation with their primary care physician or

consulting medical specialist.

2. Pre-operative Preparation

r The patient, parent, guardian or care giver must be advised regarding the procedure associated
with the delivery of any sedative agents and informed consent for the proposed sedation must be

obtained.
. Determination of adequate oxygen supply and Gguipment necessary to deliver oxygen under

positive pressure must be completed.
. Baseline vital signs must be obtained unless the patient's behavior prohibits such determination.
. A focused physical evaluation must be performed as deemed appropriate.
r Preoperative dietary restrictions must be considered based on the sedative technique prescribed.
. Pre-operative verbal or written instructions must be given to the patient, parent, escort, guardian

or care giver.

3. Personnel and Equipment Requirements
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Personnel:
. At least one additional person trained in Basic Life Support for Healthcare Providers must be

present in addition to the dentist.

Equipment:

r A positive-pressure oxygen delivery system suitable for the patient being treated must be

immediately available.
. When inhalation equipment is used, it must have a fail-safe system that is appropriately checked

and calibrated. The equipment must also have either (1) a functioning device that prohibits the

delivery of less ttran 3b/" oxygen or (2) an appropriately calibrated and functioning in-line oxygen

analyzer with audible alarm.
r An appropriate scavenging system must be available if gases other than oxygen or air are used'

. The equipment necessary to establish intravenous access must be available.

4. Monitoring and Documentation

Monitorinq: A qualified dentist administering moderate sedation must remain in the operatory room

to moniioftne patient continuously until the patient meets the criteria for recovery. When active

treatment concludes and the patient recovers to a minimally sedated level a qualified auxiliary may

be directed by the dentist to remain with the patient and continue to monitor them as explained in the

guidelines ,niit tney are discharged from the facility. The dentist must not leave the facility untilthe

[atient meets the criteria for discharge and is discharged from the facllity. Monitoring must include:

Consciousness:
. Level of consciousness (e.g., responsiveness to verbal command) must be continually assessed.

Oxygenation:

. Color of mucosa, skin or blood must be evaluated continually.

. Oxygen saturation must be evaluated by pulse oximetry continuously.

Ventilation:
r The dentist must observe chest excursions continually.
. The dentist must monitor ventitation. This can be accomplished by auscultation of breath sounds'

monitoring end-tidal CO2or by verbal communication with the patient.

Circulation:

. The dentist must continually evaiuate blood pressure and heart raie (unless the patient is unable

to tolerate and this is noted in the time-oriented anesthesia record).
. Continuous ECG monitoring of patients with significant cardiovascular disease should be

considered.

Documentation:

. Appropriate time-oriented anesthetic record must be maintained, including the names of all drugs,

dosages and their administration times, including local anesthetics, dosages and monitored
physiological parameters. (See Additional Sources of lnformation for sample of a time-oriented
anesthetic record).

. Pulse oximetry, heart rate, respiratory rate, blood pressure and level of consciousness must be

recorded continually.

5. Recovery and Discharge
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Practice Guidelines for Sedation and Analgesia by Non-Anesth... : Anesthesiology Page I of I

Pulmonary Ventilation.

It is the opinion of the Task Force that the primary causes of morbidity associated with
sedation/analgesia are drug-induced respiratory depression and airway obstruction. For both moderate
and deep sedation, the literature is insufficient to evaluate the benefit of monitoring ventilatory
function by observation or auscultation, However, the consultants strongly agree that monitoring of
ventilatory function by observation or auscultation reduces the risk of adverse outcomes associated

with sedation/analgesia. The consultants were equivocal regarding the ability of capnography to
decrease risks during moderate sedation, while agreeing that it may decrease risks during deep

sedation. In circumstances in which patients are physically separated from the caregiver, the Task
Force believes that automated apnea monitoring (by detection of exhaled carbon dioxide or other
means) may decrease risks during both moderate and deep sedation, while cautioning practitioners
that impedance plethysmography may fail to detect airway obstruction. The Task Force emphasizes

that because ventilation and oxygenation are separate though related physiologic processes,

monitoring oxygenation by pulse oximetry is not a substitute for monitoring ventilatory function.
Back to Top I Article Outline

http://joumals.lww.com/anesthesiology/fulltextl2002l04000lpractice_guidelines_for_sedati... 2lI6l20l4



Practice Guidelines for Sedation and Analgesia by Non-Anesth... : Anesthesiology Page 1 of I

Recommendations.

Monitoring of patient response to verbal commands should be routine during moderate sedation,

except in patients who are unable to respond appropriately (e.g., young children, mentally impaired or
uncooperative patients), or during procedures where movement could be detrimental. During deep

sedation, patient responsiveness to a more profound stimulus should be sought, unless

contraindicated, to ensure that the patient has not drifted into a state of general anesthesia. During
procedures where a verbal response is not possible (e.g., oral surgery, upper endoscopy), the ability to
give a "thumbs up" or other indication of consciousness in response to verbal or tactile (light tap)
stimulation suggests that the patient will be able to control his airway and take deep breaths if
necessary, corresponding to a state of moderate sedation. Note that a response limited to reflex
withdrawal from a painful stimulus is not considered a purposeful response and thus represents a state

ofgeneral anesthesia.
All patients undergoing sedation/analgesia should be monitored by pulse oximetry with appropriate
alarms. If available, the variable pitch "beep," which gives a continuous audible indication of the
oxygen saturation reading, may be helpful. In addition, ventilatory function should be continually
monitored by observation or auscultation. Monitoring of exhaled carbon dioxide should be considered
for all patients receiving deep sedation and for patients whose ventilation cannot be directly observed

during moderate sedation. When possible, blood pressure should be determined before
sedation/analgesia is initiated. Once sedation-analgesia is established, blood pressure should be

measured at 5-min intervals during the procedure, unless such monitoring interferes with the
procedure (e.g.,pediatric magnetic resonance imaging, where stimulation from the blood pressure

cuff could arouse an appropriately sedated patient). Electrocardiographic monitoring should be used

in all patients undergoing deep sedation. It should also be used during moderate sedation in patients

with significant cardiovascular disease or those who are undergoing procedures where dysrhythmias
are anticipated.
Back to ToB I Article Outline
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EDITOBIAL

THE LATESTASA MANDATE: COz MONITORING
FOR MODERATE AND DEEP SEDATION

The 2010 House of Delegates of the American Society
of Anesthesiologists (ASA) amended its Standards for
Basic Anesthetic Monitoring to include mandatory
exhaled end-tidal carbon dioxide (EICO2) monitoring
during both moderate and deep sedation to its existing
requirement for endotracheal and laryngeal mask air-
way general anesthesia. It became effective as of July
2011 and now reads:

" During regional anesthesia (with no sedation) or local anes-
thesia ( with no sedotion), the odequocy of uentilotion shall be
eualuated by continual obseruation of qualitatiue clinical
signs. During moderate or deep sedation, the adequacy of
uentilation shall be eualuated by continual obseruation of
qualitatiue clinicol sr'gns and monitoring for the presence ol
exholed corbon dioxide unless precluded or inualidated by
the nature of the patient, procedure, or equipment."

Rather than supported by the highest level of
evidence-based Class A, Level 1 scientific data, this
amendment was a consensus document initiated by
the ASA Committee on Standards and Practice Pa-
rameters, approved by the ASA Board of Directors,
and passed by the October 2010 ASA House of Dele-
gates with supposedly little debate. This new standard
makes perfect sense for medical anesthesiologists,
particularly those who are based in hospitals, because
it costs them essentially nothing to obtain this some-
times very valuable information. Because in most in-
stances ASA physician anesthesiologist members pro-
vide moderate and deep sedation in the same operat-
ing rooms as they do general anesthesia, they already
have the equipment to monitor EtCOz, and they al-
ready routinely use nasal cannula Oz for their seda-
tions. All that is really needed for them to meet this
mandate is to either exchange their 02 cannulas for
those with a CO2 sampling port for connecting to their
E COz monitor or to insert an intravenous catheter in-
to a standard 02 cannula and connect it to monitor.
Because modern, "high-tech' physician anesthesiolo-
gists rarely use a precordial or pretracheal stethoscope
in the operating room and their heads are almost nev-
er only a few inches away from the moderately sedated
patient's open mouth and nose to monitor breathing
like the operating dentist does from his or her usual
position, monitoring EICOz for the anesthesiologist is

far superior to the pulse oximeter for immediately

Address correspondence to Dr Joel Weaver; weaverl3(@osu.edu.
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detecting an obstructed airway, opiate-induced apnea,
or other ai4way problems that only much later may be
detected b$ the pulse oximeter. Monitoring E1CO2 is
particularly important when anesthesiologists provide
moderate sedation for patients who are too medically
compromised to safely undergo general anesthesia
and who would almost never be sedated in a dental
office, such as an ASA IV patient with severe chronic
obstructive pulmonary disease who may retain high
levels of CO2 during sedation or a morbidly obese, in-
sulin-dependent diabetic patient with severe obstruc-
tive sleep apnea. Additionally, when the anesthesiolo-
gist is also not the person giving the local anesthetic
(as in a breast biopsy) or in the case of a colonoscopy
(during which the moderate sedation is not accompa-
nied by any local anesthesia), the anesthesiologist's
only option for managing severe discomfort in the
moderately sedated patient is to deepen the level of
sedation by supplementing with more fentanyl, keta-
mine, or propofol until the patient becomes uncon-
sciousness, when monitoring E1CO2 may be deemed
much more important, particularly if insertion of a

laryngeal mask airway device or tracheal intubation
then becomes necessary if the airway becomes com-
promised. However, an endodontist who may be li-
censed for only moderate sedation does not legally
have the option of deepening the level from moderate
sedation to light general anesthesia in the dental office
but rather must either reinforce the local anesthesia
with periodontal ligament, intraosseous, or intrapulpal
local anesthetic techniques or reschedule the end-
odontic treatment when a dentist anesthesiologist can
be brought into the office to manage the discomfort
associated with the endodontic procedure.

To complicate this far-reaching ASA requirement,
the Centers for Medicare and Mediciid Services
(CMS) in 20O9 and 2010 rewrote their CMS Hospital
Conditions of Participation and Interpretive Guide-
lines that govern anesthesia services. The CMS man-
dated that all anesthesia services in a hospital be orga-
nized by a qualified physician and consistently imple-
mented in anery hospital department and area where
"anesthesia services" are rendered. However, as op-
posed to the ASA standards, the CMS definition of
'hnesthesia services" excludes topical and local anes-
thesia, minimal sedation, moderate sedation,/analge-
sia (conscious sedation), and labor epidural analgesia.
Thus, even though the CMS does not require stan-

dardization of any monitoring, including EICOz,

throughout the hospital for moderate sedation, be-

cause the ASA standards require anesthesiologists to
monitor EtCOz for all of their moderate sedations, the
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ASA believes that other less qualified, nonanesthesiol-
ogist sedation practitioners need it even more than
their members to enhance their margin of safety.
Therefore, if an ASA member is the hospital's "physi-
cian in charge of anesthesia services," he or she may
have little choice but to require the monitoring of
EtCOz in all hospital areas where moderate sedation
is administered if it is required in the hospital's operat-
ing rooms.

The CMS will not permit a double standard for
monitoring EICO2 by anesthesia specialists providing
deep sedation in the operating room but not by den-
tists in the hospital's oral surgery clinic. If monitoring
EtCOz is the standard for deep sedation in a hospital's
dental clinic, what are the medical-legal implications
for deep sedation across the street in the private oral
surgery office, where only healthy patients receive
deep sedation by oral surgeons who follow the Ameri-
can Dental Association (ADA) guidelines for monitor-
ing that do not mandate monitoring EtCOz ior deep
sedation? Because the majority of ADA delegates do
not administer moderate or deep sedation and be-
cause all dentists, including those with extensive anes-
thesia training, are regarded by the ASA as nonan-
esthesiologists, will the monitoring guidelines passed
by the ADA House of Delegates measure up against
those passed by the ASA House of Delegates that is
composed entirely of the best-trained physician anes-
thesiologists in the world?

From your editor's extensive experience in the oper-
ating room administering intravenous moderate seda-
tion to morbidly obese ASA IV pre-heart transplant
multiple extraction dental patients with left ventricular
ejection fractions of less than 10%, there is no ques-
tion that monitoring EtCOz can be a very valuable tool
{or monitoring airway patency and ventiiation in that
venue. One can argue that a pregnant patient in an
obstetrical laboring suite who is being continuously in-
fused with narcotic-containing local anesthetic from a
labor epidural pump should have E1CO2 monitoring.
The same argument can be made for every barely con-
scious patient entering the postanesthesia care unit
(PACU) who is then left by the anesthesiologist with
skilled nurses to watch them while they fully recover
from their general anesthetic. Surprisingly, E1CO2
monitoring is not required in the PACU, even though
many of these patients are initially considerably more
deeply sedated than most moderately sedated patients
in the operating room, in a dental office, or in a cardi-
ac catheterization lab. More surprisingly, after complex
surgery, even severely medically compromised uncon-
scious patients who remain intubated in the PACU
who are spontaneously breathing supplemental O2
on a "T-piece" are not required by ASA standards to
have EtCOz monitored by the PACU nurses, Until the
ASA mandates E1CO2 monitoring in these critical care

Anesth Prog 58:111-772 2071'

areas, it seems unreasonable for them to expect that it
be required in dental offices for moderate sedation, as

defined in the ADA Guidelines, wherein "the drugs
and,/or techniques used should carry a margin of safe-
ty wide enough to render unintended loss of con-
sciousness unlikely." Perhaps the ASA Delegates op-
pose mandating EtCOz monitoring in these critical ar-
eas because of the huge expense in purchasing the
necessary additional equipment to accomplish it'

Yes, the CMS requirement that mandates standardi-
zation throughout the hospital can reduce confusion
and improve patient safety in some instances. Howev-
er, this one-size-fits-all mentality does not always
make sense. For instance, the standard of care after
endotracheal intubation of a critically ill patient by a
nonanesthesiologist emergency room physician is to
obtain a chest radiograph to determine if the tube is
in the correct position. If that were to become the
'postintubation standard" throughout the hospital, ev-
ery patient in an operating room who is intubated
by an "expert intubation specialist" (anesthesiologist)

would need an unnecessary radiograph, exposing
them to radiation for no benefit and foolishly raising
the cost of health care when resources are so limited
in today! economy. The ASA and CMS standards are
{ine for hospitals and anesthesiologists who treat
many critically ill patients, but they do not necessarily
pertain to the type of patients and the level of moder-
ate sedation taking place in the dental office.

Even more important than this EtCOz monitoring is-
sue is the overriding point that it is our profession that
should be setting the anesthesia standards for dentistry;
clearly, theASA wants to do that for us.The organization
must believe that we do not have the expertise to do it
ourselves. Because the ASA regards dentists as nonan'
esthesiologists in their standards, theADA is apparently
perceived as not having enough expertise in anesthesi-
ology to self-regulate atl aspects of dental anesthesiolo-
gy. Thus, by default, the ASA standards may appear to
some to also apply to all levels of sedation and anesthe-
sia in dentistry. Dentists must have arecognized level of
expertise in anesthesiology to be able to accept ASA
standards, modify them, or reject them and make our
own. It is hoped that organized dentistry will realize that
dentistry must regain control of its own destiny if this in-
tegral part of dental practice is to survive under our con-
trol. If monitoring E1CO2 is deemed a necessity for mod-
erate and deep sedation, dentistry must make that deci-
sion for itself, and it is hoped that dentistry will have the
clout for its standards to be accepted when they conflict
with those of other professions.

Joel Weaver, DDS, PhD
Editor-in-Chief
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Avila‐Ortiz Gustavo D.D.S. MS‐0095 No No FAC‐40121 01/20/12 08/31/14 UIA College of Dentistry 200 Hawkins Dr Iowa City, IA 52242 319‐335‐7241 N/A ‐ UIACOD
Bolgren Daniel Lee D.D.S. MS‐0001 No No DDS‐06259 07/09/87 08/31/14 1920 J.F. Kennedy Rd. Dubuque, IA 52002 563‐557‐8150 05/13/87
Borgwardt Derek S. D.D.S. MS‐0094 Yes Yes DDS‐08578 01/20/12 08/31/14 1517 Mall Dr. Iowa City, IA 52240 319‐337‐3588 08/30/11
Bouck Brian Lee D.D.S. MS‐0012 No No DDS‐06490 07/09/87 08/31/14 4015 Hurst Dr. Waterloo, IA 50701 319‐235‐6287 04/01/11
Burke Richard Martin D.M.D. MS‐0053 Yes No DDS‐08579 01/25/00 08/31/14 College of Dentistry University of Iowa Iowa City, IA 52242 319‐335‐7482 N/A ‐ UIACOD 11/01/09
Clove Benjamin Ivor D.D.S. MS‐0070 No No DDS‐08094 01/27/06 08/31/14 200 Cleveland St. Suite C Muscatine, IA 52761 563‐263‐1200 01/17/06
Dannenbring Zach J. D.D.S. MS‐0099 No No DDS‐08499 04/01/13 08/31/14 2114 Pierce St. Sioux City, IA 51106 319‐321‐1249 11/23/02
Franzman Michael Ryan D.D.S. MS‐0080 No No DDS‐08258 09/01/08 08/31/14 1800 E 54th St, Suite A Davenport, IA 52807 563‐344‐4867 01/24/08
Geneser Matthew K. D.D.S. MS‐0096 Yes No DDS‐08406 03/07/12 08/31/14 UIA College of Dentistry 201 Dental Science S Iowa City, IA 52242 319‐335‐7483 N/A
Gennatos Fotene D.D.S. MS‐0084 No No DDS‐08276 01/27/10 08/31/14 2114 Pierce St. Sioux City, IA 51104 712‐898‐7947 11/23/02
Ghosheh Natalie J. D.D.S. MS‐0081 Yes No DDS‐08401 01/16/09 08/31/14 1645 John F. Kennedy Rd. Dubuque, IA 52002 563‐556‐6383 11/06/08
Grandgenett Deborah Lynn D.D.S. MS‐0054 Yes No DDS‐07946 01/08/01 08/31/14 2208 Philadelphia St. Ames, IA 50010 515‐956‐3423 10/06/10 12/01/00
Gregorsock Robert Lee D.D.S. MS‐0091 Yes No DDS‐08289 03/10/11 08/31/14 1301 W 1st St. Cedar Falls, IA  50613 319‐277‐4600 01/20/11
Hagarty Bradley Tyler D.D.S. MS‐0111 No No DDS‐07739 03/06/14 08/31/14 475 N Walnut Colfax, IA 50054 515‐674‐4466 12/13/08
Hagarty Timothy J. D.D.S. MS‐0017 No No DDS‐05841 08/24/87 08/31/14 475 N Walnut PO Box 155 Colfax, IA 50054 515‐674‐4466 12/13/08 06/01/09
Hill Ryan William D.D.S. MS‐0097 No No DDS‐08916 03/29/13 08/31/14 UIA College of Dentistry Iowa City, IA 52242 N/A N/A ‐ UIACOD
Hingst Shannon Leigh D.D.S. MS‐0056 No No DDS‐07949 07/23/01 08/31/14 815 38th St. SE Cedar Rapids, IA 52403 319‐365‐0534 06/17/10 05/01/01
Hoeppner Todd Roger D.D.S. MS‐0088 Yes Yes DDS‐08028 10/28/10 08/31/14 615 S Illinois Ave. Mason City, IA 50401 641‐424‐0060 07/22/10
Horton Douglas James D.D.S. MS‐0022 No No DDS‐06174 07/14/88 08/31/14 4141 Glass Rd. NE Cedar Rapids, IA 52402 319‐393‐0773 08/09/00
Humbert Lewis Arthur D.D.S. MS‐0064 Yes Yes DDS‐06250 11/01/04 08/31/14 UIA College of Dentistry 801 Newton Rd. Iowa City, IA 52242 319‐335‐7235 N/A ‐ UIACOD
Iben Pollyanne J. D.D.S. MS‐0052 Yes No DDS‐07894 11/04/99 08/31/14 414 10th Ave. Suite B Coralville, IA 52241 319‐338‐7520 08/13/09 10/01/99
Jarrin David Anthony D.D.S. MS‐0100 No No DDS‐06157 04/01/13 08/31/14 666 Loras Blvd. Dubuque, IA 52001 563‐582‐0117 07/12/06
Jordan Bradley David D.D.S. MS‐0103 No No DDS‐08903 06/26/13 08/31/14 121 20th St. NW Waverly, IA 50677 319‐352‐5281 05/16/13
Kava Richard Alan D.D.S. MS‐0104 No No DDS‐07432 08/02/13 08/31/14 2930 Hamilton Blvd. Upper F Sioux City, IA 51104 712‐258‐6169 07/03/13
Kohlgraf Karl Gustaf D.D.S. MS‐0105 No No DDS‐08912 10/14/13 08/31/14 UIA College of Dentistry Iowa City, IA 52242 319‐353‐6923 N/A ‐ UIACOD
Mathews Michael Steven D.D.S. MS‐0089 Yes Yes DDS‐08053 10/28/10 08/31/14 409 Layne Dr. West Burlington, IA  52655 319‐752‐1444 08/06/10
Meis John Joseph D.D.S. MS‐0058 No No DDS‐07152 12/06/02 08/31/14 2114 Pierce St. Sioux City, IA 51104 712‐252‐3440 11/23/02 11/23/02
Morarend Quinn A. D.D.S. MS‐0087 No No DDS‐08101 10/28/10 08/31/14 2727 1st Ave. SE, Suite 3 Cedar Rapids, IA 52241 319‐364‐7111 07/28/10
Mulka Andrew Patrick D.D.S. MS‐0101 No No DDS‐08842 04/01/13 08/31/14 666 Loras Blvd. Dubuque, IA 52001 563‐582‐0117 07/12/06
Murray Edward Bauman D.D.S. MS‐0071 Yes No DDS‐06032 04/05/06 08/31/14 40 Northcrest Dr. Council Bluffs, IA 51503 712‐328‐9605 10/08/09
Murray Ted Joseph D.D.S. MS‐0076 No No DDS‐06254 09/11/06 08/31/14 4200 Asbury Rd. Dubuque, IA 52002 563‐556‐2711 07/14/09
Oestervemb Niels D.D.S. MS‐0106 No No DDS‐08972 10/14/13 08/31/14 UIA College of Dentistry 801 Newton Rd. Iowa City, IA 52242 319‐335‐7499 N/A ‐ UIACOD
Peckosh Valerie B. D.M.D. MS‐0086 Yes No DDS‐08006 09/01/10 08/31/14 3455 Stoneman Rd. #2B Dubuque, IA 52002 563‐582‐1478 03/29/10
Purk Jeffrey Wayne D.D.S. MS‐0085 Yes Yes DDS‐07566 01/27/10 08/31/14 4409 SW 9th St. Des Moines, IA 50315 515‐285‐8888 09/21/10
Quattrocchi Joseph Anthony Jr, D.D.S. MS‐0069 Yes No DDS‐08243 11/02/05 08/31/14 40 Northcrest Dr. Council Bluffs, IA 51503 712‐328‐9605 10/08/09
Revell Rachel Anne D.D.S. MS‐0109 Yes No DDS‐09012 01/24/14 08/31/14 5950 Village View Dr. #200 West Des Moines, IA 50266 515‐225‐1677 12/17/13
Roth Gary David D.D.S. MS‐0010 No No DDS‐06694 07/09/87 08/31/14 205 North B St. Fairfield, IA 52556 641‐472‐3044 05/25/95
Ruehs Kelley Jo D.D.S. MS‐0092 Yes No DDS‐07938 03/10/11 08/31/14 1301 W 1st St. Cedar Falls, IA  50613 319‐277‐4600 01/20/11
Skinner William Eugene D.D.S. MS‐0108 No No DDS‐07913 12/23/13 08/31/14 8501 Plum Dr. Urbandale, IA 50322 515‐278‐2888 12/12/13
Slayton Rebecca L. D.D.S. MS‐0050 Yes No DDS‐07587 11/02/98 08/31/14 College of Dentistry S201 Dental Science Bldg. Iowa City, IA 52242 319‐335‐7486 N/A ‐ UIACOD
Sonksen David Robert D.D.S. MS‐0015 No No DDS‐05592 07/14/88 08/31/14 1716 1st Ave. S Fort Dodge, IA 50501 515‐576‐5241 05/03/95 05/04/88
Statz Julie Kay D.D.S. MS‐0082 No No DDS‐08527 04/23/09 08/31/14 4090 Westown Parkway, Suite A4 West Des Moines, IA 50266 515‐223‐9700 02/20/09
Statz Thomas Andrew D.D.S. MS‐0083 No No DDS‐08291 04/23/09 08/31/14 4090 Westown Parkway, Suite A4 West Des Moines, IA 50266 515‐223‐9700 02/20/09
Syme Brandon Michael D.D.S. MS‐0107 No No FAC‐40140 11/25/13 08/31/14 UIA College of Dentistry Iowa City, IA 52242 319‐335‐7457 N/A ‐ UIACOD
Thies Stephen Robert D.D.S. MS‐0065 No No DDS‐06242 12/15/04 08/31/14 7506 Hickman Rd. Des Moines, IA 50324 515‐276‐0202 12/03/04
Tortorich Jordan Anthony D.D.S. MS‐0098 No No FAC‐40129 03/29/13 08/31/14 UIA College of Dentistry Iowa City, IA 52242 319‐335‐7457 N/A ‐ UIACOD
Townsend James Dwight D.D.S. MS‐0003 Yes Yes DDS‐06546 07/09/87 08/31/14 220 W Ridgeway Ave. #201 Waterloo, IA 50701 319‐232‐9023 08/24/12
Vargas Kaaren Giselle D.D.S. MS‐0051 Yes No DDS‐08554 11/02/98 08/31/14 1738 Lininger Lane North Liberty, IA 52317 319‐665‐2573 12/11/08
Warrington Jack Thomas D.D.S. MS‐0110 Yes No DDS‐08631 01/24/14 08/31/14 5950 Village View Dr. #200 West Des Moines, IA 50266 515‐225‐1677 12/17/13
Weber George Calvin D.D.S. MS‐0002 No No DDS‐05354 07/09/87 08/31/14 208 N Walnut Glenwood, IA 51534 712‐527‐4801 02/19/09
Weistroffer Paula Louise D.D.S. MS‐0079 No No DDS‐08168 11/20/07 08/31/14 UIA College of Dentistry Dept. of Perio 456 DSB Iowa City, IA 52242 319‐335‐7238 N/A ‐ UIACOD

*Updated 3/14/14 Based upon information located in MS files.
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