STATE OF IOWA

IOWA DENTAL BOARD
TERRY E. BRANSTAD, GOVERNOR PHIL MCcCOLLUM
KIM REYNOLDS, LT. GOVERNOR INTERIM DIRECTOR
IOWA DENTAL BOARD
AGENDA
April 10-11, 2014
Location: lowa Dental Board, 400 SW 8™ St., Suite D, Des Moines, lowa

Members:  Steve Bradley, D.D.S., Board Chair; Steven Fuller, D.D.S., Board Vice Chair;
Matthew McCullough, D.D.S., Board Secretary; Kaaren Vargas, D.D.S.; Tom Jeneary, D.D.S.;
Mary Kelly, R.D.H.; Nancy Slach, R.D.H.; Diane Meier, Public Member; Lori Elmitt, Public
Member

Thursday, April 10, 2014

COMMITTEE MEETINGS:
9:00 A.M. EXECUTIVE COMMITTEE

9:30 A.M. DENTAL HYGIENE COMMITTEE
(See separate committee agendas)

10:30 AM. BOARD MEETING:

OPEN SESSION

. CALL MEETING TO ORDER - ROLL CALL

1. 1t OPPORTUNITY FOR PUBLIC COMMENT

I1l.  APPROVAL OF OPEN SESSION MINUTES
a. January 30, 2014 — Quarterly Meeting

IV. REPORTS
A. EXECUTIVE DIRECTOR’S REPORT

B. LEGAL REPORT
a. Pending litigation
C. ANESTHESIA CREDENTIALS COMMITTEE REPORT
a. Actions Taken by the Committee on General Anesthesia & Moderate
Sedation Permit Applications
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b. Recommendations — RE: Proposed Rulemaking, lowa Administrative Code
650—Chapter 29, “Sedation and Nitrous Oxide Inhalation Analgesia”
c. Other Committee Recommendations, if any

. CONTINUING EDUCATION ADVISORY COMMITTEE REPORT
a. Recommendations: RE: Continuing Education Course Applications
b. Recommendations: RE: Continuing Education Sponsor Applications
c. Other Committee Recommendations, if any

. BUDGET REVIEW COMMITTEE REPORT

a. Review of Quarterly IDB Financial Report
b. Other Committee Recommendations, if any

. EXECUTIVE COMMITTEE REPORT

a. Update on Executive Director Position

. LICENSURE/REGISTRATION COMMITTEE REPORT

a. Actions Taken by the Committee on Applications

b. Pending Licensure/Registration Application, If Any, Will Be Discussed
under Agenda Item VIII

c. Other Committee Recommendations, if any

. DENTAL HYGIENE COMMITTEE REPORT

a. Pending Dental Hygiene Applications, If Any, Will Be Discussed under
Agenda Item VIII

b. Report RE: Actions Taken at the Dental Hygiene Committee Meeting

c. Other Committee Recommendations, if any

DENTAL ASSISTANT REGISTRATION COMMITTEE

EXAMINATIONS REPORTS
a. CRDTS (CENTRAL REGIONAL DENTAL TESTING SERVICE) -
Dental Steering Committee Report
b. CRDTS - Dental Hygiene Examination Review Committee Report
c. CRDTS - Dental Examination Review Committee Report

. IOWA PRACTITIONER REVIEW COMMITTEE REPORT
a. Quarterly Update

. SKILLED CARE FACILITY TASK FORCE REPORT

a. Committee Update
b. Committee Recommendations, if any

. EDUCATIONAL STANDARDS FOR EXPANDED FUNCTIONS
TRAINING REPORT

Please Note: At the discretion of the Board Chair, agenda items may be taken out of order to accommodate scheduling requests of Board
members, presenters or attendees or to facilitate meeting efficiency. 2



a. Committee Update
b. Recommendations RE: Expanded Functions Course Applications
c. Other Committee Recommendations, If Any

V. ADMINISTRATIVE RULES/ADMINISTRATIVE RULE WAIVERS

a. Draft for Discussion — Proposed Amendments to Ch. 15, “Fees” (RE: Proposed
Fee Increase)

b. Draft for Discussion — Proposed Amendments to Ch. 10, “General
Requirements”; Ch. 20, “Dental Assistants”; Ch. 23 (new chapter), “Expanded
Functions for Dental Auxiliaries” (RE: Current and Newly-Proposed Expanded
Functions)

c. Draft for Discussion — Proposed Amendments to Ch. 29, “Sedation and Nitrous
Oxide Inhalation Analgesia” (RE: Capnography and PALS/ACLS Certification)

d. Other Recommendations, if any

VI. LEGISLATIVE UPDATE

VIlI. OTHER BUSINESS
a. American Association of Dental Boards (AADB) — Guidelines on Standards of
Conduct for State Boards and Board Members
b. Public Health Supervision — Sealant Program
c. Other Items, if any

VIIl. APPLICATIONS FOR LICENSURE/REGISTRATION & OTHER
REQUESTS*
a. Ratification of Actions Taken on Applications Since Last Meeting
b. Pending Licensure/Registration Applications*
i. Amy D. Valquier, D.A. — Application for Registration/Qualification
ii. Ashley A. Ball, D.A. — Application for Registration
iii. Randi K. Larson, D.A. — Application for Registration/Qualification
iv. Isamar Sanchez, D.A. — Application for Registration/Qualification
v. Madeline N. Kennedy, D.A. — Application for Registration/Qualification
vi. Catherine Reno, D.D.S. — Application for Reinstatement

IX. 2"9OPPORTUNITY FOR PUBLIC COMMENT

X. PRESENTATION:
Affordable Care Act and Impact on Dentistry - by Dr. Peter Damiano, D.D.S.,

Professor, University of lowa College of Dentistry

XI.  CLOSED SESSION*

XIl.  ACTION, IF ANY ON CLOSED SESSION ITEMS
a. Approval of Closed Session Minutes

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



Licensure/Registration Applications

Statement(s) of Charges

Combined Statement(s) of Charges, Settlement Agreement(s) and Final Order(s)
Settlement Agreement(s)

Final Hearing Decisions

Final Action on Non-Public Cases Left Open

Final Action on Non-Public Cases Closed

Other Closes Session Items

mS@ oo oooT

FRIDAY, APRIL 11, 2014

8:30 AM. BOARD RECONVENES

XIl. CONTINUE WITH ANY CLOSED SESSION AGENDA ITEMS

XIV. OPEN SESSION
a. Action, If Any, On Closed Session Agenda Items
i. Approval of Closed Session Minutes
ii. Licensure/Registration Applications
iii. Statement(s) of Charges
iv. Combined Statement(s) of Charges, Settlement Agreement(s) and Final
Order(s)
v. Settlement Agreement(s)
vi. Final Hearing Decisions
vii. Final Action on Non-Public Cases Left Open
viii. Final Action on Non-Public Cases Closed
ix. Other Closed Session Items
b. Other Open Session Items, If Any

XV. ADJOURN

NEXT QUARTERLY MEETING: July 31-August 1, 2014

If you require the assistance of auxiliary aids or services to participate in or attend the meeting because of a disability, please call
the office of the Board at 515-281-5157.

*These matters constitute a sufficient basis for the board to consider a closed session under the provisions of section 21.5(1), (a),
(c), (d), (f), (9), and (h) of the 2013 Code of lowa. These sections provide that a governmental body may hold a closed session
only by affirmative public vote of either two-thirds of the members of the body or all of the members present at the meeting to
review or discuss records which are required or authorized by state or federal law to be kept confidential, to discuss whether to
initiate licensee disciplinary investigations or proceedings, and to discuss the decision to be rendered in a contested case conducted
according to the provisions of lowa Code Chapter 17A.

**Pursuant to lowa Code section 272C.6(1), a licensee may request that their disciplinary hearing be held in closed session.

***Pyrsuant to lowa Code section 21.5(1)(i) this follow up discussion will be in closed session, at the request of the individual.

Please Note: At the discretion of the Board Chair, agenda items may be taken out of order to accommodate scheduling requests of Board
members, presenters or attendees or to facilitate meeting efficiency. 4



STATE OF IOWA
IOWA DENTAL BOARD

TERRY E. BRANSTAD, GOVERNOR PHIL MCcCOLLUM
KIiM REYNOLDS, LT. GOVERNOR INTERIM DIRECTOR

IOWA DENTAL BOARD

MINUTES
January 30, 2014
Conference Room

400 S.W. 8t St., Suite D
Des Moines, lowa

Board Members January 30, 2014
Steven Bradley, D.D.S., Present
Steven C. Fuller, D.D.S. Present
Matthew J. McCullough, D.D.S. Present
Thomas M. Jeneary, D.D.S. Present
Kaaren G. Vargas, D.D.S. Present
Mary C. Kelly, R.D.H. Present
Nancy A. Slach, R.D.H. Present
Diane Meier, Public Member Present
Lori Elmitt, Public Member Present
Staff Members

Phil McCollum, Christel Braness, Brian Sedars, Dee Ann Argo, Janet Arjes

Attorney General’s Office
Sara Scott, Assistant Attorney General

Other Attendees

Eileen Cacioppo, R.D.H., lowa Dental Hygienists' Association

Larry Carl, lowa Dental Association

Lynh Patterson, Delta Dental

Tracy Rodgers, lowa Department of Public Health

Miriam Burk, lowa Dental Hygienists' Association

Sarah Barsdorf, lowa Dental Hygienists' Association

Steven Thies, D.D.S., lowa Academy of General Dentistry

Francisco Olalde, Office of Statewide Clinical Education Programs, University of lowa
Lori Pelke, Midwest Dental

l. CALL TO ORDER FOR JANUARY 30, 2014

Dr. Bradley called the open session meeting of the lowa Dental Board to order at 10:27 a.m. on
Thursday, January 30, 2014. A quorum was established with all members present.

400 SW 8th STREET, SUITE D, DES MOINES, IA 50309-4687
PHONE:515-281-5157 FAX:515-281-7969 http://www.dentalboard.iowa.gov



Roll Call:
Member Bradley Elmitt Fuller Jeneary Kelly McCullough Meier Slach Varqas'

Present X X X X X X X X X

AbSent ..................................................

1. 1t OPPORTUNITY FOR PUBLIC COMMENT
Dr. Bradley asked everyone to introduce themselves.
Dr. Bradley allowed the opportunity for public comment.
I11. APPROVAL OF OPEN SESSION MINUTES
= QOctober 31-November 1, 2013 Quarterly Meeting Minutes

Ms. Kelly reported that she had two items in the minutes, which required correction. On
approximately page 15 or 17, Ms. Kelly noted that Dr. Cowen’s name had been spelled incorrectly.
Ms. Kelly provided the correct spelling.

Ms. Kelly reported that on approximately page 17, in reference to the new expanded functions
educational standards committee, Ms. Kelly asked that the second line be updated to be more
inclusive of the current and newer expanded functions. The original draft was not specific enough
in regards to the intent of the committee.

« MOVED by FULLER, SECONDED by MEIER, to approve open session minutes with the
changes as noted. Motion APPROVED unanimously.

= December 20, 2013 — Teleconference Minutes

o,

% MOVED by FULLER, SECONDED by MEIER, to approve the minutes as submitted.
Motion carried.

IV. REPORTS

EXECUTIVE DIRECTOR’S REPORT

Mr. McCollum reported that the Board is between renewal seasons. Staff is planning ahead for
the upcoming dental renewals and applications for license from the new graduates. The hope is
that the IDB Online Services site will continue to be utilized to streamline processes in order to
make renewals and applications more efficient.

Mr. McCollum reported that staff is working to implement some of the suggestions to make the
system more user friendly and improve the overall experience. Board staff will continue to
implement changes to improve the system as they are able.

Board Meeting — OPEN SESSION - Subject to final approval
January 30, 2014 (Draft: 3/18/14) 2



Mr. McCollum reported that one of the suggestions would be to put something in place to allow
employers to be notified when a license/registration status changes. For example, if a
license/registration is not renewed by August 31 in a renewal year, it would notify the employer
informing them of the status change. This would allow time for the employer to work with the
licensee/registrant to see that renewal is completed prior to the license/registration lapsing.

Mr. McCollum provided a brief overview on the statistics relating to licensees, registrants and
permit holders since the AMANDA database was implemented.

Dr. Bradley asked when the employer notification will be put into operation. Mr. McCollum is
hoping that it will be implemented prior to this upcoming renewal in 2014.

LEGAL REPORT

Ms. Scott reported that Dr. Buckley’s request for judicial review has been submitted to the District
Court. The judge has indicated that it may be a few months before a decision will be issued.

ANESTHESIA CREDENTIALS COMMITTEE REPORT

Dr. Vargas reported that the Anesthesia Credentials Committee recently met to review applications
and to discuss other committee-related matters.

Dr. Vargas provided an overview of the committee discussions, including actions taken and the
committee’s recommendations regarding the proposed rules changes.

CONTINUING EDUCATION ADVISORY COMMITTEE REPORT

= Recommendations RE: Continuing Education Course Applications
Ms. Elmitt provided an overview of the committee’s recommendations.

% MOVED by ELMITT, SECONDED by KELLY, to approve the course recommendations
with the exception of the courses “I-Smile Coordinator Meeting,” submitted by IDPH, and
“The Affordable Care Act and Implications for Dentistry,” submitted by the lowa Dental
Association. Motion APPROVED unanimously.

« MOVED by MCCULLOUGH, SECONDED by MEIER, to approve the course “I-Smile
Coordinator Meeting,” submitted by IDPH. Motion APPROVED. Ms. Kelly recused
herself from the vote on this motion since she was the presenter of the course in question.

« MOVED by KELLY, SECONDED by MEIER, to approve the Affordable Care Act course.

Dr. Fuller reported that the lowa Dental Association may submit a request for reconsideration of
this course.

Board Meeting — OPEN SESSION - Subject to final approval
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Ms. Kelly stated that the course would be valuable to practitioners. Ms. Kelly noted that the only
provision to deny credit is lowa Administrative Code 650—25.3(7)c, which prohibits approval of
courses, which address government regulations. Ms. Kelly stated that this course addresses more
than just government regulations.

Ms. Elmitt and Ms. Braness reported that the committee recommended denial of the course based
on the information provided, which strongly suggested a focus on the change in government
regulations. Ms. Braness stated that a request for rule waiver might be the easiest way to address
this without appearing to be in violation of the rules.

Mr. McCollum reminded the Board, that prior to granting credit that the course must comply with
the lowa Administrative Code 650. Mr. McCollum recommended that the Continuing Education
Advisory Committee further review this course along with lowa Administrative Code 650—
Chapter 25 to ensure compliance with the rules prior to the Board making a final decision regarding
continuing education credit.

Ms. Kelly withdrew the motion, and asked that the matter be referred back to the Continuing
Education Advisory Committee for further review and discussion.

Ms. Cacioppo expressed her agreement with the concerns. The course needs to be in compliance
with the rules prior to credit being awarded by the Board.

= Recommendations RE: Continuing Education Sponsor Application(s)

% MOVED by ELMITT, SECONDED by MCCULLOUH, to approve the sponsor
application from Compliance Training Partners as recommended. Motion APPROVED
unanimously.

= Other Committee Recommendations, If Any

Ms. Braness provided an overview of the request from the Academy of General Dentistry (AGD).
The AGD has asked the Board if they would accept their continuing education transcript as
evidence of course completion.

« MOVED by FULLER, SECONDED by MCCULLOUGH, to accept the AGD transcript
as proof of continuing education. Motion APPROVED unanimously.

Ms. Braness provided an overview of a request from a licensee asking for continuing education
credit for the use of CEREC in the practice of dentistry.

The Board members agreed that credit could not be awarded for the use of CEREC within a dental
practice; however, licensees are welcome to establish study clubs devoted to the study and
education of clinical practices related to the use of CEREC. Continuing education courses, which
apply to clinical dentistry, completed through a study club would be eligible for continuing
education credit.

Board Meeting — OPEN SESSION - Subject to final approval
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e MOVED by JENEARY, SECONDED by VARGAS, to DENY credit for the use of
CEREC in the practice of dentistry. Motion APPROVED unanimously.

BUDGET REVIEW COMMITTEE REPORT

= Review of Quarterly IDB Financial Report

Dr. Fuller reported that the committee has not met since the last quarterly meeting. The financial
status update has been provided for the Board members’ review.

= QOther Committee Recommendations, If Any
There were no other recommendations from the committee.

EXECUTIVE COMMITTEE REPORT

Dr. Bradley reported that Ms. Johnson resigned in December 2013; and reported that Mr.
McCollum is serving as interim director until a new director is appointed.

LICENSURE/REGISTRATION COMMITTEE REPORT

= Actions Taken by Committee on Applications
Dr. McCullough provided an overview of applications reviewed and actions taken by the
committee since the last quarterly Board meeting. Dr. McCullough noted that a copy of the list of
actions taken by the committee was included in the Board members’ meeting folders.

s MOVED by MCCULLOUGH, SECONDED by FULLER, to APPROVE the list as
submitted. Motion APPROVED unanimously.

= Pending Licensure/Registration Applications, If Any — Will be Discussed under Agenda
Item VIII

= Other Committee Recommendations, If Any
There were no other recommendations from the committee.

DENTAL HYGIENE COMMITTEE REPORT

= Pending Dental Hygiene Applications, If Any — Will be Discussed Under Agenda Item VIII
= Report RE: Actions Taken at Dental Hygiene Committee Meeting

Ms. Kelly reported the Dental Hygiene Committee met earlier that morning. Ms. Kelly reported
that the Dental Hygiene Committee discussed the supervision level required for the use of Oraqix
and Arestin. The Dental Hygiene Committee determined that these products may be used by dental

Board Meeting — OPEN SESSION - Subject to final approval
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hygienists under general supervision. The Dental Hygiene Committee will send a letter responding
to the request for clarification.

= Committee Recommendations, If Any
There were no other recommendations from the committee.

DENTAL ASSISTANT REGISTRATION COMMITTEE REPORT

Dr. Bradley reported that that the Dental Assistant Registration Committee met the week prior to
the Board meeting, and that he had been unable to attend the meeting. Dr. Bradley asked Dr. Fuller
and Dr. Jeneary to report to the Board about this. Mr. McCollum indicated that the minutes have
not been approved, and will be forwarded at a later date.

Dr. Fuller provided a brief overview of the topics, which were discussed at the meeting. The
committee discussed updating the radiography exam. There was also some discussion regarding
the composition of the committee with respect to dental assistants. Currently, there is only one
dental assistant appointed to the committee. Dr. Fuller recommended adding a dental assistant
from private practice, or who works as an educator. Another item for discussion related to dentists
whose spouses may have been registered as dental assistants previously, who need to return to
work quickly. The committee will continue to look at this issue and try to find a way to address
these needs and allow people to return to work quickly when necessary.

EXAMINATIONS REPORT

= CRDTS - Dental Steering Committee Report

Dr. Bradley reported that the committee last met in the fall of 2013, and that there was nothing
new to report.

= CRDTS - Dental Hygiene Examination Review Committee Report
Ms. Kelly had nothing to report.

= CRDTS - Dental Examinations Review Committee Report
Dr. Vargas thanked the Board for being appointed to the committee. Dr. Vargas reported that the
committee met earlier in the month. The committee is considering some changes related to the
CRDTS examination. For example, there is currently no time limit on the examination. Some
students are taking advantage of this since taking extra time does not result in failure.

Modifications are being proposed to address concerns as appropriate.

Dr. Bradley encouraged everyone, who has not already done so, to participate and observe an
examination.

QUARTERLY IPRC REPORT

Board Meeting — OPEN SESSION - Subject to final approval
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Mr. Sedars provided an overview of the current IPRC data.

GERIATRICS TASK FORCE REPORT

Dr. Kanellis reported that the committee has met once. The next meeting is scheduled for February
14, 2014. Committee members and interested parties may participate by phone as requested due
to weather and travel. Dr. Kanellis did not have anything further to report

Dr. Bradley thanked Dr. Kanellis for participating in this part of the meeting.

EDUCATION STANDARDS FOR EXPANDED FUNCTIONS TRAINING REPORT

Ms. Slach reported that there is a concern regarding the committee composition, as there may be
too many Board members appointed to the committee. If all of the Board members appointed to
the committee were to be in attendance, there would be a quorum of the Board, which makes the
meetings subject to open meetings laws. Dr. Bradley chose to remove himself from the committee.

% MOVED by FULLER, SECONDED by BRADLEY, to appoint Dr. Kanellis to the
committee. Motion APPROVED unanimously.

V. ADMINISTRATIVE RULES/PETITION FOR RULE WAIVER

Dr. Bradley reported that the Board had proposed rule amendments in three different areas. Dr.
Bradley asked Mr. McCollum to address these items. Mr. McCollum reported that these items
were brought forward from the last Board meeting. To date, staff has not drafted wording for these
proposals. Mr. McCollum wanted to take the opportunity to reaffirm and get further clarification
from the Board about how to draft the proposed changes. Drafts will be presented at the next
meeting. To date, the following are the administrative rule changes the Board has proposed:

1. lowa Administrative Code 650—Chapter 15
a. Increase the dental license renewal fee in the amount of $50 per biennium;
2. lowa Administrative Code 650—Chapters 10 and 20
a. Address and implement the proposed changes to expanded functions tasks as
recommended by the Expanded Functions Task Force; and
b. Implement changes to allow dental hygienists to perform the existing expanded
functions, which are currently limited to registered dental assistants, and fall outside
the scope of practice of dental hygiene; and
3. lowa Administrative Code 650—Chapter 29:
a. Allow PALS certification in lieu of ACLS for moderate sedation permit holders,
who sedate pediatric patients; and
b. Require capnography for all moderate sedation permit holders. The Anesthesia
Credentials Committee has not made a recommendation on this matter to date.

Board Meeting — OPEN SESSION - Subject to final approval
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Mr. McCollum reported on the sedation recommendations. This is the area, in particular, where
staff needed further direction prior to drafting the proposed changes. Mr. McCollum provided
some overview of the discussions, which have occurred.

At the last Board meeting, the Board suggested drafting rules, which would allow PALS in lieu of
ACLS and to require moderate sedation permit holders to use capnography. lowa Administrative
Code 650 — Chapter 29 currently requires moderate sedation and general anesthesia permit holders
to maintain ACLS certification, and makes no reference to PALS certification. ACLS is more
focused on cardiac events, whereas PALS is more focused on airway management.

Mr. McCollum reported that the Anesthesia Credentials Committee also discussed whether all
sedation permit holders, who sedate children, should be required to maintain certification in ACLS
and PALS. Mr. McCollum reported that he learned that the University of lowa College of
Dentistry requires all of their oral surgeons to have current certifications in ACLS and PALS in
order to sedate children at the university hospitals and clinics.

Board staff needed direction as to whether ACLS and PALS should be required of all sedation
permit holders, who sedate children. Mr. McCollum reported that the Anesthesia Credentials
Committee is in agreement regarding the Board’s recommendation to allow PALS certification in
lieu of ACLS, and was not opposed to requiring ACLS and PALS for all permit holders, who
provide sedation to pediatric patients.

Dr. Vargas reported that the PALS recommendation for moderate sedation permit holders, who
sedate pediatric patients, was not really an issue since everyone is in agreement with this
suggestion.

The airway is the big issue with children, who are being sedated. Therefore, it may be
recommended that all permit holders, who sedate pediatric patients, should have both ACLS and
PALS certifications. The general consensus of the committee was that this would not be
unreasonable. Mr. McCollum reported that the impact would be limited since moderate sedation
permit holders are required to obtain formal training (e.g. ADA-accredited residency program) and
be granted that qualification by the Board prior to sedating pediatric patients.

Dr. Vargas reported that the PALS courses are a little more skewed towards the medical treatment
and practice, and not as directly targeted for dental treatment. However, the airway management
training is important since these are the types of emergencies that occur more frequently with
pediatric patients.

Dr. Vargas and Mr. McCollum recommended that the Board draft rules regarding the
recommendation to allow PALS in lieu of ACLS for moderate sedation permit holders, who sedate
pediatric patients since that is a clean change, on which everyone appears to be in agreement. The
area still in question was whether to require this of all sedation permit holders

Mr. McCollum indicated that he was not certain how to proceed in drafting rules regarding the
capnography for moderate sedation permit holders since the Anesthesia Credentials Committee is

Board Meeting — OPEN SESSION - Subject to final approval
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still reviewing this. Staff can draft rules now based on the Board’s recommendations, and review
this further after the next meeting of the Anesthesia Credentials Committee.

Mr. McCollum indicated that the Board can look at everything at the next meeting; however, for
now, the recommendation for allowing PALS in lieu of ACLS is clear, and will be drafted for the
next meeting.

Dr. Vargas provided some explanation behind the reasoning for recommending the use of
capnography. Capnography measures expired carbon dioxide. Currently, pulse oximetry is the
only measure of oxygen levels for moderate sedation permit holders. The problem with pulse
oximetry is that there is a 30 second delay in the reporting. This becomes a concern, particularly
with children. Capnography measures oxygen levels with each breath; therefore, the readings
occur in real time. Most complications and deaths occur when someone transitions into general
anesthesia without the practitioner realizing this.

Mr. McCollum stated that additional information will be available at the next meeting in the form
of draft rules and more detailed recommendations from the Anesthesia Credentials Committee.

Mr. Carl, IDA, would ask that the draft of rules be made available prior to a formal presentation
at the Board meeting. Mr. Carl stated that he has found that changes become more difficult to
make following the formal presentation at a Board meeting. Mr. Carl would ask for at least two
(2) weeks to review the proposed drafts prior to a formal presentation to the Board.

Mr. McCollum is open to that request. The other parties reviewing the first drafts would need to
be aware that these would be drafts made by Board staff, and may not be representative of what
the Board may choose to pursue.

VI. LEGISLATIVE UPDATE

Mr. McCollum reported that there is a senate study bill (3010), which has been introduced this
legislative session. This study bill relates to the Board’s request to change the lowa Code with
respect the position of the executive director of the lowa Dental Board. This proposal will change
the executive director position to an at-will position to match the other licensing boards. The
Senate has inquired about the fiscal impact of the Board’s request. Following the review of
information related to the payment of the executive director, it was determined that this bill has no
fiscal impact.

Ms. Kelly stated that she feels good about this given the recent discussion regarding this position.
The intent is good to more closely match the other licensing boards. Mr. McCollum stated that
the proposed change would bring the position of the director in line with what the Board had
originally believed the position to be. He also clarified that this proposed change only applies to
the administrator position. This bill will not impact staff members who are not administrators.

VIl. OTHER BUSINESS

REPORT ON OPTIONS FOR STRATEGIC PLANNING PROCESS

Board Meeting — OPEN SESSION - Subject to final approval
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Dr. Vargas stated that she does not have a lot to report at this time given the recent transitions. Dr.
Vargas got some information from “The American Board” that planned a strategic planning retreat
for their organization. Dr. Vargas asked the executive secretary who they were using so that Dr.
Vargas could get an idea of cost. They are using a company called ACS Quantum Strategies,
based in California. Two days of strategic planning, including a half day retreat, with this company
costs approximately $7000-8000. There will be a fiscal impact to the Board pursuing this.

Dr. Vargas reported that the University of lowa College of Dentistry has strategic planners
available as well. Dr. Vargas has not inquired about local options. Dr. Vargas wanted the Board
to be aware of the financial impact since these services are not inexpensive. Dr. Vargas feels that
it is important that the Board consider doing this. Dr. Vargas recommended waiting to move
forward with this until there is a permanent director in place.

Ms. Kelly agreed with Dr. Vargas. Ms. EImitt recommended that the information be collected and
made available so that the Board can move forward with this once the executive director position
has been filled.

AADA/AADB MID-YEAR MEETING

Ms. Braness reported that the mid-year meetings of the American Association of Dental
Administrators (AADA) and the American Association of Dental Boards (AADB) are scheduled
to meet the beginning of April 2014 in Chicago, IL. The meetings are scheduled to be held shortly
before the next quarterly meeting of the Board. Ms. Braness asked if any of the Board members
would be available to travel to the meeting.

Several Board members indicated that they would not be available. Other Board members
indicated that were not sure if they would be available to travel to the meeting. The Board asked
that staff forward an email following the meeting to verify availability.

VIIl. APPLICATIONS FOR LICENSURE/REGISTRATION & OTHER REQUESTS

= Ratification of Actions Taken on Applications Since Last Meeting

Mr. McCollum reported that the Board was provided an updated list of actions taken in response
to applications for license, registration, qualification, and permit.

% MOVED by FULLER, SECONDED by MEIER, to approve the list as submitted. Motion
APPROVED unanimously.

= Pending Licensure/Registration Applications
0 Angela M. Ervin, R.D.H.

Ms. Kelly reported that Dental Hygiene Committee recommended approval of this application.

Board Meeting — OPEN SESSION - Subject to final approval
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% MOVED by KELLY, SECONDED by MCCULLOUGH, to issue the license. Motion
APPROVED.

IX. 2" OPPORTUNITY FOR PUBLIC COMMENT
Dr. Bradley offered the opportunity for public comment.

Ms. Cacioppo inquired about the current chairman of CRDTS, and who currently filled the
position. Dr. Bradley stated that he could not recall the name of the current chairman.

Ms. Cacioppo suggested that the Board revisit lowa Administrative Code 650—Chapter 25 to
update and revise some of the regulations to better address some of the recent continuing education
concerns. The idea would be to put some of the past committee and Board recommendations into
rule form to give sponsors a better idea of what is and is not allowed for credit. Mr. McCollum
proposed that the Continuing Education Advisory Committee review this and come back to the
Board with further recommendations. Mr. McCollum suggested that the committee meet in person
to discuss these concerns. Ms. Cacioppo and Ms. Elmitt agreed that this would be a good idea.

Dr. Thies asked about the notice of the upcoming Anesthesia Credentials Committee meetings. In
particular, he was interested in observing the upcoming discussions related to the proposed rule
changes. Ms. Braness replied that those notices for the meetings are posted in advance and that
arrangements could be made for his participation as requested.

Mr. Carl, IDA, reported that he had not attended the last meeting. Mr. Carl indicated that he
reviewed the minutes from the last meeting. Mr. Carl inquired about the Education Standards for
Expanded Functions Committee given the adopted changes at this meeting to the October 2013
meeting minutes. Mr. Carl asked for some clarification about the intent of the new committee.
Mr. Carl also asked for confirmation that the committee recommendations will be reviewed and
approved by the Board for a final decision. Mr. McCollum reported that the committee has not
yet met. All recommendations will come back to the Board for final decision. Mr. McCollum
stated that the adopted change to the minutes clarified the intent of the committee a little more.
The question had been posed as to what this committee will review. The intent is to make this
committee the primary group to initially review and make recommendations for all expanded
functions courses as it relates to the educational standards for both the current expanded functions
and the newly-proposed expanded functions.

Mr. Carl inquired about the composition of the committee. Mr. McCollum and Ms. Braness
reported that the committee was composed of the Dental Assistant Registration Committee in
addition to the appointment of other interested parties to ensure representation of all dental
professions. Mr. McCollum asked Ms. Braness to forward a list of the committee members to Mr.
Carl for his review.

Dr. Thies also asked for clarification on the expanded functions committee. Dr. Thies asked if the
scope of the committee has expanded. Mr. McCollum clarified that previously-approved training
courses will not be subject to further review and approval by the new committee. However, the
scope of the committee has broadened slightly in that it will review new course requests for the
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current and recently proposed expanded functions. The committee composition has expanded
beyond the Dental Assistant Registration Committee since these expanded functions will now have
bearing on dental hygienists.

Mr. Carl inquired about the request from Dr. Rabedeaux. Mr. Carl asked if this committee will
consider this request. Mr. McCollum stated that the new committee would review this request and
make a recommendation to the Board.

Dr. Thies asked for a clarification on Dr. Rabedeaux’s request. Dr. Fuller explained that Dr.
Rabdeaux is asking the Board to consider changing the clinical practice requirement, to begin
training in expanded functions, from two (2) years to one (1) year.

Mr. Carl reported that the lowa Dental Association trustees discussed this matter, and would
request that the waiting period be eliminated. They would prefer that the dentists, the auxiliary,
education, and their qualifications determine when it was appropriate to have staff train in, and
perform, expanded functions. Mr. Carl indicated that further communication will be forwarded to
the Board concerning this.

XI.  CLOSED SESSION

% MOVED by FULLER, SECONDED by VARGAS, for the Board to go into closed session at
11:43 a.m. on Thursday, January 30, 2014, pursuant to lowa Code Sections 21.5(1)(a), (b) and
(F) to discuss and review complaints and investigative reports which are required by state law
to be kept confidential and to discuss whether to initiate disciplinary investigations or
proceedings.

Member Bradley Elmitt Fuller Jeneary Kelly McCullough Meier Slach  Vargas

Aye X X X X X X X X
Nay
Absent

Motion APPROVED by ROLL CALL.

» The Board went into closed session at 11:43 a.m.
XVI. OPEN SESSION

< MOVED by FULLER, SECONDED by VARGAS, to return to open session. Motion
APPROVED unanimously.

» The Board reconvened in open session at 1:42 p.m. on January 30, 2014.
1. Closed Session Minutes

« MOVED by FULLER, SECONDED by KELLY, to approve the closed session minutes
for the October 31, 2013 quarterly meeting. Motion APPROVED unanimously.
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R/
A X4

MOVED by FULLER, SECONDED by JENEARY, to approve the closed session minutes
for the December 20, 2013 teleconference meeting. Motion APPROVED unanimously.

2. Disciplinary Orders

R/
A X4

MOVED by MEIER, SECONDED by VARGAS, to approve the proposed Combined
Statement of Charges, Settlement Agreement and Final Order in the Matter of Jessica A.
Pundt, R.D.A, file number 13-032. Motion APPROVED unanimously.

MOVED by MEIER, SECONDED by VARGAS, to approve the proposed Combined
Statement of Charges, Settlement Agreement and Final Order in the Matter of David A.
Neal, D.D.S., file number 13-050. Motion APPROVED unanimously.

MOVED by MEIER, SECONDED by VARGAS, to approve the proposed Combined
Statement of Charges, Settlement Agreement and Final Order in the Matter of Janet S.
Tresnak, D.D.S., file numbers 13-0040, 13-0042, 13-0044, 13-0047. Motion APPROVED
unanimously.

MOVED by MEIER, SECONDED by VARGAS, to approve the proposed Combined
Statement of Charges, Settlement Agreement and Final Order in the Matter of Devin M.
Weber, D.A., file number 13-0078. Motion APPROVED unanimously.

MOVED by KELLY, SECONDED by SLACH, to approve the proposed Combined
Statement of Charges, Settlement Agreement and Final Order in the Matter of Beth A.
Neal, D.H., file number 13-0030. Motion APPROVED unanimously.

3. Request to Modify or Terminate Existing Orders

K/
A X4

MOVED by MEIER, SECONDED by VARGAS, to approve the request for modification
of Board Order in the Matter of James A. Knight, D.D.S., file number 11-048. Motion
APPROVED unanimously.

4. Final Action on Cases

K/
L4

MOVED by McCULLOUGH, SECONDED by FULLER, to keep open file number 11-
046. Motion APPROVED unanimously.

MOVED by McCULLOUGH, SECONDED by FULLER, to keep open file number 12-
006. Motion APPROVED unanimously.

MOVED by McCULLOUGH, SECONDED by FULLER, to keep open file number 12-
178. Motion APPROVED unanimously.

MOVED by McCULLOUGH, SECONDED by FULLER, to close file number 13-036.
Motion APPROVED unanimously.

MOVED by McCULLOUGH, SECONDED by FULLER, to close file number 13-043.
Motion APPROVED unanimously.
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« MOVED by McCULLOUGH, SECONDED by FULLER, to close file number 13-0037.
Motion APPROVED unanimously.

% MOVED by McCULLOUGH, SECONDED by FULLER, to close file number 14-0004.
Motion APPROVED unanimously.

« MOVED by MCCULLOUGH, SECONDED by FULLER, to keep open file number 13-
0049. Motion APPROVED unanimously.

% MOVED by MCCULLOUGH, SECONDED by FULLER, to close file number 13-0053.
Motion APPROVED unanimously.

% MOVED by MCCULLOUGH, SECONDED by FULLER, to close file number 13-0075.
Motion APPROVED unanimously. Mary Kelly, recused.

s MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-039.
Motion APPROVED unanimously.

« MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0038.
Motion APPROVED unanimously.

s MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0039.
Motion APPROVED unanimously.

« MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0058.
Motion APPROVED unanimously.

«» MOVED by ELMITT, SECONDED by JENEARY, to keep open file number 13-0065.
Motion APPROVED unanimously.

% MOVED by ELMITT, SECONDED by JENEARY, to keep open file number 13-0066.
Motion APPROVED unanimously.

« MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0068.
Motion APPROVED unanimously.

* MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0069.
Motion APPROVED unanimously.

« MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0070.
Motion APPROVED unanimously.

* MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0076.
Motion APPROVED unanimously.
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MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0079.
Motion APPROVED unanimously.

MOVED by ELMITT, SECONDED by JENEARY, to keep open file number 13-0082.
Motion APPROVED unanimously.

MOVED by ELMITT, SECONDED by JENEARY, to keep open file number 13-0083.
Motion APPROVED unanimously.

MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0084.
Motion APPROVED unanimously.

MOVED by ELMITT, SECONDED by JENEARY, to keep open file number 13-0086.
Motion APPROVED unanimously.

MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0089.
Motion APPROVED unanimously.

MOVED by ELMITT, SECONDED by JENEARY, to close file number 13-0091.
Motion APPROVED unanimously.

MOVED by KELLY, SECONDED by SLACH, to close file number 13-0048. Motion
APPROVED unanimously.

MOVED by KELLY, SECONDED by SLACH, to close file number 14-0006.
Motion APPROVED unanimously.

MOVED by KELLY, SECONDED by SLACH, to keep open file number 13-0001.
Motion APPROVED unanimously. Dr. Steven Bradley, recused.

5. Licensure/Registration Issues

R/
A X4

MOVED by VARGAS, SECONDED by FULLER, to approve the reinstatement of an
lowa dental license with probationary terms in the Matter of Catherine P. Reno, D.D.S.,
file number 12-032. Motion APPROVED unanimously.

MOVED by VARGAS, SECONDED by FULLER, to close file number 13-0092. Motion

APPROVED unanimously.

MOVED by VARGAS, SECONDED by FULLER, to close file number 14-0012. Motion

APPROVED unanimously.

MOVED by VARGAS, SECONDED by FULLER, to close file number 14-0013. Motion

APPROVED unanimously.
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s MOVED by KELLY, SECONDED by SLACH, to approve the issuance of a dental hygiene
license to Angela M. Ervin, D.H., and to close file number 14-0005. Motion APPROVED
unanimously.

6. Other Closed Session Matters
« MOVED by JENEARY, SECONDED by ELMITT, to close file number 09-230.
Motion APPROVED unanimously. Dr. Matthew McCullough, recused.

X/
°e

MOVED by JENEARY, SECONDED by ELMITT, to approve the courses submitted for
remediation in the Matter of Gene V. Mueller, D.D.S., file number 10-115. Motion
APPROVED unanimously.

XVIlI. ADJOURN

% MOVED by KELLY, SECONDED by VARGAS, to adjourn the meeting. Motion
APPROVED unanimously.

The meeting was adjourned at 2:20 p.m. on January 30, 2014.

NEXT MEETING OF THE BOARD

The next meeting of the Board is scheduled for April 10-11, 2014, in Des Moines, lowa.

These minutes are respectfully submitted by Christel Braness, Program Planner 2, lowa Dental
Board.
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Report ID: FM

Source:

R331C

1/3 Finance

Budget FY: 2014

Fiscal Month:

9 (MARCH)

Department: 588

Fund:
Unit:
Obj/Rev Class

Revenue Collected
234
401

0001 General Fund
2062 BDE Retained Fees
Obj/Rev Class Name

Gov Transfer In Other Agencies

Fees, Licenses & Permits

Total Revenue Collected:

Expenditures
101
202
203
204
205
301
309
313
401
402
405
406
407
409

Personal Services

In State Travel

State Vehicle Operation
State Vehicle Depreciation
Out Of State Travel
Office Supplies

Printing & Binding
Postage
Communications

Rentals

Prof & Scientific Services
Outside Services
Intra-State Transfers

Outside Repairs/Service

STATE OF IOWA

FINANCIAL STATUS REPORT

Prior Months

(A)

0.00

1,169,514.14
1,169,514.14

398,921.79
3,311.62
1,947.04

216.00
0.00
6,398.97
6,150.23
10,929.68
5,188.82
33,893.90
0.00
13,015.76
628.21
0.00

Current Month
(B)

39,635.85

8,053.88
47,689.73

45,145.77
113.88
240.87

0.00
0.00
679.36
203.39
345.96
843.67
4,166.47
0.00
1,161.60
0.00
0.00

Total Year To Date
(C=A+B)

39,635.85

1,177,568.02
1,217,203.87

444,067.56
3,425.50
2,187.91

216.00
0.00
7,078.33
6,353.62
11,275.64
6,032.49
38,060.37
0.00
14,177.36
628.21
0.00

Page:

Run Date:

Run Time:

Annual Budget

(D)

39,676.00

1,178,496.00
1,218,172.00

663,730.00
9,500.00
3,000.00
4,320.00
6,000.00
9,500.00

10,000.00
17,000.00
12,250.00
50,200.00
4,000.00
16,500.00
2,600.00
1,000.00
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03/27/2014
08:56:30 AM

Percent of Budget
(E=C/D)

99.90

99.92
99.92

66.90
36.06
72.93

5.00

0.00
74.51
63.54
66.33
49.24
75.82

0.00
85.92
24.16

0.00
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Report ID: FMR331C
Source: I/3 Finance
Budget FY: 2014

Fiscal Month: 9 (MARCH)

Department: 588

Fund: 0001 General Fund
Unit: 2062 BDE Retained Fees
Obj/Rev Class Obj/Rev Class Name

414 Reimbursements To Other Agency
416 ITD Reimbursements

418 IT Outside Services

432 Gov Transfer Attorney General
433 Gov Transfer Auditor of State
434 Gov Transfer Other Agencies
501 Equipment

502 Office Equipment

503 Equipment-Non Inventory

510 IT Equipment & Software

601 Claims

602 Other Expenses & Obligations

Total Expenditures:

Total Obligations (Exp+Enc):
Total Commitments (Exp+Enc+Pre):

Remaining Authority (Rev-Obl):

STATE OF IOWA

FINANCIAL STATUS REPORT

Prior Months
(A)
10,890.83
16,941.18
541.56
12,506.24
1,735.01
1,024.25
0.00
1,059.00
0.00
71,297.42
0.00

12,658.92
609,256.43

609,256.43
609,256.43
560,257.71

Current Month
(B)
1,361.35
2,649.50
0.00
2,186.38
0.00
30.00
0.00
0.00
0.00
96.63
0.00

0.00
59,224.83

59,224.83
59,224.83
(11,535.10)

Total Year To Date
(C=A+B)
12,252.18
19,590.68
541.56
14,692.62
1,735.01
1,054.25
0.00
1,059.00
0.00
71,394.05
0.00

12,658.92
668,481.26

668,481.26
668,481.26
548,722.61

Page:

Run Date:

Run Time:

Annual Budget
(D)
21,000.00
23,310.00
3,000.00
27,000.00
2,000.00
3,100.00
600.00
4,500.00
50.00
135,000.00
71,000.00

118,012.00
1,218,172.00

1,218,172.00

0.00

128 of 380
03/27/2014
08:56:30 AM

Percent of Budget
(E=C/D)
58.34
84.04
18.05
54.42
86.75
34.01
0.00
23.53
0.00
52.88
0.00

10.73
54.88

54.88

0.00
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REPORT TO THE IOWA DENTAL BOARD

FYI ONLY

DATE OF MEETING: April 10, 2014
RE: Quarterly Report on IPRC Activities

SUBMITTED BY: Brian Sedars, Health Professions Investigator

ACTION REQUESTED: None.

The lowa Practitioner Review Committee evaluates, assists, and monitors the recovery,
rehabilitation, or maintenance of dentists, hygienists, or assistants who self-report impairments.
As necessary, the Committee notifies the Board in the event of noncompliance with contract

provisions.

The IPRC is both an advocate for the health of a practitioner and a means to protect the health

and safety of the public.

The Board’s administrative rules require the Committee to submit a quarterly report to the Board

on the activities of the IPRC. Below is the quarterly report.

lowa Dental Board
lowa Practitioner Review Committee

Current Numbers (as of 3/25/14) 2014

Totals
Self Reports 0
Current Participants 10
Contracts under Review 0
Discharged Participants 0




STATE OF IOWA
IOWA DENTAL BOARD

TERRY E. BRANSTAD, GOVERNOR PHIL MCcCOLLUM
KIiM REYNOLDS, LT. GOVERNOR INTERIM DIRECTOR

March 215t 2014

During the October 31st, 2013, lowa Dental Board meeting the Board directed staff to
proceed with drafting rule amendments in the following areas:

e Fees — lowa Administrative Code 650—Chapter 15. Amend the rules to
increase fees to cover projected costs for FY 2015 by increasing dental renewal fees
from $315 to $365, an increase of $25 per year for dentists only.

e EFDA Task Force Recommendations -- lowa Administrative Code 650—
Chapters 10, 20, and newly proposed 23. Amend the rules to implement the
proposed expanded functions for dental auxiliary as recommended by the Expanded
Function Dental Auxiliary (EFDA) Task Force.

e Allow dental hygienists to perform current expanded functions -- lowa
Administrative Code 650 — Chapters 10 and newly proposed 23. Amend
the rules to authorize dental hygienists to perform the expanded function duties
listed in chapter 20, provided they receive the same expanded function training
required of a registered dental assistant.

e Allow PALS certification in lieu of ACLS -- lowa Administrative Code 650—
Chapter 29. Amend the rules to accept PALS certification in lieu of ACLS
for moderate sedation permit holders who sedate children.

e Require capnography for Moderate Sedation permit holders -- lowa
Administrative Code 650—Chapter 29. Amend the rules to require

capnography for all moderate sedation permit holders. (*The Anesthesia
Credentials Committee has 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)

Fees

The members of the Budget Review Committee met on September 20'", 2013, to review
the final budget numbers of the previous fiscal FY13, the current fiscal FY14, and the
proposed FY15 projections. Following review, the members recommended to the full
Board during the October 31%, 2013 meeting that the Board consider raising dental
renewal fees in order to prevent a possible budget shortfall during FY15.

Using current projections as of March 2014, it appears that such a budget shortfall in
FY15 may not exist provided that Board staff levels remain unchanged. Revenue has
come in slightly higher than originally projected and expenses have been less than
anticipated. This is partly due to the unfilled Executive Director position.

400 SW 8th STREET, SUITE D, DES MOINES, IA 50309-4687
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Current projections will be reviewed by the members of the Budget Review Committee
prior to the April 10", 2014, Board meeting so that an updated recommendation can be
made to the full Board.

Expanded Function Dental Auxiliary (EFDA) Task Force Recommendations & Allowing
dental hygienists to perform current expanded functions

Dental assistant registration became effective in July 2001. 650 IAC 20.2(153) states
that the term “dental assistant” does not include persons otherwise actively licensed in
lowa to practice dental hygiene or nursing who are engaged in the practice of said
profession. Rules related to expanded functions for dental assistants became effective
in October 2003.

Board rules have been interpreted to allow a licensed dental hygienist to work as a dental
assistant under the scope of their dental hygiene license. When dental assistant
registration became effective in 2001, there were no duties that dental assistants could
perform that a dental hygienist could not also perform.

Since the expanded function rules became effective in 2003, the Board office has
received multiple inquiries as to whether dental hygienists were also eligible to take
expanded function training and perform those same duties.

The rules related to the current expanded function duties was placed in chapter 20, which
regulates the scope of practice for dental assistants. Chapter 20.3(3) states that a dentist
may delegate an expanded function duty to a “registered dental assistant” and makes no
reference to any other persons. Since dental hygienists are excluded in that chapter from
being considered a dental assistant, no provisions existed to allow a dental hygienist to
perform those expanded function duties. Because of this, Board rules have been
interpreted to exclude dental hygienists from being able to perform those expanded
function duties not already allowed within their scope of practice.

In 2011, the lowa Dental Board considered revising the current rules to allow dental
hygienists to perform those same expanded function duties provided that they meet the
same educational requirements, as it was imposing a hardship on many hygienists who
were previously registered as expanded function dental assistants and lost the ability to
continue to perform some duties once they became licensed as a dental hygienist. The
adoption of those rules was delayed at that time.

In 2012 the lowa Dental Board appointed an Expanded Function Dental Auxiliary (EFDA)
Task Force to consider increasing the number of expanded functions that appropriately
trained dental auxiliary personnel could perform. The EFDA Task Force released its
final report to the Board in July 2013.

The lowa Dental Board met and considered those recommendations during their October
31st, 2013, meeting and directed staff to draft proposed rules based on the final
recommendations of the Task Force. The Board also directed staff to draft rules that
would allow dental hygienists to perform the current dental assistant expanded functions
that currently fall outside the scope of practice of dental hygiene.



The attached draft creates a new chapter 23 to regulate all expanded function duties that
can be delegated to either dental assistants or dental hygienists, and sets the educational
and training requirements associated with them. Should rules change in the future that
would expand the scope of practice of only one of those professions, such rules would
be placed in their respective governing sections.

The draft removes the current expanded functions from the dental assistant chapter
20.3(3) and places them in the new chapter 23.4, removes the Expanded Function
Training Approval from 20.15 and places them in a new chapter 23.5, and removes the
requirement for a dental assistant to have 2 years of clinical experience in order to
participate in an expanded function program. The draft adds clarification to 20.3(2)a and
23.3(2)a by adding “removable appliances”, amends both 20.3(2)e and 10.3(1)e to
remove the word “synthetic”, and renumbers 20.3(4) to 20.3(3).

The EFDA Task Force recommendations expand the scope of duties that dental auxiliaries
can perform related to removable appliances as it allows auxiliary the ability to take both
final impressions and records for the fabrication of dentures and partial dentures. | have
added clarification to both 20.3(2)a and 23.3(2)a making it clear that neither dental
assistants nor dental auxiliary can authorize the fabrication of removable appliances, that
responsibility remains with the dentist.

The EFDA Task Force recommendations would allow expanded function dental auxiliary
to remove adhesives with hand instrumentation only. | have amended both 20.3(2)e and
10.3(1)e to remove the word “synthetic” to allow such procedures to be delegated to
dental assistants.

The Board has also received one request from Dr. Steve Rabedeaux and one request from
the lowa Dental Association (IDA) asking that the Board reduce the waiting period
before registered dental assistants are allowed to perform expanded function duties.

Current Board rules under 20.15 require that dental assistants either be DANB certified
or have 2 years of clinical experience before being eligible to participate in an expanded
function program.

Dr. Rabedeaux is requesting that the Board consider reducing that waiting period to one
(1) year, and the IDA is requesting that all waiting period requirements be removed and
the decision be left to the discretion of the supervising dentist.

Since all attached rules are draft versions for discussion, | have removed all mandatory
waiting periods for all expanded function duties in 23.5. The decision would be left up to
the discretion of the supervising dentist.

Allow PALS certification in lieu of ACLS

lowa 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.

lowa 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 lowa 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.

The intent of this document is to serve as a ‘staff draft’ for a basis of discussion and is
not a Notice of Intended Action. These drafts are being provided in advance of the
upcoming April 10", 2014, Board meeting in order to seek input that can be presented
during that meeting to assist the members should they decide to start the formal
rulemaking process.

Phil McCollum
Interim Director
lowa Dental Board



Attachments

Proposed rule amendments to Chapter 10.3

Proposed rule amendments to Chapter 15.4

Proposed rule amendments to Chapter 20.3

Proposed rule amendments to Chapter 20.15

Proposed NEW CHAPTER 23 Expanded Functions for Dental Auxiliaries
Proposed rule amendments to Chapter 29.4

Proposed rule amendments to Chapter 29.5

Final EFDA Task Force report to the Board



IAC Ch,p.l

650—10.3 (153) Authorized practice of a dental hygienist.

10.3(1) “Practice of dental hygiene” as defined in lowa Code section 153.15 means the
performance of the following educational, therapeutic, preventive and diagnostic dental hygiene
procedures which are delegated by and under the supervision of a dentist licensed pursuant to lowa
Code chapter 153.

a. Educational. Assessing the need for, planning, implementing, and evaluating oral
health education programs for individual patients and community groups; conducting workshops and
in-service training sessions on dental health for nurses, school personnel, institutional staff, community
groups and other agencies providing consultation and technical assistance for promotional, preventive
and educational services.

b. Therapeutic. Identifying and evaluating factors which indicate the need for and
performing (1) oral prophylaxis, which includes supragingival and subgingival debridement of plaque,
and detection and removal of calculus with instruments or any other devices; (2) periodontal scaling
and root planing; (3) removing and polishing hardened excess restorative material; (4) administering
local anesthesia with the proper permit; (5) administering nitrous oxide inhalation analgesia in
accordance with 650—subrules 29.6(4) and 29.6(5); (6) applying or administering medicaments
prescribed by a dentist, including chemotherapeutic agents and medicaments or therapies for the
treatment of periodontal disease and caries.

C. Preventive. Applying pit and fissure sealants and other medications or methods for
caries and periodontal disease control; organizing and administering fluoride rinse or sealant programs.
d. Diagnostic. Reviewing medical and dental health histories; performing oral

inspection; indexing dental and periodontal disease; making occlusal registrations for mounting study
casts; testing pulp vitality; analyzing dietary surveys.

e. The following services may only be delegated by a dentist to a dental hygienist:
administration of local anesthesia, placement of sealants, and the removal of any plaque, stain, calculus,
or hard natural ersynthetic material except by toothbrush, floss, or rubber cup coronal polish.

10.3(2) All authorized services provided by a dental hygienist shall be performed under the general,
direct, or public health supervision of a dentist currently licensed in the state of lowa in accordance with
650—1.1(153) and 650—10.5(153).

10.3(3) Under the general or public health supervision of a dentist, a dental hygienist may provide
educational services, assessment, screening, or data collection for the preparation of preliminary written
records for evaluation by a licensed dentist. A dentist is not required to examine a patient prior to the
provision of these dental hygiene services.

10.3(4) The administration of local anesthesia or nitrous oxide inhalation analgesia shall only be
provided under the direct supervision of a dentist.

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

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

10.3(7) General supervision shall not preclude the use of direct supervision when in the
professional judgment of the dentist such supervision is necessary to meet the individual needs of the
patient.

This rule is intended to implement lowa Code section 153.15.
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650—15.4 (153) Renewal fees. All fees are nonrefundable. Each two-year renewal period begins on
September 1 and runs through August 31. Dental licenses, moderate sedation permits, and general
anesthesia permits expire in even-numbered years. Dental hygiene licenses, local anesthesia permits,
dental assistant registration and qualification in dental radiography expire in odd-numbered years. To
avoid late fees, paper renewal applications must be postmarked on or received in the board office by
August 31. To avoid late fees, online renewal applications must be time-stamped no later than 11:59
p.m.  (CST) on August 31.

15.4(1) Dental license renewal. The fee for renewal of a license to practice dentistry for a biennial
period is $345 $365 for an active practitioner and $315 $365 for an inactive practitioner.

15.4(2) Dental hygiene license renewal. The fee for renewal of a license to practice dental hygiene
for a biennial period is $150 for an active practitioner and $150 for an inactive practitioner.

15.4(3) General anesthesia permit renewal. The fee for renewal of a general anesthesia permit is
$125.

15.4(4) Moderate sedation permit renewal. The fee for renewal of a moderate sedation permit is
$125.

15.4(5) Local anesthesia permit renewal. The fee for renewal of a permit to authorize a dental
hygienist to administer local anesthesia is $25.

15.4(6) Dental assistant registration renewal. The fee for renewal of registration as a registered
dental assistant is $75.

15.4(7) Combined renewal application—dental assistant registration and qualification in
radiography. The fee for a combined application to renew both a registration as a registered dental
assistant and a radiography qualification is $115.

15.4(8) Dental assistant qualification in radiography renewal. The fee for renewal of a certificate
of qualification in dental radiography is $40.

15.4(9) Faculty permit renewal. The fee for renewal of a faculty permit is $315-$365.

15.4(10) Resident license renewal. The fee for renewal or extension of a resident license is $40.
[ARC 0265C, IAB 8/8/12, effective 9/12/12]
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650—20.3 (153) Scope of practice.

20.3(1) In all instances, a dentist assumes responsibility for determining, on the basis of diagnosis,
the specific treatment patients will receive and which aspects of treatment may be delegated to qualified
personnel as authorized in these rules.

20.3(2) A licensed dentist may delegate to a dental assistant those procedures for which the dental
assistant has received training. This delegation shall be based on the best interests of the patient. The
dentist shall exercise supervision and shall be fully responsible for all acts performed by a dental
assistant. A dentist may not delegate to a dental assistant any of the following:

a. Diagnosis, examination, treatment planning, or prescription, including
prescription for drugs and medicaments or authorization for restorative, prosthodontic, orthodontic,
or removable appliances.

b. Surgical procedures on hard and soft tissues within the oral cavity and any other
intraoral procedure that contributes to or results in an irreversible alteration to the oral anatomy.

C. Administration of local anesthesia.

d. Placement of sealants.

e. Removal of any plaque, stain, or hard natural ersynthetic material except by
toothbrush, floss, or rubber cup coronal polish, or removal of any calculus.

f. Dental radiography, unless the assistant is qualified pursuant to 650—Chapter 22.

g. Those procedures that require the professional judgment and skill of a dentist.
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20:3(4) 20.3(3) A dental assistant may perform duties consistent with these rules under the
supervision of a licensed dentist. The specific duties dental assistants may perform are based upon:
a. The education of the dental assistant.
b. The experience of the dental assistant.
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Proposed NEW Chapter
Chapter 23 Expanded Functions for Dental Auxiliaries

650—23.1 Expanded Function training required. A registered dental assistant shall
not perform any procedures listed in this chapter unless the assistant has successfully met
the educational and training requirements of 650—23.5. A licensed dental hygienist shall
not perform any procedures listed in this chapter which are not within the scope of
practice of dental hygiene unless the hygienist has successfully met the educational and
training requirements of 650—23.5. The following procedures are considered within the
scope of practice of dental hygiene: taking occlusal registrations; applying cavity liners
and bases, desensitizing agents, and bonding systems; placement of periodontal
dressings; testing pulp vitality; and monitoring of nitrous oxide inhalation analgesia.

650—23.2 (153) Definitions.

“Dental Auxiliaries” as used in this chapter include persons licensed as a dental hygienist
or persons registered as a dental assistant in the state of lowa. Dental assistant trainees
are not eligible to perform procedures listed in this chapter.

650—23.3 (153) Scope of practice.

23.3(1) In all instances, a dentist assumes responsibility for determining, on the basis of
diagnosis, the specific treatment patients will receive and which aspects of treatment may
be delegated to qualified dental auxiliary personnel as authorized by this chapter.

23.3(2) A licensed dentist may delegate to dental auxiliary only those procedures for
which the dental auxiliary has received the required expanded function training pursuant
to 650—23.1 of this chapter. This delegation shall be based on the best interests of the
patient. The dentist shall exercise direct supervision and shall be fully responsible for all
acts performed by dental auxiliary. A dentist may not delegate to dental auxiliary any of
the following:

a. Diagnosis, examination, treatment planning, or prescription, including prescription
for drugs and medicaments or authorization for restorative, prosthodontic,
orthodontic, or removable appliances.

b. Those procedures that require the professional judgment and skill of a dentist.

650—23.4 (153) Expanded function procedures.

A licensed dentist may delegate any of the following expanded function procedures to
qualified dental auxiliary personnel:

1. Taking occlusal registrations;
2. Placement and removal of gingival retraction;
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Fabrication and removal of provisional restorations;

Applying cavity liners and bases, desensitizing agents, and bonding systems;
Placement and removal of dry socket medication;

Placement of periodontal dressings;

Testing pulp vitality;

Monitoring of nitrous oxide inhalation analgesia;

Removal of adhesives (hand instrumentation only);

10 Placement and shaping of amalgam following preparation of a tooth by a dentist;
11.Placement and shaping of composite following preparation of a tooth by a

dentist;

12.Forming and placement of stainless steel crowns;
13. Taking final impressions and records for the fabrication of dentures and partial

dentures;

14. Denture reline (soft reline only, where denture is not relieved or modified);
15. Preliminary charting of existing dental restorations and teeth

These procedures refer to both primary and permanent teeth.

650—23.5 (153) Educational and training requirements.

Expanded function procedure training shall be eligible for board approval if the training
is offered through a program accredited by the Commission on Dental Accreditation of
the American Dental Association or another program prior-approved by the board, which
may include on-the-job training offered by a dentist licensed in lowa. The supervising
dentist and the dental auxiliary shall be responsible for maintaining in the office of
practice, documentation of the board approved training. Training must consist of the
following:

1.

w ™

An initial assessment to determine the base entry level of all participants in the
program. At a minimum, participants must meet the following:

a. Be currently certified by the Dental Assisting National Board (DANB), or

be licensed as a dental hygienist.

A didactic component;
A laboratory component, if necessary;
A clinical component, which may be obtained under the personal supervision of
the participant’s supervising dentist while the participant is concurrently enrolled
in the training program; and
A postcourse competency assessment at the conclusion of the training program.
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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 lowa College of Dentistry.

b. The University of lowa 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]



Expanded Function Dental Auxiliary Taskforce
Report to lowa Dental Board
July 18, 2013

Background

In 2012, the lowa Dental Association leadership proposed that the lowa Dental Board consider
increasing the number of expanded functions that appropriately trained and certified dental auxiliaries
are allowed to perform. Specifically, they requested that the following procedures be considered:

1. Forming, placing, or shaping amalgam and composite materials following the preparation of
a tooth by a dentist

Forming and placement of stainless steel crowns

Taking final impressions

Taking records for the fabrication of dentures and partial dentures

Cementation of final restorations along with removal of adhesives

SR NTIEN

The lowa Dental Board appointed a task force (EFDA Task Force) to consider this recommendation and
to make recommendations to the Board. Task force members included:

Michael Kanellis, DDS — Chair
Steve Bradley, DDS

Eileen Cacioppo, RDH

Lori Elmitt

Mary Kelly, RDH

Mary Mariani, DDS

George North, DDS

Jane Slach, RDA

The EFDA task force met in lowa City on five separate occasions to discuss the merits and logistics of
creating a new level of expanded function auxiliary. Meeting dates for the task force were: 11/16/12,
1/4/13,2/8/13, 4/5/13, 6/28/13.

Discussions among EFDA Taskforce members was broad-based and included conversations on the

following topics:

1. Potential merits of increasing the number of expanded functions that dental auxiliaries can
perform.

2. Background of EFDA’s in lowa (Historical perspective by Dr. North)

3. Quality of care provided by EFDA’s
Procedures considered for inclusion



5. Would lowa dentists utilize restorative expanded function dental auxiliaries?
6. What other states are doing
7. Mechanism for training and competency-based evaluation/certification

Members of the EFDA Taskforce requested a survey of lowa Dentists to find out how many dentists
might utilize Expanded Function Dental Aukxiliaries to perform additional procedures. To obtain this
information, several questions were added to Dr. Peter Damiano’s “Medicaid Survey of lowa Dentists”,
conducted as part of the Dental Safety Net in lowa Project (DSNI). Detailed information about the DSNI
Project can be found at: http://ppc.uiowa.edu/health/study/dental-safety-net-iowa-dsni-project.

The “Medicaid Survey of lowa Dentists” was mailed to all private practice dentists in lowa, including
specialists. Dentists from the University of lowa College of Dentistry were not surveyed. A brief
statement describing EFDA’s was included in the survey, as follows:

The lowa Dental Board has convened a task force to look at the possibility of increasing the
number of procedures that EFDAs(Dental Assistants and Dental Hygienists) can perform under
the supervision of a dentist. Auxiliaries would be required to receive additional education and
demonstrate competency in order to provide each procedure. The following questions are
intended to explore lowa dentists’ attitudes about additional expanded functions.

The survey response rate was 58% (n=776/1389).

The first EFDA related question included in the survey was intended to determine how many dentists in
lowa were utilizing EFDAs to provide currently allowed expanded functions. 55% of respondents
indicated they were utilizing an EFDA to provide at least one of the currently allowed expanded
functions. Responses broken down by specific functions follows:

Do you ever delegate these duties to an EFDA in your practice?
Remove temporary crowns 42%
Take final impressions 22%
Fabricate temporary crowns 44%
Apply cavity liners, bonding systems, etc. 18%
Test pulp vitality 15%
Take occlusal registrations 42%
Place/remove gingival retraction 26%

The second EFDA related question was intended to determine how many dentists would consider
utilizing an EFDA to provide the additional recommended procedures. 68% of respondents indicated



they would consider utilizing an EFDA to provide at least one of the proposed additional expanded
functions. Responses broken down by specific functions follows:

If the practice act was changed, would you consider

using an EFDA to provide the following services?

Remove cement following permanent cementation of crowns/bridges | 61%

Place/shape amalgam restorations following tooth prep by a dentist 21%

Place/shape composite restorations following tooth prep by a dentist | 17%

Fit/cement stainless steel crowns on primary teeth 31%
Take final impressions/records for dentures 32%
Cement final restorations 21%

The final EFDA related question on the survey was intended to determine if dentists would be willing to
cover the costs to send one of their auxiliaries to a course where they could become certified to provide
additional EFDA procedures. 43% indicated they would either moderately or extremely consider
covering this cost:

How seriously would you consider covering the costs to send one of
your own auxiliaries to a course where they could become certified
to provide the services listed in the previous question?

Not at all 38%
Slightly 19%
Moderately 22%
Extremely 21%

Task Force members were charged with investigating and reporting on restorative expanded functions
allowed in other states. States were selected based on data from the Dental Assisting National Board

(DANB) website: http://www.danb.org The DANB website has a comprehensive list on a state by state
basis describing titles for dental assistants who are allowed to provide expanded functions, and many

different groupings of what expanded functions are allowed. Examples of states that allow EFDA’s to
place and contour amalgam and composites and to place stainless steel crowns includes Kentucky,
Maine, Massachusetts, Michigan, Minnesota, Missouri, Ohio, Pennsylvania, Virginia and Washington.

At the final meeting of the EFDA task force, a list of consensus statements was agreed upon that guide
the task force’s final recommendations to the lowa Dental Board:



Consensus Statements Regarding Expanded Function Dental Auxiliaries

Members of the Expanded Function Dental Auxiliary Task Force appointed by the lowa Dental Board are

in agreement with the following statements related to Expanded Function Dental Auxiliaries. These

background consensus statements are presented in support of the Task Force’s final recommendations
to the Board.

The EFDA Task Force is confident that the recommended additional expanded functions can be
performed by appropriately trained dental auxiliaries under the direct supervision of a dentist.

The EFDA Task Force believes that if the recommended additional expanded functions are approved,
a significant number of lowa Dentists will be willing to employ auxiliaries who have received the
appropriate training to provide these procedures.

The EFDA Task Force believes that employing EFDAs will improve the efficiency and increase the
capacity of dental practices to treat patients, and as a result, more patients in lowa will be able to
access dental care.

The EFDA Task Force believes that increasing the number of expanded functions dental auxiliaries
can perform will provide career advancement opportunities for dental auxiliaries in lowa.

The EFDA Task Force believes that a training program for EFDAs can be established at no additional
cost to the State of lowa.

List of Recommended Procedures

Following review of the IDA recommendations, and consideration of multiple other procedures,

members of the Expanded Function Dental Auxiliary Task Force recommend the following procedures be

added to what appropriately trained and certified EFDA’s can perform in lowa. These procedures refer

to both primary and permanent teeth.
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Removal of adhesives (hand instrumentation only)

Placement and shaping of amalgam following preparation of a tooth by a dentist

Placement and shaping of composite following preparation of a tooth by a dentist

Forming and placement of stainless steel crowns

Taking final impressions and records for the fabrication of dentures and partial dentures (“records”
component is a new function)

Denture tissue conditioning reline (soft reline only, where denture is not relieved or modified)
Preliminary charting of existing dental restorations and teeth



Additional Recommendation

Considerable discussion took place among EFDA Task Force members related to including procedures
that could be done by hygienists in nursing home settings. These additional procedures were not
included in the list of final recommendations because some of them were not reversible, and most/all of
them would be performed under indirect supervision. However, due to the opportunities presented
through these discussions, the EFDA Task Force makes the following recommendation to the lowa
Dental Board:

1. The lowa Dental Board is encouraged to appoint a separate task force to look at “best practices
in oral health care delivery in nursing homes” in lowa.

If the lowa Dental Board decides to move forward with the recommendations of the EFDA Task Force,
the following “next steps” are recommended:

Next Steps

1. Approval by the lowa Dental Board to proceed
The lowa Dental Board should charge the College of Dentistry with proposing a final curriculum for
the additional EFDA procedures

3. The University of lowa College of Dentistry would assign faculty to create/finalize a curriculum for
training (estimate 6 months to have curriculum finalized)

4. EFDA task force, working with the Dental Board and the College of Dentistry would propose a
method for competency-based assessment and certification

5. Final approval by lowa Dental Board and Implementation of training

6. Announcement in IDA Journal

Respectfully submitted on behalf of the EFDA Task Force,
Michael Kanellis, DDS, MS

Chair, Expanded Function Task Force
7/23/13



Standards for Capnography

American Society of Anesthesiologists (ASA) — Standards for Basic Anesthetic Monitoring

2010 Update

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 Delegates' on
October 21, 1986, and last amended at the 2010 Meeting of the
ASA (October 20, 2010) with an effective date of July 1,201 1 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.

'The House of Delegates is the primary legislative and governing body of the ASA.

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 CO, 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.
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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 V)
or anesthetic used.

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.
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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 CO, 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. | will discuss this issue in my upcoming AAOMS
Today President’s Column, and | 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
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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. Reqgister 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.
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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,
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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 |CD-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
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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.'”” 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
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management of pediatric patients during and after sedation for a
procedure.**“#? 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.*

This revised statement reflects the current understanding
of appropriate monitoring needs both during and after sedation

fOI' 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.?3*3437>4> 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. #3760

Sedation of pediatric patients has serious associated risks,
such as hypoventilation, apnea, airway obstruction, laryngo-
spasm, and cardiopulmonary impairment.>®*>#4:5460-9 Thege
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.”* 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. !4

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.”” 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.*
Studies have shown that it is common for children to pass
from the intended level of sedation to a deeper, unintended
level of sedation.’**>”* 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.?""!!

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).“%? Rescue therapies re-

46548384 Maintenance of the

quire specific training and skills.
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.#*®%” 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 328558893

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
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practitioners functioning within a department of anesthesiol-
ogy, are addressed by policies developed by the ASA and by
individual departments of anesthesiology.”® 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 AAD.

“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



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.’?889193.95

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), cither 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.***® 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.®**!'® 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. >4
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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.”® 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.10!

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.®461°1% 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!**!®> 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.
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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.!”!'® 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.!’® 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



(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.'''-!¢

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.""”'** 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.'”'*> Medica-
tions used to treat human immunodeficiency virus
infection, some anticonvulsants, and some psychotropic
medications also may produce clinically important drug-
drug interactions.'*"* 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.'*

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,
orillicit 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,'?”!*® 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;

e 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);

e 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-
tion 129130,

e Physical status evaluation [ASA classification (see
Appendix B)J;

*  Name, address, and telephone number of the child’s
medical home.
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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.®

Documentation during treatment

The patients 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.” 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.””'® 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,® %3132 some patients might benefit
from a longer period of less-intense observation (eg, a step-
down observation area) before discharge from medical super-
vision.'?? Several scales to evaluate recovery have been devised
and validated.”®1%41% 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.!0

CLINICAL GUIDELINES 209



REFERENCE MANUAL  V35/NO6 13/14

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.'¥'*! 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-

141142 and other monitors as

appropriate oximeter probes
appropriate for the procedure (eg, noninvasive blood pres-
sure, end-tidal carbon dioxide, ECG, stethoscope)

Special equipment or drugs for a particular case (eg,

defibrillator)

t
1]

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.”’

Moderate sedation

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

210 CLINICAL GUIDELINES

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.”

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.** 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.



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 patients 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 patients 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). 103131152 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.!%
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.
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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.' 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.®% 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).®'*">” 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.'*®

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.”'®* 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).'#"'%
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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.*#-
20143164173 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.'**'®> 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.'®®!¢%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

Occasionally, endotracheal intubation is required for more

airway, suctioning, and bag-mask-valve ventilation.
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."*'”> The LMA also can serve as
a bridge to secure airway management in children with ana-

tomic airway abnormalities.!”®!””

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.'7818
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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.'®"*% 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.' 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.!>'¥¢21% 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.?!1212

In this situation, the clinician must be prepared
to institute the guidelines for moderate or deep sedation as

indicated by the patient’s response.?'?
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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 6

amount ingested must be considered when determining an appropriate fasting period

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- 6
gested must be considered when determining an appropriate fasting period.

* 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 2. COMMONLY USED LOCAL ANESTHETIC AGENTS: DOSES, DURATION, AND CALCULATIONS*

Maximum Dose with Epinephrine (mg/kg)t Duration of Action (min) }
Local Anesthetic Medical Dental
Esters
Procaine 10.0 6 60-90
Chloroprocaine 20.0 12 30-60
Tetracaine 15 1 180-600
Amides
Lidocaine 7.0 4.4 90-200
Mepivacaine 7.0 4.4 120-240
Bupivacaine 3.0 13 180-600
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.

T 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 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
05 5.0
025 2.5

0.125 1.25
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Appendix A. Recommended Discharge Criteria

1.

LN

Cardiovascular function and airway patency are satisfactory
and stable.

The patient is easily arousable, and protective reflexes
are intact.

The patient can talk (if age appropriate).

The patient can sit up unaided (if age appropriate).

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.
The state of hydration is adequate.

Appendix B. ASA Physical Status Classification

Class I A normally healthy patient.

ClassII 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).

ClassIV 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 Patient*

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.
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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
Adbhesive 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
D, 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 aduly)
Breathing bag and valve set

Oropharyngeal airways (infant, child, small adult, medium

adulg, large adulr)
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)

T The choice of emergency equipment may vary according to individual

or procedural needs.

1 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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American Dental Association®

Guidelines for the Use of Sedation and General Anesthesia by Dentists
As adopted by the October 2012 ADA House of Delegates

. iIntroduction

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 reguiations prior to
adoption of this document are not subject to Section /ll. Educational Requirements.

N Definitions
Methods of Anxiety and Pain Control

analgesia - the diminution or elimination of pain.

conscious sedation’ - a minimally depressed level of consciousness that retains the patient's ability to
independently and continuously maintain an airway and respond appropriately to physical stimulation or

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

In accord with this particular definition, the drugs and/or techniques used should carry a margin of safety wide
enough to render unintended loss of consciousness unlikely. Further, patients whose only response is reflex
withdrawal from repeated painful stimuli would not be considered to be in a state of conscious sedation.

combination inhalation-enteral conscious 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.

Note: Although the use of local anesthetics is the foundation of pain control in dentistry and has a long record
of safety, dentists must be aware of the maximum, safe dosage limits for each patient. Large doses of local
anesthetics in themselves may result in central nervous system depression, especially in combination with
sedative agents.

minimal 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

' Parenteral conscious sedation may be achieved with the administration of a single agent or 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
administered, including local anesthetics, dosages, and monitored physiological parameters.

5. Recovery and Discharge

1 « 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.

e The qualified dentist must determine and document that level of consciousness, oxygenation,
ventilation and circulation are satisfactory prior to discharge.

o Post-operative verbal and written instructions must be given to the patient, parent, escort,
guardian or care giver.

6. Emergency Management

« |f a patient enters a deeper level of sedation than the dentist is qualified to provide, the dentist
must stop the dental procedure until the patient returns to the intended level of sedation.

o The qualified dentist is responsible for the sedative management, adequacy of the facility and
staff, diagnosis and treatment of emergencies related to the administration of minimal sedation
and providing the equipment and protocols for patient rescue.

7. Management of Children

For children 12 years of age and under, the American Dental Association supports the use of the
American Academy of Pediatrics/American Academy of Pediatric Dentistry Guidelines for
Monitoring and Management of Pediatric Patients During and After Sedation for Diagnostic and
Therapeutic Procedures.

B. Moderate Sedation

1. Patient Evaluation

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

i sedative procedure. In healthy or medically stable individuals (ASA |, 1I) 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 Ili, IV) may require consultation with their primary care physician or
consulting medical specialist.

2. Pre-operative Preparation

» 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.

o Determination of adequate oxygen supply and equipment 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.

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:

» A positive-pressure oxygen delivery system suitable for the patient being treated must be
immediately available.

e When inhalation equipment is used, it must have a fail-safe system that is appropriately checked
and calibrated. The equipment must also have either (1) a functioning device that prohibits the
delivery of less than 30% oxygen or (2) an appropriately calibrated and functioning in-line oxygen
analyzer with audible alarm.

o An appropriate scavenging system must be available if gases other than oxygen or air are used.

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

BN

. Monitoring and Documentation

Monitoring: A qualified dentist administering moderate sedation must remain in the operatory room
to monitor the patient continuously until the patient meets the criteria for recovery. When active
treatment concludes and the patient recovers to a minimally sedated level a qualified auxiliary may
be directed by the dentist to remain with the patient and continue to monitor them as explained in the
guidelines until they are discharged from the facility. The dentist must not leave the facility until the
patient meets the criteria for discharge and is discharged from the facility. Monitoring must include:

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

Oxygenation:

e Color of mucosa, skin or blood must be evatuated continually.
e Oxygen saturation must be evaluated by puise oximetry continuously. —

Ventilation:

e The dentist must observe chest excursions continually.

» The dentist must monitor ventilation, This can be accomplished by auscultation of breath sounds,
monitoring end-tidal CQO, or by verbal communication with the patient.

Circulation:

e The dentist must continually evaiuate blood pressure and heart rate (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:

e 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 Information for sample of a time-oriented
anesthetic record).

o Pulse oximetry, heart rate, respiratory rate, biood 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 1 of 1

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 decp 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 | Article Outline
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»

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 contrpl 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
of general 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 Top | Article QOutline
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EDITORIAL

THE LATEST ASA MANDATE: CO; 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 (E;CO32) 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 nosedation), 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, orequipment.”

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 E{COg, and they al-
ready routinely use nasal cannula O3 for their seda-
tions. All that is really needed for them to meet this
mandate is to either exchange their O, cannulas for
those with a CO2 sampling port for connecting to their
E.CO2 monitor or to insert an intravenous catheter in-
to a standard O2 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 E;CO. for the anesthesiologist is
far superior to the pulse oximeter for immediately
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detecting an obstructed airway, opiate-induced apnea,
or other airway problems that only much later may be
detected by the pulse oximeter. Monitoring E,CO> 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 CO, 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 ECO», 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 Medicaid Services
(CMS) in 2009 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 every hospital department and area where
“anesthesia services” are rendered. However, as op-
posed to the ASA standards, the CMS definition of
“anesthesia 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 E(COsg,
throughout the hospital for moderate sedation, be-
cause the ASA standards require anesthesiologists to
monitor E,CO> for all of their moderate sedations, the
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112 Editorial

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
E.CO: 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 E,CO, by anesthesia specialists providing
deep sedation in the operating room but not by den-
tists in the hospital’s oral surgery clinic. If monitoring
E.CO. 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 E;CO2 for 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 E,CQO; can be a very valuable tool
for monitoring airway patency and ventilation 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 E;CO; 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, E,CO,
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 O
on a “T-piece” are not required by ASA standards to
have E,CO, monitored by the PACU nurses. Until the
ASA mandates E,CO» monitoring in these critical care

Anesth Prog 58:111-112 2011

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 E,CO2 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’s economy. The ASA and CMS standards are
fine 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 E;CO2 monitoring is-
sue is the overriding point that it is our profession that
should be setting the anesthesia standards for dentistry;
clearly, the ASA 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, the ADA is apparently
perceived as not having enough expertise in anesthesi-
ology to self-regulate all 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 a recognized level of
expertise in anesthesiology to be able to accept ASA
standards, modify them, or reject them and make our
own. Itis 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 E,CO3 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












































































































































































Braness, Christel [IDB]

From: McCollum, Phil [IDB]

Sent: Wednesday, March 26, 2014 1:26 PM

To: Braness, Christel [IDB]

Subject: FW: Please consider this Dental Assisting Issue

See request below

Phil McCollum

Interim Director

lowa Dental Board

515-281-5157

visit us on the web http://www.dentalboard.iowa.gov/

Confidentiality Notice: This e-maill message, including any attachments, is for the sole use of the intended
recipient(s) and may contain confidential and privileged information. Any unauthorized review, use, disclosure
or distribution is prohibited. If you are not the intended recipient(s), please contact the sender by reply e-mail
and destroy all copies of the original message.

From: Susan R. Hyland [mailto:klas-hyland@juno.com]
Sent: Wednesday, March 26, 2014 8:27 AM

To: McCollum, Phil [IDB]

Subject: Please consider this Dental Assisting Issue

Mr. McCollum,
Re: Utilization of Dental Assistants in Public Health Supervision Settings.

Dental Assistants have been very beneficial in sealant programs when working under general

supervision. Their assistance with rinsing, drying and suctioning helps to create the optimal environment to
provide quality dental sealants. Dental Assistants also improve the cost effectiveness of the programs by
cleaning and preparing the on-site work area and providing instrument sterilization when these facilities are
available, i.e. on a mobile dental van.

The development of public health supervision for dental hygienists has increased access to sealants and other
preventive services. The program | worked for has a mobile dental clinic, so this allowed the volunteer dentists
to provide more dental treatment instead of spending time doing sealant exams.

The problem is the realization that dental assistants can no longer work effectively in these programs because of
the supervision issue. Some Dental Assisting functions that would be helpful in public health would include
intraoral air/water and suctioning, instrument passing, work area preparation and cleaning, and instrument
sterilization. Utilization of the curing light is another issue that could use clarification.

I do not believe this issue was addressed when dental assisting functions were reviewed recently.



Thank you for your consideration of this concern.
Susan Hyland, RDH, BSDH

1010 Scenic View BLVD.

Altoona, IA 50009

klas-hyland@juno.com
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Name of Applicant: C\"\ﬁ 1 \/ Q/Igu ler Y Vylmen i
<J

Privacy Act Notice: Disclosure of your Social Security Number on this registration application is required by 42 U.S.C. § 666(a)(13),
Iowa Code §§ 272J.8(1) and 261.126(1), and Towa Code § 272D.8(1). The number will be used in connection with the collection of
child support obligations, college student loan obligations, and debts owed to the state of lowa, and as an internal means to accurately
FAomtife emminensieeand may also be shared with taxing authoritics as allowed by law including Iowa Code § 421.18.

duciat decurity xvumber: Gender: U.S. citizen:
q} 0 Male M Female M Yes [ No
If no, visa type or anen registration number: Student Visa [| W :Visa [] Alien Registration

Provide visa or alien registration number: If visa, provide expiration date of current
visa:
Date o1 pirth: City of Birth: State of birth: Country of birth:

3/95/79 #ﬂméug T4 (1o
EXAMINATION INFORMATION

1. Did you successfully complete the Board examination in dental radiography or the Dental Assisting
National Board (DANB) radiography examination? (DANB radiography examination must have been
~nmpleted after January 1986.)

<. Lid you successfully complete the Iowa dental assistant jurisprudence examination?

Date completed: YAfle. (,, 2013

3. Did you successfully complete the Board-approved examination in infection control/hazardous
materials, or the Dental Assisting National Board Infection Control Examination (DANB ICE)?
(DANR TCE must have been completed after June 1991 Y Date completed: Mﬂ,g QJ, J2ol3

4. Have you ever passed any of the Dental Assisting Ivauonai Board (DANB) examinations?

If yes, which examinations?

DEFINITIONS
Important! Read these definitions before completing the following questions.

“Medical condition” means any physiological, mental, or psychological condition, impairment, or disorder, including drug addiction
and alcoholism.

“Chemical substances” means alcohol, legal and illegal drugs, or medications, including those taken pursuant to a valid prescription
for legitimate medical purposes and in accordance with the prescriber’s direction, as well as those used illegally,

“Currently” does not mean on the day of, or even in weeks or months preceding the completion of this application. Rather, it means
recently enough so that the use of chemical substances or medical conditions may have an ongoing impact on the ability to function and
practice, or has adversely affected the ability to function and practice within the past two (2) years.

“Improper use of drugs or other chemical substances” means ANY of the following:
1. The use of any controlled drug, legend drug, or other chemical subst :e for any purpose other than as directed by a licensed

health care practitioner; and
2. The use of any substance, including but not limited to, petroleum products, adhesive products, nitrous oxide, and other chemical

substances for mood enhancement,

“Illegal use of drugs or other chemical substances” means the manufacture, possession, distribution, or use of any drug or chemical
substance prohibited by law.

RDA/QDA Application — IAC 650—Ch. 20 & 22
Updated: 2/13/13







| I

Name of Applicant: L\NM‘ \j{ﬁ {(I?/L( les ﬁg wman/2

l_l-n answenng each of the following questions, please check the appropri  box next to each question. FOR EACH “YES”»
ANSWER TO QUESTIONS 1 THROUGH 15, YOU MUST PROVIDE A SIGNED STATEMENT GIVING FULL
DETAILS, INCLUDING DATE(S), LOCATION(S), ACTION(S), ORGANIZATION(S) OR PARTIES INVOLVED, AND
SPECIFIC REASON(S).

Yes M

Yes []
| Yes .71
Yes |:|

Yes[]
Yes[]

Yes [

Yes D
Yes[ ]
Yes[]

Yes []

No []

NOM
Nom
Nom

Nom
No M

NOK
No m

Nom
Now

5. Exccpt for minor speeding or parking offenses, have you ever been arrested, charged, convicted,
found guilty of, or entered a plea of guilty or no contest to a felony or misdemeanor crime or
offense, including actions that resulted in a deferred or cxpunged judgment?

6. Have you ever been terminated or requested to withdraw from any dental assisting school or
training program?

7. Have you ever been requested to repeat a portion of any dental assisting training
program/school?

8. Have you ever received a warning, reprimand, or been placed on probation during a dental
assisting training program/school?

9. Have you ever been denied a registration/certificate to practice dental assisting?

10. Have you ever voluntarily surrendered a registration/certification issued to you by any
professional licensing agency?

11. If yes, was license/registration disciplinary action pending against you, or were you under
investigation by a licensing agency at the time the voluntary surrender of license/registration was
tendered?

12. Have any settlement agreements been rendered or any judgients entered against you
resulting from your practice of dental assisting?

13. Are charges or an investigation currently pending relative to your license/registration in any
other state?

14. Has any jurisdiction of the United States or other nation ever limited, restricted, warned,
censured, placed on probation, suspended, or revoked a license/registration you held?

15. 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?

Yes JZj

16. 1 certify that I am at least 17 years of age and am a high school graduate or equivalent.

[ High School Graduate OR [} GED

Date graduated/GED obiained: .2 / 9 r/ /999

Name of high school/lacation diploma/GED obtained: j/OM A ‘ alﬁ stzead ( ngmm;é‘ ( ‘g//e9:g

vl

RDA/QDA Application — [AC 650—Ch. 20 & 22

No[]

17. Do you understand that if registration is granted by this Board, it will be based in part on the
truth of the statements contained herein, which, if false, may subject you to criminal prosecution
and revocation of the registration?

Updated: 2/13/13




Jan 09 2014 1034AM Terry Gillesple, !‘ = 7126235231 page 2 ‘

Augnust 29, 2002 /%ﬁw

I was arrested and charged with Prohibited Acts. I plead guilty and
was ordered to undergo a substance abuse evaluation, pay fines, and was
placed on supervised probation for 2 years. I successfully completed out
patient treatment, & paid off my fines so they released me a year early in
March of 2004,

March 08, 2004 Shtle
I was arrested and charged with Drug Par: hernalia. I plead guilty
and was ordered to pay fines. I got my fines all paid off.

March 04,2011 | i
I was arrested and Charged with Possesszon of a Controlled

Substance. I plead guilty and was placed on unsupervised probation for a

year, pay fines and undergo a substance abuse evaluation. I completed the

evaluation before 8/1/11 and was told I had to attend a class twice a week, 1

went for about a month but then I got calledto g back to work and my

work schedule didn’t coincide with the class schedule. Since there was no
face to face contact for a month they discharged me from the class.

Received Time Jan. 9. 2014 9:48AM No. 3936




‘ RECEIVED

DEC 12 2013
IN THE IOWA DISTRICT COURT FOR PAGE COUNTK)WA DENTAL BOARD
= 2
=
STATE OF IOWA, ) NO. AGCR103834 oF =
r > T
08 =< e
e S» M
Plaintiff, ) _% 5 @ I
v. ) = g N
S8 5
AMY D. ARGUMANIZ-VALQUIER, ) ORDER >E?; g‘
Defendant. | )

State appears by County Attorney Jeremy Peterson. Defendant appears with counsel Jon
Johnson and pursuant to agreement enters written plea of guilty to Possession of a Controlled
Substance, to-wit: Methamphetamine, in violation of Section 124.401(5). Court enters
Jjudgment of conviction for said charge. Defendant is sentenced to 90 days in the county jail.
Defendant is fined $315. Defendant given credit for time served. Sentence is suspended, and
Defendant is placed on unsupervised probation for a period of one year. Defendant to obtain

substance abuse evaluation and follow recommendations for counseling or treatment. This shall
be completed by August 1, 2011. Defendant's driving privileges are revoked for a period of 180

days. Defendant to pay court costs and court appointed attorney fees. Appeal bond set in the
amount of $2,500. Appearance bond exonerated. Defend 1t may make payment of $100 per

month commencing July 11, 2011.
Dated this 23rd day of May, 2011.

be a full and true copy of the
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/ e 2012
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STATE OF IOWA
Criminal History Record Check
Request Form

To: Iowa Division of Criminal Investigation
Support Operations Bureau, 1* Floor
215 E. 7™ Street
Des Moines, Iowa 50319
(515) 725-6066
(515) 725-6080 Fax

Phone: 7/9‘ ’, -y 3

Fax: _—
I am requesting an Jowa Criminal History Record Check on:
Last Name (mandatory) First Name mandatory) Middle Name (ecommended)
Valalu.’e{—ﬂ({qumanh Amv J )}aNc,
Date of Birth (mandatory) Gender (mandatory) : Social Security Number (recommended)
CH-A3-77 Ovae  Neemae | [JEE| N

Waiver Information: Without a signed waiver from the subject of the request, a complete criminal history record may not
be releasable, per Code of lowa, Chapter 692.2. For complete criminal history record information, as allowed by law, always
ghinin mrndins clopndene fr-— <k~ subject of the request.

W

Waiver Release: I hereby give permission for the above requesting official to conduct an Iowa criminal history record check with the Division of Criminal
Investigation (DCI). Any criminal history data comm‘e;hm is maintained by the DCI may be released as allowed by law.

4
Waiver Signature: 7 AAA 2~
/ A —
Tawa Criminal History Record Check Results (DCT use only)

Asof /2 - /'/ ~/ 5 , a search of the provided name and ite of birth revealed:

0  NoIowa Criminal History Record found with DCI

m Iowa Criminal History Record attached, DCI # é? 795 7 7

DCI initials % O

DCI-77 (08/25/10)




IOWA CRIMINAL HISTORY DCI 00679377
MISDEMEANOR CONVICTIONS ONLY PAGE 1 OF 2

DATE PRINTED-
2013/12/04

DCI:00679377

NAME: ARGUMANIZ,AMY DIANE

ARGUMANIZ, AMY DIANI

ARGUMANIZ- VALQUIEL,AMY DIJJE

ARGUMANIZ-VALQUIER, AMY DIANE

ARGUMANIZ-VALQUIER, AMY DIANI

STUDY,AMY DIANE

VALQUIEL,AMY DIANE

VALQUIER,AMY DIANE ARGUMANIZ

VALQUIER,AMY DIANI
DOB SEX RAC  HGT WGT  EYE HAIR  SKN POB
19790323 F W 504 140 BLU BRO XX
19810519

ADDITIONAL IDENTIFIERS
TAT L ANKL
TAT L CALF
TAT R ANKL

CCH RECORD ***

01 ARRESTED 20020829

AGENCY: IA0360000 FREMONT CO SO

CHARGE NO- 02 IA STATUTE IA124.407
PROHIBITED ACTS (GATHERING USE DRUGS)

TRK#: 064852902

COURT DISPOSITION
AGENCY: IA036015J FREMONT CO DIST COURT

COUNT NO- 02 IA STATUTE IAl124.402(1) (E)
POSS CONTR SUBS,KEEP OR PERMIT USE IN STRUCTURE OR VEH
COURT CASE ID: 04361 FECR005435

CHARGE CLASS: MISDEMEANOR CONVICTION

TRK#: 064852902

SUBSTANCE ABUSE EVALUATION

RESTITUTION

SENTENCE DISP EFF DAT
FINE $500 20030210
PROBATION 2Y 20030210
PRISON 2Y 20030210

02 ARRESTED 20040308

AGENCY: IA0650000 MILLS CO SO

CHARGE NO- 04 IA STATUTE IA124-414
POSS DRUG PARAPHERNALIA

TRK#: 059154004

COURT DISPOSITION
AGENCY: IA065015J MILLS CO DIST COURT

COUNT NO- 04 IA STATUTE IAl124.414
POSSESSION OF DRUG PARAPHERNALIA

COURT CASE ID: 04651 SMMGO008162

CHARGE CLASS: MISDEMEANOR CONVICTION




DCI 00679377
PAGE 2 OF 2

TRK#: 059154004

SENTENCE DISP EFF DAT
FINE $100 20040913

03 ARRESTED 20110304
AGENCY: IA0730200 SHENANDOAH PD
CHARGE NO- 01 IA STATUTE IA124.401(5)B
POSSESSION OF A CONTROLLED SUBSTANCE - 2ND OFFENSE
TRK#: 085828901

COURT DISPOSITION
AGENCY: IA073015J PAGE CO DIST COURT

COUNT NO- 01 IA STATUTE IA124.401(5)

POSSESSION OF A CONTROLLED SUBSTANCE

COURT CASE ID: 04731 AGCR103834

CHARGE CLASS: MISDEMEANOR CONVICTION

TRK#: 085828901

LICENSE REVOKED

SUBSTANCE ABUSE EVALUATION

SENTENCE DISP EFF DAT
SUSPENDED JAIL 90D 20110523
JAIL 90D 20110523

DL REVOKED 180DAYS
FINE $315 20110523
UNSUPERVISED 365D 20110523
PROBATION SA COMPLETED BY 8/1/11

AN ARREST WITHOUT DISPOSITION IS NOT AN INDICATION OF GUILT. THIS RECORD
MAINTAINED BY THE IOWA DIVISION OF CRIMINAL INVESTIGATION, BUREAU OF
IDENTIFICATION IS A PUBLIC RECORD BUT CAN ONLY BE RELEASED TO NON-LAW
ENFORCEMENT AGENCIES BY THE DCI.

IN THE ABSENCE OF FINGERPRINTS FOR POSITIVE IDENTIFICATION THIS RECORD IS
BASED ON INFORMATION FURNISHED. WE CANNOT CONFIRM OR DENY THAT THE RECORD
COVERS THE SUBJECT OF YOUR INQUIRY.
DIVISION OF CRIMINAL INVESTIGATION




Name of Applicant: é!lm‘l IZEE f?(l[.gé é{/?( manss

AFFIDAVIT OF APPLICANT
IN STATE OF __Z/.14 COUNTY OF __Mba 5‘“ oy
7
I, _Am /; n y ¢, hereby declare under penalty of perjury that I am the person described and

identified in thi8 applicatign and that the attached photograph is a true likeness of myself. I also declare, under
penalty of perjury, that if I did not personally complete the foregoing application that I have fully read and
confirmed each question and accompanying answer, and take full responsibility for all answers contained in this
application.

If registration is issued to me, I understand that if I violate state law, my registration may be revoked as provided
by law. Ideclare under penalty of perjury that my answers anda statements made by me on this application are
true and correct. Should I furnish any false information or have substantial omission in this application, I hereby
agree that such act shall constitute cause for denial, suspension, or revocation of my registration.

I hereby authorize the Jowa Dental Board and/or its agents to verify any information including, but not limited
to, criminal history and motor vehicle driving records. Iauthorize all colleges or universities, employers and law
enforcement agencies to release any information concerning my background to the lowa Dental Board for
registration purposes. Ido hereby release said person(s) from any and all liability that may be incurred as a result
of furnishing such information. A photocopy of this release form will be valid as an original thereof, even though
the said photocopy does not contain an original writing of my signature.

Signature of Applicant _ ;_ Date /ﬂ'/ 2 /3

RDA/QDA Application — IAC 650—Ch. 20 & 22
Updated: 2/13/13




AFFADAVIT OF EMPLOYMENT

The dental assistant’s supervising dentist should complete this form.

Applicants for dental assistant registration who are not graduates of a ADA-accredited postsecondary dental
assisting program must either (1) work in a dental office for a minimum of six months as a dental assistant trainee,
within 12 months of the first date of employment, or (2) have had at least six months of prior dental assisting
experience under the supervision of a licensed dentist within the past two years. To verify that the dental assistant

meets one of these requirements, the SllpchlSlng dentist must ;omplcte and sign the following form.

I hereby certify that the applicant, C{Lap , has successfully completed
didactic and clinical training and has workcd as a dental assé] tant under my supervision on the following dates at
the following locations:

"l e wliilis ADZ%

YES NO [] I further certify that the applicant has received Board-approved clinical training in dental
radiography within the last two (2) years and has exhibited clinical proficiency in the area of dental radiography.

D527

Printed Name of Denfist License #
s /il =
Dentist’s Signa“e 4 Date ¢
Return completed form to:
IOWA DENTAL BOARD

400 S.W. 8th St, Suite D
Des Moines, IA 50309-4687
Phone (515) 281-5157

RDA/QDA Application — IAC 650—Ch. 20 & 22
Updated: 2/13/13













LR U A [T N il SR Lol iy ] ;
He alth care ﬁm,,li;an dring _Kirkwood Community Collsge 145131
. ea -—
= Pro vider Assaciation, TCedar Rapids, lowa 52404 (319-398-7118)
HERE Ashley Ball ) curKirkwood Community College
™ pcI:;:d cartiies that the above indiduai has successiully Instrucior § ) -
B A o o i oo S o e e~ ouzanne Klank 12081146700
rogram. T
172/3413 11212016 o
(ssue Dale Recommended Ranewal Date o20hm Heart _mmmumm:;um t;-_n;

l_Thls card contains unique security features to protect agalnst '°'ge“ﬂ 80-1801 31




Name of Applicant:

PERSONAL & CONFID TAL ™AT

Privacy Act Notice: Disclosure of your Social Security Number on this registration application is required by 42 U.S.C. § 666(a)(13),
Iowa Code §§ 272J.8(1) and 261.126(1), and Jowa Code § 272D.8(1). The number will be used in connection with the collection of
child support obligations, college student loan obligations, and debts owed to the state of Iowa, and as an internal means to accurately

identify registrations, and may also be shared with taxing authorities as allowed by law including Iowa Code § 421.18.
Social Securi er: Gender: U.S, citizen:
] Male Mmale Yes [] No
If no, visa type or alien registration number: [ | Student Visa [ ] Work Visa [] Alien Registration
Prowde visa or alien registration number: N H/ If visa, provide expiration date of current

7 T AR O 1

T

EXAMINATION INFORMATION

1. Did you successfully complete the Board examination in dental radiography or the Dental Assisting
National Board (DANB) radiography examination? (DANB radiography examination must have been
completed after January 1986.)

2. Did you successfully cqmplete the lowa dental assistant jurisprudence examination?
Date completed: 7 '5 T

3. Did you successfully complete the Board-approved examination in inrecuon control/hazardous
materials, or the Dental Assisting National Board Infection Control Examinatiz ZDijf [%)?
(DANB ICE must have been completed after June 1991.) Date completed: |

4. Have you ever passed any of the Dental Assisting National Board (DANB) exanfinations?
If yes, which examinations?

DEFINITIONS

Important! Read these definitions before comple g the following questions.

“Medical condition” means any physiological, mental, or psychological condition, impairment, or disorder, including drug addiction
and alcoholism.

“Chemical substances” means alcohol, legal and illegal drugs, or medications, including those taken pursuant to a valid prescription
for legitimate medical purposes and in accordance with the prescriber’s direction, as well as those used illegally.

“Currently” does not mean on the day of, or even in weeks or months preceding the completion of this application. Rather, it means
recently enough so that the use of chemical substances or medical conditions may have an ongoing impact on the ability to function and
practice, or has adversely affected the ability to function and practice within the past two (2) years.

“Improper use of drugs or other chemical substances” means ANY of the following:
1. The use of any controlled drug, legend drug, or other chemical substance for any purpose other than as directed by a licensed
health care practitioner; and
2. The usc of any substance, including but not limited to, pctrolcum products, adhesive products, nitrous oxide, and other chemical
substances for mood enhancement.

“Tllegal use of drugs or other chemical substances” means the manufacture, possession, distribution, or use of any drug or chemical
substance prohibited by law.

RDA/QDA Application — IAC 650—Ch. 20 & 22
Updated: 2/13/13







Name of Applicant: \ \ \|

In answening each of the following questions, please check the appropriate box next to each question. FOR EACH “YES”
ANSWER TO QUESTIONS 1 THROUGH 15, YOU MUST PROVIDE A SIGNED STATEMENT GIVING FULL
DETAILS, INCLUDING DATE(S), LOCATION(S), ACTION(S), ORGANIZATION(S) OR PARTIES INVOLVED, AND
SPECIFIC REASON(S).

Yes [E/

Yes [
Yes El
Yes []

Yes []
Yes D

Yes []

Yes l:l
Yes D
Yes []

Yes D

No[]

No[‘a/
Nrd

No @/ 8. Have you ever received a warning, reprimand, or been placed on probation during a dental

4

No”]
Nol ]

No Iz/ 11. If yes, was license/registration disciplinary action pending against you, or were you under

Neo @/ 12. Have any settlement agreements been rendered or any judgments entered against you
/resulting from your practice of dental assisting?

N
v |
o

fraining program?
B g progr

/program/school?

|, professional licensing agency?

/tendcred?

/sther state?

/ccnsured, placed on probation, suspended, or revoked a license/registration you held?

5. Except for minor speeding or parking offenses, have you ever been arrested, charged, convicted,

found guilty of, or entered a plea of guilty or no contest to a felony or misdemeanor crime or

offense, including actions that resulted in a deferred or expunged judgment? (Se¢ enclos
leter of e!ﬂdﬁ(bﬁon)

6. Have you ever been terminated or requested to withdraw from any dental assisting school or

7. Have you ever been requested to repeat a portion of any dental assisting training
assisting training program/school?

9. Have you ever been denied a registration/certificate to practice dental assisting?

10. Have you ever voluntarily surrendered a registration/certification issued to you by any

investigation by a licensing agency at the time the voluntary surrender of license/registration was

13. Are charges or an investigation currently pending relative to your licensc/registration in any
14. Has any jurisdiction of the United States or other nation ever limited, restricted, warned,

15. 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?

o

Yes [z(

No [}

No[:]

16. I certify, that I am at least 17 years of age and am a high school graduate or equivalcnt.

Eéﬁgh School Graduate OR [] GED

Date graduated/GED obtained: 2%7

Name of high school/location diploma/GED obtained: MMQMDM\

17. Do you understand that if registration is granted by this Board, it will be based in part on the
truth of the statements contained herein, which, if false, may subject you to criminal prosccution
and revocation of the registration?

RDA/QDA Application — IAC 650—Ch. 20 & 22
Updated: 2/13/13




To Whom It May Concern:

On April 2, 2008 I was issued a ticket for possession of a controlled substance. [ was
living in an apartment at Kirkwood and my roommate was smoking marijuana and
because I was a tenant on the lease and did not call the police I received a possession of
controlled substance charge. It was later deferred and expunged. I was required to
complete a substance abuse program.

On 04-11-2008 and 04-12-2008 in Story County, Iowa I was issued a ticket for
possession of alcohol under legal age. T was charged a fine that was paid at that time.

On 02-22-2010 I was charged with assault. I was in an altercation with another woman at
Kirkwood College. The charges were deferred and expunged because neither party
pressed charges.

On 09-11-2010 in Johnson County, Iowa, I was issu¢ a ticket for open container in a
public place. I was charged a fine that was paid at that time.

Sincerely,

bod

Ashley Ball




Arjes, Janet [IDB]

From: Arjes, Janet [IDB]

Sent: Tuesday, January 21, 2014 5.25 PM
To: ‘Ashley Ball'

Subject: RE: Criminal History

Thank you, Ashley.

Janet Arjes

Executive Officer

Iowa Dental Board

515-281-3248

visit us on the web http://www.dentalboard.iowa.gov/ Confidentiality Notice: This e-mail
message, including any attachments, is for the sole use of the intended recipient(s) and may
contain confidential and privileged information. Any unauthorized review, use, disclosure or
distribution is prohibited. If you are not the intended recipient(s), please contact the
sender by reply e-mail and destroy all copies of the original message.

————— Original Message-----

From: Ashley Ball [mailto:ashleyannball@gmail.com]
Sent; Tuesday, January 21, 2014 5:00 PM

To: Arjes, Janet [IDB]

Subject: Criminal History

Hi Janet,

Regarding my underage drinking tickets, the possession of alcohol underage tickets came from
me not being 21 and drinking outside in Ames during Veshia. Both tickets were issued within
the same night but it had just turned midnight so it therefor it was a new day. The open
container ticket resulted from me tailgating a Iowa Hawkeye football game, and they had just
changes the laws to where drinking in public was against the law. All fines were paid for.

I realized that, not only is it costly to drink but harmful to my body.

Regarding my possession charge, I was required to attend several ASAC classes, prior to that
class, I was drug tested and it was negative. I also successfully completed the 20 hrs of
community services. I do not drink nor do I smoke or use any type of drugs. I received a
deferred judgement because I completed everything the court had ask me to do in the amount of

time allowed.

Regarding my assault charge, I also successfully completed my 20 hours of community services
and paid all the fines within 6@ days. I received a deferred judgement also. I am not a
criminal nor am I bad person, when were young we tend to make bad choices which I have
learned valuable lessons from.

Since then I have not been in any trouble with law. My history has not prohibited me from
receiving any dental assisting job. I had gained a lot of knowledge from the two highly
respected offices, I worked for in Florida. I hope I have provided enough information, I
honestly love working as a dental assistant. I have gained so much great feedback from

patients.

Sent from my iPhone




Arjes, J~~~*[IDB]

From: Arjes, Janet [IDB]

Sent: Tuesday, February 11, 2014 12:36 PM
To: 'Ashley Ballf

Subject: RE: Criminal History

Thanks, Ashley.

Janet Arjes
Executive Officer
lowa Dental Board
515-281-3248

visit us on the web http://www.dentalboard.iowa.gov/

Confider*~'ity Notice: This e-mail message, including any attachments, is for the sole use of the intended
recipient(s) and may contain confidential and privileged information. Any unauthorized review, use, disclosure
or distribution is prohibited. If you are not the intended recipient(s), please contact the sender by reply e-mail
and destroy all copies of the original message.

From: Ashley Ball [mailto:ashieyannball@gmail.com]
Sent: Tuesday, February 11, 2014 12:29 PM

To: Arjes, Janet [IDB]

Subject: Re; Criminal History

The assault resulted from both parties exchanging words, having conflicts |, such as we couldn't be in the same
environment with out negative things being said. The other party was on the internet saying racial comments about me
being an African American and threats were made towards me. The night of the assault, we were both in the same area,
words were exchanged and we had a altercation. The police were called by some bystanders.

Sent from my iPhone




1/14/2014 10:58 AM FROM: Fax Gentle Dental T+ 1-515-281-7969 PAGE: 002 OF 007

Jan, 13. 2014 3:16PM D' .f Criminal lnvestigation ! No. 6589 P,

Tot Jowa Diviston of Criminal Investigation
Support Operations Bureaw, 1" Eloor
115 E. 7 Street
Decs Moines, Jows 50319
(515) T25-6066
(515) 725-6080 Fax

—— )

17972014 2151 PM TROM! Fow Gontlo Daatsl TO1r 1-§16-725-6080 PAGE: 002 QF 003

STATE OF IOWA
Criminal History Record Check
Request Form

DCI Account Number:

!

1 am requesting an [owa Criminal History Racord Check on:

Lagt Name ¢

. _First Name (aandatory) Middle Name (recommends™

Ba RN ATala

Date of nll'ﬁl'(m‘mﬁwy) Gendey (rmandstory) j

0D [ 1ARE

Snrial §ecurity Number (rcommended)

OMare mémale

Waiver Infarmation; Without a sigued walver from the subject of the request, a complete crimina

be releasnble, per Code of Towa, Chapter 692.2, For gomplele eriminal history record {nformetion, us allowed by 1aw, always
obtain 8 waiver signsture from the subject of the reqaest.

1ow~ ~jminal History Record Check Res ts
As or..[LZ.LQQZZ/ a search of the provided name and date of birth revealed:

& =

K &=

, . < =z
[J  Nolowa Criminal History Record found with DCI g,}.c," .
e

0

X Towa Criminal History Record attached, DCI # S314/9 23 =

. x=

pCl iniu.vQ_C)_ Q,E- ~

Ory recon: ay Do

Walver Release: 1 hesby give psrmtsalan for the abave roquesting official 16 condMol an [owa criminal history rotord cheek with tho Olvidon of Crimlnal

Invesitgation (DCT), Any ciimina) hislosy dala canceming ma that §3 maintainod by & Z ey Zm;uod 2 lllnz by tawe,

Walver Slgnatuyre: __

)

= (X wsa aaly)

DCI-77 (08/25/10)

Raraived Time .dan

Received Time Jan.

L4

A 72014 7:R0PM Nn Q0104

14. 2014 10:55AM No. 3966




1/14/2014 10:58 AM FROM: Fax Gentle Dental TO: 1-515-281-7969

PAGE: 003 OF 007

Div of Criminal Investigation

Jan. 13. 2014 3:16PM

IOWA CRIMINAL HISTORY
NON CONVICTION

DCI:00831418

NAME: BALL,ASHLEY ANN
DOB SER RAC HGT WGT EYE HAIR
19881010 F B 506 150 BRO BLK

ADDITIONAL YDENTIFIERS
CCH RECORD #&#

01 ARRRSTED 20080403
AGENCY: IA0570100 CREDAR RAPIDS PD
' CHARGE NO- 01 IA STATUTE IA124.401(5)
POSSESSION OF A CONTROLLED SUBSTANCE

TRKH#: SA005JT01
COURT DISPOSXITION
AGBNCY: IA0570150 LINN CO DIST COURT

COUNT NO- 01 IA STATUTE 1A124.401(5)
POSSESSION OF A CONTROLLBD BOBSTANCE

COURT CASE ID: 06571 SRCR077020

CHARGE CLASS: NON CONVICTION

TRK#: S5A00SJITOL

SUBSTANCE ABUSE EVALUATION

SKN

No. 6589

DCX 00831418

PAGE 1 OF 2
DATE PRINTED-
2014/01/13

POB
IA

SENTENCE DISP EFF DAT
DEFERRED JUDGEMENT 1Y 20080918
PROBATION 1Y 20060918
COMMUNITY SERVICE 204 20080918
DISCHARGRD FROM 20050731

DEFERRED JUDGEMENT

02 ARRESTED 201002322
AGENCY: IA0570100 CEDAR RAPIDS PP
CHARGE NO- 01 IA STATUTE IA708.2(2) -
ABSAULT CAUSING BODILY INJURX-1878

TRK#: SRO090KO1
COURT PISPOBITION
AGENCY:  IR057015J LINN CO DIST COURT

COUNT NO- 01 XA STATUTE IA708.2(2)
ASSAULT CAUSING BODILY INJURY-1978

COURT CASE ID: 06571 8RCR087310

CHARGE CLASS: NON CONVICTION

TRK#: SA0090K01

RESTITUTION

SENTENCE DISP E¥F DAT
DEFERRED JUDGRMENT kS ¢ 201 321
PROBATION 1Y 20200921
COMMUNITY SERVICE 208 20100921
DISCHARGED FROM 20110415

DEFERRED JUDGEMENT

Received Time Jan. 14, 2014 10:55AM No. 3966

P.

2




1/14/2014 10:58 AM FROM: Fax Gentle Dental TO: 1-515-281-7969 PAGE: 004 OF 007

{ {

B ——————

Jan 13, 2014 3:16PM  Div of Criminal Investigation No.6589

DCI 00631418
PAGE 2 OF 2

AN ARREST WITROUT DISPOSITION IS NOT AN INDICATION OF GQUILT. THIS RECORD
MAYNTAINED BY THE IOWA DIVISION OF CRIMINAL INVESTIGATION, BUREBAU OF
IDENTIRPICATION IS A PUBLIC RECORD BUT CAN ONLY BE RELEAYED TO NON-LAW
ENFORCEMENT AGENCIES BY THE DCI.

IN THE ABSENCE QOF FINGERPRINTS FOR POSITIVE IDENTIFICATION THIS RECORD IS
BASED ON INFORMATION FURNISHRD, WE CANNOT CONFIRM OR DENY THAT THE RECORD
COVERS THE SUBJECT OF YOUR INQUIRY.

DIVISION OF CRIMINAL INVESTIGATION

Received Time Jan. 14. 2014 10:55AM No. 3966

P




Name of Applicant: % A ’ I

AFFIDAVIT OF APPLICANT
wstateor_ LOW( COUNTY OF L.} )
L i’\% V] I—C u E)Q I \ , hereby declare under penalty of perjury that I am the person described and

identified in this Jpplication and that the attached photograph is a true likeness of myself. I also declare, under
penalty of perjury, that if I did not personally complete the foregoing application that 1 have fully read and
confirmed each question and accompanying answer, and take full responsibility for all answers contained in this
application.

If registration is issued to me, I understand that if I violate state law, my registration may be revoked as provided
by law. I declare under penalty of perjury that my answers and all statements made by me on this application are
true and correct. Should I furnish any false information or have substantial omission in this application, I hereby
agree that such act shall constitute cause for denial, suspension, or revocation of my registration.

I hereby authorize the Iowa Dental Board and/or its agents to verify any information including, but not limited
to, criminal history and motor vehicle driving records. I authorize all colleges or universities, employers and law
enforcement agencies to release any information concerning my background to the Iowa Dental Board for
registration purposes. Ido hereby release said person(s) from any and all liability that may be incurred as a result
of furnishing such information. A photocopy of this release form will be valid as an original thereof, even though
the said photocopy does not contain an original writing of my signature.

Signature of Applicant W\Q Q XX %:{vw Date \ ! g) ! !A—

RDA/QDA Application — IAC 650 —Ch. 20 & 22
Updated: 2/13/13




AFFADAVIT OF EMPLOYMENT

The dental assistant’s supervising dentist should complete this form.

Applicants for dental assistant registration who are not graduates of a ADA-accredited postsecondary dental
assisting program must either (1) work in a dental office for a minimum of six months as a dental assistant trainee,
within 12 months of the first date of employment, or (2) have had at least six months of prior dental assisting
experience under the supervision of a licensed dentist within the past two years. To verify that the dental assistant
meets one of these requirements, the supervising dentist must complete and sign the following form.

I hereby certify that the applicant, ASI’LI ey A nn _Bd ([ , has successfully completed
didactic and clinical training and has workel as a dental assistant under my supervision on the following dates at
the following locations:

Date: Location:

Y-09-4013 thru present Gendle bé/)‘/’ﬂ/

1515 Blairs Ferry Rd NE
Ceclar ﬁg&/pl'&/s, TH BAAOA

YES [E/ NO [] I further certify that the applicant has received Board-approved clinical training in dental
radiography within the last two (2) years and has exhibited clinical proficiency in the area of dental radiography.

o MNoriarity OFL45~

Printed: Name of Dentist - License #
) K?'%—’ 0l-07- {01

Dentist’s ngnature Date

Return completed form to:
IOWA DENTAL BOARD
400 S.W. 8th St, Suite D

Des Moines, IA 50309-4687
Phone (515) 281-5157

RDA/QDA Application ~ IAC 650—Ch. 20 & 22
Updated: 2/13/13




APPLICATION FOR IOWA DENTAL ASSISTANT

This form must be completed and returned to the lowa Dental Board.
(Registration only: $40; OR rcgistration gnd radiography qualification; $60) Do not submit payment in cash. Complete

REGISTRATION & DENTAL RADIOGRAPHY
QUALIFICATION

IOWA DENTAL BOARD
400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
Ph. (515) 281-5157 http://www.dentalboard.iowa.gov

RECEIVED
0CT 17 2013

each question on the application. If not applicable, mark “N/A.”

IOWA DENTAL BOARD

Include the non-refundable application fee.

a?’/’(.,
4

Full Legal Name: (Last, First, Middie)
| axsea Rondi Y\Cx\\
Other Names Used: (¢.g. Maiden Name)
NI -
r_l‘lulll\ AUUTTI;
\LoH9 Q\\\mv\h oNE
City: County: State: Zip:
A Do vouye | XA A\
Home Phone: Home E-mail:
AA- WB\-038L Readi oy 08 @ucr™ 79
Work Address:
W Buegrass_Cixae
City: County: State: Zip:
Ce A fs, oy | I 5543
Work Phone: Work Fax: Work E-mail:
2A- N WS | 2E[2a7-7089 N/A |
BASIS FOR APPLICATION
1. I'have worked in a dental office for a minimum of six month as a dental assistant trainee, within ves[] N
12 months of my first date of employment in lowa. Trainee Number: es o 0
(*Comrnlat= the AfE4qyit of Employment.)
2. 1 have ar least o months of prior dental assisting experience under the supervision of a licensed Yes[] No
dentist within the past two years. (*Complete the Affidavit of Employment.) %4
3. Iam a graduate of an ADA-accredited postsecondary dental assisting program. Yes % No
(*Complete th= “=ification of Education.)
4. [ have compietea Board-approved training in dental radiography with the past 2 years, passed an Yes[X N
examination in dental radiography, and am also applying for a qualification in dental radiography. ¢ [] 0
(If yes, the application fee is $60.)
i i : Date Issued:
For office use only: Registration #: ate Tusue

pleation —ACORC—Jhe 2008 22

#/26/
#60







20800, Rend\

Name of Applicant: M

PTRSONAL & CONFIDENTIAL DATA

Privacy Act Notice: Disclosure of your Social Security Number on this registration application is required by 42 U.S.C. § 666(a)(13),
lowa Code §§ 272J.8(1) and 261.126(1), and lowa Code § 272D.8(1). The number will be used in connection with the collection of
child support obhgatlons college student loan obligations, and debts owed to the state of lowa, and as an internal means to accurately
ineeify registrations, -~ =~ ~'~~ “~ ~hared with taxing authorities as allowed by law including lowa Code § 421.18.

ir ' ml Gender: » U.S. citizen:
[J Male TF Female | B Yes [ No

If no, visa type or alien registration number: [ ] Student Visa [] Work Visa [] Alien Registration -

Provide visa or alien registration number: If visa, provide expiration date of current
visa: .
Date of birth: City of Birth: State of birth: Country of birth:

W03 Bl \Waeno H LOSA

EXAMINATION INFORMATION

1. na you successfully complete the Board examination in dental radlography or the Dental Assisung
National Board (DANB) radiography examination? (DANB radiography examination must have been
completed after January*1986.)

2. Did you successfully complete the Iowa dental assistant jurisprudence examination?

Date completed: ?)

3. Did yousuccessfully complete the Board-approved examination in infection control/hazardous
materials, or the Dental Assisting National Board Infection Control Exammatlon DAN 1CE)?
(DANB ICE must have been completed after June 1991.) Date completed: F(

4. Have you ever passed any of the Dental Assisting National Board (DANB) exammatlons?

If yes, which examinations?

DEFINITIONS

' Important! Read these definitions before com ting the following questions.

“Medical condition” means any physiological, mental or psychologlcal condition, impairment, or disorder, including drug addiction
and alcoholism.

“Chemical substances” means alcohol, legal and illegal drugs, or medications, including those taken pursuant to a valid prescription
for legitimate medical purposes and in accordance with the prescriber’s direction, as well as those used illegally.

“Currently” does not mean on the day of, or even in weeks or months preceding the completion of this application. Rather, it means
recently enough so that the use of chemical substances or medical conditions may have an ongoing impact on the ability to function and
practice, or has adversely affected the ability to function and practice within the past two (2) years.

“Improper use of drugs or other chemical substances” means ANY of the following;:
1. The use of any controlled drug, legend drug, or other chemical substance for any purpose other than as directed by a licensed
health care practitioner; and
2. The use of any substance, including but not limited to, petroleum products, adhesive products, nitrous oxide, and other chemical
substances for mood enhancement.

“Iflegal use of drugs or other chemical substances” means the manufacture, possession, distribution, or use of any drug or chemical
substance prohibited by law.

Ut N st AL eS0-—Th SO 82D
daey 275503
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Dear Dental Board,

Hello my name is Randi Larson, | am writing you today to explain some of the major mistakes |
have made in my life. May 2006 | was charged with a Public Intoxication | was 18 at the time with my
friends and we declded to go to the bar and play pool the cops came in and | was under age | was
arrested for public Intoxication. In July 2006 | was charged with Public Intoxication and Assault Charge
against my mother once again | was 18 | had been drinkingv  h some friends and went home my
mother told me to get my stuff and get out | would not listen we kept arguing back and forth and my
mom told me to leave or she was going to call the cops during that time | was intoxicated and didn’t
care if she did so she went a head a called the cops | spouted off to the cops and they put handcuffs on
me and took me to jail and in that time they also put the assault charge on me. November 2009 | was
arrested for Domestic Assault on Nicholas my boyfriend now, we were having an argument the neighbor
called the cops, as Nicholas was turning away | grabbed his shoulder which lead into a scratch on his
neck so there for | wa§ the one who went to jail because he had a mark. | regret these horrible decisions

and | have taken the necessary steps in changing my life. | have also attended counseling sessions for my

anger ard | have quite drinking.

1 am now an honor graduate from Hawkeye Community College; | work at Dr. Thomas J Strub. |
am also a mother and have made it a personai" goal and responsibility to be the best role model for my
daughter. i ask that you please consider my license and | know you will not regret it. | am passionate

about my job and pray that | can continue to do the work | love.

Sincerely,

ano&W

Randi Larson

m
T000/T7000 2 SAd qnJls§ [ s\Woyfj, 9¥6€9926T¢ XVd 02:81 PIOZ/ST/ZOE
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Name of Applicant: ‘LCL(&Q_&M o

PERSONAL & CONFIDENTIAL DATA

In answering each of the following questions, please check the appropriate box next to each question. FOR EACH “YEo>-
ANSWER TO QUESTIONS 1 THROUGH 15, YOU MUST PROVIDE A SIGNED STATEMENT GIVING FULL
DETAILS, INCLUDING DATE(S), LOCATION(S), ACTION(S), ORGANIZATION(S) OR PARTIES INVOLVED, AND
SPECIFIC REASON(S).

1. Do you currently have a medical condition that in any way impairs or limits your ability to
practice dental assisting with reasonable skill and safety?

2. Are you currently engaged in the illegal or improper use of drugs or other chemical
substances?

3. Do you currently use alcohol, drugs, or other chemical substances that would in any way
impair or limit your ability to practice dental assisting with reasonable skill and safety?

4. If yes to questions | to 3, are you receiving ongoing treatment or participating 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 chemical substances?

Il you answered yes to any of the questions above, please provide a statement below providing the details as requested in
the instructions above. Please add a separate sheet of paper if necessary.

Y. : \ a0\ T \NOW o M\

GO \Qq,ad Froonls D¥ea  Gndl Y \eprnad frsa s

%a_ab_d@g&ﬂ’\ | 1 zee13
Signature Date '

GASGHA Auplicabon = 1AC bS0- (1 20 & 22
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Name of Applicant: \._Q‘(&}Q i ’\)\&r\(\'\

m answering each o1 e ronowing questions, please check the appropriate box next to each question. FOR EACH “YES”
ANSWER TO QUESTIONS 1 THROUGH 15, YOU MUST PROVIDE A SIGNED STATEMENT GIVING FULL
DETAILS, INCLUDING DATE(S), LOCATION(S), ACTION(S), ORGANIZATION(S) OR PARTIES INVOLVED, AND
SPRCIFIC REASON(S).

Yes m No [] | 5. Except for minor speeding or parking offenses, have you ever been arrested, charged, convicted,
found guilty of, or entered a plea of guilty or no contest to a felony or misdemeanor crime or
offense, including actions that resulted in a deferred or expunged judgment?

Yes [ {No K 6. Have you ever been terminated or requested to withdraw from any dental assisting school or
training program?

Yes[ ] | No E 7. Have you ever been requested to repeat a portion of any dental assisting training
progran/school?

Yes[ ] | No KI 8. Have you ever received a warning, reprimand, or been placed on probation during a dental
assisting training program/school?

Yes[] | No ﬂ 9. Have you ever been denied a registration/certificate to practice dental assisting?

Yes[] | No[X 10. Have you ever voluntarily surrendered a registration/certification issued to you by any
professional licensing agency?

Yes[] | No[J 11. If yes, was license/registration disciplinary action pending against you, or were you under
investigation by a licensing agency at the time the voluntary surrender of license/registration was

tendered?

Yes[] | No IX‘ 12. Have any settlement agreements been rendered or any judgments entered against you
resulting from your practice of dental assisting?

Yes[] | No 13. Are charges or an investigation currently pending relative to your license/registration in any
other state?

Yes[] {No[X] | 14. Has any jurisdiction of the United States or other nation ever limited, restricted, warned,
censured, placed on probation, suspended, or revoked a license/registration you held?

Yes[ ] | No ]ﬁ 15. 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?

YesX] | No[] 16. 1certify that 1 am at least 17 years of age and am a high school graduate or equivalent.

[R High Schaol Graduate OR [J GED

ate graduated/GED obtained: i ( Q\A Z Li){)

Name of high school/location diploma/GED obtained: m‘a\' \’\\L\\)(\ QL.\(\(j\\

Yes] | No[] | 17. Do you understand that if registration is granted by this Board, it will be based in part on the
truth of the statements contained herein, which, if false, may subject you to criminal prosecution
and revocation of the registration?

ARt = TR0 20 8 22

[ L Y N A







IOWA CRIMINAL HISTORY
MISDEMEANOR CONVICTIONS ONLY

DCI 00775864

PAGE 1 OF 2
DATE PRINTED-

2014/02/04
DCI:00775864
NAME : LARSON, RANDI KAY
DOB SEX RAC HGT WGT EYE HAIR SKN POB
19861103 F W 507 172 BLU BRO FAR IA
ADDITIONAL IDENTIFIERS PHOTO AVAILABLE: Y
CCH RECORD ***
01 ARRESTED 20060510
AGENCY: IA0070300 WATERLOO PD
CHARGE NO- 01 IA STATUTE IA708.2A(2) (B)
DOMESTIC ASSAULT
TRK#: 602356001
CHARGE NO- 02 IA STATUTE IA123.46
PUBLIC INTOXICATION
TRK#: 602356002
COURT DISPOSITION
AGENCY : IA007015J BLACK HAWK CO DIST COURT
COUNT NO- 01 IA STATUTE IA708.2(6)
ASSAULT
COURT CASE ID: 01071 SRCR139498
CHARGE CLASS: MISDEMEANOR CONVICTION
TRK#: 602356001
SENTENCE DISP EFF DAT
. FINE $50 20060707
COURT DISPOSITION
AGENCY: IA007015J BLACK HAWK CO DIST COURT
COUNT NO- 01 IA STATUTE IA123.46
CONSUMPTION / INTOXICATION - 1978
COURT CASE ID: 01071 SMCR139499
CHARGE CLASS: MISDEMEANOR CONVICTION
TRK#: 602356002
SENTENCE DISP EFF DAT
FINE $100 20060707
02 ARRESTED 20060519
AGENCY: IA0070300 WATERLOOC PD
CHARGE NO- 01 IA STATUTE IA123.46
PUBLIC INTOXICATION
TRK#: 602370001
COURT DISPOSITION
AGENCY: IA007015J BLACK HAWK CO DIST COURT
COUNT NO- 01 IA STATUTE IA123.46
CONSUMPTION / INTOXICATION - 1978
COURT CASE ID: 01071 SMCR139700
CHARGE CLASS: MISDEMEANOR CONVICTION
TRK#: 602370001
SENTENCE DISP EFF DAT

FINE $100 20060530




DCI 00775864
PAGE 2 OF 2

03 ARRESTED 20091107
AGENCY: IA0070300 WATERLOO PD
CHARGE NO- 01 IA STATUTE IA708.2A(3) (B)
DOMESTIC ABUSE ASSAULT - 2ND OFFENSE
TRK#: 6A00C1Q01

COURT DISPOSITION

AGENCY : IA007015J BLACK HAWK CO DIST COURT
COUNT NO- 01 IA STATUTE IA708.2A(3) (B)
DONESTIC ABUSE ASSAULT - 2ND OFFENSE
COURT CASE ID: 01071 AGCR165327
CHARGE CLASS: NON CONVICTION
TRK#: 6A00C1QO01

RESTITUTION
SENTENCE DISP EFF DAT APPEAL DATE
DEFERRED JUDGEMENT 20100322
FINE $315 20100322
CIVIL PENALTY
UNSUPERVISED 1Y 20100322 20110222
PROBATION
DISCHARGED FROM 20111220

DEFERRED JUDGEMENT

AN ARREST WITHOUT DISPOSITION IS NOT AN INDICATION OF GUILT. THIS RECORD
MAINTAINED BY THE IOWA DIVISION OF CRIMINAL INVESTIGATION, BUREAU OF
IDENTIFICATION IS A PUBLIC RECORD BUT CAN ONLY BE RELEASED TO NON-LAW
ENFORCEMENT AGENCIES BY THE DCI.

IN THE ABSENCE OF FINGERPRINTS FOR POSITIVE IDENTIFICATION THIS RECORD IS
BASED ON INFORMATION FURNISHED. WE CANNOT CONFIRM OR DENY THAT THE RECORD
COVERS THE SUBJECT OF YOUR INQUIRY.

DIVISION OF CRIMINAL INVESTIGATION \53
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COMPLAINT wlL
STATE OF IOWA, COUNTY OF BLACK HAW V<3 1 g: 20
uL_Muh‘ N e
STATE OF IOWA Before (Judge, Magistrate): o
Vs Criminat Case lo:

Wategbo Case #: 2009-120123

BHCSO #:
Larson, Randi “~y, DOB: 11/3/86, RACE: W, SEX: F, SSNIIG

The Defendant is accused of the crime of Domestic Abuse Assault Enhanced-
(Aggravated), in that the defendant on or about11/07/09, at or about 2140 hours in the City of
Waterloo, in Black Hawk County, did
Any act which is intended to cause pain or injury to. The defendant and victim have been
together 4 years, living together and also have a chid together. The defendant has a prior
Domestic Abuse Assault Serious which enhances this domestic abuse Assault to an aggravated
misdemeanor.

in violation of: 708.2A 3b Code of iowa

STATE OF IOWA,
COUNTY OF BLACK HAWK, SS.

I, the undersigned, being first duly sworn and under oah, state that the following facts
known by me or told to me by other reliable person form e basis for my belief thaLarson,
Randi Kay, the Defendant committed the crime charged:

On 11/07/09 at approximately 2140 hours, officers were spatched to 157 Lovejoy Ave on a
report from the victim that he woke up to his girlfriend hitting him. Dispatch also received a call
from the neighbor stating that the downstairs subjects are physcally fighting. Upon officers
arrival we met with both the defendant and victim to get ther sides of the story about the assauit.
The victim stated that his grifriend went out with her sister to drink and came home and
assaulted him while he was sleeping. The victim had a torn shirt, several scratches around his
neck, he was bleeding from the left side of his lip and had scratches on bah arms from the
defendant. The defendant stated that she was just defending herself because her boyfriend
rubbed her face into the carpet and hit her in the ribs. The defendant had no signs of any marks
to her face or ribs but complained her ribs were hurting her really bad. The defendant was
placed under arrest and transported to the Blackhawk County Jail. This assault domestic would
have been classified as a serious but do to her grior assault DA this one was enhanced to an
aggravated misdemeanor.

PO J.C. Saunders §3624
Subscribed and sworn to before me by the sald PO J. Saunders, on 11/7/09. Complaint

and Affidavit filed and probable gauge IN ase-has.been committed and that .
Defendant committed it. COMMISSION NO. 705748 '

MY COMMISSION EXPIRES
Septamber 26, 2012

Court Police Prosecutor Defendant




IN THE TOWA DISTRICT COURT IN AND FOR BLACK HAWK COUNTY

DEFERRED JUDGMENT AND SENTENCE

STATE OF IOWA,

Plaintiff,
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APPEARANCES: , /2;/ z?(?’ for the State. 5%2 =
Sy
AZ /¢c&2§a£;l/ for the Defendant.

On thls date the defendant appeared in court [with] [by]
hls/her attorney for purposes of sentencing. The defendant d4&ad
, entered a {(written] plea of guilty to the offense of

&

COl.u_.Lcu.y to Sect ; .
The Court finds that the p freely, oluntarily and
intelligently made and that there was a factual basis for the plea.

Pursuant to said Section and 903.1 of the Iowa Criminal Code,

IT IS THE JUDGMENT AND SENTENCE OF THE COURT AS FOLLOWS:

1. That judgment inbthfg case is deferred, and the defendant
is placed on [ ] self [ lsupervised probation for
a period of years. If supervised, probation
is subject to the terms of probation approved by the
judges of the First Judicial District and any conditions
set by the Department of Correctional Services.

2. That as special conditiong of his/her probation, the
defendant shall not ggage 'p any further illegal

activity, ¥ L7 ﬁé/

3. That the deii9dant shall:
[ v/ﬁ ( ) pay a civil penalty of $ ;y/;ﬂlé? and

( ) pay a law enforcement fee of $125,
in accordance with paragraph 4 below.
[ ] complete hours of community s%??&@@’m
— _— fy v
Y : DCS/Res Fac /]
PDO/Dott Any%
Sherif/Jail v/
AUD/rlNNlcum
DOT/Con‘m/BEP_/__/
Defer::..

Deto b —




4. The defendant shall pay the costs of this prosecution in
the amount of $ :

[ ] immediately

{ ] per DCS

O Z gék
[ u/lin installments of /{J(” per :

[beginning) [byl _ 4/-22 = 20/(.

5. The defendant shall pay any applicable victim restitution
in accordance with paragraph 4.

6. If defendant was represented by court-appointed counsel,
the defendant must pay restitution for attorney fees
pursuant to Section 815.9 for any costs incurred,

and judgment is orxdered for the same.
7. [ 1 That the defendant shall obtain a substance
abuse evaluation, comply with any recommendations
that result and file a substance abuse report

by 2L

8. That this matter ghall be reviewed by the Court in
approximately é; year(s) .

9. Reéigns for sentence: [,f”//pNature of offense ..
[ 1 Plea agreement [ 1 Prior record [ ‘//T,Age

-« 1 Employment [ JFamily circumstances

10. [ ]l Formal reportihg waived by the parties.

"’.—‘:7

Dated this

H T ’
ISTRICT ASSOCIATE JUDGE

Copies to: Counsel of Record
Defendant
[ -] DCS
Supreme Court Administrator
Court Administrator




IN TTE??,IISTRICT COURT OF THE STATE OF IOWA
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| RECEIVED
0CT 152013

CERTIFICATION OF DENTAL ASSISTING EDUCATION
IOWA DENTAL BOARD

As part of the application process, the lowa Dental Board requires that the school at which the applicant received her/his
dental assisting education complete this form. The completed form must be mailed directly from the school to the IOWA
DENTAL BOARD. Any processing fees are the applicant’s responsibility. The applicant’s signature authorizes relcase

of information, favorable or otherwise, directly to the Board.
Date of Birth or Last 4 of SSN: ‘ \ l (}3 ' KLQ

Print Name: P\O\
pate:__ 1| Zla |13

Signature:
AR AR R AR KA AR AR AT A AR AR AR AR TA AR NARRARRR AT AR T A AR hhh ek kbR h kA ddddrh b krd ek ki dhkn

This pontion of the form sh O compleled by the 2)0]
IT IS HEREBY CERTIFIED THAT LV\ Son
' (Nnme of Applicant}

RECEIVED DENTAL ASSISTING EDUCATION AT Hmw‘éam, CDW\W\\U\ dw\ Cgu M

{Name of School)

LOCATED AT SO\ = . va\% m wk\\Qr\w TA S070

(Full Address 6fSchoo|)

FROM _ A’u\qu&t 20\ o T\.L\\;\ 013

(Monilv/Year) (Momh/Year))

GRANTED A DIPLOMA WITH THE DEGREE OF b{u&m\ PQSS(C'HAj

DATE DIPLOMA RECEIVED N\ku 2\0
(Mnmhlﬂear)
Was the school accredited by the Commission on Dental Accreditation of the American Dental Association at the time the
applicant graduated? Yes No
Did the student ever receive a warning, reprimand? Yes No i/
Was the student placed on probation or disciplined? Yes No [/

If yes, please provide details concerning the action taken.

President, Dean, Secretary, or Registrar:

Print Name /\Ri S \< : l }.)ll\lij\{\r Title Q 9 rl( 3:— SCHOOL SEAL
Signatur- J<)\J-"~(‘< MLLUL Date 10/((/(3
Phone # 3\%'161[0 1%(00 Fax # %M*)\QL{)'H@OQ

Return completed form to:
IOWA DENTAL BOARD
400 S.W. 8th St, Suite D
Des Moines, [A 50309-4687
Phone (515) 281-5157

toon — AL H50—Ch. 20 & 72




| . ) Licghse Detail Report
Iown nmnl. Bom First Name: |samar

I Last Name: Sanchez
' March 12, 2014 10:55 am

State/Country Active License No. Date Issued License Type How Obtained

Question List and Details
|

Do you currently have a medical condition that in any way impairs oj
limits your ability to practice dental assisting with reasonable skill
and safety?

Are you currently engaged in the illegal or improper use of drugs or
other chemical substances?

Do you currently use alcohol, drugs, or other chemical substances
that would in any way impalr or limit your ability to practice dental
assisting with reasonable skill and safety?

Are you receiving ongoing treatment or participating in a monitoring
program that reduces or eliminates the limitations or impairments
caused by either your medical conditions or use of alcohol, drugs, or
other chemical substances?

Except for minor speeding or parking offenses, have you ever been Yes battery ticket in 2007 from a fight while in school.
arrested, charged, convicted, found guilty of, or entered a plea of happened at moline high school in Moline, Ii. I had court
guilty or no contest to a felony or misdemeanor crime or offense, hearings and served community service.

including actions that resulted in a deferred or expunged judgment?
Have you ever been terminated or requested to withdraw from any No
dental assisting school or training program?

Have you ever been requested to repeat a portion of any dental No
assisting training program/school?

Have you ever received a warning, reprimand, or been placed on No
probation during a dental assisting training program/school?

Have you ever been dented a registration / certificate to practice No
dental assisting?

Have you ever voluntarily surrendered a registration / certificate No
issued to you by any professional licensing agency?

Was a license / registration disciplinary action pending against you, No
or were you under investigation by a licensing agency at the time a
voluntary surrender of license / registration was tendered?

Have any settlement agreements been rendered or any judgments No
entered against you resulting from your practice of denta! assisting?
Are any charges or an investigation currently pending relative to No
your license / registration in any other state?

Has any jurisdiction of the United States or other nation ever No
limited, restricted, warned, censured, placed on probation,

suspended, or revoked a license / registration you held?

Have you ever been notified of any charges filed against you bya No
licensing or disciplinary agency of any jurisdiction of the U.S. or

other nation?

Attachments I
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Arjes, Janet [IDB]

From: Isamar Sanchez [isasanchez91@yahoo.com)]
Sent: Thursday, March 13, 2014 10:36 AM

To: Arjes, Janet [iDB]

Subject: Re: Question

Yes, they both happened while | was at school. | wasn't very popular with the girls in my school and it ended up in an
altercation. Both | and the other girls got charged with battery. | did community service for both charges.

Sent from my iPhone

On Mar 13, 2014, at 10:00 AM, "Arjes, Janet [IDB]" <Janet.Arjes@iowa.gov> wrote:

Isamar,
Can you give more details about your 2007 battery charge(s)? On the court document, it appears you

were charged twice, once in March and once-in May. Thanks.

Janet Arjes
Executive Officer
lowa Dental Board
515-281-3248

visit us on the web http://www.dentalboard.iowa.gov/

Confidentiality Notice: This e-mail message, including any attachments, is for the sole use of the
intended recipient(s) ond may contain confidential and privileged information. Any
unauthorized review, use, disclosure or distribution is prohibited. If you are not the intended
recipient(s}, please contact the sender by reply e-mail and destroy all copies of the original

message.

This email message and ils attachimenis may conlain confidential information that is exempt from disciosure under iowa Code chapters 22
139A. and other applicable law. Confidenlial information is for the sole use of the intended recipient. If you believe that you have received
llis transmission in error, please reply {o the sender, and then delefe ali copies of this message and any attachments. If you are nol the
intended recipient, you are hereby nolified that any review, use, retention, dissemination, disiribution, or copying of this message is strnctly

prohibiled by lfaw.
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Criminal History Check Page 1 of 1

lowa Division of Criminal Investigation %

(7

~T*TE OF IOWA CRIMINAL HISTORY ECORD CHECK

Date: 2014/3/12
Request ID: 20140312C3063246

SEARCH CRITERIA PROVIDED

Search First Name: Isamar
Search Last Name: Sanchez
Search Date of Birth: 1991/1/4

SEARCH RESULT

No DCI ¢riminal history record found based on information provided.

Your session will end after 15 minutes of inactivity.

Home Search Again

Verslon 1.0.2.7

https://iowacriminalhistory .jowa.gov/default.aspx?cmd=result&ControlNumber=20140312... 3/12/2014




SEARE AT LIINZRURT END DATE 1273142707

CASE NUMBER

T HLED CLOSLD G03 oL KUMBER STATE 5EX RACE
HQRQAVI ARREST

»/04/?30' §705/2007 170471991 Fou
371942007

ST

Il f‘/L. [yl

NG OAGENCY Motine
AG Ul \EP VALLADAKFS P{LRO N - MOL PD

(FARGE /PLEA/DE SICS]TION/SEN‘EN ("IASr TICY'
MIN Y-M-[3  MAX Y-M-D HOURS

i BATTERY 371972607
Guilty
[ Guilly 470572007
N I Fu lic Service in Tor¢e 470572007 10
i /N( [Z \ﬂMAR 5/01 /(P/ 6/21/?007 1/04/1991 Pow
SARRANT S ARREST 511872007
PI32 GRGOSTRECT
“JLIH[ it 61 }$55- G000
ARRELTING ASENCY Moiine
A QCYT.\ O’T CLh VALLADARES P[UKO NoOMOL PO
Gul DA?".
TOIAL Lot
107AL ﬂﬂld .90
EALAKCE 00

CHARGE /PLEA/DLS “OSITION/SFN1ENCE CLASS T T
HIN Y-M-D MAX Y-M-0 HOURS

Pl BATTERY 8/18/2007 G
Guilty
T T Guilty 6/21/2007
ST 111 Public Service In force 6/2172007 40

Approximate metches given for search name: SANCHEZ. [SAMAR
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AFFADAVIT OF EMPLOYMENT

B s

The dental assistant’s supervising dentist should complete (his form.

Applicants for dental assistant registration who are not graduates of a ADA-accredited postsecondary dental
assisting program must cither (1) work in a dental office for a minimum of six months as a dental assistant
wrainee, within 12 months of the first date of employment, or (2) have had at least six months of prior dental
assisting cxperience under the supervision of a licensed dentist within the past two years. To verily that the
dental assistant meets one of these requirements. the supervising dentist must complete and sign the following

form.

-
[ hereby certily tha the applicant, \Fﬁ,«xyv\av T CL.«':‘”LL , has successfully completed
diductic and clinical training and has worked as a dental assistant under my supervision on the following dates

at the fotlowing locations:

Date: . Location:
S - prese el I Dby
[F(.f o (‘;;\,.‘ &l {: l (2_ (:‘,'

YVES Y1 NO [ 1 turther certify that the applicant has received Board-approved clinical training in dental
radiography within the Jast two (2) years and has exhibited clinical proficiency in the arcn of dental

radiography.

YAl cches { /3

\ w1 L A\ v o
1. ncmm. i

l' :.m,d Name of l)cnuxt

= \, (‘"‘“ - 3 {.x.:ii&.. s
()cnm( s Signature ‘;_) Date

Return completed form to:
IOWA DENTAL BOARD
i) S WL 8th St Suite D

Des Moines, 1A 50309-1687
Phone (313) 281-3157

S04 Aophiiebion - AC oS0- Ch. 20 & 22

Cpesten 1413




® . |
License Detail Report

Flrst Name: Madeline
Last Name: Kennedy ,
sember 14, 2013 10:27 am

IOWA DENTAL BOHI')

Balance

Question List and Detalls

Do you currently have a medical condition that in any way impalrs o
limits your abllity to practice dental assisting with reasonable skill
and safety?

Are you currently engaged in the lliegal or Improper use of drugs or
other chemical substances?

Do you currently use alcohol, drugs, or other chemical substances
that would in any way impalr or limit your abllity to practice dental
assisting with reasonable skill and safety?

Are you receiving ongoing treatment or participating In a monitoring
program that reduces or eliminates the limitations or impalrments
caused by elther your medical conditions or use of alcohol, drugs, or
other chemical substances?

Except for minor speeding or parking offenses, have you ever been Yes
arrested, charged, convicted, found guilty of, or entered a plea of
gulity or no contest to a felony or misdemeanor crime or offense,
including actions that resulted in a deferred or expunged judgment?
Have you ever been terminated or requested to withdraw from any No
dental assisting school or training program?

Have you ever been requested to repeat a portion of any dental No
assisting tralning program/school?

Have you ever recelved a warning, reprimand, or been placedon  No
probation during a dental assisting tralning program/school?

Have you ever been denied a registration / certificate to practice No
dental assisting?

Have you ever voluntarily surrendered a registration / certificate No
issued to you by any professional licensing agency?

Was 3 license / registration disciplinary action pending against you, No
or were you under investigation by a licensing agency at the time a
voluntary surrender of license / registration was tendered?

Have any settiement agreements been rendered or any judgments No
entered against you resulting from your practice of dental assisting?
Are any charges or an Investigation currently pending relative to No
your license / registration In any other state?

Has any jurisdiction of the United States or other nation ever No
limited, restricted, warned, censured, placed on probation,

suspended, or revoked a license / reglstration you heid?

Have you ever been notifled of any charges filed against youbya No
licensing or disciplinary agency of any jurisdiction of the U.S. or

other nation?

IAttachments B : . _ I

SCN_0004.pdf Jurisprudence results

SCN_0006.pdf Expunged Conviction
SCN_0006.pdf Expunged Conviction

Charged with Fraudulent use of a credit card when I was
18. It was my parents credit card. The conviction was
expunged from my record In September of 2012
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Feb. 10. 2014 3:51PM  Div of Criminal Investigation
! '
TOWA CRIMINAL HISTORY DCY 00945200
NON CONVICTION PAGE 1 OF 1
DATE PRINTED-
2014/02/10

DCI 100945200
NAME: KENNEDY,MADELINE NICHOLE

DOB SEX RAC HGT waer EYE HAIR SKN POB
19930620 F W 507 130 BLY BN  FAR 1A
ADDITIONAL IDENTIFIERS PHOTO AVAILABLE: Y

CCH RECORD *#*

01 ARREBSTED 20111200
AGENCY[ YA0570100 CEDAR RAPIDS PD
CHARGE NO- 01 IA STATUTE  IA715A.6(2)-B
UNAUTH. USE OF CREDIY CARD UND $10,000
TRK§: SAO00FPER01

COURT DXSPOBITION ,
AGENCY: IA0S70157 LINN .CO DIST COURT
COONT NO- 01 IA STATUTE IA715A.6(2)-C
UNAUTH, USE OF CRRDIT CARD < 431,000
COURT CASE ID: 06571 AQGCR096593
CHARGE CLASS: NON CONVYCPION
TRK$: SAQOFEE01

SENTENCE . DISP EFF DAT

DEFERRED JUDGEMENT 20120301
PROBATION ' 1Y 20120301
COMMUNITY SERVICE IN LIBU OF CP,FEES,CC 20120301
DISCHARGED FROM EXPUNGED 09/24/2012 20120924

DEFERRED JUDGEMENT

AN ARREST WITHOUT DISPOSITION IS NOT AN INDICATION OF GQUILT, THIS RECORD
MAINTAINED BY THE IOWA DIVISION OF CRIMINAL INVESTIGATION, BUREAU OF
IDENTIFICATION I8 A FUBLIC RECORD BUT CAN ONLY BE RELEASED TO NON-LAW

ENFORCEMENT mw 2HE DCI, ‘
IN THE ABSENCE OF FINGERPRINTS POR POSITIVE YDENTIFYCATION THIS RECORD I8
BASED ON INFORMATION FURNISHED. WE CANNOT CONFIRM OR DENY THAT THE RECORD

COVERS THE SUBJECT OF YOUR INQUIRY.
DIVISION OF CRIMINAL INVESTIGATION

Received Time Feb. 10. 2014 3:49PM No. 4149

No. 263%

b 21




| | SILED
| CLERIS oF AiATRICT COURT

IN THE IOWﬁ{)ZISSEgl%'{ C?HR?I’IN)\ND FOR LINN COUNTY"

, 7Y, |0WA
The State of fowa, LNH COURT { )
: )
Plaintiff, ) NO. AGCR096593
vs. ) .
) ORDER FOR DISCHARGE
) FROM SELF SUPERVISED PROBATION
Madeline Nichole Kennedy, )
)
, )
Defendant. )

UPON THE RECOMMENDATION OF THE SIXTH JUDICIAL DISTRICT DEPARTMENT OF CORRECTIONAL
SERVICES, the Court hereby discharges the defendant from probation and the defendant shall no longer be held to

answer for this crime.
THE COURT ORDERS THE FILE EXPUNGED.

The State has had an oppc;rtunity to review and file a reslistance to this action.
Clerk to notify counse! and the Sixth Judicial District Department of Corractional Services.

Datedthis_ =2/ dayof g 20/ D
‘ S ———

e S

 JTudge, Sixth Judicial District

Defendant's Address: 4042 Soutter Avenue SE, Cedar Rapids IA 52403

cc. Gounty Attorney
Defense Counsel
DCS: Tomfinson (9/20/12) ¢ -2.1-1 2\
Defendant
Client ID 6219483

o
HE]
. p A L . B
&y . - .
Mﬁ . e - B I EET S S
o in e fame B soreto O
PR,

N e e TTOES
b\f,,,,-.,..-... o ‘p.r.'-sﬂ-;” B‘]: 8 } ’ /- }:‘ .;:.-.f--"v---l




FILED
CLERD OF DISTRICT COURE
IN THE low‘ﬁ1 \%‘%ESI% CPYRT:IMAND FOR LINN COUNTY
o enUNTY, OWA
The State of lowa, LiEN GUUHT\( )
Plaintiff, ) NO. AGCR036593
V5, ) ..
} ORDER FOR DISCHARGE :
} FROM SELF SUPERVISED PROBATION
Madeline Michole Kennedy, ) ‘
)
Defendant. )

UPON THE RECOMMENDATION OF THE SIXTH JUDICIAL DISTRICT DEPARTMENT OF CORRECTIONAL
SERVICES, the Court hereby discharges the defendant from probation and the defendant shall no longer be held to

answer for this crime,

THE COURT ORDERS THE FILE EXPUNGED.

The State has had‘an'oppdrtunily tn review and file a resistance to this action.
Clerk to notify counsel and the Sixth Judiclal District Department of Correctional Services.

Dated this ﬂzt day of Q 20/ -

s e g

Judge, Sixth Judiclal District

Defendenl's Address: 4042 Soutter Avenue SE, Cedar Rapids |A 62403

cc. County Attorney
Defense Counsel
DCS: Tomlinson {9/2012) G- 3~1
Defendant
Client |D 8210483
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e i iR e e e U
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Feb. 10, 2014 3:51PM  Di~ ot Criminal lavestigation _ No. 2635 P 1/1
3b 04 14 06:18p The CR Dental ‘or y 630223 p.2

STATE OF IOWA
Crimfnal History Record

Request Form

“(ifappheable)
e Yenned tj

To: lom; Divisiom of Crisninal Ynvestigrelon
Suppon Operations Buveny, 1" Floor

21SE. X Sgyent . (QOO Agnton Plale NE
Des Moines, Iowa 50319 l;-"g :
(515) 728-6066 %;
(515) 725-6080 K, ”
= Phone: 354'61
Faxa S =

1 aw yequesting an Jown Criminul History Record Checle on

Last Name Guandatory) First Name ¢onadatony) Middle Namg gecommmded)
henneoy racdeline Nichole
Date of Birth omon) Gender (umamy)
D [20] 1943 Ovate  THpemste

Watver Informatlon: Withous a signed walver from the subject of the requeal,
be valesasable, pex Code of Yown, Chapter 692.2. For complete criminal history vec

complete ciiminal history record msy not
obtafa awalver signature Som the subject of the request.

wed informntion, ax nllowwed by 1aw, alvvays

Waiver Release: )hc'nsy Bive parmiszion for he nbove requeniing official (o conduel ma Jarvw criming! history recosd check with lh;Dl\'inim of Crxalnal
Invettigation (OCY, Auy aitinal Mitory data concermiugma tial is piainisined Ly the DCI tiay be colcasedihs atlowed by Loy,

E|
a
£

Asof S \\o \\'( , a search of the provided name and date o

1Z2:1 Hd G- €33N
3

bitth revesaled:

1LSIAH

HOLIW
TYRIRING 4

O No Iows Criminal History Record found with DCI

)

F Iowa Criminal History R;mrd attached, DCI # q \{ s &00
. DCI initials &k .
please Fo esu \X “Tg
The DL Oe o *

Recelved Time Feb, 10 2014 3 mNo 414%5‘ 2-8 \ - (0q

o4 Tiawa Cak Ai4A  A.12DM B. 0490




ikt lg..'fl"*]‘.-.;'l i
THICATTONIORD

£ ":;.;".'i-f;: |||44!I'|J" fl"F;é:ngf

As part of the application process, the lowa Dental Board requires that the school at which the applicant received her/his
dental assisting education complete this form. The completed form must be mailed directly from the school to the TOWA
DENTAXL BOARD. Any processing fees are the applicant’s responsibility, The applicant’s signature authorizes release
of information, favorable or otherwise, directly to the Board.

Print Name: mm&_bl_\mg_ﬁg_ﬁheék&. Date of Birth or Last 4 of ssn: JJJJJJ—

Signature: _ Date: \0"2.2 12

Woerk o e Rk ki ok ok o e s Ak A WAl o e e ke Fededk e d Rt ek ok ek ook dedroke e ek de ok drkdr e Aok K dob dede etk ek sk dede e
This partion of the fimm should be completed by the school

IT IS HEREBY CERTIFIED THAT padelv~2  Wicwnole ~
TName ol Apphci 'ml; - ka‘ —

. RECEIVED DENTAL ASSISTING EDUCATIONAT_K\CKwoood O e posien o Colleaye

\ : ,

LOCATED AT, o\ \‘ v 1S o]
) _ Frad

FROM Eavacppns 22,.293T0 pece A2, 0

" GRANTED A DIPLOMA WITH THE DEGREE OF

DATE DIPLOMA Recervep | | (fm

nth/Y ear)
Was the school accredited by the Commission on Dental Accredijafion of the American Dental Association at the time the
applicant graduated? ] . -Yes : No \/

Did the student ever receive a waming, reprimand? Yes No
‘Was the student placed on probation or disciplined?  Yes ~ No \/

If yes, please provide details concerning the action takeﬁ.

g g ey,
Title il 3 K/ "’.:, SCHOOL SEAL

‘ RN E
AR "‘b\ . CoMMUNIT,,

Signature ° Date ,‘!
421 z ﬂ ¢l
Phone # {q- - Fax # )?‘ fy}
Return Completed Form to: B : - e .:( -'qt %
IOWA DENTAL BOARD s H‘" “.,‘L ROUNDED 1 95$

400 S.W. 8th St, Suite D
Des Moines, JA 50309-4687
Phone (515) 281-5157

RDA/QDA Application - IAC 650—Ch, 20 & 22
Updated: 10/‘30_/11

LR e Ly N T T weente ®
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