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OBJECTIVES

• The audience will review the history of dental anesthesia

• The audience will be able to describe the various ways in which 
anesthesia is currently provided for dental care

• The audience will review safety guidelines for the practice of dental 
anesthesia



DISCLOSURES

• NO Financial Disclosure

• Have worked closely with a merican Academy of 
Pediatrics , California Society of Anesthesiologists  
American Society of Dentist Anesthesiologists , 
California Society of Dentists Anesthesiologists on 
dental safety









WAIT WHAT???

• Why the heck 
was no-one 
doing 
anything????



SINGLE OPERATOR MODEL

• One “Anesthesia Permit Holder” 
directs and anesthesia and 
performs the surgery/procedure

• Dental assistant “monitors”

• Confusing and variable 
terminology

Finley dies after “oral 
moderate sedation”



HISTORY OF DENTAL ANESTHESIA

• 1990’s American Society of Dentist 
Anesthesiology

• New Dentist Anesthesiology Residency 
Programs

• OFMS residency now 6 years with 5 months of 
anesthesia + office based sedation

• Rise of the Single Operator/Surgeon 
Anesthetist/Anesthesia Team Model 22 yo old Jared 



DENTIST ANESTHESIOLOGIST

• 3 years of residency after dental school 

• 8 Dental Anesthesia residencies in the USA

• 1 in Toronto

• American Dental Association’s National Commission on 
Recognition of Dental Specialties and Certifying Boards recognizes 
dental anesthesiology 2019

https://www.ada.org/~/media/CODA/Files/Dental_Anesthesiology_Standards.pdf?la=enhttps://www.adba.org



SURGEON/ ANESTHETIST MODEL 

• Oral surgeon or dentist 
perform procedure and 
anesthesia

• Dental assistants watch 
monitors 

• Dental Assistants have  
minimal medical education 
and training

Salomen Barthos Jr.



SINGLE OPERATOR MODEL

• Dental Anesthesia 
Assistant National 
Certification Examination 
(DAANCE)

• 36 hours online education 
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Level of education Basic Advanced

Dental Assistant High School On-the job

Dental Anesthesia 
Assistant (DAANCE)

High School, 6 months 
practice

On-line education (36 hours), 
National Examination

Dental Sedation 
Assistant (California 
only)

High School, 12 months 
practice

On site hands on and online 
education, (110 hours) State 
Examination

Dental Hygienist 2-4-year Associate or Bachelor’s degree, 
National Certifying Exam

Table 1: Level of education required in Dental Paraprofessional Positions,
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PROBLEM:

Different standard of care and practice in dental 
sedation 

State to State variability

Excessive morbidity and mortality

Lack of transparency



CURRENT STATE IN DENTISTRY

• States do not track deaths or adverse events
• Mandatory Reporting Death or Hospital Transfer , Report to the Dental Board of 

California within 7 days:

• "(A)the death …during the performance of any dental or dental hygiene procedure;

• (B) the discovery of the death of a patient whose death is related to a dental or dental 
hygiene …

• (C) except for a scheduled hospitalization, the removal to a hospital or emergency center 
for medical treatment of any patient …

https://www.saferanesthesia.com/california-dental-sedation-
laws BPC Division 2, Chapter 4, Article 1, Section 1601.2

https://www.saferanesthesia.com/california-dental-sedation-laws


ANESTHESIA PERMIT 
HOLDERS?

• Oral Maxillofacial 
Surgeons 

• Anesthesiologists, 
CRNAs, CAAs

• Dentist Anesthesiologist

• Dentist with 
“Anesthesia Permit”



WHAT IS THE INCIDENCE OF 
ADVERSE EVENTS?

• NO-ONE knows:

• Oral and Maxillofacial Surgery National 
Insurance Company study: death or serious 
neurologic injury = 1:348 602

• One death every 4-6 weeks 
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MORTAZAVI H, ET.AL. DEATH RATE OF DENTAL ANAESTHESIA. J CLIN DIAGN RES. 
2017;11(6):2017/24813.10009

Total: 3:1,000,000
1:327,684



• Started in 2005 as a  component of the Society for Pediatric Anesthesia by 
Don Tyler MD

• The purpose of Wake up Safe is to improve processes of care and outcomes 
for newborns, infants, and children in the perioperative environment.

• To define and measure Quality,  and develop Quality Improvement Systems in Pediatric 
Anesthesia to  develop ways of measuring quality in pediatric anesthesia care.

• To provide data to allow research about adverse events in pediatric perioperative care.

• Develop a registry, analyze and devise strategies to prevent  of adverse events in 
pediatric perioperative care.

• Wake Up Safe estimate: 0 : ~2million 

http://wakeupsafe.org



PEDIATRIC SEDATION 
RESEARCH CONSORTIUM

• NO anesthesia or sedation 
related deaths or serious 
adverse events  in 500,000 
reported cases

• Adverse events did occur, but 
were safely managed



CALEB’S LAW

• http://www.calebslaw.org

Part 1 : 

1. Study by California Dental Board on Pediatric 
Dental  Anesthesia Safety

2. Consent re different practice model

3. Epidemiological data collection

http://www.calebslaw.org/


1. High quality pediatric outcomes data

2. Update definitions to follow ASA 

3. Restructure the dental sedation and anesthesia 
permit system

4. Update equipment and records

5. Collect data that will allow the future study

https://www.dbc.ca.gov/formspubs/pediatric_recommendations.pdf

https://www.dbc.ca.gov/formspubs/pediatric_recommendations.pdf


CALEB’S LAW

• http://www.calebslaw.org

• Part 2: Codifying CDB recommendations

• Separate qualified provider 

• High quality data collection 

http://www.calebslaw.org/


CALEB’S LAW

• Part 2: Codifying CDB recommendations

• separate qualified provider 

• High quality data collection 

DID NOT PASS



WHY DIDN'T CALEB’S LAW 
PASS?

• Limits Access to Care

• “Oh there’s no proof that 
having a separate person 
providing sedation and 
anesthesia is actually safer 
in anesthesia “



GUIDELINES CHANGED!

• For Deep Sedation and 
General Anesthesia 
there must be one 
qualified  independent 
anesthesia provider

• At least one other 
person who is PALS or 
APLES trained



“overly restrictive 
guidelines based on 
hyperbole, opinion, and 
fueled by emotion……will 
do significant harm by 
reducing access to care, 

by increasing cost,
and limiting resources

AAOMS RESPONSE

Marvelena Rady 



THE UNIQUE OMS ANESTHESIA TEAM MODEL 
HAS CONSISTENTLY BEEN PROVEN AS SAFE, 
EFFECTIVE AND AFFORDABLE.. 

• Mortality = 1:327,684
• 1 death every 4-6 weeks

Oral Surgery, Oral Medicine, Oral Pathology and Oral Radiology
Volume 123, Issue 2, February 2017, Pages 194-204.e10

https://www.sciencedirect.com/science/journal/22124403
https://www.sciencedirect.com/science/journal/22124403/123/2


OTHER ISSUES WITH DENTAL ANESTHESIA 
SEDATION 

• Mykel received a “shot” 
from an anesthesiologist 

• Did not wake up



'I JUST WANT ANSWERS': MOM DEVASTATED AFTER 
TODDLER DIES IN DENTAL PROCEDURE
APRIL 1, 2016, 11:05 AM PDT / SOURCE: TODAY
BY LINDA CARROLL

Pediatrics December 2017, VOLUME 140 / ISSUE 6
Ethics Rounds Ethics Rounds: Death After Pediatric 
Dental Anesthesia: An Avoidable Tragedy? Helen 
Lee, Peter Milgrom, Colleen E. Huebner, Philip 
Weinstein, Wylie Burke, Erika Blacksher, John D. 
Lantos

Dental caries in kids are epidemic 
levels, 
AAPD: tooth decay common 
chronic childhood disease

https://pediatrics.aappublications.org/
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TODDLER WHO DIED AFTER DENTAL PROCEDURE WAS 
HOOKED UP TO EMPTY OXYGEN TANK AS STAFF MUTED 

HEART ALARM
JAN 2018

“the alarm went off an 
additional three to four 
times – each time silenced 
by the Kool Smiles staff 
member – until the staff 
member finally removed 
the monitor from Zion and 
stated that the device does 
not work on children,”



DENTAL ANESTHESIA INCIDENT REPORTING SYSTEM-
DAIRS

• Voluntary

• “Modeled” on the Anesthesia 
Incident Reporting System

• No Denominator

• So far no data



DEATHS ASSOCIATED WITH GA FOR DENTISTRY 1948 – 2016: THE 
EVOLUTION OF A POLICY FOR GENERAL ANAESTHESIA (GA) FOR 

DENTAL TREATMENT, HELIYON JAN 2020

• “Prior to 2001 there is a strong 
correlation between the number of 
GA's per annum and deaths. Since 
2001, when the UK government 
directed that all GAs for dentistry 
must be administered in a hospital 
with Intensive Care facilities the 
number of deaths per annum has 
reduced to nil.”



SO WHAT CAN WE DO?

• EDUCATE, EDUCATE EDUCATE

• COLLABORATE

• Urge good DATA Collection 
Tools,

• Strong NROA guidelines that 
apply to all practitioners and all 
location 

• Use SoMe to spread the word 
@ritaagarwal6



5 y.o Dylan 
Dill Man

8 y.o Raven 

17 y.o Jennifer

5 y.o
Diamond

Maddox 22 
mos

13 y.o Marissa

51 y.o Corey


