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BEFORE THE NEVADA STATE BOARD OF DENTAL EXAMINERS

13

Motion to Dismiss First Amended
Complaint For Prosecution’s Failure to
Meet Burden of Proof

Complainant,
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vs.
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CASE NO.: LL-384-14-1978

NEVADA STATE BOARD OF DENTAL
EXAMINERS,

Oral Argument Requested

ANTONINA CAPURRO, DMD,
Respondent.
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Respondent Antonina Capurro, DMD (“Dr. Capurro” or “Respondent”), by and through

20

undersigned counsel, respectfully submits to the Nevada State Board of Dental Examiners (the

21

“Board”) this Motion to Dismiss First Amended Complaint for Prosecution’s Failure to Meet

22

Burden of Proof.

23

Prosecution in this matter failed to establish each element of the two-count First Amended

24

Complaint (the “Complaint”) by a preponderance of evidence and cannot successfully establish

25

any violations of the law by Dr. Capurro because the alleged conduct was approved and directed

26

by state authority.

27

///

As discussed herein, the Board’s attorneys/investigators serving as the

28
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1

I.

2
3

Introduction
“The mission of the Nevada State Board of Dental Examiners is to protect the dental health

interest of Nevadans by developing and maintaining programs to:

4
5
6
7

•

Ensure that only qualified professionals are licensed to practice dentistry and dental
hygiene.

•

Ensure that violators of the laws regulating the dental and dental hygiene
professions are sanctioned as appropriate.” 1

8

The Board’s mandate oversees the licensing, administrative and disciplinary proceedings

9

of the hundreds of dentists in Nevada. Dentists, dental hygienists, and the public, alike, look to

10

the Board for authority, guidance and protection.
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The Board has long known and been acquainted with the work that Dr. Capurro performed
as a visiting faculty member at the University of Nevada, Las Vegas, School of Dental Medicine
(“UNLV SDM”), as the State’s first Dental Health Officer (“DHO”), and as a limited licensee
whose license was granted and continuously renewed by this Board from 2014 through June 30,
2021.
This Board invited Dr. Capurro to apply for a limited license in 2014. This Board reviewed

17
18
19
20
21

Dr. Capurro’s qualifications for a limited license, including vetting her academic performance in
dental school, and this Board granted a limited license to her. When UNLV SDM provided Dr.
Capurro to the Department of Health and Human Services (DHHS) to serve as DHO in 2016, the
Board followed up and was satisfied that Dr. Capurro still qualified for the limited license.

22

Since 2016, Dr. Capurro has honorably and dutifully served as Nevada’s DHO. In this

23

role, she has worked tirelessly to promote Nevadans’ dental health all throughout the state,

24

including in those areas and among those communities that private practices did not reach and who

25

otherwise could not afford such services. During this time, Dr. Capurro’s work as DHO and

26

through this position, as head of Nevada’s Oral Health Program, has been entirely within the public

27
28

1

https://dental.nv.gov/About/MIssion/ (last visited August 16, 2021) (emphasis added).

2

1

eye, with her contracts approved by the Governor, Attorney General and Secretary of State in

2

public meetings and her work and findings presented online and in numerous public settings.
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Dr. Capurro’s meticulous compliance with rules and regulations in her line of work led her
to review her 2020 employment contract with UNLV SDM, with whom she has served as a
Visiting Faculty member since 2011, in advance of her planned and long-pre-approved trip in
November 2020 to rural Nevada to perform public health screenings at rural child care facilities.
Thus, Dr. Capurro discovered (what would eventually be revealed to be the deliberate) omission
by UNLV SDM of language that specifically provided for Dr. Capurro to utilize her limited license
throughout the state pursuant to UNLV SDM’s interlocal contract with the Nevada Department of
Health and Human Services, the agreement which set forth the scope of Dr. Capurro’s duties as
the state’s DHO.
Diligent as ever, in October 2020, Dr. Capurro sought – and obtained – reassurances from
both the Board’s General Counsel and her employer, UNLV SDM through the Dean of the Dental
School and UNLV SDM’s counsel’s own communications with the Board, that she could travel to
rural Nevada to perform Basic Screening Surveys pursuant to UNLV SDM’s interlocal contract
with Nevada’s Department of Education.

18

Yet, nearly a month later, after allowing Dr. Capurro to go on the trip and allegedly perform

19

screenings, the Board’s Executive Director suddenly and unlawfully expired Dr. Capurro’s license,

20

claiming she did not, at present, qualify for it. Dr. Capurro was able to obtain a preliminary

21

injunction requiring the Board to reinstate her license and provide her with due process if it sought

22

to investigate her for the same reasons that the Board unlawfully took it from her. Without regard

23

to this order, the Board’s staff continued to solicit and obtain information from third parties against

24

Dr. Capurro – long before this Board authorized any investigation of Dr. Capurro or issued a notice

25

of investigation to her. In April 2021, the Board then charged Dr. Capurro with two violations –

26

Count I: that she had somehow violated statutes because she did not ever qualify for a license the

27

Board continued to grant to her for six years, and Count II: that she had violated the limited license

28
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1

and thereby committed unprofessional conduct by allegedly performing the very screenings her

2

contracts clearly authorized and that she had specifically asked the Board if she could do.

3
4
5
6
7
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Instead, six months after the Board commenced its investigation into her license and three
months after commencing this hearing, it is clear that the Board’s Prosecution team lacks reliable,
probative and substantial evidence to support either of the charges against Dr. Capurro. Perhaps
fearful that the speculative conjecture upon which the case rests would collapse, the Prosecution
has avoided the witnesses and evidence that would directly address any concerns by the Board
regarding Dr. Capurro’s qualifications. Instead, after months of subpoenas, depositions, Board
hearing, witness testimony and thousands of pages of exhibits, in the end, the Prosecution has
failed to meet its burden of proof against Dr. Capurro as to either count.

11

As such, Dr. Capurro respectfully requests that the Board dismiss the Complaint forthwith.

12
II.

13

Factual Background

14

Dr. Capurro graduated from the University of Nevada, Las Vegas (“UNLV”) School of

15

Dental Medicine (“SDM”) in 2011 (Exhibit (“Exh.”) 25, CAPURRO 001). During her third year

16

of dental school, Dr. Capurro was the victim of an accident, and suffered concussions. On top of a

17

life-long struggle with dyslexia, for which she was entitled to academic accommodations during

18

all phases of her education, the concussions impaired Dr. Capurro’s depth perception Exh. 25,

19

CAPURRO 002-03). As a result, the school graduated Dr. Capurro with a limitation on her

20

transcript specifically stating the transcript should not be used to sit for clinical examination. Exh.

21

26.

22
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25
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27

Recognizing Dr. Capurro’s acumen and commitment, UNLV SDM hired Dr. Capurro
directly upon graduation. She remained a visiting faculty member from 2011 through June 30,
2021. Given that Dr. Capurro’s training and abilities included the work routinely performed by a
dental hygienist, in 2014 she prepared for and passed the National Board Dental Hygiene
Examination (NBDHE) and Western Regional Examining Board (WREB) examination for dental
hygiene in 2014 (CAPURRO 004-05), and tried to apply for a license as a dental hygienist.

28
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1

The Board considered Dr. Capurro’s request to apply for a dental hygienist license at its

2

meeting on April 25, 2014. During a closed session, Dr. Capurro explained her situation and

3

provided copies of her medical records. After discussion, the Board determined she did not meet

4

the eligibility requirements for dental hygiene set forth in NRS 631.290 and issued an Advisory

5

Opinion to that effect (AO-14-0425, CAPURRO 006-09). However, as Dr. Capurro’s response to

6

the Board’s inquiry made clear, Exh. 25, Dr. Capurro was told by the Board’s then-counsel John

7

Hunt, Esq. that, as faculty at UNLV SDM among other qualifications (CAPURRO 010), she was

8

eligible for a limited dental license.
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As follow up to the April 25th meeting, Dr. Capurro received a letter from then-Executive
Director of the NSBDE Debra Shaffer-Kugel dated May 1, 2014 (CAPURRO 011-12) providing
her with the application packet for limited licensure and registration information for the
jurisprudence exam. Ms. Shaffer-Kugel’s letter states, “Upon receipt of all of the information
noted above, your application will be reviewed by the Secretary-Treasurer for compliance. If the
application is in compliance with the statutes and regulations, the application will be noticed at our
next regularly scheduled meeting for approval by the Board.” (CAPURRO 012, emphasis added.)
As stated in the minutes to the NSBDE meeting of August 1, 2014, “Dr. Pinther indicated that he
reviewed [Dr. Capurro’s] application, that it met the criteria, and recommended approval.”
(Emphasis added). Dr. Capurro’s limited license application was approved unanimously, with Dr.
Pinther abstaining (CAPURRO 013).
Since the limited license was issued in 2014, Dr. Capurro has applied for, and been granted,
annual renewals each year (each and together, the “License”). Most recently, her License was
renewed (under the leadership of the current Executive Director, current Board Counsel, and a
majority of the current Board members) on July 1, 2020, with an expiration date of June 30, 2021
(CAPURRO 014).
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Since the limited license was issued in 2014, Dr. Capurro has applied for, and been granted,

27

annual renewals each year (each and together, the “License”). Most recently, her License was

28

renewed (under the leadership of the current Executive Director, current Board Counsel, and a
5

1

majority of the current Board members) on July 1, 2020, with an expiration date of June 30, 2021

2

(CAPURRO 014).
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Since the initial issuance of Dr. Capurro’s limited license, her employer UNLV School of
Dental Medicine has outlined the scope of her work and established clinical limitations. This has
been in effect since 2014 and to date. In 2016, when Dr. Capurro was offered the position of State
Dental Health Officer (DHO) with the Department of Health and Human Services she was
informed that then Executive Director, Debra Shaffer-Kugel verified with the Board that Dr.
Capurro still met the qualifications for the limited license in fulfilling the DHO duties.
On or about October 26, 2020, Dr. Capurro emailed Mr. DiMaggio and current Board
Counsel Phillip W. Su, Esq. to request clarification of the geographic limitations under her License
pursuant to NRS 631.271(3)(a). Her question related to language in her current Employment
Agreement, defined below, with the Nevada System of Higher Education (“NSHE”) (CAPURRO
034-38). This email included a copy of the Employment Agreement.

15

On or about October 27, 2020, Dr. Capurro participated in a telephone call with Mr. Su

16

regarding NRS 631.271(3)(a), during which Mr. Su told her that the “statute is silent on geographic

17

restrictions and discusses completing duties as part of an employee's contract with NSHE” and

18

that the Board does not review employee contracts but Dr. Capurro could request an advisory

19

opinion. Exh. 25, Capurro 000067.

20

On or about October 30, 2020, Dr. Capurro participated in a telephone call with Mr.

21

DiMaggio and Mr. Su, during which, according to Dr. Capurro, Mr. DiMaggio and Mr. Su first

22

informed Dr. Capurro that she may not meet the licensing requirements set forth in NRS 631.271.

23

Id. Dr. was told the NSBDE had no papers in her licensing file, that it was empty, and they did

24

not understand under what conditions her License had been originally issued in 2014. Exh. 25.
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During the October 30th telephone call, Dr. Capurro was told by the Board’s General
Counsel and Executive Director that she needed to provide the NSBDE with paperwork to
substantiate the award of her initial License, or work with UNLV to clarify the scope of clinical

28
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1

practice permitted under the Employment Agreement. In addition, Mr. Su indicated to her there

2

was no hurry in submitting the requested documents, and that it probably would not matter until

3

the next renewal cycle in mid-2021. Nonetheless, Dr. Capurro found it very confusing that she was

4

suddenly given the burden of proving her qualifications for a license the NSBDE had already

5

determined she qualified for, and that the NSBDE had issued and renewed for six (6) years.
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Dr. Capurro emailed additional documents related to the 2020 License renewal, as well as
to the initial issuance of the License in 2014, to Mr. DiMaggio and Mr. Su on or about November
2, 2020 (“November 2 Email”).
The November 2 Email stated Dr. Capurro was “writing to provide [Mr. DiMaggio and
Mr. Su] with an update on the issue [she] initially requested [their] advice on,” and included a
forwarded message from Lily T. Garcia, DDS, Dean and Professor at UNLV SDM regarding
Capurro’s practice limits under the Employment Agreement. (CAPURRO 015).

14

On or about November 19, 2020, Dr. Capurro received an emailed copy of a letter from

15

Mr. DiMaggio, informing Dr. Capurro that the License “has been updated to ‘expired’ effective

16

November 19, 2020,” because Dr. Capurro allegedly “do[es] not satisfy the requirements for the

17

limited license,” specifically NRS 631.271(1)(c) or (e) (“Limited License Requirements”), based

18

upon Mr. DiMaggio’s review of the Employment Agreement which included the phrase “you have

19

no teaching responsibilities at UNLV School of Dental Medicine.” CAPURRO 016-18,

20

“Expiration Letter”).

21
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Neither the Expiration Letter nor any communications with Mr. DiMaggio, Mr. Su, or
anyone else at NSBDE offered or agreed to provide any rights of appeal as to the “expiration.”
As a direct result of Mr. DiMaggio’s premature “expiration” of the License, Dr. Capurro
was “notified to immediately cease-and-desist any and all practice of dentistry” in an email on
November 20, 2020, from UNLV Chief Compliance Officer Ron M. Blaze, Esq.
Mr. Richard Whitley, Director of the Nevada Department of Health and Human Services
(DHHS), submitted a letter to Mr. DiMaggio dated November 20, 2020 (CAPURRO 052)
7

1

outlining Dr. Capurro’s educational duties and her current dental public health residency internship

2

and practicum which is being completed through the interagency contract between UNLV and

3

DHHS.
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Pursuant to NRS 439.272, Capurro is required to “hold a current license to practice
dentistry issued pursuant to Chapter 631 of NRS.” As the direct result of Mr. DiMaggio’s
premature “expiration” of the License, Dr. Capurro was apparently not eligible to serve as DHO
and fulfill her obligations pursuant to the Employment Agreement.
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Dr. Capurro had no choice but to seek judicial intervention to protect her rights and interest
in the License, and her ability to earn a living in her chosen profession. On November 25, 2020,
Dr. Capurro filed for declaratory and injunctive relief against the NSBDE. (Clark County District
Court, case no. A-20-825438-J). After a temporary restraining order was awarded to “un-expire”
the License, a hearing was held on December 8th, 2020. Dr. Capurro’s Motion for Preliminary
Injunction was awarded, and her License has been in “active” until its expiration on June 30, 2021.

15

By law, the Board may commence an investigation into a licensee pursuant to a verified

16

complaint or authorized investigation. NRS 631.360. There is no – and never has been – any

17

complaint by any patient against Dr. Capurro. The Board did not authorize any such investigation

18

until January 20, 2021, and did not issue any Notice of Investigation to Dr. Capurro until February

19

19, 2021. Exh. 16. However, in violation of Dr. Capurro’s rights, the Board’s General Counsel

20

and Executive Director sought evidence from third party UNLV SDM and third party DHHS

21

before any such investigation was authorized. Exh. 143 (1/7/2021 Email from Board deputy

22

general counsel to Dir. Whitley demanding information about Dr. Capurro); NSBDE 001081.

23

III.

Legal Argument

24

Under NRS Chapter 622A, after the prosecutor has concluded her case in chief, a party

25

may file a motion “requesting dismissal of the charging document for failure of the prosecution to

26

meet the burden of proof.” NRS 622A.360(5)(a).

27

The prosecution must prove each element of each count by a preponderance of the

28

evidence. NRS 233B.121(9). “Preponderance of the evidence” means evidence that enables a
8

1

trier of fact to determine that the existence of the contested fact is more probable than the

2

nonexistence of the contested fact. NRS 233B.0375. As the Nevada Supreme Court has further

3

ruled, to hold up under judicial review, “the agency's factual determinations” must be “reasonably

4

supported by evidence of sufficient quality and quantity.” As the fact-finder, the Board “is charged

5

with making a decision based only on evidence of a type and amount that will ensure a fair and

6

impartial hearing.” See Nassiri v. Chiropractic Physicians' Bd., 130 Nev. 245, 249–50, 327 P.3d

7

487, 490 (2014), citing NRS 233B.125; State, Dep't of Motor Vehicles & Pub. Safety v. Evans,

8

114 Nev. 41, 44–45, 952 P.2d 958, 961 (1998); Steamboat Canal Co. v. Garson, 43 Nev. 298,

9

308–09, 185 P. 801, 804 (1919). “The administrative factfinder” must provide findings that “are

10

reasonably supported by sufficient, worthy evidence in the record.” Id. at 250.

11

Importantly, in reviewing an administrative agency’s decision, the Supreme Court of

12

Nevada has held that “[w]ith respect to a disciplinary proceeding against a licensed professional,

13

this court has an obligation ... to look beyond the label given to a conviction to the true nature of

14

the facts, in order to determine whether the underlying circumstances of the conviction warrant

15

discipline. The sole purpose of the power to revoke a physician's license is to protect the public.”

16

Mishler v. State of Nev. Bd. of Medical Examiners, 109 Nev. 287, 849 P.2d 291 (Nev. 1993)

17

(finding that the licensing board’s “power was not exercised for the proper and commendable

18

purpose of protecting the public from incompetent and negligent physicians” and that “[i]nstead,

19

the [b]oard wielded its power to ruin the career of an outspoken physician while simultaneously

20

protecting a possibly negligent or incompetent practitioner”) (citations and internal quotation

21

marks omitted).

22

Under NRS 631.271, “[t]he Board shall, without a clinical examination required by NRS

23

631.240 or 631.300, issue a limited license to practice dentistry or dental hygiene to a person who:”

24

(a) Is qualified for a license to practice dentistry or dental hygiene in this State;

25

(b) Pays the required application fee;

26
27

(c) Has entered into a contract with:

28
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1

(1) The Nevada System of Higher Education to provide services as a dental
intern, dental resident or instructor of dentistry or dental hygiene at an educational or
outpatient clinic, hospital or other facility of the Nevada System of Higher Education; or

2
3

(2) An accredited program of dentistry or dental hygiene of an institution which
is accredited by a regional educational accrediting organization that is recognized by the
United States Department of Education to provide services as a dental intern, dental
resident or instructor of dentistry or dental hygiene at an educational or outpatient clinic,
hospital or other facility of the institution and accredited by the Commission on Dental
Accreditation of the American Dental Association or its successor specialty accrediting
organization;

4
5
6
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8

(d) Satisfies the requirements of NRS 631.230 or 631.290, as appropriate; and

9

(e) Satisfies at least one of the following requirements:

10

(1) Has a license to practice dentistry or dental hygiene issued pursuant to the
laws of another state or territory of the United States, or the District of Columbia;

11

(2) Presents to the Board a certificate granted by the Western Regional
Examining Board which contains a notation that the person has passed, within the 5 years
immediately preceding the date of the application, a clinical examination administered by
the Western Regional Examining Board;

12
13
14

(3) Successfully passes a clinical examination approved by the Board and the
American Board of Dental Examiners; or

15
16

(4) Has the educational or outpatient clinic, hospital or other facility where the
person will provide services as a dental intern or dental resident in an internship or
residency program submit to the Board written confirmation that the person has been
appointed to a position in the program. If a person qualifies for a limited license pursuant
to this subparagraph, the limited license remains valid only while the person is actively
providing services as a dental intern or dental resident in the internship or residency
program and is in compliance with all other requirements for the limited license.

17
18
19
20
21
22
23
24
25
26
27
28

NRS 631.271 (2021).
Unprofessional conduct may include substandard care, NRS 631.3475, or the consistent
departure from prevailing standards of dental practice. NRS 631.230(c).
///
///
///
///
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A.

The Board Got It Right for Six Years and Despite Expending Significant
Board Resources, the Prosecutors Have Failed to Demonstrate Otherwise.

Count I of the Complaint alleges that Dr. Capurro violated Nevada Revised Statute Section

4

631.271(a), (c), and (e).

5

preponderance of the evidence that Dr. Capurro violated any of these sections either in her initial

6

application or any subsequent renewal.

7
8
9
10

Exh. 23, ¶ 32.

Board Prosecutors have failed to provide by a

The Complaint alleges that Dr. Capurro fails to meet NRS 631.271(a) because the limited
license degree “conferred upon her does not authorize her to pursue clinical examination, or to
engage in the clinical practice of dentistry or dental hygiene.” Id. at ¶ 34.

11

1. Dr. Capurro meets NRS 631.271(a).

12

Neither NRS Chapter 631 nor NAC Chapter 631 defines “qualified for a license to practice

13

dentistry” for the purposes of this section. Generally speaking, Dr. Capurro qualifies for a license

14
15
16
17
18
19

to practice dentistry as she has the requisite training and experience in dentistry, demonstrated by
her academic and examination qualifications. Exh. 25, Curriculum vitae of Dr. Capurro,
CAPURRO 019-030; Exh. 25, Letter from R. Michael Sanders, DMD dated April 10, 2014.
CAPURRO 032-33). None of the disqualifying criteria under the NSBDE’s statutes or regulations,
such as those listed at NRS 631.271(2), apply to Dr., Capurro.

20

2. Dr. Capurro meets NRS 631.271(c).

21

Dr. Capurro has been employed by UNLV since 2004 (CAPURRO 031). With regards to

22
23
24
25

the current active License, Dr. Capurro was employed as Visiting Assistant Professor in the
Biomedical Sciences Department within the UNLV SDM effective July 1, 2020. A January 27,
2021 UNLV verification of employment letter states that “currently, [Dr. Capurro] holds the title

26

of State Dental Health Officer/Visiting Assistant Professor for UNLV School of Dental Medicine

27

and works on a full-time basis of 40hrs per week” (CAPURRO 031). As stated in her Visiting

28
11

1

Faculty Employment Contract with UNLV SDM 2020 (CAPURRO 034-38, “Employment

2

Agreement”):

3
4
5
6
7
8
9
10

This appointment serves in part, in support of the “Interlocal contract between public
agencies, A contract between the State of Nevada acting by and through its Department
of Health and Human Services [DHHS], Division of Public and Behavioral Health
[DPBH]” [“Interlocal Contract”] in [her] role as Nevada State Dental Health Officer;
effective from July 1, 2020 to June 30, 2021. Interlocal contract terms apply to this
position….Your workload assignments are determined through DHHS, Division of
Public and Behavioral Health. You have no teaching responsibilities at UNLV School of
Dental Medicine.
Pursuant to the Interlocal Contract (CAPURRO 039-051), by and between UNLV SDM
and DPBH’s Bureau of Child, Family & Community Wellness Oral Health Program (“OHP”), the

11

Board of Regents of the Nevada System of Higher Education (“NSHE”), on behalf of the UNLV

12

SDM agreed to provide an academic faculty member to serve as the State Dental Health Officer

13

(“DHO”). Pursuant to the Employment Agreement, Dr. Capurro is that DHO; and pursuant to the

14
15
16
17
18
19
20
21
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Interlocal Contract, Dr. Capurro, as DHO, serves the OHP’s purpose:
to increase public knowledge and raise public awareness of the importance of oral
health and to educate the residents of this State on matters relating to oral health,
including, without limitation:
• Proper oral hygiene;
• The factors that increase the risk of a person developing oral diseases; and
• The prevention and treatment of oral diseases.
Exh. 25, CAPURRO 046.
The Interlocal Contract was executed in accordance with NRS 277.180, which permits
any one or more public agencies to contract with any one or more other public agencies to

23

perform any governmental service, activity or undertaking which any of the public agencies

24

entering into the contract is authorized by law to perform.

25
26
27
28

As explained by DHHS Director Richard Whitley in a letter to NSBDE Executive
Director Frank DiMaggio dated November 20, 2020 (CAPURRO 052), “Dr. Capurro’s
employment is through [UNLV SDM] in fulfillment of a contract with [DHHS, DPBH]. In
12

1

this role, Dr., Capurro is expected to provide instruction and dental education to both dental

2

and dental hygiene students, medical professionals, legislators, and Division staff.”

3
4
5
6
7

Therefore, in accordance with NRS 631.271(1)(c)(1), Dr. Capurro (i) is contracted
with NSHE (ii) as Visiting Faculty (“instructor”) at UNLV SDM (iii) providing services at
the OHP (“facility of NSHE”), by virtue of (a) the Employment Agreement, (b) the Interlocal
Contract, and (c) NRS 277.180.

8

Thus, Dr. Capurro meets Requirement (c) by satisfying NRS 631.271(1)(c)(1). The

9

prosecutions efforts to limit the Board’s consideration to Dr. Capurro’s 2020 contract fails

10

basic contract interpretation, simple logic and the Prosecution’s burden to show Dr. Capurro

11
12
13
14

did not have such valid contract.
3. Dr. Capurro meets NRS 631.271(3)(e).
To satisfy Requirement (e), Dr. Capurro must satisfy one (1) of NRS 631.271(1)(e)(1)

15

through (4). Dr. Capurro admittedly does not satisfy (e)(1) or (e)(3); however, she satisfies

16

both (e)(2) and (e)(4).

17
18
19
20
21
22

Pursuant to NRS 631.271(1)(e)(2), a limited license applicant must present to the
Board “a certificate granted by the Western Regional Examining Board [“WREB”] which
contains a notation that the person has passed, within the 5 years immediately preceding the
date of the application, a clinical examination administered by the [WREB].” Dr. Capurro
passed “a clinical examination administered by the [WREB]” on April 15, 2014, the same

23

year she applied for and was granted her initial limited license, and submitted proof of the

24

same with her initial license application (CAPURRO 005).2 Dr. Capurro therefore satisfies

25

requirement (e)(2).

26
27
28

Pursuant to NRS 631.271(1)(e)(4), a limited license applicant must “ha[ve] the
educational or outpatient clinic, hospital or other facility where the person will provide
13

1

services as a dental intern or dental resident in an internship or residency program submit to

2

the Board written confirmation that the person has been appointed to a position in the

3
4
5
6

program.” In essence, the applicant must provide proof that he or she is a dental intern or
resident in an internship or residency program. While Dr. Capurro was not a resident at the
time she applied for initial licensure in 2014, she was admitted to the Dental Public Health

7

Residency Program of A.T. Still University as of Fall 2019 (“Residency”). (CAPURRO 053.)

8

As evidenced by the Practicum Memorandum of Agreement by and between the Masters in

9

Public Health Program, College of Graduate Health Studies, A.T. Still University (“ATSU”)

10

and the Board of Regents of NSHE on behalf of UNLV SDM dated July 21, 2020 (CAPURRO

11
12
13
14

054-58, “MOU”), UNLV SDM serves as a practice placement site for the Residency. As set
forth in the ATSU Applied Practice Experience Learning Agreement of September 24, 2020
(CAPURRO 059-064, “Learning Agreement”), Dr. Capurro is the primary investigator of a

15

project to promote oral health and prevent tooth decay amongst 3 to 5 year olds in licensed

16

childcare programs in rural Nevada (“Research Project”). The Research Project is a

17

requirement of the Residency, conducted through the Nevada Oral Health Program (“OHP”)

18
19
20
21
22
23
24
25
26
27
28

housed within UNLV SDM. The Research Project is conducted under the preceptorship of
Christina Demopoulos, DDS, who holds a specialty license (#S8-17) from the NSBDE. The
dental concentration competencies derived from the Research Project under the Learning
Agreement are:
•
•
•
populations;
•
•

Integrate the social determinants of health into dental public health practice;
Demonstrate ethical decision-making in the practice of dental health;
Apply and evaluate evidence to address oral health issues for individuals and
Lead collaborations on oral and public health issues; and
Evaluate systems of care that impact oral health.

Additionally, ATSU considered this program a “Dental Public Health Residency
Program.” Exh. 28, ATSU00043.
14

1
2
3
4
5

As detailed above, Dr. Capurro satisfies Requirement(e) on not just one, but two
grounds:
•
(e)(2): Dr. Capurro passed a clinical WREB examination the same year she
was initially licensed; and
•
(e)(4): As of fall 2019, Dr. Capurro is a dental resident through the ATSU
Dental Public Health Residency Program, with UNLV SDM as her practice placement site.

6

B.

7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27

The Only Evidence as to Dr. Capurro’s Conduct Establishes Professional
Compliance with Practice Standards, this Board’s Guidance, and the Law.

The Prosecution has spent nearly four months attempting to paint Dr. Capurro as an
unsupervised, lawless rogue, bent on circumventing the boundaries of her license for the nefarious
purpose of assessing dental needs of young rural populations in Nevada. The evidence fails to
match this narrative.

Instead, it is clear that Dr. Capurro relied on the Board and state

representatives, to include the Board of Examiners (comprised of the Governor, the Attorney
General and the Secretary of State) to ensure compliance with the law. Dr. Capurro sought and
obtained approval in 2017 to travel to rural Nevada and perform BSS screenings in May 2017, as
her employment contract clearly reflects. She sought, and received approval, from Dean Garcia
and Professor Cappelli, through their October 28, 2020, memo to her, and, based on their own
testimony, their consultation with UNLV SDM general counsel David Keene and Compliance
Officer Ron Blaze. She sought and obtained approval verbally from this Board’s general counselturned prosecutor- Phil Su, who specifically advised the statute was silent on geography.
She relied on that guidance, and to the extent the alleged oral screenings occurred, the only
evidence in the record reflects that they were well received, the communities thankful and happy
with the services. It cannot be emphasized enough that not a single child or parent ever complained
about any services allegedly provided by Dr. Capurro. As such, the prosecution has failed to meet
its burden as to Count II and it must fail.
///
///
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C.

The Prosecution Cannot Prove Its Case Because Dr. Capurro Relied Upon the
Board’s Public Authority and Any Alleged Violations Were the Result of
Entrapment.

During the July 28 hearing of this matter, Dr. Capurro elicited testimony to show that the
conduct for which she was charged—to the extent it may even be proven—was at all times done
under the direction of her employer, the State of Nevada, and pursuant to the license she was
granted by the Board. The prosecutors objected to the relevance of such testimony, and Dr.
Capurro’s counsel explained why the testimony was being sought. In response to her explanation,
Board President Moore asked whether a driver’s mother telling the driver to speed would make
the speeding legal, in an attempt to declare that the testimony was, in fact, irrelevant.
But this statement demonstrates a clear misapprehension of applicable law, as well as the
facts and legal issues in this case. Under the “entrapment by estoppel” and “public authority”
doctrines, a person may not be held liable, or found guilty, of committing an offense where a
government actor instructs the individual to engage in the conduct at issue. So, in this case, it is
not simply a driver’s mother telling the driver to speed, but rather a police officer doing so, and
then attempting to write a speeding ticket after instructing the driver to speed. Such conduct by
state actors is not permissible.
Beginning with entrapment by estoppel, the doctrine applies “when an official tells the
defendant that certain conduct is legal and the defendant believes the official.” See U.S. v.
Tallmadge, 829 F.2d 767, 773 (9th Cir. 1987) (quoting United States v. Hsieh Hui Mei Chen, 754
F.2d 817 (9th Cir.), cert. denied, 471 U.S. 1139 (1985)). The United States Supreme Court has
held that, in such circumstances, a conviction of the defendant would violate the Due Process
Clause of the Constitution, as individuals should not be punished for listening to state actors. See
id. (citing Cox v. Louisiana, 379 U.S. 559, 571 (1965)). This type of defense is available in both
criminal and administrative settings. See Patty v. Bd. of Med. Exam’rs, 9 Cal. 356, 477 (1973).
In this case, the prosecution has not only set forth evidence to show that the doctrine
applies, but it has failed to demonstrate any way that the Board could prevail on its claims against
Dr. Capurro, in light of the same. Beginning with Count I of the First Amended Complaint
16

1

(“Complaint”), the Board alleges that Dr. Capurro does not qualify for her limited license, and it

2

should therefore be revoked. Beyond the fact that the Board has no ability to revoke an already

3

expired license, the Board cannot now punish Dr. Capurro by stating that she does not qualify for

4

her license, when the Board affirmed her ability to maintain the license for seven years straight.

5

There is no dispute that Dr. Capurro obtained a limited license pursuant to NRS 631.271,

6

on August 1, 2014. There is also no dispute that she maintained that license, which was renewed

7

each and every year until it expired naturally on June 30, 2021. Throughout this time, the Board

8

was in communication with the UNLV SDM, and affirmatively renewed Dr. Capurro’s license

9

without exception.

10

Now, apparently regretful of its rubber-stamp policy of renewing licenses, the Board has

11

taken aim at Dr. Capurro, to try to blame her for the Board’s lack of diligence. While Dr. Capurro

12

maintains that she has been qualified to hold her limited license at all times it has been in effect,

13

the Board has told her nothing that would give her any reason to believe she was not qualified to

14

hold her license at any moment in time. To the contrary, the Board has represented to Dr. Capurro,

15

for the last seven years, that she is qualified to hold her limited license, in connection with her

16

positions as a Visiting Professor at UNLV SDM, and as the State’s DHO. Because the Board has

17

done nothing but tell Dr. Capurro that she is qualified to hold her license, and Dr. Capurro has

18

simply relied on the Board’s representation, there is nothing the prosecutors have shown—nor can

19

they show—that would entitle the Board to go back on its word and punish Dr. Capurro for simply

20

maintaining the license that the Board granted her. Because the Board is estopped from revoking

21

Dr. Capurro’s license, Count I in the Complaint must be dismissed.

22

The same is true with regard to Count II. Count II of the Complaint—though vague as to

23

time, scope, and what conduct exactly is at issue—appears to allege that Dr. Capurro acted outside

24

the scope of her limited license, by conducting “‘open-mouth” screenings including a visual

25

observation of the child’s dental health with a mouth mirror and a light.” See Complaint ¶ 42. To

26

the extent that any of the prosecutor’s evidence has tended to show this, the prosecutors cannot

27

prevail, because Dr. Capurro’s actions have at all times been at the direction of UNLV SDM,

28

DHHS, and the Nevada State Governor’s Office.
17

1

The prosecutors have only attempted to prove that Dr. Capurro performed dental screenings

2

on children in rural communities in 2017 and 2021. To the extent that they have shown any facts

3

to prove these claims, all of the conduct indisputably was done at the direction of the State of

4

Nevada. By way of example, the trips at issue in 2017 were part of a state-run program called the

5

Nevada Head Start Oral Health Survey. See generally Nevada Head Start Oral Health Survey 2017

6

Report (“2017 Survey”), attached hereto as Exhibit 1. Dr. Capurro’s role as a dental screener in

7

this program, and the program as a whole, were not only directed, but celebrated and ratified by

8

the Governor’s Office, DHHS, DHHS’s Division of Public and Behavioral Health, and the State’s

9

Chief Medical Officer. See id. at 1. The program “was a result of collaborative effort, support,

10

and funding from the Division of Public and Behavioral Health, the Department of Education

11

Office of Early Learning and Development, and the Association of State and Territorial Dental

12

Directors.” See id. at 2.

13

In light of the State of Nevada’s clear role in funding, celebrating, and ratifying this

14

program, including Dr. Capurro’s involvement, there is nothing that the Board has shown during

15

this hearing, that would entitle it to overcome the entrapment by estoppel defense. The same is

16

true with regard to the 2021 program, which was organized and funded by the same parties as the

17

2017 iteration, except that this time, A.T. Still University and UNLV SDM were also a part of the

18

program. See Nevada Licensed Childcare Center Survey 2021 (“2021 Survey”), attached hereto

19

as Exhibit 2, at 1-2. Because Dr. Capurro was at all times relying on the statements and direction

20

of state actors when engaging in these projects, the Board—which is also an agency of the State

21

of Nevada—cannot now punish Dr. Capurro for her good faith reliance on the Board’s, DHHS’s,

22

UNLV SDM’s, and other Nevada agencies’ direction for her to carry out her duties as the State’s

23

DHO.

24

The “public authority” defense provides a similar principle, but applies where the

25

defendant (or Respondent in this case) reasonably relied on the authority of a government official

26

to engage in certain conduct which was later alleged to be unlawful. See United States v. Baptista-

27

Rodriguez, 17 F.3d 1354, 1368 n.18 (1994). “The validity of this defense depends upon whether

28

the government agent in fact had the authority to empower the defendant to perform the acts in
18

1

question. . . . A defendant legitimately may rely . . . on a government official’s real authority to

2

authorize the defendant’s conduct. See id.

3

Here, Dr. Capurro’s alleged conduct was all done in reliance on (i) the Board’s grant of her

4

license; and (ii) the various government agencies’, as well as the Governor’s, approval and

5

direction of her conduct. As such, there is nothing that the Board has shown in this proceeding,

6

that could overcome the applicability of either the defense of entrapment by estoppel or public

7

authority, and the Complaint against Dr. Capurro must be dismissed.

8

D.

9

The Board’s Investigation and Prosecution Violate Dr. Capurro’s Due Process
Rights.

10

The prosecutors have admitted no evidence to show that this proceeding, or the

11

investigation leading up to it, can be valid in light of their procedural flaws. Dr. Capurro has made

12

several motions 2 and admitted evidence to show that the Board forced this matter forward to a

13

hearing, 3 without regard for a variety of Nevada statutes, regulations, and the Board’s own policies.

14

In response, the prosecutors have provided absolutely no evidence to show that the proceedings

15

were compliant with law, and they have therefore failed to satisfy their burden in that regard. As

16

set forth in Dr. Capurro’s motions before, if violations of law, regulations, or Board policies are

17

found, this entire proceeding is void, and the prosecutors cannot prevail in their case. See Citizens

18

to Preserve Overton Park, Inc. v. Volpe, 401 U.S. 402, 413-14 (1971) (citing 5 U.S.C. §§

19

706(2)(A)-(D)), abrogated on other grounds, Califano v. Sanders, 430 U.S. 99, 105 (1977).
The first glaring error in this proceeding is that the Board conducted an unauthorized

20
21
22
23
24
25
26
27
28

2

Similar to the motion to dismiss for mootness, Dr. Capurro learned of the primary grounds for her
motions to dismiss this case for violations of law, as well as applicable regulations and Board policies, less
than ten days before commencement of this hearing. While the motion does not even fall within the types
of motions that must be brought within that time, the Board has elected to turn a blind eye to these issues,
by denying leave and stating the motion was “untimely,” without providing any factually or legally
sufficient basis for such a ruling. In any event, the Board members were given a copy of that motion, which
is incorporated by reference herein.
3

At several points in time, including the Board’s March 16, 2021 hearing, at 38:28, Board Counsel
Phil Su misrepresented to the Board that it was required to conduct a formal hearing in this matter. To the
contrary, the District Court order on the matter only required that the Board give Dr. Capurro due process,
in the event it intended to suspend, annul, or revoke Dr. Capurro’s license. This required the Board, at a
minimum, to follow applicable laws in its investigatory and disciplinary proceedings, which it has failed
miserably in doing.

19

1

investigation of this matter, before it made a motion to investigate Dr. Capurro, as required by

2

statute. There is no dispute that the Board voted to authorize an investigation of this matter on

3

January 20, 2021. What is disputed, and what the Board has failed to rectify, is its investigation

4

of this matter prior to having authority to do so.

5

On several occasions prior to January 20, 2021, Board counsel contacted third parties,

6

including Dr. Capurro’s employers, UNLV SDM and DHHS, to request information about her

7

license to use in this case. In a filing in this matter, Board counsel Phil Su admits that his office

8

reached out to Mr. Richard Whitley, Director of DHHS, to investigate Dr. Capurro’s limited

9

license. See Declaration of Phil Su, Esq., attached hereto as Exhibit 3, ¶ 18. He then tries to brush

10

it off as just a one-off occurrence and swears, under penalty of perjury, that he is “unaware of any

11

other effort, administrative or otherwise, to investigate Dr. Capurro’s licensure between the time

12

Mr. DiMaggio sent her the letter ‘expiring’ her license, and the day the Board authorized its

13

investigation against ‘Dr. Z.’” See id. ¶ 19. But the documents produced in this case alone show

14

that his statement is untrue.

15

By way of example, Mr. Su himself produced an email from David Keene, General Counsel

16

for the UNLV SDM, which showed that Phil Su and Frank DiMaggio had a phone call with David

17

Keene regarding this matter on January 7, 2021, and that they had additional email correspondence

18

on January 12. See Exhibit 4. Not only did Messrs. Su and DiMaggio reach out on that occasion,

19

but they produced privilege logs showing that they have withheld documents in this proceeding,

20

which appear to contain follow-up communications about the same subject between them and Mr.

21

Keene. See Privilege Log for Phil Su, Esq., attached hereto as Exhibit 5, pp. 3 (showing additional

22

correspondence between Mr. Su and David Keene on January 5, 2021, and January 12, 2021).

23

Without these documents, Dr. Capurro is unable to tell whether additional communications were

24

held, but at best, the Board made contact with both UNLV SDM and DHHS to investigate this

25

matter (i) after the District Court declared the Board was required to give Dr. Capurro due process;

26

and (ii) before the Board had authority to investigate.

27

Another fatal flaw with this proceeding is that the hearing master made public his

28

conclusions about this matter prior to the commencement of the hearing, and obtained confidential
20

1

information during the investigation, in violation of Nevada law. First, Board President Moore

2

violated NRS 233B.126, 4 by making public comments about the exact facts and legal conclusions

3

in this case. See Exhibit 6. The fact that at least four of his family members made almost identical

4

public statements in substance gives rise to a conclusion that other statements were made as well.

5

See Exhibit 7. Because impermissible ex parte communications were made, and because those

6

demonstrated Dr. Moore’s conclusions about this proceeding, the proceeding could not fairly

7

continue under his control.

8

To address this issue, Dr. Capurro’s counsel made a motion at the commencement of this

9

hearing to recuse Dr. Moore from this proceeding. In response, Dr. Moore stated that he could

10

remain impartial, and that everything he learned about this case was a matter of public record.

11

Upon review of the investigation of this case, however, this is simply untrue. On March 16, 2021,

12

Dr. Moore issued a subpoena to UNLV SDM, seeking records to be used in this proceeding. See

13

Exhibit 8. Not only did his issuance of the subpoena make Dr. Moore a part of the investigation

14

of this matter, but the subpoena itself referenced Dr. Capurro by name, rather than “Dr. Z,” as she

15

was known to the public at this time. See id. Because Dr. Moore—and potentially the rest of the

16

Board—participated in this investigation and had access to Dr. Capurro’s name and the facts

17

involved in this investigation prior to the commencement of this proceeding, the Board violated

18

NRS 631.368(1), 5 and this matter is irretrievably tainted. 6

19

The Board also has failed to show how that it complied with applicable law, by providing

20

Dr. Capurro with (1) an independent investigator or Preliminary Screening Consultant, throughout

21
22
23
24
25
26
27
28

4

NRS 233B.126 provides that “members or employees of an agency assigned to render a decision or to
make findings of fact and conclusions of law in a contested case shall not communicate, directly or
indirectly, in connection with any issue of fact, with any person or party, nor, in connection with any issue
of law, with any party or the party’s representative, except upon notice and opportunity to all parties to
participate.”
5

NRS 631.368(1) provides that “any records or information obtained during the course of an
investigation by the Board or a review panel appointed pursuant to NRS 631.3635 and any record of the
investigation or review are confidential.”
6

It is important for the Board to keep in mind that the Board could have appointed a neutral hearing
officer to hear this matter. See NRS 631.350(3). If it had done so, the Board members would not have had
to participate in this hearing.

21

1

the investigation; (2) that it gave Dr. Capurro a fair and independent review panel 7; (3) that it

2

provided Dr. Capurro with an informal hearing; or (4) that the Board’s policies ever changed, to

3

allow it to deprive its licensees of such protections. Without showing such facts, the prosecutors

4

have failed to satisfy their burden of proof in demonstrating that the Board complied with due

5

process requirements. Because they have failed to do so, this entire proceeding is rendered void

6

and must be dismissed.

7

IV.

Conclusion

8

Despite vigorous efforts, the Prosecution has come up grasping at speculation and

9

conjecture. This is not evidence, let alone a preponderance thereof. The Prosecution has failed to

10

meet its burden. The Board committed no errors in granting a license to Dr. Capurro in 2014 and

11

renewing it every year thereafter through June 30, 2021. The Prosecution has failed to prove

12

otherwise. Dr. Capurro relied on her contracts, her employer, and most importantly, on the Board

13

itself in undertaking any actions as the state’s DHO. She committed no unprofessional conduct

14

and the Prosecution has failed to prove otherwise. Public authority and entrapment defenses

15

prevent proving the charges in this case and due process violations riddle the entire proceedings.

16

Dr. Capurro thus respectfully requests that the Board dismiss the charges in this case.

17

Dated: August 16, 2021.
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SKLAR WILLIAMS PLLC
/s/ Nadia Ahmed
Crane M. Pomerantz, Esq.
Nevada Bar No. 14103
Nadia J. Ahmed, Esq.
Nevada Bar No.: 15489
David B. Barney, Esq.
Nevada Bar No.: 14681
410 South Rampart Blvd, Suite 350
Las Vegas, NV 89145
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Attorneys for Respondent

25
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27
28

7

Dr. Lee, a member of the review panel, has been a key person involved in the investigation of this
matter, as he has authorized a number of subpoenas to go out for documents and attendance of witnesses
during the investigation and this hearing. As a participant in the investigation, Dr. Lee cannot be a valid
member of the review panel. See generally NRS 631.3635 (providing that the review panel is an impartial
panel tasked with reviewing an investigator’s investigation—not conducting it).
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Introduction
In 2003, a dental screening was conducted by what was then the Nevada State Health
Division Oral Health Program to review oral health data on children enrolled in Nevada’s
Head Start programs. The protocol used for the screening was the Association of State and
Territorial Dental Directors (ASTDD) Basic Screening Survey (BSS). All 44 Head Start sites
were screened and a report was issued on the results1.
In 2007, Nevada’s Oral Health Program completed a second dental screening, and all 44
Head Start sites were again screened using the BSS protocol. A report from that survey
summarized the findings of the 2007 screening, compared the findings with Federal Healthy
People 2010 objectives, and provided high-level comparison between the 2003 and 2007
screening results2.
In 2017, the Nevada Division of Public and Behavioral Health (DPBH), Oral Health Program
partnered with the Department of Education’s Office of Early Learning and Development,
Head Start State Collaboration Office to conduct another dental screening to collect oral
health data on Nevada’s rural Head Start children. The BSS protocol was again used to
assess for caries, caries experience, untreated decay, and the need for urgent dental
treatment. All 16 Head Start Centers located in 11 of Nevada’s 17 counties were screened
(see Map 1 below). Las Vegas and Reno were not included in this survey because the Head
Starts in these greater metropolitan areas were already screened regularly through dental
hygiene programs at the College of Southern Nevada and Truckee Meadows Community
College, through Community Health Alliance, and through a research project conducted by
the University of Nevada Las Vegas School of Dental Medicine (UNLV-SDM). Overlap of
these similar projects in these regions was deemed undesirable.
Though all Head Start centers were not included in this survey, these data are important in
that they focus on oral health in Nevada’s rural population, and they document the extent of
oral health needs in young children in these rural areas. According to Oral Health in
America: A Report of the Surgeon General3, children from “low-income” families have more
tooth decay, more extensive tooth decay, and suffer more pain than children from families
with higher incomes. Screening results are expected to aid in targeted interventions to
prevent oral disease so that growth, development, and overall quality of life for all of
Nevada’s children is enhanced.

1http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/OH/Oral_Health_Program_Reports/healthysm

ilehappychildsurvey2003.pdf
2http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/OH/Oral_Health_Program_Reports/BSSheads
tart2007final73007.pdf
3U.S. Dept. of Health and Human Services. Oral Health in America: A Report of the Surgeon General.
Rockville, MD: U.S. Dept. of Health and Human Services, National Institute of Dental and Craniofacial
Research, National Institutes of health, 2000.
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Map 1: 2017 Head Start Oral Health Survey Locations
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Key Findings – 2017
•

26% of rural Head Start children in this survey had untreated decay, making dental
decay more than five times more prevalent than the parent-reported prevalence of
child asthma (which was about 5%) for children in this survey. While this finding
exceeds the Healthy People 2020 objective for untreated decay (21%), it does
represent a steady decline in untreated decay from Nevada’s 2003 and 2007 Head
Start surveys. Please see an explanation of Healthy People 2020 below.

•

31% of these rural Head Start children had treated decay. Types of restorations are
noted later in this report.

•

50% of rural Head Start children in this survey had untreated cavities and/or fillings
(caries experience). While exceeding the Healthy People 2020 objective of 30%,
this finding represents a decline in caries experience in Nevada’s 2003 and 2007
Head Start surveys.

•

76% of teeth with caries experience in these rural Head
Start children were treated; 24% were untreated.

•

29% of these rural Head Start children needed either
restorative or urgent dental care. This represents a
decline in restorative and urgent dental need from
Nevada’s 2003 and 2007 Head Start surveys.

Other key findings
• About 10% (43) reported that in the last 12 months their child could not get care
when they needed it. About 23% reported “other reason” as to why they could not
care; the next most reported reason was no insurance (11%).
•

Almost 72% (298) reported that the reason for their last dental visit was a “routine
check-up, examination or cleaning”. Just over 2% (9) reported that the child was
taken in because “something was wrong, bothering, or hurting”.

•

About two thirds of the parents of survey children provided a name for their dental
provider, while 15% of the parents stated that they had no dental provider.

•

A higher proportion of American Indian children in rural Head Start programs had
caries experience (62%) than did White (40%), Hispanic (49%) children, or those
children where Race/Ethnicity was stated as “Other” (45%).

•

A higher proportion of American Indian children in rural Head Start programs had
untreated decay (27%) than did White or Hispanic (23%) children.
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Methodology
Since all 16 rural Head Start locations were screened, the results of this screening are
reported as a “census.” It was determined that, rather than research, this dental screening
was considered an oral health surveillance effort to continue to monitor the oral health status
of this population.
Letters went out first to the Head Start Administrators, and after their approval, to Head Start
Coordinators at each site (see appendices). Follow-up calls were made to secure
participation, answer questions, and schedule a screening visit using a Scheduling Sheet
(see appendices). Packets for each child were then sent to each center with a letter to
parents, a fluoride varnish brochure, a consent form, and a questionnaire (see appendices).
All documents distributed to parents were available in English and Spanish. Follow-up
confirmation/reminder calls were made to the centers a week before the visit date, and then
the day before the visit.
The screening portion was based on the
ASTDD Basic Screening Survey (BSS)
protocol. All children with a signed positive
consent form who were present the day of
screening were screened in an area
designated by the Head Start Center. The
dental screenings were completed by the
Nevada-licensed State Dental Health
Officer and State Public Health Dental
Hygienist, who standardized together on
the BSS protocol beforehand. Screenings were conducted with a headlamp, disposable
gloves, a disposable mirror, and a cotton tip applicator (as needed to remove debris). A
fluoride varnish application was provided to those children with separate consent for the
fluoride varnish, no contraindications listed on the consent form, and willingness to
cooperate with the procedure. A recorder entered screening results for each child on paper
screening forms on-site and filled out “Take Home Findings” to be sent home with the child
that included post-fluoride varnish application instructions and dental tips. A list of low-cost
community dental clinics in Nevada was also attached (see appendices). Children received
a sticker and an oral health supply bag with a toothbrush, tooth paste, floss, and a timer for
use with brushing.
A Microsoft Access database was created and tested, and decision rules were written for
data entry. The recorder who entered the data on the hard copies in the field was trained to
enter all information into the database.
Conditions were recorded as follows:
1. Non-Cavitated White Spots (y/n) were marked yes if at least one tooth had
decalcification with no break in the enamel. Included were the number of teeth fitting
the description.
11

2. Untreated Decay (y/n) was marked if at least one tooth had a break in the enamel,
and included the number of teeth fitting the description.
3. Treated Decay (y/n) was marked if at least one tooth was extracted due to decay or
had amalgam (silver) or composite (white) fillings, stainless steel crowns, white-faced
crowns, or “other”. Included was the number of teeth fitting the description.
4. Treatment Urgency was considered the whole mouth, with “Urgent” marked for
signs or symptoms that included pain, or infection, swelling or soft tissue ulceration of
more than two-weeks’ duration as determined by questioning were present. “Early”
was marked if visible caries without accompanying signs or symptoms were present,
or there was spontaneous bleeding of the gums or suspicious white or red soft tissue
areas. “None” was marked if the child was without any of the problems listed above.
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Summary of BSS Protocol Changes Across Surveys
from 2003 – 2017
•

The 1999 version had one data element for race and another for ethnicity. Fieldtesting found two problems with the 1999 method – missing data, and the inability to
code multi-racial children. The 2003 version of BSS updated the method for
collecting race and ethnicity information by combining them into one question (to
reduce the amount of missing data), and included a code for multi-racial children.

•

The 1999 version of Basic Screening Surveys: An Approach to Monitoring
Community Oral Health included “untreated decay” and “caries experience” as two
of the screening indicators. Combining these two indicators, however, did not allow
states to determine which children had received previous treatment for caries. In
2007, the ASTDD Executive Committee approved changing the “caries experience”
indicator to “treated decay”.
After that point it has been recommended that caries experience, which is still an
indicator for the National Oral Health Surveillance System (NOHSS), be calculated
from untreated decay and treated decay.

•

As states developed their oral health surveillance infrastructure, some indicated
interest in collecting information on disease severity in addition to prevalence data.
The 2008 version of Basic Screening Surveys added a set of options for each
indicator, ranging from a simple “no/yes” prevalence measure to more complex
measures indicating severity of disease. If a severity option is selected, prevalence
can still be calculated as one of the NOHSS indicators.

•

In 2015, the early childhood caries (ECC) indicator – decay experience on maxillary
anterior teeth – was deleted because the generally accepted definition of ECC is
decay on any tooth rather than only on the maxillary anterior teeth. The optional
questions were updated to align with national surveys.

•

In 2017, optional indicators for dental sealants on primary molars and potentially
arrested decay were added for states wishing to monitor the use of primary molar
sealants and caries arresting agents such as silver diamine fluoride. The optional
questions were again updated to align with current national surveys. (Note: “sealants
on primary teeth” and “potentially arrested decay” were not recorded in the 2017
Nevada Head Start Survey.)
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Head Start Response Rates and Demographics
Sixteen Head Starts in 11 counties were screened (see Map 1). Out of the 472 children
enrolled and receiving a consent form, 417 returned signed consent forms (88%), much
higher than response rates for the 2003 and 2007 surveys. High consent return for this
survey may be attributed, at least in part, to the incentive offered. Head Start schools were
offered a $100 gift card to an online educational supply house if at least a 70% consent
return rate was met for the school as a whole. Of the 16 schools, 15 met or exceeded the
70% rate. Gift cards were distributed at the time of the dental screening.

Consent return rate
100%
90-99%
80-89%
70-79%
Below 70%

Number of schools
2
6
6
1
1

Due to negative responses, absences, and some participation/cooperation issues, the final
number for the 2017 rural Nevada Head Start population with completed oral screenings
was 336 (71%).
A fluoride varnish application was offered along with the screening. Many parents chose not
to participate in this free fluoride varnish application for their children, with 192 children
(41%) receiving fluoride varnish. While some refusals could be due to allergies, medical
issues, and/or recent fluoride application, this result may also reflect continuing attitudes of
mistrust related to fluoride and fluoride preventive regimens.
The demographic characteristics of age, gender, and race/ethnicity for the 2017 Head Start
survey participants can be seen in Figures 1 and 2.
Figure 1: Age and Gender Distribution of Children in Nevada Head Start Programs
Screened in 2017
Age
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40%
30%
20%

Gender
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40%
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Age 5
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Female
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Race/Ethnicity – On the consent form, the parent/guardian could select one or more
choices from the following list: White, Black/African American, Asian, Hispanic/Latino, Native
Hawaiian/Pacific Islander, American Indian/Alaska Native, Multi-Racial and Other. For
summary purposes the responses were organized into mutually exclusive groups using the
following logic.
If Hispanic was selected as one of the choices, then the child was categorized as
Hispanic.
If only White was selected, then the child was categorized as White.
If only American Indian/Alaska Native was selected, then the child was categorized as
American Indian.
Because of small numbers in the other categories (Black/African American, Asian, Native
Hawaiian/Pacific Islander, Multi-Racial, Other, and any child with multiple selections (not
including Hispanic) were categorized as Multi Racial/Other.
Figure 2: Race/Ethnicity Distribution of Children in Nevada Head Start Programs
Screened in 2017
Race/Ethnicity
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Healthy People 2020
Healthy People 2020 is a set of health objectives for the nation to achieve by the year
20204. There are 17 specific oral health objectives to prevent and control oral diseases and
reduce oral health disparities. Three oral health indices are included for children three to five
years of age. They are:
OH 1.1 Reduce the proportion of children aged 3 to 5 years with dental caries experience in
their primary teeth (target – 30%)
OH 2.1 Reduce the proportion of children aged 3 to 5 years with untreated dental decay in
their primary teeth (target 21.4%)
OH 12.1 Increase the proportion of children aged 3 to 5 years who have received dental
sealants on one or more of their primary molar teeth (target 1.5%)
Figure 3 compares 2017 caries experience and untreated decay for children in Nevada’s
Head Start programs (age three to five) to Healthy People 2020 objectives 1.1 and 2.1. This
clearly demonstrates the gap in achieving the Healthy People 2020 objectives for children of
families with low incomes.
The 2017 Nevada Head Start Survey did not assess dental sealants on primary teeth.
Figure 3: 2017 Nevada Head Start Children’s Oral Health Compared to
Healthy People 2020 Objectives - Caries Experience and Untreated Decay
Caries Experience and Untreated Decay vs. HP Target
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https://www.healthypeople.gov/
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Comparison of 2003, 2007, and 2017 Screening Results
A comparison of 2017 to the 2003 and 2007 screening results of children in Nevada’s rural
Head Start programs indicates that oral health status has improved (see Figure 4), at least
for these rural Head Start children. Caries experience, untreated decay, and need for
treatment were all lower in the 2017 survey compared to results for rural Head Start children
in 2003 and 2007. The overall caries experience prevalence of 50%, is lower than the 54%
prevalence for rural children in 2003, and the 61% for rural children in 2007. Untreated
decay shows a remarkably larger improvement at a prevalence of 26% compared to rural
Head Start children prevalence 38% in 2003 and 43% in 2007.
Though improvement has been made, rural Nevada Head Start Children are still short of the
Healthy People 2020 goals of 30% for caries experience and 21% for untreated decay.
Figure 4: Comparison of 2003, 2007 and 2017 NV Head Start Screening Results –
Caries Experience and Untreated Decay
Caries Experience and Untreated Decay by Year
70%
60%
50%

61%
54%

50%

43%

40%

2003

38%

30%

2007
26%

20%

2017

10%
0%
Caries Experience

Untreated Decay

17

Treatment urgency also shows improvement. Figure 5 displays the distributional findings of
treatment need for rural Nevada Head Start children from the 2017 survey. In comparing to
rural results for the 2007 survey and combining “urgent” and “early” dental needs, 2017
results reveal that 28% of rural Head Start children have need for dental care, compared to
42% of rural children in 2007. However, the 8% of children with “urgent” need for dental care
is higher than the overall 5% in 2003 and the 3% in 2007, and represents many children with
dental pain or infection at the time of the screenings. This “urgent” category may be less
reliable though, if screeners in the different surveys had slightly different interpretations of
the difference between “early” and “urgent” needs. Even though there appears to be
improvement since 2007, one in four children is still a very high proportion of children having
need for dental care.
Figure 5: Treatment Urgency Distribution for 2017 Nevada Head Start Children
Treatment Urgency by Year
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Consent Form/Parent Questionnaire Results
Standard questions were included on the parent consent form to obtain further information
from parents that could be related to the oral health status of the children. General health
questions asked parents whether their child had asthma, allergies, medical conditions,
current medications, current fluoride tablets or drops, and fluoride varnish treatment in the
past three months. There were relatively few positive responses to these questions, with 5%
reporting their children had asthma, about 11% reporting allergies, about 3% reporting
medical conditions, less than 5% reporting that the child was currently taking medications,
about 8% reporting that the child was currently getting fluoride tablets or drops, and about
13% of the children having received a fluoride varnish application in the past three months.
The consent form also included questions directly related to the dental care and oral health
of the child. When asked about time since the child last visited a dentist, most parents
reported that child has seen a dentist within the last year. The full results for this question
are shown in Figure 6.
Figure 6: Time Since Child’s Last Visit to a Dentist
Last Visit to a Dentist
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Most children (72%) had visited the dentist for a routine recall, either initiated by the parent
or by the dentist. Only 2% of the dentist visits were related to a dental problem or dental
pain. The distribution of reasons for a dental visit are shown in Figure 7.
Figure 7: Reason for Child’s Last Visit to a Dentist
Reason for Dentist Visit
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When asked specifically if their child had experienced a toothache when biting or chewing in
the past six months, few parents responded positively. See Figure 8.
Figure 8: Child Experienced Toothache in the Past 6 Months When Biting or Chewing
Toothache in Past 6 Months
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When asked if the dentist seen for the last dental visit was also providing follow-up care for
the child, only 21% gave a positive response. There are different possible explanations for
this result. Though it is possible that the last dental visit involved an oral health screening
indicating that this visit did not indicate a “dental home” for the child, it is very likely that
many of the children had a routine recall appointment and simply didn’t require any follow-up
care.
A further indication of dental care access was addressed by a question asking parents if
they had experienced trouble getting their child needed dental care in the past 12 months.
Ten percent of parents indicated that they had problems getting care. The results for this
question are seen in Figure 9.
Figure 9: Child Needed Care in Past 12 Months and Couldn’t Get It
Trouble Getting Dental Care in Past 12 Months
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Asked specifically about dental insurance, the most frequent response was Medicaid. See
Figure 10.
Figure 10: Type of Child’s Dental Insurance
Dental Insurance
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Finally, most parents reported a low daily frequency of sugary snacks/drinks for their
children. The results for this question are displayed in Figure 11.
Figure 11: Average Daily Sugary Snacks for Child
Daily Sugary Snacks/Drinks
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2017 Summary - Caries Experience
Caries experience includes the presence of fillings and untreated decay in primary (baby)
teeth, and primary teeth missing due to caries. Half of Nevada’s rural Head Start three to
five-year-old children have decay experience. There was no important difference in caries
experience by gender. The following results show caries experience for these children by
age, race/ethnicity and other potentially associated variables from the parent questionnaire.
As expected, caries experience increases with age, increasing in prevalence by 18%
between ages 3 and 5 (Figure 12), with 50% of rural Nevada 3 to 5-year-old Head Start
children having caries experience. For reference, the National Health and Nutrition
Examination Survey (NHANES) for 2015-16 found an estimated 21% of all 2 to 5-year-olds
(not just Head Start rural children) had caries experience. NHANES results did show higher
caries experience with lower family income level.
Twelve other states and the Indian Health Service have submitted Head Start BSS data for
the CDC Oral Health Data website. The submitted estimates are for all Head Start children
in the state and are not stratified by urban/rural status. Estimates for caries experience in
Head Start children range from 19% for Connecticut to 46% for Nebraska. The Indian Health
Service Head Start caries experience estimate is 67%.
Figure 12: Caries Experience of Rural Nevada Head Start Children – by Age
Caries Experience by Age
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American Indian children in Head Start programs had higher rates of caries experience than
all other racial/ethnic groups, followed by children in the Hispanic and Multi-Racial/ Other
categories. White children had the lowest caries experience. See Figure 13.
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Figure 13: Caries Experience of Children in Rural Nevada Head Start Programs –
by Race/Ethnicity
Caries Experience by Race/Ethnicity
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Caries experience is lowest for Nevada Head Start children with private dental insurance
and highest for those without dental insurance. See Figure 14.
Figure 14: Caries Experience of Rural Nevada Head Start Children –
by Dental Insurance
Caries Experience by Dental Insurance
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Lower caries experience was seen in children with a dental visit in the past year, and
children having never been to the dentist (Figure 15). The lower caries experience in
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children who haven’t seen a dentist may reflect in part children who hadn’t experienced
dental symptoms and the parents hadn’t perceived a need for a dental visit.
Figure 15: Caries Experience of Rural Nevada Head Start Children –
by Last Dental Visit
Caries Experience by Last Dental Visit
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Lower caries experience was seen in children with lower frequency of sugary snacks. See
Figure 16.
Figure 16: Caries Experience of Rural Nevada Head Start Children –
by Sugary Snack Frequency
Caries Experience by Sugary Snack Frequency
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2017 Summary - Untreated Decay
Untreated decay refers to caries experience (a cavity) that is visible but has not been
filled or treated. More than one in four (26%) of Nevada’s Head Start children have
untreated decay. There was no important difference in untreated experience by gender. The
following results show caries experience for these children by age, race/ethnicity and other
potentially associated variables from the parent questionnaire.
Though untreated decay prevalence is unchanged between ages 3 and 4, an increase is
seen by age 5 (Figure 17), with 26% of rural Nevada 3 to 5-year-old Head Start children
overall having untreated cavities. The National Health and Nutrition Examination Survey
(NHANES) for 2015-16 found an estimated 9% of all 2 to 5-year-olds (not just Head Start
rural children) had untreated decay. And as with NHANES results for caries experience,
results showed higher prevalence of untreated decay with lower family income level.
Of the twelve other states and the Indian Health Service that have submitted Head Start
BSS data for the CDC Oral Health Data website, state estimates for all Head Start children
in the state (not stratified by urban/rural status) for untreated cavities range from 10% for
Connecticut to 30% for Nebraska. The Indian Health Service Head Start untreated cavities
estimate is 39%.
Figure 17: Untreated Decay of Children in rural Nevada Head Start Programs –
by Age
Untreated Decay by Age
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American Indian and children in the multi-racial/other category in rural Nevada Head Start
programs had a higher rate of untreated decay than the white and Hispanic groups. See
Figure 18.
Figure 18: Untreated Decay in Rural Nevada Head Start Children –
by Race/Ethnicity
Untreated Decay by Race/Ethnicity

30%
25%
20%

27%

27%
23%

23%

White

Hispanic

15%
10%
5%
0%
American
Indian /
Alaskan
Native

Multi /
Other

Untreated caries prevalence is lowest for Nevada Head Start children with private dental
insurance or Medicaid, and highest for those without dental insurance. See Figure 19.
Figure 19: Untreated Caries Prevalence of Rural Nevada Head Start Children –
by Dental Insurance
Untreated Caries by Dental Insurance
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Lower untreated caries was seen in children with a dental visit in the past year and children
having never been to the dentist (Figure 20). The lower caries experience in children who
haven’t seen a dentist may reflect in part children who hadn’t experienced dental symptoms
and the parents hadn’t perceived a need for a dental visit.
Figure 20: Untreated Caries of Rural Nevada Head Start Children –
by Last Dental Visit
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Similar to caries experience, children with a lower frequency of sugary snacks had a lower
prevalence of untreated decay. See Figure 21.
Figure 21: Untreated Caries of Rural Nevada Head Start Children –
by Frequency of Sugary Snacks
Untreated Caries by Frequency of Sugary Snacks
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In addition to untreated cavitated lesions, the children were screened for white spots that
may indicate initiation of a carious lesion. Standardization of screeners for identifying white
spots is more difficult than standardization for cavitated carious lesions, but we were
interested in assessing children who may have developing caries even if there are no frank
cavitated lesions yet. Screenings revealed that 44% of these rural Nevada Head Start
children had one or more teeth with white spots, indicating a large proportion of these
children have teeth in the early stages of future tooth decay, and should be targeted for
preventive measures.

2017 Summary - Treatment Urgency
After screening was completed for each child, the screener assigned the child to one of
three treatment urgency categories. The categories were “No obvious problem/needsroutine preventive care (None)”; “Needs restorative care (Early)”; or “Needs immediate carepain or swelling present (Urgent)”. The following results summarize the overall treatment
urgency for children in rural Nevada’s Head Start programs.
The only difference seen in by gender results was a slightly higher percentage of females
perceived as having urgent treatment needs by the screeners. Treatment urgency by age is
displayed in Figure 22. There was some variation in treatment urgency by age, with a slight
decrease in five-year-old children with no treatment need.
Figure 22: Treatment Urgency Distribution of Children in Rural Nevada Head Start
Programs – By Age
Treatment Urgency by Age
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In the 2017 survey, rural Head Start American Indian children, and children in the multiracial/other category had slightly higher prevalence of urgent needs and slightly lower
prevalence of no need compared to White and Hispanic children. See Figure 23.
Figure 23: Treatment Urgency Distribution of Children in Rural Nevada Head Start
Programs – By Race/Ethnicity
Treatment Urgency by Race/Ethnicity
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Rural Nevada Head Start children with private dental insurance had the lowest prevalence
of urgent dental needs (Figure 24). Though a higher percentage of Medicaid children had
urgent needs, overall percentage of Medicaid children with any dental needs was about the
same as children with private dental insurance. A higher percentage of children without
private or Medicaid dental coverage needed dental care.
Figure 24: Treatment Urgency Distribution of Rural Nevada Head Start Children
By Dental Insurance
Treatment Urgency by Dental Insurance
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Treatment urgency results by last dental visit correspond with results seen for caries
experience and untreated decay–children with better access to dental care generally have
less dental disease and treatment needs. Children with a dental visit within the past year
and those having never been to a dentist had the lowest dental needs. See Figure 25.
Figure 25: Treatment Urgency Distribution of Rural Nevada Head Start Children –
By Last Dental Visit
Treatment Urgency by Last Dental Visit
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Treatment urgency results by frequency of sugary snacks reflect results for caries
experience and untreated decay showing more oral problems with higher frequency of
sugary snacks (Figure 26). The lowest percentage of urgent and total dental treatment
needs were seen in those children with the lowest frequency of sugary snacks, although the
differences between two or less and three or more per day were not very large. Interestingly,
the highest treatment needs were seen in children whose parents did not respond to this
question.
Figure 26: Treatment Urgency Distribution of Rural Nevada Head Start Children – By
Frequency of Sugary Snacks
Treatment Urgency by Frequency of Sugary Snacks
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2017 Summary - Decayed, Missing or Filled Primary Teeth (dmft)
Each child present, whose parent/guardian gave permission, was screened for decay,
fillings or missing primary teeth per the BSS criteria. Teeth in the following categories were
counted: non-cavitated carious lesions, cavitated carious lesions, treated, filled, stainless
steel crowns, extractions, and white-faced crowns (a type of esthetic crown for front teeth).
Of the children screened, 31% had treated teeth. Of those children with any type of treated
teeth, 72% had one or more stainless steel crowns, 23% had one or more white-faced
crowns, 19% had one or more extractions due to caries, and 50% had one or more dental
fillings of some type.
A count of combined cavitated carious teeth, missing teeth due to caries, and filled teeth is
considered equivalent to a dmft score. The average dmft for rural Nevada Head Start
children was 2.8 teeth, which is slightly lower than the 3.0 dmft found for rural Nevada Head
Start children in the 2007 survey. This is slightly lower than the rural Head Start children
average dmft of 3.0 found in the 2007 survey. Females had a slightly higher average dmft
(3.0) than males (2.6). Further cross tabulations for dmft by other variables are displayed in
Figures 26-30.
As expected, average dmft of children in rural Head Start programs increases with age. See
Figure 27.
Figure 27: Average dmft of Children in Nevada Head Start Programs – by Age
dmft by Age
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As with other caries results, the lowest average dmft was found in the white and “other”
race/ethnicity categories. American Indian/Alaskan Natives had the highest average dmft.
See Figure 28.
Figure 28: Average dmft of Children in Rural Nevada Head Start Programs –
by Race/Ethnicity
dmft by Race/Ethnicity
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Rural Nevada Head Start children with private dental insurance have the lowest average
dmft score, while those with no insurance have the highest average dmft. See Figure 29.
Figure 29: Average dmft of Children in Rural Nevada Head Start Programs –
by Dental Insurance
dmft by Dental Insurance

4
3.8

3.5

3.3

3

3

2.5
2.3

2
1.5

1.8

1
0.5
0
Private

Medicaid

Other Govt /
Tricare

None

DK / Missing

33

The lowest average dmft was seen in children who have never been to the dentist, followed
by children with a dental visit in the past year (Figure 30). The lower dmft in children who
haven’t seen a dentist may again reflect parents having accurately perceived no dental
issues in their children and based on this, not taking their children for a dental visit.
Figure 30: Average dmft of Rural Nevada Head Start Children –
by Last Dental Visit
dmft by Last Dental Visit
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Like caries experience, children with a lower frequency of sugary snacks had a lower
average dmft. See Figure 31.
Figure 31: Average dmft of Rural Nevada Head Start Children – by Frequency of
Sugary Snacks
Average dmft by Frequency of Sugary Snacks
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Appendices
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➢
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Letter to Head Start Administrator
Letter to Head Start Site Coordinator
Scheduling Sheet
Survey Letter to Parents
Brochure on Fluoride Varnish - English
Brochure on Fluoride Varnish - Spanish
Consent Form and Questionnaire
Survey Screening Form
Oral Health Indicator Summary Form for Screeners
Take-Home Findings Letter to Parents
Nevada Dental Services Directory
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STATE OF NEVADA
BRIAN SANDOVAL

CODY L. PHINNEY, MPH

Governor

Administrator, DPBH

RICHARD WHITLEY, MS

JOHN DIMURO, DO MBA
Chief Medical Officer

Director, DHHS

DEPARTMENT OF HEALTH AND HUMAN
SERVICES
DIVISION OF PUBLIC AND BEHAVIORAL HEALTH

January 25, 2017
Dear Head Start Administrator,
The Nevada Division of Public and Behavioral Health (DPBH) has partnered with the Department of Education’s Office of
Early Learning and Development, Head Start State Collaboration Office to assess children’s oral health at Head Start
Centers across the state. Our goal is to increase the number of young children with dental “homes”, and to decrease the
number of children with untreated tooth decay. This information will help determine the extent of children’s dental
needs and where to allocate resources. But it all starts with dental screenings of this population.
DPBH is offering a dental screening to all Head Start children with signed parental consent. This year, parents can also
consent to a fluoride varnish application for their child. We will conduct the services from January – June 2017. All
services are completely free.
Past surveys completed by Head Start site personnel have shown that these dental screenings are well received! In
2007, 95% said that the screening was important for measuring children’s oral health and 91% said that the screening
was valuable to their programs. Ninety-one percent said that the screening was well organized. Other previously
written-in comments:
•
•
•
•

“The screening enabled us to convince parents how important oral health is. Many parents took their children to
the dentist after the survey.”
“It helps to identify children who are in need of dental treatment who may not have access or have not visited a
dentist to receive routine care.”
“Good feedback from staff about identifying children with emergency needs which might have gone unmet
without the screening team visit.”
“We had two different teams come out to our center and they were very child friendly, courteous and
professional”.
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We will call each site to schedule the screening at a time that’s convenient, and mail the forms in advance for
distribution (please see enclosed samples, which will also be available in Spanish). The screening and application of
fluoride varnish will be conducted by a licensed dental professional. The process should take about two minutes per
child. Following the screening, children will receive a toothbrush, toothpaste, floss, written take-home findings for the
parents, and contact information for clinics where treatment can be rendered for issues identified during the screening.
While the name of a child may be shared with the Head Start center coordinator for follow-up, no individual child will be
identified in any reports. Only aggregated results will be reported (e.g., from centers or counties). The information will
be used to inform policy makers and others on what is needed to improve oral health for young children. Participating
Head Start Centers and Administrators will be the first to receive these reports.
Your center’s participation is very important even if the children regularly visit a dentist! Your site may be
representative of a geographic section of Nevada that may not otherwise be characterized. Participating in the
screening can help the children currently attending your center; the aggregated reports can help design programs to
help young children in years to come.
We sincerely hope that you will accept this opportunity, and let your site staff know of your support. The Oral Health
Program will contact you for your response within the week.

Thank you for your attention in this matter.

Respectfully,

Cody Phinney

Patti Oya

Administrator, Public and Behavioral Health

Director, Office of Early Learning and Development
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BRIAN SANDOVAL
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Governor
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RICHARD WHITLEY, MS

JOHN DIMURO, DO MBA
Chief Medical Officer

Director, DHHS

DEPARTMENT OF HEALTH AND HUMAN
SERVICES
DIVISION OF PUBLIC AND BEHAVIORAL HEALTH

February 15, 2017

Dear Head Start Site,
The Nevada Division of Public and Behavioral Health (DPBH) has partnered with the Department of Education’s Office of
Early Learning and Development, Head Start State Collaboration Office to assess children’s oral health at Head Start
Centers across the state. Our goal is to increase the number of young children with dental “homes”, and to decrease the
number of children with untreated tooth decay. This information will help determine the extent of children’s dental
needs, and where to allocate resources. But it all starts with dental screenings of this population. We have reached out
to your parent grantee administration with a request to do this assessment at their Head Start Centers, and they have
agreed. We are writing to explain the process.
DPBH is offering a dental screening to all Head Start children with signed parental consent. This year, parents can also
consent to a fluoride varnish application for their child. We will conduct the services from January – June 2017. All
services are completely free.
Past surveys completed by Head Start site personnel have shown that these dental screenings are well received! In
2007, 95% said that the screening was important for measuring children’s oral health, and 91% said that the screening
was valuable to their programs. Ninety-one percent said that the screening was well organized. Previously written-in
comments include:
•
•
•
•

“The screening enabled us to convince parents how important oral health is. Many parents took their children to
the dentist after the survey.”
“It helps to identify children who are in need of dental treatment who may not have access or have not visited a
dentist to receive routine care.”
“Good feedback from staff about identifying children with emergency needs which might have gone unmet
without the screening team visit.”
“We had two different teams come out to our center and they were very child friendly, courteous and
professional”.
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We will call you to schedule the screening at a time that’s convenient for your site, and mail the consent forms in
advance for distribution (please see enclosed samples, which will also be available in Spanish). The dental screening and
application of fluoride varnish will be conducted by a licensed dental professional. The process should take about two
minutes per child. Following the screening, children will receive a toothbrush, toothpaste, floss, written take-home
findings for the parents, and contact information for clinics where treatment can be rendered for issues identified during
the screening.
While the name of a child may be shared with your site for follow-up, no individual child will be identified in any reports.
Only aggregated results will be reported (e.g., from centers or counties). The information will be used to inform policy
makers and others about what is needed to improve oral health for young children. Participating Head Start Centers and
Administrators will be the first to receive these reports.
Your center’s participation is very important, even if the children regularly visit a dentist! Your site may be
representative of a geographic section of Nevada that may not otherwise be characterized. Participating in the
screening can help the children currently attending your center; the aggregated reports can help design programs to
help young children in years to come.
We sincerely hope that you will accept this opportunity. The Oral Health Program will contact you within the week.
Thank you for your attention in this matter.

Respectfully,

Cody Phinney

Patti Oya

Administrator, Public and Behavioral Health

Director, Office of Early Learning and Development
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Head Start Site Scheduling Sheet
Spring 2017
Name of Center
Physical Address of where children will be screened:
Special Driving Directions:
Primary Contact Name:
Phone #:
Email Address:

Secondary Contact Name:
Phone #:
Email Address:

Dates that School is not in session through the end of the school year:
(e.g., spring break, parent-teacher meetings, etc.)

Last Date of School:
Normal hours: M

T
AM

W
PM

Th
Full Day

Fr
Extended Day

Totals

Hours
Enrollment
# of Eng/Span
forms needed per
class

Date
Confirmed program needs at site
(3 chairs, table, waste basket; teacher, parent, or volunteer to
distribute consents, walk children back to class, etc.)

Scheduled visit
Mailed Eng/Span parent letter/consent forms
Follow-up call one week after sending consent forms
Reconfirm three days before visit
Screener confirmed
Recorder confirmed
Packed supplies
Sent thank you, stats, and eval after visit

VISIT SCHEDULED FOR (Date, time):
Comments:
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March 15, 2017
Dear Parent;
The 2017 Nevada Head Start Oral Health Survey is about to take place! We will be screening children across Nevada to
help us learn about children’s oral health. A healthy mouth is an important part of total health, and helps a child to be
ready to learn. Combined results of dental screenings at Head Starts will help us find out what community needs are so
that we can plan dental programs for Nevada’s children. For this reason, your participation is important! We hope that
you will consent to having your child participate in the screening even if s/he already visits a dentist.
With your consent, a dentist or dental hygienist will look at your child’s teeth using a small mouth mirror and a light. We
will send a report home to you that describes any findings, along with a list of clinics in your area. Please note that this
screening does not take the place of a complete dental exam.
With your consent, your child can also have a thin coating of fluoride varnish painted on the teeth with a tiny brush.
Fluoride varnish helps prevent new cavities, and it can help stop some cavities that have just started (please read the
enclosed brochure). On rare occasions, a child will have some swelling in the mouth after fluoride varnish is applied.
Sometimes children with sensitive stomachs can have some nausea. If this occurs, the thin film of fluoride varnish can be
removed immediately with a toothbrush and floss, and then by rinsing with and spitting out warm water.
The screening and the fluoride varnish take about two minutes, and they are completely free. These services are
voluntary and your child can leave at any time. Every child who participates will receive a free toothbrush, floss, and
toothpaste. All information will be kept confidential, and your child’s name will NOT be used in any report.
If you want your child to participate in either or both of the services, then you must sign the attached Consent Form—
we cannot see any child without consent signed by the parent. It would be helpful if you would return the form even if
your child does not participate. Please return the form to your child’s teacher as soon as possible, so that we can plan
for our visit.
For questions please call the Nevada State Dental Health Officer, Dr. Antonina Capurro, at (702) 774-2573. Thank you for
your attention in this important matter.
Respectfully,

Cody Phinney
Administrator, Public and Behavioral Health

Patti Oya
Director, Office of Early Learning and Development

The 2017 Nevada Head Start Oral Health Survey is funded in part by an across-agency partnership with the
Nevada Department of Education’s Office of Early Learning and Development, Head Start State Collaboration Office.
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For office use only:
Screening Date _______________

2017 Nevada Head Start Oral Health Survey

Center Name

_______________

Record #

________________

Consent Form
Please answer the following questions about your child. Complete a separate form for each child.
1. Child’s Name (print) __________________________________________________________
2. Child’s Age __________

3. Name of Child’s Dentist _______________________ or  None

4. Gender  Male  Female 5. Zip code that the child lives in __________

6. County _________________

7. Note: You must answer yes or no to all of the questions for #7 if you want your child to have a fluoride varnish
application.
Does your child have any of the following: (Circle “Y” for yes and “N” for no for each question)
Y N Asthma
Y N Allergy to pine nuts or colophony
Y N Any other allergies (list)
_____________________________________________
Y N Any medical condition (list)
____________________________________________
Y N Taking any medication (list)
____________________________________________
Y N Takes fluoride tablets or drops at home
Y N A fluoride varnish treatment within the last three months

________________________________________________________________________
Parental Permission for Services
IMPORTANT NOTE: You must mark “Yes”, SIGN, and return this slip if you want your child to be screened and/or
to have fluoride varnish. No services can be provided without marking the boxes and signing your consent.
 Yes, I give permission for my child to have a dental screening. I understand that this screening does not replace
a full dental exam, and that my child should still go to a dentist. I understand that the results of this screening
may be shared with the Nevada Department of Health and Human Services, Head Start, and with dental
providers for my child.
 Yes, I give permission for my child to have a fluoride varnish application.
 No, I do not want my child to have either of the services mentioned above.

X ______________________________________________________
Signature of Parent/Legal Guardian
Date
___________________________________________________________________________________________
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We are conducting a survey about the dental health and needs of Head Start Children across Nevada. The following
information is important to help us understand access to dental care in your community. Would you help us? Please
answer the following questions.
8. About how long has it been since your child last visited a dentist? Include all types of dentists, such as
orthodontists, oral surgeons, and all other dental specialists, as well as dental hygienists. (Circle one)
a) Within the last year
d) Never has been to a dentist
b) More than 1 year, but not more than 3 years ago
e) Don’t know/don’t remember
c) More than 3 years ago
9. What was the main reason your child last visited a dentist? (Circle one)
a) Went in on own for routine check-up, examination or cleaning
b) Was called in by the dentist for check-up, examination or cleaning
c) Something was wrong, bothering or hurting
d) Went for treatment of a condition that dentist discovered at earlier check-up or examination
e) Other (Please specify) _________________________________________________
f) Don’t know/don’t remember
10. Is the dentist who completed your child’s last exam also providing follow-up care for your child? (Circle one)
a) No
b) Yes
c) Don’t know/don’t remember
11. During the past 12 months, was there a time when your child needed dental care but could not get it at that
time? (Circle one)
a) No
b) Yes
c) Don’t know/don’t remember
12. The last time your child could not get the dental care he/she needed, what was the main reason he/she
couldn’t get care? (Circle one)
a) No insurance
j) Could not afford it
b) Not a serious enough problem
k) No dentist available
c) Health of another family member
l) No way to get there
d) Dentist hours are not convenient
m) Dentist did not take insurance/Medicaid
e) Speak a different language
n) Another dentist recommended not doing it
f) Didn’t know where to go
o) Unable to take time off of work
g) Difficulty in getting an appointment
p) Did not want to spend the money
h) Wait is too long in clinic/office
q) Don’t know
i) Don’t like/trust believe in dentists
r) Other reason: (Please specify) _____________________
13. Do you have any kind of insurance that pays for some or all of your child’s DENTAL CARE?
(Note: NO insurance will be billed – these services are completely free). (Check one)
 Private dental insurance  Medicaid  Other government dental insurance  None  Don’t Know
(Delta Dental, BC/BS, etc.)

(TriCare, etc.)

14. During the past six months, did your child have a toothache more than once when biting or chewing?
(Check one)
 No
 Yes
45

 Don’t know/don’t remember
15. How many times a day does your child have sugary snacks/drinks? (Check one)
 2 or less
 3 or more

16. Which of the following best describes your child? (Check all that apply)
 White

 Black/African American

 Native Hawaiian/Pacific Islander

 Multiracial

 Asian

 Hispanic/Latino

 American Indian/Alaskan Native

 Other

Thank you for your participation!
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Screening Date _______________

Nevada 2017 Head Start Oral Health Survey
Screening Form/Treatment Record

Center Name

_______________

Record #

________________

3. Child’s Name (print) ______________________________________________________
4. Child’s Age ______________
No services provided.
HH Reviewed.
Consent signed.

❑
❑
❑

Absent
Yes
Yes

❑
❑

No
No

Basic Screening Survey – Screening Data Collection
Noncavitated
white spots

❑
❑

Untreated
Decay

❑

Treated Decay

❑

Yes

Treatment Urgency

Yes

❑

Yes
No

# Teeth ______

# Teeth ______

❑

❑

No

❑

Urgent

❑

Early

None

Comment:

No
If No:

Screening Completed:

❑

Yes

❑

❑ Consent for FLV only
❑ Child uncooperative

No

Other reason: _______________

If No:

FLV Applied:

❑

Yes

❑

❑ Consent for screening only ❑ Related allergies
❑ Child uncooperative
❑ HS has other FLV prgm
❑ Intra-oral inflammation
❑ Ulcerative gingivitis

No
Other:

Finding Sheet Marked:

❑

Urgent

❑

Early

❑ Fluoride varnish applied.

❑

None

❑ Fluoride varnish not applied.

Comments on
Findings Sheet:

Provider Signature X________________________________

Recorder Signature X____________________________________

_____________

_______________

Provider Number

Date

_______________
Recorder Number
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How to Record Conditions for the Basic Screening Survey – Head Start
April 2017
Judy A. White

Non-cavitated
white spots
• Baby teeth
• Permanent
teeth
Untreated
Decay
• Baby teeth
• Permanent
teeth

Treated Decay
• Baby teeth
• Permanent
teeth

Yes
• Decalcification without a break in the
enamel

No
• Stained pits & fissures
• Shadowing beneath the enamel
without a break in the enamel
• Decalcification with a break in the
enamel

• Can readily observe enamel breakdown in
pits & fissures or smooth surfaces
• Untreated decay on a primary tooth
about to be lost
• Decalcification with a break in the enamel
• Fillings (whole or broken) or crowns with
recurrent decay
• Broken teeth with decay
• Retained roots
• Arrested decay (hard, black surface) with
a break in the enamel

• Stained pits & fissures
• Shadowing beneath the enamel
without a break in the enamel
• Broken fillings without decay
• Broken teeth without decay
• Non-cavitated white spots
• Hypoplasia or enamel defect without
decay

• Teeth that have been extracted because
of decay
• Permanent or temporary crowns;
amalgams, composites, resins
• Temporary fillings
• Broken fillings without decay

• Teeth that have been extracted
because of orthodontics
• Teeth that are lost due to injury
• Crowns or fillings placed as a result
of injury
• Dental sealants
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2017 Nevada Head Start Oral Health Survey
Take-Home Findings

Child’s Name

_______________________________ School Name ____________________ Date _______________

Dear Parent/Guardian,
Today your child’s entire mouth was checked by a licensed dental professional. We want you to know the following:
1.  This was only a screening. It does not replace a complete dental exam. Your child should still have regular dental
check-ups.
2.  Urgent! Your child has a tooth or teeth that appear to need immediate care. Contact your family dentist right
away to make an appointment for a complete evaluation.
3.  Early Care. You child has one or more teeth that need to be evaluated by your family dentist. Your child needs to be
scheduled now for a follow-up dental visit. Your dentist will determine whether treatment is needed.
4.  No obvious problems were seen. Remember that this was not a complete exam with x-ray films, and does not take
the place of one. Your child should visit a dentist regularly.
5. If you marked “yes” on the Permission Slip for your child to have fluoride varnish:
 Fluoride varnish was applied. Remember:
*For best results, do not brush or floss your child’s teeth until tomorrow morning.
*Your child’s teeth may look yellow, but the varnish will brush off.
*Your child should avoid eating anything sticky, crunchy, chewy, or hot until tomorrow. Give your child a
soft diet for the rest of the day.
*Your child should not be given fluoride drops or tablets for two days. You may continue providing fluoride
supplements two days from today.
*If any difficulties are experienced, you can quickly and easily remove the fluoride varnish by using a toothbrush
and floss. Your child should then rinse his/her mouth with warm water and spit.
*If you have any questions or concerns, please call the Nevada State Dental Health Officer, Dr. Antonina Capurro, at
(702) 774-2573.
 Fluoride varnish was not applied. Comments: _____________________________________________________
Remember...
• Baby teeth are important! Some baby teeth stay in the mouth until a child is about 12 years old. They help with
chewing and speaking, and they help guide the permanent teeth into place. Have your child see a dentist
regularly.
Cavities will not go away on their own, and they are less costly to fix if they are caught early.
• If your child has Medicaid, then they have dental benefits from birth to age 21. No referral is needed, regardless
of the child’s age. Transportation to and from the dental appointment may also be covered; call 1-844-879-7341.
• Be sure that your child brushes twice a day. Children should be assisted with brushing up to age eight so that all
of the teeth are cleaned. Floss should be used every day between teeth that touch.
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Background
The Nevada Division of Public and Behavioral Health, Oral Health Program through a grant from
the Nevada Department of Education, designed an oral health surveillance project. The purpose
of this study was to evaluate the oral health status of children (ages 3-5 years of age) receiving
care from licensed childcare centers in rural Nevada. A similar project was completed by the
Nevada Oral Health Program in 2017-2018 when the oral health status of children in rural Head
Start programs was assessed. Aggregate results of this study will be compared to the reports from
the 2017-2018 Head Start oral health assessment. Oral health promotion, early detection, and
classroom education were novel elements that were included in this project that have not been
included in previous state basic screening survey designs. Nevada Registry approved oral health
webinars were offered to educators and to equip teachers with oral health information that could
be shared with the children in their care. Classroom toothbrushing stations were also established
within each center.
Introduction
In 2003, a dental screening was conducted by what was then the Nevada State Health Division
Oral Health Program to review oral health data on children enrolled in Nevada Head Start
programs. The protocol used for the screening was the Association of State and Territorial Dental
Directors (ASTDD) Basic Screening Survey (BSS). All 44 Head Start sites were screened and a
report was issued on the results.1
In 2007, the Nevada Oral Health Program completed a second dental screening, and all 44 Head
Start sites were again screened using the BSS protocol. A report from that survey summarized the
findings of the 2007 screening, compared the findings with Federal Healthy People 2010
objectives, and provided high-level comparison between the 2003 and 2007 screening results.2
In 2017, the Nevada Division of Public and Behavioral Health (DPBH), Oral Health Program
partnered with the Department of Education’s Office of Early Learning and Development (DOE),
Head Start State Collaboration Office to conduct another dental screening to collect oral health
data on Nevada rural Head Start children. The BSS protocol was again used to assess for caries,
caries experience, untreated decay, and the need for urgent dental treatment. It should be noted
that the BSS is not considered research or direct patient treatment but is classified as public health
surveillance. All 16 Head Start Centers located in 11 of the 17 Nevada counties were screened
(Figure 1). Las Vegas and Reno were not included in this survey because the Head Starts in these
greater metropolitan areas were already screened regularly through dental hygiene programs at the
College of Southern Nevada and Truckee Meadows Community College, through Community
Health Alliance, and through a research project conducted by the University of Nevada, Las Vegas
School of Dental Medicine (UNLV SDM). Overlap of these similar projects in these regions was
deemed undesirable.

1
2

http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/OH/Oral_Health_Program_Reports/healthysmilehappychildsurvey2003.pdf
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/OH/Oral_Health_Program_Reports/BSSheadstart2007final73007.pdf
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In 2020, the DPBH, Oral Health Program again partnered with the DOE to conduct a dental
surveillance project. The DPBH, Oral Health Program, which was housed through contract (C
23271) at the UNLV SDM, received a grant from the DOE (C22479) to conduct a dental
surveillance project in Nevada's rural LCC.
The purpose of the project was to obtain information on the oral health of children attending nonHead Start childcare and preschool programs in rural Nevada and compare the results with the
survey of children enrolled in rural Head Start programs which was previously completed (20172018). A list of the rural childcare facilities licensed by the state of Nevada was obtained from the
Nevada Department of Health and Human Services. In Nevada, licensed childcare facilities fall
into three categories based on their size: center, group care home, or family care homes. The
sampling frame was limited to facilities designated as "centers" or "group care.” Centers are
facilities that stand alone and provide all-day curriculum childcare. “Group care” facilities within
an individual’s residential home, can care for up to 12 children within the home, and require one
additional caregiver and a curriculum. For this study, 91 licensed childcare facilities were
identified within the target geographic location of rural Nevada. In Nevada, this includes all
childcare centers outside of the urban centers of Las Vegas and Reno. Though all LCC were not
included in this survey, this data is important in that it focuses on oral health in Nevada’s rural
population and documents the extent of oral health needs in young children in these areas.
According to Oral Health in America: A Report of the Surgeon General,3 children from lowincome families have more tooth decay, more extensive tooth decay, and suffer more pain than
children from families with higher incomes. Screening results are expected to aid in targeted
interventions to prevent oral disease so that growth, development, and overall quality of life for all
of Nevada’s children is enhanced.
Data was collected through a BSS; an "open-mouth" screening conducted with parental consent to
assess for caries, caries experience, untreated decay, and the need for urgent dental treatment. The
BSS was developed by the ASTDD to monitor the burden of oral disease at state and local levels
for evaluation against Healthy People objectives. The BSS is a nationally recognized tool for
public health surveillance. Therefore, this project is not research but a public health surveillance
project to inform Nevada public health action, planning, and program evaluation. The underlying
project goal is to gather aggregate data that will focus programs and State funds to improve oral
health care by increasing the number of young children with dental "homes" and decreasing the
number of children with untreated tooth decay. There were 29 LCC located in 8 of the 17 Nevada
counties that were screened (Figure 1).
Oral health promotion, early detection, and classroom education were novel elements that were
included in this project that have not been included in the previous State BSS designs. Nevada
Registry approved oral health webinars that were offered to educators and equipped teachers with
oral health information that could be shared with the children in their care. Classroom
toothbrushing stations were also established within each center. By providing in-service training
and positively altering the attitudes of childcare educators, the residual influence of oral health
promotion will influence the oral health habits of students.
U.S. Dept. of Health and Human Services. Oral Health in America: A Report of the Surgeon General. Rockville, MD: U.S. Dept. of
Health and Human Services, National Institute of Dental and Craniofacial Research, National Institutes of health, 2000.
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Figure 1. License Childcare Centers Oral Health Survey Locations 2020-2021
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Key Findings – 2021
Compared to children attending Head Start in rural Nevada, children attending preschool at
Licensed Childcare Centers in rural Nevada have a substantially lower prevalence of decay
experience and a lower prevalence of untreated decay.
26.8% of children enrolled in rural Licensed Childcare Centers in this survey had caries
experience (one or more teeth with untreated or treated decay) as compared to the 50% of rural
Head Start children in the survey. This finding is lower than the Healthy People 2020 objective
for untreated decay (27.9%).
Caries experience increases with age, with 14% of 3-year-olds, 33% of 4-year-olds, and 36% of
5-year-olds having caries experience.
20.2% of children enrolled in rural Licensed Childcare Centers in this survey had untreated decay
as compared to the 26% of rural Head Start children. This finding exceeds the Healthy People
2020 objective for untreated decay (11.9%).
Although the prevalence of decay experience is similar for rural Nevada preschool children and
the U.S. average (27% and 28% respectively), preschool children in rural Nevada have a higher
prevalence of untreated decay (20% vs. 12%).
19% of children enrolled in rural Licensed Childcare Centers in this survey needed either early
or urgent dental care, compared with the 29% of these rural Head Start children who needed
either early or urgent dental care in the 2017 survey.
52% of parents reported that the cost of dental care was the reason their child was not able to get
dental care when they needed it, followed by office closures caused by COVID-19 (43%), inability
to take time off work (19%), and not having dental insurance (14%).
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Methodology
Since all 29 LCC were screened, the results of this screening are reported as a “census.” It was
determined that, rather than research, this dental screening was considered an oral health
surveillance effort to continue to monitor the oral health status of this population. While the
program may share the name of screened children with the childcare facility center administrator
for follow-up, no individual child will be identified in any reports. Only aggregate results will be
reported (e.g., from centers, counties, or regions). Participating childcare centers will be the first
to receive such reports.
Letters went out first to each site Administrator for their approval to participate in the project (see
appendices). The letter included information on the project and an optional oral health webinar.
Follow-up calls were made to secure participation, answer questions, and schedule a screening
visit.
After securing participation, all consent forms were mailed in advance to the childcare facility for
distribution to parents. Packets included a letter to parents, a fluoride varnish brochure, a consent
form, and a questionnaire (see appendices). All documents distributed to parents were available in
English and Spanish. To improve consent form return, children were given a colored wrist band to
remind their parents that they went home with paperwork that required attention. Assessment
questions within the consent form provided information on local access to care and the child's
susceptibility to dental decay. This questionnaire allowed the study to assess oral health at a state
and local level.
Compensation to subjects consists of a free screening, a free fluoride varnish application, and a
free patient care bag with a toothbrush, toothpaste, floss, timer, and sticker. The administrators and
teachers within the identified LCC were vital to encouraging the completion of parental consent
forms and ensuring that documents are returned promptly. The project offered school incentives
in the form of a $100 gift card to Lakeshore Learning for those sites reaching a 70% response rate
to improve the return rates of consent forms. The percentage of completed consent forms was
associated with forms with a parental signature regardless of whether the parent accepts or denies
the child's participation in the study.
In addition, a webinar was offered to all staff, educators, and administration within each of the
identified LCC. A vital component of this project was equipping educators with tools and
information on oral health. In total, seven comparable, 2.5-hour Nevada Registry-approved
webinars were offered that provided an overview of the dental screening (BSS) process, evidencebased oral health education, dental first aid, and tips to incorporate oral health into the daily
curriculum. These webinars met the standards set forth by the Department of Education's Silver
State Stars Quality Rating and Improvement System (QRIS). Content mastery was evaluated using
a pre- and post-survey. Colgate Bright Smiles, Bright Futures (BSBF) was an integral partner in
providing these webinars. Colgate BSBF contributed to both the presentation and suppling the
LCC and educators with oral hygiene supplies.
Prior to the site visits, follow-up confirmation and reminder calls were made to the centers a week
before the visit date, and then the day before the visit.
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The screening portion was based on the ASTDD Basic Screening Survey (BSS) protocol. All
children with a signed positive consent form who were present the day of screening were screened
in an area designated by the Childcare Center. The dental screenings were completed by the
Nevada-licensed Interim State Public Health Dental Hygienist, who was calibrated on the BSS
protocol beforehand. The State Dental Health Officer, who has similarly been standardized on the
BSS protocol, was available to provide screening support as needed. Screenings were conducted
with a headlamp, disposable gloves, a disposable mirror, and gauze (as needed to remove debris).
A fluoride varnish application was provided to those children who meet all of the following
indications: separate consent for the fluoride varnish, no contraindications listed on the consent
form, and willingness to cooperate with the procedure. The screener entered the screening results
for each child on a paper screening form on-site and filled out “Take Home Findings” to be sent
home with the child that included post-fluoride varnish application instructions and dental care
tips. A list of low-cost community dental clinics in Nevada was also attached (see appendices).
Children received an oral health supply bag with a toothbrush, toothpaste, floss, and a timer for
use with brushing to take home with them.
A Microsoft Access database was created and tested, and decision rules were written for data entry.
The data recorder entered all information into the database.
Conditions were recorded as follows:
1. Non-Cavitated White Spot (y/n) was marked yes if at least one tooth had decalcification
with no break in the enamel. Included were the number of teeth fitting the description.
2. Untreated Decay (y/n) was marked if at least one tooth had a break in the enamel that was
large enough to be detected visually. Staining was not included as untreated decay.
Included were the number of teeth fitting the description.
3. Treated Decay (y/n) was marked if at least one tooth was extracted due to decay or had
amalgam (silver) or composite (white) fillings, stainless steel crowns, white-faced crowns,
or “other.” Included was the number of teeth fitting the description.
4. Treatment Urgency was considered the whole mouth, with “Urgent” marked for signs or
symptoms that included pain, or infection, swelling or soft tissue ulceration of more than
two-weeks’ duration as determined by questioning were present. “Early” was marked if
visible caries without accompanying signs or symptoms were present, or there was
spontaneous bleeding of the gums or suspicious white or red soft tissue areas. “None” was
marked if the child was without any of the problems listed above.
Oral health education and health promotion for the entire classroom were key components to this
project. An interactive presentation on oral health, nutrition, the classroom toothbrushing station,
and a child appropriate story on dental health was read to each classroom. Children were able to
ask questions and interact during the demonstrations.
Classroom toothbrushing stations were established within each of the centers. Enough supplies
were provided to cover 880 children with oral hygiene kits to be used in the classroom. However,
in-classroom toothbrushing implementation was delayed due to COVID-19 related safety
standards. The follow-up survey with the centers assessed the benefits of the toothbrushing station.
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Following the site visits, a satisfaction survey was sent to each site administrator for project
feedback. The survey asked for feedback received from staff, parents, or children regarding
project, the screening, the educational presentation, or any aspects of the project.
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Summary of Basic Screening Survey Protocol Changes Across Surveys from 2003-2021
The basic screening survey (BSS) is a nationally recognized tool for public health surveillance.
The basic screening survey was developed by the Association of State and Territorial Dental
Directors to monitor the burden of oral disease at state and local levels for evaluation against
Healthy People objectives. The screening includes visual observation of the child's dental health
with a mouth mirror and light.
•

The 1999 version had one data element for race and another for ethnicity. Field testing
found two problems with the 1999 method – missing data, and the inability to code multiracial children. The 2003 version of BSS updated the method for collecting race and
ethnicity information by combining them into one question (to reduce the amount of
missing data) and included a code for multi-racial children.

•

The 1999 version of Basic Screening Surveys: An Approach to Monitoring Community
Oral Health included “untreated decay” and “caries experience” as two of the screening
indicators. Combining these two indicators, however, did not allow states to determine
which children had received previous treatment for caries. In 2007, the ASTDD Executive
Committee approved changing the “caries experience” indicator to “treated decay.”

•

It was then recommended that caries experience, which is still an indicator for the National
Oral Health Surveillance System (NOHSS), be calculated from untreated decay and treated
decay.

•

As states developed their oral health surveillance infrastructure, some indicated interest in
collecting information on disease severity in addition to prevalence data. The 2008 version
of BSS added a set of options for each indicator, ranging from a simple “no/yes” prevalence
measure to more complex measures indicating severity of disease. If a severity option is
selected, prevalence can still be calculated as one of the NOHSS indicators.

•

In 2015, the early childhood caries (ECC) indicator – decay experience on maxillary
anterior teeth – was deleted because the generally accepted definition of ECC is decay on
any tooth rather than only on the maxillary anterior teeth. The optional questions were
updated to align with national surveys.

•

In 2017, optional indicators for dental sealants on primary molars and potentially arrested
decay were added for states wishing to monitor the use of primary molar sealants and caries
arresting agents such as silver diamine fluoride. The optional questions were again updated
to align with current national surveys. (Note: “sealants on primary teeth” and “potentially
arrested decay” were not recorded in the 2017 Nevada Head Start Survey.
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Response Rates and Demographics
In 2020, there were 69 childcare facilities in rural Nevada designated as either “centers” or “group
care”. The state Oral Health Program attempted to contact and invite all 69 facilities:
• 29 facilities agreed to participate
• 3 facilities were closed
• 6 facilities declined to participate
• 25 facilities did not respond to multiple enquiries
The participating childcare facilities distributed a combined consent form/questionnaire to all
parents. The consent form allowed parents to consent to a dental screening and/or a fluoride varnish
application. The questionnaire included several questions regarding their child’s oral health, oral
health related habits, access to dental care, and demographics. A total of 749 consent
forms/questionnaires were distributed to parents/caregivers and 445 were returned to the school
(55%). Of these, 414 were for children 3-5 years of age. Of the 414 children aged 3-5 years:
• 48 had parents that refused the screening
• 366 had parents that allowed their child to have a screening
• 321 children aged 3-5 years received a screening (45 children were absent on the day of
the screening)
A fluoride varnish application was offered along with the screening. Many parents chose not to
participate in this free fluoride varnish application for their children, with 209 children (65%)
receiving fluoride varnish. While the option for refusal could be due to allergies (4%), medical
issues (0%), and/or recent fluoride application (14%), nearly 78% did not provide consent for
fluoride application. This result may reflect continuing attitudes of mistrust related to fluoride and
fluoride preventive regimens.
A $100 gift card to an online educational supply store was offered as an incentive for centers with
at least a 70% consent return rate. Of the 29 schools, 12 met or exceeded the 70% rate (Table 1).
Gift cards were distributed following the visit to the centers.
Table 1. Consent Form Return Rate
Consent Return Rate
100%
90-99%
80-89%
70-79%
Below 70%

Number of
Schools
1
2
5
4
17

The demographic characteristics of age, gender, and race/ethnicity for the 2021 rural Nevada
Licensed Childcare Center survey participants can be seen in Figures 2 and 3.
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Figure 2. Gender Distribution of Children in Rural Nevada Licensed Childcare Centers Screened
in 2020-2021

Gender Distribution of Children in Rural
Nevada Licensed Childcare Centers
Screened in 2020-2021
50.5%

49%

0.5%
Female

Male

Unknown/Missing

Figure 3. Age Distribution of Children in Rural Nevada Licensed Childcare Centers Screened in
2020-2021

Age Distribution of Children in Rural
Nevada Licensed Childcare Centers
Screened in 2020-2021
50.2%
35.3%

14.5%
Age 3

Age 4

Age 5

Race/Ethnicity – On the consent form, the parent/guardian could select one or more choices from
the following list: White, Black/African American, Asian, Hispanic/Latino, Native
Hawaiian/Pacific Islander, American Indian/Alaska Native, Multi-Racial and Unsure. For
summary purposes the responses were organized into mutually exclusive groups using the
following logic. If Hispanic was selected as one of the choices, then the child was categorized as
Hispanic. If only White was selected, then the child was categorized as White. If only Black was
selected, then the child was categorized as Black. If only American Indian/Alaska Native was
selected, then the child was categorized as American Indian/Alaska Native. If a parent selected
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multi-racial or multiple selections (not including Hispanic) the child was categorized as multiracial.
Figure 4. Race/Ethnicity Distribution of Children in Nevada Licensed Childcare Centers Screened
in 2020-2021

Race/Ethnicity Distribution of Children in Nevada
Licensed Childcare Centers Screened in 2020-2021
65.5%

White

0.5%

5.3%

1.0%

Black

Hispanic

American
Indian/Alaskan
Native

14.0%

13.8%

Multiracial

Unknown/Missing
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Healthy People 2020
Healthy People 2020 is a set of health objectives for the nation to achieve by the year 2020.4 There
are 17 specific oral health objectives to prevent and control oral diseases and reduce oral health
disparities. Three oral health indices are included for children three to five years of age.
OH 1.1 Reduce the proportion of children aged 3 to 5 years with dental caries experience in their
primary teeth (target – 30%)
OH 2.1 Reduce the proportion of children aged 3 to 5 years with untreated dental decay in their
primary teeth (target 21.4%)
OH 12.1 Increase the proportion of children aged 3 to 5 years who have received dental sealants
on one or more of their primary molar teeth (target 1.5%)
Figure 5 compares caries experience and untreated decay for children in Nevada LCC (age three
to five) to Healthy People 2020 objectives 1.1 and 2.1. This clearly demonstrates the gap in
achieving the Healthy People 2020 objectives for children of families with low incomes. The LCC
survey did not assess dental sealants on primary teeth.
Figure 5. Children Aged 3-5 Years in Rural NV with Decay Experience and Untreated Decay
Compared to Health People 2020 Target

50.0%

HP 2020 Target – 30%

27.9%

26.8%

HP 2020 Target – 21%

26.0%

20.2%
11.9%
Decay Experience
RuralNV
NVPreschool,
LCC, 2020-2021
Rural
2020-21

4

Untreated Decay
Rural NV Head Start, 2017

United States, 2013-16

https://www.healthypeople.gov/
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Comparison of 2017 Head Start and 2021 Licensed Childcare Center Screening Results
A comparison of 2021 rural LCC screening results to the results of children in the 2017 rural Head
Start programs indicates that oral health status is more favorable (Figure 6). Caries experience,
untreated decay, and need for treatment were all lower in the 2021 survey compared to results for
rural Head Start children in 2017. The overall caries experience prevalence of 27%, is lower than
the 50% prevalence for rural Head Start children in 2017. Untreated decay shows a prevalence of
20% compared to rural Head Start children prevalence 26% in 2017. Rural LCC children exceeded
both the caries experience and untreated decay Healthy People 2020 goals while the Nevada Head
Start Children fell short of the of 30% for caries experience and 21% for untreated decay.
Figure 6. Comparison of 2017 Rural NV Head Start and 2021 Rural NV Licensed Childcare
Screening Results – Caries Experience and Untreated Decay

Comparison of 2017 Rural NV Head Start and 2021
Rural NV Licensed Childcare Screening Results –
Caries Experience and Untreated Decay

50%

27%

26%
20%

CARIES EXPERIENCE
Head Start

UNTREATED DECAY
Licensed Childcare Centers

Figure 7 displays the distributional findings of treatment need for rural Nevada LCC children from
the 2021 survey compared to rural Nevada Head Start children from the 2017 survey. In comparing
to rural results for the 2021 survey and combining “urgent” and “early” dental needs, the 2021
results reveal that 19% of rural LCC children have need for dental care, compared to 28% of rural
Nevada Head Start children in 2017. The 1% of children with “urgent” need for dental care
represents children with dental pain or infection at the time of the screenings is significantly less
than the 8% of urgent need reported from the 2017. The survey showed that 81% of children in
rural Nevada LCC were not in immediate need of dental care, far less than the 71% surveyed in
2017.
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Figure 7. Comparison of 2017 Rural NV Head Start and 2021 Rural NV Licensed Childcare
Screening Results – Treatment Urgency

Comparison of 2017 Rural NV Head Start and 2021 Rural
NV Licensed Childcare Screening Results – Treatment
Urgency
81%
71%

20%
8%

18%

1%

URGENT CARE

EARLY CARE
Head Start

NO CARE NEEDED

Licensed Childcare Centers*

*Note: Information on urgency of need for dental care was missing for 14 children. It is assumed that they were not in need of care.

21

Consent Form and Parent Questionnaire Results
This study involves only minimal risk as it meets the definition set by the Federal Regulations at
45CFR46.102(i), “Minimal risk means that the probability and magnitude of harm or discomfort
anticipated in the research are not greater in and of themselves than those ordinarily encountered
in daily life or during the performance of routine physical or psychological examinations or tests.”
Standard questions were included on the parent consent form to obtain further information from
parents that could be related to the oral health status of the children. General health questions asked
parents whether their child had asthma, allergies, medical conditions, current medications, current
fluoride tablets or drops, and fluoride varnish treatment in the past three months. There were
relatively few positive responses to these questions, with 4% reporting their children had asthma,
about 17% reporting allergies, about 3% reporting medical conditions, more than 5% reporting
that the child was currently taking medications, about 3% reporting that the child was currently
getting fluoride tablets or drops, and about 16% of the children having received a fluoride varnish
application in the past three months. Compared with the results of the 2017 survey where 5%
reported their children had asthma, about 11% reported allergies, about 3% reported medical
conditions, more than 5% reported that the child was currently taking medications, about 3%
reported that the child was currently getting fluoride tablets or drops, and about 8% of the children
having received a fluoride varnish application in the past three months.
The parental consent form includes a brief questionnaire and a parental permission section that
included the statement, “Yes, I give permission for my child to have a dental screening. I
understand that this screening does not replace a full dental exam, and that my child should still
go to a dentist. I understand that the results of this screening may be shared with the Nevada
Department of Health and Human Services, Head Start, and with dental providers for my child.”
The consent form allows the parent to either accept or withhold their child’s participation. This
project requires only nominal participant involvement as the parental consent form and
questionnaire takes less than five minutes to complete. Participation is voluntary, and a parent may
withdraw consent at any time. Administrators, site coordinators, parents, and teachers are
encouraged to ask questions about the project.
Consent forms were collected by the screener upon arrival to the centers. The consent and
screening forms from the sites were placed in a locked compartment of the suitcase used for this
project’s supplies. Data forms were then transferred to a locked file box to be secured until entry
and analysis was complete. The data on the forms was entered and kept in password-protected
State-issued computers within the DPBH Oral Health Program located at UNLV SDM. No home
addresses were collected; only home zip codes to be used to identify areas of decay and consequent
need. The data was sent to the ASTDD for analysis via an encoded file. State protocol for electronic
transfer was followed. Only aggregate data has been included in this report. Hard-copy screening
and consent forms will be maintained for three years and subsequently destroyed.
The consent form also included questions directly related to the dental care and oral health of the
child. When asked about time since the child last visited a dental provider, over 60% of parents
reported that child has seen within the last year. The full results for this question are shown in
Figure 8.
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Figure 8. Time Since Child’s Last Visit to a Dental Provider
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Most children (90%) had visited the dental provider for a routine recall, either initiated by the
parent or by the dental provider. Only 3% of the dental visits were related to a dental problem or
dental pain. The distribution of reasons for a dental visit are shown in Figure 9.
Figure 9. Reason for Child’s Last Visit to a Dental Provider
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A further indication of dental care access was addressed by a question asking parents if they had
experienced trouble getting their child needed dental care in the past 12 months. A total of 26% of
parents indicated that their child needed care but could not get it. The reasons for why the child
could not get dental care are seen in Figure 10.
Figure 10. Reason Child Could Not Get Needed Dental Care
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*Note: Parents could select more than one response, total percentage may exceed 100.

When asked specifically about dental insurance, the most frequent response was Medicaid or other
public insurance (Figure 11).
Figure 11. Type of Child’s Dental Insurance
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*Note: Four children had both private insurance and Medicaid; they were classified as having private insurance.
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Finally, most parents reported a low daily frequency of sugary snacks and drinks for their children.
The results for this question are displayed in Figure 12.
Figure 12. Average Daily Sugary Snacks or Drinks for Child
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Special Considerations - COVID-19
The contract for this project was originally projected to start December 2019 but the original
contract was revised due to the COVID-19 pandemic. The primary activity of the contract was to
provide dental screenings and classroom education for childcare centers in rural Nevada. Due to
the closure of childcare centers during the COVID-19 pandemic, all travel and visits were
postponed. As childcare centers began to reopen the trips were rescheduled for November 2020 to
February 2021. State motor pool closed during the month of December which resulted in
additional delays.
Since this project was completed during the COVID-19 pandemic, at a time when centers were
facing unprecedented challenges, many centers that would have been included in the study notified
the team that they were planning to close due to loss of enrollment, were undergoing quarantine,
or were uncomfortable with outside visitors.
For the sites that were included in the survey, additional infection control measures were
implemented as outlined by the Center for Disease Control and Prevention (CDC)5 and
Occupational Safety and Health Administration (OSHA).6 Dental screenings and oral health
education fall under low to moderate risk for disease transmission as they are non-/lowaerosolizing procedures. All members of the team visiting the childcare centers had a daily
temperature check, wore surgical bouffant cap, disposable gown, eye protection, level III surgical
mask, and gloves. All surfaces were disinfected with EPA-approved cleaners before, between, and
after each screening.
Figure 13. Comfortable Going to the Dentist Post-COVID-19
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https://www.cdc.gov/coronavirus/2019-ncov/hcp/dental-settings.html

6https://www.osha.gov/SLTC/covid19/dentistry.html?fbclid=IwAR3Rv52Zrg_rNDmU3Fc_GyNfTAZDc6ipadD0kA7iVafaOUgpsfXMu

_0BA3o
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2021 Summary - Caries Experience
Caries experience includes the presence of fillings and untreated decay in primary (baby) teeth,
and primary teeth missing due to caries. Almost 27% of Nevada rural LCC 3 to 5-year-old children
have decay experience. There was a higher prevalence of caries experience in males (31%) than
females (22%) with caries experience. The following results show caries experience for these
children by age, race/ethnicity and other potentially associated variables from the parent
questionnaire.
As expected, caries experience increases with age, increasing in prevalence by 22% between ages
3 and 5 (Figure 14), with 27% of rural Nevada 3 to 5-year-old LCC children having caries
experience. For reference, the National Health and Nutrition Examination Survey (NHANES) for
2013-2016 found an estimated 28% of all 3 to 5-year-olds (not just rural LCC or Head Start
children) had caries experience.7 NHANES results did show higher caries experience with lower
family income level.
Figure 14. Caries Experience of Rural Nevada Licensed Childcare Centers – by Age

Caries Experience of Rural Nevada Licensed
Childcare Centers – by Age
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Hispanic or non-White children in LCC had slightly higher prevalence of caries experience
(27.3%) than their White (not Hispanic) counterparts (26.6%).

7

https://www.healthypeople.gov/2020/data-search/Search-the-Data?nid=4992
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Figure 15. Caries Experience of Rural Nevada Licensed Childcare Center Children – by
Race/Ethnicity
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Caries experience is lowest for Nevada LCC children with private dental insurance and highest for
those with Medicaid or other public insurance (Figure 16).
Figure 16. Caries Experience of Rural Nevada Licensed Childcare Center Children – by Dental
Insurance
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There was no significant difference in caries experience between children seen by a dentist in the
last year (25.8%) and those that had not (25.7%). Caries experience considers both treated and
untreated decay and indicates that children either have dental decay or have been to the dentist to
remove decay.
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Figure 17. Caries Experience of Rural Nevada Licensed Childcare Center Children – by Last
Dental Visit Within 12 Months
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Lower caries experience was seen in children with lower frequency of sugary drinks and snacks
consumption (Figure 18).
Figure 18. Caries Experience of Rural Nevada Licensed Childcare Center Children – by Sugary
Snack Frequency
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Each child present, whose parent/guardian gave permission, was screened for untreated and treated
decay (caries experience). Per the BSS criteria, untreated decay and treated decay in the following
categories were counted: cavitated carious lesions, amalgam (silver) or composite (white) filled,
stainless steel crowns, white-faced crowns (a type of esthetic crown for front teeth) and extracted
teeth.
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Of the children screened, 27% had decayed or treated primary teeth (caries experience). Of those
children with any type of decayed or treated teeth, 12% had one or two teeth, 5% had three to four
teeth, 5% had five to six teeth, and 3% had seven or more teeth that were involved (Figure 19).
Figure 19. Caries Experience of Rural Nevada Licensed Childcare Center Children – by Number
of Teeth Involved

Caries Experience of Rural Nevada Licensed
Childcare Center Children – by Number of
Teeth Involved
73.9%

0 Teeth

12.3%

5.3%

5.3%

3.1%

1-2 Teeth

3-4 Teeth

5-6 Teeth

7+ Teeth

*Note: Information on the number of teeth with caries experience was missing for three children.
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2021 Summary - Untreated Decay
Untreated decay refers to caries experience (a cavity) that is visible but has not been filled or
treated. More than one in five (20%) of Nevada LCC children have untreated decay. There was a
higher prevalence of caries experience in males (23%) than females (18%) with untreated decay.
The following results show caries experience for these children by age, race/ethnicity and other
potentially associated variables from the parent questionnaire.
Untreated decay prevalence shows the biggest change between ages 3 and 4, with an additional
increase also seen by age 5 (Figure 20), with 20% of rural LCC 3 to 5-year-old children having
untreated cavities overall. The National Health and Nutrition Examination Survey (NHANES) for
2013-2016 found an estimated 12% of all 3 to 5-year-olds (not just rural LCC or Head Start
children) had untreated decay.8 And as with NHANES results for caries experience, results showed
higher prevalence of untreated decay with lower family income level.
Figure 20. Untreated Decay of Rural Nevada Licensed Childcare Centers – by Age
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Hispanic or non-White children in LCC had higher prevalence of caries experience (24.2%) than
their White (not Hispanic) counterparts (20.6%).

8

https://www.healthypeople.gov/2020/data-search/Search-the-Data?nid=5016
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Figure 21. Untreated Decay of Rural Nevada Licensed Childcare Centers – by Race/Ethnicity
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Untreated decay is lowest for Nevada LCC children with private dental insurance and highest for
those with Medicaid or other public insurance (Figure 22).
Figure 22. Untreated Decay of Rural Nevada Licensed Childcare Center Children – by Dental
Insurance
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Lower prevalence of untreated caries was seen in children with a dental visit in the past year (26%)
than children not seen in the last year (29%) (Figure 23).
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Figure 23. Untreated Decay of Rural Nevada Licensed Childcare Center Children – by Last
Dental Visit Within 12 Months
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Like caries experience, children with a lower frequency of sugary snacks and beverage
consumption had a lower prevalence of untreated decay (Figure 24).
Figure 24. Untreated Decay of Rural Nevada Licensed Childcare Center Children – by Sugary
Snack Frequency
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Figure 25. Untreated Decay of Rural Nevada Licensed Childcare Center Children – by Number
of Teeth Involved
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2021 Summary – White Spots
In addition to untreated cavitated lesions, the children were screened for white spots that may
indicate initiation of a carious lesion. Standardization of screeners for identifying white spots is
more difficult than standardization for cavitated carious lesions, but we were interested in
assessing children who may have developing caries even if there are no frank cavitated lesions yet.
Screenings revealed that 27% of these rural Nevada LCC children had one or more teeth with
white spots, indicating a significant proportion of these children have teeth in the early stages of
future tooth decay, and should be targeted for preventive measures.
As expected, caries experience increases with age, increasing in prevalence by 17% between ages
3 and 5 (Figure 26), with 27% of rural Nevada 3 to 5-year-old LCC children having white spot
lesions.
Figure 26. White Spots of Rural Nevada Licensed Childcare Centers – by Age
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White spot lesions were lowest for Nevada LCC children with private dental insurance and highest
for those with Medicaid or other public insurance (Figure 27).
Figure 27. White Spots of Rural Nevada Licensed Childcare Center Children – by Dental
Insurance
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2021 Summary - Treatment Urgency
After screening was completed for each child, the screener assigned the child to one of three
treatment urgency categories. The categories were:
1. No Obvious Problem – continue with routine dental checkups
2. Needs Dental Care – needs to be seen soon (before their next regularly scheduled dental
visit)
3. Urgent Care Needed (Pain, Swelling or Infection present) - needs immediate dental care
within 24 – 48 hours
The following results summarize the overall treatment urgency for children in rural Nevada LCC:
urgent dental care needed (1%), early dental care needed (18%), and no immediate dental care
needed (20%). The Nevada Policy for Urgent Dental Issues Identified During Community
Screening9 was followed for those children identified as ‘urgent’ in this study.
Note: Information on urgency of need for dental care was missing for 14 children. Based on
information provided on the forms, it is assumed that they were not in need of care.
The only difference evident when the data was evaluated by gender was a slightly higher
percentage of females categorized as having urgent treatment needs. Treatment urgency by age is
displayed in Figure 28. There was some variation in treatment urgency by age, with a slight
decrease in five-year-old children with no treatment need.
Figure 28. Treatment Urgency Distribution of Children in Rural Nevada Licensed Childcare
Centers – By Age
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9

https://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Programs/OH/dta/Boards/2018_Meetings/Policy%20for%20Urgent%20Dental%
20Issues%20Identified%20During%20Community%20Screening-Nina%20Edits.pdf
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White children in LCC had slightly higher prevalence of urgent dental needs and a lower
prevalence of no immediate dental needs than their Hispanic or non-White counterparts
Figure 29. Treatment Urgency Distribution of Children in Rural Nevada Licensed Childcare
Centers – By Race/Ethnicity
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Rural Nevada LCC children with no dental insurance had the lowest prevalence of urgent dental
needs while Medicaid or other public insurance had the highest. Medicaid or other public insurance
and uninsured children has a similar rate of early dental care needs (Figure 30).
Figure 30. Treatment Urgency Distribution of Rural Licensed Childcare Children - By Dental
Insurance
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Treatment urgency results by last dental visit correspond with results seen for caries experience
and untreated decay – children with better access to dental care generally have less dental disease
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and treatment needs. Children with a dental visit within the past year had the lowest dental needs
(Figure 31).
Figure 31. Treatment Urgency Distribution of Rural Nevada Licensed Childcare Center Children
– By Last Dental Visit Within 12 Months
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Treatment urgency results by frequency of sugary snack and beverage consumption reflect results
for caries experience and untreated decay showing more oral health concerns with higher
frequency of sugary snacks and beverage consumption (Figure 32). The lowest percentage of
urgent and total dental treatment needs were seen in those children with the lowest frequency of
sugary snacks and beverage consumption.
Figure 32. Treatment Urgency Distribution of Rural Nevada Licensed Childcare Center Children
– By Frequency of Sugary Snacks
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Silver State Smiles in the Childcare Centers Webinar
Key components within the 2020-2021 basic screening survey for licensed childcare centers (LCC)
in rural Nevada were health promotion, oral health education, and oral hygiene support. The
project began by providing directors of LCC with a program overview and an offering an
opportunity for all educators, administrators, and their staff to attend a 2.5-hour webinar that would
provide approved NV Registry continuing education credits. In-service training is a new but
powerful component that should be included in any future BSS to educate children and improve
oral hygiene habits. Research demonstrates the positive association between oral health activities
in a childcare setting and a teacher's oral health values, dental training, and perceived oral health
self-efficacy.10
To assess the transfer of knowledge gained in the webinar, a pre- and post-webinar survey assessed
participant’s oral health attitudes and perceptions. To further substantiate the benefits of a
classroom toothbrushing program, the Childsmile program, the nationwide supervised nursery
school toothbrushing program funded by the Scottish Government and National Health Service,
was evaluated in the webinar. The Childsmile program has been successful year after year in
decreasing actual and anticipated costs associated with dental treatment for five-year-old children.
Highlighting that "the nursery toothbrushing programme not only reduces costs and improves
dental health but also reduces health inequalities."11 With this in mind, establishing a classroom
toothbrushing station and regiment within underserved areas of Nevada's rural communities was
critical. The teacher in-service introduced a step-by-step, classroom toothbrushing routine and
was reiterated during in-person visits. Each classroom received a toothbrushing packet that
included cleaning supplies, toothbrush sterilization equipment, individual toothbrushes, plaque
indicating toothpaste, and a laminated instruction sign that could be posted in the class
toothbrushing center. From this review of relevant research, it is evident that the childcare setting
affords a unique opportunity to reduce dental decay, improve a child's oral health and dietary
behaviors, and establish oral health awareness for both children and educators.
Seven 2.5-hour Nevada Registry-approved webinars were provided to forty-nine rural childcare
providers who influence the health habits of hundreds of school-age children. Six equivalent
webinars were offered in October ahead of the in-person basic screening survey, and one webinar
was offered in January as a makeup course. Educators were trained on dental emergencies, basic
oral hygiene, and tools to activate dental resources for children in their care. A pre- and postsurvey were applied to evaluate a change in attitudes and knowledge. Fifty-nine pre-tests were
taken, indicating that additional individuals planned to take the webinar who were not able to
attend.
The thirteen-question pre-test revealed that educators had an average understanding of oral health
before the presentation. Educators indicated that a majority had worked in a childcare setting
within 1 to 2 years. Additionally, a majority 69.5%, have children of their own. Educators indicated
that they were hoping to learn creative ways to teach children to brush their teeth, how to get
Kranz, A. M., Rozier, R. G., Zeldin, L. P., & Preisser, J. S. (2012). Oral health activities of Early Head Start and Migrant and Seasonal
Head Start programs. Journal of health care for the poor and underserved, 23(3), 1205–1221. https://doi.org/10.1353/hpu.2012.0090
11 Anopa, Y., Mcmahon, A. D., Conway, D. I., Ball, G. E., Mcintosh, E., & Macpherson, L. M. (2015). Improving Child Oral Health:
Cost Analysis of a National Nursery Toothbrushing Programme. Plos One, 10(8). doi:10.1371/journal.pone.013621
10
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children interested in brushing without a fight, how to teach the importance of oral health, how to
discuss oral health with parents, and how to encourage families to improve oral health at home.
The webinar did not include a section to assist educators in having oral health conversations with
parents. Future presentations should consist of creative ways to introduce these topics with families
and tips for teachers aware that students are suffering from oral pain.
The post-webinar survey included 13 questions that compared attitudinal responses from the prewebinar survey and examined the understanding of the project goals and satisfaction with the
presentation. Table 2 studies the pre- and post-webinar results. The respondents indicated that 40%
were very satisfied with the presentation within the post-test survey, and 47.5% were satisfied.
Future considerations that may be of value would be to conduct a statewide survey like those
surveyed in the state of Florida to define baseline oral health regulations in childcare centers within
the state and the relationship between director's experience, attitudes, and self-perceived barriers
and oral health promotion practices within the center. The survey questions were similar in type
to the pre- and post-webinar survey questions, but more expansive. Results of the study completed
in Florida indicate that directors who have been associated with a Head Start program in the past,
have longer working experiences, more positive pediatric oral health attitudes, and were more
likely to promote oral health activities within their childcare center.12 A similar descriptive
research project in Nevada might identify those centers that require more targeted training and
support.
Table 2. Webinar Pre- and Post-Survey Results
Pre-test
Q 1: Evaluate this statement: 96% Yes
Adults can spread the germs
that cause cavities. Do not put
anything in a child’s mouth
(such as a pacifier or spoon)
if it has been in another
person’s mouth.

Post-test
97.5% YES

Q2: Evaluate this statement:
Children should see a dentist
by their first birthday.

88.14% True

100% True

Q3: Evaluate this statement:
Children, like adults, should
brush their teeth with fluoride
toothpaste twice each day;
after breakfast and before
bedtime at night.

88.14% True

95% True

Bhoopathi, V., Joshi, A., Ocanto, R., & Jacobs, R. J. (2018). Oral health promotion practices: a survey of Florida childcare center
directors. BMC oral health, 18(1), 96. https://doi.org/10.1186/s12903-018-0562-y
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Q4: Evaluate this statement:
Children need an adult’s help
in brushing their teeth until
they are 8 years old.

93.22% True

97.5% True

Q5: Please rate your
knowledge of oral health
prior to the presentation/
following the presentation

42.37% Average

57.5% Excellent
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Satisfaction Survey of Participating Licensed Childcare Centers
In the effort of continuous improvement, a post-visit satisfaction survey was developed as a tool
to aid in the assessment of overall performance. The survey was created using an online survey
platform. The survey included ten questions that assessed overall satisfaction of the project,
content relevance, implementation of program elements at the centers, and any additional
feedback. A link to the survey was emailed out to each site administrator with an additional
reminder email sent after two weeks. A total of 17 surveys were completed from the 34 sites (50%
response rate).
Feedback from the project was overwhelmingly positive. 94% of respondents stated that overall,
they rated the project as excellent or very good. Noting that the project team was “well prepared,
but most importantly, interactively worked with 3- and 4-year-olds appropriately!” Additionally,
100% of respondents rated the oral health screening that was provided as meeting expectations or
outstanding. 100% of respondents rated the oral health materials provided (toothbrushing station,
sterilizers, toothbrush kits for the children, etc.) as exceeding expectations or outstanding. 81%
stated that they planned to implement a classroom toothbrushing station with the supplies
provided.
When asked if there were any specific recommendations for future versions of this project, one
respondent stated “I hope that this is something that can continue! We are rural and these kinds of
things are so needed.”
When asked if the parents or children had any feedback regarding this project, the screening, the
educational presentation, or any aspects of the project, they stated: “The parents were so amazed
that the children had learned about brushing at school. Plus, it gave them the opportunity to focus
on it with their children. Especially flossing.”

42

Conclusion
Nonparental childcare is an accepted necessity for working parents. Childcare facilities allow
parents to work while their children learn and grow in a safe, nurturing environment. It is so
common that by age five, nearly 75% of children in the United States will be cared for by a
childcare center, nursery/preschool, or Head Start Program.13 Children at this young age are
exceptionally vulnerable, and the environment and influence of childcare centers will have lifelong
impact on their health and well-being. Improving the quality of childcare should be an established
goal within state government policy. Childcare for young children, especially those within prekindergarten age groups, focuses on meeting their basic needs for safety and security. However,
to foster growth and educational attainment, nutrition, overall health, hygiene, and oral health
should also be essential components of any childcare curriculum. According to the 2011 U.S.
Census, sixty-one percent of children or twelve and a half million preschoolers age zero to four
regularly received childcare from someone other than their parents.14 With so many children under
the influence of childcare outside the home, childcare educators have an immense responsibility,
and childcare centers can establish permanent habits and attitudes on health behaviors.
To ensure equality in school readiness for all children, low-income families who might not have
access to childcare educational services are offered the opportunity to enroll their children in Head
Start programs. Head Start is a federal program that serves children birth through age five. Head
Start sets specific guidelines that require children to obtain a medical and dental evaluation, and
the Head Start program must assist parents in accessing necessary health care services.
Furthermore, 45 CFR 1302.40 establishes the purpose of Head Start programs and states, "a
program must provide high-quality health, oral health, mental health, and nutrition services that
are developmentally, culturally, and linguistically appropriate and that will support each child's
growth and school readiness.”15 Federal regulations also outline oral health practices, child
nutrition, family support services for health, nutrition, and mental health that should be provided
to children.
Head Start programs prioritize oral health, nutrition, and hygiene to overcome social determinants
of health that negatively impact the health of low-income children. However, these priorities are a
powerful tool that should be available to all children. The American Academy of Pediatric
Dentistry (AAPD) encourages childcare centers of all variety to implement health promotion
activities to reduce early childhood decay. AAPD released a list of oral health guidelines for
childcare centers to strengthen the implementation of health promotion activities within an
environment where children spend most of their day (American, 2020). Among the AAPD's dental
decay prevention strategies, several are highlighted by this project, including:
1.
Utilize oral health consultations and screenings
2.
Educate caregivers and parents to establish a dental home
3.
Establish written procedures for a medical and dental emergency
Kim, Juhee, Kaste, Linda M, Fadavi, Shahrbanoo, & Neelon, Sara E. Benjamin. (2012). Are state childcare regulations meeting
national oral health and nutritional standards? Pediatric Dentistry, 34(4), 317–324.
14 US Census Bureau. (2019, August 27). Childcare. Retrieved May 10, 2021, from https://www.census.gov/programssurveys/sis/resources/visualizations/child-care.html
15 ECLKC. (2020, October 16). Head start program performance standards related to oral health. Retrieved May 10, 2021, from
https://eclkc.ohs.acf.hhs.gov/oral-health/article/head-start-program-performance-standards-related-oral-health
13
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4.
5.
6.

Sponsor age-appropriate live oral health educational presentations for children
Provide in-serve training for childcare educators
Promote supervised oral hygiene practices once daily after a snack or meal.

If these Head Start health standards are considered national standards, one might wonder if stateLCC are modeled after similar guidelines. A national study reviewed state nutrition and oral health
policies and practices, and wide variation was noted. It revealed that all states have regulations
that cover nutrition topics, but seven states had no mention of oral health in state childcare
regulations.13 Nevada was found to have implied oral health screening and the availability of
toothbrushes for preschool children. In contrast, Nevada met five of the eleven nutritional content
standards, including water availability and avoidance of bottle use for infants.
While each state has specific requirements for LCC, the model in Nevada does not outline health
standards for LCC that are on par with Head Start Programs. The expectation that the incidence of
caries risk is higher among low-income children and those eligible for Medicaid has been
identified in the research. An evaluation of Head Start centers and non-Head Start centers
identified a higher risk of dental decay in children within Head Start centers.16 The purpose of this
surveillance project was to specifically evaluate the oral health status of children receiving care
from LCC in rural Nevada to the oral health status of children in rural Head Start programs as
reported in the 2018 Head Start oral health assessment.
Childcare centers offer a rich environment to instill educational lessons and social, cultural, and
hygiene habits. There children learn how to interact with the world and model caregiver’s behavior.
Including education for childcare providers and equipping centers with the tools to continue oral
hygiene routines should be an essential element within any project that provides in-person oral
health surveillance. Maximizing every opportunity to impact the lives of those who are evaluated
should be prioritized to improve oral health more broadly. Seemingly small acts such as daily
classroom toothbrushing can significantly impact the oral health of young children. Advocates of
health and wellness should explore creative approaches and licensing regulations to establish the
importance of oral health in the development of young children.

Gupta, R. S., Pascoe, J. M., Blanchard, T. C., Langkamp, D., Duncan, P. M., Gorski, P. A., & Southward, L. H. (2009). Child health in
child care: A multi-state survey of head start and non–head start child care directors. Journal of Pediatric Health Care, 23(3), 143-149.
doi:10.1016/j.pedhc.2008.01.002
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Appendices
Introduction Letter to Head Start Administrator
Oral Health Webinar Flyer
Consent Form Instruction Letter
Letter to Parents
Brochure on Fluoride Varnish
Consent Form and Questionnaire
Survey Screening Form
Take-Home Findings Letter to Parents
Nevada Dental Provider Directory
Classroom Circle Brushing Guide
Dental First Aid Action Plan

45

LISA SHERYCH
Administrator

STEVE SISOLAK
Governor

RICHARD WHITLEY, MS
Director

DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF PUBLIC AND BEHAVIORAL HEALTH
4150 Technology Way
Carson City, Nevada 89706
Telephone (775) 684-4200 Fax (775) 687-7570
http://dpbh.nv.gov

IHSAN AZZAM, Ph.D., M.D.
Chief Medical Officer

Dear Licensed Childcare Facility Administrator,
The Nevada Division of Public and Behavioral Health (DPBH), Oral Health Program (OHP) has
a e ed i h he De a e
f Ed ca i
Office f Early Learning and Development to assess
child e
al heal h a licensed childcare centers across the state. Our goal is to increase the number of
you g child e
i h de al h e and to decrease the number of children with untreated tooth decay.
Thi i f
ai
ill hel de e i e he e e
f child e
de al eed a d all ca e e
ce . B i al l
starts with dental screenings of students like yours.
DPBH,OHP is offering a dental screening to all children 3-5 years of age within identified licensed
childcare facilities who provide parental consent. Parents can also consent to a fluoride varnish
application for their child to strengthen teeth and reduce dental decay. This year, we will also be working
with you to establish a toothbrushing station. Our team will conduct the oral health services from October
2020 January 2021. All services are of no cost to you or your students.
Our team will call to schedule the screening at a time that is convenient for each site and mail the forms in
advance for distribution (please see enclosed samples, which will also be available in Spanish). The
screening and application of fluoride varnish will be conducted by a licensed dental professional who will
follow all current infection control protocols and wear proper personal protective equipment(PPE). The
process should take about two minutes per child. Each participating classroom within an individual childcare
center will receive a grade-level appropriate, oral health educational session to equip children with dental
hygiene and nutritional information and to remove any apprehension about the dental screening. Supplies for
the in-classroom toothbrushing station will also be provided. Following the screening, children will receive a
toothbrush, toothpaste, floss, written take-home findings for the parents, and contact information of dental
providers where treatment can be rendered for issues identified during the screening.
We are pleased to offer a webinar as part of the 2020 Nevada Licensed Childcare Oral Health Survey
which has been approved by the Nevada Registry. While the screening targets 3-5-year olds, this webinar
is for all educators, staff, and administrators of licensed childcare facilities. This training will provide a
working understanding of the landscape of dental disease in Nevada children, the etiology of tooth decay
and prevention strategies, the relationship between nutrition and oral health, and tips to implement a
classroom tooth brushing program. We ask that you and your team register for this free virtual 2.5hour webinar prior to your screening date. Multiple dates and times are available. The registration
page can be found here: https://tinyurl.com/y3l27u72 Also included is a flyer on this webinar.

Helping People -It's Who We Are And What We Do
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September 17, 2020
Page 2
Licensed childcare facilities that enroll in the QRIS star quality rating may use participation in this
program to meet compliance under the QRIS indicator Health and Safety 3T: Preschool children receive
annual oral health education.
Evaluation of past surveys from similar state studies have shown that these dental screenings are well
received. In 2007, 95% said that the screening was important for ea i g chi d e
oral health, and
91% said that the screening was valuable to their programs. Previously written -in comments include:
I helps to identify children who are in need of dental treatment who may not have access or have
not visited a dentist to receive routine ca e.
G d feedback f
aff ab
ide if i g chi d e
i h e e ge c needs which might have
gone unmet without the screening team i i .
We had
different teams come out to our center and they were very child friendly, courteous
a d
fe i a .
While the names of the children screened may be shared with the licensed childcare facility coordinator
for follow-up, no individual child will be identified in any reports. Only aggregated results will be
reported (e.g., from centers or counties). The information will be used to inform policy makers and others
on what is needed to improve oral health for young children. Participating licensed childcare facilities and
administrators will be the first to receive these reports.
Y
ce e
a ici a i i e i
a e e if he chi d e eg a
i i a de i . Your site may be
representative of a geographic section of Nevada that may not otherwise be characterized. Participating in
the screening can help the children currently attending your center and the aggregated reports will assist in
designing programs to meet the needs of young children in years to come.
We sincerely hope that you will accept this opportunity, and let your site staff know of your support. The
Nevada Oral Health Program will contact you for your response within the week.
Thank you for your attention in this matter.
Respectfully,

Patti Oya
Director,
Office of Early Learning and
Development

Antonina Capurro, DMD, MPH, MBA
State Dental Health Officer,
Division of Public and Behavioral
Health

Jessica Woods, RDH, MPH
Interim State Dental Hygienist,
Division of Public and Behavioral
Health

9/17/2020
Document1
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2020 Nevada Licensed Childcare
Oral Health Webinar
Presented by the Nevada Division of Public and Behavioral Health, Oral
Health Program through a grant with the Department of Education’s Office of
Early Learning and Development and in collaboration with Colgate.

This free webinar has been approved by the Nevada Registry and is for educators,
staff, and administrators of licensed childcare facilities.

During this virtual training we will be discussing:
‣
‣
‣
‣
‣

Dental disease in children
Oral health and hygiene
Strategies to implement a classroom toothbrushing program
First aid for pediatric dental trauma
The relationship between nutrition and oral health

We ask that you and your team register for this webinar prior to your
screening date.
This webinar is offered several times. Select the date/time that is most
convenient to you.
Pre-registration is required.
Every registered participant will receive a:
‣ Certificate of completion and
‣ FREE whitening toothbrush kit

Register here:
https://tinyurl.com/y3l27u72
Email Jessica Woods at jwoods@health.nv.gov with any registration questions.
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IHSAN AZZAM, Ph.D., M.D.
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Dear Licensed Childcare Facility Administrator,
The Nevada Division of Public and Behavioral Health (DPBH), Oral Health
Program (OHP) is looking forward to our visit to your facility. As a reminder, we
have partnered with the Department of Education’s Office of Early Learning and
Development to assess children’s oral health at licensed childcare centers across
the state. Our goal is to increase the number of young children with dental
“homes” and to decrease the number of children with untreated tooth decay.
DPBH, OHP is offering a dental screening to all children 3-5 years of age within
identified licensed childcare facilities who provide parental consent. This year, we
will also be working with you to establish a toothbrushing station. All services are
of no cost to you or your students.
Some time in mid-October, please expect to receive an email confirming a site
visit date. Before the visit to your site, the following items should be completed.
• Please have the parent/guardian completely fill out the permission form (Consent
with Family Demographics) that are included in this packet. The forms are in
English and Spanish. All offered dental services are for all students regardless of
dental insurance coverage.
• Any parent that does not wish for their child to have the Dental Visual Exam
performed, PLEASE have the parent complete the permission slip form and check
“No, I do not want my child to have either of the services mentioned above” on
the permission slip form.
• You are vital to encouraging completion of parental permission forms and ensuring
that forms are returned in a timely manner. Each participating facility that reaches a
70% permission form return rate will receive a $100 gift card to Lakeshore
Learning. The percentage of completed permission forms will be associated with
forms that have a parental signature regardless of whether or not the parent accepts
or denies the child’s participation in the dental screening. Gift cards will either be
distributed on the day of the screening or will be mailed to site coordinators after
the screening date.
Helping People -It's Who We Are And What We Do
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• Please make parents are aware they must fill out the permission form (Consent
with Family Demographics) to have their child receive the Free Dental Kit.
Encourage parents to do so that way no child in the class is without one. Kids all
want to participate for a Goodie Bag
• The enclosed self-adhesive colored wristbands can be used as a reminder for
children and parents that a consent form has gone home for signature.
• On the day of the dental screening, we will visit the classrooms to provide a brief
oral health presentation. We will work with you to ensure your students are ready at
your scheduled time for the presentation and dental screening.
• Please have the permission forms (Consent with Family Demographics) completed
and ready for Hygienist upon his/her arrival into your classroom. Please make sure
that parent has completely filled out and signed the forms.
• The Hygienist will leave a Take-home Findings form and oral hygiene kit for
you to give to the parents with their child’s results of the Dental Visual Exam.
• Your center’s participation is very important even if the children regularly visit
a dentist. Your site may be representative of a geographic section of Nevada
that may not otherwise be characterized.
THANK YOU for all your help during this process. It is a great experience and
provides a needed service for Nevada’s children. It is a day to learn about oral health
and have fun! We could not do this without your help!
Respectfully,

Antonina Capurro, DMD, MPH, MBA
State Dental Health Officer,
Division of Public and Behavioral Health

Jessica Woods, RDH, MPH
Interim State Dental Hygienist,
Division of Public and Behavioral Health

Nevada Oral Health Program
Saving Nevada Smiles, One Tooth at a Time
http://dpbh.nv.gov/Programs/OH/OH-Home/
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Dear Parent:
The 2020 Nevada Licensed Childcare Oral Health Survey is about to take place! The State dentist and dental
hygienist will be screening children across Nevada to help learn about children’s oral health. A healthy mouth
is an important part of total wellbeing, and helps a child be ready to learn. Combined results of dental
screenings at licensed childcare facilities will help us identify community needs so that we can plan dental
programs for Nevada’s children. For this reason, your participation is important! We hope that you will allow
your child to participate in the screening even if s/he already visits a dentist.
With your consent, a dentist or dental hygienist will look at your child’s teeth using a small mouth mirror and
a light. We will send a report home to you that describe any findings, along with a list of dental providers in
your area. Please note that this screening does not take the place of a complete dental exam.
In addition, your child can also have a thin coat of fluoride varnish painted on the teeth with a tiny brush.
Fluoride varnish helps prevent new cavities, and it can help stop some cavities that have just started (please
read the enclosed brochure). The fluoride varnish is sticky and if a child finds it uncomfortable on their teeth,
the thin film of fluoride varnish can be removed immediately with a toothbrush and floss, and then by rinsing
with and spitting out warm water.
The screening and fluoride varnish application take only about two minutes, and they are completely free.
These services are voluntary and your child can leave at any time. Every child who participates will receive a
free toothbrush, floss, and toothpaste. All information will be kept confidential, and your child’s name will
NOT be used in any reporting.
If you want your child to participate in either or both of the services, then you must sign the attached Consent
Form— we cannot see any child without consent signed by the parent. It would be helpful if you would
return the form even if your child does not participate. Please return the form to your child’s teacher as
soon as possible, so that we can plan for our visit.
For questions, please call the Nevada State Dental Health Officer, Dr. Antonina Capurro, at (702) 774-2573.
Thank you for your attention in this important matter.
Respectfully,

Patti Oya
Director, Office of Early Learning
and Development

Antonina Capurro, DMD, MPH, MBA
State Dental Health Officer, Division
of Public and Behavioral Health

Jessica Woods, RDH, MPH
Interim State Dental Hygienist,
Division of Public and Behavioral
Health
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Nevada 2020 Consent Form
Please Note: Y
c
a
for recording grant data.

NOT b

For office use only:
Screening Date ________________
Center Name ________________
Record #
________________
tracking data. The Record # will be used

Please answer the following questions about your child. Complete a separate form for each child.
1. Chi d Na e (print) __________________________________________________________
2. Chi d Bi h Da e _____ / _____ / _______
4. Gender

Male

3. Na e f Chi d De i ______________________or

None

Female

5. Note: You must answer all of the questions for #5 if you want your child to have a fluoride varnish application.
Does your child have any of the following: (Circle Y for yes and N for no for each question)
Y N Asthma
Y N Allergy to pine nuts or colophony
Y N Any other allergies (list)
____________________________________________
Y N Any medical condition (list)
____________________________________________
Y N Taking any medication (list)
____________________________________________
Y N Takes fluoride tablets or drops at home
Y N A fluoride varnish treatment within the last three months

_______________________________________________________________________
Parental Permission for Services
IMPORTANT NOTE: Y
a
Ye SIGN a d e
hi i if you want your child to be screened and/or
to have fluoride varnish. No services can be provided without marking the boxes and signing your consent.
Yes, I give permission for my child to have a dental screening. I understand that this screening does not replace
a full dental exam, and that my child should still go to a dentist. I understand that the results of this screening
may be shared with the Nevada Department of Health and Human Services, licensed childcare facility, Nevada
Department of Education, and with dental providers for my child.
Yes, I give permission for my child to have a fluoride varnish application.
No, I do not want my child to have either of the services mentioned above.

X ______________________________________________________
Signature of Parent/Legal Guardian
Date
___________________________________________________________________________________________

The following information is important to help us understand access to dental care in your community.
Please mark the best answer.
6. How would you rate he c di i
f
chi d ee h and gums? (circle one)
a. Excellent
b. Very good c. Good
c. Fair
d. Poor
7. Due to COVID-19, do you feel comfortable coming into a dental office for an appointment?
a. Yes
b. No
Comment:
8. How many times a day does your child have sugary drinks or snacks?
a. 2 or less
b. 3 to 5
c. 6 or more
9. Is your child reluctant to brush their teeth?
Over
a. Yes
b. No
c. Sometimes
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10. About how long has it been since your child last visited (saw) a dentist? Include all types of dentists,
such as orthodontists, oral surgeons, and all other dental specialists, as well as dental hygienists.
(Circle only one)
a. 12 months or less
b. More than 1 year, but not more than 3 years ago
c. More than 3 years ago
d. My child has never been to a dentist
e. D
d
b
11. What was the main reason your child last visited a dentist? (Circle only one)
a. Went in on own for routine check-up, examination or cleaning
b. Was called in by the dentist for check-up, examination or cleaning
c. Something was wrong, bothering or hurting
d. Went for treatment of a condition that dentist discovered at earlier check-up or examination
e. Other
f. D
d
b
12. During the past 12 months, was there a time when your child needed dental care but could not get
it at that time? (Circle only one)
a. Yes
b. No
c. D
d
b
13. IF YES: What were the reasons that your child could not get the dental care she/he needed? (Circle
all that apply)
a. Cost was too high
b. Dental office is not open
c. I did not think anything serious was
at convenient times
wrong/expected dental problems to
go away
d. Dental office is too
e. Another dentist
f. Transportation or lack of reliable
far away
recommended not
transportation
doing it
g. Unable to take time
h. Afraid or do not like
i. Dentist did not accept insurance
off of work
dentists
j. No insurance
k. Too busy
l. Insurance did not cover
recommended procedures
m. Other
n. D
d
o. COVID-19/pandemic
remember
14. Do you have any kind of i
a ce ha a f
e a f
chi d DENTAL CARE
(Note: NO insurance will be billed these services are completely free). (Check only one)
a.
b.
c.
d.

Private dental insurance
Medicaid
Other government dental insurance
None

15. Which of the following best describes your child? (Check all that apply)
White
Black/African American
Native Hawaiian/Pacific Islander
Asian
Hispanic/Latino
American Indian/Alaskan Native

Multiracial
D

Thank you for your participation!
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2020 Nevada Licensed Childcare
Oral Health Survey-Data Form

Licensed
Childcare
Facility
BSS ID1

Screener ID and
Initials

Date of Screening
(mm/dd/yyyy)

Record ID of Child

Gender

Licensed Childcare
Location
Consent Signed
Med. History
Reviewed
Screening Completed:

Fluoride Varnish
Applied:

Yes
Yes
Yes

Yes

Male

Female

No
No
No

No

If No:
Consent for screening only
Intra-oral inflammation
Related allergies
Ulcerative gingivitis
Child
refused/uncooperative

Basic Screening Survey Data Collection
Untreated
Decay
Yes

Treated
Decay
Yes

No

No

________
# of teeth

________
# of teeth

Non-Cavitated
White Spots

Treatment Urgency

Urgent Care

Yes

No Obvious Problem – continue
with regular dental checkups

Pain

No

Needs Dental Care – needs to be
seen soon (before their next regularly
scheduled dental visit)

Abscess

Urgent Care Needed (Pain,
Swelling or Infection present) needs immediate dental care within
24 – 48 hours

Other
(broken or
knocked out
tooth)

Other Findings:___________________________________________________
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2020 Nevada Licensed Childcare
Oral Health Survey
Take-Home Findings
Child’s Name

Center Name

Date

Dear Parent/Guardian,
Today your child’s entire mouth was checked by a licensed dental professional. We want you to know the following:
1.

This was only a screening. It does not replace a complete dental exam. Your child should still have regular dental
check-ups.

2.

Urgent! Your child has a tooth or teeth that appear to need immediate care. Contact your family dentist right
away to make an appointment for a complete evaluation.

3.

Early Care. You child has one or more teeth that need to be evaluated by your family dentist. Your child needs to be
scheduled now for a follow-up dental visit. Your dentist will determine whether treatment is needed.

4.

No obvious problems were seen. Remember that this was not a complete exam with x-ray films, and does not take
the place of one. Your child should visit a dentist regularly.

5. If you marked “yes” on the Permission Slip for your child to have fluoride varnish:
Fluoride varnish was applied. Remember:
*For be e l do no b h o flo
o child ee h n il omo o mo ning
Yo child ee h ma look ello b he a ni h ill b h off
*Your child should avoid eating anything sticky, crunchy, chewy, or hot until tomorrow. Give your child a
soft diet for the rest of the day.
*Your child should not be given fluoride drops or tablets for two days. You may continue providing fluoride
supplements two days from today.
*If any difficulties are experienced, you can quickly and easily remove the fluoride varnish by using a toothbrush
and floss. Your child should then rinse his/her mouth with warm water and spit.
*If you have any questions or concerns, please call the Nevada State Dental Health Officer, Dr. Antonina Capurro, at
(702) 774-2573.
Fluoride varnish was not applied. Comments:

Remember...
Baby teeth are important! Some baby teeth stay in the mouth until a child is about 12 years old. They help with
chewing and speaking, and they help guide the permanent teeth into place. Have your child see a dentist regularly.
Cavities will not go away on their own, and they are less costly to fix if they are caught early.
If your child has Medicaid, then they have dental benefits from birth to age 21. No referral is needed, regardless
of the child’s age. Transportation to and from the dental appointment may also be covered; call 1-844-879-7341.
Be sure that your child brushes twice a day. Children should be assisted with brushing up to age eight so that all
of the teeth are cleaned. Floss should be used every day between teeth that touch.
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Dental Providers
William Todd Thompson

DMD

Battle Mountain Dental

100 Carson Rd

Suite 1

Donald Chamberlain

DDS

Elko Dental Care

Suite 102

James W Cruson

DMD

James W Cruson DMD

2560 Mountain City
Hwy
1389 Lamoille Hwy

Battle
Mountain
Elko

NV

89820

(775) 635-3300

NV

89801

(775) 777-7751

Elko

NV

89801

(775) 753-8670

Daniel Egbert

DMD

Elko Family Medical and Dental Center

762 14th Street

Elko

NV

89801

(844) 227-6867

David Ellefsen

DDS

All Smiles Family Dental

900 N 5th St

Elko

NV

89801

(775) 738-8888

Morris Gallagher

DDS

810 Court St

Elko

NV

89801

(775) 738-6122

Michael Gladwell
David T Grove

DMD,
MD
DMD, MS

Elko

NV

89801

(801) 262-7447

Elko

NV

89801

(775) 753-4870

Travis Kirkland

DDS

AnyDay Dental

2575 N 5th St

Elko

NV

89801

(775) 738-9666

Clayton T Neilson

DMD

Clayton T. Neilson DMD LLC

2552 Idaho St

Elko

NV

89801

(775) 738-7666

Darrell Osterhoudt

DMD

7 Day Dental

2575 N 5th St

Ste A

Elko

NV

89801

(801) 568-0178

Meenakshi Patel

DMD

Elko Family Dentistry

674 N. Cedar St.

Ste. #A

Elko

NV

89801

(775) 777-3737

Stephen C Price

DDS

Clayton Neilson DMD

Richard Pulsipher

DDS

Elko Dental Specialists

2552 Idaho St.

Elko

NV

89801

(775) 738-7666

1760 Browning Way

Elko

NV

89801

(775) 753-6118

Bryce Putnam

DMD

Elko Family Medical and Dental Center

762 14th Street

Elko

NV

89801

(775) 738-1553

Erik Smith

DMD

Pediatric Dentist

Children's Dentistry of Elko

2578 Idaho St

Elko

NV

89801

(775) 299-4790

Thomas Sorensen

DDS

Pediatric Dentist

AnyDay Dental

2575 N 5th St.

Elko

NV

89801

(775) 753-6118

Treagan White

DDS

Pediatric Dentist

Elko Dental Specialists

1760 Browning Way

Elko

NV

89801

(775) 753-6118

Thomas Dickson

DDS

690 Thistle Lane

Spring Creek

NV

89815

(775) 738-3500

David Diehl

DMD

Spring Creek

NV

89815

(775) 738-3110

Joseph Johnson

DDS

Spring Creek

NV

89815

(435) 882-0099

Robert Petersen

DDS

Marina Hills Dental

Barry Sorenson

DMD

Family Dental Care

Joseph Weber

DMD

Scott Forvilly

DDS

Austin James Gibson

DMD

Rickey Lynn Grant

DMD

Jeremy M. Keener

DDS

Nathan wensen

DMD

Oral Surgery

Elko Dental Specialists

1760 Browning Way

Lander
Elko

Ste B

Elko
Elko
Elko
Elko
Elko

Orthodontist (Braces)

Endodontist (Root Canal)

137 B Sage Street

Marina Hills Dental

Ste A

Ste. A

282 Spring Creek
Pkwy
445 Frisco Court

Ste 202

282 Spring Creek
Pkwy
263 Spring Valley
Pkwy
480 Heather Dr

Ste 202

Spring Creek

NV

89815

(775) 738-3110

#A-3

Spring Creek

NV

89815

(775) 738-3500

Spring Creek

NV

89815

(775) 738-3110

Gentle Dental Care

50 East Haskell St

Ste C

Winnemucca

NV

89445

(775) 782-0022

Gibson Dental

465 W Haskell St

Winnemucca

NV

89445

(775) 623-2364

P O Box 417

Winnemucca

NV

89446

(775) 623-1228

Jeremy M. Keener DDS, PC

15 Paradise Ave

Winnemucca

NV

89445

(775) 625-7763

Nate Swensen DMD, LLC

530 Melarky

Winnemucca

NV

89445

(775) 623-5093

Elko
Elko
Elko
Elko
Elko
Elko
Elko
Elko
Elko
Elko
Elko
Elko
Elko
Elko
Elko
Elko

Ste 9

Elko
Humboldt
Humboldt
Humboldt
Humboldt
Humboldt
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Dental Providers
Douglas

Karwoski

DDS

Karwoski Dental

901 Medical Center Dr, Suite
200
1241 S Taylor St
56 Commercial Way

Dayton

NV

89403

(775) 246-7122

Steven
Jason

Calderwood
Ferguson

DDS
DDS

The Dentists' Office
Nevada Dental Arts

Fallon
Fallon

NV
NV

89406
89406

(775) 423-7400
(775) 423-9990

Tony

Guillen

Trinidad

Guillen

DDS

320 West A St

Fallon

NV

89406

(775) 423-6547

DDS

2277 Lovelock Hwy

Fallon

NV

89406

Joseph

(775) 273-2909

Hansen

DMD

2300 Mount View Dr

Fallon

NV

89406

(775) 423-3634

Cary

Jaques

DDS

451 Heron Ln

Fallon

NV

89406

(775) 423-5213

Derek

Johnson

DMD

1162 Bon Accord Ln

Fallon

NV

89406

(775) 423-7400

Tomas

Kutansky

DDS

966 Venturacci Ln

Fallon

NV

89406

(775) 423-9990

Kallie

Moorefield

DDS

368 Crystal Court

Fallon

NV

89406

(775) 423-7400

John

Shepphird

DMD

Fallon Family Dental Care

300 W A Street

Fallon

NV

89406

(775) 423-5213

James

Smerdon

DMD

The Dentists' Office

1241 S Taylor St

Fallon

NV

89406

(775) 423-7400

Paul

Hardman

DMD

1196 Jasmine Ln

Fernley

NV

89408

(775) 426-2811

Andrew

Korcek

DDS

1000 Agate Way

Fernley

NV

89408

(775) 426-2811

Cindy

Miller

DDS

805 E Main St, Suite B

Fernley

NV

89408

(775) 575-2555

Bradford

Munninger

DDS

C D Jackson-Miller DDS
Inc
Desert Valley Dental

300 Hwy 95A S, #110

Fernley

NV

89408

(775) 575-0777

Carter

Christensen

DMD

Arrowhead Dental Center

1513 US HWY 395 N

Gardnerville

NV

89410

(775) 782-0022

Richard

Dragon

DMD

Dragon Dental

1234 Waterloo Ln

Gardnerville

NV

89410

(775) 782-9755

Stuart

Drange

DDS

1480 Hwy 395

Gardnerville

NV

89410

(775) 782-7169

Edward

Gray

DMD

Carson Valley Dental Arts
Implant Dentistry
Carson Valley Oral
Surgery

1516 Charlotte Way, Suite A

Gardnerville

NV

89410

(775) 782-6491

Raymond

Murdock

DDS

1569 Putter Ln

Gardnerville

NV

89460

(775) 265-4215

Eric

Park

DDS

Eric S Park DDS PC

1126 Bell St

Gardnerville

NV

89410

(775) 782-2251

Timothy

Pinther

DDS

Sierra View Dental Center

1064 Riverview Drive

Gardnerville

NV

89460

(775) 782-3638

Matthew

Torres

DMD

1366 Macenna Lane

Gardnerville

NV

89410

(775) 392-3209

Jack

Harrington

DDS

2070 The Back Rd

Glenbrook

NV

89413

(775) 267-2244

Bruce

Dow

DDS

120 Aurora St

Hawthorne

NV

89415

(775) 945-2438

Jason

Acevedo

DDS

897 Ironwood Dr, Suite 203

Minden

NV

89423

(775) 783-0888

Mark

Allen

DDS

Jason R Acevedo, DDS
LLC
Mark A. Allen, DDS

1701 County Rd, Suite K

Minden

NV

89423

(775) 782-9177

Daniel

Budd

DDS

Minden Dental

1664 US Hwy 395 N, Suite 201

Minden

NV

89423

(775) 782-7705

Ronnie

Cook

1702 Rosso Ct

Minden

NV

89423

(602) 843-7501

Maxwell

Doxey

DDS,
MS
DMD

Minden Dental

1664 US Hwy 395 N, Suite 201

Minden

NV

89423

(775) 782-7705

Celeste

Eckerman

DDS

Celeste Eckerman DDS

1702 County Rd, Suite E

Minden

NV

89423

(775) 782-2799

David

James

DMD

Dr. James the Dentist,
APC

1664 US Hwy 395, Suite 103

Minden

NV

89423

(775) 782-7799

David

Newell

DDS

1673 Lucerne St, Suite C

Minden

NV

89423

(775) 782-4525

Rick

Parigini

DDS

Orthodontist

Parigini Orthodontics

1702 County Rd, Suite G

Minden

NV

89423

(775) 782-3600

Heather

Parsons

DMD

Pediatric
Dentist

Valley Pediatric Dentistry

1701 County Rd, Suite I

Minden

NV

89423

(775) 782-8077

Frank

Raschilla

DDS

Frank L Raschilla, DDS

1625 Hwy 88, Suite 201

Minden

NV

89423

(775) 783-9898

James

Seyfried

DDS

James Seyfried, DDS

1624 Library Ln

Minden

NV

89423

(775) 782-8176

Thomas

Unruh

DDS

Thomas Unruh, DDS PC

1664 Hwy 395 #202

Minden

NV

89423

(775) 782-0411

Alan

Leinassar

DMD

Scott Leinassar DMD

2311 Hwy 208

Smith

NV

89430

(775) 465-2388

Andrea

Leinassar

DDS

Scott Leinassar DMD

2311 Hwy 208

Smith

NV

89430

(775) 465-2388

Dennis

Bowman

DDS

Dennis Bowman, DDS

PO Box 4461

Stateline

NV

89449

(775) 588-4021

Jeffrey

Askins

441 Tibbals Way

Yerington

NV

89447

(775) 829-8930

Steven

Draper

DDS,
MS
DDS

20 State Route 208

Yerington

NV

89447

(775) 463-3171

Frederic

Nelson

DDS

505 South St, Apt A

Yerington

NV

89447

(775) 773-2005

Nicole

Gordon

DDS

P O Box 10341

Zephyr Cove

NV

89448

(530) 544-1050

Monica

Saldana

DDS

P O Box 11464

Zephyr Cove

NV

89448

(907) 442-7325

Oral Surgeon

Orthodontist

Orthodontist
Mason Valley Family
Dental
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Gary

Aglietti

DMD

Michael

Almaraz

DDS

501 S Division St

Carson City

NV

89703

(775) 882-1195

1675 Vista Ln

Carson City

NV

89703

John

Amorati

DDS

(775) 882-3033

1201 N Nevada St

Carson City

NV

89703

Jared

Bauerle

DMD

Periodontist

(775) 882-2290

4201 Numaga Pass

Carson City

NV

89703

Francis

Beglin

DDS

Orthodontist

(775) 882-3033

Beglin Orthodontics

525 W Washington St

Carson City

NV

89703

Keith

Benson

DMD

(775) 882-5911

Northern Nevada
Correctional Center
Coombs & Brewer
Dentistry
Modern Endodontics

1721 Snyder Ave

Carson City

NV

89701

Shannon

Brewer

DDS

(505) 865-4618

525 W Washington Street

Carson City

NV

89703

Jared

Buck

DDS

Endodontist

(775) 882-4247

1177 N Division St #1

Carson City

NV

89703

Gregory

Carman

(775) 883-3434

DMD

Clear Creek Dental LLC

3790 Highway 395, Suite 103

Carson City

NV

89705

Clifton

(775) 267-2244

Carpenter

DDS

Absolute Dental

3405 Market St

Carson City

NV

89706

(775) 461-1180

Ryan

Coombs

DDS

Coombs & Brewer DDS

525 W Washington St

Carson City

NV

89703

(775) 882-4247

Russell

Curtis

DMD

307 W Winnie Ln, Suite 2

Carson City

NV

89703

(775) 885-2323

Vincent

D'Ascoli

DDS

Courtesy Dental &
Orthodontics
D'Ascoli Orthodontics

1407 N Carson St

Carson City

NV

89701

(775) 782-3788

William

Downie

DDS

4091 County Line Rd

Carson City

NV

89703

(775) 684-3092

Steven

Dryden

DDS

1470 Medical Parkway, Ste 260

Carson City

NV

89703

(775) 884-4433

Nicholas

Duncan

DDS

7465 Center Drive

Carson City

NV

89701

(775) 832-3466

Clinton

Euse

DDS

403 W Nye Ln, Suite A

Carson City

NV

89706

(775) 883-7244

Kelly

Euse

DDS

403 W Nye Ln, Suite A

Carson City

NV

89706

(775) 883-7244

Mark

Funke

DDS

1898 College Pkwy, Suite 101

Carson City

NV

89706

(775) 882-5525

William

Holmes

DDS

1647 Buzzy's Ranch Rd

Carson City

NV

89701

(775) 882-4247

Benjamin

Horgan

DDS

Capital City Dental Inc

725 N. Minnesota St.

Carson City

NV

89703

(775) 883-6700

Andrek

Ingersoll

DMD

4530 S Carson St, Suite 5

Carson City

NV

89701

(775) 461-3800

Frederick

John

DMD

4530 S Carson St

Carson City

NV

89701

(775) 461-3800

Melissa

Jones

3790 Hwy 395 S. #406

Carson City

NV

89705

(775) 434-0494

Justin

Kiggins

DDS,
MS
DMD

Carson City Pediatric
Dentistry
Carson City Pediatric
Dentistry
Carson City Orthodontics
Kiggins Family Dentirsty

602 E Caroline St

Carson City

NV

89701

(775) 882-7676

Richard

Klein

DDS

501 S Carson St, Suite 100

Carson City

NV

89701

(775) 883-0565

George

Leonakis

DDS

2060 College Pkwy, Suite 44

Carson City

NV

89702

(775) 882-0638

Christopher

Lingard

DMD

Carson City Endodontics

2874 N Carson St, Suite 230

Carson City

NV

89706

(775) 884-2111

Jamie

Marvel

DDS

Marvel Dental Carson
City LLC

410 Fleischmann Way, Suite A

Carson City

NV

89703

(775) 623-2364

Susan

McElhany

DMD

908 Jeanell Dr

Carson City

NV

89703

(775) 882-4242

Marc

Nelson

DMD

Marc Nelson DMD

710 N Division St

Carson City

NV

89703

(775) 882-4242

Kevin

Olson

DMD

4530 S. Carson St, Suite 5

Carson City

NV

89701

(775) 461-3800

Elizabeth

Park

DDS

Carson City Pediatric
Dentistry
Elizabeth Park DDS

501 S. Division St

Carson City

NV

89703

(775) 887-1195

Mardelle

Petersen

DDS

1721 E Snyder Ave

Carson City

NV

89701

(775) 887-9297

Kevin

Peterson

DDS

461 Hot Springs Rd

Carson City

NV

89706

(775) 883-1092

Andrew

Robison

DDS

Northern Nevada
Correctional Center
Lone Mountain Family
Dentistry
Redrock Dental

220 N Nevada St

Carson City

NV

89703

(775) 885-9446

Matthew

Ross

DMD

Dentists of Carson City

1457 S Carson St, Ste 101

Carson City

NV

89701

(775) 372-9898

Matthew

Schofield

DMD

Mountain Dental

913 N Mountain St

Carson City

NV

89703

(775) 882-4433

Joel

Smith

DDS

Dentists of Carson City

1457 S Carson St, Ste 101

Carson City

NV

89701

(775) 372-9898

Aimee

Snell-Killam

DDS

Carson City

NV

89706

(775) 331-9477

Sutter

1177 N. Division Street, Suite 1

Carson City

NV

89703

(775) 359-3934

Benjamin

Syndergaard

DDS,
MS
DMD

Big Blue Pediatric
Dentistry
Modern Endodontics

1789 E College Pkwy, Ste 121

Scott

Pediatric
Dentist
Endodontist
Periodontist

Carson Periodontics

1675 Vista Ln

Carson City

NV

89703

(775) 882-3033

Chelsie

Todd

DMD

Carson Kids Dentistry

1621 E William St, Ste H

Carson City

NV

89701

(702) 869-0032

Duong

Ton

DDS

First Care Dental

314 West 5th St

Carson City

NV

89703

(775) 882-1111

Ronald

West

DMD

Carson Dental Designs

412 W. John St, Suite 100

Carson City

NV

89703

(775) 882-4122

Payden

Wildman

DDS

885 Valley Crest Dr

Carson City

NV

89705

(775) 782-0022

Randall

Wright

DDS

403 W Nye Ln, Suite A

Carson City

NV

89706

(775) 883-7244

Periodontist

Orthodontist

Park Dental Management
Co
Dr. Michael Almaraz

Oral Surgeon

Advance dentistry by
Design LLC
Advanced Dentistry by
Design
Mark D Funke, DDS

Pediatric
Dentist
Pediatric
Dentist
Orthodontist

Endodontist

Pediatric
Dentist

Advanced Dentistry by
Design
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ORAL HEALTH FOR CHILDREN

CLASSROOM CIRCLE BRUSHING
Sitting at table in circle, children
brush teeth as a group activity
every. day.

1
2
3

birth3 years

•As soon as babies get their first teeth, caregivers should clean

Put a small (pea-sized) dab of
fluoride toothpaste on the inside rim
of each cup, and have children use
their toothbrushes to pick up dabs
of toothpaste.

5
6
7

them every day with a small smear of fluoride toothpaste.
Between 9 and 24 months of age, children should have at
least four fluoride varnish treatments by a health care provider.

•Parents and caregivers should provide healthy snacks. Sodas,
sweets and refined starches should be limited or cut out
altogether.

Brush together for two minutes,
using an timer or a song that
lasts for two minutes.
Brush your teeth with the children to set an
example, and remind them to brush all their
teeth, on all sides.

When the two minutes are up, the children spit any
extra toothpaste into their cups, wipe their mouths
and the throw the cups and paper towels away.

Children can go to the sink in groups to rinse their
toothbrushes and put the toothbrushes in the holders to
dry.

the first tooth comes in, or by one year of age
at the latest.

•Milk or formula left on the teeth overnight
causes cavities. Babies should never be put to bed
with a bottle.

Give each child a small paper
cup, a paper towel and a softbristled, child-sized toothbrush.

4

•Babies should be seen by a dentist soon after

.

3-5
years

•Every child should have s dental home – dental clinic

or private practice – where they can receive comprehensive oral health care.

•Children should receive fluoride varnish treatments every
3 to 4 months to protect teeth from cavities.
•Parents should consider having dental sealants applied to a child’s
molars if they are found to be at high risk for cavities.

•Parents and caregivers should make sure children know how important
it is to brush their teeth twice a day with a small (pea-sized) dab of
fluoride toothpaste.

•Parents and caregivers should provide healthy snacks. Sodas, sweets
and refined starches should be limited or cut out altogether.

.

http://dpbh.nv.gov/Programs/OH/OH-Home/
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Following a Head or Mouth Injury:
è Calm the injured person.
è Check to determine the type of injury and refer to the Action Plan.
è If swelling, apply a cold compress to the area.
è If minor bleeding:
• Apply direct pressure with sterile gauze or clean cloth. If bleeding doesn’t
stop within ten minutes, contact parent and arrange to take child to the
emergency room.
è If bleeding profusely:
• Contact parent and arrange for emergency services by an emergency
squad or emergency room.

DENTAL FIRST AID
Action Plan

KNOCKED OUT PERMANENT (ADULT) TOOTH (AVULSED TOOTH)
• Find tooth, but do not handle it by the root (hold tooth by the crown).
• If tooth is dirty, rinse gently with tap water—don’t scrub or use antiseptic.
• Attempt to gently replant tooth into the socket. Have the child hold in place with a tissue
or gauze. If not possible to replant tooth, place tooth in a tooth preservation system* or if
unavailable, a glass of cool skim or low-fat milk. If skim or low-fat is not available, use
2% or whole milk. *Such as the Save-A-Tooth transport system
• If milk is unavailable, place tooth in saliva by spitting into a cup.
• Place tooth in saline solution or water only as a last resort. Tooth must not dry out!
• Contact parent and arrange to take child and tooth to dentist immediately. Replantation
within 15–20 minutes is best.

KNOCKED OUT PRIMARY (BABY) TOOTH
• Primary (baby) tooth should not be put back into the socket.
• If bleeding, have child bite on a clean cloth or gauze for 15 minutes. If bleeding persists,
repeat procedure again over area. If bleeding does not stop, seek emergency care.
• Contact parent. Arrange to take child to dentist as soon as possible.

IMPORTANT
EMERGENCY
INFORMATION

LOOSENED/CHIPPED TOOTH/ TOOTH PUSHED INTO GUMS
• Gently clean the area with warm water.
• If there is swelling, apply a cold compress to the area.
• If bleeding, apply direct pressure to the bleeding area with a clean cloth or gauze.
• Do not attempt to move tooth into correct position.
• Contact parent. Arrange to take child to dentist immediately.

Know who to call in an
emergency...

TOOTHACHE

Dentist Contact:

• Do not place aspirin on gum tissue of aching tooth (aspirin will burn tissue!)
• Contact parent. Arrange to take child to dentist as soon as possible.

__________________________

INJURY TO LIPS, TONGUE, CHEEK (INCLUDING CUTS OR BITTEN MOUTH)

Medical Doctor Contact:

• Rinse affected area with warm water.
• If injury is due to a fall or if tooth is chipped, contact parent and arrange to take child to
dentist immediately.
(Foreign matter lodged in lip may cause infection.) Also, see “Toothache” above.

BROKEN OR DISLOCATED JAW
• If a broken or dislocated jaw is suspected, keep the jaw from moving.
• Immobilize jaw by placing a scarf, necktie, or towel under the chin tying the ends on top
of the head.
• Contact parent. Arrange to take child to dentist as soon as possible.

__________________________

Emergency Personnel:
__________________________

Your Facility Name and Address:
__________________________
__________________________

http://dpbh.nv.gov/Programs/OH/OH-Home/
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EXHIBIT 3

1
2
3
4
5
6
7
8

Ogonna M. Brown, Esq.
Nevada Bar No. 7589
Adrienne Brantley-Lomeli, Esq.
Nevada Bar No. 14486
Chelsee Jensen, Esq.
Nevada Bar No. 14549
LEWIS ROCA ROTHGERBER CHRISTIE LLP
3993 Howard Hughes Pkwy., Suite 600
Las Vegas, NV 89169-5996
Tele: (702) 474-2622
Fax: (702) 949-8298
Email: OBrown@lewisroca.com
Attorney for the Nevada State Board of Dental Examiners, Complainant
BEFORE THE NEVADA STATE BOARD OF DENTAL EXAMINERS

3993 Howard Hughes Parkway, Suite 600
Las Vegas, NV 89169

9
10
11
12
13
14
15

NEVADA STATE BOARD OF DENTAL
EXAMINERS,
Complainant,
vs.
ANTONINA CAPURRO, DMD,
Respondent.

Case No: LL-384-14-1978

DECLARATION OF PHIL SU, ESQ. IN
SUPPORT OF OPPOSITION TO
PLAINTIFF’S MOTION TO DISMISS FOR
VIOLATIONS OF NEVADA LAW,
REGULATIONS, AND BOARD POLICIES

16
17

I, PHIL SU, ESQ., declare and state as follows:

18

1.

19
20
21
22
23

“Board”) in the above-captioned matter.
2.

I make this declaration in support of the Opposition to Respondent’s Motion to

Dismiss for Violations of Nevada Law, Regulations and Board Policies (“Opposition”).
3.

I have personal knowledge of the facts and circumstances set forth in this declaration

and could and would competently testify thereto in a court of law.
INITIAL CONTACT AND INQUIRY REGARDING LIMITED LICENSE

24
25

I am general counsel for Complainant Nevada State Board of Dental Examiners (the

4.

On October 26, 2020, Dr. Antonina Capurro (“Dr. Capurro” or “Respondent”)

26

contacted me by email to request clarification of her scope of practice under her limited license

27

pursuant to NRS 63l.271(3)(a), as it related to language in her 2020-2021 employment agreement

28
114952655.1

1

with the University of Las Vegas School of Dental Medicine (“UNLV SDM”), to fulfill Nevada

2

System of Higher Education’s contract with Nevada Health and Human Services (“DHHS”) for

3

dental director services, pursuant to an interagency contract, and specifically, regarding her ability

4

to practice outside of the physical UNLV SDM campus under the limited license.

3993 Howard Hughes Parkway, Suite 600
Las Vegas, NV 89169

5

5.

This communication was the very first time Dr. Capurro’s employment position

6

with UNLV SDM, or the arrangement between the school and DHHS, had been brought to my

7

attention.

8

6.

Her communication seemed to request of me a legal opinion, which I could not

9

provide since I was not her attorney. Therefore, I did not provide her with any opinion one way or

10

another regarding her initial query: whether her limited license permitted her to practice outside of

11

the physical UNLV SDM campus.

12
13
14

7.

In reviewing the employment agreement she provided, the contract noted that “You

have no teaching responsibilities at UNLV School of Dental Medicine.”
8.

Board Executive Director Frank DiMaggio and I called Dr. Capurro on October 28,

15

2020 to inform her of Mr. DiMaggio’s concern that because she had no teaching responsibilities

16

and was holding her limited license based on her position as “Visiting Assistant Professor” with

17

UNLV SDM, she might not qualify for the limited license she held pursuant to NRS 631.271, and,

18

specifically, NRS 631.271(1)(c)(1-2), and NRS 631.271(1)(e)(1-4).

19
20
21

9.

During that call Mr. DiMaggio invited her to provide documentation and records to

substantiate that she presently met the requirements of the statute.
10.

It was, and is, my understanding that this initial inquiry was administrative in nature,

22

pertaining to licensure only, and was not a board-authorized investigation as defined by NRS

23

631.360, et. seq.

24

11.

It is also my understanding that Mr. DiMaggio, as the Executive Director, is

25

empowered by NAC 631.023(3)(c) to “ensure that the provisions of this chapter which relate to

26

licensure are observed by applicants and licensees.”

27
28
114952655.1

-2-

1

COURT ORDER GRANTING MOTION FOR PRELIMINARY INJUNCTION AND AUTHORIZED

2

INVESTIGATION BY THE BOARD IN COMPLIANCE WITH ORDER

3

Following the Executive Director’s issuance of a November 19, 2020 letter to Dr.

4

Capurro determining that she did not presently qualify for limited licensure under NRS 631.271

5

and administratively expiring her license pursuant to that statute, she filed suit against the Board in

6

Eighth District Court for injunctive relief, including a motion for preliminary injunction. I prepared

7

pleadings and represented the Board at the subsequent hearing.

8
3993 Howard Hughes Parkway, Suite 600
Las Vegas, NV 89169

12.

13.

Following the December 8, 2020 hearing on Dr. Capurro’s motion for injunctive

9

relief, Judge Bare ordered, among other things, that the Board provide Dr. Capurro with her due

10

process rights, including notice and a hearing, if the Board decides to take further action to revoke,

11

suspend, annul or withdraw Dr. Capurro’s license for the same reason the Board “expired” her

12

license in the November 19, 2020 Expiration letter.

13

14.

While the Board does not concede that Dr. Capurro is entitled to a hearing, in order

14

to comply with Judge Bare’s Order and to provide Dr. Capurro with due process in the form of a

15

hearing pursuant to NRS 631, the Board needed to authorize an investigation pursuant to NRS

16

631.360(1).

17
18
19
20
21

15.

To that end, I prepared a request for an authorized investigation of an anonymized

“Dr. Z” for the Board to consider at a duly noticed and posted January 20, 2021 board meeting.
16.

During the Board’s January 20, 2021 public hearing, it voted to authorize the

investigation, and the matter was assigned to me, as General Counsel, for further handling.
17.

I thereafter assigned outside counsel Ogonna Brown, Esq., of Lewis Roca, to issue

22

the Board’s Notice of Complaint and Request for Records, which were served upon Capurro

23

through her then-counsel, Attorney Maria Nutile, on February 19, 2021.

24

18.

On January 7, 2021, my then-newly hired deputy general counsel, Chris Gellner,

25

emailed Richard Whitley in follow-up to Mr. DiMaggio’s prior administrative efforts to ascertain

26

Dr. Capurro’s qualifications for limited license. A true and correct copy of the 1/7/2021 email

27

correspondence is attached hereto as Exhibit “1”.

28
114952655.1

-3-

1

19.

2

other effort, administrative or otherwise, to investigate Dr. Capurro’s licensure between the time

3

Mr. DiMaggio sent her the letter “expiring” her license, and the day the Board authorized its

4

investigation against “Dr. Z.”

5

Board’s Custom and Practice Regarding Investigations, both Prior to, and After,

6

May 2020

7

3993 Howard Hughes Parkway, Suite 600
Las Vegas, NV 89169

Other than that email communication from Gellner to Whitney, I am unaware of any

20.

The Board’s custom and practice, prior to 2019, was to utilize independent

8

contractors, deemed “Disciplinary Screening Officers,” who were empowered not only collect

9

information via an investigation, but also to generate findings and conclusions and hold informal

10

hearings pursuant to NRS 631.363.

11

21.

In 2019, the Board underwent an internal audit at the request of the State Board of

12

Examiners by the Governor’s Office of Finance, Division of Internal Audits. The audit determined

13

that oversight was lacking for some DSO decisions and that some of their duties conflicted with

14

other responsibilities.

15

22.

In response to the audit, the previous Executive Director and the Board, as then

16

constituted, dismissed all of its DSOs (including the program coordinator) and eliminated the DSO

17

program.

18
19

23.

The previous Executive Director then hired a single investigator, Dr. Steven Hall,

to perform all duties previously assigned to DSOs. Dr. Hall was hired in September 2019.

20

24.

Dr. Hall’s employment with the Board was subsequently terminated in May 2020,

21

after the Board elected to instead transfer investigation duties in-house to General Counsel and

22

legal staff, and to create the new role of “Preliminary Screening Consultant.”

23

25.

Preliminary Screening Consultants” are licensed and practicing Nevada dentists and

24

hygienists tasked with conducting reviews of the dental records obtained in the course of an

25

investigation.

26

...

27

...

28
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1

PSCs are tasked with 1) reviewing a patient’s complaint, dentists’s response and the

2

relevant dental records, and 2) providing a report and recommendations regarding the dental

3

standard of care aspects of a given complaint.

4
5
6
7
8
9
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26.

10

27.

After the PSC review, the investigative file and the PSC’s report is submitted to the

Review Panel for their review.
28.

PSCs are not assigned any investigative tasks at all and are only tasked with

reviewing the documents that are contained in an investigative file to assess dental standard of care.
29.

The Board has not used an appointed investigator, pursuant to NRS 631.363, in its

investigations since May 2020.
30.

During my tenure with the Board, which started in late April 2020, I have overseen

11

the investigation of over fifty (50) open proceedings, all without a designated investigator pursuant

12

to NRS 631.363.

13

31.

The Board has not appointed anyone to serve as an investigator, to conduct and

14

informal hearing, or to prepare written findings and conclusions in the underlying administrative

15

matter, pursuant to NRS 631.363.

16

32.

The Board has not appointed me to serve as an investigator, to conduct and informal

17

hearing, or to prepare written findings and conclusions in the underlying administrative matter,

18

pursuant to NRS 631.363.

19

33.

To date, I have not and will not participate in making any determinations in

20

connection with the Board’s duly noticed investigation regarding whether Dr. Capurro qualifies for

21

a limited liability license under NRS 361.271 during the ongoing formal hearing before the Board.

22

CONFIDENTIALITY OF, AND DISCOVERY EFFORTS DURING, THE INVESTIGATION

23

34.

Once the matter became an authorized investigation pursuant to NRS 631.360(1), I

24

understood that the investigation of the matter was subject to confidentiality provisions NRS

25

631.368 (1-2) and NAC 631.250(3).

26
27

35.

Subpoenas duces tecum, pursuant to the investigation and on behalf of the Board,

were issued on or about February 26, 2021 by Mr. DiMaggio pursuant to NAC 631.355.

28
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1

36.

2

Court on March 4, 2021, which this Court granted on March 11, 2021, based upon Dr. Capurro’s

3

assertion of the Fifth Amendment. At the same hearing, the Court denied the Board’s motions to

4

compel deposition of Dr. Capurro and motion for contempt of court.

5
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The subpoenas were the subjects of a motion to quash filed by Dr. Capurro with this

37.

At a duly posted and noticed board meeting dated March 16, 2021, the Board

6

considered an agenda item entitled “Review, consideration, and possible approval/rejection of a

7

request that the Board issue three subpoenas to entities A, B, and C, pursuant to the Board’s

8

previously Authorized Investigation of Dr. Z regarding whether Dr. Z met the requirements of NRS

9

631.271 for limited licensure – NRS 631.630(4); NAC 631.355.”

10

38.

I anonymized this agenda item in the interests of preserving statutorily-required

11

confidentiality, notwithstanding the fact that the parallel litigation in this matter already revealed

12

many details regarding the subpoenaed entities and the involved dentist, as a matter of public

13

record.

14
15

39.

I also took caution not to specifically name any licensee or entity during open

meeting discussion of the agenda item, all in a good faith effort to maintain confidentiality.

16

40.

When it appeared to me that the Board members did not comprehend the nature of

17

the A-20-825438-J court matter and the Court’s decision to quash the previously-issued subpoenas,

18

or how the court action related to the Board’s own authorized investigation of Dr. Z, I complied

19

with the Board’s request to go into closed session.

20

41.

I noted, on the record, that the Board was going in to closed session pursuant to NRS

21

241.015(3)(b)(2): “to receive information from the attorney employed or retained by the public

22

body regarding potential or existing litigation involving a matter over which the public body has

23

supervision, control, jurisdiction or advisory power and to deliberate toward a decision on the

24

matter, or both.” See March 16, 2021 NSBDE Open Meeting Minutes (draft version), Exhibit “1”

25

hereto.

26
27

42.

Even in closed session, I observed and enforced the same precautions regarding the

disclosure of the identity of the licensee and subpoenaed entities as I had enforced during the open

28
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1

portion of the meeting, and at no time during the closed session did I discuss any details of the

2

investigation.

3

Throughout the course of this investigation, I have not discussed the details from

4

the investigation with any of the Board members who are eligible to serve as voting board members

5

during a future hearing, if any.

6
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43.

44.

To the extent that any board members may have learned anything about the

7

authorized investigation, I believe it is limited to the details that were published by Dr. Capurro’s

8

attorneys in their public court filings, or in some other public venue that is outside the control of

9

the Board and its attorneys.

10

45.

In the ongoing interest of preserving the confidentiality of the investigation, I and

11

outside counsel Ogonna Brown have taken utmost care in crafting all of our pleadings in the district

12

court litigation, which are public record, to avoid any disclosures of details of the investigation. To

13

the extent that details of the investigation were disclosed by parties in this case, they would only

14

have been initially disclosed by Dr. Capurro and her attorneys in their District Court filings.

15
16

REVIEW PANEL AND TIMELINE
46.

The only board members to whom I have affirmatively provided details regarding

17

the investigation are the board members who have been appointed by the Board to serve in the NRS

18

631.3635 Review Panel: board members Dr. David Lee, DMD and Ms. Jana McIntyre, RDH, and

19

non-board member Dr. Tejpaul Johl, DDS

20
21
22

47.

Dr. Lee and Ms. McIntyre’s appointment occurred in January 2021 and their term

extends through the end of 2021.
48.

Dr. Capurro represents to this Court that the Review Panel process did not start until

23

March 28, 2021. This is not accurate. To the extent that the Review Panel convened to discuss and

24

come to a decision regarding their findings and recommendations on March 28, 2021, that was in

25

follow-up to, and the culmination of, their own individual review of the records in the days prior to

26

that meeting.

27
28
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1

Prior to March 28, 2021, I provided Dr. Lee, Ms. McIntyre, and the non-board

2

member of the Review Panel, Dr. Tejpaul Johl, “all files and records collected or produced” in the

3

course of the investigation and “any other information deemed necessary by the review panel,”

4

including but not limited to the “Capurro timeline” that I sent to Dr. Lee via email at his request.

5

See NRS 631.3635(2)(a) and (c).

6

3993 Howard Hughes Parkway, Suite 600
Las Vegas, NV 89169

49.

50.

The “timeline” I provided to Dr. Lee constitutes attorney work product and I am not

7

at liberty to discuss the specifics of the document, other than to note that I provided it in response

8

to his request for “other information deemed necessary by the review panel.” See NRS

9

631.3635(2)(c).

10

51.

The panel required these records to perform their duties: to review the details of the

11

investigation and generate findings and recommendations for the Board to review and consider

12

“before taking any action or making any disposition relating to a complaint,” pursuant to NRS

13

631.3635(4).

14
15

DUE PROCESS
52.

Dr. Capurro received formal notice when the Board served Dr. Capurro through her

16

counsel the following: (i) the Notice of Complaint and Request for Records on February 19, 2021;

17

(ii) Notice of Issuance of Subpoenas for Depositions; (iii) the Review Panel’s meeting to review

18

the investigative materials gathered during the investigation; (iv) the Complaint filed and served

19

against Dr. Capurro on April 9, 2021; (iv) the First Amended Complaint filed and served against

20

Dr. Capurro on April 15, 2021; and (v) the Board’s scheduled hearing for May 21, 2021, which

21

was similarly noticed on April 22, 2021.

22
23
24
25
26
27

53.

The Board provided notice of subpoenas duces tecum issued or reissued to third-

party witnesses in February 2021, March 2021, and April 2021.
54.

Dr. Capurro refused to attend her deposition and instead asserted a blanket

invocation of the Fifth Amendment.
55.

Dr. Capurro participated in every deposition, she noticed and conducted depositions,

and subpoenaed documents.

28
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1
2
3

I declare under penalty of perjury under the laws of the United States that the foregoing is
true and correct.
DATED this 9th day of July, 2021.

4

/s/ Phil Su

5

PHIL SU, ESQ.

6
7
8
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9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
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EXHIBIT 1
DECLARATION OF PHIL SU

AMENDED NOTICE OF FORMAL HEARING & AGENDA
Meeting Date & Time
Friday, May 21, 2021
1:00 p.m.

***If necessary, the Formal Hearing may continue to Saturday May 22, 2021***
**Public Attendance of This Formal Hearing will be**
**available exclusively through teleconference means only,**
**in accordance with Emergency Directives issued by Governor Sisolak**
Teleconference Number: (669) 900 6833
Teleconference ID#: 933 7611 9453
Teleconference Passcode: 806749
PUBLIC NOTICE:

** This formal hearing will be held via TELECONFERENCE ONLY, pursuant to Section 1 of the DECLARATION**
**OF EMERGENCY DIRECTIVE 006 (“DIRECTIVE 006”) issued by the State of Nevada Executive Department**
**and as extended by Directives 016, 018, 021, 026, and 029.**
**There will be no physical location for this meeting for public attendance**
Note: Asterisks (*) “For Possible Action” denotes items on which the Board may take action.
Note: Action by the Board on an item may be to approve, deny, amend, or tabled.

1. Call to Order
- Roll call/ Quorum
2. Public Comment (Public Comment is limited to three (3) minutes for each individual)
Note: Prior to the commencement and conclusion of a contested case or a quasi-judicial proceeding that
may affect the due process rights of an individual the board may refuse to consider public comment. See
NRS 233B.126.

*3. Approve Agenda and Disclosures (For Possible Action)
*4. Formal Hearing: Nevada State Board of Dental Examiners v. Antonina Capurro, DMD (For Possible Action)
The purpose of this hearing is to consider the allegations regarding/related to the investigative
complaint(s)/formal complaint filed with the Nevada State Board of Dental Examiners for alleged
violation(s) of NRS 631 and NAC 631. The Board may take such action as they deem appropriate
pursuant to NRS 631.350. (Pursuant to NRS 241.030(1)(a), the board may, by motion, enter into closed session)
///
5. Public Comment (Public Comment is limited to three (3) minutes for each individual)
Nevada State Board of Dental Examiners – Formal Hearing (1st AMENDED), Antonina Capurro, DMD – Friday, May 21 2021

Page 1

Note: Prior to the commencement and conclusion of a contested case or a quasi-judicial proceeding that
may affect the due process rights of an individual the board may refuse to consider public comment. See
NRS 233B.126.

*6. Adjournment

(For Possible Action)

Agenda Items may be taken out of order by motion of the Board. The Board may remove an agenda item or delay
discussion relating to any item on the agenda at any time. (See NRS 241)
Pursuant to NRS 241.030(a), the board may, by motion, enter into closed session to consider the character, alleged
misconduct, professional competence, or physical or mental health of a person.
PUBLIC NOTICE POSTED TO:
Nevada State Board of Dental Examiners website: www.dental.nv.gov
Nevada Public Posting Website: www.notice.nv.gov
Legislative Counsel Bureau website: www.leg.state.nv.us

Nevada State Board of Dental Examiners – Formal Hearing (1st Amended), Antonina Capurro, DMD – Friday, May 21, 2021
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EXHIBIT 4

From:
Sent:
To:
Cc:
Subject:

David Keene <david.keene@unlv.edu>
Tuesday, January 12, 2021 11:49 AM
Phil W. Su
Frank DiMaggio
Re: Capurro- release

Phil and Frank, as we discussed during our telephone conversation last week, SDM requires a formal written
request or subpoena for the release of information not related to Dr. Capurro's academic file. If you remain
interested in such information, please forward such a document. David
On Fri, Jan 8, 2021 at 1:08 PM Phil W. Su <pwsu@nsbde.nv.gov> wrote:
David,

Thanks again for taking our call yesterday. As discussed, please find enclosed the records release, found under
“Affidavit and Pledge,” that she signed when she submitted her application for dental licensure. If you require
any other documentation from myself or Frank, or wish to discuss this further, please do not hesitate to let us
know.

Phil W. Su, Esq.
Board General Counsel
Nevada State Board of Dental Examiners
6010 S Rainbow Blvd., Suite A-1
Las Vegas, NV 89118
Email pwsu@nsbde.nv.gov
Office (702) 486-7044
Fax (702) 486-7046

CONFIDENTIAL OR PRIVILEGED: This communication contains information intended only for the use of the individuals to whom it is addressed and
may contain information that is privileged, confidential or exempt from other disclosure under applicable law. If you are not the intended
recipient, you are notified that any disclosure, printing, copying, distribution or use of the contents is prohibited. If you have received this in error,
please notify the sender immediately by telephone or by returning it by reply email and then permanently deleting the communication from your
system. Thank you.
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EXHIBIT 5

EXHIBIT 6

From:
To:
Subject:
Date:

Kevin Moore
Assembly Health and Human Services Exhibits
Opposition to bill SB 391
Tuesday, May 4, 2021 8:03:52 AM

It’s inconceivable that our state dental health office Antonia Capurro who NEVER completed CLINICAL has a
dental degree AND is seeing under privileged children making dental diagnosis!
Why should Jessica Woods our state dental hygienist get to have a public job AND her government job?
Why is this acceptable? Do er change laws for the sake of the employees or for the betterment of Nevadans?
Please OPPOSE SB 391!
Thank you
Kevin Moore DDS

EXHIBIT 7

From:
To:
Subject:
Date:

mike moore
Assembly Health and Human Services Exhibits
Dental Health Officer
Tuesday, May 4, 2021 8:01:56 AM

Dear sirs
I am a practicing Dentist in Las Vegas and have practiced for over 44 years. It is imperative that the State Dental
Health Ifficer for the state of Nevada be a fully licensed dentust in the state of Nevada. In my opinion no one else
can adequately manage the dental public health matters unique to the needs of the people of Nevada. Legislative
efforts to change the current law which requires this license for this position should be quashed.
Regards
Mike Moore DDS MPH
License 966
Sent from my iPhone

From:
To:
Subject:
Date:

david moore
Assembly Health and Human Services Exhibits
SB 391
Tuesday, May 4, 2021 8:10:47 AM

I am licensed Dentist in Nevada and I oppose SB 391!
-        The State Dental Health Officer needs to be a qualified Nevada licensed dentist
-        The State Dental Health Officer needs to have passed clinical exams to be able to understand the oral health
needs of Nevadans
-        The public citizens of Nevada are not protected when the State Dental Health Officer is not capable to
diagnose patients and hasn’t been trained clinically to examine patients
-        The current State Dental Health Officer, Antonina Capurro earned over $200,000.00 last year in a public
position
-        The current State Dental Health Officer, Antonina Capurro is under investigation for the illegal practice of
dentistry and violating the terms of her license which state she was graduated on the condition that she wouldn’t
practice clinical dentistry
-        SB 391 proposes to change the law that the State Dental Health Officer doesn’t need to be a Nevada licensed
dentist thus allowing Antonina Capurro to keep her very highly paid job earning over $200,000.00 per year and then
forcing the Dental Board to give her a dental license
-        SB 391 further changes the law that the State Dental Hygienist Officer would be allowed to work outside of
her State position. The current State Dental Hygienist Officer is already working outside of her position thus
possibly violating current state law.
-        Why would the Nevada Legislature who are responsible for protecting the citizens of Nevada propose SB 391
to have an unlicensed and unqualified individual be the State Dental Health Officer?
-        SB 391 seems to have been drafted for one person only to keep her $200,000/year job and does not protect the
public

From:
To:
Subject:
Date:

gary moore
Assembly Health and Human Services Exhibits
oppose SB 391
Tuesday, May 4, 2021 8:15:50 AM

I Oppose SB 391 due to the following issues:
1. The State Dental Health Officer needs to be a qualified Nevada licensed
dentist, no exceptions.
2.  The State Dental Health Officer needs to have passed clinical exams to be
able to understand the oral health needs of Nevadans, just like the clinicians who
see Nevada's general population.
3.   The public citizens of Nevada are not protected when the State Dental Health
Officer is not capable to legally diagnose/treat patients, and hasn’t been trained
clinically to even examine patients, in other words, she lacks the proper training to
practice as a Dentist, and certainly be the State Dental office.
4. The current State Dental Health Officer, Antonina Capurro earned over
$200,000.00 last year in a public position. Antonina Capurro is under investigation
for the illegal practice of dentistry and violating the terms of her license which
specifically state, she was graduated on the condition that she would NOT
practice clinical dentistry. Her current position as State Dental Health officer
REQUIRES practicing clinical dentistry.
5. SB 391 proposes to change the law that the State Dental Health Officer doesn’t
need to be a Nevada licensed dentist, thus allowing Antonina Capurro to keep her
very highly paid job earning over $200,000.00 per year and then forcing the
Dental Board to give her a dental license, this is unacceptable.
6. SB 391 further changes the law that the State Dental Hygienist Officer would
be allowed to work outside of her State position. The current State Dental
Hygienist Officer is already working outside of her position thus possibly violating
current state law. If this is allowed, why do we have a licensing board, and
doesn't this same rule apply to any dentist without a Nevada license, allowing any
dentist/hygienist to practice in Nevada without a license?
7. Why would the Nevada Legislature, who are responsible for protecting the
citizens of Nevada propose SB 391 to have an unlicensed and unqualified
individual be the State Dental Health Officer?
8.    SB 391 seems to have been drafted for one person only, to keep her
$200,000/year job and does not protect the public. This is a bad politics, and the
bill SB 391 needs to be removed.
Gary Moore DDS
Active Nevada Dental license holder

From:
To:
Subject:
Date:

sandra chan
Assembly Health and Human Services Exhibits
Oppose SB 391
Tuesday, May 4, 2021 9:50:20 AM

To Whom it May Concern,
Here are the reasons I oppose SB 391.
- The State Dental Health Officer needs to be a qualified Nevada licensed dentist.
- The State Dental Health Officer needs to have passed clinical exams to be able to
understand the oral health needs of Nevadans.
- The public citizens of Nevada are not protected when the State Dental Health Officer is not
capable to diagnose patients and hasn't been trained clinically to examine patients.
- The current State Dental Health Officer, Antonina Capurro earned over $200,000.00 last
year in a public position.
- The current State Dental Health Officer, Antonina Capurro, is under investigation for the
illegal practice of dentistry and violating the terms of her license which state she was
graduated on the condition that she would not practice clinical dentistry.
- SB 391 further changes the law that the State Dental Hygienist Officer would be allowed to
work outside of her State position. The current State Dental Hygienist Officer is already
working outside of her position thus possibly violating current state law.
- Why would the Nevada Legislature who are responsible for protecting the citizens of
Nevada propose SB 391 to have an unlicensed and unqualified individual be the State Dental
Health Officer?
- SB 391 seems to have been drafted for one person only to keep her $200,000/year job and
does not protect the public. It's inconceivable that our State Dental Health Officer, Antonina
Capurro, who never completed clinical, has a dental degree. The rest of the world requires a
dental candidate to see patients and Capurro NEVER saw patients! She is seeing
underprivileged children and making dental diagnoses and as a parent I'd be outraged.
- Jessica Woods, our State Dental Hygenist, has a public job and is maintaining her
government job. This is against NRS!
I oppose SB 391

EXHIBIT 8

