TESTEMONY TO THE PUBLIC HEALTH COMMITTEE
SB 993 AAC Dental Assistants and Expanded Function Auxiliaries
RECOMMENDED ACTION: AMEND TO INCLUDE ADVANCED DENTAL HYGIENE PRACTITIONER LANGUAGE

For eighteen years | served on the Public Health Committee. In addition, | practiced dental hygiene in
the private sector for fourteen years and for twenty five years worked in the public sector serving as the
clinical coordinator of the Moylan School Based Dental Clinic.

| am requesting that you amend SB 993 to include the substituie language on the Advanced Hygiene
Dental Practitioner that was voted on by the Public Health Committee last year (HB 5541 LCO2848). [tis
my understanding that the committee is considering a task force on ADHP. | do not support that
approach.

In 2004 legislation was passed (PA04-7) to establish a committee to work with the Department of Public
Health to address dental issues including the midlevel provider, administration of focal anesthesia and
nitrous oxide by dental hygienists, expanded function dental assistants, requiring continuing education
for dentists, revising the definition of dentistry, and considering a postgraduate year as an alternative to
examination for licensure.

The committee reached consensus on all but the expanded function dental assistant and the mid level
practitioner. As the Public Health Committee member tasked with working on this project and drafting
legislation, | was approached by the Dental Society and asked if we could formulate legislation based on
the areas of agreement. | consented to this with the understanding that the two outstanding issues
would be resolved the following year.

The following year’s meetings did take place at DPH but they were contentious and offered no
resolution to the two remaining issues. Without a mandate from the Public Heaith Committee to resolve
the issue there was litile incentive to come to agreement. | am attaching DPH's letter describing this
process to my testimony.

In 2011 dental hygienists participated in a formal process &t the Department of Public Heaith to again try
to resolve the mid level provider and expandad function dental assistant issue. A report was issued on
the scope of practice process and in 2012. The committee considered a bill {HB5541) to establish both
the Advanced Dental Hygiene Practitioner and the Expanded Function Dental assistant. The bill resulted
in a tie vote illustrating that there remains two contrasting viewpoints.

Additional study is not needed on this issue as nationally recognized groups have completed extensive
research. The Pew Cenier on the States and the Kellogg Foundation have both done exhaustive reviews
of the need to establish a mid level practitioner in dentistry. In Pew’s review of the states, Connecticut
was cited for needing improvement in this area. A global review of dental therapists commissioned by
Kellogg and published in 2012 documented that there is no evidence to support any public safety
concerns.



It is long past time to act. Attempts to establish a mid level practitioner began in 1949. In each instance
dental societies lobbied against this concept and were able to stop it. in Connecticut, the effort to stop
the development of a2 mid level provider has been going on since 2005.

With scarce hezlth care dollars and strained budgets, effective use of health care resources is critical.
Each member of a dental team should be properly utilized with dentists providing care for the most
complex cases and providing guidance through coflaboration with other team members. The Advanced
Dental Hygiene Practitioner is being proposed for practice only in public health facilities as the greatest
unmet needs exist there. ‘

As legislators we often talked about how we create jobs. A mid level provider does exactly that at no
cost to the state. It will serve to attract more individuals to the dental hygiene profession by creating a
career [adder and graduate students who will five and work in Connecticut.

This year is the 100" annive-rsary of the establishment of the dental hygiene profession by Dr. Alfred
Fones in Bridgeport Connecticut. | can think of no better way to celebrate this event than moving the
profession into the future through the establishment of an advanced practice dental hygienist.

Pam att{aching the executive summary of the Kellogg Report for your review.
Vickie Nardello

Contact Information: vnardello@aol.com
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Re Stgtua of fhe Dentsl Access Ad Hise Commities

Tt hes come io the Department’s attentlon that there is misunﬂmimding tn the commmunity
sonsemning the discussions of the dental acoess ad hoc commities. As such, the Depextraent hes
prepered this update 1o olarify the satg of the commities’s progress,

Pussuant to Spacial Act 047, the Clemumissioner was reguired to establish an ad hos sommniites
2oy tho purpees of assisting the Commissionsr in svaluating passible statutory changss that
wonld fmprove acoess to atd quality of oral hoalth cere in the state of Comsecticut, particulerly
to persons who are underserved, uninswed or on Medicaid. The Act equired the commmittes to
copsider potential statutary changes that would mest the goals of impraving aceess 1o and geslity
of oral hesilh cave by

facilitating tho nso of detal hygienists as mid-level practitioners in public healih seftings;
copsidering the administrazion of local aneethiesiz and nitrous oxide by demtal hygienisss;
expsnding e fonrtions of dental assistants;

requiring convitning edusation for dentists;

sovising the definition of dentistry; and ,
considering & pust-gradunte year as an altemative to as examination @6 4 Tequissment for
licensure of dentists,

L By
P -]

A o

In sosordance with the Special Act 04-7, the Commispionsr submittcd a teport in December
2004 10 the joint standing commitiee of the General Assembly having cognizance of matters
relating o pablic health that contained the results of the evaluation, including specific
recommendstions for stettory changes, -

Bhong: (860)500-7603 :
. Telephume Device far the Deaf (800) 5097181
: 419 Capitol Avenue - MS # 124PP
PO Box 340308 Hortford, CF 08134
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Thera was nof ataple time availzble for the ad has commimes 10 fully address issues mandated in
Special Act B4-7 releted to facilitzting the use of denital hygienisis a8 mid=tavel practitones in
publio health settings and cxpanding the functions of dental assistants. Thersfore, the
Deprrtment volunieeted to convens & scope of practice werk group with repregeniatives fom the
origingl ad ot commities ol - .

1. furher ovaluate cxpanding the fanctions of denial wesleTants;
3. forther ovaluase the use of dontal hygieniats a2 mid-leve| pragiitionsis; and
3. suggest additions} statutory rovisicns 28 appropriate.

To tha end, since 2005 the Department has continned © moct with represensatives from
organizatings represented on the original ad hoe somutites who identified that they wanted to
contins to partivipate in the svaluation proctst as suthined above, inctuding representatives
Froryy the-Connessiont State Demte] Assosigtion (CIDA), Connecticns Diantal Hygiens
Assoviation (CIHA) and Conpeciicut Dental Assistants Assosiation (CDAA). The ad hoe
commmtize has discussed the following issucs: :

Bapanded Fynetien Dental Assistants (BRDIAGS:

e Tt wax scknowledped by the ad hoc commitico that the dental and dentel hygiene Seapes
of practice should bz zmended to allow for the delsgation of specific additional
pavcedures by dentieta ta approptiately trzined and orodentialed denral sssistants,

« The ad hno pammittes has teached consengas on 53 ont of 56 competencies identified for
dental atsisiants, as well as the education, treining, examinstion and level of supervislon
by a demtist that would be required to perform sich compsienciss.

e The od hoo commiitee has not reached nonzensus concerning the 3 oufstanding
compelensigs (cotona] polishing aescoiured with restorations, the application of pit and
fissure soslan's, aad the epplication of flueride),

x  Thead hop committes has nat reached conssnses concerning whather it may bo
apprapriate for dental assistants to fonetion undet the supervision of a dental hyglenis in
3 public heaith cetiing, particularly for the 3 outstanding sompetencies.

Usg of deptal hyglenists as reid-level prantitioners:

s Ths ad hoc commities hes had only proliminary discussione capcerning the cancept of an
advanced dental hygicns practitionet, Concensys has nof been reashed.

e lsses atill heing addressed by the ad hoe commdtiee related 10 advanced dental hveiens
practitioness include; edueation {enrricninm toé accrediteticn), teaining and examinadon
requirsmonts and practice scttng,

o The Department inguired a 1o whather dentat hyglenisis as mid-Jeve] prachiionsrs would
b Himited to publis health settingts or allowed in private dental practices. Although the
Denal Hyaienists’ Association indicated thet they had not considered use of mid-level
practitioners ia privaie practise sentings, they indieated that they wouid be willing 10
disenss the passibility if the committes wes inferested and if it wonld impact acoes to
oral health care, This lssur s still pending in the commitice. ‘

s The ad hoe committee has also disgussed possible revistons to the cumrent dentat hyglene
seops that would not expand dental hygiens practics, but would elerify existing language
concerming dental ygisne diagnobis end iage. There has besnt 1o resclution in this area.
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Taiiinryd '

»  The Department hes not agreed fo move any legislative proposals forward at this time,

» The Dagartment has submitted a placeholdcr in its lsgislative package for scope of
practice changes for denwal asgistants and dentaf hyglenists designed to help increase
access to oral health cars should the commitios coma fo consensys on bAL ar more of
theso isgues,

Tha Department's role in this entire provess has been to f2ciktate discussions among the
interested parties. To date, the Department has nat taken s position oa any of thess jssues,

The Depgriment will be scheduling an ad koo commmittes meeting Tor early November, after
which flie Departmesit will need to determine whether ernet it will submir & lagistiative proposs]
conceming orsl healih.
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A REVIEW OF YHE GLOBAL LITERATURE ON DENTAL THERAPISTS

PREFACE

The literature of the countries using dental therapists in their oral health
workforces is extensive. Consequently, an attempt to summarize the literature is
lengthy. The intention is to provide as comprehensive a review as possible in order
that the existing global literature is accessible to anyone desiring to study it.

For a much more detailed and substantive summarization of the literature
than is provided in this executive summary, the reader is referred to Section 17:
“Summeary and Conclusions.”

There are 1,100 documents referenced in the bibliography. Two-thirds of these are
cited and annotated in this monograph. These are identified in boldface type in
the bibliography.

INTRODUCTION

“Oral Health in America: A Report of the Surgeon General” in 2000 highlighted the
problems in oral health for many Americans—problems that are particularly acute
for America’s children. Barriers to accessing care have created significant oral
health disparities among the children of the United States. In addressing this issue,
efforts have focused on the inadequacy of the oral health care workforce, with
calls for expanding the-workforce to include the development and deployment of
individuals with the skills in caring for children traditionally associated with the
school dental nurse/dental therapist in New Zealand and many other countries.
A dental therapist is a limited practitioner who can provide basic dental care in the
same manner as a dentist. Historically, the focus of a dental therapist has been on
the prevention and treatment of dental disease in children.

Worldwide, the scope of a dental therapist's practice generally inciudes
examination, diagnosis and treatment planning; exposing radiographis; oral
health education; preventive services such as prophylaxis, flucride therapy,
fissure sealants and dietary counseling; preparation of cavities in primary and
permanent teeth and restoration with amalgam and composite; stainless steel
crowns; pulpotomies; and the extraction of primary teeth. In some countries,
dental therapists may also extract permanent teeth.
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A REVIEW OF THE GLOBAL LITERATURE ON DENTAL THERAPISTS

The introductior. of dental therapists to the oral health care team in the United
States is controversial. Some of the controversy relates to an inadequate
understanding of the use of dental therapists as members of the dental team
internationally. This monograph provides a literature-based review of the history
and practice of dental therapists throughout the world.

The monograph reviews the literature, by country, for which documentation of the
use of dental therapists could be identified. Individual sections cover the United
States, New Zealand, Australia, the United Kingdom, Canada, the Netherlands,
Hong Kong, Singapore, Malaysia and Thailand. Other countries are in sections by
region: Africa, Caribbean and Pacific Islands. Finally, the literature of remaining.
countries is in a separate section, “Other Nations.”

The executive summary and the final summary are organized by themes from the
literature. They are: “History and Distribution of Dental Therapists”; “Education/
Training”; “Legislation, Registration and Licensure”; “Scope of Practice and
Practice Settings”; “Oversight, Supervision and Safety of Care”; “Access to and
Effectiveness of Care”; “Quality of Technical Care”; “Perspectives of the Dental

Profession”; and “Perspectives of the Public.”

METHODS

A consultant was identified in each country considered to have a substantive
literature on dental therapists. The monograph’s 17 contributors are all academics
or public health officials who are knowledgeable about dental workforce issues
in their respective countries. The contributors conducted comprehensive searches
for literature relating to the practice of dental therapists in their respective
couniries. They also focused on identifying “gray” documents—that is, reports

of governmental agencies and nongovernmental organizations. In addition to
obtaining copies of the documents, the consultants prepared written summaries
and translated those that were in languages other than English.

One thousand one hundred (1,100) documents were identified that directly or
indirectly related to the use of dental therapists in the global oral health workforce.
They constitute the bibliography of the monograph. Two-thirds of these
documents are cited within the monograph.

HISTORY AND DISTRIBUTION OF DENTAL THERAPISTS
The use of dentzl therapists in the global oral health workforce began in New

Zealand in 1921. Subsequently, other countries, lacking an adequate oral health
workforce, followed New Zealand's lead. The research identified 54 countries and
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territories where dental therapists currently are used, maost often in school-based
. programs for children.

This monograph reviews documents of 26 of these countries: Anguilla, Australia,
Bahamas, Botswana, Brunei, Canada, Fiji, Guyana, Hong Kong, Jamaica, Malaysia,
Netherlands, New Zealand, Papua New Guinea, Samoa, Seychelles, Singapore,
South Africa, 51i Lanka, Suriname, Tanzania, Thaitand, Trinidad and Tobago,
United Kingdom, United States and Zimbabwe. '

No documents could be identified for the other 28 countries or territories. However,
there is reliable evidence, in the form of verbal reports {rom knowledgeable
persons that dental therapists practice in 16 of these 28 countries and territories.
They are Barbados, Cook Islands, American Samoa, Federated States of Micronesia,
Grenada, Kiribati, Marshall Islands, Nepal, Palau-Belau, Solomon Islands, Tokelau,
Tonga, Vanuaty, Vietnam and Northern Mariana Islands.

Suggestive evidence (from other publications) indicates that dental therapists
practice in the other 12 countries: Belize, Benin, Burkina Faso, Costa Rica, Gabon,
Gambia, Laos, Mali, Malawi, Myanmar, Togo and Swaziland.

Barly adopters of dental therapists include Malaysia (1948), Szi Lanka (1949),
Singapore (1950), Tanzania {(1955) and the United Kingdom (1959). Additional
countries added dental therapists to their oral health workforces later, including
Australia (1966), Thailand (1968), Jamaica (1970), Canada (1972}, Fij: (1973),
Seychelles (1974), South Africa (1975), Trinidad and Tobago (1975), Sutiname
(1976) and Hong Kong (1978).

The use of dental therapists is more common in couniries that were members of
the British Commonwealth. Of the 54 countries and territories employing dental
therapists, 33 are members of the Commonweatth of Nations.

In the United Stafes, the Alaska Native Tribal i{ealth Consortium introduced
dental therapists to care for Alaska Natives in tribal villages in 2005. In 2009, the
state of Minnesota authorized the training and practice of dental therapists to care
for underserved segments of its population. The first dental therapists entered
practice in Minnesota in 2011.

Dental therapists serve in both developed and developing countries. Five of the
top six countries of the world on the Human Development Index employ dental
therapists in their cral health workforces: Australia (2), Netherlands (3), United
States (4), New Zealand (8) and Canada (6). Other countries employing dental
therapists in the top 50 countries of the Index are Hong Kong (13), Singapore (26),
United Kingdom (28), Brunei {33} and Barbados (47).
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THE TRAINING AND EDUCATION OF DENTAL THERAPISTS

New Zealand pioneered the development of dental therapists, with the first class
of 29 school dental nurses graduating from a two-year post-high school vocational
training program in Wellington, New Zealand, in 1923. They were trained to
provide dental care for elementary schoolchildren, and were deployed to serve in
& public School Dental Service.

Vocational training in a two-year curriculum has been the tradition in the majority
of countries using dental therapists, with the awarding of a certificate or diploma
on completion. In some countries, the training of dental therapists has expanded
to three or four years.

Gaining knowledge of the basic biomedical sciences supporting dental practice
and the acquisition of perceptual motor skills tend to be the focus of the initial
period of a curriculum, fellowed by intense clinical training. A strong emphasis on
community oral health promotion and disease prevention is common.

In New Zealand, Australia and the United Kingdom the training of dental
therapists and dental hygienists has been integrated into a three-year curriculum.
The Netherlands has expanded its dental hygienists training to include dental
therapists’ skills, and extended the educational curricutum to four years.
Singapore also provides opporhmity for integrated training of dental therapists
and dental hygienists. Continuing education modules are available in some
countries, enabling dental therapists to add skills to their scope of practice.

LEGISLATION, REGISTRATION AND LICENSURE

The legislation relating to dental therapists in the United States is particularly
pertinent to this review. In 1949, legislation directed the Massachusetts
Department of Public Health to provide dental hygienists two years of training,
after which they would be permitted to prepare and fil! cavities in children’s teeth
under the supervision of a dentist, Under pressure from the denta] associations,
the law was rescinded a year later. Again in the 1970s, authorization was provided
for the “Forsyth Experiment,” which successfully trained dental hygienists to
provide basic dental services. However, under pressure from dentists, the program
was terminated before its conclusion.

I 2003, the Alaska Native Tribal Health Consortivon (ANTHC) sent Alaska
Natives to New Zealand to train as dental therapists. They returned to be
employed as Dental Health Alde Therapists (DHATs). The American and Alaska .
dental associations sued the ANTHC and the individual DHATs for the illegal
practice of dentistry. The suit was withdrawn after the attorney general of Alaska
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ruled that the DHATs were practicing under federal legislation and therefore not
subject to state law. Federal regulations set the DHATS scope of practice; however,
the services they can provide under general supervision can be limited by a
supervising dentist.

In 2009, the Minnesota state legislature passed legislation authorizing creation of
two categories of dental therapists, a dental therapist (DT) and an advanced dental
therapist (ADT). As the legislation was passed to enhance access to care, DTs and
ADTs must practice in settings serving low-income and underserved populations.

Literature on legislation, registration and licensure of dental therapists is sparse
for most countries. Since most countries limit dental therapists to governmental -
service, they are not necessarily licensed or registered. Their scope of practice
regulates their provision of care, with responsibility for supervision and review
designated to their respective ministries of health.

Legislation, registration: and Hcensure vary from country to country. Natonal, state
or provincial legislation authorizes the practice of dental therapists. Regulation is
generally by dental councils {dental boards). In the mary countries where dental
therapists are public employees in school-dental services, they are certified and
regulated directly by the government's ministry of health or their employing
service. In a few countries where more autonomy for practice is granted, dental
therapists are licensed as professional practitioners, just as are dentists. '

PRACTICE SETTINGS AND SCOPES OF PRACTICE

In many couniries, the setting for the practice of dental therapists has expanded
from school-based clinics to community-based clinics, hespital clinics and mobile
dental units. '

However, the service has continued to focus on caring for schoolchildren, though
not exclusively, as care is also provided to adults in some countries. Dental
therapists in some jurisdictions are permitted to work in private practices caring
for children. A few countries, however, also pérmit dental therapists to care for .
adults in the private sector. Atthough some countries are expanding the role of
dental therapists to include adult care, children’s dental care continues to be the
most common assignment of dental therapists in the global oral health workforce,

The following countries use dental therapists as public employees serving children
in a school dental service: New Zealand, Australia, Hong Kong, Singapore,
Malaysia, jamaica, Trinidad and Tobago, Bahamas, Anguilla, Papua New Guinea,
Sri Lanka, Seychelles, Brunei, Guyana, Samoa and Suriname. Verbal evidence
suggests that in the several countries for which literature could not be obtained,
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dental therapists also function primarily in caring for schoolchildren. In these
countries, the dental therapist’s scope of practice is similar and includes basic
procedures for providing primary preventive and restorative care for children
as indicated previously. -

While dental therapists’ scope of practice ’qy‘pically is restricted to children,

an increasing number of countries permit dental therapists, frequently with
additional training, to treat adults as well. In New Zealand and Australia, dually
qualified hygienists/ dental therapists may provide dental therapists’ treatments
to children and adolescents, but only dental hygienists care for adults—absent
special “adult competency” certification in restorative care.

OVERSIGHT, SUPERVISION AND SAFETY OF CARE

The literature on dental therapists emphasizes their oversight and supervision
by dentists to protect the public. As the majority of dental therapists work with
children in public school-based programs, supervision is by a government
dentist, who may or may not be on site. Dental therapists adhere strictly to
protocols and standing orders, which are determined by the government service
in which they work.

Levels of supervision vary among countries, and in different settings within the
sarme couniry. In some countries, dental therapists may practice independently
without dentist supervision; in others, they may work independently, but with
a collaborative / consultative relationship with a dentist.

The literature does not document any issues of safety or harm as a result of care
provided by dental therapists.

QUALITY OF TECHRICAL CARE

There have been many evaluations of the technical quality of care provided by
dental therapists over the past 60 years. The studies have consistently found that
the quality of technical care provided by dental therapists (within their scope of
competency) was comparable to that of a dentist, and in some studies was judged
to be superior.

This monograph documents the results of assessments and studies that have taken
place in many countries, including the United States, New Zealand, Australia, the
United Kingdom and Canada. The continued use of dental therapists in the 54
countries and territories identified provides tacit documentation of an acceptable
quality of technical care provided by dental therapists.

EXECUTIVE SUMMARY -



A REVIEW OF THE GLOBAL LITERATURE ON DENTAL THERAPISTS

ACCESS TO CARE AND EFFECTIVENESS OF CARE

The impetus for adopting dental therapists as part of the oral health workforce
has typically been the objective of improving both access to care and effectiveness
of care for children.

In most countries, dental therapists are public health employees deployed in
school dental programs. Global studies show high and steadily increasing
enrollment in school dental programs over time, and reveal their positive
influence in improving access to-care for large numbers of children—sometimes
essentially the entire population of elementary schoolchildren in a given area.

In New Zealand in 2010, over 60 percent of children ages 2 to 4 years were enxclled
in and utilized the publicdly-funded child oral health services; 98 percent of 5-to-13~
year-olds participated. In recent years, participation in Australia has been 62 percent;
in Hong Kong 88 percent; and in Malaysia 96 percent of elementary schoolchildren
and 67 percent of secondary school students have been enrolled. When the school
dental program in Saskatchewan existed, 80 percent of schoolchildren were enrolied.
It is thought that children from lower socioeconomic groups are more Hkely to
benefit from school dental programs staffed with dental therapists.

Evaluations of dental services based on the dental health of the population must
be seen in the light of falling levels of denial caries due to other factors, such as
flucridation, and the many factors that mediate the relationship between service
provision and population health. However, data indicate that dental disease rates
of children decline subsequent to the introduction of dental therapists in the oral
health workforce.

The degree to which dental caries in children has been effectively treated is a
strong and reliable indicator of the accessibility and effectiveness of dental care.
Epiderniological data available since 1965 document that New Zealand has been
more effective in treating dental carles in its public school-based program of care
provided by dental therapists, than has the United States in its system of care in
private offices by dentists.

According to the New Zealand Ministry of Health, in the 2010-11 year, the number
of decayed filled teeth (ft) for children 2 to 11 years old was 1.6. Of this only

0.3 was due to decay, with 1.3 being filled teeth, Comparable numbers reflecting
dental therapists’ success in treating schoolchildren with dental decay exist in other
countries as well.

-Anumber of reports suggest the cost-effectiveness of dental therapist-led school

dental services. The school dental programs in New Zealand and Australia cost
less than private fee-for-service systems for the same service. The average cost of
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school-based dental care in New Zealand in 2010-11 was $99 (U.5.) per child. In the
private sector in New Zealand, an examination, radiographs and cleaning in 2010-
11 was $102 (U.8.), and a one surface restoration cost $99; a fissure sealant $47.

In Australia, one study indicated that the annual cost savings by using dental
therapists for care within their scope of practice, rather than dentists, could result
in savings of 14-19 percent in dental expenditures. Another Australian study
found that in one state the average cost of care for a child in a given year in the
private sector was $265, versus the cost for care by dental therapists in the school
dental service of $52.46.

The opportunity for more cost-effective care is related, in part, to the salary
differential between dental therapists and dentists. An average New Zealand
dental therapist earns between $30,000 to $40,000 (U.S.), and private-practicing
dentists earn $120,000 to $150,000 a year (U.5.).

However, the cost-effectiveness of dental therapists cannot be calcutated in
isolation because they often work as part of a team, with dentists supervising
them. The cost of these dentists should be incorporated into cost comparisons;
therefore, more appropriate comparisons are between services that do and do not
employ dental therapists.

PERSPECTIVES OF THE DENTAL PROFESSION TOWARD
DENTAL THERAPISTS

The perspective of the dental profession is well-represented in the literature on
dental therapists. A comprehensive range of views is evident, but in general these
views polarize into opponents and proponents. In some cases, the intellectual
quality and tone of the debate has reflected poorly on the dental profession.

Many dentists and professional dental associations in the United States are
opposed to the inclusion of dental therapists on the dental feam. They have
asserted that dental therapists threaten the safety of the public due to providing
alower quality of care and that they open a wedge for unqualified individuals to
practice dentistry. Dental therapists have been described variously as a hazard and
“a menace to the public, a menace to the [dental] profession, and an injustice to
those seeking to enter the ranks of the [dental] profession.”

Proponents of dental therapists refute the assertions of the opponents and have
accused them of having a hidden agenda, particularly of looking after their own
economic inierests. They cite studies that have shown that dentists, despite not
knowing who dental therapists are or what they do, oppose them anyway.
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Proponents claim that dental therapists’ care has been evaluated on numerous
occasions and in muitiple couniries. They argue that they provide high-quality,
safe and effective care equal to that of dentists working under the same conditions,
and do so af a lower cost. Dental therapists included on the dental team are
thought to liberate dentists for more complex treatment. They also argue that
services employing dental therapists extend the geographical reach of dentistry,
increase access to care, and provide a safety net for those who cannot obtain care.
Proponents equate the use of dental therapists with the use of dental hygienists
in that they help free the dentist to do other work. They also compare dental
therapists to ‘mid-level” providers such as nurse practitioners, who function
effectively in other areas of health care.

Both proponents and opponents of dental therapists have attributed views to the
general public, often in the absence of evidence. Proponents claim that “patients—
both adults and children—of every sodoeconemic stratum wilt find care delivered
by dental therapists to be entirely acceptable.” Opponents have argued that they
would not be accepted by the public, and might be resented by individuals in
lower socioeconormic groups as providing second-class, inferior care.

The literature in this research indicates that, in general, the dental profession in the
countries reviewed are supportive of the role dental therapists play in caring for
the oral health of the population, specifically with regard to childrer. To the extent
that concern or dissatisfaction could be identified in the literature, it typically
related to dental therapists treating adults or practicing independently. The
evidence suggests that once dental therapists have been introduced in 2 country,
professional support for them increases over time.

Harold Hillenbrand, the respected executive director of the American Dental
Association from 1946 to 1970, said: “When the dental history of our time is
eventually written, I believe the New Zealand Dental Nurse Program will be
considered one of the landmark developments in the practice of dentistry and
dental public health.” He went on to say that New Zealand has “pioneered in a
very effective method for delivering dental health services to children.” Finally, he
concluded “the New Zealand experience proves that we can develop an auxiliary
program—and a very advanced one—that is acceptable to and approved by the
profession of the country involved.”

PERSPECTIVES OF THE PUBLIC TOWARD DENTAL THERAPISTS

In the United States, philanthropic foundations frequently provide leadership for

the public in identifying societal problems and funding pilot projects to stimulate

both private and public sectors in resolving them. The problem of access to health
care and its negative impact on the health of poor and underserved populations
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has been a focus of several U.S. foundations in recent years. With respect to oral
health issues, these foundations have recognized that dental therapists in the oral
health workforce can assist in addressing the problems of access and disparities.
They have provided funds for research, advocacy and implementation of oral
health care programs. Among them are the Josiah Macy Jr., Pew, Rasmuson,
Robert Wood Johnson, and WK. Kellogg foundations.

. The W.K. Kellogg Foundation commissioned a rational survey in 2011 on the
views of Americans on the issue of access to dental care. “More than three-quarters
of respondents (78%) support an effort to train a new dental provider—a Yicensed
dental practitioner—to work under the supervision of a dentist to provide
preventive, routine care to people without regular access to care.”

The high Jevel of use of school dental services employing dental therapists in a
large number of countries is strong evidence that the dental therapist can provide
care that is acceptable to and valued by the public. Numerous and detailed
eveluations of these programs, summarized in this monograph, reveal strong
patient and parental support for care by dental therapists.

The people of New Zealand consider the School Dental Service with its dental
therapists a New Zealand “icon.” Another report states: “The School Dental
Service has become an integral component of the New Zealand culture. To Kiwis
it is like motherhood, apple pie and the flag.”

Parents in Saskatchewan were “outraged” at the transfer of the school-based plan
to the private sector.

No evidence could be found to indicate that the public perspective of dental
therapists in any country was other than positive.

CONCLUSIONS
The global literature indicates:

1. Dental therapists practice in 54 countries and territories, including highly
developed, industrialized ones as well as developing countries.

2. There are variable lengths of training for dental therapists, from two to four
years, with two years being the tradition.

3. There is amovement in a few countries to integrate the training, and therefore
scopes of practice, of the dental therapist and dental hygienist. Typically this is
in a three academic year {27 months} program.

4. Dental therapists, in general, are not Yicensed professionals, but rather practice
as registered auwxdiliaries.
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5. Dental therapists practice primarily in public clinics, typically associated with
caring for schoolchildren.
6. Dental therapists’ scope of practice is primarily in caring for children, although
severa! countries permit caring for adults.
7. Dental therapists typically practice with general supervision by dentists.
8. Dental therapists provide technically competent care.
9. Dental therapists improve access to care, specifically for children.
10. Dental therapists are effective in providing oral health care within their scope
of practice. 7
11. Dental therapists have a record of providing oral health care safely.
12. The dental profession in a country accepts the care provided by dental
therapists as valuable; however, there are some exceptions to this.
13. The public values the role of dental therapists in the oral health workforce.
14. Dental therapists included in the oral health workforce have the potential to
decrease the cost of care, specifically for children.
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