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Abstract

Purpose: This study used a survey of program directors and program chairs to analyze

relationships related to curriculum development for a dental hygiene-based dental therapist and

the question of how external variables affect allied health workforce development and

implementation.

Methods: A survey instrument was utilized to help identify the relationship between a dental

hygiene-based dental therapist curriculum and the external influences of future needs of the

dental hygiene profession and workforce; external influences; and institutional influences on

curriculum design and implementation using Spearman’s rho testing. The open-ended question

was studied through the application of grounded theory analysis. (N=340).
Results: Upon comparison of ten curricular concepts related to external influences across all
three areas of influence, Business Management was a significantly related curriculum item,
followed by Dental Hygiene Diagnosis; Foundational Knowledge; and Communications and
Technology. As dental hygiene-based dental therapy curriculum is developed, these curricular
relationships may be referenced in relation to how outside influences affect and facilitate
workforce and program success. (n=133-138; 43%).

Conclusion: Curriculum should be developed based upon the actual assessment of

workforce and patient need, rather than on an assumption of need. This analysis helped

to develop curriculum guidelines for a dental hygiene-based dental therapist workforce

model that is responsive to workforce needs, professional requirements, and institutional
needs and influences. An accurate, need-based curriculum can be used to develop

performance measures that can be measured, evaluated, and improved over time.
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Introduction
Introduction to the Research Question

Despite significant improvements in oral health prevention and treatment over the
past half-century (U.S. Dept. of Health and Human Services: HealthyPeople 2020, 2010),
Americans with the lowest access to these services have the highest rates of oral diseases

Dept. of Health and Human Services [HHS], 2000). Major oral health disparities
are present among populations classified by socioeconomic status (SES), age, sex,
disabilities, and race/ethnicity, with those suffering the most being the poor of all ages,
minorities, and persons with disabilities (HHS, 2000). More than 53 million people live
in areas with low provider shortages to oral health care (Health Resources and Services
Administration [HRSA], 2017). Seventeen million children lacked dental care in 2009
(Pew Center on the States [Pew], 2010). With the Affordable Care Act (ACA) and
enhanced children’s dental benefits through Medicaid and the Children’s Health
Insurance program (CHIP) there have been millions of children now extended insurance
benefits, yet less than half of children’s Medicaid eligible are utilizing services (Centers
for Medicare and Medicaid Services [CMS], 2016; Medicaid and CHIP Payment and
Access Commission [MACPAC], 2016).

In 2000, the first Surgeon General’s Report on Oral Health included several
landmark findings and suggestions (HHS: Oral Health in America: A Report of the
Surgeon General, 2000). Significant findings included the understanding that dental
disease is nearly always preventable and affected by lifestyle choices and behaviors, oral

health reflects general wellness, and severe oral health disparities exist in the U.S. (HHS,
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2000). The National Call to Action was produced, encouraging oral health organizations
and partners to focus on increasing research and public knowledge in oral health issues,
and devising an oral health plan to remove barriers to care, utilizing public and private
partnerships in order to meet the needs of all Americans (HHS: A National Call to
Action, 2003). Five Actions were collectively composed as a result of the National Call
to Action partnership between the Surgeon General’s office and the Partnership Network
(HHS: A National Call to Action, Appendix A). One particular action identified was to,
“increase oral health workforce diversity, capacity, and flexibility” (HHS: A National
Call to Action, 2003, p.21). The Healthy People 2020 Initiative includes six primary oral
health objectives aimed at prevention and control of oral health diseases and conditions,
and improving access to oral health (HHS: Healthy People, 2010). The 2000 Surgeon
General’s report on Oral Health was a breakthrough for many in terms of several issues
regarding oral health in America; one was bringing needed exposure to oral health access
issues for those without insurance and monetary resources. Effectively addressing access
to care disparities is a complex issue requiring planning, coordination, and evaluation of
numerous systems (Hilton & Lester, 2010). Three of the major issues surrounding access
to care for underserved populations include not having insurance coverage, the cost of
care, (KFF, 2016b) and a shortage of dental providers (KFF, 2016c).

In response to the 2000 Surgeon General’s report, several Health Policy
organizations, such as the Institute of Medicine (IOM) and the National Governor’s
Organization have encouraged the states to amend their laws in order to allow greater
flexibility of health care professionals in the treatment of oral health needs (Institute of

Medicine [IOM], 2011), to make better use of the existing dental workforce, such as
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“advanced practice dental hygienists” and to consider emerging dental workforce models,
such as dental therapists (National Governors Association [NGA], 2014). One practical
solution to the perplexing issue of an accessible, cost-effective, and readily available
provider is the expanded utilization of the dually licensed dental hygienist — dental
therapist workforce model, heretofore referred to as dental hygiene-based dental
therapist.

Dental hygiene-based dental therapists are mid-level oral health providers
professionally licensed in both dental hygiene and dental therapy. Dental hygienists are
preventive oral health professionals educated and licensed to provide educational,
clinical, and therapeutic services that support both oral and total (American Dental
Hygienists’ Association [ADHA], 2016). Dental therapists are oral health professionals
educated and trained to perform basic clinical dental treatment and preventive services
within a variety of practice settings and their state regulatory scope of practice. The
dental therapist responsibilities may include a range of procedures including, but not
limited to: assessment, prevention, prophylaxis, restorative, simple surgical extraction,
emergency palliative, and administration of certain medications and local anesthetic
(CODA, 2015). Combining the scope of both oral health practitioners provides a broad
variety of preventive, therapeutic, and restorative services that satisfy most general oral
health issues, thereby allowing expanded access to a broader population. As an existing
licensed and educated workforce, dental hygienists are a practical solution to expanding
access to care for the underserved through increased education and skills, especially in
those states where dental hygienists are already providing direct access to care, and even

some limited restorative services (ADHA, 2017b).
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The dually licensed dental hygiene-based dental therapist provides a professional,
cost-effective contribution to meeting many of the access, and financial burdens of the
underserved oral health population (Minn. Department of Health ,[DOH], 2017; Minn.
DOH, 2014; Pew, 2014a; Pew, 2014b). However, the introduction of a new workforce
model to an “oral health care system virtually unchanged in the past half century”
(American Dental Education Association [ADEA], 2002, p. 556) offers curricular and
educational challenges. Several associations and institutions, based upon differing
models of dental therapists, have proposed and implemented various standards,
curriculums, and competencies for dental therapy education (American Dental
Association Commission on Dental Accreditation [CODA], 2015; Community Catalyst,
2017; Alaska Native Tribal Health Consortium (ANTHC): llisagvik College, 2016;
Metropolitan State University, 2017; University of Minnesota School of Dentistry, 2016).
In 2009, the Minnesota Board of Dentistry requested dental therapy accreditation
standards through American Dental Association Commission on Dental Accreditation
(CODA), as the dental health professions only accepted accrediting agency of dental and
allied health programs. National dental therapy accreditation standards were adopted
through CODA in February 2015, and implemented in August 2015 (CODA, 2015).

The process of gaining accreditation for dental therapy standards was lengthy,
entailing initial denial from CODA, intervention on behalf of the Federal Trade
Commission, one re-written set of standards, and two comment periods before final
adoption (ADHA, 2014; CODA, 2015, FTC, 2014). Minimum standards for dental
therapy education include:

» Three academic years of full time instruction

www.manaraa.com
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e Curriculum in general education, biomedical science, and clinical and
didactic dental sciences
= Scope of practice in therapeutic, restorative, and some preventive services

The standards also support articulation agreements between existing allied oral
health programs, such as dental hygiene and dental assisting that result in advanced
standing for dental hygienists or dental assistants (CODA, 2015). The decision to include
a dual educational tract that included dental hygiene-based dental therapy was decided
based upon the observation of existing and proposed programs within the U.S. by the
CODA task force. (CODA, 2015, p. 9). Dental therapy standards were developed from
“a combined document that included standards for dental education and dental hygiene
education” (CODA, 2015, p. 3), and comments that the “dental therapist should be
trained to the standard of care set for any dental professional” (CODA, 2015, p. 4),
further emphasizing the same standard of care delivery expected of licensed dental
therapists as licensed dentists and dental hygienists.

Many of the standards were developed with the aid of the aforementioned task
force who developed the dental therapist standards, including several dental hygiene
program directors (Evans, 2011). Criteria for a dental therapy program director includes a
full-time position, and licensure in dental therapy and/or dentistry with graduate-level
education in teaching methodology (CODA, 2015). CODA standards currently allow for
a dental hygiene-based program director as long as they are dually licensed as a dental
therapist. Dental hygiene program directors are uniquely qualified to help determine
dental therapy program needs, and are likely to help satisfy the development,

implementation, and evaluation of any dental hygiene-based dental therapy curriculum.
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However, dental hygiene program directors have yet to be collectively surveyed
regarding curriculum design for the dental hygiene-based dental therapist. The role of
CODA is to provide minimum educational standards (CODA, 2015). While each
program is granted flexibility as necessary in order to achieve CODA standards (CODA,
2015), it is fundamentally important to calibrate the specific curricular needs of the dental
hygiene-based dental therapist to standardize educational practices, and to provide strong
pathways to future advancement (ADEA: Bracing for the Future..., 2011; ADHA,
2014c). Therefore, the purpose of this study is to help provide clarification regarding
curriculum specific to the dually licensed dental hygiene-based dental therapist. The
charge of this study was to determine,

1. What curriculum should be specific to the dental hygiene-based dental
therapist?

2. What is the relationship between a specific dental hygiene-based dental
therapist curriculum and considerations regarding future needs of the
dental hygiene profession and workforce?

3. What is the relationship between curriculum for the dental hygiene-based
dental therapist and influences external to curriculum design?

4. What is the relationship between curriculum for the dental hygiene-based
dental therapist and institutional influences on curriculum design?

Statement of Problem
According to the 2000 Surgeon General’s Report on the oral health crisis in
America, in order to eliminate health disparities all health professionals must work

together, with the understanding that improving the existing oral health framework is a
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complicated process requiring a multi-factorial approach (HHS, 2000). The IOM

addressed concerns regarding the needs of patients and the changing healthcare system.
This included all health professionals gaining education in evidence-based practice and
quality improvement, and advancing the education of entry-level clinicians beyond
technical skill (IOM, 2002).

The oral healthcare climate is changing, as are population demographics. The
population is growing, with increasing diversity, and longer life span (White, 2012).
These factors all affect current and future oral health needs (White, 2012). The
workforce must be adaptable, and prepared for these changes. Cost of training
practitioners, geographic availability, cultural and ethnic competency, knowledge of
public health policy, and research, planning, and development of evidence-based
solutions are all important in terms of producing improved oral health outcomes (Hilton
& Lester, 2010). Current and future workforce education must address the needs of the
target demographics (Hilton & Lester, 2010; White, 2012).

Related Theoretical Frameworks

The purpose for development and promotion of the dental hygiene-based dental
therapist is to ensure more cost-effective, efficient, and accessible delivery of oral health
care to underserved and untreated populations. Health care curriculum is a multi-faceted
process, involving institutional missions, values and goals, as well as individual program
goals (Diamond, 2008; Billings & Halstead, 2012). Dental health providers in the U.S.
are educated by nationally accredited institutions, which establish accreditation standards
for dental and allied health education (CODA, 2014). Health care education employs an

outcomes format, whereby students demonstrate competency of learning objectives as
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they move toward meeting their learning outcomes (Billings & Halstead, 2012).
“Competencies are written statements describing the levels of skills, knowledge, and
values expected of graduates” to begin the practice of dental therapy (CODA, 2015, p.
15). Curriculum development begins with a broad understanding of what students need
to know such as evidence-based research, public health policy, and management,
resulting in a structured framework for curriculum design, based upon theories that are
“embedded” in overall competency domains and specific competencies (Billings &
Halstead, 2012, p. 149).

Curriculum design does not factor for outside influences that affect program
design such as future workforce needs; changes in the health care climate; economic and
political pressures; and the institutional environment. Lee, Steketee, Rogers, and Moran
identified these variables in their research on curriculum development in health
professional education (2013). This curriculum development framework connects
political, social, and economic issues with traditional curriculum design, and institutional
and cultural influences for a larger theoretical curriculum framework (See Figure 1) (Lee

et al, 2013).
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Four-Dimensional Curriculum Development Frame-
work
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needs to new and ch-angmg the shaping of curriculum design
workplace demands in all health 7 and delivery, such as timetabling,
sectors.kCurrlculum CO“S'Ieral’ / logistics and entry requirements.
tions take into account globa
health and educational reforms; 4
how these link to the develop- /
ment of knowledges, competen- /
cies, capabilities and practices; as /
well as local institutional delivery Multidimensional curriculum
conditions. / reform /
4
)
/
/
/
/
/
Dimension Two: DEFINING / Dimension Three: TEACH-
AND UNDERSTANDING CAPA- Y , - ING, LEARNING & AS-

>

BILITIES. This dimension describes SESSMENT. This dimension

the knowledges, capabilities and attrib- Knowledges, compe- Teaching, learning pertains to the development of
utes health professionals require. This tencies, capabilities, & assessment appropriate learning, teaching and
component addresses how changing practices approac-hes & assessment experiences, all of
health services impact on expertise, practices which have been guided by the
identities and practice, which ultimately D2 D3 messages inherent within D1 and
impacts upon the training and prepara- D2.

tion of future health professionals.

Figure 1. Four Dimensional Curriculum Development Framework (Lee et.al, 2013).
Each dimension represents different influences related to healthcare curriculum
development.

Dimension #1: Big Picture Decisions — the why? Health professional curriculum
structure should respond to economics, health policy, regulation, accreditation, as well as
public and private practice workforce needs. It should also represent the needs of the
future workforce, and the values and interests of the profession that it embodies. For the
purposes of this study, Dimension #1 relates to the perspective that dental hygiene-based
dental therapy curriculum should be innately designed and developed to respond to the
balanced demands of the regulatory body and the current and future health care needs of
the public and private workforce. This curriculum is a reflection of the mission and

values of the dental hygiene profession, thus contributing to improved patient health

outcomes.
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Dimension #2: Defining Capabilities of Graduates — the what? This dimension
reflects the “multi-dimensional, contextually specific, reflection” of health care, and
notes that today’s graduates should practice these qualities through job training and active
learning reflection and critical thinking (Lee et al., 2013, p. 70). For the purposes of this
study, Dimension #2 correlates to the rapid changes occurring in health care, and the
static nature of technical curriculum. Setting a minimum standard for entry into a
profession with high expectations of professionalism and trust, requiring minimum
educational standards benefits from pre-requisite standardization. Pre-requisite
requirements facilitate development of providers that will enable growth and change,
such as evidence-based decision-making, and the development of critical thinking skills
as a reasoned practitioner. Health care models require the ability to develop and change
with technology, research, and evolving health policy. This dimension directly addresses
the education, knowledge and skill necessary for current and future workforce needs.

Dimension #3: Teaching, Learning, and Assessment — the how? This dimension
addresses the types of learning modes used, along with the relationship between
educational theory and practice. For the purposes of this study, Dimension #3 relates to
the outcomes based competencies and assessment methods that determine content and
criteria specific to dental hygiene-based dental therapists who are prepared to meet the
ongoing demands with knowledge, skill, and adaptability.

Dimension #4: Organisation (sic) — the where? This dimension applies to the
institutional influences that affect curriculum design, such as institutional norms,
educators, students, administration, and cultural influences. These elements are often

“overlooked” by curriculum design, but can be largely influential (Lee et al., 2013, p. 71).
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For the purposes of this study, Dimension #4 relates to all of those influences affecting
the curriculum of a dental hygiene-based dental therapist, that reside within the
educational institution, such as administration, faculty, students, and resources (Lee, et
al., 2013).

Overview of Research

The following overview of the literature provides a perspective on market and
workforce limitations that exist within the current profit-driven dental care delivery
system, beginning with a brief history of dentistry, dental public health, and the
international development of the dental hygiene therapist, followed by the emergence of
the dental therapist and dental hygiene-based dental therapist in the U.S. This chronology
lends context to the criteria provided for a very practical workforce model for private and
public health: the dental hygiene-based dental therapist. Basic criteria include provider
efficiency, cost-effectiveness, and accessibility. Additionally, conceptual tools that
represent preparedness for current and future workforce growth including research
knowledge, management, technology, health policy, program development, and outcomes
assessment. The culmination of this review invites one to question what specific program
needs define the dental hygiene-based dental therapist.

Historical perspective. Historical accounts of tooth and jaw treatment exist as
early as 2600 BC; however, the first organized system of treatment began in France
around 1200 AD, with two types of barbers: one specializing in surgical procedures, and
the other lay barbers in general hygiene and extractions. Over the centuries, despite the
introduction of numerous mechanical indices and textbooks detailing technical

performance, the focus of dentistry remained mechanical until the discovery of the
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bacterial justification for decay by Willoughby Miller in 1890 (ADA: History of
Dentistry, 2014). This discovery opened the door to prevention; the introduction of
brushing and flossing soon followed, and by 1913, the first school of Dental Hygiene was
established in Bridgeport, Connecticut at Fones Clinic (ADA: History of Dentistry,
2014).

In 1945, the next fundamental turning point for oral health came with “one of the
top ten public health achievements in the twentieth century” (U.S. Centers for Disease
Control and Prevention [CDC], 2001), the advent of public water fluoridation. Water
fluoridation stabilized decay rates in the U.S. to a significant degree. For example,
decayed, missing, and filled teeth (DMFT) rates of twelve year-olds dropped from 4.0 in
1966-1970 to 1.3 during 1988-1994 (CDC, 2001, www.cdc.gov). This improvement in
decay rates created an opportunity for dentistry to focus more attention on prevention and
public health issues and less on surgical and restorative interventions.

Traditional model and economics. By the mid-1980’s, signs of epidemiological
changes in oral health and water fluoridation were noticeable, and periodontal disease as
well as decay rates were more stable (Brown & Nash, 2012). Brown’s study on dental
economics highlighted the effect this had on changing demand for services and
practitioners (2012). The market for dentistry is a two-tiered model: patients with
private insurance or those able to afford out of pocket payments choose to see private
practice dentists, and parties without insurance or without willing providers of public
insurance choose to use safety-net providers (California Healthcare Foundation, 2009).

The dental “safety-net” is the term used for the provision of care for the underserved in
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the United States. This group is a small subset of various providers, services, and
payment programs that support care for the underserved.

The traditional economic model of dentistry is a supply model, shifting with
market demands. Private practice dentistry is generally competitive, and prices are
adjusted according to what the market will bear, with the goal of maximizing profits and
minimizing costs (Brown & Nash, 2012). These driving forces determine need for dental
education and ultimately for dentists (Brown & Nash, 2012). Safety-net providers are
often supplemented with grant monies, such as the federal 330 grant for Federally
Qualified Health Centers that covers an average of slightly over 50% of clinic expenses
(Beazoglou, Bailit, DeVitto, McGowan, & Myne-Joslin, 2012). Patients paying out of
pocket are offered an income-adjusted sliding-scale fee for their services. These
mechanisms do not respond to a traditional supply and demand market.

The existing oral health model is not the most cost-effective model for treating the
underserved considering several important variables. Dentists are fewer in numbers than
dental hygienists (ADHA, 2013), are retiring at a rate greater than they are being replaced
by graduating dentists (Beazoglou & Brown, 2000), and are significantly more expensive
to educate than any other oral health provider; making them the most expensive possible
provider of oral health services (Hilton & Lester, 2010). Even if there were to be an
increased number of dental schools, the impact these numbers would have on services for
those in rural areas, and with oral health disparities would be nominal (Warchek &
Rehann, 2013; Bailit & D’Adamo, 2012). Most importantly, there is little relationship
between per capita number of dentists in an area, and the number of underserved patients

receiving care (Bailit & D’Adam, 2012).
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History of public health access issues. The inability to care for populations with
unique socioeconomic and access issues is not a new concept to the oral health care
system in the U.S. For more than 75 years there have been reports articulating the need
for public health dentistry efforts (Dunning, 1996), as well as numerous studies in the
past 35 years identifying public dental health access issues, without providing long-term
or sustainable solutions (Damiano, Brown, Johnson, & Scheetz, 1990; Dunning, 1966;
Kushman, 1978; Morrey, 1963). Several authors have developed helpful historical
inventories of public health dentistry and dental education. In 1930, the American Dental
Association (ADA) appointed a public health committee on dental economics due to the
depression. Working with the U.S. Public Health Service, they examined nearly one
million children. Yet, when offered a compulsory health insurance system, the National
Health Program Committee,

Disapproved the rendering of dental service under a
compulsory health insurance system (and instead) approved
voluntary budget plans under professional control which will
enable patients to apportion costs and timing of payments as to
reduce the burdens of (dental) costs and remove the economic
barriers which now militate against the receipt of adequate
(dental) care. (ADA transactions, 1938, p. 327, as cited in
Morrey, 1963)

The ADA next created a public health policy in 1938 originally with eight points,
and ultimately modified to four in 1944. One of their four basic tenants included,

“Dental care should be available to all regardless of income or geographic location”

www.manaraa.com



15
DENTAL HYGIENISTS/ DENTAL THERAPISTS EDUCATIONAL LEVEL

(ADA transactions, 1944, p. 376, as cited in Morrey, 1963). However, dental care is still
not available to all and economic barriers still exist.

World War Il had a significant influence in public health awareness and change,
due to returning dentist’s exposure to dental needs in the armed forces. This began a
gradual sense of awareness for public health benefits and the limitations of private
practice (Dunning, 1966). In 1950 the American Board of Public Health was created.
After the passage of Medicaid and Medicare legislation in 1965, the American
Association of Dental Schools began to encourage dental public health in dental school
curriculum (CMS: History, 2014; Dunning, 1966). Dunning & Morrey expressed
optimism that public health was to become a significant portion of oral health care
(Dunning, 1966; Morrey 1963), yet today the dental safety net is a very small population
of dental providers with little promise of more entering the workforce (Edelstein, 2010;
Tomar, 2006). A study by Tomar noted only 544 ADA members reporting Dental Public
Health as their specialty in 2002 (Tomar, 2006). This translated to 605,208 persons per
ADA member public health specialist in the entire U.S. (Tomar, 2006). Conversely, a
study by Brown indicated there were 1834 persons per private practitioner in 2002
(Brown, 2012). Edelstein reports that “less than 3 percent of US dentists are employed in
the safety net, and less than one-quarter of private practice dentists are accessible to
underserved populations” (2010).

A Medicaid study conducted in California on reimbursement in 1971 and 1974
indicated less effective economies of scale with set fees over time and a tendency for
providers to discontinue accepting new Medi-Cal patients, despite accepting other new

patients (Kushman, 1978). Twelve years later, Damiano also cited low reimbursement
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rates through Medicaid as a reason for limiting access to Medicaid patients (1990). Prior
to 2009, and the Affordable Care Act (ACA), there was a steady decline of Americans
with private dental benefits from 2000 to 2012, and an increase in adults and children
moving into Medicaid or Children’s Health Insurance Program (CHIP) (Nasseh &
Vujicic, 2014). In 2010, the ACA offered comprehensive dental benefits for children up
to the age of 19, for families who were not formerly eligible for Medicaid under standard
Federal Poverty Level (FPL) guidelines. Under expanded eligibility guidelines, “states
may get CHIP enhanced match for coverage up to 300% of the FPL” (Medicaid.gov,
retrieved July 13, 2017a). As of 2017, 49 states cover children with incomes up to 200%
of FPL through Medicaid and CHIP (Kaiser Family Foundation, [KFF], 2017).
According to the Medicaid and CHIP Payment and Access Commission (MACPAC), the
percentage of children ages 0-18 in Medicaid or CHIP, “has increased from 38.5% in
2007 to 45.9% in 20137, while privately held children’s insurance remained relatively
unchanged, from 56.9% in 2007 to 57.1% in 2013 (MACPAC, 2016). As of 2015, due to
Medicaid expansion, only 5% of children in the U.S. were without insurance coverage
(KFF, 2016b), yet children’s insurance status in 2013 demonstrated only children ages 0-
4 shared similar Medicaid utilization rates to those children with private insurance, as
compared to children ages 5-18 who were on Medicaid or who were uninsured.
(MACPAC, 2016). In 2014, less than half of the children’s Medicaid eligible insured
received preventive dental services, and less than 25% received dental treatment services
(CMS, 2016). Moreover, while children’s dental benefits are mandatory in both
Medicaid and CHIP, adult dental Medicaid benefits are optional for states (Medicaid.gov,

retrieved July 13, 2017b). While children’s Medicaid insurance rates demonstrate
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relative increases, rates for non-elderly working adults continue to decline (Vujicic &
Nasseh, 2015). Of those states offering adult Medicaid in 2013, utilization rates defined
as those beneficiaries who, “received any type of dental service within the Federal fiscal
year” (Vujicic & Nasseh, 2015, p. 2) ranged from 13.9% to 34.8%, as compared to
private insurance utilization rates ranging from 52.6% to 65.9% (Vijicic, Nasseh, 2015).
Several suggestions for this divergence between children’s and adult insurance rates, are
state and Federal policy maker’s willingness to prioritize adult dental coverage (Vijicici
& Nasseh, 2015), insurance eligibility gaps as defined individually on the state level,
immigration status, and tax credit eligibility (KFF, 2016b). With the ACA Medicaid
expanded coverage provisions, the uninsured non-elderly adult population has dropped
from 44 million in 2013 to 27 million in 2017 (KFF, 2016b); however, many of these
adults have emergency-only, or limited benefits, while only 16 states offer extensive
benefits as of 2016 (KFF, 2016a). The vast majority of dentists are private practitioners
who participate in Medicaid at a rate just below 25% (Hilton & Lester, 2010; Bailit,
Beazoglou, DeVitto, McGowan & Myne-Joslin, 2012) and with the ACA Medicaid
expansion participate at an average rate of 35.3% in 2013 (American Dental Association,
2014).

An overburdened safety-net system. When the private and public oral health care
system fails to accommodate the needs of the underserved, individuals often turn to
emergency department (ED) settings for acute care, where they receive palliative
treatment at premium cost (California Healthcare Foundation, 2009; Davis, Deinard &
Maiga, 2010; HHS, 2000; Junhie & Leonard, 2012; Okunseri, Pajewski, Jackson, &

Szabo, 2011; Pew Center on the States [Pew], 2012; Wall & Jujicic, 2015). In a study of
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Medicaid participants’ tendency to return to ED for non-traumatic dental conditions
(NTDCs), 6.5 % of these were repeat users for NTDC (Okunseri, 2011). In a study of
10,000 participants, during a one year period in 2004 and 2005, Davis noted nearly 25%
of ED visits in five different hospitals in the St. Paul/ Minneapolis area were for treating
dental health problems, with an annual expenditure of nearly five million dollars, billed
primarily to public programs such as Medicaid, with a frequency of return visits at nearly
25%. (2010). A four-year study in Rhode Island demonstrated ED utilization for
emergency dental visits for the uninsured or for Medicaid enrollees accounted for 79% of
the user visits (Junhie, 2012). In a California study conducted by the California
Healthcare Foundation, the cost for a preventive exam (ADA 2005 national average) was
$41 compared to an ED visit at $172 with the median fee of $5044 if the patient was
admitted with hospitalization. In the same study, ED rates were nearly three times higher
for patients without private dental insurance, and those with Medi-Cal were significantly
more inclined to have an ED visit for a dental problem than private paying clients
(California Healthcare Foundation, 2009). The Pew Charitable Trust (Pew), a non-
governmental public policy organization, reviewed numerous studies in their brief on the
costs of emergency dental care, including hospital association reports, and state public
health institutes (Pew, 2012). The brief indicated rising dental-related ED costs during
2000-2010 nationwide, with a 16% overall increase in ER visits for preventable dental
conditions (Pew, 2012). Several studies concluded that with increased ED visits, any
savings made by states in dental Medicaid cuts would contribute to much greater state
costs in the future (California Healthcare Foundation, 2009; Davis, 2010; Junhie, 2012;

Pew, 2012; Wall & Jujicic, 2015.)
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While only 3% of U.S. dentists choose employment in the dental safety net, dental
hygienists provide a broad and meaningful contribution by being routinely employed in
the safety net system (Edelstein, 2010). Researchers of oral health disparities have
evaluated the complicated issue of improved access to care and removal of barriers.
Several have suggested expanding the dental workforce size, and introduction of new
provider types (ADHA, 2017; Edelstein, 2010; Hilton & Lester, 2010, NGA, 2014; Nash,
2008; Nash, 2009; Pew, 2010; Skillman, Doescher, Mouradian, & Brunson, 2010).

Why a dental hygienist-based workforce model? Just as Public Health
conducts research and surveillance in order to set preventive strategies (Goldsteen,
Goldsteen, & Graham, 2011), prevention is the cornerstone of oral health and oral health
is a fundamental indicator of overall health. Dental hygienists are specialists in oral
health screening, overall health intake, caries risk assessment, periodontal risk
assessment, and preventive oral health education. Additionally, dental hygienists provide
the majority of preventive clinical oral health services, such as prophylaxis, non-surgical
periodontal therapy, sealants, radiographs, oral cancer screenings, fluoride treatments,
and in most states, play an active role in pain control (ADHA, 2017). Many dental
hygienists also provide restorative services, depending upon their state practice acts and
state scope of practice rules related to supervision (ADHA, 2017).

According to the Bureau of Labor Statistics, between the years of 2014 to 2024,
dentists are projected to have 4,960 average annual openings, whereas dental hygienists
are projected to have 7,030 annual openings in terms of growth (Bureau of Labor
Statistics: Occupational Projections, 2016b). There will be steady growth in the dental

hygiene workforce, and it will be greater in numbers than dentists. This, along with half
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the pay requirements for this provider, make it a logical access provider for underserved
populations (BLS, 2016a). As licensed preventive oral health professionals, dental
hygienists are required to remain current in their continuing education, infection control
knowledge, and cardiopulmonary resuscitation. Dental hygienists enter educational
programs with an average of 40 credit hours of general requirement courses in English,
math, social science and natural science, and average 84 credit hours for completion of an
associate degree, or 118 credit hours for a baccalaureate degree (ADHA, 2014a).
Accreditation standards require a licensed dental hygienist to have an educational
background in biomedical sciences, dental sciences, periodontics, oral pathology,
pharmacology, pain control, medical emergencies, management of the medically
compromised patient, cultural competency, inter-professional education, dental public
health and community health, ethics, research methods, the patient-provider relationship,
and be clinically proficient in the Dental Hygiene Process of Care: Assessment,
Diagnosis, Planning, Treatment, Evaluation, and Documentation (CODA, 2018). Many
dental hygienists also choose graduate degrees for leadership positions in research,
education, public health, and administration (ADHA, 2014a).

Criteria for a professional dental hygiene-based dental therapist to satisfy
current and future workforce needs. The introduction of a new workforce model
comes with specific and varied roles. Patient needs are increasingly more complex, and in
order to meet these needs, a new provider requires education that addresses current and
future oral health issues (American Dental Education Association: Position paper, 2011,
ADHA, 2014b). According to Transforming Dental Hygiene Education: New Curricular

Domains established through a collaboration between ADHA and Academy for
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Academic Leadership (AAL) (ADHA, 2014b) the six proposed domains for educating the
dental hygienist include: (1) Foundational Knowledge, including the basic scientific and
behavioral knowledge base necessary for complex knowledge, skills, and attitude
formation; (2) Customized Patient-centered Care (CPC), and the oral health — overall
health relationship. CPC also includes the systematic process of patient care, including
assessment, planning, implementation, evaluation, and documentation. Finally, CPC
incorporates the relationship between oral health systems and larger health care systems
including advocacy, research, and business; (3) Communication and Collaboration,
technology, communication and writing skills required for working with patients, peers,
and inter-professionally; (4). Professionalism, and the necessary attitudes, and ethics
required for professional leadership; (5). Critical Thinking and Research, including
evidence-based research as applied to clinical dental hygiene practice (ADHA, 2014b).

Each of these domains represents professional development within clinical,
research, business, technology, health policy, and public health areas. The domains are
broad enough to offer diverse and advanced opportunities for future growth and
flexibility within a changing oral health care environment. Each also provides a
framework for educating current and future workforce needs.

Evolution of the international dental hygiene-based therapist. Dental hygiene-
based therapists and dental therapists provide mid-level oral health services successfully
for decades, in over 50 international countries, and in Canada (Nash, 2009; Nash et al.,
2013). Internationally, most receive training dually as dental hygiene-based therapists,
and are able to practice a complete range of diagnostic, preventive, and therapeutic

services (Rowbotham, Godson, Williams, Csikar & Bradley, 2009; Calache & Hopcraft,
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2011; Coates, Kardos, Moffat, & Kardos, 2009; Luciak-Donsberger & Eaton, 2009).
Internationally, dental therapists have been successfully utilized for nearly a century in
New Zealand (Coates et al., 2009) and for decades in other parts of Europe, Asia,
Australia, and Canada (Nash et al., 2013).

International Dental Hygiene Therapists’ education, scope of practice, and
regulation. There has been a major shift in education, since the turn of the 21% century,
toward including both dental therapy and dental hygiene, along with an overall increase
in number of bachelor’s degree programs, extended scope of practice, and more
autonomous practice (Coates et al., 2009; Luciac-Donsberger & Eaton, 2009;
Rowbotham et al., 2009). Two major rationale for combining the professions of dental
therapy and dental hygiene, and for increasing educational standards were to calibrate
educational and practice models between other countries, and to open opportunities for
dental therapists to work within public health as well as private dental practices
(Rowbotham et al., 2009).

The first country to implement a dental therapist was New Zealand in 1921
(Coates et al., 2009; Nash et al., 2012), and dental therapists have successfully treated
children, and more recently adults, for nearly 100 years. According to Nash et al. (2013),
of the 54 countries safely and effectively using dental therapists, four out of the five of
the most highly developed nations on the list: Australia, Great Britain, New Zealand and
The Netherlands have included the specialty of prevention along with the therapeutic
merits of the dental therapist. Thereby, this provider is educated as both Dental Hygienist
and Dental Therapist. Australia, Great Britain, and New Zealand each have a three-year

integrated program. The Netherlands has a four-year integrated program. Many of these
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programs either offer, or require a Bachelor’s degree in Oral Health Sciences (Calache,
2011; Coates, 2009; Luciak-Donsberger & Eaton, 2009; Rowbotham, Godson, Williams,
Csikar & Bradley, 2009). Bachelor’s degrees for European countries are quite different
than U.S. systems, as most European countries subscribe to the Bologna Degree System,
and require an average of 240 credits for a Bachelor’s degree. The Bologna Bachelor’s
degree is primarily focused on the major study unlike the U.S. which includes additional
studies in general education studies and electives along with major studies, and requires
an average of 120 semester hours for graduation. The Bologna degree completion takes
between three to four years, while the U.S. education takes an average of four years
(International Educator: Bologna Supplement, 2007).

Scope of practice for providers is liberal, and somewhat varied between countries.
According to two studies in Australia and one in New Zealand, dually educated providers
are able to treat children and young adults, and with a special “adult competency”
certification in restorative care, they are able to treat more mature adults, although no
program is in place in New Zealand for adult competency certification as of this report
(Calache & Hopcraft, 2011; Coates, Kardos, R., Kardos, T., & Moffat, 2009; Nash et al.,
2013). In the Netherlands, dental hygienists are trained with the broadest scope of
practice and education in Europe and practice independently, only needing a referral from
a dentist for restorations and radiographs (Luciak-Donsberger, 2009).

The correlation between education and autonomy for dental hygienists. In the
interest of licensure portability and educational competency, the European Union and
European Economic Area (EU/EEA) has made changes by unifying their curriculum to

the European Credit Transfer System (ECTS) (Luciak-Donsberger & Eaton, 2009).
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Luciak-Donsberger conducted a study linking education and regulation in the EU and
found since 2003 there has been an increase in bachelor degree programs along with
autonomous practice with Czech Republic, Finland, Norway, Portugal, and Sweden
requiring bachelor’s degrees and the Netherlands and United Kingdom requiring dually
educated dental hygiene therapists (Luciak-Donsberger, 2009). Similar linkages
between education and regulation are seen in the United States. Five states with some of
the most restrictive scope of practice and regulation according to ADHA are Alabama,
Delaware, Louisiana, South Carolina, and Wyoming. Among those five states, four offer
entry-level Bachelor’s degree programs for dental hygiene, and one offers Bachelor of
Science in Dental Hygiene (BSDH) degree completion. Conversely, five of the most
progressive states, California, Connecticut, Michigan, Minnesota, and Washington offer
eleven entry-level Bachelor’s degree programs along with ten BSDH programs for degree
completion and professional advancement (ADHA, 2015a, 2015b). Minnesota has the
most progressive dental hygiene-based dental therapist model, combining a progressive
scope of practice with graduate entry-level education (Minnesota Board of Dentistry,
2009). In 2014, Maine, a state with two dental hygiene bachelor’s degree completion
programs, passed legislation for both independent practice of dental hygienists, and more
recently for the dental hygiene-based dental therapist model to address their state’s access
issues (LD 1230 Maine; An Act to Improve Oral Healthcare, 2014). In 2016, Vermont, a
state with a degree completion program, including an online option, passed legislation for
a dental hygiene-based dental therapist with general supervision (SB 20 Vermont: Dental
Therapist, 2016). States pursuing legislation for dental hygiene-based dental therapy in

2018 are Kansas, Maryland, New Mexico, Ohio, Washington, Arizona, New Hampshire,
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Massachusetts, Connecticut, Michigan, and Florida (Pew, 2016: States Expand the Use
of Dental Therapy, Updated 1/2018). Each of these states offer degree completion
programs. Additionally, Connecticut, Massachusetts, Michigan, New Mexico, Ohio,
Texas, and Washington offer Master of Science programs in Dental Hygiene (ADHA,
2017h).

The correlation between improved patient health outcomes and dental
hygienists. Dental hygienists are uniquely skilled to treat periodontal disease; a condition
with an overall systemic relationship with numerous other conditions, such as diabetes,
cardiovascular disease, respiratory diseases, and cancer (American Academy of
Periodontology, 2017). A five-year study performed by United Concordia Dental found
that treatment of periodontal disease reduced total medical costs for individual patients
each, by “$2433 for members with pregnancy, $5681 for members with cerebrovascular
disease, $1090 for members with coronary artery disease, and $2840 for members with
diabetes” (United Concordia Dental, 2014, p 2). Additionally, these same patients
demonstrated decreased hospitalizations between 21-39% (United Concordia Dental,
2014). Improvements in cost savings and hospitalizations may be used to imply
improvements in patient health outcomes with periodontal treatment and ongoing
maintenance (United Concordia Dental, 2014). Integrated models of primary care and
oral health care have significantly increased as more states have increased the scope of
practice for dental hygienists (Langelier & Surdu, 2017). Currently there are 40 states
that allow some form of direct access of dental hygienists to patients without the specific
authorization of a dentist (ADHA, 2017.) With integrated health/oral health models of

care, there is a greater emphasis on high-quality, value-based services (Langelier &
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Surdu, 2017). According to Langelier and Surdu, these expanded and integrated models
have not only enhanced health and oral health workforce opportunities, noting an overall
increase in the mean correlation between scope of practice and utilization of oral health
services by the state’s population from 43.5 in 2001 to 57.6 in 2014, as a reflection of
dental hygienists’ contribution to public health services when restrictive supervision
levels are lifted (Langelier & Surdu, 2017). These policy implications have also
indicated changes in improved oral health outcomes according to the Dental Hygiene
Professional Practice Index (DHPPI), 2017. Using multilevel logistic modeling and
population oral health surveillance data, dental hygiene scope of practice as defined by
regulation, supervision, tasks, and reimbursement, was “positively and significantly
associated with an improved oral health outcome”, noting that “as the DHPPI score
increased in states, the likelihood of the population having no teeth removed due to decay
or disease also increased” (Langelier & Surdu, 2017, p. 20).

Dental Therapists’ cost-effectiveness and accessibility. Several studies have
demonstrated improved cost-effectiveness and patient accessibility with several dental
therapists’ models (Delta Dental, 2017a; Delta Dental 2017b; Minnesota Board of
Dentistry [MBOD] and Minnesota Dept. of Health [MDH]), 2014; Pew, 2014, part I,
Pew, 2014, part 11). As a new workforce model, dental therapists needed to define their
own patient base and producer relationships, yet within two years, dental therapists
demonstrated cost-effectiveness in several areas (MBD & MDH, 2014; Pew, 2014, part I;
Pew, 2014, part Il). Dental therapists result in cost-effectiveness in both salaries and
reduced malpractice insurance rates as compared to dentists. Annual cost savings were

estimated between $35, 000 — 62,000, depending upon malpractice insurance rates (MBD
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& MDH, 2014). In a case study conducted by Pew organization, Dr. John Powers
employed the first dental therapist in Minnesota, and within 11 months observed an
increase in net profits of $23,831 (Pew, 2014, part I). People’s Center Health Services,
was the first federally qualified health center to hire a dental therapist in April 2012. This
clinic was having difficulty retaining dentists, and reported a 50-60% immigrant
population, most of whom had never been to the dentist, and 25% who needed
interpretive services. Sixty-five percent of the practice was clients with Medicaid
benefits. In one year, the dental therapist generated more than $30,000 net profits in
Medicaid reimbursement, despite a 25 % collection failure rate, and without accounting
for any net profit for the other 35 % of the patient mix (Pew, 2014, part Il). Dental
therapists enabled dentists to do more complex and higher producing services (MBD &
MDH, 2014; Pew, 2014, part I, Pew, 2014 part 11), and offer potential for reducing costly
emergency room visits (MBD & MDH, 2014). In 2012, a combined total from two
Alaskan dental therapists (DHATS) performing preventive, restorative, and therapeutic
services netted $215,000. Additionally, they saved Medicaid an estimated $95,000 in
potential emergency dental flight services that were formerly performed before the
implementation of DHATS (Pew, 2014, part II). Delta Dental of Minnesota performed a
study of financial gains upon adding a dental therapist, and found monthly gains with a
dental therapist were 2.4 times greater with a dental therapist than before a dental
therapist was included in the production formula (Delta Dental, 2017a). A separate case
study performed over 11 months in Minnesota noted improvements in patient
accessibility and cost-effectiveness, especially after five months (Delta Dental, 2017b).

The study noted a decrease in patient wait times from three to four weeks, and patients
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reported satisfaction with the quality of care they received from the dental therapist
(Delta Dental 2017b). Additionally, during the eleven months the dental therapist was
added, average monthly revenues demonstrated an increase of 19 percent (Delta Dental,
2017h).

Dental therapists have demonstrated improved access to patients from
underserved populations in Alaska and Minnesota (Alaska Native Tribal Health
Consortium [ANTHC], 2015; Delta Dental, 2017a; Delta Dental, 2017b; MBD & MDH,
2015; Pew, 2014, part I1), and advanced dental therapists provide more accessibility than
dental therapists (MBD & MDH, 2014). Dental Health Aide Therapists (DHATS) have
been providing care and accessing underserved populations since 2003, reporting oral
health and restorative services to over 35,000 persons in remote and rural communities in
Alaska (ANTHC, 2015). In Minnesota, dental therapists and advanced dental therapists
are required to practice in settings serving “primarily low income, uninsured and
underserved patients, or in areas designated as Health Professional Shortage Areas
(HPSASs)” (MBD & MDH, 2014, p. 5). A report on the impact of dental therapists in
Minnesota indicated a general increase in patient access, “directly attributable” to dental
therapists, with one clinic reporting a 24 % increase in patients, adding an additional
clinical chair in order to accommodate additional patient demand (MBD & MDH, 2014).
Several clinics reported ability for dentists to treat more medically complex cases, while
dental therapists served more immigrants, elderly, and refugee populations, all due to
cost-effectiveness (MBD & MDH, 2014). Many of the clinics mentioned they would like
to hire additional dental therapists. Some of those interested in hiring more were

particularly interested in advanced dental therapists, due to their broader scope of
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practice, enabling the practice more opportunity for patients to see advanced dental
therapists when dentists are not present (MBD & MDH, 2014). Results from a Delta
Dental study found that more patients were able to be served by public insurance after the
practice added a dental therapist, with dental therapist serving 71% public insurance,
while the dentists served 22% public insurance (Delta Dental, 2017).

Dental therapists and dental hygiene-based dental therapists’ efficiency and
safety. Nash conducted a literature review of 54 countries, including 17 consultants, and
over 1100 documents on dental therapists was performed in order to evaluate usage
global use of dental therapists, particularly for children, as dental therapists are used for
the care of children consistently abroad. It was determined that dental therapists deliver
safe, effective, economical, and quality care for children within dentistry (Nash et al.,
2013). Ina study assessing Dental Health Advanced Therapists (DHATS) in Alaska,
dental therapists were evaluated according to patient perception, oral health, clinical
performance, clinical facilities, and implementation of community prevention
(Wetterhall, Bader, Burrus, Lee, & Shugars, 2010). Five DHATS studied were found to
be operating safely and appropriately within their defined scope of practice. The study
also found DHATS to be technically competent, with patients generally very satisfied
with the care they received from these providers. These DHATS practiced under direct
supervision of dentist, must have attended a two-year education program, and did not
perform dental hygiene services. In another study of four Alaska DHATS, Williard &
Fauteaux (2011) interviewed the supervising dentists to determine safety and quality of
the DHAT’s work. The study indicated that the DHATS provided safe, quality care

within their limited scope of practice.
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In Minnesota, the report on dental therapists and advanced dental therapists noted
several areas of improved efficiency (MBOD & MDH, 2014). “Nearly 1/3 of patients”
surveyed identified reduced wait times (MBOD &MDH, 2014). Clinics reported
expanded capacity at the clinics for vulnerable populations, and “increased dental team
productivity” (MDOB & MDH, 2014, p. 2)

Dental therapy and dental hygiene-based dental therapy education and scope
of practice in the U.S. Inthe U.S., each of the three models practicing as dental
hygiene-based dental therapists or dental therapists denote various levels of education,
skill, and supervision (ANTHC, 2017; Minnesota Board of Dentistry, 2013). The Dental
Health Aide Therapists (DHATS), a very unique subset of Dental Therapists originally
regulated by the Alaska Native Tribal Health Consortium, part of the Alaska Tribal
Health System. Additionally, DHAT’s educated in Alaska are also practicing on tribal
lands in Oregon and Washington. Tribal consortiums are allowed far more freedom to
develop tribal land only practitioners, that are certified, and self-governed by the
consortium (Dept. of Interior: Indian Affairs, 1975). These practitioners are not bound
by the same rules and regulations, or the same legislative process as are those regulated
and licensed within the State guidelines. These unique properties of the Indian Health
Services system enable them to create flexible workforce opportunities with broader
scope of practice definitions. DHATS provide a broad host of diagnostic, preventive and
therapeutic oral health services to remote Alaskan villages, and recently transferred their
program from one initially set up at University of Washington (MEDEX), to one locally
in Alaska at Ilisagvik College, and will be conferring a certificate of completion and an

Associates of Arts degree, beginning with the first class in the fall of 2016 (ANTHC,
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2017). Figure 2 details the three different dental therapy providers, along with levels of

AK DHAT MN-ADV DT MN-DT
Level of Supervision General General Indirect
Scope of Practice
Evaluation and Preventive Services
Examination/Assessment/Inspection Yes Yes No
Dental Radiography Yes Yes Yes
Provide, dispense, administer select No Yes No
medication
Counseling Yes Yes Yes
Cleaning above the gumline (sic) Yes Yes Polish
Fluoride application Yes Yes Yes
Sealant placement Yes Yes Yes
Cleaning below the gumline (sic) No Yes No
Space maintainers Yes Yes Yes
Basic Restorative Services
Temporary filling/ART technigque Yes Yes Yes (general)
Isolation (placement of rubber dam) Yes Yes Yes (general)
Injection of local anesthetic Yes Yes Yes
Tooth preparation (drilling primary & Yes Yes Yes
permanent teeth)
Tooth restoration (filling primary & Yes Yes Yes
permanent teeth)
Primary tooth SSC (preformed cap) Yes Yes Yes
Primary tooth pulpotomy (nerve Yes Yes Yes
treatment)
Surgical Services
Extract primary teeth Yes Yes Yes
(uncomplicated)
Extract permanent teeth Yes Yes No
(conditional uncomplicated)
Other surgical care No No No
Advanced Restorative Services
Periodontal treatment No No No
Endodontic treatment No No No
Fixed prosthodontic treatment No No No
Removable prosthodontic treatment No No No
Orthodontic treatment No No No
Adjunct Services
Community level oral health programming Yes Yes Yes
Population assessment, Research No Yes Yes
Care coordination Yes Yes Yes

supervision, scope of practice, and allowable services provided. (Figure 2).
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Figure 2. Dental Therapy Scope of Practice in the U.S. (Edelstein, L., 2010).
Community Catalyst, a team of researchers, educators and stakeholders in oral
health developed a report and curriculum on dental therapy based strongly on the
outcomes of the DHAT model. The Community Catalyst curriculum is a community
college-based curriculum that advocates for a community student-provider base, a more
culturally diverse provider mix, and affordable tuition for best meeting access needs
(Community Catalyst, 2017). Minnesota has two dental therapy (DT) models: the
advanced dental therapist, and dental therapist. There are currently two separate
programs: Metropolitan State University [MSU] has a collaborative arrangement with
Normandale Community College to provide education for the advanced dental therapist.
MSU requires that applicants first be licensed dental hygienists and offers a Master of
Science in advanced dental therapy as a 44-credit program entitling graduating students
to dental therapy licensure testing and advanced dental therapy certification resulting in
dual dental hygiene/dental therapy licensure and advance dental therapy certification
(MSU, 2017). As of fall 2016, University of Minnesota began offering a 71 credit
Bachelor of Science in Dental Hygiene degree in combination with a 47 credit Master of
Science in Dental Therapy program, for a total of 4 %2 years (University of Minnesota
School of Dentistry [UM], 2017). Those interested in advanced dental therapy are then
eligible for certification, after 2000 additional practice hours and passage of an
examination through the board of dentistry UM, 2017). University of Minnesota’s basic
DT model offers restorative and therapeutic services, along with some preventive
services. Dental hygiene was added to the curriculum after a survey was conducted, and

upon the encouragement of public health dentists in practice (UM, 2017). Advanced
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dental therapists are able to practice under general supervision of a dentist, through a
collaborative management agreement (CMA), which offers a broader scope of practice
than does a dental therapist (Minnesota Statutes, 2013a, 2013Db). (See Figure 2)
(Edelstein, 2010)

The advanced dental therapist program offered through Metropolitan State
University was modeled after the advanced dental hygiene practitioner (ADHP)
curriculum put forth by the ADHA (ADHA, 2004). This dental hygiene-based,
interdisciplinary model provides diagnostic, preventive, therapeutic, administrative, and
research education with developed theoretical concepts in community involvement,
public policy, and understanding of designing for quality in healthcare (MSU, 2017).
Both the DT and ADT programs offered through University of Minnesota have basic
biomedical science entry pre-requisites, and each are grounded in foundational
biomedical sciences, dental sciences, as well as advanced concepts related to inter-
professional collaboration, the provider-patient relationship, several courses in public
health, practice management, and research methods (UM, 2017). It is worthy of noting
University of Minnesota shares several of its DT course curriculum with dental and
dental hygiene students in an intra-professional collaborative environment (UM, 2017).

Minimum accreditation standards for dental therapy In 2009, the Minnesota
board of dentistry approached the CODA and requested accreditation standards be
formed for dental therapy, as it is the only recognized accrediting body recognized for
dentistry and allied dental health programs (CODA, 2017). In February 2015, the
CODA, the only recognized accrediting body recognized for dentistry and allied dental

health programs, provisionally adopted accreditation standards for dental therapy, and
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later implemented dental therapy standards in August 2015 (CODA, 2015). Dental
therapy standards include a “minimum of three academic years of full-time
instruction...in post-secondary instruction”, including an advanced standing allowance
for dental hygienists (CODA, 2015). The purpose for accrediting agencies is to ensure
that minimum educational standards are met on a continuous basis, and standards are
fundamental to ensuring consistent qualifications for entry into professional disciplines
(American Occupational Therapy Association, 2017; American Psychological
Association, 2017; CODA, 2017). Although accreditation is tasked with determining
minimum educational standards for consistent and qualified professional practice,
specific criteria for dental therapy practice are ultimately determined on the individual
state and program level. As a new workforce model requiring a consistent national
guideline for knowledge and skill development, answers to specific curriculum
requirements and educational concepts for dental hygiene-based dental therapy can help
define consistent licensure and practice, and a strong base for future growth, research,
and structure for improved overall patient health outcomes.

Summary

The research has defined how limitations within the profession of dentistry have
consistently failed to address oral health disparities in populations with the greatest need
for decades (HHS, 2000; Pew, 2010; Vargas & Ronzio, 2006; Dye, Arevalo, &Vargas, ,
2010) despite public health accomplishments and opportunities for social relief (CDC,
2001; Morrey, 1963). Plans of equitable oral public health and community health success
were eventually extinguished, as a few decades would define a weak dental safety-net

structure within a profit-driven dental care delivery system (Brown, 2012; Edelstein,
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2010; HHS, 2000; Nash, 2012; Tomar, 2006). Many persons within the underserved
population are eligible for Medicaid benefits; however less than 25% of dentists accept
this form of compensation (Bailit et al., 2012; Hilton & Lester, 2010), even with the ACA
Medicaid expansion participate at an average rate of 35.3% in 2013 (ADA, 2014). While
some improvements have been seen in particular children’s populations with the
Medicaid expansion, many adults with Medicaid benefits have emergency-only, or
limited benefits, while only 16 states offer extensive benefits as of 2016 (KFF, 2016a).
There are significant gaps in the existing safety net system.

Education and development of more dental hygiene-based dental therapists
capable of providing expanded services to a broader population, in a more cost-effective,
efficient, and accessible manner is a meaningful approach to the complex problem of
treatment for underserved populations (Nash, 2008; Hilton & Lester, 2010). Dental
therapists are widely used in over 54 countries internationally (Nash, 2009; Nash et al.,
2013), and many are dually licensed dental hygiene therapist educated and skilled in
prevention, therapeutic, and restorative services, with three to four year integrated
programs and bachelor’s degrees in oral health (Calache, 2011; Coates, 2009; Luciak-
Donsberger & Eaton, 2009); Rowbotham, Godson, Williams, Csikar, & Bradley, 2009).
While there are three dental therapy programs in the U.S., one of which is dental hygiene
based (ANTHC, 2017; MSU, 2017; UM, 2017), the CODA’s minimum accreditation
standards for dental therapy have recently been accepted (CODA, 2015). These
standards make provisions for advanced standing for dental hygienists and dental
assistants (CODA, 2015). Dental therapy program directors are required to be a dental

therapist with graduate education, or a dentist with a background in education (CODA,
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2015). There is a significant likelihood dental hygiene program directors will provide a
pathway to host these programs and to help define dental hygiene-based dental therapy
education; therefore, this study seeks to survey dental hygiene program directors

regarding curriculum for dental hygiene-based dental therapy.
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Methodology
Research Design
This quantitative correlational, descriptive design study sought to gather
information regarding curriculum specific to dental hygiene-based dental therapy
curriculum, and to demonstrate relationships that may exist related to developing and
implementing a dental hygiene-based dental therapy curriculum, and influences outside
of curriculum design, and within educational institutions.
This research focused on answering the following:
1. What curriculum should be specific to the dental hygiene-based dental therapist?
2. What is the relationship between a specific dental hygiene-based dental therapist
curriculum and considerations regarding future needs of the dental hygiene
profession and workforce?
HO:: There is no significant relationship between a specific dental hygiene-
based dental therapist curriculum and considerations regarding future needs of
the dental hygiene profession and workforce.
3. What is the relationship between curriculum for the dental hygiene-based dental
therapist and influences external to curriculum design?
HOz: There is no significant relationship between curriculum for the dental
hygiene-based dental therapist and influences external to curriculum design.
4. What is the relationship between curriculum for the dental hygiene-based dental

therapist and institutional influences on curriculum design?
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