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The American Dental Hygienists’ Association 
(ADHA), with the support of Johnson & Johnson 
Consumer Inc., for the distribution of this paper, 
is pleased to provide this white paper supple-
ment on the future of dental hygiene education 
and practice, and how dental hygienists will con-
tribute to the expansion of oral health services. 
This white paper will:

•	 Provide a summary of the “Transforming 
Dental Hygiene Education, Proud Past, Un-
limited Future” (“the Symposium”);

•	 Describe the future needs of dental hygiene 
practice;

•	 Outline strategies that will contribute to the 
expansion of oral health services to under-
served populations, including mothers and 
children; and

•	 Identify the future standards of education 
and practice — including examining current 
dental hygiene curriculum, and offer ideas 
on potential revisions and enhancements to 
prepare dental hygienists for future practice.

The issues addressed in this paper as it relates to 
changes in dental hygiene education and trans-
forming the way graduates are prepared for the 
future highlight how, with these changes, dental 
hygienists will be better equipped to serve the 
health and wellness needs of the entire popula-
tion.

Introduction

Chapter One

Goal and Purpose

Background and Setting the Stage

The core ideology of the ADHA is to lead the 
transformation of the dental hygiene profession 
to improve the public’s oral and overall health. In 
2013, the dental hygiene profession celebrated 
its 100th anniversary, a milestone that contrib-
uted as a catalyst to change — in fact transform 
— the profession. With recognition that dental 
hygiene education required change so that the 
profession would remain relevant in a chang-
ing environment, the ADHA enlisted the help 
of the Santa Fe Group (SFG), an organization 
composed of internationally renowned schol-
ars and leaders from business and the profes-
sions united by a commitment to improve oral 
health. Together with the SFG, ADHA worked to 
bring dental hygiene educators, researchers and 

practitioners together with leaders from other 
health disciplines, government, philanthropy 
and business to strategically address this need 
for change in dental hygiene education.

Part of the profession’s responsibility to the 
public includes evaluating its own ability to pro-
vide care and taking the steps necessary to en-
sure its maximum effectiveness. The ADHA is 
committed to best positioning the profession of 
dental hygiene to be viewed as an integrated 
part of the health care system through strategic 
partnerships, as well as maximizing the ability 
of dental hygienists to take advantage of oppor-
tunities in more integrated health systems.1 The 
SFG and ADHA co-developed the Symposium 
and invited guests from diverse professional 
backgrounds to examine the dental hygiene ed-
ucational system through the lens of its histori-
cal beginning, the current environment, and the 
future oral health care needs of the public. It 
provided the platform to explore questions that 
had not been fully deliberated before. Ultimate-
ly, the purpose of advancing education in den-
tal hygiene is achieving better oral and overall 
health for more people. To that end, a partner-
ship was born.

Transforming Dental Hygiene Education 
Symposium

In September 2013, the ADHA, in collabora-
tion with SFG and the ADHA’s Institute for Oral 
Health, convened a Symposium titled “Trans-
forming Dental Hygiene Education, Proud Past, 
Unlimited Future.” The fundamental question 
behind the Symposium was how to best prepare 
dental hygienists to serve the health and well-
ness needs of society by transforming the way 
dental hygiene graduates are prepared for the 
future. In addition, the Symposium explored 
where dental hygiene education has been, where 
it is now, where it will need to be in the future 
and how changes to dental hygiene education 
can move the profession forward. The Sympo-
sium’s learning objectives included:

•	 Exploring how the change in the health care 
environment could inform the transforma-
tion of the profession of dental hygiene.
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•	 Identifying the broad range of roles that the 
dental hygiene profession could play and 
new models of health care within and be-
yond dental care.

•	 Considering the broad skills, attitudes and 
competencies needed by dental hygienists 
to meet the future needs of the public.

Michael Sparer, PhD, JD, Department Chair, 
Health Policy and Management, Columbia Uni-
versity School of Public Health, served as the 
Symposium’s keynote speaker. His presentation, 
“The Transformation of the U.S. Health Care 
System,” centered on the imminent changes un-
derway in the U.S. health care system, many of 
which preceded the Affordable Care Act. “Given 
the changes that are going on in the health care 
system today,” Sparer said, “the agenda that 
you have before you for the next couple of days 
could not be more important.”2

Over the course of the Symposium, key stake-
holders in health care policy, education, financ-
ing and care delivery discussed innovative den-
tal hygiene education models that would enable 
dental hygiene to increase access to oral health 
care. This increased access would be achieved 
by preparing dental hygienists for an expanded 
scope of practice and integration into the health 
care system as essential primary care providers. 

The Symposium featured several distin-
guished authorities. Marcia Brand, PhD, BSDH, 
MSDH, who was then Deputy Administrator, U.S. 
Department of Health and Human Services, pro-
vided the federal perspective. Pamela Zarkows-
ki, JD, MPH, BSDH, Provost and Vice President, 
Academic Affairs, University of Detroit Mercy, 
provided the educational and administrative 
perspective. Hal Slavkin, DDS, Professor, Ostrow 
School of Dentistry, University of Southern Cali-
fornia, provided the research perspective. Ann 
Battrell, MSDH, Chief Executive Officer, ADHA, 
provided organized dental hygiene’s perspec-
tive.

The group heard from several health pro-
fessions that have advanced their professional 
education and curriculum. Panelist Maria Dolce, 
NP, PhD, Interim Director, School of Nursing, 
Bouvé College of Health Sciences, Northeastern 
University, ascribed the education and practice 
transformations within the nursing profession 
to the changing health care needs of the pub-
lic. This transformation in nursing education led 
to the incorporation of leadership and profes-
sional development competencies so that nurses 

are well-prepared to become full partners with 
physicians and other health care professionals. 
Competencies incorporated within the nursing 
curriculum include leadership, health policy, 
system improvement, research and evidence-
based practice.3 The nursing profession has set 
an example for the dental hygiene profession to 
follow in response to the increasingly complex 
health care needs of the public.

Panelist Lucinda L. Maine, PhD, RPh; Execu-
tive Vice President and Chief Executive Officer, 
American Association of Colleges of Pharmacy, 
discussed the transformation of the pharmacy 
profession over the last 40 years. Until 2004, 
a pharmacist required only a baccalaureate de-
gree; today, a doctoral degree is the entry level 
for the profession.2 Increasing the educational 
requirement for the pharmacy profession oc-
curred due to the growth and complexity of the 
pharmaceutical industry and increasing chang-
es in health care.2 The new doctoral curricu-
lum “[incorporated] Institute of Medicine (IOM) 
core competencies for the health professions: 
patient-centered professionals functioning in 
team-based care that is evidence-based and 
emphasizes quality and health information tech-
nology competence.”2 

Panelist Ruth Ballweg, PA, MPHA, Director, ME-
DEX Northwest Physician Assistant Program, de-
scribed the similarities between dental hygiene 
and the physician assistants (PA) profession, es-
pecially regarding the lack of clarity about the 
identity of the profession as perceived by the 
public. The PAs’ working environments expand-
ed from primary care and emergency rooms to 
all fields of health care as a result of the pro-
fession’s transformation. The speaker encour-
aged dental hygienists to explore areas where 
services are needed, whether these needs are 
geographic, economic or demographic. Ballweg 
recommended that “dental hygienists consid-
er broader leadership roles as systems of oral 
health care are introduced, and in case manage-
ment or quality and compliance management.”2

Themes that recurred throughout the Sympo-
sium were the need for collaboration, interpro-
fessional education and the demand for a work-
force as diverse as the communities it needs 
to serve. Repeatedly, participants stressed the 
need for changes in the regulatory and educa-
tional infrastructure to support change. Small 
group discussions at the Symposium identified 
challenges and barriers that will affect the fu-
ture of dental hygiene education and practice. 
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Groups discussed challenges, barriers and op-
portunities associated with five key topic areas:

•	 State practice acts.
•	 Accreditation standards.
•	 Financing and business plans.
•	 New practice locations and collaborations.
•	 Interprofessional education.

The SFG attributed difficulty in accessing oral 
health care to a variety of factors. Among these 
are the affordability of dental care for low-in-
come populations, low health literacy, inad-
equate public spending for Medicaid dental 

care, the exclusion of dental care for Medicare 
beneficiaries, the maldistribution and/or short-
ages of dental health care providers, and re-
strictive scope–of–practice laws in many states. 
The group believes that innovation and change 
are needed to improve equity in access to oral 
health care. 

“The Santa Fe Group applauds the openness 
of the ADHA to explore both new educational 
paradigms as well as alternative practice models 
that may enhance the potential for more people 
to gain access to oral health care,” said the SFG 
President Raul Garcia, DMD, MMSc.

Current State of Dental Hygiene Education

Chapter Two

Dental hygienists are primary oral care 
practitioners who have contributed to the oral 
health of Americans for more than 100 years. 
The dental hygiene profession was founded 
upon the promotion of oral health and the pre-
vention of disease for children in school-based 
settings. While educational changes have oc-
curred over time, current dental hygiene cur-
ricula are designed to meet the oral health 
needs of a 20th-century patient base — not the 
requirements of today’s 21st-century patient. 
Clinical expertise has remained the primary 
educational focus for application in the private 
dental practice setting. Today, dental hygien-
ists provide preventive and therapeutic servic-
es specified by their respective state practice 
acts. These services are essential; however, a 
delivery system in which dental hygienists are 
permitted to provide additional services and 
use additional knowledge could increase access 
to underserved populations in alternative prac-
tice settings such as community health centers 
and health care organizations.

Dental Hygiene Program Infrastructure

Dental hygienists are formally educated and 
licensed in all 50 states and the District of Co-
lumbia. Dental hygienists are able to graduate 
from one of the nation’s 335 accredited dental 
hygiene education programs, and successfully 
complete both a national written examination 
and a state or regional clinical examination. The 
average entry-level dental hygiene education 

program is 84 credits, or about three academic 
years, in duration.4 Approximately 6,700 dental 
hygienists graduate annually from entry-level 
programs that offer a certificate, an Associate’s 
degree or a Bachelor’s degree and prepare 
graduates for the clinical practice of dental hy-
giene. Currently, 21 dental hygiene education 
programs offer Master’s degrees.4 Presently in 
48 states and the District of Columbia, dental 
hygienists are required to undertake continuing 
education as part of the licensure renewal pro-
cess to maintain and demonstrate continued 
professional competence.5

In March 2016, Colorado will also begin re-
quiring continuing education. At that time, Wy-
oming will remain the only state that does not 
require continuing education as a provision for 
licensure renewal.

Accreditation Standards for Dental 
Hygiene Education Programs

A discussion of dental hygiene education 
must include the Commission on Dental Accred-
itation’s (CODA’s) “Accreditation Standards for 
Dental Hygiene Education Programs” (subse-
quently referred to as “The CODA Standards”) 
as a reference point.6 The CODA Standards are 
the guidelines and requirements for accredit-
ed dental hygiene educational programs. The 
current CODA Standards include some essen-
tial content areas that provide key foundations 
for future dental hygiene practice. Examples of 
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these content areas include health promotion, 
disease prevention, clinical practice and com-
munity service. With changes in societal needs, 
advances in technology, new research high-
lighting the oral-systemic link and the growing 
complexity of the health care delivery system, 
current educational standards and curricu-
lar content will need augmentation.2 Curricula 
may need to expand beyond a primary focus 
on clinical expertise to include a broader focus 
on primary care, public health service deliv-
ery, population wellness, cultural and linguistic 
awareness, and health literacy.

Specifically, more focus on disease preven-
tion and health promotion related to the oral-
systemic link, the role of inflammation, and the 
use of new technology to determine risk levels 
would enhance current guidelines. Additional 
curriculum time could be made available for 
physical, head, neck, and oral cavity assess-
ment and diagnosis through the use of chair-
side diagnostics, salivary testing, nanotechnol-
ogy, genomic mapping, telehealth, and other 
state-of-the-art methodologies.7,8

The CODA Standards, at present, provide for 
entry into the profession with either an asso-
ciate degree from a two-year college program 
or a four-year college or university with an as-
sociate degree, post-degree certificate or bac-
calaureate degree; however, the ADHA’s policy 
statement supports a baccalaureate degree for 
entry into the profession.9 Currently, 288 den-
tal hygiene academic programs award an as-
sociate degree, further impeding movement to 
a higher entry-level degree.4 Associate degree 
programs are more attractive than baccalaure-
ate programs to many students because they 
are less expensive and require less time before 
graduation. A dilemma is that associate degree 
programs may lack the curricular time neces-
sary for dental hygiene educational enhance-
ment.

Dental Hygiene Licensure Requirements

Current clinical licensing examinations pri-
marily measure a dental hygienist’s competence 
by evaluation of specific clinical skills as well 
as the candidate’s compliance with professional 
standards during the course of treatment. As an 
example, the Central Regional Dental Testing 
Services (CRDTS) exam scoring rubric awards a 
majority of its total 100 points for Scaling/Sub-
gingival Calculus Removal and Supragingival 
Deposit Removal. Traits conducive to collabora-

tive practice such as teamwork, critical think-
ing skills and professional judgment are not 
assessed. The National Board Dental Hygiene 
Examination (NBDHE) is a written exam that 
assesses the ability to understand important 
information from basic biomedical and dental 
hygiene sciences, and the ability to apply such 
information in a problem-solving context. Al-
though the NBDHE does measure didactic and 
academic knowledge, a more comprehensive 
test would be needed to incorporate the ad-
ditional content required for future dental hy-
giene practice.

According to the Robert Wood Johnson Foun-
dation, advanced education benefits patients, 
employers and communities. To take an ex-
ample from the nursing profession, baccalau-
reate-prepared nurses tend to contribute to 
safer working environments, to lower rates of 
mortality for hospital-acquired conditions, and 
to provide a ready pipeline of professionals to 
fill leadership and management roles. In the 
nursing profession, demand is growing for ad-
vanced practice registered nurses prepared by 
post-graduate work for licensed independent 
practice. With these credentials, nurses may 
assume advanced clinical roles. Likewise, den-
tal hygienists with advanced degrees could of-
fer parallel benefits to patients, employers and 
the communities they serve.10,11

Revising both the clinical and didactic licens-
ing examinations is a complex endeavor requir-
ing redevelopment of both the administration 
and the content of the tests. The processes fol-
lowed by other professions that have elevated 
their terminal degrees provide some guidance. 
Stakeholders integral to realizing this change 
process are regional clinical licensing boards 
(e.g., Northeast Regional Board), the ADHA, 
the American Dental Education Association 
(ADEA), professional and community dental 
public health advocacy groups, other health 
profession groups and the Joint Commission on 
National Dental Examinations (JCNDE).

Dental hygienists can help fulfill the nation’s 
goal of providing the public with improved ac-
cess to oral and general primary health care 
services. The dental hygiene profession’s po-
tential to help achieve the health care goals of 
the United States depends on the transforma-
tion of dental hygiene education. Curriculum 
modification, and in many instances, reinven-
tion, can create a profession ready to accept 
the challenges of the 21st century.
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Imperatives for Change

Chapter Three

The Access-to-Care Crisis

In 2000, the U.S. Surgeon General’s report, 
“Oral Health in America,” called for action to ad-
dress the oral care needs and disparities within 
the United States.12 Seven years later, in De-
cember 2007, 12-year-old Deamonte Driver died 
after bacteria that spread from an abscessed 
tooth infected his brain. Driver’s death is an un-
fortunate example of the potential impact of un-
treated oral disease. Driver had been covered by 
Medicaid sporadically, but he was dropped from 
the program during critical times due to unfiled 
paperwork. At the time of his death, his family 
did not have insurance but were making repeated 
efforts to find a dentist who would accept Med-
icaid.13

In 2012, Kyle Willis, a 24-year-old father who 
was unemployed and lacked health and dental 
insurance, went to the emergency room because 
of a toothache. Willis was prescribed pain medi-
cation and antibiotics, but died from a tooth in-
fection because he couldn’t afford the antibiotics 
he needed.13 Willis’ death is additional evidence 
of the importance of oral health and the serious 
consequences for people without access to dental 
care.

Lack of access to dental care forces too many 
Americans to enter hospital emergency rooms 
seeking treatment for preventable dental con-
ditions that emergency rooms are typically ill-
equipped to handle. Despite the fact that dental 
hygienists, along with dentists and other mem-
bers of the oral health care team, provide care in 
private offices to a large portion of the population 
in the United States, millions of people remain 
unserved. More than 46 million people in the U.S. 
currently live in dental health professional short-
age areas (DHPSAs), lacking basic access to den-
tal care.14

The National Governors Association’s (NGA) 
January 2014 issue brief entitled, “The Role of 
Dental Hygienists in Providing Access to Oral 
Health Care,” found that “Innovative state pro-
grams are showing that increased use of den-
tal hygienists can promote access to oral health 
care, particularly for underserved populations, 
including children,” and that “such access can 

reduce the incidence of serious tooth decay and 
other dental disease in vulnerable populations.”15

The Centers for Medicare and Medicaid Ser-
vices (CMS) has worked with federal and state 
partners, the dental and medical provider com-
munities, and other stakeholders to continue to 
improve children’s access to dental care. The Chil-
dren’s Health Insurance Program (CHIP) provides 
health coverage to eligible children, through both 
Medicaid and separate CHIP programs. CHIP is 
administered by states, according to federal re-
quirements. In April 2010, CMS launched the na-
tional Oral Health Initiative, which asks states to 
increase the use of preventive dental services by 
children enrolled in Medicaid by at least 10 per-
centage points over five years. The CMS noted in 
an informational bulletin issued on July 10, 2014, 
that, “Although dental disease in children is 
largely preventable, and tooth decay remains the 
most common chronic illness among children in 
the United States, too many children still do not 
have access to regular oral health care. Children 
enrolled in Medicaid and CHIP are more likely to 
suffer from dental disease and less likely to use 
dental services than privately insured children. 
Increasing and diversifying the dental workforce 
can be an important part of a strategy to address 
these oral health disparities.”16

All children enrolled in Medicaid and CHIP have 
coverage for dental and oral health services. 
However, according to the 2014 Secretary’s Re-
port on the Quality of Care for Children Enrolled 
in Medicaid and CHIP, the 2013 median of total 
eligible children receiving preventive dental ser-
vices was 48 percent and a median of 23 percent 
received dental service.17

Changing Demographics and Complexity 
of Care

Children are not the only population that might 
benefit from increased direct access to dental hy-
gienists. The geriatric population is burgeoning, 
with one in eight U.S. adults now aged 65 or old-
er. In this age group, almost 1.5 million reside in 
long-term-care facilities.18 It is predicted that the 
number of individuals living in nursing homes will 
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double between 2000 and 2050.19 These changes 
in population demographics and access to afford-
able oral health care may provide opportunities 
for dental hygienists — while concurrently offer-
ing improved access for elder populations faced 
with limited oral health care options as well.

A myriad of societal factors and new research 
support the need for dental hygiene’s growth and 
expansion. Demographic trends indicate that the 
U.S. population is changing, with an increase in 
underserved patients and demographic groups 
that are underrepresented in both patient and 
practitioner populations. Many of the underserved 
populations will present with complex health care 
needs including complications that far exceed 
oral concerns. Behavioral, financial, cultural and 
medical issues will have to be addressed, as they 
often cannot be separated from oral health needs. 
All of these trends will be instrumental in defining 
future dental hygiene roles, as meeting societal 
needs will require oral health care providers from 
more backgrounds, in more roles, and in more 
settings than just the traditional private practice 
dental office.

As of the last U.S. Census, 40.3 million peo-
ple over the age of 65 were living in the United 
States. Each day 10,000 adults retire in the Unit-
ed States but only two percent keep their dental 
benefits, and 35 percent of lower-income older 
adults have not seen a dental provider in four 
years or more.20 These are just some of the sta-
tistics highlighting the fact that the oral health of 
America’s aging population is in serious peril.

According to a 2013 report by Oral Health 
America (OHA), “A State of Decay,” while im-
provements in oral health have been observed 
over the last 50 years, significant challenges re-
main for the 10,000 Americans retiring each day. 
The OHA report found, “Limited access to dental 
insurance, affordable dental services, community 
water fluoridation, and programs that support 
oral health prevention and education for older 
Americans are significant factors that contrib-
ute to the unmet dental needs and edentulism 
among older adults, particularly those most vul-
nerable.”21

The report highlights a critical issue — the 
strained dental workforce infrastructure. Thirty-
one states, or 62 percent, have high DHPSA rates 
and consequently are meeting only 40 percent 
or less of the need. Among the OHA conclusions 
was a recommendation to address these short-
age areas by improving the primary oral health 

Future Oral Health Workforce 
Projections

While demand for oral health care services 
continues to grow, changes in the availability 
of those who provide those services will put a 
greater demand on the need for dental hygien-
ists — and for dental hygienists to be able to 
practice to the fullest extent of their scope in 
order to adequately meet the oral health needs 
of the public. The U.S. Department of Health 
and Human Services’ Health Resources and Ser-
vices Administration (HRSA) Bureau of Health 
Workforce brief titled “National and State-Level 
Projections of Dentists and Dental Hygienists in 
the U.S., 2012-2025,” states that nationally, the 
increases in the supply of dentists will not meet 
the demand for dentists as they are incorpo-
rated into the current oral health care system, 
exacerbating an already existing shortage; and 
that “All 50 states and the District of Columbia 
are projected to experience a shortage of den-
tists.”14

Exploring the changing role of the dental 
hygienist as an integrated member of the 21st 
century oral health care team, HRSA states that 
“Changes in oral health delivery and in health 
systems may somewhat ameliorate dentist 
shortages by maximizing the productivity of the 
existing dental health workforce,” and that “In-
creased use of dental hygienists could reduce 
the projected dentist shortage if they are effec-
tively integrated into the delivery system.”14

Emerging Technology

In recent years, extensive advancements in 
dental technology — especially telecommunica-
tions, digital diagnostics and imaging — have 
helped dental professionals collaborate, diag-
nose, manage and provide dental services in 
distant locations. The process of networking, 
sharing information, consultations and analysis 
through technology is called telehealth, of which 
teledentistry is a part.22,23 Teledentistry offers 
the potential to improve access to oral health 
care, eliminate health disparities, enhance the 
delivery of services and provide specialist ex-
pertise in remote areas where a dental hygienist 
may be the only oral health care provider in the 
community.24

workforce through alternative workforce models, 
including expanding the role of dental hygienists 
and dental therapists.
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As teledentistry continues to emerge and 
evolve, dental hygiene education must prepare 
for the future. Students who are educated to 
use information and communication technology 
as a part of dental hygiene practice will have 
the foundational knowledge to adopt future 
technological advancements as they occur. Den-
tal hygienists with this expertise will function 
with more inter-collaboration in clinical decision 
making, case management, provision of direct 
care, and patient education on treatment regi-
mens and adoption of healthy lifestyles and oral 
health practices.

Understanding and utilizing digital informa-
tion, patient data and other assessments can 
provide a blueprint for improving access to care. 
An example of this in use can be found in a 
practice model instituted by Willamette Dental 
Group, a large group dental practice with affili-
ated dental insurance and management service 
companies. The Willamette model demonstrates 
how a dental hygiene practitioner can play a role 
in improving access to oral health care. For ex-
ample, nurses in an emergency department who 
identifies a patient with a dental issue will con-
tact a Willamette facility and speak directly to a 
dental hygienist. The Willamette Dental Group 
strives for their dental hygienist employees to 
have digital literacy skills and the ability to enter 
essential data points and risk assessments into 
electronic dental records, as well as understand 
the divergent needs of a diverse patient base — 
including how to communicate across cultures, 
ethnicities and generations. This practice model 
also necessitates interprofessional collabora-
tion and collaboration with other provider set-
tings, such as Federally Qualified Health Centers 
(FQHCs), medical homes, and health systems. 
The processes in the Willamette model are fo-
cused on interprofessional interaction, collabo-
ration and the “four dimensions of right:” the 
right provider, the right location, the right time 
and the right services.2,25,26

Two Systems of Delivery

The oral health care system is primarily com-
posed of two separate delivery models that use 
different financing systems, treat different popu-
lation groups and offer care in different settings. 
Private dental office care is typically provided 
in small offices and financed primarily through 
employer-based or privately purchased den-
tal coverage and out-of-pocket payments. The 
safety net, in contrast, is made up of a diverse 
and fragmented group of providers in various 

settings. It is financed primarily through Medic-
aid and CHIP, other government programs, pri-
vate grants, and out-of-pocket payments. The 
non-dental health care workforce is becoming 
increasingly involved in this provision of oral 
health care.27

Underserved and vulnerable populations face 
many barriers to accessing the traditional oral 
health system — including lack of dental insur-
ance or inability to pay, difficulty accessing ser-
vices due to low levels of health literacy, physical 
disabilities, geographic barriers and maldistri-
bution of oral health care providers. Therefore, 
those underserved populations tend to rely on 
the “dental safety net.” Generally, the dental 
safety net is composed of a variety of providers, 
including FQHCs, FQHC look-alikes, non-FQHC 
community health centers, dental schools, 
school-based clinics, state and local health de-
partments, and not-for-profit and public hospi-
tals. In spite of the number of dental safety net 
providers, the needs of those who are left out of 
the private system are still often not met, due 
to a lack of capacity of these providers or a per-
ceived lack of affordable options by individuals.

Direct Access

Currently, 37 states have provisions in their 
state practice acts that allow dental hygienists 
to provide various levels of direct access ser-
vices.28 Direct access allows a dental hygienist 
to initiate treatment based on their assessment 
of a patient’s needs without the specific authori-
zation of a dentist, treat the patient without the 
presence of a dentist, and maintain a provider-
patient relationship.29 In some instances, dental 
hygienists must meet specific educational re-
quirements and have designated experience to 
work in federal, state, school or other non-tradi-
tional settings.30 Often, the dental hygiene ser-
vices provided under direct access are limited 
and may require public health supervision or a 
written agreement, i.e. a Collaborative Manage-
ment Agreement established between the den-
tal hygienist and the collaborative dentist that 
dental hygienist works with.28

One model in Nevada that has been cre-
ative in obtaining funding for its operations and 
has forged community partnerships is “Future 
Smiles.” This Nevada nonprofit corporation and 
IRS status 501(c)(3) utilizes the Nevada pub-
lic health specialty license that may be obtained 
under a registered dental hygiene license. Pub-
lic Health Dental Hygienists who hold a Public 
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Health Dental Hygiene Endorsement (PHDHE) 
approved by the Nevada State Board of Dental 
Examiners (NSBDE) can deliver a variety of pre-
ventive services that include: oral health screen-
ings, prophylaxis, fluoride varnish and digital 
x-rays in a multitude of community and school 
based settings. Terri Chandler, RDH, Future 
Smiles Founder/Executive Director, has worked 
with many groups to achieve success, with a fi-
nancial support system that includes solid pri-
vate/public partnerships, corporate-sponsored 
community grants, philanthropic foundations, 
local businesses, Medicaid reimbursement, and 
a social service program that addresses the oral 
health needs of the underserved and provides 
technical assistance.31

A South Carolina business that has been effec-
tive was launched by Tammi Byrd, RDH, called 
Health Promotion Specialists (HPS). HPS em-
ploys dental hygienists to provide care to school 
children. The school-based program brings den-
tal hygienists directly to low-income students 
in 413 schools in 45 targeted school districts. 
Importantly, the program has 20 restorative 
partners, dentists who agree to see referred 
children in their private offices, thus promoting 
the receipt of comprehensive services. Care-
givers are provided with lists of dentists in the 
child’s neighborhood, noting which ones accept 
Medicaid patients. Data from the state demon-
strated that in the first five years the program 
was effectively in place, sealant use for Med-
icaid children increased while the incidence of 
untreated cavities and treatment urgency rates 
decreased for that population. The 2007-2008 
South Carolina Oral Health Needs Assessment 
showed that there were no disparities between 
black and white third–grade children for sealant 
use in South Carolina.32

Virtual Dental Home

The Pacific Center for Special Care at the Uni-
versity of the Pacific, Arthur A. Dugoni School of 
Dentistry (Pacific) has created a new oral health 
delivery system utilizing teledentistry, the “Vir-
tual Dental Home (VDH).” The VDH is a com-
munity-based delivery system in which people 
receive preventive and simple therapeutic ser-
vices. Pacific has partnered with a number of 
organizations to bring much-needed oral health 
services to California’s most vulnerable and un-
derserved citizens. Care is delivered where peo-
ple live, work, play, go to school, and receive 
educational and social services.

The VDH project utilizes registered dental hy-
gienists in alternative practice (RDHAP), regis-
tered dental hygienists working in public health 
programs, and registered dental assistants. In 
addition to their traditional scope of practice the 
VDH model has also demonstrated the safety 
and acceptability of two procedures when per-
formed by allied dental personnel — placing in-
terim therapeutic restorations (ITR) to stabilize 
patients until they can be seen by a dentist for 
definitive care, and the ability to decide which 
radiographs to take in order to facilitate an oral 
evaluation by a dentist.33

The virtual dental home project has success-
fully demonstrated the ability to deploy geo-
graphically distributed, collaborative, telehealth 
facilitated teams who are seeing patients, per-
forming prevention and early intervention ser-
vices, and making and supporting referrals to 
dentists as needed. Plans are underway in Cali-
fornia to expand this system throughout the 
state.34

Expanding Scope of Practice

Affording dental hygienists the ability to prac-
tice to the fullest extent of their education is an-
other pathway that would improve the access to 
care. States’ dental hygiene scopes of practice 
and supervision requirements vary consider-
ably.35 Even in states where dental hygiene is 
self-regulating, degrees of self-regulation and 
supervision requirements vary widely.30,36 Self-
regulation enables professions to effect change 
in their scopes of practice to reflect their natural 
evolution.37 Nursing, physical and occupational 
therapy, physicians’ assistants, and pharmacy 
have mandated higher levels of education within 
their professions; these mandates transpired 
because all of these professions are self-regulat-
ed and have their own professional accreditation 
bodies. These changes have enhanced services 
and broadened scopes of practice.7

In primary care roles, dental hygienists do 
not work in isolation, but leverage the contribu-
tions and expertise of other health professionals 
while on-site or through telehealth. The dental 
hygiene profession can learn from current prac-
tice models that have been developed in various 
states and countries. 

In January 2015, Families USA released Health 
Reform 2.0, which outlines several proposals to 
increase health care coverage and reduce health 
care costs.38 Many insured families still face bar-
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Dental Hygiene Diagnosis

Discussions related to dental hygiene scope 
of practice should also include dental hygiene 
diagnosis. It is imperative that dental hygiene 
diagnosis be included in the education and prac-
tice of dental hygienists for the successful trans-
formation of the dental hygiene profession. Ap-
pendix A provides the ADHA position on dental 
hygiene diagnosis.

Dental hygiene diagnosis has been defined by 
ADHA as, “The identification of an individual’s 
health behaviors, attitudes, and oral health care 
needs for which a dental hygienist is education-
ally qualified and licensed to provide. The dental 
hygiene diagnosis requires evidence-based criti-
cal analysis and interpretation of assessments 
in order to reach conclusions about the patient’s 
dental hygiene treatment needs. The dental hy-
giene diagnosis provides the basis for the dental 
hygiene care plan.”39

ADHA supports dental hygiene curricula that 
leads to competency in the dental hygiene pro-
cess of care: assessment, dental hygiene diag-
nosis, planning, implementation, evaluation and 
documentation.40

State statutes are most often silent on what 
degree of patient evaluation is included in the 
dental hygiene scope. In 2004 and 2009 respec-
tively, Oregon41 and Colorado42 became the first 
states to specifically authorize the dental hy-
giene diagnosis as part of the dental hygienists’ 
scope of practice.

History of Dental Hygiene Diagnosis

The CODA was established in 1975 and is na-
tionally recognized by the United States Depart-
ment of Education as the sole agency to accredit 
dental and dental-related education programs 
conducted at the post-secondary level.

On Jan. 1, 2010, the CODA removed “den-
tal hygiene treatment plan” and “dental hygiene 
diagnosis” from the CODA Accreditation Stan-
dards for Dental Hygiene Education Programs.43 
The terms dental hygiene treatment plan and 
dental hygiene diagnosis had been a part of the 
accreditation standards for dental hygiene edu-
cation programs since 1998.

The removal of “dental hygiene diagnosis” 
from the dental hygiene education standards 
was not supported by any evidence and does 
not correlate with the dental hygiene process of 
care. In fact, dental hygiene diagnosis was re-
tained in the “definition of terms” used in the 
CODA dental hygiene education standards.6 
Dental hygiene education programs have been 
including and many continue to include assess-
ment, dental hygiene diagnosis, planning, im-
plementation, evaluation and documentation 
as education competencies.44 Further, those 
aforementioned competencies will enable den-
tal hygienists to efficiently and effectively bring 
people into the oral health pipeline and make 
referrals when necessary.

Minnesota Paves the Way

In 2009, Minnesota became the first state in 
the country to authorize a mid-level oral health 
provider, known as the Dental Therapist (DT) and 
Advanced Dental Therapist (ADT). Licenses may 
be granted in Dental Therapy, permitting a pre-
scribed scope of practice under either the gen-
eral or indirect supervision of a licensed dentist. 
With additional education and testing, a DT may 
be eligible for certification as an ADT, permitting 
many functions to be delegated under general 
supervision and allowing additional specified re-
storative procedures. The delegation of duties 
is governed under a Collaborative Management 
Agreement, essentially a contract between the 
collaborating dentist and the DT or ADT.

Minnesota State Colleges and Universities 
(MNSCU) supported the development of the 
ADT program. Normandale Community College/
Metropolitan State University created a dental 
hygiene-based program that builds on the ex-
pertise of dental hygienists by offering a mas-

riers to access particularly in underserved com-
munities. The Focus for Families USA, in part, 
is ensuring that health coverage is synonymous 
with access to health services. Among the pro-
posals in Health Reform 2.0 is universal dental 
coverage and the utilization of dental therapists 
to address the access gap. “States should re-
vise their scope of practice laws to allow existing 
mid-level providers, such as nurse practitioners 
and dental hygienists, to practice at the high-
est level allowed by their training, and to allow 
other mid-level providers, such as dental thera-
pists, to practice at the top of their licenses.”38 
The public will benefit from hygiene-based mid-
level providers as this type of provider can deliv-
er both the preventive scope of a licensed dental 
hygienist and the specified restorative scope of 
a dental therapist. Increased access will afford 
the public greater opportunities to receive care, 
and improve both their oral and overall health.
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CODA Adopts and Implements the 
Accreditation Process for Dental 
Therapy Education Standards

Allowing the dental hygienist direct access to 
the patient is a starting point for enabling the 
public’s greater access to oral health care — a 
topic that the United States Federal Trade Com-
mission (FTC) has addressed within the context 
of the deliberations on dental therapy. In re-
sponse to the CODA’s proposed Accreditation 
Standards for Dental Therapy Education Pro-
grams, the FTC issued a 15-page letter of com-
ment. The FTC stated, “Expanding the supply 
of dental therapists by facilitating the creation 
of new dental therapy training programs ... is 
likely to increase the output of basic dental ser-
vices, enhance competition, reduce costs, and 
expand access to dental care. This could espe-
cially be true for underserved populations.”46

At its February 6, 2015, meeting, the CODA 
adopted the Accreditation Standards for Dental 
Therapy Education Programs.47 Subsequently, 
the CODA requested additional information 
from communities of interest. The CODA had 
requested additional information, based on the 
“CODA Evaluation & Operational Policies & Pro-
cedures.”48 The document includes The Prin-
ciples and Criteria Eligibility of Allied Dental 
Programs for Accreditation by the CODA, which 
outlines the criteria that must be met for new 

allied dental education areas or disciplines. The 
criteria that required further comment were:

Criterion 2: Has the allied dental education 
area been in operation for a sufficient period of 
time to establish benchmarks and adequately 
measure performance?

Criterion 5: Is there evidence of need and 
support from the public and professional com-
munities to sustain educational programs in the 
discipline?

The FTC provided a second letter of comment 
to the CODA regarding adoption of the stan-
dards, concluding that, “The timely adoption of 
accreditation standards by the CODA has the 
potential to enhance competition by supporting 
state legislation for the licensure of dental ther-
apists, and also to encourage the development 
of dental therapy education programs consis-
tent with a nationwide standard, which would 
facilitate the mobility of dental therapists from 
state to state to meet consumer demand for 
dental services.”49

On August 7, 2015, the CODA determined 
that the criteria had been met and voted to 
implement the accreditation process for dental 
therapy education programs. Implementation 
of the dental therapy accreditation process will 
take place during the next few years. This was 
a critical step forward in addressing the grow-
ing interest in the potential for dental thera-
pists to meet dental care needs in the United 
States and create a new career path for dental 
hygienists.

A more expedient approach to mobilizing the 
dental hygiene profession and accelerating ac-
cess to oral health care would be to acknowl-
edge and utilize the cadre of already licensed 
dental hygienists. The dental hygiene workforce 
is educated, prepared and available, and by lift-
ing restrictions and allowing dental hygienists 
to practice to the full extent of their scope, this 
would provide the public with improved access 
to care. Further, the removal of these restric-
tions would also allow dental hygienists who 
wish to pursue further education and become 
a mid-level oral health provider the opportunity 
to do so. This would provide the public the ben-
efit of having greater access to a practitioner 
who can provide both preventive and restor-
ative services. Several states are now consider-
ing a variety of proposals that would facilitate 
licensed dental hygienists pursing additional 

ter’s degree that develops a new career path 
and enables employment in settings outside of 
private dental offices such as schools and safety 
net clinics. Graduates of the program are then 
eligible to be dually licensed as registered dental 
hygienists (RDH) and ADTs.

In February 2014, the Minnesota Board of 
Dentistry, in consultation with the Minnesota 
Department of Health released a preliminary re-
port on the impact of dental therapists in Min-
nesota.45 Appendix B lists highlights from its ex-
ecutive summary.

In 2014, Maine passed legislation creating the 
Dental Hygiene Therapist (DHT). DHTs in Maine 
will be dually licensed as RDHs and DHTs, as 
the Maine statute requires that applicants to the 
program must possess a license in dental hy-
giene. DHTs must work under the direct supervi-
sion of a Maine licensed dentist, with a written 
practice agreement. It remains to be seen if the 
outcomes will be the same as in Minnesota, due 
to the different levels of supervision.
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Future of Dental Hygiene

A 2014 report on expanding preventive oral 
health services outside dentists’ offices from 
the NGA noted that states have looked into al-
tering supervision or reimbursement rules, as 
well as creating professional certifications for 
advanced-practice dental hygienists. To date, 
studies of pilot programs have shown safe and 
effective outcomes.15

The impact of dental hygienists’ expanded 
roles in various countries around the world has 
been measured in numerous reports and stud-
ies, and positive reports from projects imple-
mented in different regions throughout the U.S. 
show that underserved populations obtain need-
ed care when dental hygienists have a broader 
scope of services and are able to practice in a 
variety of environments. There is a need for a 
comprehensive summary of such data from ex-
amples within the U.S.

Expansion of Oral Health Services to 
Underserved Populations

Evidence of dental hygienists’ ability to alle-
viate access barriers can be found across the 
country. Imperatives for transformation include 
the responsibility to leverage the momentum of 
successes as illustrated in the following exam-
ples.

California

In 1998, after an extensive pilot project, the 
state of California officially recognized the Reg-
istered Dental Hygienist in Alternative Practice 
(RDHAP), with a goal of improving access to 
dental hygiene care among high-need popula-
tions with limited access to care. In 2002, the 
first RDHAP educational program was approved 
at West Los Angeles College.

The RDHAP is a licensed registered dental hy-
gienist with additional education to allow him or 
her to practice in settings outside of the tradi-
tional dental office, without the prior authoriza-
tion or supervision of a dentist. These practice 
settings include, but are not limited to, schools, 
residential facilities, private homes and, in some 
instances, RDHAP offices. RDHAPs provide pa-
tients the same type of professional preventive 
care they would receive in a traditional dental 

office but allows patients with limited or no ac-
cess to receive care conveniently.

Data indicates that compared to traditional 
dental hygienists practicing in California, RD-
HAPs see more patients from underserved popu-
lations. These include patients in clinics, schools, 
federally-designated dental health professional 
shortage areas, as well as homebound patients. 
Elizabeth Mertz, PhD, MA; and Paul Glassman, 
DDS, MS, MBA, report that, given the practice 
settings of RDHAPs, it is clear that underserved 
populations are being reached.50

Kansas

In 2003, Kansas passed legislation that ex-
panded the scope of practice for dental hygien-
ists, in an attempt to combat DHPSAs that af-
fected more than 90 percent of the counties in 
the state. The measure created the Extended 
Care Permit (ECP), which “allows dental hy-
gienists to provide preventive services, to un-
derserved and unserved populations in explicit 
locations, through an agreement with a spon-
soring dentist.”51 In 2007, the legislature further 
expanded the settings and populations that a 
dental hygienist with an ECP could serve.

The ECP I permit authorizes treatment for 
children in various limited access categories, 
and requires the dental hygienist to have 1,200 
clinical hours or two years as an instructor at 
an accredited dental hygiene program in last 
three years. The ECP II permit authorizes treat-
ment for seniors and persons with developmen-
tal disabilities and mandates 1,600 hours or two 
years as an instructor in last three years, plus a 
six-hour course. ECP I and II functions include: 
prophylaxis, fluoride treatments, dental hygiene 
instruction, assessment of the patient’s need for 
further treatment by a dentist, and other ser-
vices if delegated by the sponsoring dentist.

The ECP III permit, which requires 2,000 hours 
of clinical experience plus an 18-hour board ap-
proved course, authorizes dental hygienists to 
treat a wider range of patients and to perform 
even more expansive functions including atrau-
matic restorative technique, adjustment and 
soft reline of dentures, smoothing sharp tooth 
with a handpiece, local anesthesia in a setting 
where medical services are available and extrac-
tion of mobile teeth.

In a 2011 qualitative study conducted by 
Delinger et al, there were a total of 1,750 den-

education to administer an advanced clinical 
scope of services, including restorative care.
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Moving Forward

Dental hygiene curriculum must change to 
provide dental hygienists with the requisite edu-
cation necessary to serve in instrumental roles 
that address the oral health needs of diverse 
populations and also contribute to improved 
access to care. Advanced education and train-
ing within interprofessional teams will prepare 
dental hygienists to better fulfill these needs. 
Service learning in community-based programs, 
long-term care facilities, government-run facili-
ties and other locations can enable dental hy-
giene students to provide care to the under-
served. These experiences also can help develop 
expertise in addressing diverse populations in a 

tal hygienists practicing in Kansas, with approxi-
mately 124 in possession of an ECP.51 Delinger’s 
study interviewed eight ECP dental hygienists to 
investigate why dental hygienists applied for an 
ECP, and what barriers they encountered. Not 
surprisingly, Delinger found that “ECP dental hy-
gienists that were participants in this study had 
a very entrepreneurial spirit. Their passion for 
working with these specific populations was a 
major driving force for them to consider apply-
ing for an extended care permit.”51 Data indi-
cates that ECP dental hygienists not only value 
the permit, but believe it is having a positive 
impact providing preventive dental services.51 
However, getting these patients’ restorative 
needs treated continues to be challenging or im-
possible so more is necessary to address the is-
sue. There has been active legislation in Kansas 
for the past five years to create a Registered 
Dental Practitioner (mid-level provider) to ad-
dress these concerns.

Oregon

In 1997 Oregon passed legislation to allow 
dental hygienists to obtain a limited access per-
mit.52 This legislation was revised in 2012, and 
created the Expanded Practice Permit (EPP). 
An EPP “enables dental hygienists to provide a 
variety of dental hygiene services, without the 
supervision of a dentist, for “limited access” re-
gions or populations.”52

The state of Oregon distinguishes these ex-
panded practice dental hygienists (EPDHs) as 
dental hygienists that do not need a collabora-
tive agreement with a dentist to initiate den-
tal hygiene care for populations that qualify as 
having limited access to care. EPDHs can obtain 
their EPP through one of two pathways. Path-
way one focuses on dental hygienists currently 
in possession of an unrestricted Oregon dental 
hygiene license who have also completed 2,500 
hours of supervised dental hygiene practice and 
40 hours of courses in either clinical dental hy-
giene or public health.52 Pathway two allows 
dental hygienists to complete a course of study 
approved by the board that includes 500 hours 
of dental hygiene practice, completed before or 
after graduation from a dental hygiene program 
on limited access patients while under the su-
pervision of a member of the faculty of a dental 
program or dental hygiene program accredited 
by the CODA.52

EPDHs in Oregon are able to work in a variety 
of settings, such as nursing homes and schools, 

and many are employed as private business 
owners.52 In a 2015 study conducted by Coplen 
et al, 71 EPDHs were surveyed, and 21 percent 
were planning to start their own independent 
practice.52

The impact of EPDHs was measured in a study 
conducted by Bell et al.53 In this study, it was de-
termined that many EPDHs were providing care 
in two distinct settings — residential care facili-
ties, and schools. The most common services 
they provided also indicated a heavy emphasis 
on pediatric populations. According to the study, 
“Child prophylaxes, child fluoride, fluoride var-
nish and sealants were the most frequently re-
ported services among practicing EPDHs.”53 This 
data indicates that many vulnerable populations 
would go without care without Oregon’s EPDHs 
and the utilization of the EPP permit.

Studies such as those described are the basis 
for a body of evidence supporting the contention 
that dental hygienists in a variety of practice 
settings can improve the oral health of specific 
populations. Populations that have already ben-
efitted from access to dental hygienists include 
the elderly, children, individual communities, 
special needs groups and those most at-risk 
and vulnerable. To continue amassing evidence 
for transformation of dental hygiene education, 
areas of study could include collaborations with 
non-dental health care providers in assisted-
living and long-term care facilities, communi-
ty-based education facilities, medical offices 
or clinics, specialty practices or corporate en-
vironments. Outcomes data could be gathered 
on the success of these new practice locations, 
business plans and interprofessional practice in 
the delivery of dental hygiene services as back-
ground to change policy.
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A Framework for Transformation

Chapter Four

The ADHA National Dental Hygiene Research 
Agenda (NDHRA) was developed in 1993 by the 
ADHA Council on Research (COR) and released 
in 1994. A Delphi study was used to establish 
consensus and focus the research topics for the 
agenda. This was the first step to guide research 
efforts that support the ADHA strategic plan and 
goals. A research agenda provides direction for 
the development of a unique body of knowledge 
that is the foundation of any health care disci-
pline. In dental hygiene, this body of knowledge 
is used to establish dental hygienists as primary 
care providers in the health care system.

In 2001, the COR revised the agenda to re-
flect a changing environment based on two na-
tional reports: The Surgeon General’s Report on 
Oral Health12 and Healthy People 2010.54 Input 
from the 2000 National Dental Hygiene Research 
Conference sponsored by the ADHA was consid-
ered in the revision. The revised document was 
released in October 2001 and prioritized the key 
areas of research.

In 2007, the agenda was revised by the COR 
to reflect current research priorities aimed at 

ADHA’s National Dental Hygiene 
Research Agenda

meeting national health objectives and to sys-
tematically advance dental hygiene’s unique 
body of knowledge. These revisions were based 
on a Delphi study that was conducted to gain 
consensus on research priorities.55

Currently the COR is conducting a further re-
vision of the NDHRA to align it with the most 
current evidence as well as future national and 
international priorities in dental hygiene re-
search. This revision will integrate global feed-
back received from recent interorganizational 
research meetings with representatives of the 
International Federation of Dental Hygiene, the 
Canadian Dental Hygienists Association, and The 
National Center for Dental Hygiene Research 
and Practice. Additionally, this revision will mir-
ror the profession’s transformation by viewing 
dental hygiene research as a relevant and inte-
gral component of overall health research.

The role of dental hygienists in research and 
practice must build on existing research and 
practice models and grow beyond reliance on 
research originating from other disciplines to 
emerge from within dental hygiene itself. The 

variety of health care settings. The CODA Ac-
creditation Standards for Dental Hygiene Educa-
tion Programs currently include service learning 
as a required part of the dental hygiene cur-
riculum.6 Furthermore, the IOM recommends 
increasing community-based education experi-
ences to improve proficiency in this setting and 
to “reinforce the professional and ethical role of 
caring for the vulnerable and underserved popu-
lations.”27

Greater community involvement also would 
both expose students to populations in need and 
enable attainment of competencies that address 
population health and primary care service de-
livery to a multicultural and heterogeneous so-
ciety. In addition, with many associate degree 
programs lacking sufficient time to augment 
their expanded learning experiences, the broad-

er curricula offered within entry-level baccalau-
reate programs would provide a solid foundation 
on which to build this approach.

Standardized databases are needed to assess 
the outcomes of operational and new expand-
ed scope of practice models. Individual reports 
from diverse programs and projects need to be 
summarized and published. Forward movement 
to increase the dental hygienist’s scope of prac-
tice requires outcomes data that are rigorously 
collected, analyzed, interpreted and evaluated. 
The establishment and maintenance of the body 
of evidence to support the envisioned role of the 
dental hygienist in the future health care sys-
tem is the responsibility of the dental hygiene 
profession, and fulfilling that responsibility will 
require an educational preparation beyond what 
dental hygienists receive today.
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Focus on Interprofessional Education 
(IPE) and Competency

IPE has been defined as “members or stu-
dents of two or more professions associated 
with health or social care, engaged in learning 
with, from and about each other.”57 IPE provides 
health care professional students the opportu-
nity to place value on working within interpro-
fessional teams before they begin to practice.58 
In addition to IPE, the oral health professional 
education system also must focus on intrapro-
fessional teams to better prepare future clini-
cians for practice within the new team based 
paradigm.

Teamwork training for interprofessional col-
laborative practice in education is at various 
stages of development among the health profes-
sions. The American Association of Colleges of 
Nursing, for example, has integrated interpro-
fessional collaboration behavioral expectations 
into its “Essentials” for baccalaureate (2008) 
master’s (2011) and doctoral education for ad-
vanced practice (2006).58

Similarly, dental education has also been 
developing competencies for dentists. Among 
them is for dentists to “participate with dental 
team members and other health care profes-
sionals in the management and health promo-
tion for all patients.”58 In 2010, the standards for 
predoctoral dental education programs, found 

Advancing the Profession by Learning 
from Others

Other health professions such as nursing, 
pharmacy, and PAs have moved forward by re-
defining the educational basis for their practice 
roles. The guiding principles from these pro-
fessions may provide road maps for dental hy-
giene educational transformation where paral-
lel pathways exist. The IOM Consensus Report 
on Nursing, “The Future of Nursing: Leading 
Change, Advancing Health,” has significant im-
plications for dental hygienists.3 In May 2010 
the Tri-Council for Nursing issued a consensus 
statement calling for all registered nurses to 
advance their education in the interest of en-
hancing quality and safety across health care 
settings. This statement advocates for changes 
in nursing practice and education to the bac-
calaureate level and beyond and calls for state 
and federal funding for initiatives that facilitate 
nurses seeking academic progressions.3,56 Simi-
lar to nurses, dental hygienists continue to face 
a number of barriers to advancing in the health 

dental hygiene research agenda framework di-
rects dental hygiene researchers in contributing 
to the body of knowledge unique to dental hy-
giene, and the five primary objectives that were 
the basis for the creation of the NDHRA still re-
main applicable today:

•	 To give visibility to research activities that 
enhance the profession’s ability to pro-
mote the health and well-being of the 
public;

•	 To enhance research collaboration among 
the dental hygiene community and other 
professional communities;

•	 To communicate research priorities to leg-
islative and policy-making bodies;

•	 To stimulate progress toward meeting na-
tional health objectives; and 

•	 To translate the outcomes of basic sci-
ence and applied research into theoretical 
frameworks to form the basis for dental 
hygiene education and practice.

The revised research agenda will allow for on-
going investigation of specific scientific findings 
supporting growth of the profession. It also al-
lows for investigation and testing of new ideas 
that will further the transformation of dental 
hygiene as a profession and as part of an in-
terprofessional network with other health care 
professionals.

care system. Dental hygienists must also have 
the opportunity to achieve the highest level of 
education with seamless progression and ar-
ticulation to higher degrees. More leadership 
opportunities are needed for dental hygienists 
to partner with other professionals to redesign 
health care.

To achieve transformation, the dental hygiene 
profession might also look to the PA profession. 
The entry-level master’s degree was initiated in 
the late 1980s, with several key institutions re-
structuring their curricula to accommodate this 
change and award a graduate degree.56 All new 
programs established after 2006 must award a 
bachelor’s degree or higher. All certificate- and 
associate-level programs must have articula-
tion agreements with institutions that award a 
bachelor’s or master’s degree. Entry to practice 
is advancing to the graduate level with the PA 
accrediting body requiring programs accredited 
prior to 2013 to transition to offering the gradu-
ate degree to all who matriculate after 2020.
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Preparing a Future Generation of 
Dental Hygienists

Transforming dental hygiene education is im-
perative to achieving the ADHA’s vision for the 
integration of dental hygienists into the health 
care delivery system as essential primary care 
providers to expand access to oral health care.1 
Since education is the foundation of any profes-
sion, the envisioned future of the dental hygiene 
profession will depend on the transformation of 
the educational preparation required to better 
prepare dental hygienists to practice within the 
integrated health care delivery structure and 
impact the public’s oral and overall health.

Advancing education in dental hygiene in-
cludes raising the profession’s entry level to the 
baccalaureate degree, which has been formally 
supported by the ADHA since 1986.9 In addition, 
associate degree programs have been encour-
aged by ADHA and ADEA to create articulation 
agreements and utilize distance learning tech-
nology as mechanisms for creating a pathway to 
achieving academic progression to a bachelor’s 

in the CODA Accreditation Standards for Dental 
Education Programs, were revised to promote 
collaboration with other health professionals.59

The dental hygiene accreditation standards 
include the expectation that graduates must be 
competent in interpersonal and communication 
skills to effectively interact with diverse popula-
tion groups and other members of the health 
care team. The CODA Accreditation Standards 
for Dental Hygiene Education Programs clearly 
state:

•	 “The dental hygienist functions as a mem-
ber of the dental team and plays a signifi-
cant role in the delivery of comprehensive 
patient health care. The dental hygiene pro-
cess of care is an integral component of to-
tal patient care and preventive strategies. 
The dental hygiene process of care is recog-
nized as part of the overall treatment plan 
developed by the dentist for complete den-
tal care.”6

•	 “The curriculum should include additional 
coursework and experiences, as appropri-
ate, to develop competent oral health care 
providers who can deliver optimal patient 
care within a variety of practice settings and 
meet the needs of the evolving health care 
environment.6

•	 Dental hygiene sciences provide the knowl-
edge base for dental hygiene and prepares 
the student to assess, plan, implement and 
evaluate dental hygiene services as an inte-
gral member of the health team.”6

As of 2014, only 23 dental hygiene programs 
were located within a dental school and another 
37 were located on health sciences campuses 
that also educate nurses, physical therapists, 
occupational therapists, pharmacists and oth-
er professional groups who would benefit from 
knowing about the importance of oral hygiene 
and its relationship to general health. With only 
18 percent of dental hygiene programs being 
co-located, either within a dental school or on 
a health sciences campus, there are both a tre-
mendous gap and significant barriers to maxi-
mizing IPE opportunities.

An example of an innovative, interprofession-
al practice model was tested by Patricia Braun, 
MD, MPH, Associate Professor, Pediatrics and 
Family Medicine at the University of Colorado 
Anschultz School of Medicine. This experimen-
tal project added an oral health component to 
well-child visits by co-locating a dental hygien-

ist in the pediatrician’s office. Over the course 
of 27 months, five part-time dental hygienists 
provided care to 2,071 patients. Major factors 
facilitating adoption of the project idea were 
funding, recognition by pediatricians of the im-
portance of children’s oral health needs, and 
the desire to create the ”one-stop shopping” of 
a medical home. Factors helping to sustain the 
program were development of a patient base, 
rotating dental hygienists through the clinic 
during well-child medical visits, and the sat-
isfaction of parents or caregivers. Caregivers 
liked the convenience of having the services all 
under one roof — they said that they would be 
more likely to take their child to a doctor’s office 
with a dental provider than one without. Some 
of the barriers encountered during the project 
included logistical issues and, in some cases, 
the need to educate staff at the pediatric office 
site about the importance of the oral-systemic 
relationship. The study noted that “RDHs’ con-
fidence in working independently may improve 
as more of their peers experience success with 
the practice and with more education on small 
business development and management.”60

Co-locating dental hygienists into medical 
practices is a feasible and innovative way to pro-
vide oral health care, especially for those who 
have limited access to preventive oral health 
services.60
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Change Champions Needed

“We are at a crossroad where suddenly, the 
environment seems ready and willing to foster 
change. The environment is riper than it has 
ever been before. Oral health care access is be-
ing recognized as a social justice issue and den-
tal hygienists have an integral role to play in 
that conversation.”

— Pamela Overman, EdD, RDH, Associate 
Dean for Academic Affairs at the University of 
Missouri Kansas City School of Dentistry and Se-
nior Consultant for the Academy for Academic 
Leadership (AAL)

From November 2013-June 2014, the ADHA, 
in collaboration with the AAL, facilitated a pi-
lot project with seven dental hygiene education 
programs to create change within their curricula 
and learning domains. Dental hygiene programs 
that participated in this pilot project included 
Eastern Washington University (EWU), Idaho 
State University, Miami Dade College, University 
of Detroit Mercy, University of Missouri-Kansas 
City, University of New Mexico, and Vermont 
Technical College (VTC). The AAL’s Tobias Rodri-
guez, PhD, and Overman served as facilitators. 

Developing New Domains and 
Competencies

The new domains as defined by the ADHA 
pilot group participants focused on the follow-
ing areas:

•	 Foundation Knowledge: Includes basic, be-
havioral and clinical science knowledge that 
can be recalled and applied to patient care. 
A solid foundation in liberal education pro-
vides the cornerstone for the practice of 
dental hygienists.

•	 Patient-Centered Care: Includes skills in pa-
tient assessment, dental hygiene diagnosis 
and the dental hygiene process of care to 
foster oral and systemic health. 

•	 Management in Health Care Systems: Works 
within the oral care system and with the 
overall health care system to foster opti-

The Role of Dental Hygiene Educators

Transforming the education and preparation 
of a new generation of dental hygienists will re-
quire faculty who have the leadership and de-
termination to integrate change into the cur-
riculum. To prepare graduates who are adept at 
addressing the complex needs of today’s patient 
populations and are able to work effectively with 
other health care providers, faculty must share 
a vision of the profession functioning in higher-
level clinical, administrative and public health 
positions. The transformation of dental hygiene 
education begins with faculty — educators who 
demonstrate a firm commitment to dental hy-
giene leadership, lifelong learning and the pur-
suit of advanced education that qualifies them 
to teach others.

As a result of the Symposium, a joint work-
group of the ADHA and ADEA Commission on 
Change & Innovation (CCI) was established to 
create leadership in dental hygiene education 
that can adapt to change and transformation. 
The charge of the workgroup is to increase and 
enhance professional development and leader-
ship opportunities for dental hygiene profession-
als to prepare them for the future transforma-
tion of the dental profession.

The initial project of the joint workgroup will 
be the development of a series of webinars de-

degree. Progress is being made, as 100 of the 
entry-level dental hygiene education programs 
reported to the ADHA that they have existing 
articulation agreements to enable students to 
transition from a community college to a uni-
versity.61

Dental hygiene education leaders and re-
searchers have discussed the value of doctoral 
programs differentiated by focus area. Options 
might include a doctoral degree focused on re-
search in a PhD program, a doctorate in dental 
hygiene education (EdD), or a practice-based 
Doctorate of Dental Hygiene Practice or Doc-
torate of Clinical Science for dental hygienists 
who want to provide advanced clinical practice 
in a variety of health care delivery settings.62 
A proposed curriculum for a doctorate in dental 
hygiene curriculum was submitted in early 2015 
to the Executive Dean and Vice Provost in the 
Division of Health Sciences at Idaho State Uni-
versity by JoAnn Gurenlian, RDH, PhD, Graduate 
Program Director, Dental Hygiene. Program ap-
proval is pending.

signed to empower adjunct faculty and new 
master’s level graduates with leadership skills 
necessary to take the next step professionally 
and to prepare them for more advanced lead-
ership programs. Topics may include leadership 
skills, assertiveness, conflict resolution, work/
life balance and advocacy.
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Added Bioethics as a required course. This was 
originally an elective.
Expanded Community Oral Health (COH) 
course to be two semesters instead of one 
(COH I and COH II). COH I focuses on class-
room instruction. COH II requires students to 
complete a community–based outreach proj-
ect.
Added two semesters of weekly 90–minute 
clinical seminar lectures. This provides for in-
creased lecture time for ethics, personal re-
sponsibility, leadership, advocacy, advanced 
instrumentation skills, motivational interview-
ing, cultural competence, interdisciplinary 
work models, alternative practice settings, 
and evidence–based decision making/critical 
thinking.
Implemented an Interprofessional Education 
format which includes:

Business/Practice Management
Affordable Care Act
Health Informatics
Electronic Health Records
Interprofessional Education and Interpro-
fessional Practice
Advocacy
Leadership

Expanded practice management content to in-
clude tracking, analyzing, and implementing 
steps to improve productivity in the clinic.
Deleted a dental anatomy lab course and re-
placed it with a new course entitled: Oral 
Health Literacy.
Decreased the number of credits for Nutri-
tional Counseling and added a course entitled: 
Inter–Professional Education.
Added Leadership/Health/Policy/Advocacy/
Ethics/Law.
Added Practice/Business Management/Risk 
Management.
Removed topics that are only tested on the 
national boards, but not clinically relevant. 
Plan to provide handouts to the students on 
those topics.

Figure 1: Transformational Outcomes

Pilot Project Reports: EWU and VTC

Faculty from the pilot groups were asked to 
have their respective dental hygiene programs 
focus on preparing dental hygiene students for 
future practice environments. The pilot pro-
grams selected represent diverse geographic 
locations, patient populations and academic 
profiles. The two examples that follow — one 
a community college in the Northeast and the 
other a university-based program on the West 
Coast — illustrate the types of curricular trans-
formations initiated by the pilot groups.

In Vermont, VTC approved a “three plus one” 
dental hygiene program to replace the tradition-
al two-year Associate Degree program. The new 
program is a three-year Associate Degree pro-
gram and a one-year Bachelor of Science in den-
tal hygiene (BSDH) online completion program. 
The first three years of coursework are com-
pleted on campus where students utilize VTC’s 
high-tech dental hygiene lab. The final year of 

mal health. Includes business management 
skills, advocacy, and change agent skills to 
integrate oral health into health systems.

•	 Interpersonal Communication and Inter-
professional Collaboration: Communication 
skills with patients and within health care 
teams, including cultural sensitivity and 
fostering health behaviors. Communication 
and collaboration are essential to the de-
livery of high quality and safe patient care.

•	 Critical Thinking: Use of knowledge and 
critical evaluation of the research and evi-
dence–based skills and clinical judgment in 
providing dental hygiene care. Professional 
dental hygiene practice is grounded in the 
translation of current evidence into one’s 
practice.

•	 Professionalism: Inculcates the values and 
ethics needed for the provision of compas-
sionate, patient-centered, evidence based 
care that meets standards of quality.

As dental hygiene roles in each entry-level 
practice setting change, the competencies in 
each domain must change to keep pace. These 
alterations will help to ensure that competen-
cies continue to address diversity, linguistic and 
cultural competence, health care policy, health 
informatics and technology, health promotion 
and disease prevention, leadership, program 
development and administration, integration of 
oral health into health systems, and business 
management (Figure 1).
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Public Policy and Regulation

A 2015 report from the Pew Charitable Trusts 
attributes lack of access to care for children to 
restrictive state laws. In 13 states and the Dis-
trict of Columbia, a dental hygienist in a school-
based program may not place a sealant until 
a dentist has examined the child. The report 
states, “This rule runs counter to growing evi-
dence that a dentist’s exam is not necessary be-
fore a sealant is put in place.” With respect to 
dental hygienists placing interim restorations in 
children, the report notes that state laws have 
not kept up with science, and that by changing 
laws to allow dental hygienists to perform this 
service, states could make progress in arresting 
dental decay.63

In a 2013 qualitative case study Dollins, et 
al,64 discussed the legislative process of a hy-
gienist-therapist bill. The study noted a minimal 
level of awareness and understanding of the oral 
health access issue, both within the dental com-
munity and the general public. In some cases, 
the sudden comprehension of the scope of the 
access-to-care problem led legislators and ad-
vocates to become engaged.

The Center for Health Workforce Studies at 

the program is completed online, after which 
students earn a Bachelor of Science degree.

Changes made to the Associate Degree cur-
riculum include:

•	 Addition of Bioethics as a required course 
(was originally an elective).

•	 Two semesters of Community Oral Health 
(COH I and COH II) in place of one semes-
ter. This allows VTC to teach content in COH 
I and have students do a community-based 
outreach semester-long project in COH II.

•	 An additional two semesters of weekly 
90-minute clinical seminar lectures.

VTC is not anticipating any additional changes 
to their dental hygiene degree program, but are 
actively planning on developing a dental therapy 
education program. The Vermont state legisla-
ture is currently reviewing legislation that would 
establish mid-level oral health practitioners, 
known in the state as licensed dental therapists.

EWU is also making significant strides in 
transforming their curriculum. Currently, the 
school offers two baccalaureate-level dental 
hygiene paths — an entry-level program and a 
degree-completion option for already practicing 
dental hygienists. The programs are in the pro-
cess of transitioning from a quarter-system to a 
semester-based program.

Changes made to the curriculum include:

•	 Addition of a course focused on leadership 
development, health policy, advocacy and 
ethics.

•	 Addition of a course focused on business and 
risk management.

•	 Removal of unnecessary items from the cur-
riculum to focus on the most clinically rel-
evant topics.

For example, EWU removed coursework on algi-
nate impressions, impression material chemicals 
and components. In Washington state, RDHs do 
not perform these functions, and while the na-
tional board exam still tests the subject matter, 
EWU elected to provide a brief handout to stu-
dents instead.

The EWU dental hygiene faculty met with the 
instructors responsible for teaching pre-requi-
site courses and thoroughly reviewed the curric-
ulum. This approach allowed the dental hygiene 
faculty to remove redundancy within individual 

courses, and also hold students more account-
able for what they have already learned. Spe-
cifically, EWU identified a nutrition pre-requisite 
course that satisfied much of the nutrition topics 
covered in the subsequent dental hygiene nutri-
tion content. This periodic review of course cur-
riculum across the dental hygiene program has 
helped EWU address instances of teaching con-
tent already covered. 

According to Professor Rebecca Stolberg, 
RDH, BS, MSDH, Dental Hygiene Department 
Chair at EWU, as administrators and faculty 
develop course content and syllabi, the Sym-
posium and the pilot project have helped guide 
EWU’s dental hygiene program to focus on the 
future as dental hygienists become more fully 
integrated into the health care delivery system 
as essential primary care providers. 

Similar to Vermont, the Washington state leg-
islature also has pending legislation that would 
create a mid-level dental hygiene practitioner. 
In anticipation of the bill’s passage, EWU has 
already taken steps to develop a curriculum and 
is positioned to move forward when the legisla-
tion passes.
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Conclusion

Chapter Five

Transformation of a profession and the nec-
essary educational pathway require profes-
sional and educational vision and leadership, 
collaboration with other stakeholders, and nav-
igation of the changing regulatory, legislative 
and overall health care environment. The ADHA 
has begun this process by envisioning the edu-
cational preparation necessary to ensure that 
future dental hygiene professionals will be pre-
pared to respond to societal need. The primary 
goal of advancing the dental hygiene profes-
sion is to improve the public’s oral and overall 
health.

Dental hygiene program directors and faculty 
will need to work together to create new edu-

the School of Public Health, University of Albany 
SUNY, conducted a study of stakeholders looking 
at oral health in Michigan and analysis of rel-
evant state and national surveillance data. Sev-
eral themes emerged from their study, including 
the lack of provider and policymaker knowledge 
about the barriers to oral health services en-

countered by underserved populations. The re-
port found that policymakers needed a better 
understanding of the impact of poor oral health 
outcomes on employability, absenteeism from 
school and work, and the ability of children to 
learn, as well as the systemic barriers to obtain-
ing oral health services, including low funding 
for oral health in Medicaid.65

On behalf of the American Dental Hygienists’ 
Association, it is with great pleasure that we bring 
you this white paper. Based on the 2013 sympo-
sium, “Transforming Dental Hygiene Education:  
Proud Past, Unlimited Future,” this document will 
serve as an invaluable resource now and in years 
to come. Many important stakeholder groups 
were involved in the 2013 Transforming Dental 
Hygiene Education Symposium and we thank 
them for their support of the dental hygiene pro-
fession and ADHA. We also thank our members 
and staff who were involved in this project and 
responsible for seeing it come to fruition. In par-
ticular, thank you to Johnson & Johnson Consum-
er Inc., for their support in the distribution of this 

cational curriculum and delivery strategies for 
advancing the profession. Dental hygiene lead-
ers will need to focus on the relevance of oral 
health to systemic health for a broad audience 
including other health professionals, consum-
ers, corporate entities, academic communi-
ties and the public at large. Clear leadership 
paired with a bold and comprehensive strategic 
plan are needed to drive and sustain forward 
movement. The ADHA remains steadfast in its 
commitment to transforming the profession of 
dental hygiene and continuing this conversa-
tion. The ideas in this paper will pave the way 
for those conversations and ultimately contrib-
ute to the improvement of the public’s oral and 
overall health.
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Position
It is the position of the American Dental Hygienists’ Association (ADHA) that dental hygiene di-
agnosis is a necessary and intrinsic element of dental hygiene education and scope of practice.1 

ADHA supports dental hygiene curricula that leads to competency in the dental hygiene process 
of care: assessment, dental hygiene diagnosis, planning, implementation, evaluation, and docu-
mentation.2

Dental Hygiene Diagnosis:
The identification of an individual’s health behaviors, attitudes, and oral health care needs for 
which a dental hygienist is educationally qualified and licensed to provide. The dental hygiene 
diagnosis requires evidence-based critical analysis and interpretation of assessments in order to 
reach conclusions about the patient’s dental hygiene treatment needs. The dental hygiene diag-
nosis provides the basis for the dental hygiene care plan.3

Background
The Commission on Dental Accreditation (CODA) was established in 1975 and is nationally rec-
ognized by the United States Department of Education as the sole agency to accredit dental and 
dental-related education programs conducted at the post-secondary level. The CODA’s mission 
is to serve the oral health care needs of the public through the development and administration 
of standards that foster continuous quality improvement of dental and dental related educational 
programs.

As a result of a resolution brought forth by the American Dental Association House of Delegates 
in 2007, on January 1, 2010, the CODA removed “dental hygiene treatment plan” and “dental 
hygiene diagnosis” from the CODA education accreditation standards for dental hygiene. These 
terms had been a part of the standards since 1998.
Dental Hygiene Diagnosis in State Laws
In 2004 and 2009 respectively, Oregon and Colorado became the first states to specifically autho-
rize the dental hygiene diagnosis as part of the dental hygienists’ scope of practice. Oregon state 
statute specifically includes diagnosis within the definition of dental hygiene. Oregon state stat-
ute permits dental hygienists to “diagnose, treatment plan and provide dental hygiene services.” 
Under Colorado state statute, “dental hygiene diagnosis” means the identification of an existing 
oral health problem that a dental hygienist is qualified and licensed to treat within the scope of 
dental hygiene practice.
Dental Hygiene
The ADHA represents the professional interests of dental hygienists in the United States. Dental 
hygiene is the science and practice of recognition, prevention and treatment of oral diseases and 
conditions as an integral component of total health. This includes assessment, diagnosis, plan-
ning, implementation, evaluation and documentation and is the profession of dental hygienists.4 
A dental hygienist is a primary care oral health professional who has graduated from an accred-
ited dental hygiene program in an institution of higher education, licensed in dental hygiene to 
provide education, assessment, research, administrative, diagnostic, preventive and therapeutic 
services that support overall health through the promotion of optimal oral health.5

Appendix A: Dental Hygiene Diagnosis

1. ADHA Policy Manual [6-09]. Chicago, Ill. American Dental Hygienists’ Association. http://www.adha.org/
resources-docs/7614_Policy_Manual.pdf

2. ADHA Policy Manual [16-15/16-93]. Chicago, Ill. American Dental Hygienists’ Association. http://www.
adha.org/resources-docs/7614_Policy_Manual.pdf

3. ADHA Policy Manual [1-14/SCDHP/18-96]. Chicago, Ill. American Dental Hygienists’ Association. http://
www.adha.org/resources-docs/7614_Policy_Manual.pdf

4. ADHA Policy Manual [3-14/14-83]. Chicago, Ill. American Dental Hygienists’ Association. http://www.
adha.org/resources-docs/7614_Policy_Manual.pdf

5. ADHA	 Policy	Manual	 [4-14/19-84].	 Chicago,	 Ill.	 American	Dental	 Hygienists’	 Association.	
http://www.adha.org/resources-docs/7614_Policy_Manual.pdf

http://www.adha.org/resources-docs/7614_Policy_Manual.pdf
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• The dental therapy workforce is growing and
appears to be fulfilling statutory intent by
serving predominantly low-income, unin-
sured and underserved patients.

• Clinics employing dental therapists are see-
ing more new patients, and most of these
patients are public program enrollees or
from underserved communities.

• Benefits attributable to dental therapists in-
clude direct costs savings, increased dental
team productivity, improved patient satis-
faction and lower appointment fail rates.

• Start-up experiences have varied, and em-
ployers expect continuing evolution of the
dental therapist role.

• Dental therapists offer potential for reducing
unnecessary ER visits for non-injury dental
conditions.

• Dental therapists appear to be practicing
safely, and clinics report improved qual-

ity and high patient satisfaction with dental 
therapist services.

• Dental therapists have made it possible for
clinics to decrease travel time and wait times
for some patients, increasing access.

• Savings from the lower costs of dental ther-
apists are making it more possible for clin-
ics to expand capacity to see public program
and underserved patients.

• Most clinics employing dental therapists for
at least a year are considering hiring addi-
tional dental therapists.

• With identical state public program reim-
bursement rates for dentist and dental ther-
apist services, there is not necessarily an im-
mediate savings to the state on each claim
paid; however, the differential between DHS
rates and clinics’ lower personnel costs for
dental therapists appears to be contributing
to more patients being seen.

Appendix B: Early Impacts of Dental Therapists in Minnesota

Source: Minnesota Department of Health, Minnesota Board of Dentistry. Early Impacts of Dental Therapists 
in Minnesota. Report to the Minnesota Legislature. Minnesota Department of Health [Internet]. 2014 Febru-
ary [cited 2015 February 2]. Available from: www.health.state.mn.us/divs/orhpc/workforce/dt/dtlegisrpt.pdf
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