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Abstract: Purpose: The purpose of this study was to determine the perspectives of board certiﬁed pediatric dentists regarding adding a pediatric oral
health therapist/dental therapist to the dental team. Methods: A 27-item online survey was e-mailed to all diplomates of the American Board of Pediatric
Dentistry. Questions assessed knowledge and opinions regarding the concept of a pediatric oral health therapist, as well as perspectives on the parameters under which such a person could practice. Survey results were tabulated and frequency distributions calculated. Results: Seventy-ﬁve percent of
respondents had limited or no knowledge regarding the concept of a pediatric oral health therapist; 79% had limited or no knowledge regarding the
use of dental therapists in Alaska. Seventy-one percent disagreed with adding a therapist to the dental team. Pediatric dentists practicing in the public
sector were more knowledgeable and supportive. Sixty-six percent indicated they treated children with Medicaid/CHIP insurance. Of those, most disagreed that therapists would enable them to care for more children. Conclusions: Pediatric dentists are generally not knowledgeable regarding the
role of therapists internationally. Nevertheless, the majority oppose adding such an individual to the dental team in the United States. (Pediatr Dent
2010;32:505-12) Received July 8, 2009 | Last Revision September 16, 2009 | Accepted September 17, 2009
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The disparities existing in oral health among children in the
United States have been documented in A Report of the Surgeon
General 1 and the National Call to Action to Promote Oral Health.2
Oral health care has been identified as the most prevalent
unmet health need of US children.3 Dental caries is the nation’s
most common childhood disease 4 ; it affects 59% of 5- to
17-year-old children. Children lose 52 million hours of school
each year due to dental problems, 5 and poor children experience nearly 12 times as many restricted activity days from
dental disease as do children from higher-income families. 6
Eighty percent of the dental disease in children is found in
20% to 25% of children (approximately 20 million children).7
The prevalence and severity of dental disease are linked to
socioeconomic status across all age groups.1,2
Access to care is the opportunity to receive professional
health care in order to improve health. The problem of access
to oral health care for children is multidimensional, involving complex social, family, cultural, educational considerations, and barriers. The availability or lack of availability
of dentists is a key consideration. Insurance coverage also is
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an important consideration, including a lack of dental insurance, and a strong predictor of access to dental care. Children
with no dental insurance are 3 times more likely to have an
unmet dental need than their counterparts with either public or private insurance. 1 Children from families with incomes below 200% of the federal poverty level (FPL) are 3
times more likely to have unmet dental care needs as children
from families at or above 200% of the FPL. 3 While almost
90% of poor children have a usual source of medical care,
and 74% of 19- to 35-month-old poor children receive all
their vaccinations, only 22% of all children under age 6years receive any dental care.8
While multiple barriers to access have been identiﬁed,1,9-11
dentists are among the more signiﬁcant barriers to access for
disadvantaged populations. The number, distribution, and
practice orientation of dentists in the United States contribute
to the inadequate access to care for children in greatest need.
The dentist/population ratio is declining.12,13 Approximately
4,000 dentists graduate annually from the nation’s colleges of
dentistry,14 whereas between 2,500 to 4,300 are expected to
leave the workforce annually between 1996 and 2021.1 Therefore, there is a potential decline in the actual number of
dentists, in the face of an expanding population. There are
relatively few minority dentists compared to the size of the
minority population.15 The overwhelming majority of dentists
practice in suburbia, with few practicing in rural and inner
city areas where children with the greatest need live. The
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Pediatric dentists were asked to answer questions renumber of federally designated shortage areas has increased
from 792 in 1993 to 4,048 in 2008. 16 As a result of the garding: their knowledge of the concept of a pediatric oral
recent expansion of the Children’s Health Insurance Program health therapist/dental therapist; their knowledge regarding
(CHIP), 40 million (the majority) of America’s 78.6 million the use of dental therapists in Alaska; their opinion regardchildren are covered by public insurance.17 Fewer than 10% of ing the addition of a therapist to the dental team in the
dentists, however, provide any signiﬁcant amount of care for United States; what therapist-provided clinical procedures
they would support; what level of supervision such a person
individuals with public insurance.18
Nash has advocated adding a pediatric oral health the- would require; whether or not their practice cared for chilrapist to the dental team as a means of improving access to dren covered by Medicaid/CHIP insurance; and whether
care for American children and addressing the oral health dis- or not adding a therapist to the dental team would enable
parities that exist among children. 19,20 This proposed new them to care for more publicly insured children. Participants
dental team member is based on the model of the school dental who disagreed with adding a therapist to the dental team
nurse (now designated a dental therapist), which originated in were not asked to answer the survey’s questions that asNew Zealand in 1921.21
sumed being in agreement with or neutral to the concept.
Practice characteristics were also obtained, including:
Dental therapists in New Zealand are trained in a 2-year
academic curriculum to provide basic dental care for children years in practice; gender; type of practice (solo or group);
in a school dental service, with general oversight by district setting of practice (private, academic, hospital, community
dental officers. 19,20 New Zealand’s effectiveness in utilizing health center, or public health setting); hours spent practicing/
school dental nurses/therapists has been well-documented.21-24 week; size of community; acceptance of public insurance;
A recent study by Nash et al found that some form of the percentage of gross clinical services attributed to public
dental therapist/school dental nurse/pediatric oral health the- insurance; and whether dental hygienists were employed in
rapist exists in 53 countries, totaling 15,000 therapists.25 Re- the practice.
cently, dental therapy was introduced in the United States.26
In 2005, 6 Alaskans returned from their training in
dental therapy at the University of Otago School of
Table 1. PRACTICE CHARACTERISTICS OF RESPONDENTS IN RELATION TO
Dentistry, Dunedin, New Zealand, to practice in
SUPPORT OF A PEDIATRIC ORAL HEALTH THERAPIST
Alaska villages. The quality of their care has been
Therapists should be added to dental team
evaluated positively in 2 initial studies.27,28 Training
Agree
Neutral
Disagree
Total
29
of dental therapists in Alaska began in 2008.
N (%)
N (%)
N (%)
N (%)
The purpose of this study was to determine the
405 (100)
32 (8)
85 (21)
288 (71)
perspectives of board certified pediatric dentists regarding the concept of adding a pediatric oral health
Practice characteristics
therapist/dental therapist to the dental team.
Mean ys in practice (±SD)
15.7±11.1
19.0±12.6
15.0±11.0
15.6±10.9

Methods
A 27-item survey instrument was developed to query
board certiﬁed pediatric dentists in the United States.
The survey contained an introductory paragraph
describing the international concept of dental therapists and their scope of practice. The survey was
beta-tested for clarity by a group of board certified
pediatric dentists. The survey was transferred to
Survey Monkey, a proprietary, Web-based survey instrument (www.surveymonkey.com). An introductory
letter describing the research and encouraging participation was developed and accompanied the Web
link to the survey. The database of pediatric dentists,
certiﬁed by the American Board of Pediatric Dentistry
(1,673), was obtained from the American Academy
of Pediatric Dentistry. No follow-up of nonrespondents was possible, as respondents to the online survey
were anonymous. As a result, no characterizations of
respondents vs nonrespondents was possible. The
research methodology was approved by the Institutional Review Board of the University of Kentucky,
Lexington, Ky.
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247 (61)

19 (59)

48 (57)

180 (63)

152 (38)
253 (62)

6 (17)
26 (81)

34 (40)
51 (60)

112 (39)
176 (61)

Private practice

349 (84)

22 (69)

61 (72)

260 (90)

Hospital
University
Public health setting
Community health center
Other

31 (7)
41 (10)
9 (2)
14 (3)
6 (1)

4 (13)
6 (19)
1 (3)
1 (3)
0 (0)

9 (11)
12 (14 )
3 (4)
4 (5)
4 (5)

16 (6)
21 (7)
4 (1)
8 (3 )
2 (1)

14 (3)
33 (8)
76 (19)
243 (60)
39 (10)

3 (9)
5 (16)
8 (25)
13 (41)
3 (9)

6 (7)
18 (9)
13 (15)
51 (60)
7 (8)

5 (2)
20 (9)
55 (19)
179 (62)
29 (10)

250 (62)
155 (38)

25 (78)
17 (22)

58 (68)
30 (32)

167 (58)
121 (42)

Male gender
Practice style*
Solo
Group
Practice setting†

Hours spent in practice/wk*
<10
11-20
21-30
31-40
>40
Dental hygienists*
Yes
No
*P<.05.
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male (62%) and in private practice (84%), with the remaining respondents practicing in universities (10%), hospitals
(8%), community health centers (3%), public health settings (2%), and other settings (1%). Respondents were asked
to choose all that apply; hence, the totals do not equal 100%.
The majority: were in a pediatric group practice (63%);
practiced in communities with populations over 100,000
(64%); spent 31 to 40 hours/week in practice (59%); and
employed dental hygienists in their practices (62%).
Respondents’ perspectives on a pediatric oral health therapist in relationship to practice characteristics are also shown
in Table 1. A large majority of respondents (N =288, 71%)
disagreed with adding a therapist to the dental team; 85 (21%)
were neutral to the idea; and 8% ( N =32) agreed with the
concept. Figure 1 displays the reasons for disagreeing with adding a therapist to the dental team: lack of adequate clinical
Results
Of the 1,673 surveys e-mailed to board diplomates, 25% training (57%); lack of need for such a member of the dental
(N=428) were completed and returned. Twenty-three of those team (26%); and cost of employment (7%).
Respondents indicated a general lack of knowledge rewho completed the survey were excluded from the data analysis because they: were not currently practicing; had in- garding the concept of a pediatric oral health therapist/
complete surveys; or practiced internationally. The final dental therapist (Table 2). Approximately one third (33%)
sample size used for analysis consisted of 405 respondents, indicated they had no knowledge of the concept; 42% had
representing a 24% response rate.The practice characteristics limited knowledge; while 25% indicated they were knowledof respondents are shown in Table 1. The respondents’ average geable. Of those who agreed with the concept, 38% were
years in practice were 15.7 (±11.1). Most respondents were knowledgeable about it. Of those who did not agree, 27%
were knowledgeable; of those neutral, 15% were knowledgeable. Those agreeing with the concept were more likely
(P<.02) to be knowledgeable of it. When asked about the
Lack of adequate
clinical training
12%
recent introduction of dental therapists in Alaska, 34% had
Lack of need
no knowledge, 45% had limited knowledge, and 21% were
7%
knowledgeable. Again, those agreeing with adding a theraCost of
employment
57%
pist to the dental team were more likely to be knowledgeable
Other
26%
about the introduction of therapists in Alaska (P<.04).
There were several signiﬁcant differences between those
who agreed with the concept and those who disagreed in relation to practice characteristics. Those respondents who
supported the concept of adding a therapist to the dental team
were significantly more likely to: practice in public health,
Figure 1. Respondents’ reasons for disagreeing with adding a pediatric
oral health therapist to the dental team.
academic, or hospital settings (P<.002); be in group practice
(P<.03); spend fewer hours per week treating patients
(P<.02); have larger percentages of their gross clinical inTable 2. KNOWLEDGE OF THE CONCEPT OF A PEDIATRIC ORAL HEALTH THERAPIST
RELATED TO SUPPORT FOR ADDING A THERAPIST TO THE DENTAL TEAM
come attributed to Medicaid/CHIP patients (P<.001);
and employ dental hygienists (P<.03). There were no difTherapists should be added to
ferences in relationship to years in practice.
dental team
Nearly all respondents who agreed with adding a theAgree
Neutral
Disagree
Total
rapist
to the dental team (94%) agreed doing so would
N (%)
N (%)
N (%)
N (%)
improve access to care. A large percentage of those who
405 (100)
32 (8)
85 (21)
288 (71)
disagreed with the concept (75%) believed it would not
Knowledge about therapist
improve access to care. Those who were neutral to adding a therapist to the team were also neutral (67%)
No knowledge
132 (33)
6 (18)
34 (40)
92 (32)
regarding whether adding a therapist to the dental team
170 (42)
14 (44)
38 (45)
118 (41)
Limited knowledge
103 (25)
12 (38)*
13 (15)
78 (27)
Knowledgeable
would improve access to care.
While approximately 66% of the respondents proKnowledge about dental therapists in Alaska
vided
care for children insured by Medicaid/CHIP, 34%
No knowledge
143 (34)
6 (19)
37 (44)
96 (33)
did
not
(Table 3). For 19% (N=78) of the practitioners,
181 (45)
15 (47)
37 (44)
129 (45)
Limited knowledge
Medicaid/CHIP billings accounted for over 50% of
85 (21)
11 (34)*
11 (12)
63 (22)
Knowledgeable
their annual gross billings. These practitioners were
Respondents were categorized based on their agreement
or disagreement with the statement: “A pediatric oral health
therapist should be added to the dental team in the United
States.” Data were grouped by those who agreed, those who
disagreed, and those who were neutral to the concept. Data
were downloaded from Survey Monkey, and continuous variables were summarized with means and standard deviations.
Categorical variables were described with counts and percentages. Comparisons between agreed, neutral, and disagreed
were conducted with chi-square tests and analysis of variance
for categorical and continuous outcomes, respectively. All statistical analyses were performed using SAS 9.1 (SAS Institute,
Inc., Cary, NC). Differences were considered statistically
signiﬁcant at P<.05.

* P<.05.
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significantly more likely (P<.001) to practice in puTable 3. RESPONDENTS’ TREATMENT OF MEDICAID/CHIP INSURED
blic health, academic, or hospital settings. Pediatric
CHILDREN RELATED TO SUPPORT OF THE CONCEPT OF A
dentists who reported that greater than 50% of their
PEDIATRIC ORAL HEALTH THERAPIST
annual gross clinical income was attributed to
Therapists should be added
Medicaid/CHIP were significantly more likely to
to the dental team
agree that a therapist should be added to the denTotal
Agree
Neutral
Disagree
tal team (P<.004). Of those who had over 50% of
N (%)
N (%)
N (%)
N (%)
their annual gross clinical income attributable to
405 (100)
32 (8)
85 (21)
288 (71)
Medicaid/CHIP, 38% agreed with the concept
Gross clinical income attributed to Medicaid/CHIP
of adding a therapist to the dental team, 25% were
neutral and 16% disagreed.
No Medicaid/CHIP
136 (34)
7 (22)
31 (36)
98 (34)
Of respondents who cared for Medicaid/CHIP
<25%
115 (28)
9 (28)
21 (25)
85 (30)
children and were neutral or agreed to the concept
25-50%
76 (19)
4 (13)
12 (14)
60 (21)
50-75%
42 (10)
3 (9)*
12 (14)
27 (9)
of a therapist (N=117), 26% suggested that adding a
>75%
36 (9)
9(28)*
9 (11)
18 (6)
therapist to the dental team would influence their
decision to care for more of these publicly insured
* P<.004.
children. Of those who disagreed with the concept
of therapists, only 12% agreed that having a theraTable 4. OPINIONS OF RESPONDENTS SUPPORTIVE OR
pist on their team would influence them positively
NEUTRAL TO THE CONCEPT OF A PEDIATRIC ORAL
to begin to see Medicaid/CHIP children. Respondents agreeHEALTH THERAPIST REGARDING CLINICAL
ing with or neutral to the concept were also asked if they
PROCEDURES TO PERFORM*
would employ a pediatric oral health therapist should
Agree with
Neutral to
such a trained individual be available. Approximately 50%
concept N (%)
concept N (%)
agreed they would, 21% disagreed, and 29% were neutral.
32 (8)
85 (21)
Those who agreed or were neutral to the concept of
Support procedure N (%)
therapists were asked additional questions regarding
Clinical procedures†
which therapist-provided clinical procedures they would
support (Table 4). These 2 groups reported similar opinions
Clinical examination
25 (78)
67 (79)
Radiographic examination
24 (75)
62 (73)
on allowing therapists to perform clinical examinations
29 (91)
75 (88)
Prophylaxis
(78% and 79%); radiographic examinations (75% and 73%);
29 (91)
81 (95)
Topical ﬂuoride therapy
prophylaxes (91% and 88%); topical fluoride therapy
30
(94)
76 (89)
Sealants
(91% and 95%); and placing sealants (94% and 89%). They
*
Local
anesthesia
25
(78)
28 (33)
differed, however, in opinion on other clinical procedures.
23 (72)
23 (27)
Intracoronal restorations*
Significantly more of those agreeing with the concept were
16 (50)
8 (9)
Pulpotomy on primary teeth*
supportive of therapists performing: local anesthesia (78%
16 (50)
11 (13)
Stainless steel crowns*
vs 33%, P<.001); intracoronal restorations (72% vs 27%,
21 (66)
15 (18)
Extraction of primary teeth*
P<.001); pulpotomy of primary teeth (50% vs 9%, P<.001);
3 (9)
3 (4)
Extraction of permanent teeth
stainless steel crowns (50% vs 13%, P<.001); and extraction
of primary teeth (66% vs 18%, P<.001). Both groups, how* P<.001.
† Variable had options of “choose all that apply,” so responses are not mutually
ever, strongly agreed that therapists should not extract perexclusive.
manent teeth.
Of those agreeing with or neutral to the concept, 72%
believed that a dentist should be present to provide direct su- allowed to practice in a pediatrician’s ofﬁce under the direct
pervision of care by a therapist (Table 5). General supervi- supervision of a pediatrician with a consultative or referral
sion, with the dentist not physically present, but available for arrangement with a dentist. Thirty-seven percent, however,
consultation and referral, was agreed on by 13% of these agreed with or were neutral to the idea. Similarly, of the 117
respondents, while 15% were supportive of either direct or respondents agreeing with or neutral to the concept of a thegeneral supervision. When asked what type of oral health rapist, 55% disagreed that a therapist should be allowed to
professional would be acceptable to provide either type of practice with general supervision in a school setting, comsupervision (direct or general), a pediatric dentist was the munity health center, or public health facility; while 45%
most common response (92%), followed by general dentists were not necessarily opposed to therapists doing so.
(59%). Clinical public health dentists were viewed as acceptable by 35% of the respondents. Few (7%) believed, however, Discussion
that a public health dentist administrator was appropriate The 24% response rate is slightly below the national median
for online surveys of 26%.54 While follow-up may have infor providing supervision.
Of those agreeing with or neutral to the concept, 63% creased participation, such was not possible due to the survey’s
disagreed that a pediatric oral health therapist should be anonymity. The survey could have been sent a second time;
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however, it would have had to be submitted to even those
who had responded. To do so would potentially create negative attitudes among pediatric dentists regarding continuing
e-mail requests from researchers to participate in surveys. The
decision was made not to submit a follow-up survey to the
population. It is possible that respondents felt more strongly
regarding the issue than nonrespondents, thus introducing a
potential bias. Given the magnitude of the difference, between
those opposed to the introduction of a pediatric oral health
therapist and those who are supportive, a respondent bias
is unlikely.
There is a general lack of knowledge among board certified pediatric dentists about the: concept of a pediatric oral
health therapist; deployment of dental therapists in Alaska;
and international use of dental therapists in providing basic
oral health care of children. In spite of this lack of knowledge,
most survey respondents were opposed to the concept of adding such a paraprofessional to the dental team in the United
States. This response suggests that pediatric dentists are generally satisﬁed with the current dental workforce and its ability
to address the issue of access to care for America’s children.
However, data documenting disparities in oral health and
the lack of access to oral health care by the nation’s poor and
minority children, indicate that the current workforce is not
adequate and changes are required if all children are to gain
oral health beneﬁts. Alternatively, they may be satisﬁed with
their status and economic circumstances and find the addition of a dental therapist to the workforce as threatening.
In a 1978 worldwide assessment, Roder suggested that
the major factor contributing to the introduction of dental
nurses/therapists was an access to care problem related to a
shortage of dentists in the workforce. 30 Dental therapists
have been used effectively internationally for over 80 years,
Table 5.

OPINIONS OF RESPONDENTS SUPPORTIVE OR NEUTRAL TO
THE CONCEPT OF A PEDIATRIC ORAL HEALTH THERAPIST
REGARDING TYPE OF SUPERVISOR AND SUPERVISION
Therapist should be added
to the dental team
Total
(%)
117 (100)

N

Agree
(%)
32 (8)

Neutral
N (%)
85 (21)

82 (71)
15 (13)
17 (15)

16 (52)
5 (16)
10 (32)

66 (80)
10 (12)
7 (8)

116 (92)

30 (94)

78 (92)

55 (59)

16 (50)

38 (45)

44 (35)

13 (41)

28 (33)

9 (7)

3 (9)

6 (7)

N

Supervision level
Direct
General
Either direct or general
Supervision type*
Pediatric dentist
Yes
General dentist
Yes
Clinical public health dentist
Yes
Public health dentist
administrator
Yes

* Responses were not mutually exclusive.
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and have been shown to improve access to care and to provide
quality treatment.21,31-38 There is a shortage of oral health professionals in the United States willing to care for low-income
and minority children. The concept of adding the international dental therapist to the dental team in the United
States has been endorsed by the American Public Health
Association and the American Association of Public Health
Dentistry.39,40
A positive dimension of the results is the finding that
those who were supportive of the concept were individuals
who were most knowledgeable about the concept, as well as
those familiar with the development and deployment of dental
therapists in Alaska to care for Native Alaskans. This suggests
that further education regarding the concept could improve
the acceptance of pediatric dentists. It should be emphasized,
however, that support for the concept was essentially from
those outside the private practice community. This suggests
that support or nonsupport of the concept may be more related to practice environment and orientation than knowledge.
The major objection by respondents was the lack of clinical training. Respondents were not aware, however, of the
amount of training international therapists receive in children’s dentistry. The traditional curriculum is of 2 academic
years following graduation from secondary school. Each
year is 32 weeks long, with the total curriculum clock hours
being 2,400 devoted to learning to care for children. Approximately 760 clock hours are spent in the clinic providing care
for children; this compared to the experience graduating
US general dentists have had in children’s dentistry. 19 The
typical college of dentistry curriculum provides an average
of only 177 clock hours of didactic and clinical instruction
in dentistry for children.41
A recent study by Seale and Casamassimo found that
33% of dental school graduates had not had any actual clinical experience in performing pulpotomies and preparing and
placing stainless steel crowns—common therapies required
for children. 42 A 2000 ADA House of Delegates resolution
called for “a review of the predoctoral education standard
regarding pediatric dentistry to assure adequate and sufficient clinical skills of graduates.”43 The background statement supporting the resolution suggested that inadequate
educational preparation of general dentists for treating children could be a barrier to access. There is no evidence that
there has been an increase in emphasis in children’s dentistry
in predoctoral education. In fact, Seale and Casamassimo concluded that “results suggest that US pediatric dentistry
predoctoral programs have faculty and patient pool limitations that affect competency achievement and adversely
affect training and practice.”42
The provision of a number of clinical procedures by therapists was supported by those who agreed or were neutral to
the concept of therapists. They were, however, essentially
procedures that could be completed by an expanded function
dental assistant or a dental hygienist. This suggested that even
those who tended to be supportive did not approve of the
foundational concept of a dental therapist, which is providing basic restorative services, pulpal therapy, and extraction of
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primary teeth. While there was some agreement as to being
able to treat more children with a dental therapist on their
team, it is uncertain as to what this means. Most respondents
only approved of therapists performing procedures that could
currently be performed by an expanded function dental assistant or dental hygienist.
Evidence from studies in the United States suggests that
the perceptual motor skills required to restore children’s teeth
are no more complex than typically taught to dental hygienists in 2-year dental hygiene curricula and can readily
be taught to dental hygienists. 44-46 In some countries today,
notably New Zealand, The Netherlands, Australia, and Great
Britain, dental therapy training is being combined with
dental hygiene in a 3-year program.47-49 In Australia and New
Zealand, these jointly trained individuals are designated
oral health therapists.25
Pediatric dentists working in academic, hospital, and
public health settings were more supportive of the concept of
a therapist in the United States. This acceptance may be
because they were more knowledgeable of the concept, but
also because they better understand the access to care problem for children. These individuals were more likely than
private practitioners to treat Medicaid/CHIP insurance patients and have practices with larger components of public
insurance patients. Many of these academic institutions,
hospitals, and public health facilities are located in traditionally underserved settings and often serve as a resource of
last resort for the underserved, specifically those with public insurance.
Most respondents believed therapists should be directly
supervised by a dentist, preferably a pediatric dentist. The
international experience, however, is general supervision by
a general dentist and customarily a public health dentist/
administrator.19,20 Opinions of the respondents seem to parallel the commonly held views of dentists regarding the supervision of dental hygienists.
Respondents did not support therapists practicing in pediatrician ofﬁces, even though such a setting would improve
access to care for very young children and help address the
issue of early childhood caries. Twenty-six individuals, however, did support such a concept. Most children are regularly
seen by the nation’s 57,000 pediatricians. The typical infant/
child has had 12 visits to the pediatrician by 3-years-old,
providing multiple opportunities for early intervention to
affect preventive and therapeutic oral health care. 50 The
Centers for Disease Control funded a study of the dental
practice acts of all 50 states and the District of Columbia to
determine the limitations individual state practice acts place
on individuals, other than licensed dentists, to provide oral
health care.51 This study’s results indicate there would be no
restrictions on physicians, such as pediatricians, providing
dental care in 23 states, and no restrictions in an additional
11 states as long as dentistry was not practiced “as a specialty.”
In 9 states, physicians would only be allowed to provide
emergency care. Three additional state practice acts seemed to
suggest physicians would be restricted from providing any
oral health services. Pediatricians are now receiving training
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in oral health care in a number of settings around the country and are conducting oral exams and applying fluoride
varnish to children’s teeth, for which they are being remunerated.52 Competition in the marketplace of health care could
lead to undesirable economic consequences for dentistry,
unless the profession of dentistry aggressively addresses the
oral health disparities among the nation’s children.
Respondents did not believe adding a therapist would
improve access to care, yet in New Zealand, Australia, Canada,
Malaysia, Great Britain, and other countries, therapists are
major contributors to improving access to care. Dental therapists practicing in Alaska are making a contribution to
improving access to care of Alaska Natives. In May 2009,
Minnesota passed legislation endorsing the training of
dental therapists. 53 Other states are considering what role
therapists could have in addressing identified problems of
accessing oral health care.

Conclusions
Based on this study’s results, the following conclusions can
be made:
1. Generally, board certified pediatric dentists were not
knowledgeable of the international approach to
caring for children by pediatric oral health therapists/
dental therapists, nor were they aware of the introduction of therapists in Alaska.
2. While not knowledgeable of the concept, board certified pediatric dentists were not supportive of adding such an individual to the dental team in the
United States.
3. Pediatric dentists who practiced in the public health
sector of academics, public health, and hospital dentistry were more knowledgeable of the concept and
also more supportive of adding a therapist to the
dental team. They also treated larger numbers of
the traditionally underserved population for whom
care is publically financed.
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