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The International
Dental Therapist:
History and Current Status

Dental therapists provide preventive, restorative, and minor surgical

treatment, mostly for children in government-sponsored health programs, in more than

53 countries. Their quality of care and acceptance by the public and dental profession

has been well-documented. Since 2005, they have been effectively serving native

Alaskans in remote communities. Not only do dental therapists provide basic dental

care to underserved populations, they enable associated dentists to practice at a higher

level of proficiency and efficiency.
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ince their initial deployment
in 2005, dental therapists
have been providing basic
dental care — prophylaxis,
sealants, fillings, stainless-
steel crowns, pulpotomies, and simple
extractions with local anesthesia — to
the native Alaskan population in rural
communities.*” In May 2009, Minne-
sota authorized the training of dental
therapists to provide oral health care in
underserved areas in the state3 And in
November of the same year, the Con-
necticut Dental Association’s House of
Delegates voted to endorse a pilot project
for a two-year training program for dental
therapists to work in a public setting.*
In what appears to be a developing
trend, a number of dental associations,
including the California Dental Associa-
tion, are reviewing the potential dental
therapists have to address the problem
of access to care in the United States.

Until recently, many dentists and den-
tal hygienists in the United States were
unaware that dental therapists are utilized
in at least 53 countries throughout the
world.s Many dentists question the need
for dental therapists or reject the concept
as a threat to their profession and their
livelihood. A review of the development
and acceptance of dental therapists in oth-
er countries can be helpful in understand-
ing the positive benefit that the adoption
of dental therapists in the United States
can have for the profession and society.

Origins

The development of dental therapists
began in New Zealand with recognition
of the high rejection rate for military
service of its young men and women dur-
ing World War I due to severe, rampant
dental disease. With only 100 dentists
for a population of 1.2 million, a ratio of
1:12,000, the impossibility of bringing
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dental care to so many people without
the introduction of a new auxiliary was
recognized. The first training school for
dental nurses, specifically for children’s
dental care, was established in 1920 by
the New Zealand Department of Health.
Until recently, employment of all dental
nurses, now called dental therapists,
was restricted to a school dental service,
with assignment to small clinics located
on public school grounds, supervised by
Department of Health dentists. Dental
nurses provided care to children, includ-
ing preschoolers, only to age 12, after
which adolescents aged 13 to 16 received
care from private practicing dentists paid
for by the government. Participation in
the program was voluntary, requiring
parental permission. By the 1970s, more
than 60 percent of preschoolers and 95
percent of schoolchildren were enrolled
in the program, with permanent tooth
loss virtually eliminated, long before
the advent of water fluoridation.®

Expansion

Other countries faced with similar
widespread dental disease and a short-
age of dentists soon adopted the New
Zealand dental nurse model. Initially,
their dental nurses/therapists were
trained in New Zealand. Many countries
now have their own training schools.

It is not only “underdeveloped” na-
tions that utilize dental nurses. With
respect to provision of oral health care to
their entire populations, most nations are
underdeveloped. Thus, countries similar
to the United States such as Australia,
Canada, and Great Britain have well-
established dental therapist programs
that are widely accepted by the public.

Counting only those trained on the
New Zealand model, there are more
than 14,000 dental therapists pres-
ently deployed worldwide.s However,
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China has an estimated 25,000 “assis-
tant dentists” who are very similar to
dental therapists in training. They

practice independently in rural areas.

Supervision and Quality of Care

The quality of care provided by dental
therapists has been thoroughly inves-
tigated. Beginning in the 1950s and to
the present, these studies have shown
that dental therapists maintain techni-
cal standards equivalent to dentists.”¥

COUNTRIES THAT PERMIT
dental therapists to
practice independently
usually require consultative
collaborationwith a
supervising dentist.

Important aspects of their training are
an understanding of their limitations,
their parameters of care, and their need
to work in close association and consulta-
tion with dentists. Countries that permit
dental therapists to practice indepen-
dently usually require consultative
collaboration with a supervising dentist.
From a public health perspective,
few countries have achieved, much less
exceeded, the success of New Zealand
where virtually all children are enrolled
in the school dental program. Malaysia is
one of these countries where 96 percent
of elementary and 67 percent of second-
ary school children are seen by school
dental nurses, as they are still called
there.*® As in New Zealand, the dental
nurses also provide care for preschool
children brought to the school clinics by
their parents. It is likely that other coun-

CDA JOURNAL, VOL 39, NO1

tries with an expanding dental therapist
workforce will achieve these high utiliza-
tion rates, which are the sine qua non of
a successful oral health care program.

Current Trends

New Zealand

More than 95 percent of children un-
der age 13 and 56 percent of preschoolers
continue to receive preventive and cura-
tive oral health care by dental therapists
in the School Dental Service and there
is virtually no untreated dental caries by
the end of the school year. This extraor-
dinary achievement is accomplished by
providing service directly on the school
grounds in either fixed dental facilities
or mobile units. Because many schools,
particularly those in remote rural com-
munities do not need a full-time dental
therapist on site, and rather than replace
aging on-site clinics and equipment,
the trend is toward greater utiliza-
tion of mobile units and community
health (*hub”) centers that promote
a team approach to health care.®

Adolescents aged 13 to 18 are eli-
gible for care from private practitioners
paid by the Government Adolescent
Oral Health Services at no cost to the
patient. But only about 54 percent of
adolescents access private dentists,
significantly fewer than when ser-
vices are provided directly at school.

As a consequence of the reduction
in caries from water fluoridation, the
number of dental therapists declined
from 1,350 in the 1970s to about 660
today. By 1999, the three regional
schools were closed as training of
dental therapists was transferred to the
University of Otago School of Dentistry
in Dunedin. Three years later, a second
dental therapist program was begun at
the Auckland University of Technol-



ogy. By 2007, each school had merged
the dental therapist and dental hygiene
programs into one three-year program,
with a bachelor of oral health degree.
After graduation, registration is required
to designate the area of practice, which
may be in only one discipline or both.
Those credentialed in general dental
therapy practice are allowed to treat
patients to age 18. Oral health therapists
could qualify to treat adults with ad-
ditional training, but thus far no courses
are available for this purpose. There are
no treatment age limits if credentialed
in general dental hygiene practice.”

As a point of historical interest,

dental hygienists were employed by

the military as early as 1974, but train-
ing of dental hygienists for the general
public did not begin until 1994 due to
opposition of the dental profession,
which had long since accepted dental
therapists. There are presently fewer than
250 dental hygienists in New Zealand,
but they are rapidly gaining in numbers
and acceptance by dentists, particularly
with the development of the combined
dental hygiene/therapist program.

Since 2003, oral health therapists
are permitted to work in the private
sector where they may be employed
by dentists to care for their adolescent
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patients.?>* However, the majority
continue to provide dental therapy in
the School Dental Service. Dental thera-
pists may also own their own practice,
with the requirement of a supervisory
contract with a dentist, but few, if any,
have done so. In a 2008 survey, almost
60 percent of dentists in private practice
said they would be willing to employ a
dual-trained therapist/hygienist.>

With the increase in population and
the decline of the existing workforce due to
retirement, a shortage of dental therapists is
anticipated in the future. But from the stand-
point of the newly emerging oral health ther-
apists, the future in New Zealand is positive.

Frustrating. Distracting. Exhausting.

Many of the doctors we work for shared these feelings before joining us.
Running a successful practice today requires unparalleled attention to detail and
expertise. We encourage you to talk with our doctors about their experiences
and learn how we might work for you. We will answer your questions
confidentially and without obligation. If you are looking for a rewarding

practice opportunity in CO, 1A, IL, MN, NM, or WI, please contact us at:

715.926.5050 or development@midwest-dental.com

MOUNTAIN DENTAL

www.mountaindental.com

JANUARY 2011 25



Australia

From the time of its inception in 1966
until 2000, dental therapists in Australia
were generally restricted to practice only
in the School Dental Services, where the
large majority of dental care for chil-
dren is still provided in fixed and mobile
dental clinics. As of 2003, 87 percent
of all dental therapists were employed
at least part time in the schools.®

In one state, Western Australia, dental
therapists have always worked in private
practices as well as public service; since
1983, they have been able to treat adults as
prescribed by dentists. Although required
to have some dental hygiene skills, they
do not qualify nor can they register as hy-
gienists since their dental hygiene training
is limited to a six-week to 12-week course.
Dental therapists in the public sector are
restricted to children and adolescents up
to age 18. They do not require diagnostic
prescription by dentists. All but one state,
New South Wales, have now eliminated
employment restrictions so that many
more dental therapists work, at least
part time, in private dental offices and
in community and hospital clinics where
they are also permitted to treat adults.*

Originally designed as two-year certifi-
cate or diploma programs in nonuniversity
dental therapy schools restricted to females,
anumber of universities now offer a three-
year “oral health therapist” program that
combines traditional dental therapy and
dental hygiene, as in New Zealand. The oral
health therapists will trend more toward pri-
vate practice where their periodontal therapy
skills have more applicability. The number of
dental therapists working in private practice
has doubled since 2003. However, most con-
tinue to work in both the public and private
sector, many part time. “Part-time work is re-
flective of the majority female workforce and
equates with other similar health disciplines
incuding dental hygiene and nursing.”
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How this will affect the School Dental
Services and oral health care for children re-
mains to be seen, but it is likely that many, if
not most, dental therapists will continue, at
least part time, in the School Dental Service.

Great Britain

The first dental therapist school was
opened in the United Kingdom in 1959,
patterned after the New Zealand model.
There are now 17 schools that provide
dual qualification in dental therapy and
dental hygiene, with approximately

IN A 2008 SURVEY,
almost 60 percent of
dentists in private practice
said they would be willing
to employ a dual-trained
therapist/hygienist.

240 therapists/hygienists graduat-
ing each year. The diploma courses for
both dental hygiene and dental therapy
are 27 months in length, compared to
three years to obtain a BSc degree in
oral health sciences. One school pro-
vides for dental hygienists to qualify
as dental therapists by completing a
three-day a week, 36-week course.”
The trend toward dual qualifica-
tion was stimulated by a shortage of
dental therapist positions in govern-
mental and hospital services; whereas,
there were more job opportunities for
dental hygienists who had long been
employed in private general dental
practices. Thus, many unemployed
dental therapists acquired additional
training as dental hygienists, which
eventually led to the dual-training
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programs. In 2002, the governing Gen-
eral Dental Council granted permis-
sion for dental therapists to work in
private dental practice. However, many
dual-trained dental therapists still
work as dental hygienists, although
there is increasing recognition and
utilization of their combined skills,
particularly since more dentists are
now trained alongside dental thera-
pists in the same university programs.
Though accustomed to dental hy-
gienists, the public is generally unaware
of the role of dental therapists, which
makes it difficult to obtain consent to
their care. Even after the qualifications
of dental therapists were explained in
recent surveys, only 61 percent of adults
would accept treatment from them. On
the other hand, a recent survey reported
that those patients receiving care from
dental therapists expressed a higher de-
gree of satisfaction than patients treated
by dentists.” For dental therapists to be
more widely accepted as oral health care
providers in private practice, the public
needs to be better informed and reassured
of their qualifications and competence.?**
There has been a remarkable shift in
employment, with 50 percent of dental
therapists now in private dental prac-
tices, compared to none six years ago.
Slightly more than half work part time,
averaging about 25 hours a week.3* Nearly
two-thirds work in multiple locations
and are paid an hourly rate or a monthly
salary and one-third are self-employed.*
They treat both children and adults. It
is estimated that therapists have the
potential to provide the treatment in 35
percent of dental visits and 43 percent of
clinical time.? Wherever they practice,
a written treatment plan must first be
developed by a registered dentist, after
which they can implement treatment
independently, based on their own judg-



ment of priorities and techniques. The
treatment plan may be very detailed, or
just state “restore.”* Many therapists

are concerned that dentists do not fully
appreciate their clinical skills, that they
are not being fully utilized, and that more
patients could be referred to them.®
However, their employment by dentists is
still limited because the National Health
Service, under which most dental care is
provided, does not yet pay for treatment
by dental therapists in private practice.
The NHS contract is being revised and

it is hoped that treatment by dental thera-
pists in all settings will soon be covered.*

Fiji

The Republic of Fiji was established in
1970 after being granted independence by
Great Britain and its territory includes more
than 322 islands in the southwest Pacific,
east of Australia and north of New Zealand.
Only a third of the islands are occupied by
its population of a little more than 9oo,000.

In 1998, the Fiji School of Medicine,
Department of Oral Health, established
a “multientry, multiexit” career “Dental
Ladder.” This modular approach to dental
education takes full advantage of work ex-
perience. In most other countries, including
the United States, many dental assistants
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become dental hygienists and a few dental
hygienists go on to become dentists, but
there is virtually no credit allowed for
previous experience or training, particularly
for hygienists. The Fiji program allows full
credit so that it requires only a second year
of training after the first year of introduc-
tory dental assisting courses to be certified
as a dental hygienist; a third year leads to a
diploma in dental therapy; two additional
years, for a total of five, qualifies for a bach-
elor of dental surgery (BDS), the equivalent
of aDDS/DMD in the United States.

Fiji's career Dental Ladder is not limited
to its territorial sovereignty. Since its begin-
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ning 11 years ago, 16 dental therapists from
other areas stepped up the ladder to become
dentists: American Samoa (2); Kirbati (2);
Nepal (1); Papua New Guinea (4); Samoa (2);
Solomon Islands (4); Tonga (1); and Vanuatu
(). In addition, 14 dental hygienists have
advanced to become dental therapists.”

At present, there are approximately
100 dentists for a dentist/population ratio
of 1:9,000 and more than 70 dental thera-
pists. Entry up the ladder is determined
by the needs and availability of funds as
assessed by the Ministry of Health. There
is only one oral surgeon, so general den-
tists are trained not only to extract teeth,
but also to reduce and wire mandibular
fractures. In addition to preventive and
restorative services, dental therapists
perform extractions on both adults and
children, which, unfortunately, is a much
needed service particularly in the outer
island villages that are unlikely to have
more than an annual visit by a dentist.*

Canada

From a high of 365 in 1990, there are
presently 280-300 dental therapists serving
in governmental, nongovernmental, territo-
rial, and aboriginal organizations. Of these,
128 (or 45 percent) are in private practice;
105 in the province of Saskatchewan

The Saskatchewan Dental Health
Plan was remarkably successful. By the
mid-1980s, with a staff of 400, including
about 26 dentists and 150 dental thera-
pists and their assistants, more than 8o
percent of school children received annual
examinations, preventive, and restorative
treatment in school and community clin-
ics. Yet, by 1992, after years of declining
financial support, the school program was
eliminated. Oral health care for school
children is now completely in the hands
of the private dental sector with a sharp
decline in utilization and consequent
increase in untreated dental disease.s
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Despite the negative impact of con-
servative governments, fiscal restraints
and professional opposition, the dental
therapists have survived in many parts
of Canada, particularly in Saskatchewan,
Manitoba, and the Northwest Territories.
Indeed, dental therapists in Saskatchewan,
who number more than 200, are unique
in that they are a self-regulating profes-
sion, licensed by the Saskatchewan Dental
Therapists Association.® Nonetheless,
they are required to have a formal referral

THERE IS ONLY ONE
oral surgeon, so general
dentists are trained not
only to extract teeth, but
also toreduce and wire
mandibular fractures.

or consulting relationship with a dentist,
whether as an employee in a governmental
organization, a community health center,
or a private practice. That they have been
so well-incorporated in the private sector
by dentists, as well as continuing to serve
in the public sector, should allay concerns
that they are competitors with dentists
rather than colleagues on the dental team.

The Netherlands

Although specific to the Netherlands,
the following quotation summarizes the
impetus for change in the character and
delivery of oral health care, “A number
of factors, including rising expectations
for the quality of life in modern society,
the related need for medical care and
an increase in the volume of knowledge
available, have produced pressures for

more knowledgeable and skillful health
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professionals, including dental hygien-
ists. Dental awareness in the general
population has grown. Patients have
become more assertive and, with in-
creased possibilities to obtain informa-
tion (e.g., Internet), demand different
kind of treatments. They are also more
oriented toward preventive health care,
including preventive oral health care. The
aging population is increasingly retaining
teeth and needs more, and often more
complex, care than the previous elderly
generation who were often edentulous.”*
Beginning in 2002, the Netherlands
began a major transformation of its
dental profession. There are no longer
dental therapists and dental hygienists,
but rather a combination of the two that
retains the name “dental hygienist.” The
“new-style dental hygienist” provides the
basic preventive and periodontal ser-
vices of the traditional dental hygienist,
plus the basic restorative treatment and
noncomplex extractions of the dental
therapist. The university training has
been increased from three to four years,
culminating in a bachelor’s degree.*
Competing with the dental hygienist
is the “prevention assistant,” a trained
dental assistant who receives further
training in an eight-day course developed
by the Dutch Dental Association. Em-
ployed by dentists, prevention assistants
do prophylaxis including supragingival
scaling and fluoride applications. Because
they are paid less, many dentists prefer
them to dental hygienists. Nonetheless,
most dental hygienists, approximately
1,500 (or 65 percent), are traditional
hygienists in association with or employ-
ees of private dentists. About 800 (or 35
percent) work as private entrepreneurs.+
In consideration of changing demo-
graphics, particularly the aging of the popu-
lation, the “new-style dentists” are to be
the oral physicians of the future, with their



training increased from five years to six. Ide-
ally, their practice will be devoted more to-
ward the medically compromised and elderly
populations that require greater knowledge,
skills, and experience, while the new-style
dental hygienists provide routine oral health
care for the younger, healthier population.

It should be noted that although the
Dutch dental profession opposed this
transformation, it was enabled by the
support of other professional organiza-
tions, educational institutions, consumer
organizations, and the health insurance
industry. There are as yet too few new-style
practitioners to assess their impact on
dentistry and the acceptance by the public.

Summary

Advocates of dental therapists believe
their addition to the oral health workforce
in the United States will enhance the
profession. Not only do dental therapists
provide necessary care to underserved
populations, they have the potential to
enable dentists to practice at a higher
level of proficiency and efficiency. Far
from being a novelty, this brief review of
the long history of dental therapists and
their current status in five representative
countries demonstrates their remarkable
contribution to the oral health of their
recipient populations and ultimate accep-
tance by private dental practitioners and
their representative associations. smmm
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