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Introduction

In March 2009, President Barack 
Obama initiated his first step to re-
form the United States health care 
system by hosting a task force repre-
senting many stakeholders in health 
care. Unfortunately, dentistry and 
dental hygiene were not involved.¹ 
While dental spending topped $100 
billion in 2008,² there are “profound 
and consequential oral health dis-
parities within racial and ethnic mi-
norities, rural populations, individu-
als with disabilities, the homeless, 
immigrants, migrant workers, the 
very young and the frail elderly.”³ As 
we continue to educate our nation’s 
leaders on the importance of oral 
health as part of the health care reform agenda, it 
is dentistry and dental hygiene’s ongoing respon-
sibility to work collaboratively to eliminate access 
to care deficiencies. The purpose of this paper is to 
explain the need for the advanced dental hygiene 
practitioner (ADHP) as proposed by the American 
Dental Hygienists’ Association (ADHA), and to re-
port on the status of its implementation.

Oral diseases have social, psychological, physical 
and economic costs, both to individuals and society 
as a whole. When oral diseases are left untreated, 
a person’s overall health can be seriously affected 
and may even cause death, as illustrated by the 
case of young Deamonte Driver.4 Without the abil-
ity to pay for dental care, few providers willing to 
serve public program enrollees, and the ever pres-
ent cultural barriers that exist in diverse societies 
like the United States, many people do not receive 
needed preventive or restorative dental care. Some 
postpone treatment until they have nowhere else 
to go, other than a hospital emergency room (ER). 
A recent study of patient visits to 7 Twin Cities’ 
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ERs found over 10,000 ER visits for oral problems 
at a cost of more than $4.7 million.5 In Spokane, 
Washington, an average of $2.9 million was spent 
for dental care in local hospitals per year.6 Califor-
nia emergency departments log more than 80,000 
visits a year for preventable dental conditions, es-
pecially those living in rural areas and ages 18 to 
34.7 Unfortunately, the extent of care rendered for 
dental needs in an ER is likely to be pain medi-
cation and/or antibiotics, with advice to follow–up 
with a dentist. The patient does not receive a com-
plete oral examination, treatment to eliminate the 
problem and follow–up. Often, patients will make 
repeated visits to an ER because there is no other 
dental home for affordable care (over 20% of the 
Twin Cities patients returned at least twice for their 
dental problems).5

In the 2003 National Oral Health Call to Action, 
the Surgeon General stated:

“The burden of oral infections and conditions that 
affect the mouth, face and jaws is so broad and 
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extensive that the dentists can’t do it alone; the 
hygienists can’t do it alone; surgeons can’t do it 
alone; government agencies can’t do it alone; and 
the average person can’t do it alone. It will take all 
of us working together to continue to make prog-
ress in advancing the oral health of this country.”8

Poor oral health can adversely affect all aspects 
of life. Annually, children miss 51 million hours of 
school due to dental problems, and they can’t learn 
in school if they are in pain. Similarly, adults lose 
164 million work hours annually due to visits to 
the dentist to treat periodontal illnesses or to re-
pair teeth.1 Regardless of age, persons with dental 
problems may also experience challenges with eat-
ing, nutrition, speaking and self image.

Health care policy, practice and education must 
evolve concomitantly to meet societal needs and 
expanding demands. The United States population 
is expected to grow by 20% by 2020, with most of 
that growth in minority populations.9 Because of 
community water fluoridation, fluoride dentifrices 
and preventive dental care, people age 65 or old-
er have retained more of their teeth. However, for 
some, their need to maintain optimal oral health 
is often complicated by multiple chronic conditions 
such as cardiovascular diseases, diabetes, stroke, 
respiratory illness, obesity and cancer. Creation of 
integrated health care systems that identify and re-
move barriers to quality, cost effective care and ef-
ficient use of existing manpower resources are nec-
essary. For example, the ADHA Master File Survey 
of Dental Hygienists’ in the United States in 2007 
found over 150,000 licensed dental hygienists in 
the United States, with 130,000 actively practicing. 
Twenty–five percent hold licenses in more than 1 
state.10 By 2016, a 30% increase in licensed dental 
hygienists is anticipated.11 This increase significant-
ly exceeds the expected 9% increase of licensed 
dentists.12 The December 2009 Washington State’s 
Oral Health Workforce document shows an expect-
ed general population growth of 24% between now 
and 2025, with an 80% growth for seniors during 
this time frame. It also estimated that 50% of cur-
rent dentists may retire within 15 years.13

Background for the ADHP

In 2004, the ADHA recognized the need to devel-
op a mid–level practitioner, following the Surgeon 
General’s Call to Action Report. The ADHA termed 
this practitioner an “advanced dental hygiene prac-
titioner,” similar in concept to the advanced nurse 
practitioner, and the ADHA House of Delegates 
recommended a task force to develop the model. 
After several years of work by a task force, advi-
sory committee and public commentary, the ADHP 

Competency Document was published by ADHA in 
2008.14 This document builds on the strong foun-
dation and accreditation standards of existing den-
tal hygiene education, established clinical practice 
standards, and the dental hygienists’ unique orien-
tation toward primary care and collaboration with 
dentistry. With specially designed master’s level 
education, an ADHP, as a licensed provider of pri-
mary care within a defined scope of practice, will 
be able to serve the public directly and safely and 
is well–placed to help dentistry fill the void in care 
that currently exists. ADHPs will focus on providing 
preventive, therapeutic and referral services with-
in community clinic settings, school clinics, long–
terms care facilities, hospitals and primary care 
clinics.15 In the collaborative role, the ADHP would 
consult with dentists when necessary and guide 
the patient into treatment that requires the exper-
tise of a licensed dentist.16 While dental hygien-
ists are considered the preventive and nonsurgical 
periodontal care experts, many states have also 
incorporated basic restorative services into their 
legal scopes of practice. Twenty–nine states allow 
for direct access to dental hygienists, 15 states di-
rectly reimburse registered dental hygienists under 
Medicaid and 20 states allow dental hygienists to 
perform some type of restorative dentistry, indicat-
ing that many states are well positioned to move 
towards the ADHP.17 Given that the 2007 National 
Health and Nutrition Examination Survey reports 
that the highest prevalence of untreated decay is 
in adults ages 20 to 64,15 basic restorative as well 
as preventive and periodontal therapy by an ADHP 
will be necessary to help dentistry expand access 
to care.

The ADHP at the Master’s Degree Level

Because Americans define the baccalaureate 
degree as a college education, it is important to 
move dental hygiene closer to the norm of other 
health professionals with comparable responsibil-
ity. To earn respect, societal trust and professional 
accountability within the multidisciplinary health 
care system, the ADHP must present educational 
credentials similar to other mid–level providers, 
i.e. the nurse practitioner, physical therapist and 
occupational therapist.14,16 Dentally underserved 
and unserved populations are likely to have the 
most complex health histories and suffer chronic 
medical and dental conditions. The formal educa-
tion necessary to effectively and safely provide 
care to persons with advanced medical and dental 
conditions is beyond that currently in the already 
crowded curricula of associates or baccalaureate 
dental hygiene degree programs. In addition, these 
accredited programs do not prepare graduates for 
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mid–level provider competencies, such as the abil-
ity to triage dental patients, manage cases and 
reimbursement mechanisms, work independently 
but collaboratively in isolated settings, measure 
outcomes of their care in relation to quality, safety 
and productivity using qualitative and quantitative 
research skills.18 A graduate degree is necessary 
to develop advanced practitioner competencies, 
which also carry the burden of additional legal li-
abilities.16

Implementation Status of the ADHP in 
Minnesota

Minnesota faces a serious health care crisis 
because many Minnesotans are unable to obtain 
treatment for dental disease, especially those who 
are low–income, disabled, elderly, disadvantaged 
or living in isolated rural areas. Over half of Min-
nesota’s counties are designated dentist shortage 
areas, and most counties have seen a steady de-
cline in dental care access for low–income people 
on state public programs.19 Although the problem 
of access is multifaceted, an estimated 60% of 
Minnesota’s dentists may retire in the next 15 to 
20 years.20 The dental workforce in rural areas has 
a larger percentage of dentists over the age of 55, 
magnifying the loss of dentists expected to retire in 
the near future. The geographic distribution of Min-
nesota dental hygienists more closely matches the 
distribution of population than does the distribution 
of dentists, both of which are more concentrated in 
urban areas.21

Since 2001, with the passage of statutory lan-
guage known as “Limited Authorization for Dental 
Hygienists,”22 Minnesota’s collaborative practice 
dental hygienists are uniquely qualified and posi-
tioned to meet the oral health needs of the under-
served. Minnesota has demonstrated success and 
easy matriculation of dental hygienists in providing 
dental hygiene services by establishing collabora-

tive practices and becoming certified in performing 
basic restorative services. Therefore, it was a natu-
ral progression for Minnesota dental hygienists and 
institutions of higher education to lead the nation 
in development and implementation of an ADHP 
program at the master’s degree level.

In 2005, a partnership formed between Metro-
politan State University and Normandale Commu-
nity College that allowed these institutions to take a 
pivotal leadership role in advancing the concept of 
a new mid–level dental hygiene practitioner model. 
The new programs proposed were a baccalaureate 
degree completion program, a post–baccalaureate 
certificate program and an oral health care prac-
titioner master’s of science program based on the 
ADHP Competencies Document. The Minnesota 
State Colleges and Universities new programs re-
ceived final approval in November 2006. During the 
application process, letters of support documented 
the need for the development of these new pro-
grams. Alliances made with community partners 
paved the way for building valuable, sustainable re-
lationships with influential community leaders and 
organizations that also saw the value in an ADHP. 
Community partners voiced a common theme that 

Full text of Senate File 2083

     https://www.revisor.mn.gov/bin/bldbill.php?bill=ccrsf2083.html&session=ls86

Metropolitan State/Normandale Advanced Dental Therapy Program 

     http://www.metrostate.edu/msweb/explore/cnhs/index.html

ADHP Competencies

     http://www.adha.org/downloads/competencies.pdf

OHP Workgroup Report/Recommendations

     http://www.health.state.mn.us/healthreform/oralhealth/

Minnesota Public Radio Story

     http://minnesota.publicradio.org/display/web/2009/05/12/dental_practitioner_compromise

Table I: Resources on the Minnesota Advanced Dental Hygiene Practitioner Effort

2000–2003 – Heightened awareness to         • 
enhance the oral health workforce capacity 
2004 – First Draft of the ADHP Competencies • 
by the American Dental Hygienists’ Association
2005 – Normandale Community College and • 
Metropolitan State’s partnership 
2006 – MnSCU New Programs’ application • 
2007 – Master’s program advisory committee • 
formed
2008 – ADHP competencies approved• 
2009 – Advance dental therapist master’s   • 
program begins

Table II: Minnesota’s Dental Hygiene 
Advanced Practitioner Timeline

http://www.revisor.mn.gov/bin/bldbill.php?bill=ccrsf2083.html&amp;session=ls86
http://www.metrostate.edu/msweb/explore/cnhs/index.html
http://www.adha.org/downloads/competencies.pdf
http://www.health.state.mn.us/healthreform/oralhealth/
http://minnesota.publicradio.org/display/web/2009/05/12/dental_practitioner_compromise
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the current dental workforce simply cannot meet 
the oral health needs of Minnesotans, especially for 
vulnerable people (Table I).

The formation of a strong strategic partnership 
between the Minnesota Health Care Safety Net 
Coalition, the Minnesota Dental Hygienists’ Asso-
ciation and the Minnesota State Colleges and Uni-
versities resulted in significant legislation moving 
forward in 2008 and 2009 that would legitimize the 
ADHP (Table II). Through the efforts of these 3 or-
ganizations, nearly 60 other organizations signed 
on to advocate for legislation that would establish 
the ADHP in Minnesota. Countless hours were in-
vested keeping lines of communication open, for-
mulating testimony, delegating responsibilities and 
sharing negotiation tactics during mounting oppo-
sition from the opponents of this legislation that 
sought to improve access to dental care for thou-
sands of Minnesotans.

In a last minute compromise, the Minnesota leg-
islature established 2 levels of dental therapists, a 
basic level that requires at least a bachelor’s de-
gree and an advanced level that requires at least a 
master’s degree (Table III).23 The law established 

the requirements for licensure of dental therapists 
and certification of advanced dental therapists, but 
did not dictate to educational institutions what their 
admission requirements should be or how to struc-
ture their programs. Different educational institu-
tions may establish different types of programs, as 
long as the programs appropriately educate stu-
dents to the necessary level of competency. Flex-
ibility in accommodating a range of educational 
backgrounds will add to the diversity, opportunities 
and innovation in the dental workforce.

Metropolitan State University established a mas-
ter’s program that combines both the basic level of 
dental therapist training and the additional educa-
tion needed to be an advanced dental therapist. 
Students in this program will become licensed as a 
basic dental therapist as part of a longer curricu-
lum that will lead to advanced practice certification. 
Metropolitan State University has also chosen to 
limit program admission to existing, experienced, 
baccalaureate–prepared licensed dental hygienists. 
Increasing the likelihood of employability, gradu-
ates will be eligible for licensure and certified as 
advanced dental therapists after completing clini-
cal hours being specified by the Board of Dentistry, 

Dental Therapist Advanced Dental Therapist

Under general 
supervision:

Under indirect 
supervision:

Under general supervision as de-
fined in the written collaborative 

management agreement:

Oral health instruction• 
Nutritional counseling and        • 
dietary analysis
Preliminary charting of the oral • 
cavity
Taking radiographs• 
Mechanical polishing• 
Application of topical preventive • 
or prophylactic agents
Pulp vitality testing• 
Application of desensitizing • 
medication 
Resin fabrication of athletic • 
mouthguards
Placement of temporary • 
restorations
Fabrication of soft occlusal guards• 
Tissue conditioning and soft • 
reline
Atraumatic restorative therapy• 
Dressing changes• 
Avulsed tooth reimplantation• 
Administration of local anesthetic• 
Administration of nitrous oxide• 

Emergency palliative treatment • 
of dental pain
Placement and removal of • 
space maintainers
Cavity preparation• 
Restoration of primary and • 
permanent teeth
Placement of temporary crowns• 
Preparation and placement of • 
preformed crowns
Pulpotomies on primary teeth• 
Indirect and direct pulp cap-• 
ping on primary and perma-
nent teeth
Stabilization of reimplanted • 
teeth
Extractions of primary teeth• 
Suture removal• 
Brush biopsies• 
Repair of defective prosthetic • 
devices
Recementing of permanent • 
crowns

All services and procedures • 
described for the Dental 
Therapist
Oral evaluation and assess-• 
ment of dental disease
Formulation of an individual-• 
ized treatment plan authorized 
by the collaborating dentist 
nonsurgical extractions of 
permanent teeth (limitations)
Refer patients to receive any • 
needed services that exceed 
the scope of practice
Provide, dispense, and • 
administer analgesic, 
anti–inflammatory, and 
antibiotic medications

Table III: Minnesota’s Dental Therapist and Advanced Dental Therapist Legal Scopes of Practice
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so that they can practice both dental therapy and 
dental hygiene and expand dental services where 
needed.

Implementation Status of the ADHP in 
Washington State

Eastern Washington University (EWU) expects to 
pilot an ADHP program for those who live on and 
near tribal lands. EWU’s close proximity and rela-
tionships with multiple tribes places it strategically 
and affords the ability to perform portions of the 
training in rural tribal clinics. EWU Department of 
Dental Hygiene offers a master’s degree in dental 
hygiene as an entirely web–based program reach-
ing students within their own communities and 
promoting their acceptance into local health care 
networks.  An additional ADHP emphasis area has 
been approved and is ready for implementation, 
should funding occur. The curriculum reflects that 
of the ADHA’s, and is a 2 year curriculum with the 
entire first year web–based, making it more ac-
cessible for working or rural dental hygienists via 
distance education technology.

The 1999 Oral Health Survey of American In-
dian and Alaska Native Dental Patients found that 
American Indians have inadequate access to pre-
ventive and restorative dental care. It also found 
a tremendous backlog of dental treatment needs 
among American Indian patients.24 One third of 
American Indian children report missing school be-
cause of dental pain. Moreover, 25% of American 
Indian children avoid laughing or smiling, while 20% 
report difficulty sleeping because of dental prob-
lems.24 In general, American Indians have twice as 
much untreated dental caries as white people, and 
have diabetes at a rate 190% higher than the gen-
eral United States population.24 Washington den-
tal clinics serving primarily American Indians are 
overwhelmed with demands for restorative dental 
care and thus have fewer resources for preventive 
care.25 A dentist hired by a regional tribal wellness 
center’s dental clinic conducted oral examinations 
on 3 high school students during the fall of 2008. In 
these 3 American Indian students alone, the den-
tist found $15,000 worth of untreated dental prob-
lems. In addition, the center searched for over 10 
months before finding a part–time dental director 
for its dental clinic (Pokotas, personal communica-
tion, March 2009). While the clinic needs a full–
time dentist, this goal has not yet been achieved. 
Although not documented in the literature, other 
tribal dental clinic directors in Eastern Washington 
have experienced similar problems with untreated 
needs as well as a shortage of dental care provid-
ers.

Licensed Washington dental hygienists are al-
ready well prepared to provide quality basic re-
storative services, as this has been legal for de-
cades. With additional education, ADHPs will also 
be educated in case management, health care 
policy and working with diverse populations and 
collaboratively with other health care profession-
als. The limited professional workforce available to 
staff community health centers remains a critical 
concern in Washington. Statistics document that 
only 2% of the nation’s dentists work in health 
centers, with rural health centers particularly vul-
nerable.26 Health centers are ideal settings for 
ADHPs to practice, and ADHPs should be cost ef-
fective for the health centers.

Washington ADHPs will receive training in rural 
areas and treat diverse populations close to where 
they live and work. ADHPs will develop research 
and scientific backgrounds to allow them to make 
evidence–based decisions and provide oral health 
care within their defined scope of practice. While 
tribal partnerships will be vital, the ADHP will also 
collaborate with the entire health care team, oral 
health coalitions, public health districts and vari-
ous community–based safety–net organizations. 
EWU faculty and dentists do not view this program 
as re–defining the scope of dental hygiene prac-
tice. Rather, it builds on the already successful 
role of traditional and expanded function dental 
hygienists. The choice to pursue the ADHP mas-
ter’s degree would be up to the dental hygienist, 
much as a dentist chooses to specialize.

Documented Effectiveness of Practitioners 
Similar to the ADHP

Globally, the idea of a mid–level practitioner is not 
a new concept. New Zealand led the world in 1921 
with the preparation and implementation of dental 
nurses (now known as dental therapists).28 While 
many countries have termed their practitioners 
“dental therapists,” the roles and responsibilities 
assigned to them are similar to those proposed by 
ADHA for the ADHP. In addition, while most dental 
therapists began by treating only children, their 
value soon expanded to include adult care as well. 
These 52 countries’ dental therapists share goals 
with the ADHPs, i.e., improved dental care access, 
cost reduction and  oral health for all.27 Similarly, 
the effectiveness and safety of dental therapists 
have been documented in other countries by the 
extent to which they perform quality care and sat-
isfy patients.27 Furthermore, New Zealand dental 
therapists have been highly valued by the public 
for over 80 years.27 Care must be taken to avoid 
preparing new dental workforce personnel that 
are not employable or that would be poorly un-
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derstood by the public and other health profes-
sionals. Recognition and employability are clear 
advantages favoring the ADHP over other models 
that have been proposed.

Working collaboratively with a dentist does not 
mean substituting the ADHP for a dentist – both 
have defined and different scopes of practice. Like 
any mid–level practitioner, the intent of the ADHP 
is to increase efficiency in the oral care delivery 
system and availability of primary care and refer-
ral for persons not served in the existing system. 
Collaboration with other health care and dental 
providers is key for providing access to quality 
care, with improved health indicators, cost con-
tainment and patient satisfaction as additional de-
sirable outcomes.

In multiple settings, quality of care provided 
by mid–level practitioners has been more than 
satisfactory. For example, in Australia, more res-
torations placed by dentists were defective than 
those placed by dental therapists. Also, diagnosis 
and treatment planning decisions were compa-
rable between the 2 provider entities.27 A study 
of Canadian dental therapists revealed that the 
quality of their restorations was better, on aver-
age, than those by dentists, and stainless steel 
crowns were comparable in quality. Canada has 
also documented that the use of dental therapists 
is cost–effective.27

In the United States, dental health aide ther-
apists (DHATs) in Alaska have been performing 
preventive and restorative therapies on inhabit-
ants of rural Alaskan villages since 2005. DHATs 
work using a tele-medicine cart connected via se-
cured internet to the hub clinics and their super-
vising dentists.28 A quality assessment of DHATs 
and chart audits found DHATs to be performing 
safely, performing functioning within the scope of 
training and meeting the standard of care of the 
dental profession.29 Currently, DHATs are only al-
lowed to practice in clinics of the Native Alaska 
Tribal Health consortium in Alaska. In both Cali-
fornia and Iowa, the quality of care rendered and 
the safety of care provided by expanded function 
dental hygienists in nontraditional settings has 
been documented.30,31

Conclusion
Oral health is essential for whole body health. 

Limitations to professional dental hygiene services 
and other primary dental services compromise the 
health of people who have been disenfranchised 
by the current system of dental care delivery. The 
2009 U.S. Oral Health Workforce Summary states 

more than one third of the United States popu-
lation lacks dental coverage. In the early 2000s, 
there were less than 2,000 dental health profes-
sional shortage areas. In 2008, there were over 
4,000 dental health professional shortage areas.32 
If the evidence and mechanism for implementation 
are known, society cannot ignore the people who 
look to dental professionals for leadership, exper-
tise and humanity.

 As learned in Minnesota, a strong professional 
organization and support of other stakeholders can 
be a powerful influence on public policy, increasing 
interest of third party stakeholders in oral health 
policy issues. Dictated by codes of ethics, advocacy 
requires active involvement and ongoing commit-
ment to the health of all people. Through ADHA 
and its partners, a collaborative network will con-
tinue a unified voice on behalf of the uninsured and 
underinsured individuals until access to oral health 
care and other health care policy changes occur. 
The end point of advocacy is the health and welfare 
of the public.33

Any new model of care will create anxiety and 
opposition from those who are satisfied with, and 
benefit from, the existing model. ADHPs supple-
ment rather than compete with dentists, as they 
will be treating patients unlikely to seek care in a 
private dental practice.28 As learned in medicine, 
no single program or oral health provider can do 
it all. To resolve the access to care crises, a team 
must include dentists, dental hygienists, educators, 
nutritionists, nurses, physicians and other health 
care professionals who work together to identify 
and meet the needs of populations. As leaders, 
rather than continuing to promote the status quo, 
we must design and test new ways to improve oral 
health outcomes in a manner that does not dis-
criminate. The ADHP, building upon the already es-
tablished roles of licensed dental hygienists, can 
collaborate with dentists and other health profes-
sionals to reduce existing health disparities. Mov-
ing beyond traditional modes of practice will enable 
improved quality of life for all.

It is likely that the ADHP provider will save criti-
cal health care dollars by making care accessible 
for those who currently receive no care or, when 
in pain, seek costly emergency room care. Further 
cost savings are obvious when considering the pre-
ventive, educational and primary care procedures 
provided by ADHPs that could lead to fewer com-
plex dental problems, reductions in the use of sick 
days and increased workforce productivity. More 
importantly, preventive oral health care for chil-
dren can lead to improved nutrition, positive self 
image and greater success in school.
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