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Abstract 

There are inadequate numbers of dentists able and willing to treat America’s 
children, specifically children from low income and minority populations. This has 
led to the well-publicized disparities in oral health among children. In the early part 
of the 20th century New Zealand faced a significant problem with oral disease among 
its children and introduced a School Dental Service, staffed by allied dental profes- 
sionals with two years’ training in caring for the teeth of children, “school dental 
nurses.” A significant number of countries have adopted the model. This article 
reviews the history of attempts to develop such an approach in the United States. It 
advocates for the development and deployment of pediatric oral health therapists 
as a means of addressing the disparities problem that exists in America with such 
individuals being trained in children’s dentistry in a two-year academic program. 
The article asserts that adding a pediatric oral health therapist to the dental team is 
one way in which the profession of dentistry can fulfill its moral obligation to care for 
the oral health of America’s children and ensure that all children are treated justly. 
Recently, the American Association of Public Health Dentistry promulgated a stra- 
tegic plan that endorsed such an approach. 

Key Words: oral health disparities, access, pediatric oral health therapist, dental 
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”Children may be the victims of fafe- 
they must never be the victims of neglect.” 

John F. Kennedy 

Introduction 
In the January 2004 issue of the 

Journal of Dental Education, I published 
an article entitled, “Developing a Pe- 
diatric Oral Health Therapist to Help 
Address Oral Health Disparities 
Among Children” (1). The article 
called for the development of a new 
member of the dental team, a pediat- 
ric oral health therapist, as a means 
of helping address the significant dis- 
parities in oral health that exist 
among children in the United States. 
It is not necessarily the “bold, new so- 
lution” to the access problem for low 
income and minority children called 
for in a 2002 National Council of State 
Legislatures’ (NCSL) report entitled: 
”Access to Oral Health Services for 
Low Income People” (2). Rather, it is 

an old solution that was boldly under- 
taken by the New Zealand Dental As- 
sociation when, in 1921, they led in 
the development of the now interna- 
tionally famous New Zealand school 
dental nurse, the progenitor of the pe- 
diatric oral health therapist for which 
I continue to advocate in this article 
(3,4,5). 

Disparities and Access. The dis- 
parities that exist in oral health among 
America’s children, and the lack of 
access to oral health care, have been 
played out in the theatre of Oral Health 
in America: A Report of the Surgeon Gen- 
eral (6), and the National Call to Action 
to Promote Oral Health (71, under the 
leadership of the Office of the Surgeon 
General. The details are so well 
known and acknowledged they re- 
quire no rehearsing. 

While numerous barriers to access 
have been identlfied (2,6,8,9), the most 
significant one, in my judgment, are 

the numbers, distribution, education, 
and attitudes of dentists. 

We face a real decline in the actual 
number of dentists practicing in the 
United States, in the face of an ex- 
panding population (6,10,11). Com- 
pounding the problem is the mal-dis- 
tribution and the ethnicity of dentists. 
The number of federally designated 
shortage areas has increased from 792 
in 1993 to 1,895 in 2002 (8). While 
approximately 12% of the population 
is African-American, only 2.2% of 
dentists are; and individuals of His- 
panic ethnicity make up another 
10.7% of the population, yet only 2.8% 
of dentists are Hispanic (12). 

There is a general lack of instruc- 
tion and experience that graduating 
dentists have had in treating children 
that ”affect competency achievement, 
and adversely affect training and 
practice” (13). Furthermore, the num- 
ber of pediatric dentists is not helpful 
in addressing the issue of access for 
children. While there has been a sig- 
nificant increase in the number of spe- 
cialists in pediatric dentistry over the 
past thirty years, there are only 4,357 
such specialists practicing in the 
United States (14) compared with the 
57,000 pediatricians who care for the 
general health of the nation’s children 
(15). 

The attitude of dentists is an addi- 
tional access problem for low-income 
children. Dentists generally do not 
want to treat publicly insured children 
when they are covered by Medicaid 
or the State Children’s Insurance Pro- 
gram (S-CHIP). A 1996 study indi- 
cated that only 10% of America’s den- 
tists participated the Medicaid pro- 
gram (16). A more recent study indi- 
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cates that in the year 2000, approxi- 
mately 25% of dentists received some 
payment from public insurance; how- 
ever, only 9.5% received more than 
$10,000 (17). Additionally, most den- 
tists are as busy as they care to be, as 
they manage the increasing numbers 
of baby-boomers and others who re- 
quire implants, esthetic dentistry, and 
other complex services in high de- 
mand. 

The New Zealand School Dental 
Nurse-Now Therapist. In 1921, a 
group of 30 young women entered a 
two-year training program at 
Wellington, New Zealand to study to 
become “school dental nurses,” and 
in so doing transformed the oral 
health of the children of a country and 
laid the basis for what was to become 
an international movement (3). New 
Zealand’s School Dental Service con- 
tinues to this day, and has developed 
an enviable record in caring for the 
oral health of all children in New 
Zealand. There have been changes 
in the School Dental Service through 
the years, as well as in the training 
program for school nurses. However, 
the basic education and service strat- 
egies of over 80 years ago remain in- 
tact, having stood the test of time. 

In 1998, there were 569 school den- 
tal therapists in the School Dental 
Service (18). (The name change oc- 
curred in 1988 by a vote of the dental 
nurses.) They care for 497,000 school 
children in over 2,000 schools (19). 
Two training programs currently ex- 
ist, one at the national dental school 
at the University of Otago, in Dunedin, 
on the South Island, and one at the 
Auckland University of Technology 
on the North Island. The two educa- 
tional programs each enroll approxi- 
mately 20 new students/year (20). 

New Zealand’s record of oral 
health for children is enviable. All 
children, from age six months 
through age 13, are eligible to partici- 
pate in the School Dental Service and 
receive comprehensive preventive 
and restorative care, without fee, at 
their local school clinic, by the school 
dental therapist. Children, 14-18, and 
those requiring root canal therapy, 
management of dental trauma, or ex- 
traction of permanent teeth, are re- 
ferred to private practitioners who 

serve under contract to the govern- 
ment. While enrollment is not com- 
pulsory, 97% of all school-aged chil- 
dren participate in the School Dental 
Service (21). The School Dental Ser- 
vice is revered as a New Zealand 
”icon” (22). As one colleague ex- 
pressed it, ”the School Dental Service 
has become an integral component of 
the New Zealand culture. To Kiwis it 
is like motherhood and apple pie” 
(23). And, it is highly valued, not only 
by the public, but by dentists as well 
(19). 

While the number of decayed, 
missing, and filled primary and per- 
manent teeth (deft and DMFT) of the 
children of New Zealand and the 
United States is roughly comparable, 
of particular interest are the differ- 
ences in the components of these epi- 
demiological indices. A May, 2003, 
report indicates that 53% of New 
Zealand’s five year olds are caries- 
free, with a mean eft of 1.8 (24). At age 
12-13,42% of children are caries-free 
with a mean MFT of 1.6. What is sur- 
prising and fascinating about these 
data is that the decayed (d/D) com- 
ponents are not included. The Uni- 
versity of Otago School of Dentistry’s 
epidemiologist indicated that these 
data represent children enrolled in the 
School Dental Service and are col- 
lected at the end of each school year 
(23). At that time all decayed teeth 
have either been restored, extracted, 
or have exfoliated. This means that 
(essentially) all of the school children 
in New Zealand are caries free at the 
end of an academic year. 

In 1968, at the Centennial Confer- 
ence on Oral Health held at the 
Harvard School of Dental Medicine, 
Dean John Walsh, of the University of 
Otago School of Dentistry, presented 
a paper entitled, “lnternational Patterns 
of Oral Health Care-The Example of 
New Zealand” (25,26). He suggested 
the utilization of a Care Index, with 
such an index being calculated by de- 
veloping a ratio of the filled teeth com- 
ponent (the f/F) of the deft or the 
DMF’T to the overall deft or DMFT. In 
1968, the Care Index in New Zealand 
was 72%; meaning 72% of all teeth of 
children affected by caries had been 
restored. In the United States, the fig- 
ure was 23%. Dean Walsh made the 

claim that the Care Index provides a 
convenient measure of the effective- 
ness of a country in treating dental 
caries. Today, the Care Index for New 
Zealand children is (essentially) 
100% (24). In the United States, while 
significantly improved from 1968, it 
is 63.3% for primary teeth and 74.0% 
for permanent teeth through age 14 
(27). Of note is that the Care lndex 
drops significantly for U.S. children 
when adjusted for family income. For 
primary teeth it is 72.3% for children 
at 300% of the federal poverty level 
(FPL), but only 48.7% for children at 
100% of the FPL. For permanent teeth 
it is 93.2% for children at 300% of the 
FPL, and only 72.3% for children at 
the 100% of the FPL (27). Such dis- 
parities help underscore the access to 
care issue for poor children. 

Training Dental Therapists in 
New Zealand. Admission to one of 
the two dental therapy training pro- 
grams in New Zealand is based on 
graduation from high school. The 
curriculum is offered over two aca- 
demic years, each of approximately 
32 weeks’ duration; total curriculum 
clock hours are 2,400. Approximately 
760 hours of the curriculum is spent 
in the clinic treating children. Upon 
graduation, individuals entering the 
School Dental Service must serve for 
one year with another school dental 
therapist. 

The New Zealand school dental 
nurse/therapist has served as a pro- 
totype for adding such a member to 
the dental team in many countries 
throughout the world, although the 
specific approach, including practice 
environments and restrictions, vary 
from country to country. The World 
Health Organization documents 42 
countries with some variant of a den- 
tal therapist including: Australia, 
China (Hong Kong), Singapore, Thai- 
land, Malaysia, Great Britain, and 
Canada (28). The typical justification 
for developing and deploying dental 
therapists in these countries has been 
an inadequacy of the dental 
workforce which adversely affects 
access to oral health care (29). 

The Canadian Experience. The 
Canadian experience is relevant as it 
is apparently the only country in the 
Western Hemisphere to have a train- 
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ing program for dental therapists. 
The National School of Dental 
Therapy for Canada exists as a com- 
ponent of the First Nations Univer- 
sity of Canada, in Prince Albert, 
Saskatchewan. The School began in 
1972 at Fort Smith, in the Northwest 
Territories, and was modeled after 
New Zealand’s program (30). The 
mission was to train dental nurses, 
in a two-year program, to provide care 
to the remote First Nation (aboriginal 
Indians) and Inuit (Eskimo) villagers 
of the Canadian North, where dental 
care was virtually inaccessible. In 
1984, the School was moved to Prince 
Albert, Saskatchewan, due to an in- 
adequate supply of patients in the Fort 
Smith area. The School continues to 
prepare dental therapists today, with 
an emphasis on training aboriginal 
people to care for aboriginal people, 
specifically those on First Nation re- 
serves and in the North (31). The cur- 
riculum is similar to the one in New 
Zealand. 

Dental therapists are able to work 
for Health Canada (Canada’s minis- 
try of health) on federal First Nation 
reserves throughout Canada, with the 
exception of the provinces of Ontario 
and Quebec. There are 88 dental 
therapists so employed today (32). 
Recent legislation (2001) enables 
therapists to also work in private den- 
tal offices in the Province of 
Saskatchewan, under the indirect su- 
pervision of a dentist (33). Currently, 
there are 208 registered dental thera- 
pists in Saskatchewan, with 184 hold- 
ing active registrations to practice 
(34). 

Double blind studies of the work 
of the Canadian dental therapists, in 
comparison to federal dentists, have 
been conducted (31,35). The results 
indicated that the quality of restora- 
tions placed by dental therapists were 
equal to those placed by dentists. 
Trueblood has documented the cust- 
benefit effectiveness of the federal den- 
tal therapists in a doctoral disserta- 
tion published in 1992 (36). 

The United States Experience. In 
1949, the Massachusetts legislature 
passed legislation authorizing the 
acceptance of funding by Forsyth Den- 
tal Infirmary for Children from the 
Children’s Bureau to institute a re- 

search project to train individuals, in 
a two year program, to prepare and 
restore cavities in children’s teeth 
(37,381. The program was to be con- 
ducted under the supervision of the 
Department of Health and the Board 
of Dental Examiners. The passage of 
this legislation provided for the estab- 
lishment of an experimental dental 
care program for children similar to 
the school dental nurse of New 
Zealand. 

The reaction and response of or- 
ganized dentistry was swift and 
strong. The ADA House of Delegates 
passed resolutions “deploring” the 
program; expressing the view that any 
such program concerning the devel- 
opment of ”sub-level” personnel, 
whether for experimental purposes or 
otherwise, be planned and developed 
only with the knowledge, consent, and 
cooperation of organized dentistry; 
and stating that a teaching program 
designed to equip and train person- 
nel to treat children’s teeth cannot be 
given in a less rigorous course, or in a 
shorter time, than that approved for 
the education of dentists (37). Faced 
with increasing pressure from orga- 
nized dentistry, the Massachusetts 
governor signed a bill in July, 1950, 
rescinding the enabling legislation 
(39). 

In 1970, under the leadership of 
Dr. John Hein and Dr. Ralph Lobene, 
the Forsyth Dental Center initiated 
what was subsequently designated, 
and described in a book by the same 
title, The Forsyth Experiment (40). The 
House of Delegates of the Massachu- 
setts Dental Association had recently 
passed a resolution favoring research 
on expanded function dental auxilia- 
ries. Forsyth communicated to both 
the Massachusetts Board of Dental 
Examiners and to the Massachusetts 
Dental Society its plans to initiate a 
research project to train dental hy- 
gienists in anesthesia and restorative 
therapy for children. In October of 
1973, the Board of Dental Examiners 
notified Forsyth that a hearing would 
be held to review their project. Subse- 
quently, the State Board voted unani- 
mously that the drilling of teeth by hy- 
gienists was a direct violation of the 
dental practice act of Massachusetts. 
Forsyth was forced to close its ”ex- 

periment” in June of 1974, but not be- 
fore it was able to objectively docu- 
ment that hygienists could be taught 
to provide quality restorative dental 
care effectively, and in an efficient and 
cost-benefit effective manner. 
Whereas the projected curriculum 
time to achieve the competencies was 
47 thirty-hour weeks, the project was 
able to achieve its desired training 
outcomes in 25 weeks. 

In February, 1972, Dr. John Ingle, 
Dean of the University of Southern 
California School of Dentistry (USC) 
proposed the use of school dental 
nurses, as employed in New Zealand, 
to address the problem of dental car- 
ies in school children (41). USC sub- 
sequently applied for a training grant 
of $3.9 million from the Public Health 
Service to train dental nurses, with 
Dr. Jay Friedman as the program di- 
rector. At the same time, then-Gover- 
nor of California, Ronald Reagan es- 
tablished a committee to study the 
functions of all dental auxiliaries in 
order to make recommendations to 
the California legislature and the State 
Board of Dental Examiners (42). As a 
result of these two significant devel- 
opments, the two existing California 
Dental Associations established a 
committee to: study the New Zealand 
dental care system; the relationship 
of the school dental nurse to private 
practice; assess the work of the school 
dental nurse; and compare the New 
Zealand and California systems (42). 
The Committee’s report was pub- 
lished in April of 1973 in the Journal 
of the Southern California Dental Asso- 
ciation (42), and subsequently summa- 
rized in the Journal of the American 
DentaZ Association (JADA) (43). The re- 
port stated that “there is little doubt 
that dental treatment needs related to 
caries for most of the New Zealand 
children age 2 $4 to 15 have been met.” 
However, the report concluded that 
the public of California would ”prob- 
ably not” accept the New Zealand 
type of school dental service, as it 
would be perceived as a ”second class 
system.” Drs. Ingle and Friedman 
wrote sharp rebukes of the 
Committee’s report, pointing out the 
inconsistencies of the objective find- 
ings of the investigation in relation to 
the subjective conclusions of the re- 
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port, which they judged to be drawn 
to placate the practicing profession in 
California (44,45). Dunning also criti- 
cized the report’s conclusions in a let- 
ter to the JADA editor (46); and 
Goldhaber, in a Journal of Dental Edu- 
cation article, called the committee’s 
conclusion, “absurd“ (47). The grant 
application of Drs. Ingle and Fried- 
man was not funded. Dean Ingle sub- 
sequently resigned his position as 
dean of the School of Dentistry to join 
the staff of the Institute of Medicine. 

Between 1972 and 1974, at the 
University of Kentucky, another ex- 
panded functions project, supported 
by the Robert Wood Johnson Foun- 
dation, took place (48). This also in- 
volved the training of dental hygien- 
ists in restorative dentistry. Thirty- 
six students, who were completing a 
four-year baccalaureate program in 
dental hygiene, participated in a com- 
pressed curriculum that provided 200 
hours of didactic instruction in 
children’s dentistry, as well as 150 
hours of clinical practice. The pro- 
gram was specifically addressed to 
providing primary care for children, 
including administration of local an- 
esthesia, restoration of teeth with 
amalgams and stainless steel crowns, 
and pulp therapy. Toward the con- 
clusion of the curriculum, the hygien- 
ists participated in a double blind 
study comparing their restorative 
skills with fourth year students. No 
significant differences were found 
between the quality of their work and 
that of the graduating dentists. 

At the College of Dentistry at the 
University of Iowa a five year project, 
conducted between 1971-76, and sup- 
ported by the W.K. Kellogg Founda- 
tion, trained dental hygienists to per- 
form expanded functions in restor- 
ative dentistry and periodontal 
therapy for both children and adults. 
The results were the same as the stud- 
ies at Forsyth and Kentucky. Hygien- 
ists could be effectively trained, in a 
relatively brief time period to perform, 
at a comparable quality level, proce- 
dures traditionally reserved for den- 
tists (49). 

Developing Pediatric Oral Health 
Therapists. A curriculum for devel- 
oping pediatric oral health therapists 

exists, and has been documented to 
be effective in multiple countries 
throughout the world. It is the tradi- 
tional curriculum of the school den- 
tal nurse/ therapist. The curriculum 
for a pediatric oral health therapist 
could be considered comparable to the 
two-year academic (associate degree) 
curriculum for preparing dental hy- 
gienists. The primary difference 
would be the focus of the training, 
with that of the hygienist being on 
periodontal disease, particularly in 
the adult; and the therapist on dental 
caries, specifically as related to the 
child. The curricula would share 
many areas of commonality, such as 
the basic biomedical sciences, oral bi- 
ology, preventive dentistry, infection 
control, the diagnostic sciences, and 
radiography. Evidence suggests that 
the perceptual motor skills required 
to restore children’s teeth are no more 
complex than those required to per- 
form root planning and curettage and 
can readily be taught to individuals 
with a high school degree, outside the 
context of earning a baccalaureate de- 
gree, and participating in a four-year 
professional degree course in den- 
tistry. 

While it may be possible to shorten 
the two-year academic training pe- 
riod, were the matriculates in such a 
program dental hygienists, there is 
reason to encourage hygienists to con- 
tinue to be the expanded function al- 
lied dental professional for managing 
adult periodontal health and disease. 
Hygienists are too valuable in their 
current role, particularly in the con- 
text of their relative shortage and the 
aging of the population, with con- 
comitant needs for periodontal 
therapy. Rather, it appears more rea- 
sonable to create a new allied profes- 
sional for the dental team who focuses 
on the unique oral health needs of 
children, specifically as these relate 
to the problem of dental caries. 

It is tempting to want to designate 
these proposed pediatric oral health 
therapists ”midlevel practitioners.” 
However, they do not fit this descrip- 
tor as such a designation is typically 
applied to nurse practitioners and 
physician’s assistants, The entry- 
level education for nurse practitioners 

is the master’s degree (501, and by 
2006, all physician’s assistants train- 
ing programs will be at the master’s 
degree level as well (51). It is more 
appropriate to relate a pediatric oral 
health therapist to a registered nurse 
with an associate’s degree. There are 
approximately 750 two-year regis- 
tered nursing programs operational 
in the United States (52). Or, as has 
been suggested, the pediatric oral 
health therapist could be related to a 
registered dental hygienist with simi- 
lar such associate degree credentials. 
Of the 260 dental hygiene programs 
in the U.S., 230 are two-year associate 
degree programs. Only 30 programs 
offer a baccalaureate degree (53). The 
average curriculum clock hours for a 
two-year dental hygiene program is 
1,948,(54) a period of instruction com- 
parable to international training pro- 
grams in dental therapy. 

Deploying Pediatric Oral Health 
Therapists. To effectively address the 
access problem, it appears clinicians 
must go to where children are located. 
As in New Zealand, the most logical 
place to capture this audience is in 
the school system. As Dunning stated 
over 30 years ago, “any large-scale in- 
cremental care plan for children, if it 
is to succeed, must be brought to them 
in their schools” (55). It is reasonable 
to deploy pediatric oral therapists in 
mobile vans to provide care on a fi- 
nancial needs-tested basis, for ex- 
ample, to all Medicaid and S-CHIP 
eligible children in a school, moving 
through the year from one school to 
another. Such a program, begun in 
an incremental manner with the 
youngest children (with the least cari- 
ous experience and the greatest po- 
tential for implementation of preven- 
tive care), would seem to be a cost- 
effective way of managing the oral 
health needs of our poorest and needi- 
est children. In New Zealand, a den- 
tal therapist with an assistant is re- 
sponsible for 1,450 children (19). The 
Commonwealth of Kentucky has es- 
sentially the same population as New 
Zealand. Kentucky has 384,832 chil- 
dren ages 5-11 (K-6). Of these, ap- 
proximately 43% (or 172,418 chil- 
dren) live at a Ievel of 200% of poverty 
or below, and are eligible for Medic- 
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aid/S-CHIP benefits (56). To manage 
this number of children would require 
212 dental therapists based on the 
New Zealand model. While no direct 
economic comparisons can be made, 
due to the significantly different cir- 
cumstances, it is interesting to note 
that New Zealand spends approxi- 
mately $34 million (US) caring for all 
enrolled children, ages 6 months 
through 17 years; (57) and Kentucky’s 
dental expenditures for children 
Medicaid/S-CHIP alone in 2002-03 
were approximately $40 million (58). 

Possibly a more realistic environ- 
ment for initially introducing the pe- 
diatric oral health therapist in the US.  
is the Indian Health Service (IHS). 
Dental caries is rampant among the 
American Indian/Alaskan Native 
population. These children have the 
highest decay rate of any population 
cohort in the U.S., five times the U.S. 
average for children 2-4 years of age 
(6). The IHS continues to experience 
great difficulty in attracting dentists; 
approximately one-fourth of the den- 
tist positions at 269 IHS and tribal fa- 
cilities were vacant in April of 2000 
(9). The dentist/population ratio in 
the IHS is 33/100,000, or one dentist 
for every 2,800 individuals (59). Be- 
cause dentistry in the Indian Health 
Service is practiced on federal reser- 
vations, state dental practice acts are 
not applicable. Such a circumstance 
eliminates a significant barrier to de- 
ploying pediatric oral health thera- 
pists. 

In 2001, the Forsyth Institute ap- 
proached the Robert Wood Johnson 
Foundation for funding to develop a 
training program at Forsyth for pedi- 
atric oral health therapists. When 
funding was not forthcoming, the 
leadership of the Alaska Native Tribal 
Health Consortium proceeded, in 
2003, to send six Alaskan students to 
the University of Otago in New 
Zealand to train as therapists. Six ad- 
ditional Alaskan students enrolled in 
the training program in January of 
2004. The Alaska Tribal Health Con- 
sortium is financing the training of 
these individuals, the first of whom 
wdl return in December of 2004 to sov- 
ereign tribal lands and provide oral 
health care for children. They will 

practice in the context of the Commu- 
nity Health Aide Program (CHAP), a 
program authorized by federal stat- 
ute in which Tribes provide primary 
health care throughout Alaska. The 
program has been in existence for 36 
years. There are over 500 CHAs in 
Alaska, working in 180 villages, pro- 
viding culturally sensitive health care 
to fellow villagers. A component of 
the CHA program is the Dental 
Health Aide (DHA). There are three 
levels of functioning for a DHA; the 
returning therapists constitute the 
highest level, a DHA 111. CHAs, in- 
cluding DHAs, must meet specific 
training requirements, undergo a pro- 
tracted preceptorship, and have their 
skills re-evaluated every two years. 
Continuing education is required for 
continued certification. CHAs and 
DHAs are recruited from villages they 
will return to serve. This helps en- 
sure culturally competent care, as well 
as sustainable jobs in areas that need 
them most. 

The American Dental Association 
learned of the Alaskan students study- 
ing dental therapy in New Zealand 
and the intention for them to return to 
the tribal areas to practice. At the Oc- 
tober, 2003, annual session in San 
Francisco, the House of Delegates 
passed Resolution 50H-2003, calling 
for a task force to ”explore options for 
delivering high quality oral health 
care to Alaska Natives,” and to sub- 
mit a report to the Board of Trustees 
in time for recommendations to be 
brought to the 2004 House of Del- 
egates (60). 

The Alaska Native Oral Health Ac- 
cess Task Force submitted its report 
to the ADA Board of Trustees in Au- 
gust of 2004. Based on the Task 
Force’s recommendations, the Board 
advanced to the House of Delegates 
at the ADA’s October 2004 Annual 
Session Resolution 24, subsequently 
amended and passed by the House of 
Delegates as Resolution 24s-2. 
Among the 14 elements of the resolu- 
tion to address access to oral health 
care for Alaska Natives were two deal- 
ing specifically with the advanced 
level Dental Health Aide I11 (pediatric 
oral health therapist): (1) “the ADA 
work with the ADS [Alaska Dental 

Society] and tribal leaders to seek fed- 
eral funding with the goal of placing 
a dental health aide (i.e., a Dental 
Health Aide I or 11) trained to provide 
oral health education, preventive ser- 
vices and palliative services (except 
irreversible procedures such as tooth 
extractions, cavity and stainless steel 
crown preparations and pulpoto- 
mies) in every Alaska Native village 
that requests an aide;” and (2) ”The 
ADA is opposed to non-dentists mak- 
ing diagnoses or performing irrevers- 
ible procedures.” The resolution 
passed the House of Delegates over- 
whelmingly on a voice vote (61). 

Subsequently, the ADA initiated 
an effort to amend the Indian Health 
Care Improvement Act which was in 
the process of being reauthorized by 
the Congress in the closing days of 
the 108th Congress. This Act autho- 
rizes development and operation of 
the Community Health Aide Pogram, 
which includes Dental Health Aides. 
House Bill HR 2440 was amended at 
mark-up (House Report 108791, Sec- 
tion 121, #7) to read ”ensure that no 
dental health aide is certified under 
the program to perform treatment of 
dental caries, pulpotomies, or extrac- 
tions of teeth.” The Senate version of 
the HR 2440 was S 556. The ADA’s 
amendment was not successful as re- 
authorization of the Indian Health 
Care Improvement Act was not able 
to be accomplished by the 108‘“ Con- 
gress; reauthorizing legislation will 
have to be re-introduced in the 109th 
Congress (61). 

It seems clear that organized 
dentistry’s opposition to developing 
a member of the dental team to pro- 
vide primary care for underserved 
children has not changed since the 
first attempt to do so in 1949 at 
Forsyth. It is important to note that 
this current opposition is in the con- 
text of having individuals trained as 
therapists provide care to native Alas- 
kan children in remote areas who es- 
sentially have no access to oral health 
care. 

A third potential environment for 
pediatric oral health therapists is in 
private dental offices, as exists in 
Saskatchewan. In such, therapists 
could work under the supervision of 
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a dentist, serving as a dentist-extender 
for children’s primary care, in much 
the same manner a dental hygienist 
serves in such a role for adult peri- 
odontal care. Saskatchewan dentists 
testify to the significant economic re- 
turn on their investment in employ- 
ing dental therapists apart from the 
opportunity it provides to care for 
more patients than could be cared for 
without such personnel. That is im- 
proved access. It would be in 
dentistry’s economic self-interest to 
develop and deploy pediatric oral 
health therapists in private dental of- 
fices. 

A final potential environment for 
pediatric oral health therapists is the 
least desirable one, from the perspec- 
tive of dentistry-the offices of 
America’s pediatricians. The major- 
ity of children are seen regularly by 
the nation’s 57,000 pediatricians. In 
fact, the typical infant/child has had 
12 visits to the pediatrician by age 
three, providing multiple opportuni- 
ties for early intervention to effect pre- 
ventive and therapeutic oral health 
care (62). Recently, the Public Health 
Practice Office of the Centers for Dis- 
ease Control funded a study of the 
dental practice acts of all 50 states and 
the District of Columbia to determine 
the limitations the individual state 
practice acts place on individuals, 
other than licensed dentists, to pro- 
vide oral health care (63). The results 
of the study 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 den- 
tistry is not practiced ”as a specialty.” 
In nine 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. It is interesting to 
speculate what might happen if a pe- 
diatrician were to hire a dental thera- 
pist trained in Canada, New Zealand, 
or another country, and began to of- 
fer primary oral health care for chil- 
dren in his or her office. In 2001, the 
average pediatrician earned 
$150,0OO/year,(64) whereas that 
same year the average pediatric den- 

tist earned $293,320 (65). It has been 
expressed in the past that the revolu- 
tion we are experiencing in health 
care, both in therapeutic approaches 
and the environment of practice, is 
such as to encourage physicians to 
become more adventuresome in ex- 
panding their services to include den- 
tistry (66). Pediatricians are now re- 
ceiving training in oral health care in 
a number of settings around the coun- 
try and are conducting oral exams 
and applying fluoride varnish to 
children’s teeth, for which they are 
being remunerated (67). Competition 
in the marketplace of health care could 
lead to undesirable economic conse- 
quences for dentistry, absent the pro- 
fession aggressively addressing the 
oral health disparities among the 
nation’s children. 

Social Justice. Kopleman and 
Palumbo have published a thought- 
ful and compelling article in the 
American Tournal of Law and Medi- 
cine entitled: “The U.S. Health Deliv- 
ery System: Inefficient and Unfair to 
Children” (68). The paper explores 
the four major ethical theories of so- 
cial (distributive) justice: utilitarian- 
ism; egalitarianism, libertarianism, 
and contractarianism. They conclude 
that no matter which theoretical 
stance you take, children should re- 
ceive priority consideration in receiv- 
ing health care. Yet, our children do 
not even receive equal, much less pri- 
ority, consideration. 

One of the most important and in- 
fluential books of political philosophy 
written in the 20th century was A 
Theory of rustice by the late Professor 
John Rawls of Harvard University 
(69). In it Professor Rawls carefully 
explicates the nature of justice. In his 
model of justice, social and economic 
arrangements would be such as to 
maximally benefit the worst off. Given 
a Rawlsian view of social justice, our 
nation’s oral health care system, if is 
it to be just, must be such as to be com- 
mitted to maximally benefiting the 
“worst off.” Our disparities and ac- 
cess problems are visited dispropor- 
tionately on socio-economic groups 
that are the least well off. Norman 
Daniels, professor of bioethics and 
population health at the Harvard 

School of Public Health, agrees with 
Rawls, and argues that a just society 
should provide basic health care to 
all, but redistribute health care more 
favorably to children (70). He justi- 
fies this conclusion based on the af- 
fect health care has on equality of op- 
portunity for children; with equality 
of opportunity being a fundamental 
requirement of justice. As noted, poor 
and minority children, the most vul- 
nerable individuals in our nation, and 
the ”worst off,“ have the highest preva- 
lence of oral disease, the poorest ac- 
cess to oral health care, and the poor- 
est overall oral health. Justice de- 
mands they be maximally benefited, 
in order that they ultimately have 
”equal opportunity” to do well. 

Con c 1 us i o n 
The time has come for the profes- 

sion of dentistry to seriously and cou- 
rageously provide access to oral 
health care for all of America’s chil- 
dren in such a manner that major bar- 
riers are destroyed and so that par- 
ents, regardless of their economic sta- 
tus, ethnicity, or cultural circum- 
stance, can be assured their children 
will be treated justly by society, in that 
they have an equal opportunity, with 
other children, for good oral health. 
A method that can be effective in 
achieving such is the development 
and deployment of pediatric oral 
health therapists, allied professionals 
uniquely trained to care for the oral 
health of children. To its credit, the 
American Association of Public 
Health Dentistry has endorsed the 
concept of a pediatric oral health 
therapist in its strategic plan, released 
in April of 2004 (71). 
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