
Examining Whether Dental Therapists Constitute a
Disruptive Innovation in US Dentistry

Dental therapists—mid-

level dental providers who

are roughly analogous to

nurse practitioners in med-

icine—might constitute a

disruptive innovation with-

in US dentistry.

Proponents tend to claim

that dental therapists will

provide more equitable ac-

cess to dental care; oppo-

nents tend to view them

from a perspective that fo-

cuses on retaining the cur-

rent attributes of the dental

profession. Therapists dis-

play traits similar to those of

disruptive innovations: their

attributes are different from

dentists’, they may not ini-

tially be valued by current

dental patients, they may

appeal to current dental un-

derutilizers, and they may

transform the dental deliv-

ery system.

Whether dental therapists

constitute a disruptive inno-

vation will only be deter-

mined retrospectively. (Am

J Public Health. 2011;101:

1831–1835. doi:10.2105/

AJPH.2011.300235)
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ACCORDING TO CHRISTENSEN

et al.,

In any industry . . . while the
dominant players are focused on
improving their products and
services . . . they miss simpler,
more convenient, and less costly
offerings initially designed to ap-
peal to the low end of the mar-
ket1(p104)

Christensen et al. called such
offerings ‘‘disruptive innova-
tions.’’1 Dentistry in the United
States may be facing a disruptive
innovation in the form of dental
therapists, midlevel dental pro-
viders who are roughly analogous
to nurse practitioners in medicine.
Dental therapists deliver services
that in the United States are tra-
ditionally provided only by den-
tists, such as fillings and extrac-
tions. I examine whether dental
therapy might constitute a disrup-
tive innovation within US den-
tistry. I then report and analyze
the antithetical position statements
of organizations supporting dental
therapy (primarily public health
and advocacy groups) and oppos-
ing it (primarily associations of
dentists) in light of this model.

Bower and Christensen said that
disruptive innovations have 2 es-
sential characteristics: (1) they
‘‘present a different package of per-
formance attributes––ones that, at
least at the onset, are not valued by
existing customers,’’ and (2) they
develop ‘‘the performance attributes
that existing customers do value’’
until they ‘‘invade established mar-
kets.’’2 The authors warned that by
time the innovation is established, ‘‘it
is often too late’’ for the preexisting
providers to retain market control,

and the ‘‘pioneers of the new tech-
nology dominate the market.’’2 This
formulation, borrowed from the
business literature and applied to
health care,1 captures proponents’
aspirations to equity as well as oppo-
nents’ protective concerns that open-
ing the door to innovation will lead
to a slippery slope of eroding market
share or professional authority.

For proponents of dental ther-
apy, development and deployment
of therapists in the United States
constitutes an appropriate, albeit
potentially disruptive, innovation.
Such deployment, they assert,
could increase dentists’ efficiency
and effectiveness while allowing
safe, high-quality essential dental
services to be provided to the ‘‘low
end of the market’’––those whose
social and financial circumstances
limit their access to dental care. For
opponents, the development and
deployment of therapists in the
United States constitutes an inap-
propriate and definitely disruptive
innovation that threatens the very
definition of the term ‘‘dentist.’’
Opponents also believe that the
advent of dental therapy augurs
poorly for dentists’ preeminence
because once a therapist is estab-
lished, he or she may seek ever-
greater authority and autonomy.

Dental therapists differ from
other existing and proposed mid-
level dental providers in their po-
tential to be disruptive. Nondentist
oral health care providers include
dental hygienists, dental assistants,
expanded-function dental hygienists
or assistants, advanced dental hy-
giene practitioners, pediatric oral
health educators, and community

dental health coordinators.3---5

Unlike most of these others, the
therapist’s duties include functions
that, in the United States, until re-
cently have been reserved for den-
tists alone. In sharp distinction to the
United States, dental therapy has
been established in many other
countries for many decades.6,7 Its
gradual introduction in the United
States occurred in 2003 through the
dental health aide therapist program
administered by the Alaska Native
Tribal Health Consortium,8 and in
2009 through authorizing action by
the Minnesota state legislature.9

Considering the potential for in-
novation to better serve the public’s
health, Christensen et al. suggested 4
approaches for system transforma-
tion: (1) ‘‘Create––then embrace––
a system where the clinician’s skill
level is matched to the difficulty of
the medical problem,’’ (2) ‘‘invest less
money in high-end complex tech-
nologies and more in technologies
that simplify complex problems,’’ (3)
‘‘create new organizations to do the
disrupting,’’ and (4) ‘‘overcome the
inertia of regulation.’’1

DENTAL THERAPY
ANALYZED AS A
DISRUPTIVE INNOVATION

The following comparison of the
attributes of disruptive innovations
with dental therapy may reveal
whether dental therapy constitutes
a disruptive innovation.

Different Package of

Performance Attributes

In Australia, Canada, England,
New Zealand, and the Netherlands,
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the attributes of dental therapists
differ from those of dentists.5

Therapists receive less training
than dentists, typically over a pe-
riod of 2 to 3 years after the
therapist completes secondary
school. They commonly are
recruited from underserved popu-
lations, with the goal of lessening
sociocultural, language, and income
disparities between providers and
patients. They deliver a smaller
range of services than dentists do,
and they defer to the dentist for
more complex procedures and for
management of complex patients.
They are most often deployed
where underserved populations
disproportionately seek care (e.g.,
in safety-net locations such as
school- and community-based
clinics, where only about 5% of
dentists practice).10 Although ther-
apists may be deployed in tradi-
tional dental offices, their uptake by
private practitioners is modest, as is
the uptake of expanded-function
dental assistants in the United
States. For instance, in the United
Kingdom most employing dentists
delegate a narrower range of ser-
vices to therapists than therapists
are trained to deliver.11,12 Propo-
nents of dental therapy argue that
these attributes are essential for
addressing disparities in availability
and acceptability, but opponents
argue that these attributes consti-
tute second-class care that could
endanger the health and safety of
patients and the public.

Not Valued by Existing

Customers

Existing customers are the
higher-income and commercially
insured Americans who utilize
dental services at twice the rate of
poor and low-income Americans,
many of whom have public cov-
erage.13 Existing customers re-
ceive dental services exclusively
from dentists, predominantly in

the private sector. Because these
patients are well-served, at least to
their desired level of care, they
have little need for or interest in
receiving care from dental thera-
pists. Caswell Evans, editor of the
US surgeon general’s report Oral
Health in America, summarized
the status quo thus: ‘‘US dental
care works well for those who can
access it and afford it. The others
are left out in the cold and they
suffer the consequences’’ (e-mail
communication, Caswell A. Evans,
DDS, MPH, University of Illinois,
February 2011). Proponents of
dental therapy in the United States
point to the substantial proportion
of the US population who report
being unable to access dental ser-
vices when desired. Opponents
champion the satisfaction of pa-
tients who do receive care from
dentists and caution against care
that they believe would be insuf-
ficient and of poorer quality if
delivered by therapists to those
who are currently underserved.

Appeal to Low End of Market

and Invade Established Markets

The low end of the market
comprises the 44% of Americans
who do not access dental services
in a given year. A disproportionate
number of these individuals have
low and modest incomes and are
racial/ethnic minorities.13 Their
numbers include many children,
immigrants, migrants, disabled
people, frail elders, and institu-
tionalized people. Most are eligible
for or enrolled in public insurance
programs (Medicaid and Chil-
dren’s Health Insurance Pro-
grams), but access to care under
these programs is markedly con-
strained by the paucity of actively
participating providers.14 Propo-
nents suggest that dental thera-
pists will increase access for these
individuals, but opponents argue
that without legal constraints on

deployment that would limit
therapists exclusively to the safety
net, therapists will migrate to the
private sector and displace care
that is now provided by dentists.

Simpler, More Convenient,

and Less Costly Offerings

All agree that therapists’ ser-
vices are simpler (i.e., that they
provide care that is more basic
and limited than that provided by
dentists). However, there is strong
disagreement over whether the
care they provide is more conve-
nient and less costly. Proponents
claim that convenience is assured
when therapists are deployed in
inner-city neighborhoods and ru-
ral or frontier areas where dentists
are sparse. They also say that
convenience is further assured
when the therapists’ sociocultural
and language attributes match
those of the populations they
serve. Opponents note that having
to access 2 different providers––
the therapist for basic services and
the dentist for advanced services––
is inherently inconvenient, may be
redundant, and may disrupt the
dentist---patient relationship.
Whether institutionalizing dental
therapists is less costly will depend
on whether duplication in pro-
viders arises and whether the
profit arising from care provided
by lower-paid therapists accrues to
dentists, insurers, or patients.

Systems Transformation

The principle of matching clini-
cians’ skill level to the difficulty of
the problem requiring treatment
is also hotly debated. Proponents
argue that much of what dentists
do can be readily delegated,
whereas opponents claim that the
full range of a dentist’s knowledge
and skills are essential to provide
comprehensive, high-quality care.
Investing in dental therapists
rather than more dentists is also

controversial. Proponents assert
that having more of the same
providers will only produce more
of the same disparities, but oppo-
nents suggest that the supply of
providers is inconsequential
(although their distribution may
be significant) because the prob-
lem too often lies in the failure of
underserved populations to seek
needed care except when in pain.
Proponents note that program ac-
creditation for education and
training of dentists and hygienists
currently falls exclusively to the
American Dental Association’s
Council on Dental Accreditation,
whereas education and training of
medical providers is split between
agencies that accredit physicians,
nurses, nurse practitioners, and
physician assistants. Thus, propo-
nents call for new organizations, in
the words of Christensen et al., ‘‘to
do the disrupting,’’1 whereas op-
ponents seek to have the Council
on Dental Accreditation accredit
new dental therapy programs.
There are also antithetical views of
the ‘‘inertia of regulations,’’ specif-
ically the impact of state dental
practice acts, with proponents
suggesting that these acts limit in-
novation and exist primarily to
protect the status quo, and oppo-
nents arguing that they protect the
public’s health and safety.

Taken together, these attributes
suggest that the elements of dis-
ruptive innovation apply to the
dental therapist debate and help
explain the antithetical position
statements of its proponents and
opponents.

EXAMPLES OF
PROPONENTS’ AND
OPPONENTS’ VIEWS

Proponents of dental therapy
include a variety of public health
and consumer groups, as well as
organizations committed to social
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justice and equitable health care.
The American Dental Hygienists’
Association, representing its non-
dentist membership, is also a sup-
porter of new midlevel providers.
Proponents tend to advocate for
the interests of the underserved
public as opposed to the interests
of the professions. They rely on
considerable experience in other
countries6,7 and newer experience
in Alaska8 to support their posi-
tion, including evidence of safe,
technically appropriate care.15,16 In
so doing, they endorsed what Bower
and Christensen characterized as the
‘‘different package of performance
attributes’’ of therapists compared
with dentists, and they suggested that
these new attributes would be well-
received by patients (i.e., those who
are currently underserved). Propo-
nents tend to view therapists as
expanding rather than displacing the
current availability of care providers.

Opponents are predominantly na-
tional and state dental associations
whose members are dentists and
whose missions extend to protection
of the public’s health and safety. By
definition, they represent the interests
of the profession and tend to reflect
the protective impulse that supports
the status quo. In terms of disruptive
innovation, they raise concerns about
the performance attributes of thera-
pists, suggesting that the public’s
health and safety are likely ill-served
by therapists who are less educated
and trained than dentists. They
question the social acceptability of
therapists and thereby raise
doubts that patients will value
therapists. Most centrally, in light
of disruptive innovation oppo-
nents raise specific concerns about
dentists being displaced by this
‘‘new technology.’’ Yet, careful
reading of opponents’ position
statements suggests nuances that
often seek middle ground.

All agree that disparities in
oral health care result from a

complexity of interwoven factors
contributed by the professions, con-
sumers of dental care, and structures
of the dental care system. On the
consumer side are etiologies rooted
in social determinants, shortcomings
of public insurance, health illiter-
acy, and valuation of dental care,
particularly when such care com-
petes with other needs and interests.
On the professional and systems side
are issues of financing, workforce
supply, adequacy of the dental safety
net, and public health infrastructure.
Each group views the various roles
of government differently, with
consumer-focused groups seeing
government as acting on behalf of
the underserved, and professional
groups seeing government as acting
in the interest of public health and
safety.

The ongoing debate over dental
therapists is spurred by a number
of drivers, including the persistence
of access and utilization dispa-
rities; congressional interest as
expressed in the 2009 reauthori-
zation of the Children’s Health
Insurance Program,17 the health
care reform legislation of 2010,18

congressional hearings,19,20 and
a report by the US Government
Accountability Office14; action by
state policymakers21; professional
interests; foundation concerns;
and an Institute of Medicine
workshop.3

Proponents’ Statements

Among therapy proponents, the
Pew Children’s Dental Campaign
asserts that

[n]ew provider types may offer
a way for states to help ensure
that vital and routine dental care
is accessible to constituents re-
gardless of age, race, ethnicity,
income, geographic location or
insurance status4

and that the Minnesota law au-
thorizing dental therapists ‘‘will
likely ensure dental care for many

children who are underserved.’’22

Community Catalysts, a consumer
advocacy organization, described
dental therapists as offering ‘‘a
tangible and proven way to deliver
affordable care.’’23 The American
Dental Hygienists’ Association,
commenting on a study of the
Alaska Native dental therapist
program,24 noted that alternative
providers positively affect access
to care.25 Similarly, the American
Association of State and Territo-
rial Dental Directors, the Ameri-
can Association of Public Health
Dentistry, and the American Pub-
lic Health Association assert that
dental therapists will ‘‘improve
access’’26,27 and ‘‘fill gaps’’28 in the
existing delivery systems. Pro-
ponents note that 50 million
Americans––one sixth of the US
population––live in federally des-
ignated Dental Health Professions
Shortage Areas, which would re-
quire 9642 additional dentists
(about a 5% increase) to meet
a minimum dentist-to-population
ratio of 1:3000.29 They also point
to the graying of American den-
tists, the maldistribution of den-
tists, the lack of care being pro-
vided to vulnerable populations,
and the ongoing increase in pro-
vision of elective cosmetic dental
care, which may reduce the supply
of basic services.

A primary argument in favor of
greater delegation of basic dental
services to lesser-trained allied
dental personnel is that dentists
are overtrained for much of what
they do. This argument parallels
the argument in favor of midlevel
medical personnel and extends to
other professions. Proponents
suggest that the role of the den-
tist will be elevated, rather than
diminished, by the advent of
dental therapists, as the dentist
focuses more on the most complex
procedures and the most complex
patients. Proponents also point

to the results of outgoing dental
student surveys30 to support their
claim that new dentists are not
well-prepared to care for the
neediest populations, and they
suggest that the persistence of
access disparities is evidence of the
professions’ inability or unwilling-
ness to fix the problem.

Opponents’ Statements

Opponents of dental therapy
articulate specific concerns that
relate to the public’s health and
safety. The American Dental As-
sociation supports expansions of
the dental team, but the organiza-
tion opposes the introduction of
those who would ‘‘perform such
irreversible surgical procedures as
extracting teeth, drilling cavities,
and performing pulpotomies,’’ be-
cause ‘‘these procedures involve
the use of high-speed drills in the
mouth and require the skills of
a licensed dentist to ensure patient
safety and health.’’31 A position
statement by the Academy of
General Dentistry (AGD) says:

Because underserved patients
often exhibit a greater degree of
complications and other systemic
health conditions, the use of
lesser-educated providers risks
jeopardizing the patients’ health
and safety.32(p1)

The AGD therefore provides
conditional support for dental
therapists to deliver irreversible
procedures as long as dentists re-
tain diagnostic responsibility:

Auxiliaries must be prohibited
from engaging in the perfor-
mance of irreversible procedures
without direct dentist supervision
and from diagnosing conditions
of oral health regardless of
supervision.32(p4)

The position of the American
Academy of Pediatric Dentistry
(AAPD) is somewhat more expan-
sive and nuanced, noting that cer-
tain midlevel providers, including
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Dental Therapists working under
the supervision of dentists . . . are
conceptually compatible with
AAPD core values, oral health
policies and clinical guidelines,
and definition of the dental
home. . . . AAPD supports the use
of mid-level dental providers who
perform or assist in the delivery
of specified reversible procedures
and certain surgical procedures
under the general supervision of
a dentist, provided that such ar-
rangements have been thor-
oughly evaluated and demon-
strated to be safe, effective, and
efficient and to not compromise
quality of care in similar set-
tings.33(p25)

Notably, AAPD’s position allows
for general supervision (i.e., with
the dentist available but not pres-
ent), whereas AGD’s position re-
quires direct supervision (i.e., with
the dentist physically present).
AAPD asserts that the evaluation
standard it establishes in its policy
was not met in the first objective
study of the Alaska Dental Health
Aide Therapist Program.34

Some dentists argue that thera-
pists will not care for the under-
served and will ‘‘dilute’’ the avail-
ability of care for those currently
well-served.35 The AGD’s presi-
dent questions whether therapists
will compete for ‘‘restorative den-
tistry, the mainstay of those of us
in general practice.’’36 Other op-
ponents suggest that introducing
dental therapists would institu-
tionalize 2-tiered care, offering the
most vulnerable a lower level of
care that would further aggravate
disparities. AGD asserts that ‘‘[t]his
approach will provide lesser-qual-
ity care to the poor.’’32 The Na-
tional Dental Association, primar-
ily representing African American
dentists and hygienists, cites its
members’ experience caring for
underserved populations when it
states that it is ‘‘against the Mid
Level Oral Health Care Provider
except in Alaska, which is geo-
graphically isolated’’ and then
‘‘only as a temporary measure.’’ Its

2010 position paper uses irony
to imply bias:

This [institutionalizing dental
therapists] seems an acceptable
solution for the poor and under-
served, while those well-to-do in-
dividuals in our society enjoy
comprehensive oral health care
from licensed dentists.37

Casamassimo, in an editorial for
Pediatric Dentistry,38 acknowl-
edged that care provided by den-
tal therapists ‘‘can be acceptable,’’
but he raises a substantial list of
‘‘intended and unintended conse-
quences’’ that opponents often cite
as reasons why dental therapy will
not improve access equity in the
United States. He articulated the
attendant costs related to training,
facilities, social support infrastruc-
ture, and care provision that
meaningful implementation of
dental therapy would entail. He
also noted that therapists would
increase demand for dental ser-
vices beyond current system ca-
pacity, particularly for those with
special needs, and that rural place-
ment of therapists could displace
the already inadequate numbers of
dentists practicing in rural areas.
Casamassimo cited the most typical
opponent view when he said ther-
apists could ‘‘migrate to the
private sector’’ from the ‘‘safety
net,’’ with particular concern about
expansion of ‘‘corporate pediatric
dental Medicaid clinics.’’

Inherent in some organizations’
policies is a concern that expand-
ing the dental workforce is not
an appropriate remedy for oral
health care disparities because the
source of these disparities lies
not with the dental system of care
but with failure of individuals to
seek care. For example, the AGD
‘‘White Paper on Increasing Ac-
cess to and Utilization of Oral
Health Care Services’’32 states that
one of the ‘‘two biggest challenges
in achieving optimal oral health

for all’’ is ‘‘underutilization of
available oral health care.’’ It ar-
ticulates noneconomic barriers to
care, including ‘‘patients’ behav-
ioral factors, levels of oral health
literacy . . . transportation, loca-
tion, and cultural/linguistic pref-
erences.’’ Closely linked to this
position is the argument that pre-
vention could reduce unmet need
to levels that would be manage-
able by the current dentist supply.

Summary

Proponents’ and opponents’
positions show some agreement as
well as substantial disagreement.
All agree that there is a conse-
quential disparity problem, that
much of oral disease is prevent-
able, that some degree of delega-
tion is possible, and that oral
health literacy, care facilitation,
improved payment policies, and
better dental education and train-
ing can improve access and utili-
zation. Among organizations there
is widespread support for a team
approach that should function
with a dentist in the lead, although
the specifications of such systems
vary considerably. There remains
substantial disagreement regard-
ing whether the primary problem
lies with the profession or the
population, whether to institu-
tionalize dental therapy, and, if so,
what exactly the therapist’s scope
of practice, education and training,
deployment, and supervision
should be.

CONCLUSIONS

A number of factors will de-
termine whether development
and deployment of dental thera-
pists will take hold in a way that
redresses access disparities.
Among these are the length and
cost of therapist education and
training, therapists’ income expec-
tations, and the market for their

services. These in turn will be
significantly influenced by state
practice acts’ designations of
scope, supervision, and deploy-
ment. Therapists’ inclusion in the
dental team will be affected by
whether practitioners and the pub-
lic accept them, as will dentists’
capacity to manage systems of care
that build on meaningful delega-
tion. Such systems will in turn de-
pend upon health information
technology and teledentistry that
can facilitate care coordination
among providers, revise concepts
of supervision, and support formal
quality assurance and accountabil-
ity programs. These care systems
will also depend on financing sys-
tems that allocate potential cost
savings appropriately across den-
tists, insurers, and patients.

Disruptive innovations can only
be definitively identified retrospec-
tively, so only time will tell whether
development and deployment of
dental therapists in the United States
will constitute such an innovation.
Only experience will determine
whether the advent of dental ther-
apy in the United States ultimately
supports proponents’ aspirations to
equity or is constrained by the pro-
tective concerns of the profession. j
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