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DENTAL THERAPY IN NORTH CAROLINA

Addressing the Shortage of Primary and Restorative Dental Care
Introduction

While the national health care policy debate focuses on
access to health insurance and health providers, the importance of oral care often does not receive the attention it
should. Oral health is much more than clean teeth. Gums,
the lining of the mouth, tongue, lips, salivary glands, chewing muscles, nerves, and jaw bones are all components of
full oral health.1 Research has shown a link between oral
care and general health.2 Further, research on dental care
has demonstrated that poor oral health care is associated
with an increased rate of heart disease,3 poor self-esteem,4
and even poor quality of life.5 Access to oral care is essential for North Carolina’s complete health and well-being.
To determine where the number of health professionals is low in a state, the U.S. Department of Health and
Human Services designates Health Professional Shortage
Areas (HPSAs). Dental HPSAs are geographic areas, populations, or facilities for which the number of dental care
providers is insufficient for serving the nearby population.6
As of December 31, 2018, North Carolina had 165 dental
HPSA designations where over 2.5 million residents live.7
The North Carolina Department of Health and Human
Services reports that 74 of the state’s 100 counties are affected by dental professional shortages.8
The American Dental Association (ADA) projects that
the supply of dentists will continue to increase through
2037.9 However, this trend does not mean that all of
North Carolina’s populations will have access to the services they need. There are approximately 60.9 dentists
per 100,000 people in the United States compared to 51.4
dentists per 100,000 people in North Carolina, ranking
the state 37th in the country for provider-to-patient adequacy.10 Moreover, a report by the U.S. Department of
Health and Human Services notes that 524 additional
dental professionals are needed to remove North Carolina’s dental HPSA designations.11 While an increased
number of dental professionals would alleviate the shortages in the state, the geographic distribution of providers
and spectrum of available care models are also important
factors in meeting the need for North Carolinians.
How can North Carolina address the need for more
oral health options and increased provider adequacy? Midlevel dental practitioners, known as dental therapists, are
proven effective in filling the gap with expertise and quality
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care in other states and around the world.12 Currently,
North Carolina’s dental practice laws do not recognize
the practice of dental therapy. The North Carolina State
Board of Dental Examiners would need to be given statutory authority to license dental therapists and recognize
out-of-state dental therapy licenses. Giving North Carolinians access to this new class of professionals will help to
increase access to crucial primary and restorative dental
care across our state.

What are dental therapists?
Dental therapists are highly trained mid-level dental
practitioners who provide basic preventive and restorative
care under the supervision of a dentist. They are similar to physician assistants in general medicine. They first
began practicing in New Zealand in 1921.13 Dental therapists practice in over 50 countries and territories across
the globe.14 The first cohort of American dental therapists
began practicing in 2005, serving Alaska Native communities throughout the state.15
Dental therapists’ scope of practice generally includes
most of the same competencies maintained by dental hygienists, plus expertise in routine restorative procedures
such as drilling and filling cavities, simple extractions, and
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Minnesota licensed its first dental
therapist in 2011 and currently has
the largest number of practicing
dental therapists in the country.
stainless steel crowns.16,17 Dental therapists are also trained
in administering local anesthesia and nitrous oxide and
can dispense non-narcotic pain relievers and antibiotics.18
Previously, only dentists were able to drill teeth. Thanks
to the additional expertise offered by dental therapists, patients who once were forced to wait for an available dentist
can now receive treatment faster and closer to home.
Dental therapists can go where dentists are scarce and
in more convenient locations for patients, such as rural
clinics, nursing homes, schools, and programs for people
with disabilities. Because dental therapists earn significantly less than dentists, it is more affordable for practices
to send them to underserved areas.
Dental therapists’ lower wages also make it less expensive for practices to treat Medicaid patients, and more
feasible for dentists to accept Medicaid.
State dental practice laws and licensure regulations determine the scope of practice, supervision requirements,
and education and training requirements for dental therapists. Scope of practice is mostly consistent between states,
but education and training requirements vary. For instance, in Minnesota, dental therapists must hold at least
a bachelor’s degree from an accredited dental therapy
program, while Alaskan dental therapists need only an associate degree.19,20
Critical to the effectiveness of dental therapists is a reasonable and limited regulatory environment. Most state
dental therapy laws allow them to perform a large portion of their scope of practice under general supervision.
That means a supervising dentist is not required on the
premises where services are performed.21,22,23 This allows
dental therapists to travel outside their home dental offices and treat patients where the need exists. According
to the Minnesota Department of Health and Minnesota
Board of Dentistry, “General supervision of [advanced
dental therapists] has made it economically viable for
dental clinics to provide routine dental care in schools,
rural communities, Head Start programs, nursing homes,
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and other community settings. It also makes it possible for
a dental clinic to provide services at times when a dentist
is not on site.”24

Which states are leading the way?
As of April 2019, 10 states allow dental therapists to
practice. Arizona, Maine, Michigan, Minnesota, New
Mexico, and Vermont authorized dental therapists to
practice statewide.25,26,27,28,29 In Alaska, Idaho, Oregon,
and Washington, dental therapists may only practice
in tribal communities.30,31,32,33 Alaskan dental therapists
serve native communities under federal authority as part
of the Indian Health Service’s Community Health Aide
Program.34
While 10 states allow, to some capacity, the practice
of dental therapists, only four states currently have dental
therapists practicing on the ground.35 It takes time to transition from the legal authority phase to the service-delivery
phase. Once a state passes legislation to create a license
for dental therapists, educational institutions must develop
curriculum and seek accreditation from the Commission
on Dental Accreditation. Then, the educational institutions must recruit and train their first class of dental
therapists, the timeline for which depends on the education
and training requirements passed by the state. States that
require dental therapists to hold a master’s degree will wait
longer to see their dental therapy workforces grow than
states like Alaska, where therapists need only to wait approximately two years before practicing.
Minnesota has the largest number of practicing dental
therapists – 93 as of April 201936 – and trains roughly 14
new dental therapists each year.37,38 Alaska had over 30
dental therapists on the ground as of September 2018 and
trains six new dental therapists each year.39 Washington
and Oregon each have two dental therapists, with five
Washington-based students and four Oregon-based students currently being trained in Alaska.40 The Vermont
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Technical College has designed curriculum and is in the
process of pursuing accreditation before launching Vermont’s first dental therapy program.41,42 Arizona and
Michigan passed dental therapy legislation in 2018, and
New Mexico in 2019, and colleges in these states have
already expressed interest in developing training programs.43 Needless to say, the dental therapy workforce is
growing rapidly in the U.S. and more states are considering legislation to get the ball rolling.44

Figure 1. Minnesota Dental
Health Professional Shortage
Areas, 2018

How would North Carolina begin?
States can introduce dental therapists into their communities by passing legislation to establish, recognize, and
regulate dental therapy licenses, typically accomplished
by adding a section to a state’s occupations code and requiring the state’s dental board to make corollary changes.
In North Carolina, this would involve adding an Article to
Chapter 90 (Medicine and Allied Occupations) of General
Statutes and authorizing the North Carolina State Board
of Dental Examiners to oversee licensure.

Lessons learned: Positive effects of
dental therapy in Alaska and Minnesota
Dental therapists have been practicing in Alaska for
over a decade, longer than in any other state.45 In October 2010, five years after dental therapists had been
introduced to Alaska Native communities, RTI International (RTI) published an evaluation of this workforce.
It found that people in communities served by dental
therapists experienced increased access to care, including reduced wait times.46 Those who were treated by a
dental therapist were generally very satisfied with the
quality of care and viewed the practitioners as positive
role models.47 The evaluation found the observed dental
therapists to be technically competent and even comparable to dentists when performing basic restorations.48
Overall, the Alaskan dental therapists “perform[ed] well
and operat[ed] safely and appropriately within their defined scope of practice.”49
University of Washington faculty published the first
long-term study of Alaskan dental therapists in August
2017. They found that more children and adults received
preventive care in communities with high dental therapist treatment days, i.e., days for which a dental therapist
provided care.50 These communities also had fewer young
children with front-tooth extractions and fewer adults
with permanent-tooth extractions.51 These results suggest
that the introduction of dental therapists to Alaska Native
Communities is having a long-term, positive impact on
patient health outcomes.
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Full County
Partial County
Not Designated

62

State of Minnesota total
Dental HPSAs = 124

Source: University of Minnesota School of Dentistry, “Dental Therapists in
Practice by Health Professional Shortage Areas”

According to the Alaska Native Tribal Health Consortium (ANTHC), dental therapists have expanded access
to care for over 40,000 Alaskan Natives in 81 rural communities.52 In 2017, ANTHC partnered with Iḷisaġvik
College, Alaska’s only Tribal College, to offer an associate degree in dental therapy.53 Increasing investment in
education programs for dental therapists in Alaska is a testament to their success.
Minnesota licensed its first dental therapist in 2011 and
currently has the largest number of practicing dental therapists in the country.54,55 In February 2014, the Minnesota
Department of Health and Minnesota Board of Dentistry
produced a report on the “Early Impacts of Dental Therapists in Minnesota.” It found that dental therapists at 14
observed clinics treated over 6,000 new patients, 84 percent of whom had public health insurance.56 One third of
surveyed patients experienced lower wait times and some
experienced reduced travel times, especially those in rural
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The evidence suggests that dental
therapists stand to benefit all parties
within the dental care delivery system.
areas.57 Surveyed clinics employing dental therapists experienced personnel cost savings, increased dental team
productivity, and improved patient satisfaction.58 Overall,
clinics found that utilizing a dental therapist allowed them
to treat more underserved patients.59
In February 2017, a “Dental Therapy Toolkit” was
produced for the Minnesota Department of Health by
the in-state colleges with dental therapy programs. The
toolkit is an extensive resource for potential employers
of dental therapists. According to the toolkit, “Nearly
all Minnesota’s [dental therapist] employers have found
[dental therapists] to be a financially beneficial addition
to their dental teams.”60 The main reasons cited are that
dental therapists are cheaper to employ than dentists, they
increase team productivity and efficiency, and they free
up dentists’ time to focus on more complex, highly-reimbursed procedures.61 This combination of savings enables
practices to provide more care with available resources
and creates the potential for patient savings.
The Minnesota Department of Health and the Minnesota Board of Dentistry continue to acknowledge the
positive effects of dental therapy in a 2018 issue brief,
which summarizes findings since 2011. The brief states
that dental therapists are distributed proportionately to
the state population, with over 40 percent practicing
in non-metropolitan areas.62 Minnesota dental therapists have a high rate of employment (93 percent) in a
variety of settings, including “schools, Head Start programs, community centers, [Veterans Affairs] facilities
and nursing homes.”63 They provide services in community and rural settings at more than 370 mobile dental
sites throughout the state.64 Furthermore, 98 percent of
dental therapists are satisfied with their careers and 84
percent plan to practice for at least a decade.65 Figure 1
illustrates where dental therapists practice in Minnesota
relative to dental HPSAs in November 2018.66 Note that
the map does not portray the many mobile sites where
dental therapists practice.
Minnesota Medicaid reimbursements are based on
procedures, rather than practitioners, so the state has seen
no public-fund savings in the short term.67 However, the
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Minnesota Department of Health anticipates long-term
public-fund savings through improved oral health and
reduced dental-related emergency room visits among patients with public health insurance.68 Remarkably, almost
no public funds have been spent to support the dental
therapy workforce, except initially in some high-need
areas.69 The demand for, and growth of, dental therapists
is, for the most part, organic and patient-driven.
The evidence suggests that dental therapists stand to
benefit all parties within the dental care delivery system.
A wide variety of practice settings see higher productivity and revenue, dentists are enabled to practice more
complex and highly-reimbursed procedures, and dental
hygienists and assistants can gain a new career option.
Further, states could save money or increase dollar efficiency in the long run through reduced dental-related
emergency room visits. Most importantly, patients experience improved access to care without sacrificing quality
and safety.

The need for more dental care in North
Carolina
Insufficient supply and cost are the two main barriers that many populations in North Carolina face when
it comes to receiving the appropriate oral care. The lack
of proper oral health disproportionately affects those in
rural parts of the state, the American Indian population, low-income residents, children, and the elderly. In
addition, North Carolina has over 2 million enrollees in
the Medicaid program, which offers generous child and
adult dental benefits compared to other states.70 However, the fact that dentists in a particular area may not
accept Medicaid as insurance or may not be accepting
new Medicaid patients can exacerbate the problems of
dental professional shortages. Increasing the supply of
dental therapists could help address the access and financial barriers that these underserved communities face
by increasing both the supply of dental care professionals and lowering the cost through enhanced competition
among providers.
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Figure 2. N.C. Dental Health Professional Shortage Areas

Dental Health Professional Shortage (74)
Other Health Professional Shortage (21)
No Shortages (5)

Source: NC Department of Health and Human Services Office of Rural Health, “North Carolina Counties Designated Health Professional Shortage Areas SFY 2018”

Rural Population
As of the 2010 census, North Carolina’s rural population was 3,233,727, ranking the state second behind Texas
in total rural population.71 According to the North Carolina Department of Health and Human Services’ Office
of Rural Health, a substantial portion of the state lacks
the proper supply of primary care physicians, dental professionals, or mental health professionals. The agency has
designated 59 counties as having a shortage of primary
care physicians, mental health professionals, and dental
professionals.
In addition to having fewer providers to choose from,
many individuals living in rural areas may have a difficult time affording dental care.72 Data compiled by the
North Carolina Chamber of Commerce show that, as
of 2017, median income in rural counties tended to be
lower than urban and suburban counties.73 Research also
shows that rural populations tend to utilize dental care at
a lower rate than other communities.74 Reasons vary. In
many cases, costs of dental care present a significant barrier.75 In other cases, the dentist’s office is located far away,
which patients may not be able to access, or individuals
may lack awareness about the importance of oral health.76
Dental therapists can help fill this treatment gap. In countries and states where dental therapy is permitted, these
mid-level practitioners have been shown to serve rural and
underserved populations.77 Not only are dental therapists
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cost-effective practitioners, they can also increase the patient volume of existing dental practices by providing
routine preventive and restorative care, which can increase the financial stability of practices in rural areas.78

American Indian Population
Not only is North Carolina’s population unique due
to its high number of rural residents, but the state has
the highest American Indian population east of the
Mississippi.79 According to a report released by North
Carolina’s Department of Health and Human Services
Office of Minority Health and Health Disparities, American Indians experience significant health problems,
mostly due to limited access to health professionals in
rural counties, where they tend to live.80 Further, North
Carolina’s American Indian children are almost twice as
likely to enter kindergarten with tooth decay compared
to non-Hispanic white children.81 This population would
likely benefit from having access to dental therapists that
are allowed to travel and deliver care outside their home
dental offices.

Children and Medicaid Population
Proper oral health is especially important for children. If issues aren’t addressed early in a child’s life, they
can persist and become costly.82 Inadequate oral care can
also affect a child’s ability to learn, the likelihood of attending class, and academic outcomes.83 Children from
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low-income families are twice as likely to have untreated
tooth decay compared to those from high-income families.84 According to a study from the Oral Health Section
of the Department of Health and Human Services in
North Carolina, 14.3 percent of all kindergarten children
have untreated tooth decay.85 While this is lower than the
national average of 20 percent, North Carolina should
embrace its leadership in this area and push this number
closer to zero through increased access to oral care.
Children insured by Medicaid are less likely to have
an annual dentist visit than children with private insurance, even though kids covered by Medicaid have dental
care as a benefit. According to Medicaid data, in 2017,
1,329,341 North Carolina Medicaid recipients under the
age of 21were eligible for dental services, yet only 654,667
received care. This means a substantial number of children
went the entire year without any dental services. Additionally, in 2016, only 29.7 percent of dentists participated in
Medicaid compared to the national average of 39 percent.86
It’s important to note that dentist participation reflects only
enrollment rates; some dentists who enroll do not actually
serve Medicaid patients and/or do not accept new Medicaid
patients. Thus, the Medicaid population has difficulty finding a dentist that accepts Medicaid as payment. By creating
a more abundant supply of cost-effective mid-level practitioners — dental therapists — Medicaid patients could have
greater access to affordable care.

Older Adults
By 2035, 1 in 5 North Carolina residents will be 65 or
older. Research on the condition of the elderly population’s
dental health has shown that, more often than not, a person

T

Hospital Emergency Room Visits
Dental care and state health care costs are more entangled than most may realize. When someone has a
dental emergency, and there is little or no access to qualified personnel, the emergency room may be the only place
to seek treatment. However, the emergency room is one
of the most expensive locations to receive care.90 What’s
more, emergency rooms are often not equipped to treat
dental problems, offering only medication to control pain
and infection.91 North Carolina has an alarming trend of
high dental-related visits to the emergency room in recent
years, more than twice the amount in our neighboring
states and far above the national average.92
Addressing preventive and restorative oral health
issues at an early age could result in lower emergency
room utilization. As previously noted, a sizable number
of rural residents rely on Medicaid for health insurance.
North Carolina could run a more cost-efficient Medicaid
program over time from the introduction of dental therapists because of lower costs due to better oral health in the
long term, as well as a lower utilization rate of emergency
rooms.

Conclusion

he data shows that dental professionals in
North Carolina are in short supply and
unevenly distributed for many areas in the
state. Furthermore, the cost of dental care can present a barrier for low-income individuals. Given these
problems with access, many individuals in the state
do not receive the proper dental care they need. As
research has shown, there is a demonstrated link between oral health and overall health. Many of the
underserved populations in the state such as rural
residents, those with low income, American Indian
populations, children, and the elderly are disproportionately affected by the lack of access to oral care.
Health care reform in North Carolina should
focus on embracing market-oriented solutions to
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in this age group needs some form of dental treatment.87,88
Seniors are more likely to have gum disease. When compared to white seniors, African-American seniors are twice
as likely to either have untreated tooth decay or gum disease.89 Increasing the number of practitioners who can
perform routine restorative care — a treatment which would
be heavily utilized by the elderly population — would significantly improve seniors’ oral health. This is a crucial point
due to the growth of the senior demographic.

provide for the demand in the state. Lawmakers
could begin to address the need for greater access to
oral care by creating the opportunity for dental therapists to practice. The experiences of other states
that allow this profession show that these dental professionals could help bridge the gap for many who
face significant barriers to proper oral care. While
this policy solution would not solve the state’s oral
health issues in totality, creating an environment
which allows the practice of dental therapy would
increase the number of practitioners who specialize
in the sort of care that North Carolina’s underserved
populations need. Allowing the practice of dental
therapy is a reasonable supply-side reform to increase access to essential oral care in the state.
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Table 1: Dental Therapy Policy Components and Considerations

Policy Guidance: As with many other professions, licensure restrictions will dictate the extent to which dental therapists can render their services.
For North Carolinians to have access to the full range of benefits these professionals can offer, a flexible framework must be applied. Lawmakers
should consider the following components of a new license designation for dental therapists.
COMPONENT
SUPERVISION

DESCRIPTION
Dental therapists (DTs) must practice under the
supervision of a dentist. There are currently
two “levels” of supervision as defined by the
North Carolina State Board of Dental Examiners
(NCSBDE):
Direct supervision — “the dentist must be present
in the office when the act or function is being
performed and that the dentist must directly and
personally supervise, examine, and evaluate the
results of any and all acts and functions lawfully
done or performed by any person other than the
dentist”
Indirect supervision — functions performed
“without a licensed dentist being physically
present” so long as the function is ordered by a
dentist in writing, the function is performed within
120 days of the dentist personally evaluating
the patient, and the function is performed in a
NCSBDE-approved underserved setting (nursing
homes, rural and community clinics, shortage
areas, etc.)

EDUCATION
LEVEL

The minimum length and type of education and
any educational credentials required to apply for
a DT license

POLICY CONSIDERATIONS
Supervision requirements determine how
independently DTs may practice.
Flexible supervision requirements allow DTs to
travel outside the office and bring the most
needed treatments to rural and underserved areas
without being accompanied by a dentist.
Rigid supervision rules that require dentists to be
on premises when dental therapists are practicing
rule out the ability of dental therapists to travel
alone to schools, nursing homes, and other
community sites to deliver care within their scope
of practice without a dentist present. This rigidity
would not allow dental practices to extend their
reach without having the expense of deploying a
dentist to supervise allied staff.

In the U.S., DT education ranges from a twoyear associate degree, as the Alaskan DT model
prescribes, to a Master’s degree, as Minnesota
requires for dually credentialed hygiene/therapists,
with few differences among models in scope of
practice.

POLICY RECOMMENDATIONS
Create a broad level of supervision that allows
dental therapists to practice remotely under
standing orders without the need for a patient
to have been examined and diagnosed first
by a dentist. In Minnesota, dental therapists
practice under “general supervision” defined as
“the supervision of tasks or procedures that do
not require the presence of the dentist in the
office or on the premises at the time the tasks or
procedures are being performed but require the
tasks be performed with the prior knowledge and
consent of the dentist.”

Flexible education standards give educational
institutions and dental educators the ability to
determine which curriculum is right for DTs. If
educational institutions design fast and efficient
programs, North Carolinians will have better access
to dental care faster.

Higher costs associated with longer educational
requirements that are not necessary to produce
competent practitioners will raise the cost of
providing dental care and create entry barriers to
the profession. Thus, rigid education requirements
can impede access to care and prescribe an
inefficient level of education for DTs.
SCOPE OF
PRACTICE

Collaborative contracts between DTs and their
supervising dentists, including protocols for quality
assurance, managing medical emergencies and
referrals, limits on supervision, practice settings,
and procedures, etc.

Collaborative Management Agreements
(CMAs) ensure that dentists retain control and
responsibility of their practices. They also ensure
that dentists feel safe and comfortable with the
role DTs play in their offices.

Flexible CMA requirements leave decisions in the
hands of dentists, allowing them to run their
practices as they see fit.

Rigid CMA requirements tell dentists how they
can and cannot utilize DTs. Too many mandates
could make employing DTs less desirable and costeffective for dentists.
SUPERVISION
OF DENTAL
AUXILIARIES

The ability of DTs to supervise dental hygienists
and dental assistants

Minnesota allows DTs to supervise dental
assistants. However, supervising dentists must
explicitly permit DTs to do so in their CMAs.
DTs may not supervise more than four dental
assistants at any one practice setting.

Allowing DTs to supervise dental auxiliaries gives
their supervising dentist more flexibility. Dentists
can delegate the supervision of simple tasks and
spend more time on complex procedures. Allowing
dentists to decide the supervision terms via CMAs
maintains their authority and freedom.

PATIENT
REQUIREMENTS

Requiring DTs to treat a specific group of patients
with special characteristics

Minnesota’s legislation requires DTs to “primarily
[practice] in settings that serve low-income,
uninsured, and underserved patients or in a dental
[HPSA].” In other words, more than 50 percent of
DTs’ patients must fit the above description. The
provision is meant to ensure that DTs improve
access to dental care for those who need it most.

Flexible patient requirements allow dentists
to utilize DTs as they see fit, maintaining their
practitioner freedom.

Rigid patient requirements are mandates. They
limit the decision rights of providers by requiring
them to prioritize a certain group of people.
Note: Adapted from The James Madison Institute’s “Dental Therapists: Sinking Our Teeth Into Innovative Workplace Reform”
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