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Abstract
Background: Inequality between most Canadians and those from Inuit and First Nations communities, in terms of
both access to oral health care services and related health outcomes, has been a long-standing problem. Efforts to
close this equity gap led to the creation of dental therapy training programs. These programs were designed to
produce graduates who would provide services in rural and northern communities. The closure of the last dental
therapy program in late 2011 has ended the supply of dental therapists and governments do not appear to have
any alternative solutions to the growing gap in access to oral health care services between most Canadians and
those from Inuit and First Nations communities.
Methods: A policy analysis of the rise and fall of the dental therapy profession in Canada was conducted using
historical and policy documents. The analysis is framed within Kingdon’s agenda-setting framework and considers
why dental therapy was originally pursued as an option to ensure equitable access to oral health care for Inuit and
First Nations communities and why this policy has now been abandoned with the closure of Canada’s last dental
therapy training school.
Results: The closure of the last dental therapy program in Canada has the potential to further reduce access to
dental care in some Inuit and First Nations communities. Overlaps between federal and provincial jurisdiction have
contributed to the absence of a coordinated policy approach to address the equity gap in access to dental care
which will exacerbate the inequalities in comparison to the general population. The analysis suggests that while a
technically feasible policy solution is available there continues to be no politically acceptable solution and thus it
remains unlikely that a window of opportunity for policy change will open any time soon.
Conclusion: In the absence of federal government leadership, the most viable option forward may be incremental
policy change. Provincial governments could expand the scope of practice for dental hygienists in the hope that it
may support enhanced access, consumer choice, and efficiency in the delivery of oral health care to Inuit and First
Nations communities in Canada.
Keywords: Dental health, Oral health, Health policy, Inuit, First nations, Dental therapy

* Correspondence: randalg@mcmaster.ca
Health Policy and Management, DeGroote School of Business, McMaster
University, 1280 Main Street West, Hamilton, ON L8S 4M4, Canada
© The Author(s). 2017 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Leck and Randall International Journal for Equity in Health (2017) 16:131

Background
While health care in Canada is generally of high quality,
there are several vulnerable subpopulations that continue to experience poor health compared to the average
Canadian. Of particular interest are the extreme health
inequities experienced by Inuit and First Nations people,
which include higher rates of diabetes, smoking behaviours, oral diseases, respiratory diseases, higher infant
mortality rates, and lower life expectancy [1]. One particular equity concern is access to dental services. Oral
health care is of particular importance because it is positively correlated with general health status [2]. Children
specifically may be among the most vulnerable in terms
of the negative impact poor oral health has on their
overall health and development [3]. In some cases, poor
oral health is so common among Inuit and First Nations
children that researchers have found that caregivers may
consider the high prevalence of dental decay among
youth to be ‘normal’ and accept limited access to care
and resulting poor outcomes without question [4].
In the late 1960s, the Canadian federal government
convened a panel to examine how best to meet the oral
health needs of Canadians. From this initiative, it was
noted that there was a lack of dental providers in rural
and remote areas, particularly in Inuit and First Nations
communities, and this concern was identified as a priority issue to be addressed. The resulting Government of
Canada report [5] recommended the establishment of a
new type oral health care provider in Canada: the dental
therapist. Dental therapists had already been used in
other countries to address access-to-care issues and the
Canadian committee felt that the ability of this type of
provider to deliver core oral health services such as extractions, fillings, and preventive care would help to address the gap in access to services, particularly in
Canada’s Inuit and First Nations communities. In the
years that followed, the federal government funded two
programs where small numbers of dental therapists were
trained with the specific goal of having these individuals
providing services in rural and remote locations. However, as government priorities shifted, less attention was
given to dental therapists as a policy approach for dealing with oral health access and equity issues. In November 2011, the last dental therapy program in Canada was
closed. The termination of this training program raises
concerns about how vulnerable Indigenous people in remote communities will obtain access to adequate oral
health services, and how we might prevent a widening of
the already enormous oral health disparity between Indigenous and non-Indigenous people.
This paper explores the rise and fall of the dental therapy
profession in Canada and the resulting impact on Inuit and
First Nations communities in terms of access to basic oral
health care. It begins by providing background information
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that places the importance of oral health, and the lack of
equitable access to services for Inuit and First Nations
communities, into context. A discussion of the state of policy analysis with respect to equity issues is provided along
with a description of the methods and agenda-setting
framework that guided the analysis. A policy analysis, that
elaborates on the initial use of dental therapy as a policy
solution to equity concerns, is conducted using a range of
historical and policy documents. In particular, the paper
explores why dental therapy was originally pursued as a
policy option to ensure equitable access to oral health care
for Indigenous communities and why this policy has now
been abandoned with the closure of Canada’s last dental
therapy training school. The paper concludes with a possible policy option moving forward that may support enhanced equity of access, consumer choice, and efficiency in
the delivery of oral health care to Inuit and First Nations
communities in Canada and insights on the likelihood of
such a policy option being implemented.

Methods
There is an extensive body of research addressing a wide
range of equity issues, including those relating to Inuit
and First Nations communities in Canada. However,
there is limited work that assesses these issues from a
policy lens using health policy analysis theories and
frameworks to build a more nuanced understanding of
the policy process and to explain policy outcomes [6]. In
general, health policy analysis is a multi-disciplinary approach that helps to explain the policy process and outcomes by analyzing the interactions among ideas,
interests and institution. It has been argued that, in the
absence of appropriate health policy analysis, achieving
health reforms will be extremely difficult [6–8]. Some
policy analysis approaches have focused on the role of
“path dependence” [9], or “advocacy coalitions” [10],
while others have used the notion of “punctuated-equilibrium” [11] to explain policy processes and outcomes.
For many policy analysts the first and most crucial step
towards understanding policy formation is understanding how and when an issue makes its way to the government’s decision agenda.
The policy analysis framework used here is John Kingdon’s agenda-setting theory [12]. This theory argues that
multiple events (or streams) must align for a “window of
opportunity” to open up for an issue to reach the government’s decision agenda. These are the “problem”, “policy”,
and “politics” streams. The problem stream identifies when
an issue has become of such public importance that government feels compelled to take action. The policy stream
consists of one or more technically acceptable policy option being feasibly available should action be taken. The
politics stream encompasses the political acceptability of
taking action which may be influenced by the national
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mood or a change in governing political party. In the absence of alignment of these streams policy change will be
incremental or non-existent.
Given that the policy problem and solution that is being analyzed unfolds over an extended period of time,
we blend an historical policy analysis with Kingdon’s
framework. The historical analysis adopts the critical approach which “views all social phenomena and historical
events from the point of view of continually changing
systems of social relationships and dependencies” [13].
This approach supports an analysis that takes into consideration the broader context within which a policy exists.
An electronic search was conducted to identify web
sites and documents. Key words used in the search were
“dental therapy” and “dental therapists”. Web sites, documents, and government debates were reviewed to identify material that pertained to dental therapy in Canada.
While there was a dearth of academic literature on the
topic as it pertained to the Canadian context, numerous
relevant documents and reports were identified through
association and school web sites. These documents were
reviewed to establish time-lines, key participants, and
the extent to which they contributed to our understanding of the problem, policy and politics streams.
The problem stream: Oral health and equitable access to
care for inuit and first nations communities

Good oral health is extremely important because it is
closely associated with one’s overall health. For instance,
dental decay and gum disease have been linked to diabetes and respiratory diseases, which are particularly
prevalent among Inuit and First Nations populations [1].
Studies have also identified a positive correlation between poor oral health and heart disease [14] as well as
between poor maternal oral health and the likelihood of
delivering pre-term, low-birth-weight babies [3, 6]. Alongside these general health concerns, the negative societal
effects of poor oral health are problematic. According to
the Canadian Health Measures Survey (CHMS), pain and
infection associated with oral disease can hinder one’s
ability to attend school or gain employment, negatively affecting important social and economic areas of life [15].
Inuit and First Nations peoples in Canada tend to experience a greater burden of disease compared to their
non-Indigenous counterparts. The 2008–2009 Inuit Oral
Health Survey (IOHS), which included areas of Canada’s
Arctic (excluding Nunavik), revealed that, among the
1216 Inuit people surveyed, ranging from three to forty
plus years of age, the preventable chronic disease of
tooth decay was two to three times worse than that of
the average Canadian [16]. Compared to Canadians living south of the sixtieth parallel, the IOHS reported
poorer oral health and higher frequency of food avoidance due to oral pain [15]. Similarly, the First Nations
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Oral Health Survey (FNOHS) reports that individuals
residing on reserves in eight communities across Canada
have poorer oral health compared to the non-Indigenous
population [17].
In Canada, oral health care is primarily paid for by
third-party insurers or by the clients themselves through
out-of-pocket payment and is not covered by provincial
universal health care insurance plans. In 2011, more
than $11 billion was spent on oral health care in Canada.
According to National Health Expenditure Trends, from
1975 to 2011, 59.2% of oral health care was paid through
insurance (both private plans and public programs), with
the remaining 40.2% coming directly from clients [18].
However, Inuit and First Nations people in Canada typically receive health care benefits through the NonInsured Health Benefits Program (NIHB), a federal government program that provides coverage for drugs, oral
health care, vision care, medical supplies, and equipment
to Indigenous people who are not covered under provincial health insurance plans [19]. Funding of these health
care services removes the burden of out-of-pocket payment from the beneficiaries of the program, but the program is costly for the federal government. In 2011–2012,
total NIHB expenditures were in excess of $1 billion.
This included more than $333 million (31%) in medical
transportation costs [19]. Oral health care was the thirdlargest expenditure out of all NIHB health care services,
at a cost of $219.1 million (20.4%). Nunavut reported
the highest rate of oral day surgery for children, at 97.2
per 1000 people, followed by Northwest Territories at
51.8. In comparison, Ontario had a rate of 8.4 [20].
The IOHS and the FNOHS reported that financial considerations were not the main reason for avoiding a visit
to an oral health professional. The FNOHS (2011) found
that “just 2.0% of children and 5.8% of adolescents and
adults said they avoided going to a dental professional because of the costs involved, and 2.1% of children and 5.4%
of adolescents and adults said they declined recommended care because of the cost” [[17], p. 18]. In addition,
participants had “poor access to dental treatment and prevention services, especially in more remote communities”
[[17], p. 4]. The IOHS (2011) reported that fewer than half
of participants scheduled an appointment for oral health
care even though very few identified costs as a factor in
avoiding visiting or accepting recommended treatment.
Cost also seems to be less of a factor in seeking oral health
care because of Indigenous people’s coverage under the
federal NIHB program [16].
The main obstacle to appropriate care appears to be
access to appropriate health care professionals. As is the
case with many different health care providers in
Canada, there is an inequitable distribution of oral
health human resources in northern Canada, with population demand exceeding the supply of local oral health
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care professionals. Many communities in northern
Canada do not have a dentist residing in the community
at all. For instance, in Nunavut, itinerant dentists from
southern Canada fly in to provide services to the communities from time to time, on an often irregular cycle.
Because of time constraints during these visits, not all
individuals requiring care can be seen, and only the most
serious cases are accommodated. As a result, residents
who have an urgent need but are unable to obtain care
may be flown from their communities to larger urban
centres, at great expense, in order to receive necessary
treatment. Children are frequently neglected in this service provider model, with only 63% of Inuit children
aged six to fourteen years of age receiving oral health
services in the previous year according to the Inuit Oral
Health Survey 2008–2009 [16].
The policy stream: Dental therapists

A potentially effective alternative approach to ensuring adequate dental care in Inuit and First Nations communities
has been to utilize dental therapists. Dental therapists are
a mid-level oral health care provider described as a hybrid
of a dental hygienist and a dentist. Dental therapists provide basic oral health care services such as fillings and extractions and preventive services at a lower cost than
dentists and are trained as generalists who are well suited
to provide care in rural and remote areas. Dental therapists are integral members of the oral health workforce in
fifty-four countries, including developing countries such
as Kiribati, Gambia, Mali, and Mozambique, as well as in
highly developed, industrialized countries, such as the
Netherlands, New Zealand, Australia, and Canada. Programs are offered by community colleges as well as universities depending on the jurisdiction. Dental therapy as
a profession has a long history and the first dental therapy
program began in 1921 in New Zealand. Programs typically vary in length from two to four years, with two years
being the norm [21, 22].
Some research suggests that care delivered by dental
therapists may decrease the total cost of oral health care,
especially among children [22]. This finding may be attributed in part to the lower cost of training dental therapists
as compared to dentists. In the United States, a twentyeight month dental therapy program costs $65,500 USD
per student, while a four-year dental school in the same
state requires an investment of $160,000 USD per student.
This significant difference in investment, both of time and
money, allows dental therapists to be reimbursed at a
lower rate than a dentist for providing similar care [23].
This reduction in cost does not appear to result in a
sacrifice of quality in the services provided within the
dental therapist’s scope of practice. Although they cannot perform all of the procedures that a dentist can,
dental therapists do provide many high quality services
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[24–27]. A systematic review of twenty-three studies,
spanning from 1950 to 2011, revealed that all but two
studies concluded that dental therapists provide care at
an acceptable level. All of these studies compared dental
therapists to either dentists or dental students.
Nash and colleagues [23] found that dental therapists are
highly accepted by people who use their services, however,
a study conducted by Dyer and Robinson [28] in the United
Kingdom, found different results. In a telephone survey of
five hundred adults, only 15 % of participants knew that
dental therapists existed, and only three people were able to
identify correctly the duties they were permitted to perform. This indicates that, although the acceptance of dental
therapists may be high in certain populations, a great deal
of education may be necessary to allow clients and caregivers to give informed consent for treatment by a dental
therapist [28]. It is reasonable to assume that a survey in
Canada would yield similar results, as the majority of
people living in Canada have never received treatment from
a dental therapist.
The politics stream: A brief history of dental therapy in
Canada

Dental therapy in Canada has been heavily influenced by
three main events. These are: (1) the federal government’s creation of the Ad Hoc Committee on Dental
Auxiliaries; (2) the implementation and discontinuation
of the Saskatchewan Children’s Oral Health Plan; and
(3) the federal government’s funding and de-funding of
two dental therapy training programs.
The ad hoc committee on dental auxiliaries

In June 1968, the Canadian Minister of National Health
and Welfare announced that a committee on Dental
Auxiliaries would be formed to “study all aspects of dental auxiliaries, especially as to the possible contribution
auxiliaries could make in helping achieve better dental
health for Canadians” [5, p. v]. Part of the reason for creating this committee was the growing body of evidence
showing limited access to dental services among specific
populations, and the resulting inequity in oral health
care across communities. This committee was composed
of both lay and professional members representing multiple health disciplines. Auxiliaries, as discussed in the
report, were defined as members of a supportive oral
health team, whose purpose was to assist the dentist in
providing oral health care. The auxiliaries described in
the report were dental assistants, dental hygienists, and
dental technicians. The primary task of the committee
was to examine the role of these existing dental auxiliaries and to investigate the addition of an expanded role
dental therapist who would be a mid-level provider able
to perform the tasks of a dental hygienist as well as
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some of the more routine tasks within the dentist’s scope
of practice.
In 1970, the Ad Hoc Committee on Dental Auxiliaries
Report was released. It was estimated that the existing
oral health care workforce in Canada could provide only
about one-third of the dental treatment services needed
by the population. The report also stated that the higher
education and income levels being achieved by many,
rapid urbanization, and the growing number of insurance programs would likely lead to an even greater demand for dental services [5]. The members of the
committee also believed, based on the report of the Hall
Commission [29], that oral health care would be universally available by the 1980s in a fashion similar to medical care. At this time, there was interest in having a
dental auxiliary who could be responsible for more standardized and routine tasks. The model of a dental nurse
or dental therapist had already been adopted in several
countries and the ad hoc committee on dental auxiliaries
felt that this type of delegation would work well in
Canada. There was also a third approach presented in
the report, a type of dental therapist that existed in the
Canadian Forces. These individuals were dental hygienists who, after obtaining three and one half years of experience, were eligible to take a fourteen week course
which provided them with the necessary skills to perform additional duties. A similar model evolved in Canada’s
Yukon territory, where the dental profession legislation was
amended in 1964 to expand the scope of practice of the
dental hygienists to the point that they resembled dental
nurses/therapists from the United Kingdom.
The Saskatchewan children’s oral health plan

In 1972, shortly following the release of the Ad Hoc
Committee on Dental Auxiliaries report, the Saskatchewan Department of Public Health introduced the Children’s Oral Health Plan. It was intended to address the
unmet oral health needs of children from the ages of
three to twelve. The oral care funded within this plan
was to be performed primarily by dental therapists
within elementary schools. The plan provided free coverage for school children and included an extensive range
of services which were provided in school-based clinics,
by dental therapists. The program was gradually expanded to include children between the ages of three
and fifteen. [30, 31]. The decision to utilize dental therapists in this capacity did not sit well with the College of
Dental Surgeons of Saskatchewan (which was also the
Saskatchewan Dental Association at the time) and they
released their own version of a dental plan for children
in 1973, where private practice dentists were responsible
for the delivery of the program. “The provincial dental
association was highly critical of the provincial government’s planned delivery system and the introduction of
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unsupervised dental therapists to provide dental treatment for children” [[22], p. 247].
While dental therapists were originally trained and
hired by the federal and provincial governments to provide care in public settings, in 1978, the Dental Professions Act allowed dental therapists, working under the
supervision of a dentist, to work in private practice in
the province of Saskatchewan [32]. This policy change
has had a negative impact on the ability of the federal
government to be able to recruit and retain adequate
number of dental therapists to fill salaried positions in
the territories. The change in legislation allowing dental
therapists to work in private practice provided them
with greater choices for employment. Dental therapists
were now able to stay in urban centres rather than travelling or moving to remote communities; contrary to the
original intent of the funding of dental therapy programs. This policy change may have been the beginning
of the fall of dental therapy in that there were no longer
as many dental therapists willing and available to work
in remote areas with the vulnerable populations.
The voice of organized dentistry had been instrumental in raising concerns over the public health run plan
and in making a case for an alternative, dentist focused
model. Part of the original reason for the public health
plan was the geographical disparities in access to oral
health care services. As the University of Saskatchewan
graduated more dentists, and these dentists wanted to
attract more patients, their opposition to the dental therapist focused public health program grew. As a result,
the combined provincial dental association/regulatory
body aggressively lobbied the provincial government to
discontinue the publically administered program that relied heavily on dental therapists. Eventually, the provincial government decided to privatize the program. The
Saskatchewan provincial government, led by Premier
Grant Devine, had been experiencing problems with fifteen of its cabinet ministers being convicted of fraud,
four of whom served time in a correctional facility [33].
In 1993, the New Democratic Party came to power, and
discontinued the program entirely [31]. The cancellation
of the dental therapy program and selling of the equipment was not popular with the government opposition.
The Saskatchewan Dental Association was not the only
group that was opposed to utilizing dental therapists. In
1980, the Canadian Dental Association, in a meeting that
included representatives from the federal government,
provincial dental associations, and native representatives,
stated that dental therapists were practicing illegally in the
provinces, as they had not been issued licenses to practice
dentistry. The Canadian Dental Association made its position clear, noting that “all irreversible therapeutic dental
acts or services must only be rendered by a licensed dentist” [[22], p.218]. When examining the list of participants
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in this discussion, the absence of dental therapists cannot
be overlooked. The larger number of dentists, the strength
of their organizations, their well-developed relationships
with government, as well as their policy legacy of being
the primary provider of dental services in Canada, severely
overshadowed the small voice of dental public health specialists and dental therapists who were advocating for the
dental therapy profession.
The federal government’s funding and de-funding of dental
therapy training programs

In September of 1972, two new dental training programs
began [30]. One was a program was originally for dental
nurses (later the title was changed to dental therapists)
run by the Wascana Institute of Applied Arts out of the
Regina General Hospital in Saskatchewan. The second
was the National School of Dental Therapy (NSDT)
which was formed through a partnership between the
Medical Services Branch for the Canadian federal government and the University of Toronto. It was first
opened in Fort Smith, Northwest Territories but was
moved to Prince Albert, Saskatchewan in 1981 [30]. The
NSDT had been established through funding provided
by Health Canada which allowed for tuition-free education for students enrolled in the program. Attempts were
made to attract students from northern communities in
the hope that they would return home upon graduation.
It was a two-year program, available as direct entry for
students from high school. In 1972, the only practice option for dental therapists was to be employees of the federal government in order to provide care to residents in
remote or underserviced areas. The first graduates were
hired by the federal government in 1974 to provide services in Yukon and the Northwest Territories [30]. A
few other very small training programs in Saskatchewan
and Manitoba followed.
Much of the classroom time in these programs was
dedicated to practical hands-on training in the school’s
dental clinic as well as in the field in rural communities.
Dental therapists, during their twenty months of training, receive at least as much hands-on experience as
graduates of a typical four-year dental school [34]. Upon
graduation, dental therapists could perform routine oral
health procedures including placing fillings, administering local anaesthetic, taking x-rays, removing teeth, placing stainless steel crowns, using anti-cavity agents such
as fluoride, placing dental sealants, placing stitches, and
performing recall examinations. They could not perform
more complex procedures such as root canals, implants,
and oral surgery. Generally, dental therapists work under
the direction and indirect control of a dentist and
complete dental services as outlined in a specific treatment plan that has been prepared by a dentist. A dental
therapist may, however, provide an examination and oral
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diagnosis in an emergency, particularly when a dentist is
unavailable. These emergencies could include complications arising from the removal of teeth, such as swelling
or infection [35].
As dental therapists began working in urban centres, and
the perceived need for dental therapist diminished, most
programs closed. In 1993, the Saskatchewan Indian Federated College was awarded the contract to run the only
remaining dental therapy program in Canada. In 2003, this
school became known as First Nations University of
Canada. Between 2003 and 2007, there were seventy-three
graduates of the dental therapy program at the First Nations University of Canada’s National School of Dental
Therapy (NSDT) [36]. A telephone survey of these graduates revealed that thirty-two of the graduates (62%) were
working in private practice in the province of Saskatchewan, twenty were working in public health programs, and
twelve individuals were not working [36]. In 2009, the
federal government announced that funding for the
National School of Dental Therapy at this school would be
cut and the school closed down [30].
In 2009, the federal government undertook a review of
the school, examining the content of the curriculum and
the mandate of the program. Dental therapists were now
working in private practice in Saskatchewan and Manitoba. After the review, the federal government made a
public statement, declaring that the NSDT had transformed into an educational program, rather than a service providing program. Since the funding was provided
on the premise that the school was providing an invaluable service, rather than mere education, the federal
funding was eliminated in 2011 [37].
The current situation

The remaining dental therapists in the province of Saskatchewan are self-regulated and are required to register
and be licensed with the Saskatchewan Dental Therapists Association [31]. In the 2013–2014 registration
year, 238 individuals held a practicing license in the clinical restorative practice category; five held a public
health preventive practice license; twenty-four were nonpracticing members and twenty-three were affiliates.
Forty-two members indicated they had qualifications as
a dental hygienist. Dental therapists in Saskatchewan
may work in private practice or as employees of Health
Canada. It has been reported that, in 2013, more than
half (144) of the Saskatchewan dental therapists were
working in private practice [38]. In Manitoba, dental
therapists must register with the dental association and
may work in private practice or as employees of Health
Canada. Dental therapists in British Columbia, where
they are employees of the First Nations Health Authority, register with the dental association. Dental therapists
working in all three territories need to be registered with
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the professional licensing department of the government.
In Nova Scotia, Prince Edward Island, New Brunswick,
Newfoundland, and Alberta, dental therapists may only
work as employees of Health Canada. In Quebec and
Ontario, dental therapists are not authorized to work
since the activities they perform require them to be
members of a regulatory college and the profession is
not recognized in these provinces.

Discussion
Several factors contributed to the federal government’s
de-funding of dental therapy programs. The ability of
dental therapists to obtain employment in the private
sector for higher salaries contributed to the federal government’s difficulty in recruiting these individuals for
public service in northern and rural communities. In the
end, limited ability to recruit dental therapists for federal
government positions, the longstanding resistance to the
profession from organized dentistry, and the high costs
of funding the education program with little perceived
return on the investment overshadowed the benefits of
continuing to fund dental therapy programs. This defunding effectively put an end to the supply of new dental therapists in Canada.
At the time the funding of the final remaining dental
therapy program (the NSDT program) was discontinued,
students were graduating with a set of skills that enabled
them to be reimbursed in private practice at a higher
rate than if they chose to pursue a federal government
position, where, in addition to the lower reimbursement
rate, they would be working in a remote location, isolated from other dental professionals [36]. Since dental
therapists had been granted the ability to work in private
practice in some provinces, the federal government
chose not to fund the education of providers who were
remaining in urban centres rather than caring for vulnerable populations in remote areas. However, from a
purely financial perspective, the funding of the NSDT
seemed to be cost effective. Health Canada had reported
that the money invested in providing a dental therapist’s
education was recouped after each dental therapist had
served two and one-half years in public service. However, since thirty-two graduates of the program between
2003 and 2007 decided to work in private practice rather
than work in a publicly funded position, Health Canada lost
the equivalent of eighty-eight years of service provision [36].
It was also difficult to overcome the persistent lobbying
efforts of the dentistry profession. Dentistry has a rich institutional history, including professional associations,
educational institutions, and government involvement in
the regulation of the professions, and the provision of services through public health agencies. These institutions at
various times have both enabled and hindered the evolution of dental therapy as a profession in Canada. In a 2010
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study titled The Saskatchewan Children’s Dental Plan: Is
it time for renewal? Ewart, is quoted as stating “… Dentists
in private practice had the ear of the government and both
parties had the same objectives, to let the market dictate
the price of buying services” [22], p. 255]. The decision to
move the dental program to the private sector, a switch
which took place in 1987, has had a negative impact on
the oral health of children in Saskatchewan. Reports released in 1999 prompted newspaper headlines stating that
Saskatchewan children had third-world teeth [22]. Ewart,
concluded by stating “it would be in the best interest of
this province, and the people that reside within this province, to have the government assume a true leadership
role and take the initiative to establish a dental program
for children ‘because the state needs to be involved to implement what the marketplace cannot’” [[22], p. 256].
Although organized dentistry had embraced dental therapy into private practices in Saskatchewan and Manitoba,
at least in a limited way, there was still strong resistance
to the profession in other parts of Canada. The National
Aboriginal Health Organization, in their 2003 discussion
paper on dental therapy, stated “there is opposition from
dentists’ associations, who see dental therapy as a threat
to their profession. This is particularly true of dental associations in Ontario and Quebec, where dental therapists
are not permitted to practise at all” [[39], p. 11]. The continued lack of familiarity with the profession of dental
therapy outside of Saskatchewan and remote northern
communities, as well as the small number of dental therapists remaining in publicly funded positions, made it difficult to attract the attention of the general public at the
time of the school’s closing.
The Ad Hoc Committee on Dental Auxiliaries, formed
in 1968, had twelve members, including both lay people
and professionals. The composition of the committee
demonstrates that the interests of organized dentistry
were well represented. Only one member of the committee represented dental auxiliaries, while the Canadian
Dental Association was able to nominate four dentists to
represent private practice. It is also interesting to note
that the individual chosen to represent dental auxiliaries
was, in fact, a dentist [5]. This is far from surprising, especially given the recognized status of the profession of
dentistry in comparison to the other oral health professions. The Canadian Dental Hygienist Association president wrote to the chairperson of the Ad Hoc committee
requesting that dental hygienists be represented on the
committee, rather than being represented by a dentist
who spoke on behalf of all dental auxiliaries. Her request
was acknowledged but not granted. The inability to obtain direct representation on the ad hoc committee and
to have a voice at future decision-making tables may be
one reason why the scope of practice of dental hygiene
was not expanded to include the dental therapy skillset.
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In addition, private practice dentists were beginning to
realize the economic advantages of having dental hygienists in their practice and may have been unwilling to lose
them to government positions in remote communities.
While the Health Council of Canada argued in favor of
supporting the dental therapist model [37], opposition to
the decision to close the training institution was relatively
weak and unorganized. Concern was expressed by Western Arctic NDP MP Dennis Bevington, who questioned
Leona Aglukkaq, the national health minister, in the
House of Commons on May 1, 2013. He wondered why
the decision to close the training institution for dental
therapists was made given that the oral health of his constituents was so poor. Minister Aglukkaq deflected the
question by stating that the federal government invested
in research and continued to increase health transfers to
the provinces and territories, as the provincial governments were in a better position to know how to invest the
money [40]. Unfortunately, Mr. Bevington did not have a
strong lobby of concerned citizens voicing their concern.
The weak political lobby of the Inuit and First Nations
communities who were most directly affected by the closure meant that the backlash against the decision was not
felt across the political landscape.
Inuit and First Nation population’s accessibility to
health care in Canada is complicated by the fact that
these communities are often small and scattered across
Canada, frequently in rural or remote locations. This
geographic issue is one of the factors limiting these subpopulations access to appropriate health care, as it is
often difficult to recruit and retain health providers in
remote locations [41]. The original dental therapy programs were designed to attract Inuit and First Nations
students who would return to their communities but it
is not clear how many students accepted into these programs were not Inuit or First Nations status. In addition,
the unique cultural perspectives held by Inuit and First
Nations people are often not well understood by nonIndigenous health care providers. These perspectives
have evolved out of a history of federal government policies that limited the autonomy and power of Inuit and
First Nations people. This is one reason why there may
be benefits to having indigenous patients receiving services within their own communities [42].
Perhaps more importantly, health care in Canada falls
predominantly under provincial jurisdiction, however,
services for Inuit and First Nations people are largely the
responsibility of the federal government and services are
covered under its non-insured health benefits program.
This blended responsibility for health care makes addressing equity issues less than straightforward as the
division of federal and provincial powers creates a policy
legacy that constrains future policy options. Policies designed to address equity issues in individual provinces
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have therefore evolved independently as windows of opportunity arose in various provinces leaving a patchwork of policies and access to care across the country.
A positive development has been the federal governments Children’s Oral Health Initiative. Pilot programs
began in 2004 and have now expanded to include 320 of
the 636 eligible Inuit and First Nations communities in
Canada’s north [43]. Preventive oral health services are
provided by dental therapists and dental hygienists in
most provinces and just dental hygienists in Ontario and
Quebec. While the program is innovative in creating
community oral health workers to assist these health
professionals, its long-term success will be impacted by
the limited availability of dental therapists. In addition,
the initiative is limited to communities that agree to
make the program truly community-based leaving almost half of the Inuit and First Nations Communities
without the program in place. Moreover, the program
only provides preventive services and only to children
under 8 years of age, pregnant women, and caregivers
[43]. The program therefore does not ensure access to
acute care and it remains unclear whether there has
been an actual reduction in disease.
Will dental therapy rise from the ashes? Despite general support for policies that would enhance equity for
dental care, overcoming the power and influence of the
dominant interests to reinstate funding for a dental therapy program in Canada seems unlikely.
According to 2012 membership statistics of the Saskatchewan Dental Therapists Association, almost 60 %
of the dental therapists in Saskatchewan, where the largest concentration of dental therapists reside, were forty
years of age or older. One quarter of Saskatchewan’s
dental therapists were reported to be fifty-five years of
age or older [36]. Unless an alternative training program
is introduced in the near future, it is very likely that dental therapy will cease to exist as a Canadian profession
within the generation. Despite this, Canadian educational institutions possess substantial capacity to expand
existing dental and dental hygiene programs to either include dental therapy training or expand the training of
dental hygienists.
Given that the federal government has responsibility
for Inuit and First Nations health and the provincial governments have responsibility more broadly for both
health care and education, any country-wide policy
change would require leadership from the federal government and cooperation from the provincial governments. Our analysis suggests that while a technically
feasible policy solution is available (re-instating funding
for dental therapy education programs) there continues
to be no politically acceptable solution and thus Kingdon’s three streams will not align. As a result, it remains
highly unlikely that a window of opportunity for policy
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change will open any time soon. So what other policy
options exist? With the absence of federal government
leadership, and the related possibility of a “big bang” policy change, the most viable option forward may be for
incremental policy change at the provincial level. We
have seen that such incremental change can be a practical alternative to more radical policy change [44].
The provinces have demonstrated an increasing willingness to support the expanded scope of practice of
various professions as an approach to enhancing access
to health care services as well as a means to controlling
costs [45, 46]. Based on this experience, expanding the
scope of practice for dental hygienists may be may a viable, if only incremental, policy option for enhancing access to case for Inuit and First Nations communities.
The global interest in the model of dual certification
as a dental therapist and a dental hygienist makes incorporating dental therapy training into dental hygiene
schools a viable option to consider. The research indicates that this model has great potential, not only to
supply dental therapists to publicly funded positions, but
also to increase the procedures that a dentist could perform in a private practice setting. The PEW research
centre recently published an infographic on expanding
the dental workforce which reported that 5157 additional procedures could be performed by a dentist practicing in a solo, private practice in one year by adding a
dental hygienist provider with dental therapy training to
the office staff [47].
Providing advanced designation and training to dental
hygienists to provide expand their scope of practice
could potentially prepare them well to work more independently in northern and remote communities, thus
ensuring that Inuit and First Nations communities have
access to at least basic services.

Conclusion
Through a policy analysis of the rise and fall of the dental
therapy profession in Canada we seek to advance our understanding of the policymaking process, past policy
change, and the likelihood of future policy change that will
enhance equity of access to dental health care for first nations and Inuit in Canada. The continued inability of
many Inuit and First Nations Canadians to access appropriate oral health care providers in their home communities raises serious concerns about both equity of access
and the health of these populations. Obtaining equity in
access to health care services is generally thought of as a
shared value within Canadian society. However, policy
change is rarely achieved based on the strength of evidence or lobbying of government officials. It is essential
that the complexities of the political process are fully
taken into consideration if real change is to occur [6]. In
this, and many other situations, the failure to implement
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effective policy solutions is complicated by the overlapping
jurisdictions between the federal and provincial governments and the absence of leadership in coordinating an effective response. Whenever we see a policy problem that
requires the coordinated attention of both the federal and
provincial governments we can generally expect continued
inadequate policy action.
Abbreviations
CHMS: Canadian Health Measures Survey; FNOHS: First Nations Oral Health
Survey; IOHS: Inuit Oral Health Survey; NIHB: Non-Insured Health Benefits
Program; NSDT: National School of Dental Therapy
Acknowledgements
None.
Funding
Not applicable/no funding obtained.
Availability of data and materials
All data is referenced and is publically available.
Authors’ contributions
VL carried out the data collection, conducted the historical review and
analysis, prepared the first draft of the paper and assisted with editing
the paper. GR guided the analysis, interpreted the results and assisted
with editing the paper. Both authors approved the final manuscript.
Ethics approval and consent to participate
Not applicable.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Received: 23 November 2016 Accepted: 17 July 2017

References
1. Frohlich K, Ross N, Richmond C. Health disparities in Canada today: some
evidence and a theoretical framework. Health Policy. 2006;79:132–43.
2. Sheiham A. Oral health, general health and quality of life. Bull World Health
Organ. 2005;83(9):644. Available online: http://www.scielosp.org/scielo.
php?script=sci_arttext&pid=S0042-96862005000900004&lng=en&tlng=pt.
doi:10.1590/S0042-96862005000900004.
3. Schroth R, Harrison R, Moffatt M. Oral health of indigenous children and the
influence of early childhood caries on childhood health and well-being.
Pediatr Clin N Am. 2009;56:1481–99.
4. Pacey A, Nancarrow T, Egeland GM. Prevalence and risk factors for parentalreported oral health of Inuit preschoolers: Nunavut Inuit child health survey,
2007–2008. Rural Remote Health. 2010;10(2):1368.
5. Government of Canada. Department of National Health and Welfare. Ad hoc
committee on dental auxiliaries report. Ottawa: Information Canada; 1970.
6. Embrett MG, Randall GE. Social determinants of health and health equity
policy research: exploring the use, misuse, and nonuse of policy analysis
theory. Soc Sci Med. 2014;108:147–55.
7. Walt G, Gilson L. Reforming the health sector in developing countries: the
central role of policy analysis. Health Policy Plan. 1994;9(4):353–70.
8. Parsons W. Public policy: an introduction to the theory and practice of
policy analysis. Cheltenham, Northampton, Massachusetts: Edward Elgar
Publishing; 1995.
9. Pierson P. Increasing returns, path dependence, and the study of politics.
Am Polit Sci Rev. 2000;94(02):251–67.

Leck and Randall International Journal for Equity in Health (2017) 16:131

10. Sabatier PA. An advocacy coalition framework of policy change and the role
of policy-oriented learning therein. Policy Sci. 1988;21(2):129–68.
11. Baumgartner FR, Jones BD. Agenda dynamics and policy subsystems. J
Polit. 1991;53(4):1044–74.
12. Kingdon JW. Agendas, alternatives, and public policies. Boston: Little,
Brown; 1984.
13. McNabb D. Research methods for political science: quantitative and
qualitative methods. Armonk: M.E. Sharp; 2004.
14. Health Canada. SMILE Healthy Teeth - Healthy Body. 2009. Available
online: http://www.hc-sc.gc.ca/hl-vs/alt_formats/pdf/pubs/oral-bucco/
2009-smile-sourire/2009-smile-sourire-eng.pdf
15. Health Canada. Report on the findings of the oral health component of the
Canadian health measures survey 2007–2009. Ottawa: Minister of Public
Works and Government Services Canada; 2010.
16. Health Canada. Inuit oral health survey 2008–2009. Ottawa: Minister of
Public Works and Government Services Canada; 2011.
17. The First Nations Information Governance Centre. First nations oral health
survey (FNOHS) 2009–2010 summary report. Ottawa: The First Nations
Information Governance Centre; 2011.
18. Canadian Institute for Health Information. National Health Expenditure
Trends, 1975 to 2013. Ottawa: CIHI; 2011.
19. Health Canada. Non-insured health benefits program, first nations and Inuit
health branch, annual report 2011/2012. 2013. Ottawa: Health Canada, First
Nations and Inuit Health Branch. non-insured health benefits directorate
20. Canadian Institute for Health Information. Treatment of preventable dental
caries in preschoolers: a focus on day surgery under general anaesthesia.
Ottawa: CIHI; 2013.
21. Nash DA, Friedman JW, Mathu-Muju KR, Robinson PG, Satur J, Moffat S, et
al. A review of the global literature on dental therapists. Community Dent
Oral Epidemiol. 2014;42(1):1–10.
22. Nash D, Friedman J, Mathu-Muju K. A review of the global literature on
dental therapists: in the context of the movement to add dental therapists
to the oral health workforce in the United States. United States: W. K.
Kellogg Foundation; 2012.
23. PEW. Dental therapists in New Zealand: What the evidence shows. 2013.
Available online: http://www.pewtrusts.org/~/media/legacy/uploadedfiles/
pcs_assets/2013/pewnewzealanddentalbriefpdf.pdf.
24. Bader JD, Lee JY, Shugars DA, Burrus BB, Wetterhall S. Clinical
technical performance of dental therapists in Alaska. J Am Dent
Assoc. 2011;142:322–6.
25. Bolin KA. Assessment of treatment provided by dental health aide therapists
in Alaska: a pilot study. J Am Dent Assoc. 2008;129:1530–5.
26. Ambrose ER, Hord AB, Simpson WJ. A quality evaluation of specific dental
services provided by the Saskatchewan dental plan: final report. Regina:
Saskatchewan Department of Public Health; 1976.
27. Crawford PR, Holmes BW. An assessment and evaluation of dental
treatment in the Baffin region. Ottawa: Medical Services Branch, Health and
Welfare Canada; 1989.
28. Dyer T, Robinson P. Public awareness and social acceptability of dental
therapists. Int J Dent Hyg. 2009;7:108–14.
29. Canada. Royal Commission on Health Services. The royal commission on
health services. Ottawa: Queen’s Printer; 1964.
30. Canadian Dental Therapists Association. A Brief History of Dental Therapy in
Canada. Available online: http://www.dental-therapists.com/his.htm
31. Saskatchewan Dental Therapists Association. History of dental therapy in
Saskatchewan. 2011. Available online: http://www.sdta.ca/history.html
32. Saskatchewan Dental Therapists Association. Legislation. 2011. Available
online: http://www.sdta.ca/legislation.html
33. Layton J. Speaking out louder: ideas that work for Canadians. Toronto:
McClelland and Stewart; 2011.
34. W.K. Kellogg Foundation. Improving access to oral health care: The success
of Alaska dental therapists. 2010. Available online: http://www.legis.nd.gov/
files/committees/63-2013nma/appendices/15_5038_03000appendixc.
pdf?20140316140706
35. Northwest Territories. Dental Therapist. 2011. Available online: http://www.
practicenorth.ca/index.php?page=dental-therapist
36. Uswak G, Keller-Kurysh E. Influence of private practice employment of
dental therapists in Saskatchewan on the future supply of dental therapists
in Canada. J Dent Educ. 2012;76(8):1092–101.

Page 10 of 10

37. Health Council of Canada. The national school of dental therapy (NSDT).
2011. Available online: https://accreditation.ca/innovation-practice/nationalschool-dental-therapy-nsdt.
38. PEW. Expanding the Dental Team: Studies of two private practices. 2014. Available
online: http://www.pewstates.org/uploadedFiles/PCS_Assets/2014/Expanding_
Dental_Team_Report.pdf
39. National Aboriginal Health Organization (NAHO). The profession of dental
therapy discussion paper. 2003. Available online: http://www.naho.ca/
documents/naho/french/publications/DP_research_dental.pdf
40. Parliament of Canada. House of Commons Debates. Volume 146, Number
244, 2013. Available online: http://www.parl.gc.ca/HousePublications/
Publication.aspx?DocId=6123737
41. Richmond C, Ross N. The determinants of first nation and Inuit health: a
critical population health approach. Health Place. 2006;15:403–11.
42. Anderson M, Lavallee B. The development of the first nations, Inuit and
Métis medical workforce. Med J Aust. 2007;186:539–40.
43. Mathu-Muju KR, Chartier M, Harrison RL. The Children's oral health
initiative: an intervention to address the challenges of dental caries in
early childhood in Canada’s first nation and Inuit communities. Can J
Public Health. 2016;107(2):E188.
44. Hutchison B, Abelson J, Lavis J. Primary care in Canada: so much innovation,
so little change. Health Aff. 2001;20(3):116–31.
45. Randall GE, Embrett MG, Barr NG, Vania D. Regulating traditional
Chinese medicine practitioners and acupuncturists in Ontario, Canada.
Health Reform Observer Observatoire des Réformes de Santé. 2015;3(2).
doi: http://dx.doi.org/10.13162/hro-ors.v3i2.2441.
46. Randall GE, Barr NG, Wakefield PA, Embrett ME. Expanding the scope of
practice for pharmacists in Ontario, Canada. Health Reform Observer
Observatoire des Réformes de Santé. 2015;3(1) doi:10.13162/hro-ors.v3i1.1177.
47. PEW. Data visualizations: expanding the dental. Workforce. 2012. Available
online: http://www.pewstates.org/research/data-visualizations/expandingthe-dental-workforce-85899377082.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

