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This report explains how 

children’s and public health 

advocates in Minnesota 

campaigned successfully 

for a law to increase 

children’s access to dental 

care. The new law is likely 

to ensure that dental care 

will reach many kids who 

are underserved. 

In May 2009, the Minnesota legislature 
became the first in the nation to approve 
the licensing of a new oral health 
practitioner called a dental therapist—
the dental equivalent of a nurse 
practitioner. A dental therapist is licensed 
to perform such duties as filling cavities 
and extracting teeth. Policy makers in 
other states are viewing Minnesota’s 
law as one of several potential solutions 
to the lack of access to dental care for 
millions of Americans, particularly the 
poor and uninsured.

Advocates rallied support for creating 
new types of dental providers in 
Minnesota by sharing the growing 
evidence that too many children were 
not receiving basic care. In the United 
States, dental cavities, or caries (Latin for 
“decay”), are the most common chronic 
disease of childhood, affecting 59 percent 
of children ages five to 17.1 Tooth decay 
is five times more common than asthma.2 
In addition, one in four Americans ages 
six to 19 suffers from untreated decay.3 
Yet many children often go years without 
seeing a dentist due to lack of insurance 
or an available practitioner.

The Minnesota Story
How Advocates Secured the First State Law of Its Kind 
Expanding Children’s Access to Dental Care
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From 1993 to 2000, Minnesota suffered 
the greatest percentage decline of all 50 
states in the dentist-to-population ratio, 
which fell to only one dentist per 1,670 
residents.4 In 2008, a state health official 
reported that roughly 350,000 low-income 
Minnesotans see a dentist less often than 
they should or not at all.5

Dr. Colleen Brickle, an oral health 
educator and dean of Normandale 
Community College, spent a year-
long sabbatical researching dental 
care workforce issues. The sabbatical’s 
focus was driven by her frustration 
with encountering many Minnesotans, 
especially children, who were going 
without needed dental care.

Brickle’s research confirmed that the 
evidence was real, not anecdotal. 
Thousands of state residents did not 
have access to a dental provider, due to 
geography, low-income status or other 
factors. Given the shortage of dentists, she 
realized that part of the solution to this 
access problem was the creation of new 
types of practitioners.6

“From 2003 to 2007, dental hygiene 
students performing oral assessments 
on school children in Bloomington 
[Minn.]—a community just south of 
Minneapolis—found that roughly one out 
of four students showed visible dental 
health needs that required direct referral 
to a dentist,” said Brickle. “Out of those 
with identified needs, approximately half 
had urgent needs due to toothaches or 
other oral pain.”7

Dr. Amos Deinard, an adjunct associate 
professor at the University of Minnesota’s 
School of Public Health, also provided 
information that strengthened the case for 
new types of providers. Deinard co-led a 
year-long study of seven hospitals in the 
Minneapolis-St. Paul metropolitan area and 
found that patients made more than 10,000 
trips to the emergency room for dental-
related problems, such as toothaches or 
abscesses.8 

The total cost of these emergency room 
visits was staggering: more than $4.7 
million. In addition, of those who went 
to the emergency room for dental-related 

A year-long study of seven hospitals in the 
Minneapolis-St. Paul area traced 10,325 
emergency room visits to toothaches, 
abscesses or other untreated dental problems.  
The cost for these visits exceeded $4.7 million. 

Untreated Dental
Problems Drive Up
Emergency Room Visits

SOURCE: Journal of Public Health Dentistry, 2010.   
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problems, nearly 20 percent went more 
than once.9

Children who are taken to hospital 
emergency departments for severe 
dental pain can end up in a revolving 
door that costs Medicaid—and 
taxpayers—significantly more than 
preventive and primary care. Hospitals 
are generally not equipped to provide 
dental treatment for toothaches and 
abscesses. “Unless the hospital has a 
dental program, they give [the child] 
an antibiotic and send him on his way,” 
said Dr. Paul Casamassimo, chief of 
dentistry for Nationwide Children’s 
Hospital in Ohio. The antibiotic may 
suppress the infection, but it does not 
address the underlying problem.10

Advocates for new types of providers 
were also armed with data showing 
that people in rural Minnesota had 
significant problems with access to 
dentists—and because of projected 
retirements of dentists, the situation 
would soon worsen.11 

This lack of access disproportionately 
punishes the poor. Children ages two to 
11 whose families live below the federal 
poverty level are twice as likely to have 
untreated decay as their more affluent 
peers.12 

the Focus of the Law
Minnesota’s law allows the creation of 
two new types of licensed oral health 
professionals: a dental therapist who 
will work with a dentist on-site and an 
advanced dental therapist who will work 
under a collaborative practice agreement 
with an off-site dentist.13 The first class 
of new providers is slated to graduate 
by 2011 and will work in low-income 
and underserved communities.14 Dental 
therapists will hold bachelor’s degrees, 
and advanced dental therapists will have 
master’s degrees.15

Although dental therapists are not well-
known in the lower 48 states, they have 
been employed by Alaska Native tribes 
since 2004, and in Great Britain, Canada, 
New Zealand and many other countries for 
decades. In these nations and Alaska, such 
providers flourish and enjoy widespread 
support and patient acceptance.16

The Minnesota law was passed in a 
relatively quick two years, aided by 
the work of a state health care reform 
commission that documented the 
lack of dental care access and called 
for using more alternative health care 

Although dental therapists are 

not well-known in the lower 48 

states, they have been employed 

by Alaska Native tribes since 2004, 

and in Great Britain, Canada, New 

Zealand and many other countries 

for decades. 
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professionals. But the legislative journey 
was a test of endurance. The proposal 
attracted tremendous opposition from 
the Minnesota Dental Association, which 
engaged in both lobbying and—in its 
own words—an “aggressive statewide 
advertising campaign” to try to prevent the 
creation of new types of licensed dental 
professionals.17

The opposition of dentists had helped 
defeat similar proposals in other 
states during the 1950s and 1970s, 

but the dynamics began to change 
a few years ago. Most significantly, 
in 2008 Minnesota advocates built a 
broad coalition composed of persistent 
lawmakers, public health dentists, 
hospitals, health care providers, oral 
health educators and nonprofit groups 
assisting children and the poor.

The coalition was strengthened by 
the involvement of organizations that 
advocate for people with disabilities 
and for seniors. These organizations 
recognized that new types of dental 
professionals also could expand access 
for the disabled and elderly, many of 
whom reside in group homes, nursing 
homes or other facilities with limited 
access to a dentist.18

As this coalition began its advocacy for 
new types of dental providers, the cause 
was made more urgent by the story of a 
Maryland boy whose death exposed the 
tragic consequences of children not having 
access to dental care.19

In February 2007, 12-year-old 
Deamonte Driver of Maryland died 
after bacteria from an untreated tooth 
abscess spread to his brain. The family’s 
Medicaid insurance had lapsed during 
a period in which they were homeless. 
Even before their coverage expired, 
Deamonte’s mother had struggled 
unsuccessfully for months to find a 
dentist who would see her children in 
a timely manner and accept Medicaid’s 

the Unmet need

Dental care is the greatest unmet 
need for health services among 
children.28 an estimated 17 million 
U.S. children—one in five between 
the ages of one and 18—go without 
a dental visit each year.29

the costs of dental disease are 
severe: impaired nutrition and 
health, missed school days, 
worsened job prospects as an 
adult and—in extreme cases—
even death.
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low reimbursement levels.20 During 
the same week, six-year-old Alexander 
Callendar of Mississippi collapsed on his 
school bus and died from an infection 
caused by two abscessed teeth that had 
been recently removed.21

These tragedies haunted Minnesota state 
Sen. Ann Lynch. She first considered 
authoring a bill to create the dental 
therapist as a new type of licensed dental 
professional in 2007, after hearing at 
a health conference about the work of 
dental therapists in Alaska. Lynch met 
with a core group of early supporters, 
including the Minnesota Safety Net 
Coalition, and then approached state 
Sen. Linda Berglin—who chaired a 
subcommittee overseeing health finance 
issues—to encourage Berglin’s support. 
The next year, 2008, Lynch introduced 
a bill in the state Senate, and Rep. Cy 
Thao did the same in the state House 
of Representatives. Yet Lynch said 
she never imagined how difficult the 
legislative process would become—or 
how contentious.22

The first bill to create a new type of 
dental provider in Minnesota would 
have allowed new practitioners to 
perform dental procedures without 
onsite supervision. Some dentists 
supported the idea, but others 
contended that allowing anyone but 
a dentist to conduct procedures such 
as fillings and tooth extractions would 
lower the standards of patient care in 

Minnesota. Some opponents implied 
that the new class of providers could be 
a danger to patients.23

Backed by focus groups and a survey 
funded by the American Dental 
Association, the Minnesota Dental 
Association sponsored newspaper ads 
in 2008 attacking the idea—and took 
aim at Lynch with radio ads that aired 
in her hometown of Rochester, Minn. 
Meanwhile, Lynch’s bill stalled. “It was like 
having the ball at the goal line without 
being able to get it across,” she said.24

work Group examines 
new Models
In a compromise, the legislature approved 
a skeletal framework for a new type 
of dental care provider and created a 
13-member work group to conduct 
more research. This work group was 
charged with studying new dental 
workforce models and making specific 
recommendations for legislation that 
would be introduced in 2009. The work 
group included Michael Scandrett, staff 
director of the Minnesota Safety Net 
Coalition, and Dr. Colleen Brickle, dean 

A 13-member work group was 

charged with studying new types of 

dental providers and making specific 

recommendations for the legislation 

that was introduced in 2009.
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of Normandale Community College. Both 
had helped organize the initial coalition in 
support of creating new providers.25

Also serving on the work group was 
Dr. Patricia Tarren, a pediatric dentist 
who knew from personal experience 
the value of having a workforce that 
includes dental therapists. Although she 
practices in Minneapolis, she grew up in 
and was trained in Great Britain, where 
dental therapists have provided care for 
decades.26

Members of the work group traveled—
sometimes at their own expense—to 
see how dental therapists work in other 
countries. The trips helped many work 
group members recognize how the model 
of an alternative provider functioned in 
these nations and how it enhanced dental 
practices rather than competed with 
them. Such professionals have worked in 
New Zealand since 1921 and in Canada 
since 1972.27

After these international visits, the work 
group engaged in vigorous debate, voted 
on proposals and finally released its 
recommendations. Out of more than 
50 votes taken by the work group on 
the creation of new types of providers, 
nearly half of the votes were unanimous. 
Most of the remaining decisions were 
approved by 10 of the body’s 13 
members. Members appointed by the 
Minnesota Dental Association wrote a 
letter criticizing the final report draft. 

Their reservations, as well as those of 
Dean Patrick Lloyd of the University 
of Minnesota School of Dentistry, were 
included in the report.30 

type of new provider:  

dental therapists

where they will be deployed: 
Will work on-site with a dentist

education required: 
bachelor’s degree

type of new provider:  

Advanced dental therapists

where they will be deployed: 
Will work in community settings 
under a collaborative practice 
agreement with a dentist

education required: 
master’s degree
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The work group’s recommendations 
were refined by legislators, and a detailed 
proposal for new types of provider picked 
up momentum as the 2009 session of the 
Minnesota Legislature convened.

Heading into the session, the Pew Center 
on the States supported frontline advocates 
by providing research, funding and policy 
experts. Shelly Gehshan, director of the 
Pew Children’s Dental Campaign, testified 
before the state legislature about the 
need for new approaches to address the 
problem of access.31

The Pew Children’s Dental Campaign 
also identified dentists who had worked 
with dental therapists in Alaska and 
Canada, and arranged for these dentists 
to testify before Minnesota legislators to 
share their observations and insights. 
The W.K. Kellogg Foundation provided 
significant funding to the Minnesota 
Safety Net Coalition, which was a 
leading voice in the coalition supporting 
new dental providers. The Kellogg 
Foundation’s contribution reflected its 
vigorous promotion of Alaska’s successful 
use of dental health aide therapists.32

The evidence-based campaign by 
advocates overcame the opponents’ 
strategy, which included a misleading 
advertisement urging Minnesotans to 
tell legislators they want to allow only 
“supervised, dental school trained 
professionals” to perform “surgery.”33 This 
ad stoked fears by disregarding a key 

fact—the new providers would receive 
extensive training in a limited set of 
primary care services.

During the 2009 debate, Tarren spoke 
in support of new types of providers at 
public forums. She also testified on the 
issue before the U.S. Senate. “I would 
stake my reputation on the quality of care 
that well-educated dental therapists can 
give,” Tarren declared in an interview. “I 
would have them treat me, and I would 
have them treat my family.”34

As the debate played out in the 
Minnesota Senate during its 2009 
session, the tragedy of Deamonte Driver’s 
death helped to keep Sen. Lynch focused 
during the often heated discussion 
among legislators. “I had to bring the 
conversation back to why we were 
having the conversation,” she said. “A 
12-year-old died because of an abscessed 
tooth.”35 Advocates cited the Driver story 
as one consequence of the difficulty that 
Medicaid-eligible children encounter 
trying to find a dentist. 

Since the law’s passage in 2009, the 
University of Minnesota’s dental school 
and a Metropolitan State University–
Normandale Community College 
partnership have each developed a 
curriculum to train the new dental 
providers. Students are currently 
enrolled, and each institution plans to 
graduate about a dozen new providers 
in 2011. Based on the example of 
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general practice dentists, each dental 
therapist could provide at least 2,000 
dental visits per year.36 Such an infusion 
of new professionals could increase 
the impact of health centers such as 
Mankato’s Open Door Health Center, 
which routinely turned away 100 dental 
patients a month in 2009 because of a 
lack of staff.37

Minnesota’s reform is still a work in 
progress. The Minnesota Safety Net 
Coalition and other supporters of the law 
are committed to ensuring that the intent 
of the law is respected by the rule-making 
process. If the bold vision behind this 
law is fulfilled, thousands of children in 
Minnesota will have a much healthier and 
brighter future.
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eIGht LeSSonS from mInneSotA

Conversations with the leading advocates for minnesota’s landmark law reveal 
key lessons for those in other states who are striving to expand access for 
children by creating new types of dental providers:

1A broad coalition demonstrated 
widespread support for new oral health 

practitioners and also helped bridge 
differences among key constituencies. 

2 the focus was on the data. 
advocates addressed concerns and 

questions by sharing key research findings 
with legislators, the media and the public. 

3the law was written to improve 
access for a range of state 

residents, including seniors and people 
with disabilities.

4Advocates identified supportive 
dentists and encouraged them to 

attest to the quality and safety of the new 
types of providers. 

5the historical success of new dental 
providers in Alaska and 53 countries 

helped convince lawmakers of the value 
of creating new providers. 

6 the coalition worked with legislators 
and knowledgeable advocates who 

understood legislative rules, process, 
strategy and the political landscape. this 
helped to overcome legislative hurdles.

7the minnesota legislation was 
comprehensive. advocates carefully 

assessed the policy options and covered 
all the necessary components, including 
licensing, scope of practice, educational 
programs, patients to be served and 
other details. they addressed the issues 
that could become points of contention, 
especially the level of supervision and the 
scope of practice.

8Advocates continued their work 
after the law’s passage, monitoring 

regulation and reimbursement policies 
to ensure successful implementation. 
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