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Office of Policy Planning 

 Bureau of Competition 

  Bureau of Economics 

 

        December 2, 2013 

 

Sherin Tooks, Ed.D., M.S. 

Director, Commission on Dental Accreditation 

211 East Chicago Avenue, 19
th

 Floor 

Chicago, IL 60611 

 

Dear Dr. Tooks:  

 

 The staffs of the Federal Trade Commission Office of Policy Planning, Bureau of 

Economics, and Bureau of Competition
1
 (collectively, “FTC staff”) appreciate the opportunity to 

comment on the Accreditation Standards for Dental Therapy Education Programs proposed by 

the Commission on Dental Accreditation (“CODA”).
2
 Dental therapists are a relatively new type 

of “mid-level” provider that offers some of the same basic dental services offered by dentists. 

Expanding the supply of dental therapists by facilitating the creation of new dental therapy 

training programs, therefore, is likely to increase the output of basic dental services, enhance 

competition, reduce costs, and expand access to dental care. This could especially be true for 

underserved populations. Recognizing this potential, a number of state legislatures have 

expressed interest in creating dental therapy educational and training programs. At least one 

jurisdiction, the State of Minnesota, has created new training programs and has urged CODA to 

develop accreditation standards that would apply to its programs. The promulgation of 

accreditation standards could have a significant impact on the success of such programs. It would 

enhance the attractiveness of such programs to prospective students because it could more easily 

allow dental therapists licensed in one state to obtain licensing in another state. It could also spur 

the development of additional training programs. 

 

 As currently worded, however, the proposed CODA accreditation standards might be 

interpreted in ways that could impede competition. For example, the proposed standards state 

that diagnosis and treatment planning are the responsibility of a supervising dentist, even though 

such statements ordinarily are not found in the accreditation standards of education programs for 

other allied dental professionals who are also supervised by dentists. Such statements could have 

two interrelated effects. First, they may constrain states’ discretion to select the level of 

supervision that they determine is appropriate for different types of dental training programs that 

they may create, and to define broadly dental therapists’ scope of practice to include oral 

evaluation and treatment planning. Accordingly, we are concerned that such statements may 

hamper efforts to promote the use of dental therapists to enhance competition and expand access 

to dental services, especially in underserved areas where dentists are scarce or unavailable. 

Second, such statements may deter the development of dental education programs that would 
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train dental therapists to provide such services under the level of supervision required by each 

state. For example, if the statements are interpreted by educators to preclude dental therapists 

from conducting an oral evaluation and developing a treatment plan, and to require on-site 

dentist supervision during an evaluation or procedure – even when states determine that patient 

safety may not require such restrictions –it may result in less development of innovative provider 

models and education programs that are intended to better address dental care needs. 

 

As discussed below in greater detail, to preserve flexibility at the state level and to foster 

innovation in dental care education and delivery models, we encourage CODA to consider two 

specific recommendations as part of its deliberations on the proposed standards: 

 

 CODA should consider omitting categorical statements regarding a supervising 

dentist’s responsibility for diagnosis and treatment planning, topics that are typically 

addressed by individual states in their licensure and scope of practice laws; and 

 

 CODA should consider developing accreditation standards for master’s or graduate 

level programs that train dental therapists to conduct oral evaluations and develop 

treatment plans without requirements for an on-site supervising dentist or at other 

supervisory levels that have been adopted by states. 

 

This comment does not advocate a simple or uniform model for how best to define the 

scope of dental therapy practice. Nor does it purport to specify the appropriate level of 

supervision of dental therapists by dentists. Ultimately, state legislators and regulators, and 

dental care providers themselves, should make those determinations relying on their training, 

expertise, and the best available safety evidence. Based on FTC staff’s knowledge of health care 

competition, however, this comment highlights aspects of the proposed standards that could deter 

the adoption of innovative dental workforce models that would otherwise have the potential to 

increase competition in the provision of dental services, improve access for underserved 

populations, and decrease the costs of care. 

 

I. The FTC’s Interest and Experience 

 

The FTC is charged with enforcing Section 5 of the FTC Act, which prohibits unfair 

methods of competition and unfair or deceptive acts or practices in or affecting commerce.
3
 

Competition is at the core of America’s economy, and vigorous competition among sellers in an 

open marketplace gives consumers the benefits of lower prices, higher quality products and 

services, and innovation.
4
 Competition in health care markets has long been an area of focus for 

the FTC’s law enforcement,
5
 research,

6
 and advocacy

7
 activities. 

 

The FTC has examined markets for the provision of dental services in the context of both 

law enforcement actions and policy initiatives. For example, in 2003 the Commission sued the 

South Carolina Board of Dentistry charging that the Board had illegally restricted the ability of 

dental hygienists to provide preventive dental services in schools,
8
 thereby unreasonably 

restraining competition and depriving thousands of economically disadvantaged schoolchildren 

of needed dental care, with no justification.
9
 The Board ultimately entered into a consent 

agreement settling the charges.
10
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As part of the agency’s policy and advocacy functions, FTC staff also has provided 

comments on competition and consumer protection matters to state dentistry boards and state 

officials.
11

 In 2009, staff provided several comments to Louisiana legislators and the Louisiana 

Board of Dentistry (“LBD”) to highlight competition concerns raised by proposed bills and 

proposed LBD rules regarding the practice of in-school dentistry.
12

 Consistent with staff’s 

comments, the LBD ultimately adopted rules for portable and mobile dentistry that more closely 

align dental practice requirements in schools and other non-traditional settings with requirements 

applicable to the same dentists in traditional settings.
13

 In December 2010, staff urged the 

Georgia Board of Dentistry not to adopt proposed rule changes that would have required the 

indirect supervision of a dentist for dental hygienists performing permitted treatments at 

approved public health facilities, and which could have been interpreted to require a dentist’s 

initial diagnosis of all patients in such settings.
14

 Staff expressed concern that the proposed 

changes likely would have raised the cost of such services and reduced the numbers of 

consumers receiving dental care, with no evidence that additional supervision was needed to 

prevent harm to dental patients.
15

 In November 2011, staff urged the Maine Board of Dental 

Examiners not to adopt proposed rules that would have restricted the scope of practice of 

Independent Practice Dental Hygienists participating in a pilot project designed to improve 

access to care in underserved areas of the state, by preventing them from taking certain 

radiographs without a dentist present.
16

  

 

As in these prior advocacy comments, the FTC’s charge to promote competition for the 

benefit of consumers underlies the FTC staff’s interest in commenting on CODA’s proposed 

Accreditation Standards for Dental Therapy Education Programs.  

 

II. Background on Dental Therapy and CODA’s Proposed Accreditation Standards 

for Dental Therapy Education Programs 

 

 Dental therapists provide preventive and basic reparative dental services. Dental 

therapists differ from other allied dental health professionals, such as dental hygienists, in that 

they are trained and licensed to provide some, but not all, services traditionally carried out only 

by licensed dentists. Although dental therapists have been practicing in other countries since the 

early twentieth century, they have only recently begun practicing in the United States and are 

becoming an emerging option for consumers of dental services.  

 

A. Dental Workforce Innovations in Minnesota and Other States 

 

In 2009, Minnesota became the first state to enact legislation providing for the licensure 

of dental therapists.
17

 The adoption of dental therapy legislation in Minnesota, as well as 

proposals for dental therapist licensure in other states, demonstrate states’ interest in exploring 

innovative provider models to address their residents’ dental care needs, including programs that 

would allow a dental therapist to conduct an oral evaluation and develop a treatment plan under 

the supervision of a remotely-located dentist. The ability of dental therapists to work without a 

dentist on the premises is critical to their ability to increase the availability of dental care in areas 

where dentists are scarce or unavailable.
18
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Minnesota’s legislation created two types of mid-level oral health professionals: Dental 

Therapists (“DTs”) and Advanced Dental Therapists (“ADTs”). The law authorizes both DTs 

and ADTs to provide basic preventive and limited restorative services, and provides them with 

limited authority to write prescriptions.
19

 DTs and ADTs are also “limited to primarily practicing 

in settings that serve low-income, uninsured, and underserved patients or in a dental health 

professional shortage area.”
20

 

 

Under Minnesota law, ADTs can carry out all evaluative, preventative, restorative, and 

surgical procedures within their scope of practice, including “an oral evaluation and assessment 

of dental disease and the formulation of an individualized treatment plan,” under “general 

supervision,” which means that the supervising dentist need not be on the premises when a 

procedure is performed.
21

 Minnesota law further provides that DTs can carry out many 

evaluative and preventative services under general supervision. Most basic restorative and 

surgical services within a DT’s scope of practice must be performed under “indirect 

supervision,” with a dentist on-site when the service is performed. DTs are not authorized to 

conduct an oral evaluation and formulate a treatment plan.
 22

 

 

Neither DTs nor ADTs are authorized to provide complex or advanced restorative and 

surgical procedures.
23

 In Minnesota, both types of providers must practice pursuant to a 

“cooperative management agreement” with a supervising dentist who can impose scope of 

practice and supervision restrictions beyond those required by law.
24

 

 

 As a result of Minnesota’s legislation, the University of Minnesota (“UMN”) established 

educational programs providing the necessary training to practice as a DT, and an institution in 

the Minnesota State Colleges and Universities System, Metropolitan State University (“MSU”), 

began a master’s program providing the necessary training to practice as an ADT.
25

 Graduates of 

programs at both universities are initially licensed as DTs.
26

 Graduates of MSU’s master’s 

program, which requires applicants to be licensed dental hygienists, may be certified as ADTs 

after a period of post-licensure practice as a DT and passage of a board-approved examination.
27

 

UMN also plans to offer a master’s program leading to certification as an ADT.
28

 

 

As permitted by Minnesota law, the programs at UMN and MSU are approved by the 

Minnesota Board of Dentistry (“MBD”),
29

 which is sufficient for graduates of these programs to 

meet Minnesota’s licensure requirements.
30

 Still, the UMN, MSU, MBD, and Minnesota Dental 

Association (“MDA”) asked CODA to establish national accreditation standards covering both 

the DT and ADT programs.
31

 CODA is the only body recognized by the U.S. Department of 

Education for the accreditation of allied dental health programs, and CODA’s promulgation of 

accreditation standards for dental therapy programs would be consistent with accreditation by 

CODA of education programs for other allied dental professions.
32

 Moreover, a nationwide 

accreditation standard could foster the adoption by other states of dental therapy licensure laws, 

leading to the growth of dental therapy education programs nationally and establishing a basis 

for the reciprocal licensing of dental therapists in different states. This would likely have the 

benefit of increasing the supply of dental therapists, which could reduce the cost of obtaining 

certain dental services.
33
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Even without national accreditation standards, in the past year eight other states have 

considered bills to license dental therapists. Although none have passed, the number of bills 

suggests that interest in mid-level dental professionals is growing, especially in states with large 

rural populations. Proposed legislation in North Dakota was similar to Minnesota’s, 

distinguishing the education requirements, scope of practice, and supervision provisions of 

dental therapists and advanced dental therapists.
34

 Bills in the other seven states either would 

have allowed general supervision of all dental therapy practitioners or would have specifically 

provided that a supervising dentist need not be on-site.
35

 The proposed legislation in at least six 

of these states also would have permitted a dental therapist to evaluate dental disease and 

formulate a treatment plan.
36

 Such legislation could be especially effective in improving the 

availability of dental care in underserved areas where dentists are scarce or unavailable.
37

 

 

B. Growth of the Dental Therapy Profession and Potential Competitive Benefits 

 

In dental care, as in other areas of health care, workforce modifications expanding the use 

of mid-level providers can increase the supply of basic services and improve the overall quality 

of care. Such measures are also viewed as an important strategy to address access and cost 

challenges.
38

 Because the oral health workforce is not well distributed, access to dental care is 

inadequate in many areas.
39

 In Minnesota, the state legislature empowered dental therapists to 

respond to this imbalance by requiring them to practice primarily in settings that serve low-

income and underserved patient populations for whom dentists are often unavailable or 

unaffordable. Dental therapists are likely to be most effective in expanding access to care, 

especially to the underserved, when they are allowed under appropriate circumstances to 

evaluate a patient and develop a treatment plan under the supervision of a remotely-located 

dentist.
40

 Conversely, if competition is hindered by laws that reserve the provision of even 

simpler services to more highly trained professionals, access may be compromised and cost 

savings may be inhibited.
41

 

 

The ability of dental therapists to provide cost-effective care is also closely tied to their 

ability to offer services without a dentist on-site. Dental therapists tend to receive lower 

compensation than dentists because of their more limited training and the narrower scope of 

services they are typically authorized to provide as a result.
42

 However, whether the use of dental 

therapists is actually “less costly will depend on whether duplication in providers arises and 

whether the profit arising from care provided by lower-paid therapists accrues to dentists, 

insurers, or patients.”
43

 A requirement to always utilize a dentist for evaluation and treatment 

planning, and/or have a supervising dentist on the premises, could undercut the cost savings that 

otherwise might arise from the use of lower-cost providers, effectively defeating the very 

purpose of expanding the supply of dental therapists. 

 

FTC staff notes that similar scope of practice and supervision issues arise in the context 

of advanced practice registered nurses (“APRNs”), a subject on which FTC staff frequently has 

commented.
 
With respect to APRNs, FTC staff has emphasized that overly broad scope of 

practice restrictions and supervision requirements, unsupported by legitimate health and safety 

concerns, may limit competition and decrease access without providing any countervailing 

benefits to health care consumers.
44
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III. Discussion 

 

 FTC staff commends CODA’s proposed accreditation standards as an important first step 

in encouraging the nationwide growth of a dental therapist profession. In commenting on the 

proposed standards, FTC staff in no way intends to offer judgments regarding important health 

and safety considerations that may inform states’ policy choices surrounding dental therapist 

licensure and scope of practice. FTC staff is concerned, however, that some of the specific 

provisions of the proposed standards may effectively and unnecessarily constrain the discretion 

of states to determine dental therapists’ scope of practice and authority, to the possible detriment 

of competition and consumers. As CODA itself has recognized, CODA may effectively “set[] 

the national scope of practice when it develops accreditation standards in a discipline of 

dentistry.”
45

 If that scope is unnecessarily narrow, competition and consumers may suffer.  

 

A. CODA’s Response to Minnesota’s Requests for Accreditation 

 

CODA has responded to requests for accreditation with proposed standards that raise two 

distinct concerns. First, they do not fully address the accreditation needs of Minnesota’s existing 

dental therapy education programs. Specifically, the proposed standards address only 

baccalaureate programs, such as the UMN programs, leading to licensure as a DT. The proposed 

standards do not address graduate programs, such as MSU’s, that lead to certification as an ADT, 

which is intended to have a broader scope of practice.
46

 

 

Second, the proposed standards include a definition of dental therapists that inherently 

emphasizes limitations on their authority: 

 

The dental therapist is a member of the oral healthcare team, who is supervised by 

a licensed dentist that is responsible for diagnosis, risk assessment, prognosis, and 

treatment planning for the patient.
47

 

 

Similar statements appear in various parts of the standards.
48

 By specifying that the dental 

therapist is supervised and that the dentist is responsible for diagnosis and treatment planning, 

the statement implies that a dental therapist’s role must be limited to execution of a dentist’s 

orders, and could be interpreted as a requirement either that a dentist first examine a patient or 

that the dentist be on-site for the patient’s initial examination. It could be argued that such an 

interpretation is consistent with the position of the American Dental Association (“ADA”) “that 

only a dentist, by virtue of education, training and clinical experience, should diagnose oral 

disease and perform surgical/irreversible procedures.”
49

 It is also consistent with the ADA’s 

official policy that “to maintain the highest quality of oral health care . . . the dentist [must] be 

the health care provider that performs examinations/evaluations, diagnoses and treatment 

planning.”
50

 

 

Although the proposed standards do not specify the type of supervision, the standards 

could create a perception that dental therapists who graduate from CODA-accredited programs 

are only capable of practicing dental therapy when supervised by an on-site dentist, and/or only 

with an evaluation and treatment plan developed by a dentist, regardless of their level of training. 

Such provisions on supervision and scope of practice typically are a matter of state law, not the 



7 

 

subject of allied dental education accreditation standards.
51

 In the case of Minnesota’s existing 

law, the proposed CODA standards would not accommodate a Minnesota ADT’s explicit 

authority to conduct an oral evaluation and formulate a dental treatment plan under the 

supervision of a remotely-located dentist. In other states, the standards may inhibit states’ 

discretion to adopt supervisory standards appropriate to evolving training programs and the 

professional licensure provisions that they may create. 

 

 B. CODA’s Proposed Dental Therapy Accreditation Standards May Chill 

Expansion of the Dental Therapy Profession 

   
Although the proposed CODA standards would not override state supervision and scope 

of practice laws, the CODA statements could influence other states considering proposed dental 

therapy legislation, as well as educational institutions considering the creation of dental therapy 

training programs. For example, the proposed standards could encourage states to adopt 

legislation requiring a dentist’s evaluation and treatment plan in all cases, and could inhibit 

legislation modeled on MSU’s master’s-level ADT program that would allow dental therapists to 

conduct evaluations and formulate treatment plans even when a dentist is not on the premises. As 

a result, the accreditation standards could limit the competitive benefits that could be realized 

from expansion of the supply of providers of basic dental services.  

 

In addition, “states may miss critical opportunities to serve greater numbers of 

individuals in need of care,”
52

 even when state legislators determine that the interests of their 

state’s health care consumers would be better served by enabling dental therapists to practice 

without the presence of an on-site dentist. Even if other states were to overlook the implied 

message of the CODA statements and adopt a licensure and scope of practice framework 

comparable to that adopted in Minnesota, CODA’s proposed accreditation standards might 

discourage colleges and universities from developing education programs that would train dental 

therapists to evaluate oral health and formulate a treatment plan, and work without a dentist on-

site.
53

 Absent endorsement by nationwide accreditation standards, education programs that train 

practitioners to evaluate oral health, formulate a treatment plan, and work without an on-site 

dentist or under lesser levels of supervision might suffer, which in turn would decrease the 

number of graduates with that type of specialized training. 

 

For schools that nevertheless might choose to offer training for dental therapists who 

could someday practice under the supervision of a remotely-located dentist or even 

independently, the lack of a nationwide accreditation standard covering these types of programs 

might make it difficult to attract a nationwide applicant pool or to facilitate licensure portability 

from state to state. This could ultimately lead to a decline in such programs. For example, 

MSU’s program requiring applicants to be licensed dental hygienists could be affected by the 

lack of accreditation standards applicable to its programs. The lack of support for such programs 

could lead to a decline in the number of trained dental therapists, which would further limit the 

potential for increased competition among dental providers.
54

 

 



8 

 

C. The Role of States in Evaluating Health and Safety 

 

Although FTC staff believes that the potential benefits of competition among different 

types of dental care providers could be substantial, this comment is in no way intended to 

subordinate legitimate health and safety concerns that might limit dental therapists’ scope of 

practice or their ability to practice without some level of supervision by a dentist. FTC staff 

recognizes that patient health and safety concerns are of critical importance when states regulate 

the scope of practice and supervision requirements of health care professionals. If states choose 

to enact laws providing for the licensure of dental therapists, each state will need to determine its 

own supervision and scope of practice limitations. State legislatures typically make these policy 

decisions, subject to debate and input from diverse sources. 

 

FTC staff urges the ADA and CODA to avoid exercising their current authority in a way 

that could impede the development of this potentially valuable and innovative model of dental 

care delivery. According to CODA, the overall purpose of its accreditation standards is “to serve 

the public by ensuring quality education and patient safety.”55 The ADA has explained that its goal, 

as well as that of its component organization CODA, is “the provision of safe, effective dental care 

to patients.”
56

 

 

The ADA plays an important public safety role when it questions whether dental 

therapists can carry out some or all procedures safely. FTC staff is concerned, however, that 

consumers ultimately may be harmed if the proposed CODA accreditation standards curtail 

useful scientific inquiry and policy discussion on this issue. Both national and international 

experience suggest that dental therapists can safely evaluate dental disease, develop a treatment 

plan, and provide other services within their scope of practice without an on-site dentist or under 

lesser levels of supervision. For example, in Australia, where dental therapists have been 

providing dental care for many years, “dental therapists have practiced autonomously, including 

diagnosis, treatment planning, care provision, and referrals to dentists as appropriate.”
57

 

Furthermore, international studies speak to “the safety and quality of care . . . provided by dental 

therapists as compared to dentists and about their acceptance by the populations served.”
58

 In the 

United States, evaluations of Alaska’s Dental Health Aide Therapist (“DHAT”) program “show 

that DHATs are performing within their scope of practice, patients are satisfied with their care, 

and there is no significant difference between the quality of the treatment provided by the 

DHATs as compared with dentists.”
59

 

 

In sum, at least some dental therapists “are performing well and operating safely and 

appropriately within their defined scope of practice.”
60

 Based on recent state legislative activity, 

it appears that a number of state legislatures are reviewing available safety evidence and actively 

considering whether, and to what extent, dental therapists under various levels of supervision, 

including supervision by a remotely-located dentist, might enhance the health care workforce in 

their states. Indeed, because the availability and cost of dental care may vary substantially across 

the United States, individual states may be best positioned to weigh competition, safety, and 

other policy objectives in light of local conditions, and to make the complex determination of 

“how to improve oral health care delivery within their borders.”
61

 In Minnesota, legislators made 

that calculation and enacted legislation providing for the licensure of DTs and certification of 

ADTs. We urge CODA to adopt accreditation standards that will support and facilitate, not stifle, 

this kind of state-level innovation in dental care delivery. 
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D.  Suggested Considerations for CODA’s Proposed Dental Therapy 

      Accreditation Standards 

 

FTC staff suggests that CODA not take the unusual step of including supervision and 

scope of practice limitations in an education program accreditation standard. These statements, 

while not binding on state legislatures, could effectively constrain the discretion of the states in 

defining scope of practice and supervisory requirements for dental therapists. Without the 

statements on the role of a supervising dentist in diagnosis and treatment planning, states would 

determine the appropriate scope of practice and level of supervision without de facto limitations 

arising from an accreditation standard. 

 

CODA’s accreditation standards for other allied dental professionals (such as dental 

hygienists and dental assistants) list required competencies, but are silent on the role of dentists 

in diagnosis, treatment planning, and supervision, even though such professionals are routinely 

supervised by a licensed dentist who carries out those functions.
62

 Rather, scope of practice and 

supervision requirements are left to state law, and we agree with the ADA that “[s]tate officials 

charged with governing the delivery of dental care are the ultimate legal arbiters of what 

constitutes the appropriate scope of practice of the various dental team members.”
63

 

 

Alternatively, CODA may wish to consider modifying the proposed accreditation 

standards to explicitly acknowledge that the standards do not endorse a particular model of care, 

and that states have the flexibility to adopt scope of practice and supervisory requirements that 

best meet the needs of their citizens.
64

  

 

In addition, we respectfully suggest that CODA consider developing accreditation 

standards for graduate programs, such as Minnesota’s ADT program, that train students to 

conduct an oral evaluation, develop a treatment plan, and work without an on-site supervising 

dentist or at other supervisory levels that have been adopted by states. 

IV. Conclusion 

 

 CODA’s proposed Accreditation Standards for Dental Therapy Education Programs 

may help to encourage the development of a nationwide dental therapy profession that could 

significantly enhance competition in the supply of dental care services. The standards’ 

effectiveness may be limited, however, by unnecessary statements on supervision, evaluation, 

and treatment planning. We respectfully suggest that CODA consider dropping such statements. 

We also encourage CODA to consider developing additional standards for master’s or graduate 

level programs that train dental therapists to conduct oral evaluations and develop treatment 

plans without an on-site supervising dentist or at other supervisory levels that states have 

adopted. 

 

 We appreciate your consideration of these issues. 
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     Respectfully submitted, 

 

 

 

     Andrew I. Gavil, Director 

     Office of Policy Planning 

 

 

 

 Martin S. Gaynor, Director 

 Bureau of Economics  

 

 

 

 Deborah Feinstein, Director 

Bureau of Competition 
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