Dental Therapy: Opponents’
arguments don’t hold up
Opponents SAY: Dental therapists have not increased access to care where they are working
Facts:
•

A 2014 report released by Minnesota dental board and health department reported the following about
clinics that were employing dental therapists:i
o Over 1.5 years, dental therapists working in 14 clinics saw more than 6,300 new patients; more
than 80% of these new patients were publicly insured;
o Some patients had shorter travel times and nearly 1/3 saw decreased wait times;

•

Minnesota dental therapists provided more than 175,000 patient visits since 2017.ii

•

Dental Health Aide Therapists (DHATs) were launched in Alaska to provide regular care to Alaska
Natives living in remote villages that dentists were visiting only sporadically. DHATs have provided
regular access to dental care to more than 45,000 Alaska Natives in 80 communities.iii

Opponents SAY: DTs in Minnesota are not improving children’s access to care, as evidenced by the
declining percent of Medicaid children receiving dental care in Minnesota
Facts:
•

Between 2011 and 2016, the actual number of Medicaid children in Minnesota receiving dental care
increased by more than 40,000, even though the percentage receiving care did not increase. This is
because the state’s overall child enrollment in Medicaid spiked.iv

•

Still, the number of DTs in Minnesota is tiny compared to the dentist population – about 90 versus over
4,000.v Such a small cohort “cannot yet produce statistically valid changes in statewide or regional
access,” to quote a letter from Minnesota Health Department officials to Wisconsin legislators.vi But the
evidence is clear that DTs are making a difference in the Minnesota communities where they work.

Opponents SAY: In Minnesota dental therapists have been concentrated in the Twin Cities instead of the
rural areas they are intended to serve.
Facts:
•

In Minnesota, just under 30% of the state’s dental shortage areas– home to more than 260,000
Minnesotans -- are in the Twin Cities area.vii Dental therapists in these urban areas are fulfilling their
mission of treating low-income and underserved populations.

•

Dental therapists are geographically distributed in proportion to the state’s population:
o 55% of Minnesotans live in the Twin Cities metro area, where 59% of working dental therapists
are employed;
o 45% of Minnesotans live outside the Metro area, where 41% of working dental therapists are
employed.viii

Opponents SAY: Wisconsin doesn’t need dental therapists. Dentists can solve the access problem if the
state only increased Medicaid reimbursement rates
Facts:
• Increasing Medicaid payment rates does nothing for the 1.2 million Wisconsin residents who live in
dentist shortage areas, where they already have trouble finding a dentist.
•

Raising Medicaid reimbursement rates is an important but insufficient strategy to solve the access
problem. A National Bureau of Economic Research study found that raising Medicaid child dental
payments from 52% to 85% of average dentists’ fees would only yield a 9% increase in utilization, or an
average of .12 extra visits per child per year.ix

•

Raising Medicaid payment rates to perpetuate a system where only dentists – the highest paid member
of the dental team -- provide routine care is a highly inefficient use of Medicaid dollars. With labor costs
one-third to one-half of starting dentistsx, DTs can help practices serve more Medicaid patients with
government dollars. Practices will also find it more affordable to defray the transportation and
equipment costs of sending providers to locations such as schools and nursing homes to provide care.

Opponents SAY: Training dental therapists will be a drain on the state budget
Facts:
•

Neither of the Minnesota dental therapy education programs received any additional state support. Both
run their training programs with existing general funding and contributions from nongovernment sources
and from student tuition.xi

•

Wisconsin has given Marquette University about $25 million for capital projects for the dental schoolxii;
apart from the millions it appropriates to subsidize dental school tuition.xiii In 2016, state and local
government funding to dental schools across the US totaled more than $445 million.xiv States do this
because they want to ensure an adequate supply of dentists for their residents. For this same reason,
Wisconsin may choose to support the operating costs of DT training programs.
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