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Abstract

Objective This study aims tassesgatient attitudes toward migvel dental providerknown
asdental therapists (DTshy surveying those likely to hbeir patients.The recent adoption of
accreditationsstandards by the Commission on Dental Accreditation has reignited a debate
surroundhg the statéoy state legalization of DTia the United States; le thedental
professionisdivided on DT is important to understand how potehpatients may view the
DT model Methods A questionnaire that asks about oral health experiencescanirt with

the model of a dually-trained dental therapist-hygienist, based on a provided defimason

administered to 600 patients and their waiting room companions at a large urbasitynive

based dental-clinic. Resul#0% of respondents indicated they would be comfortable being
treated by T for all 7 of the procedures referenced, and over 75% were comfortable with each
of 5 procedures. Having caps or crovpteced was the only treatmeatiout which respondents
wereevenly divided. Factors associated wgtieaterodds of comfort with various procedures
include being uninsured and being under the age of 65. Uninsured patients were 1.5 to 2 times
more likely than privately insured patientsaicept a DTConclusionsThe introduction of mid-

level dental providers a strategy that the public, especially those lacking regular care, appear

on the whole to be comfortable with.
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Is a Mid-level Dental Provider Model Acceptable to Potential Patients?
Introduction

Mid=level dental providers, commonly referred to as dental therapists (DTs), are
members 'of'dental teams in countries such as Australia, Cdhad#nited KingdomNew
Zealand, and the Netherlands. In the United States, DTs practice only in Aldskinmesota,
and were recently approved to practice in Maibiés provide preventive oral health services,
and alserform a limited set of irreversible proceduvdsch in the United States have
historicallybeen performed only by dentists, such as preparing and placing fillings and routine
extractions They typically work in safety netr underservedettings undethie general
supervision of, or in collaborative agreements with, dentists. The recent adopti@neafitation
standards oy-the Commission on Dental Accreditation has reignited a debat@ding the
stateby state'legalization of DTs in the United Ssa@f the 12 states that anew exploring
legislation-for a new oral health workforce, 11 are considering a dental hyzsad-models
Research.ndicates that DTs provide safe care, and within their scope of practice, their clinical
competence isomparabldo that of dentist. Moreover, there is evidence to sugdbatthey
improve aécess to dental cdren issue of particular importance gitae significant
psychosociel=® ” and whole healtfi * 1> ** consequences of poor oral health, and gtten
the AffordablesCare Act and accountable care organizations may indexased for dental care
1213 As ofal health disparities continue to plagueAhngerican healthcare systelth many
advocate for the introduction of DTs with the goal of increaaswess, lowéng costs, and

improvingefficiency.

Dental therapists are often describe@dmaalogous to physician assistants (PAs) or nurse
practitioners (NPs)hiefly because they are licensed medical professionals with a circumscribed
scope of practice, aralso because their roles were established in response to healthcare access
problems during times of perceived shortages or maldistributions of dot#mms dentists®,
respectivly. Another similarity between these professionthesmanner in which the general

public’s knowledge and acceptance of their role and compelescgradually evolved.

This article is protected by copyright. All rights reserved



RUNNING HEAD: Mid-level dental provider acceptability

Currently, DT training and scope of practice is not well understood by the US publicndreve
US dentists’. Research on the US public’s view toward NPs and PAs conducted when these
provider types were relatively uncommon suggests an analogous lack of understéiitkirg
training and potential benefit, as well as misgivings atimit full scope of practict 120 2% 22
Now thatmidlevel medical providers are commonplace, research indicates that patients are at
least as satisfied withPs and PAs as they are wjthysicians® 24 %, Research from the United
Kingdom suggests a similar evolution with respect to DTs at the dawn of an effioretsify

the skill-mix‘in“dentistryWhile limited numbers of DTs have worked in salaried public settings
in the UK'since/the 1960s, a program to modernize dentistry began in 2002, which included
expanded training of DTallowing them to work in private settings. A series of studies
addressed'thesissues of public awarenedssacial acceptability of DsI*® 2" %8, which found

that only 10%-15% of respondents were aware of DTs, and virtually none knew theirguermitt
duties. Onc®T practice was describedowever, roughly 60% of respondents were comfortable
with the idea of DTs doing restorations, though they were more apprehensive abowabiig tr
their childrenwin addition, it appears that certain qualifiers, specyfitapfroved access or

lowered ost, seemed sometimes to increase support

In light'of recent efforts in a number Afnerican states to advocate for legislative
changes authorizing miével dental practicat is important to gaira better understanding of
the US public’s feelings towdDTs in particular, tcassesshe feelings of those most likely be
treated by themin the US, the debate over the introduction of DTs is highly charged, with
opponents sometimes arguing that it will lead to a lower standard of care for already vulnerable
populations’™...Even if the evidence suggests otherwise, to the extent the public believes such
practitioners.represent a second tier of care, rather than a new provider trained to a single
standard-of-caret will be less likely to embrace them. The degree to which DTs have the
potential to Improve access is thus limited by the willingness of patientsiteaed by them. In
this context, the purpose of the current study is to present data on present-day pexfeptions

dental therapistwithin a population most likely to be served by them.

Methods
Survey The respondenta this study were adult patients and their wakiogm
companions at the University of Detroit Mercy School of Dentistry general demial dlhis
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clinic is located in Detroit, and serves a primarily uninsured and publicly insurethpopu
Though ot representative of all dental patieribss sample’slemographic compositidiTable
1) mirrors thosevho are likely to be served IyTsin thejurisdictions where it is permitted
Prior to data collection, the study was submitted for Institutional Review Board (IRB) approval
at the University of Michigan and the University of Detroit Mercy, and both boardsedine
study to be.exempt from IRB oversight. Potential respondents were informed abputgbse
of the study,the voluntary nature of participation, the fact that participati@ck thereof
would have'ne‘impact on the care they received, and the confidentiality and anarfythnaty
questionnaire daténterviewers woreJniversity of Michigan badges, astatedthat they were
from the Univessity of Michigan, to make it clgarpotential respondents that an outside
organizationnot the dental cliniovas requesting participation the survey.

Thequestionnaire (Appendix 1) was developed based on a review of studiesearly
social acceptability of both dental and medical-tewnk| providers. To the extent possible,
questions were drawn from commonly used dental survey¥botsadapted from previous
studies 18 1%,:20,2422,26, 27,28, 31 Tha g estionnaire asked about the oral health experiences of
respondents ‘and any dependent children, any inability to receive necessary,samdities
purpose ofithe current clinic visit. After providing a brief description of one of theipent DT
models', a-dtally-trained hygienist (Appendix 2), respondents were asked about their
willingness to receive various services from such a provider. If respondéicsted discomfort
with any of.the procedures, thesere asked followup questions about whether certain factors
might change“their minds. The questionnaies available in English, Spanish, and Arabic.

Thequestionnairavas administered by trained research associates over nine visits to the
clinic in thesummer of 2013. The method of administration rotated every other visit, between
guestionnairethat wereselfadministerecandquestionnaires that weread aloud by a research
associateWhile.each methobas advantages and drawbat’it was thought that this rotating
style would, provide both breadth and depth in responses. Specifically, about twiaayaself-
administeredjuestionnaires could be completed in the time it tookad one aloydalthough
selfadministeredjuestionnaes were more likely to suffer from missing responses and potential
respondent misunderstandin§&lfadministered questionnaires were completed on pEajyer
were then collected by the researcHer protect privacy, those waiting in line outside the clini
were only offered selddministeredjuestionnaires. All Spanish and Arabic questionnawee
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selfadministered. Whequestionnaires wenead aloud, the DT description was read verbatim,

so the information received would always be the same. An attempt was made to approach every
adult in the waiting roormand, on several mornings, some of those waiting in line. Respondents
were free to stop at any ten

Questionnaires weraffered to 778 adults and were obtained from 628, for an 81%
response rate..Due to missing data on key questions of willingness to see agDdstidnaires
had to be ‘dropped. Just over 1/3 ofdnestionnaire§218) were readlaud to respondentshe
rest were seldministered

Data AnalysisAll statistical analyses were conducted using the statistical package
STATA V.13,and the level of significance was set at O&scriptive statistics reporting
respondents’ demographics and the percentage stating various opinions were dalaggtc
regression models were estimated to parse the factors associated with respondents’ comfort with
the idea of treatment by a DT. We present five models, with the same predictor véuhbles
different dependent variables corresponding to specific treatments.

Results

Table T=describes the demographic characteristics of our sample. Respondents were
roughly evenly divided between being uninsured, publicly insured, or privately insured; the
mgority had at least some college educatamdabout 40% had dependent children. The dental
experience of respondents is reported in Table 2. Though the majority visits tisé aldetist
once a year, half described the condition of their mouths asrfpoor. Nearly half said there
had been a'time in the last year when they or somebody in their household had skipped needed
dental carepwith cost being by far the most important reason. About 1/3 of respondeits (35%
were there accompanying somebody and did not have an appointment themselves; of these,
however, over 40% said they were in need of care.

Respondents were asked if they would see the proposed ttaallgd DT for care, and if
they had children, whether or not they would take their children to one (Table 3). Intaadcula
these percentages, nesponses were treated as “imo'the interest of presenting findintsat
aremaximallyconservativethat is leastsupportive of dental therapy. For 5 of the 7 procedures,
over 75% of respondentgere comfortablaevith the idea. They were most comfortable receiving
advice and information about their teeth, or explanations of treatment options, thouglasear
many were comfortable with the ideas of seeing the proposed DT in an emergency, rgd havi
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routine cavities filled. Indeed, 77% of respondents indicated they would be willing t@a lave
fill their teeth. Caps or crowns was the only procedure over which respondents waye eve
divided. Overall, 40% were comfortable with DTs performing all 7 procedures, andtfevne
10% were uncomfortable with all. Respondents were less comfortable withrbMiding
injections for.their children than for themselves, and were more comfortahl®Wst providing
extractions,for.their children than for themselves.

Thoserespondents who were uncomfortable receiving even one of the listed procedures
from a DT"were asked whether they thought any of several potential factorschragigie their
minds (Table 4). For each query, roughly half indicated they might reconNieiely 2/3 stated
they wouldsreeensider if their dentist made the treatment plan and assured tii¥Ehcthdd do
the work. Costing less and accepting insurance were the next two highest reasons for
reconsideration: Those with children appear slightly less likely to change thds about their
children’s care.

Positive response to treatment from DTs differed by administration method, with self
administeredjuestionnaires indicating lower support than for those that were read aloud
Multivariate analysesontrol foradministration style. Findings on comfort with the various
procedures, both treating noesponses as “no,” and excluding missing responses, are reported
separately-byjuestionnairadministration style il\ppendix 3.

Oddsratio estimates are presented in Table/bichdescribes the comfort level of
various demographic groups with procedures within dental therapy scope of practiee. Thos
comfortable*with all 7 procedures are more likely to have skipped dental calie chst
barriers, andesslikely to be seniors (relative to working age) drave a bachelor’s degree or
higher (relative to those with some college educati®pgcific procedures were associated with
varyingresponsgatterns. For example, uninsured respondeete morecomfortable with DTs
providing fillings, extractions, and emergency care than were respondents with msvatence
in particular, they were nearly twice as likely as privately insured patients to be comfortable with
a DT providing an extraction.

Discussion

Dental therapists are part of the dental team in a number of cowamdeslimited
number of American state®/herever they have been introduced, a primary goal has been
improving access to careack of dental care has serious social and public health implications,
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with those living in or near poverty disproportionately impactdurty-seven percerdgf US
households report skipping care in a given yeith theuninsured twice as likely tdo so*,

Poa oral health causes children to miss school and adults to miss work, resultingin |
academic performance and lost producti¥ity. Psychosocial consequences of dental problems
include embarrassment, shyness, and feeling worthlesg|leesss reduce job prospects .

3435 care

Dental problemsccount for a rising number wisits to hospital emergenecgoms
that isnot only"expensive, but often limited to treatment for pain and infection, leaving
underlying problems unaddress€dand divertingzaluable time and resources away from
problemsthat ERs are better attietreat™’.

Notonly,would adding a new loweest member to the dental team increase the number
of providers; but, it is argued, it would also promote effgetive treatment, freeing dentists to
concentrate onjmore complex cases that take advantage of their extensive skills and'tfaining
%, Little is known about the actual reduction in cost, and there is no evidence to shihe tha
addition of.\DTs in Minnesota has resulted in a reduction in the cost of providing canee s
conductedsfarthe WK Kellogg Foundation in 2011 found that 78% of respondents in a nationally
representativesSample supported the idea of training a new “licensed dental practitioner” to
provide preventive, routine dental care to those going witffothile this provides support for
the idea of'midevel dental providrs, it does not assess respondents’ level of comfort with
actually patronizing them for specific procedures. In fact, waulsting literature examingle
social acceptability of treatment from PAs and NPs when theséemetimedical providers were
relatively unknown, and a series of studies from the UK sheds light on public opinion toward
treatment by.DTs when they were still uncommon, to our knowlgdgeurrent study is the first
to ask similar questions about the acceptability of treatment by DTs in the US, aifidadlyec
to ask those mast likely to be their patients.

Qualitatively, our findings are similar to those from past studies that found no more than
20% of respondents refusing all proposed treatments from a new mid-level prandier
between 1/37and neard/3 being comfortable with aif*® %228 The observed variation in
comfort acress procedure is also similar to prior findings, in that respondeetgevearally
least comfortable with unknown mid-levels performing mi@itional procedures, dnose
considered more invasiVé& '°. The factthat the respondents in our study who expressed some
discomfort with DTs sometimes modified their opiniopasticularlyif a dentist would reassure
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them or the provider were less costly, is also consistent with several prior $tidié% *'as
are our estimates of correlations between comfort with specific procedures and demographic
variables such dack of insurancandbeing under 65. Dyer, Humphris and Robinson, for
example, found_that in the UK, males, younger participants, and thttspesceived treatment
need were _meore likely to find having their teeth restored by a DT acceptallkeivase
receiving Ssome private treatment were riikely to find it unacceptabl&. Shamansky et al.
found that'respondents who said they would uBesdrvices were 6.4 times more likely to be
dissatisfied with theicurrenthealth care (based in part on questions about availability and cost)
than thosé who said they would not use arff\NFAge and measureslated to health or
perceived needis well avisit frequencyor regularity, was found to be related to comfort with
mid-levels'in other studies as w&l*

It is interesting to consider why comfort with treatmentiggotheticaDTs appears to
be somewhat higher in our study than it was for an already exiatbggtlittle known,
practitioner.in the UKas well agor NPs and PAs when they were first being introduced. It may
be relatedtorthe fact that mgeople have now had experience with hygienistsnaadical mid
levels, so thetidea of being treated by a non-doctor is perhapsfoatign as it once was. In
addition, eur. sample was drawn from an underserved population at a dental clinic, which may
mean it is-a’less healthy or more vulnerable sathpiethose of many other studies. An
interesting extension of this work would be to explore the feelings of more afflueneprivat
practice patients.

It mustbe noted that positive response to treatment from DTs differed by adationst
method, withsself-administered questionnaires indicating lower support than fothhbsere
read aloud (71% vs 87% for fillings, for example). Though we cannot definitively explain this,
there are several possible reasons. One possible reasorthe thahresponse ratto specific
questions varied considerably by administration style. There were only shesponses to the
guestions,about own comfort with various treatments among the 218 questionnaines¢ha
read aloud«BYy contrast, among the 382 adtinisteed questionnaires, the number of non-
responses to specific questions about own comfort ranged from 40 (caps and crowns) to 25
(fillings). Reasons for higher rates of nmesponses in sefdministered questionnaires are
unknown, and could perhaps be explainedblaymotivation to complete all questionnaire items.
The decision was made to trean+esponses as “ndjecause in doing so, the finding® less
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supportive of dental therapy and therefore more conseryatieeresult of this decisiaa that

the mean for selddministered responseshiought down, while the mean for questionnaires that
were read aloud is virtually unaffected. A second possible reason is that althougtstlumgue

were designed to be neutral, it is possible those amsyaiceto-face might have felt approval

was the “right”.answer, whereas those filling it in themselves may have been more willing to say
“no.” Yet those‘hearing the description read aloud madgdhaveachieved a better

understanding adental therapyhan those reading for themselves — who may then have been
more inclinedto say “no.” While we have reason to suspect the questionnaires that were read
aloud may be more accurate, by combining the data we weight the estimates toward the self
administeredgquestionnairashich are less supportive of dental therapy.

A limitation of the current study is its use of a single dental school’s patients, which
circumscribests external validity It may be the case that our convenience sahgdainique
features thawould distinguish ifrom other communities likely to be served by DRR&sponses
to the demographic questions sliggest thathe sample mirrar thepatientswho are commonly
served in safetyet dental settingsnd future surveyis other settingsnay clarifythe extento
which the eurrent study is generalizaliatil the current study, little was known about the
feelings ofpotential patients toward mid-level dental providers in the US. Wadeirsy these
feelings. issimportant, since any improvement in acees®l in related public health issues
depends not just on additional or better placed providers, but on the willingness of patint
treated by them. If theegmenbf the population that is most likely to benefit from the
introduction"ofia new mid-level dental provider is unwilling to be seen by them, thargrgoal
of introducing-DTs to the dental workforegll not be met. Despite the fact that DTs do not
currently practice in Michigan, and most respondents had never heard of them, tlity ofajor
respondents in our study were on the whole quite comfortable witldela of receiving
treatment from. thenin fact, when asked whether “in general, do you think it would be a good
idea to let dental therapists work in Michigan?” the overwhelming respamsegahe patients
and their waiting room companions in our study (roughly 90%), was “yes.”

Overall, we find no evidence that potential patients would perceivaddeproviding
seconétier care. Indeed, consistent with past findings, those with perceived niae# of
accessre actually more likely to be comfortable with the idea. Additionally, to ttentthat
comfort with certain treatments is qualified, it should be noted that WRsand PAswvere first

This article is protected by copyright. All rights reserved



RUNNING HEAD: Mid-level dental provider acceptability

introduced in the UK and tHdS, the public was also unsure about receiving certain treatments
from those unknown practitioners. Comparing the opinions of potential DT patientsi® tioe
early opinions toward DTs in the UK, or NPs and PAs here, provides insight into how US
feelings abat DTs might be expected to evolve. In as much as our findings tend to mirror those
of earlier studies, if such practitioners were to become commonplace, current reservations will
likely be reduced. This will particularly be the case if US dentists gain comfort with theuka
evidence suggests that with familiarity, doctainions do evolvé 2 Trust in a primary care
provider hasbeen shown to impact views on the acceptability of care from othermnefrthe
medicalteam'® . Similarly, 2/3 of those respondents in our study expressing reservations with
DTs feltthat being told by their dentist that a DT could do the work could lead them to
reconsider=if, on the other hand, opponents of this workforce madelding, at the moment,
most state dental organizations and the American Dental Associaitboigh nothe American
Association of Public Health Dentistrycontinueto argue, despite evidence to the cont?afy

that the addition of midevel providers to the US dental workforce will create a “tigoed”

system of caré®*® public doubt may develop where it otherwise did not exist.

The*fact'that so many in the US lack access to oral health care creates serious social and
public health problems. In addition to the suffering of those in need, society pays a heavy price
in the formof children’s learning, adults’ work, misuse of hospital emergency services,
worsened health outcomes, and increased medical expenses. Increasing the tetabhumb
dental providers, and more efficiently utilizing the time of highly trained physiciahgentists,
are key components of most strategies to reduce barriers to care. To this end, 11 American states
arecurrentlyexploringlegislation for adental hygiendsasedmid-level oral health workforce.

The current study begins to suggest that the public, especially those who are lapksgcae,

has a significant potential to embrace this mygve of provider.
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Table 1:

Sample DemographidCharacteristics

Male 39.1%
(230/588)
Race?®
African-American 42.4%
(241/569)
White 42.9%
(244/569)
Ethnicity
Latino 8.4%
(39/466)
Arab/Middle Eastern 10.1%
(47/466)
Age
Senion(=65) 20.1%
(116/576)
Working Age (26-64) 71.2%
(410/576)
Youth (18-25) 8.7%
(50/578)
Education
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HS grad or less 30.3%
(177/585)
Some college education 38.5%
(225/585)
BA or more 31.3%
(183/585)
Dental Instfance Status’
Uninsured 37.4%
(219/585)
Medicaid 29.9%
(175/585)
Private 32.1%
(188/585)
Have children under 18 40.5%
(241/595)

& Other possible race categories includéttiian-Native American (3), AsiaPacific Islander
(13); andother (60); 8 respondents checked more than one.

P Multiple responses were allowed.

Table 2:

Respondents Dental Experience

Frequency-of dental visits®

at least once a year 60.9%
(365/599)

only as needed/no regular schedt 27.5%
(165/599)
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Selfrated condition of teeth/gums 50.6%
fair or poor (287/567)

Was there a time somebody skippec 43.1%
care?” (258/599)

Cost 66.8%
(159/238)

No time 15.6%
(37/238)

Too afraid/nervous 14.3%
(34/238)

Unable to find dentist who took 13.9%
insurance (33/238)

& Other possible responses included: about every two years, less often than eveayrsyo ye
and don't knmow.

® Multiplesresponses were allowed. These were the top four reasons; other choices included:
didn’t knowwho to call, couldn’t get an appointment, transportation issue, lack of dependent

care,'some other reason, and don’t know.

Table 3:

Comfort with Seeing a Dental Therapist for Various Procedures

Respondent
Respondent would take
Procedure Would see a DT  childtoa DT
(n=600) (n=241)
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o 76.8% 73.4%
Filling
(461) a77)
. 59.5% 66.0%
Extraction
(357) (159)
o 76.5% 66.8%
Injection
(459) (161)
52.2% 47.3%
Cap/Crown
(313) (114)
) 85.7% 82.2%
Advice/Info
(514) (198)
. 83.3% 83.0%
Explanations
(500) (200)
79.0% 76.4%
Emergency
(474) (184)
40% 39.8%
Comfortable.w/all
(240) (96)
4.5% 6.6%
Uncomfortablew/all
(27) (16)

Note: NoRrresponses were taken as “no;” the number responding to
each questien-fanged from 560 (caps/crowns) to 575 (fillings) for
self, and.frem.202 (caps/crowns) to 229 (fillings) for children.

Table 4:

Factors Potentially Affecting Discomfort with Dental Therapists

(asked of those uncomfortable with at least one procedure)
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Respondent Respondent
Reason would see a DT  would take
(n=367) child to DT
(n=153)
If could getsan appointmemntore 51.0% 49.0%
quicKly (187) (75)
If it cost less 60.2% 56.2%
(221) (86)
If easier to get to 50.7% 50.3%
(186) (77)
If acceptedinsurance 56.1% 55.6%
(206) (85)
If dentistmade plan and said ok 65.9% 62.1%
(242) (95)

Note: Nonrresponses were taken as “no;” the number responding to each questiorfn@amged
313 (took insurance) to 320 (cost less) for self, and from 128 (dentist said ok) to 133 (quicker

appointment; cost less) for children.

Table 5:

Comfort with Receiving Various Procedures from a Dental Therapist

(Oddstatio logistic regression results)

Dependent Variable

Fillings Extractions Caps/Crowns Emergencies All 78
Male 1.21 1.40+ 1.37+ 1.21 1.38+
(0.27) (0.27) (0.26) (0.28) (0.26)

Black” 0.94 1.32 1.60* 0.64+ 1.36
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(0.22) (0.27) (0.31) (0.16) (0.27)
Other racé 0.52* 1.04 0.92 0.36** 0.99
(0.16) (0.29) (0.25) (0.11) (0.27)
Medicaid® 1.03 0.98 1.33 1.00 1.09
(0.28) (0.23) (0.31) (0.28) (0.26)
Uninsured 1.88* 1.94%** 1.44+ 1.76* 1.43
(0.51) (0.44) (0.31) (0.50) (0.32)
Unsure or other in$S 0.62 1.65 1.00 0.68 0.99
(0.25) (0.65) (0.38) (0.29) (0.39)
Youth (1826) 1.36 0.92 1.83+ 2.15+ 1.07
(0.56) (0.30) (0.62) (0.96) (0.34)
Senior® 0.56* 0.50** 0.53** 1.15 0.51**
(0.15) (0.12) (0.12) (0.33) (0.12)
HS or les$ 0.52* 0.96 0.81 0.46** 0.83
(0.14) (0.22) (0.18) (0.13) (0.18)
BA or more® 0.48** 0.44** 0.60* 0.78 0.52**
(0.13) (0.10) (0.13) (0.22) (0.12)
Skipped care 0.99 1.30 1.57* 1.24 1.50*
(0.22) (0.25) (0.29) (0.29) (0.28)
Self-administered 0.34** 0.44** 0.64* 0.33** 0.65*
(0.08) (0.09) (0.12) (0.09) (0.12)
Constant 11.14** 2.08* 0.96 11.23** 0.71
(4.22) (0.62) (0.27) (4.40) (0.20)
Pseudo-R 0.084 0.089 0.0656 0.085 0.057
Observation$ 553 553 553 553 553
+ p<.10; * p<.05; **p<.01

#also includesinjections advice and info, and explanations

® reference category is white

‘ reference category is private insurance
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d reference category is working age
®reference category is some collegkication
"all dependent variables were coded 1 for a positive response and 0 for either a negative

response or no response; 47 cases were excluded due to missing values on one or more

explanatory.variable

Note: Of the553 respondents included in the regression sample, overall: 427 (77%) would get a
filling; 330(60%) would have a tooth pulled; 289 (52%) would get a cap/crown; 439 (79%)
would be seen in an emergency; and 222 (40%) were comfortable with all 7 procedures.

Appendix 1
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University of Michigan g
| e . o SA [ O
B, Schoal of Social Wark e T

We want your opinions on dental care!

We are interested in learning about dental care. This survey is voluntary and your answers will be kept
confidentiol. You do not even need to give us your name. The information we gather will be used by
researchessatirdying dentol care. but there will be no way for them to know who said what. There are no
right erarrong.answers, and nothing you say will have any impact on your visit here today, or in the future,

We uréfu.ﬂ-u'mﬁres ted in your experiences and opinions.

1. Howaoften do you go to the dentist? (check one)

L At least once a year

+E About every 2 years

0 Less often than every 2 years

O only when needed, no regular schedule
:,.D Don't know

2 ﬁ_mﬁi‘eﬁrdﬁlﬁen [younger than age 18], on average, about how many times a year do they go to the
dentist? (check one)
1 Mo children (please go to the next guestion)
2 At least once a year
0 about every 2 years
‘L1 Less often than every 2 years
0 only when needed, no regular schadule
L Don't know
[ children are too young to go to the dentist [or today is child's first visit)

3."In the past 12 months, has there been a time when you or someone in your household needed to see a dentist
but didn’t go?

M yes ONo U Don'tkmow
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4.  If you answered NO or DON'T KNOW to question 3 (there WASN'T or you WEREN'T SURE if there was a time
when you, or someone in your household, neaded to see a dentist but didn't], SKIP to question 5.

If you answered YES to question 3 (you, or someone in your household, DID need to see a dentist but didn't):
Why did you, or someone in your household, not go to the dentist when needed? (check all that apply}

pidn't have time

2 would cost too much

Dcouldn’t find a dentist who took Medicaid or our insurance

O pidn't know a dentist to all

I couldn’t get an appointment

1 would have to travel too far, or didn't have a way to get there
L pidn't have anybody to care for children or other family member
O Afraid, nervous, don't like needles

& some other reason:
1 pon't know

5. Why are you here today? (check all that apply)

I came with somebody else (not seeing the dentist myself)
O regular checkup, or to get testh cleanad

1 1o have teeth filled

I Trouble with gums

O To have testh pulled

[ Toothache

O Loose tooth

1 To adjust, repair or have dentures made

0 other:
O pon't want to say

6. 'lfyouhave an appointment here today, SKIP to question 7.
lfyouwicame with somebody who has an appointment, but you don't have one yourself:
Do you feel you are currently in need of dental treatment?

QdYes O Ne U Don'tkmow

Jop How would you describe the condition of your teeth and gums? (check one)
O roor
O Fair
&l Good
0 very good
1 pon't know
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8. When you are waiting in the dentist's office for your turn, how do you feel? (check one)

O relazed
O a little uneasy

i

Anxious
S0 anxious that | sometimes break out in a sweat or almost feel physically sick

Now Mhlg to ask o few questions about different types of medical and dental providers.

9. what physician assistants and nurse practitioners are? Yes O No

‘t know, or Weren’t sure — or just to make sure we're taiking about the same people —
physician assistants (sometimes called PAs) and nurse practitioners (sometimes called NPs) have special
them do many of the things doctors do. They can do physical exams on patients, diognose
and s, order tests, and sometimes write prescriptions. They work with o collaborating or
supendising doctor.

lﬂ.m“mahﬂ.nr?l*hmed'ﬂalm? dYes O Ne O Don'tknow
Eﬂﬂadﬂﬂh@mmh? dYes O No

Again, just to make sure we're talking about the same person, o dental hygienist is the one who usvally
c!ennsL:h and checks them before the dentist comes in. They might talk to you about how to take
care n. Usually it's the hygienist who tokes the x-roys, and they might also be the one who gives

you a sho pke your teeth and gums go numb before you get a filling.

Eml‘ndvuurmeﬂldmnedhyademlhgim? OYes O Ne U Don'tknow

B.:mwlntadmmenpistiﬂ OYes O No U Don'tknow
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A dental therapist is like o nurse practitioner or o physicion assistant, but for dentistry. They are in between
a hygienist and a dentist because they con do ol the things a dentol hygienist can do, and some of the
things o dentist can do. Dental theropists are allowed to assess the situation, do fillings. pull teeth, and o
few ather procedures. They are not allowed to do complicated procedures or treat more serious problems in
your mouth. Only o dentist can do that. Dentol therapists are taught to fill and pull teeth the same way
dentist§are, ond they need to pass on exam to get licensed just like a dentist does. They work under the
supervision of@ dentist, and con talk with him in person or by phone or other electronic means if questions
come up. Right now. dental therapists work in about 50 other countries. They also work in Minnesota.
Othér states are thinking about allowing them to work, to try to make it easier for people to get dental care,

Now we are going to osk some guestions obout dental therapists. We're interested in learning whether you
think yotr wotild be comfortable seeing one in different kinds of situations. If you care for children, we're
also interested in learning whether you think you would be comfortable toking your child to see a dental

therapist.

14. "1 Mlichigan had dental therapists, do you think you personally would feel comfortable seeing one:

to have a simple cavity filled?

to have a tooth taken out?

to get a shot to make your teeth and gums go numb?

to put on caps or crowns that stick permanently to your teeth?
to get advice or information about your teeth?

to explain treatment options for problems with your teeth?

in an emergency for these things, if a dentist weren"t available?

15. If you care for children (younger than age 18], do you think you would feel comfortable taking your child to

see a dental therapist:
' Morchildren (please go to the next guestion)

to have a simple cavity filled?

to have a baby tooth taken out?

to get a shot to make their teeth and gums go numb?

to put on caps or crowns that stick permanently to their teath?
to get advice or information about their teath?

to explain treatment options for problems with their teeth?

in an emergency for these things, if a dentist weren"t available?
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16. If you answered YES to all parts of questions 14 and 15 |you ARE comfortable with dental therapists), SKIP to 19.

If you answered NO to any part of questions 14 or 15 (you are NOT comfortabla):
What is the reason you think you would be uncomfortable with a dental therapist? (check all that apply)

O worried about the quality of care
& pon't know enough about them
O #dready have a dentist

&l other:

Now, we're going to ask about some things that might, or might not, change your mind. We're going to ask
about yeur opinion both for yourself, and then if you care for children, for them.

17. Do you think you, personally, might be willing to see a dental therapist if:

you could get a dental appointment more quickhy? O ves Qdno
it cost less to see a dental therapist than a dentist? O ves O no
it was easier to get to an office where a dental therapist worked? O ves O no
the dental therapist accepted Medicaid [or other insurance you have)? O ves Qdno

@ dentist you'd seen told you that they had made up the treatment plan, and that
the dental therapist they were working with was able to do the work you needed? O Yes d No

18. Wyowicare for children (under the age of 18) do you think you might be willing to take them to a dental
therapist if:

J'Moichildren (please go to the next guestion)

you could get your child a dental appointment more quickly? O ves m T
it cost less to see a dental therapist than a dentist? O ves O no
it was easier to get to an office where a dental therapist worked? O ves O o
the dental therapist accepted Medicaid [or other insurance you have)? O ves O o

a dentist you'd seen told you that they had made up the treatment plan, and that
the dental therapist working with them was able to do the work your child needed? O ves m T

19. Ingeneral, do you think it would be a good idea to let dental therapists work in Michigan?
O Yes O MNo

20. Why or why not?
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21. Are you:
O male

2 Female

22. Areyou:

Safricanamerican / Black

2 Caucasian / White

20 american Indian / Alaskan Mative
o Asian / Padfic islander

O other

23. Are you:

O Hispanic / Latino
O 'Middle Eastern | Arabic
L Meither

24. 'What is your age:

25. What is the highest level of school you have completed? (check one)

2 Mot a high school graduate (no diploma or GED). What was the last grade you completed?
& High school graduate or GED

2 some college, but less than a bachelor's degree

= Bachelor's degree

4 Graduate or professional degree
26. What type of dental insurance do you, or others in your household, have? (check all that apply)

2 Medicaid (or other dental insurance from the state)
Q Private (employer-provided) dental insurance

2 Uninsured

O other:

O Don't now

27."What is your zip code:

You're done! Thank you for your time!

Appendix 2
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The description of a dental therapist provided in the survey was: “A dental thesapist i
like a nurse practitioner or a physician assistant, but for dentistry. They ate/@ebea
hygienist and a dentist because they can do all the things a dental hygienist can cimeanid s
the things_alentist can do. Dental therapists are allowed to assess the situation, do fillings, pull
teeth, and a.few other procedures. They are not allowed to do complicated procettaeds or
more serious problems in your mouth. Only a dentist can do thatalBDeertapists are taught to
fill and pull'teeth the same way dentists are, and they need to pass an exam to get licensed just
like a dentist'does. They work under the supervision of a dentist, and can talk with hisom per
or by phone or other electronic means if questions come up. Right now, dental them@ists w
in about 50 countries. They also work in Minnesota. Other states are thinking about allowing
them to work, to try to make it easier for people to get dental care.” As a point péucsom,
the midlevel medical provider introduction given to respondents by Breslau and Nbvaes
“One way of saving a doctor’s time is by using people like nurses, paramedics, and pisysicia
assistant who can perform some duties which a doctor might ordinarily do. Although they are
not doctorsythese people are well trained and work under the supervision of a physia&n.” A
Storms and Fe®’ described a PA as: “A physician assistant is not a doctor or nurse but a new
health prefessional who has recalapecial medical training in order to provide direct health
care underthe overall supervision of a doctor;” an NP was described as “A nurse practitioner is a
nurse who has received additional training in order to provide direct healtim caléaboration

with a doctor.”

Appendix 3

Comfort with Seeing a Dental Therapist for Various Procedures,

by Survey Administration Style

Respondent wuld see Respondent vould see a
aDT DT

(nonresponse=no) (nonresponsesmissing
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Procedure Self- Read Self- Read
Administered Aloud  Administered Aloud
(n=382) (n=218) (n varies) (n varies)
Filling 71.2% 86.7% 75.8% 87.5%
(272/382) (189/218) (272/359) (189/216)
Extraction 53.4% 70.2% 58.3% 70.5%
(204/382) (153/218) (204/350) (153/217)
Injection 69.9% 88.1% 75.9% 88.1%
(267/382) (192/218) (267/352) (192/218)
Cap/Crown 48.2% 59.2% 53.5% 59.7%
(184/382) (129/218) (184/344) (129/216)
Advice/Information 80.6% 94.5% 87.3% 94.5%
(308/382) (206/218) (308/353) (206/218)
Explanations 80.4% 88.5% 87.7% 88.5%
(307/382) (193/218)  (307/350) (193/218)
Emergency 73.6% 88.5% 79.8% 88.9%
(281/382) (193/218)  (281/352) (193/217)
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