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Abstract
Purpose: Changes in dental hygienists’ scope of practice in the United States (U.S.) are not independent
of general dentists’ attitudes and behavior related to dental hygienists’ professional roles. The purpose of
this study was to assess perceptions and knowledge of general dentists concerning the legally allowable
duties of dental hygienists in their state versus the services they provide in their individual practices; the
importance of dental hygienists’ contributions to the practice; and how well dental hygienists interact
with dentists and patients. The relationships between dentists’ attitudes, and dental hygienists’ actual
behavior, the age of the dentist and the number of dental hygienists and dental assistants employed in
the practice were also explored.
Methods: Survey data were collected from 292 general dentists in the state of Michigan concerning their
attitudes and behavior related to dental hygienists’ scope of practice.
Results: The average number of services dental hygienists provided in the practices surveyed were
lower than the average number of services that dental hygienists are legally permitted to provide in
the state of Michigan. The higher the importance dentists placed on dental hygienists’ clinical and
overall contributions to their practice and their patient management skills, the more diagnostic services
and therapies the dental hygienists performed. The older the dentists were, the higher they rated the
importance of dental hygienists’ clinical contributions, their contributions for the provision of patient
care, and the more often dental hygienists performed diagnostic and additional procedures.
Conclusions: While dentists did not indicate delegating all of the legally allowable dental hygiene
duties in their practices, they did indicate having a very high appreciation of the contributions of dental
hygienists to their practice. The perceived value of dental hygienists’ contributions correlated positively
with the number of diagnostic and adjunctive services dentists delegated dental hygienists to perform
in their practices.
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Introduction
Ever since the publication of the first United
States (U.S.) Surgeon General’s report on oral
health in 2000, it has become common knowledge
that certain segments of the U.S. population do
not only have higher rates of oral disease, but are
also likely to encounter challenges when seeking
oral health care services.1 Individuals from socioeconomically disadvantaged and/or ethnic/racial
minority backgrounds and those with special health
care needs are particularly impacted by access to
care barriers. One strategy for addressing the
access to oral health care problem is to increase
the scope of practice of dental hygienists, while
concurrently decreasing the level of supervision by
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dentists.2 There are several ways to achieve such a
professional change. One strategy is to increase the
extent of dental hygienists’ contributions through
the adoption of a “direct access” model. This model
allows dental hygienists to initiate treatment based on
the assessment of a patient’s needs without specific
authorization of a dentist, treat patients without the
presence of a dentist, and maintain a provider-patient
relationship.2,3 Currently, 39 states have adopted
policies enabling dental hygienists to provide oral
health care to underserved populations through
direct access models.4,5 While these states differ in
which treatments dental hygienists are allowed to
provide without direct supervision by a dentist, the
provision of an oral prophylaxis, dental sealants, and
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application of topical fluoride have been included by
the majority of the 39 states who use this model.6
A second approach to utilizing dental hygienists’
capabilities to increase access to care is by introducing
state-specific policies for indirect supervision by a
dentist, such as the Public Act 161 in the state of
Michigan.2 Catlett and Greenlee’s comparison of the
50 states’ and the District of Columbia’s supervision
requirements for dental hygienists from 1993 - 2000
versus 2001 - 2011 demonstrated a clear decrease
in the required levels of supervision for 11 types of
services over this time span.7
Historically, efforts to expand dental hygienists’
scope of practice have faced opposition from
dentists,8 and changes in dental hygienists’ scope of
practice in the U.S. are clearly not independent of
general dentists’ attitudes and behavior concerning
dental hygienists’ professional role. Reactions to the
most recent changes in the dental hygiene profession
reducing the need for direct and indirect supervision,
in addition to the introduction of the dental therapist
model, have been mixed.9-11 Some investigators
have argued that negative reactions might be due to
concerns regarding the quality of care provided by
dental hygienists or to concerns about a competitive
advantage of lower costs of care provided by
dental hygienists that could harm dentists’ earning
potential.8 However, it is also possible that the
resistance stems from the fact that dentists do not
understand dental hygienists’ scope of practice and
the complex set of services they are able to provide.
Research dating back to 1991 has shown that dental
hygienists were not being utilized to provide their
full range of professional services.12 There is a gap in
the literature in regards to data analyzing dentists’
knowledge of the legally allowable dental hygiene
duties in their state and whether this knowledge
level correlates with what duties they ask the
dental hygienists in their own practices to perform.
Exploring whether this relationship exists in context
with the value dentists place on the services and
contributions dental hygienists make in the dental
practice, could provide insight into dentists’ attitudes
towards efforts to expand the scope of practice and
decrease direct supervision duties. Insights gained
concerning dentists’ knowledge and attitudes may
prove beneficial in creating a political support base
for efforts to change dental practice acts.
The purpose of this study was to assess general
dentists’ perceptions and knowledge of what dental
hygienists are legally allowed to perform in their
state versus what services they actually provide in
their individual practice; the importance of dental
hygienists’ contributions to their practice; and how
well dental hygienists interact with dentists and
patients. Relationships between dentists’ attitudes,
their age and number of dental hygienists and dental
assistants employed in their practices and dental
Vol. 92 • No. 1 • February 2018
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hygienists’ actual duties in the dental practice were
also examined.

Methods
Survey data were collected from general dentists
who were all members of the Michigan Dental
Association. This study was determined to be exempt
from Institutional Review Board (IRB) oversight by
the IRB for the Behavioral and Health Sciences,
University of Michigan, Ann Arbor, MI. A draft version
of the survey was pilot tested with six general dentists
working in private practice settings and their feedback
was used to finalize the survey. The MDA provided a
membership list of approximately 6,000 members; a
random number generator was used to select the 900
dentists who received the postal mailed, paper-pencil
survey. The mailing included the survey and a cover
letter from the academic dean of the University of
Michigan School of Dentistry explaining the purpose of
the anonymous study and an invitation to participate. A
stamped, self-addressed return envelope was included
in the mailing.
The survey consisted of four sets of questions.
Part 1 included questions concerning the respondents’
socio-demographic background, education, and
practice characteristics. Part 2 consisted of a list of
twenty-six procedures dental hygienists are legally
allowed to perform in the State of Michigan. For
each procedure listed, respondents were asked
(A) if dental hygienists are able and permitted to
provide this treatment, and (B) if dental hygienists
in their own practice were currently performing these
procedures. The answer alternatives for the questions
regarding legally allowable procedures were “Yes”,
“No”, and “Unsure”, while the answer alternatives
to the questions regarding what they allowed
in their own practices were either “Yes” or “No”.
Questions regarding dental hygienists’ contributions
to the practice were included in Part 3. The first
eight questions asked respondents to indicate on a
5-point scale (1=“not at all important” to 5=“very
important”) how important dental hygienists’ input
was for treatment and diagnostic considerations in
their dental practice. Categories included diagnosis
of periodontal disease, clinical caries, radiographic
findings, oral cancer screening, temporomandibular
joint dysfunction, and mucositis and explanations of
treatment processes and outcomes. Six additional
items regarding dentists’ perceptions of the dental
hygienists’ contributions to their practice had a
Likert-style response format, with 5-point answer
scales ranging from 1=“disagree strongly” to 5=
“agree strongly.” Part 4 included 3 items pertaining to
interactions between dentists and dental hygienists
and 7 items regarding dental hygienists’ patient
management skills.
Statistical analyses
Responses were entered into an SPSS data file (IBM
Corp. Released 2013. SPSS Statistics for Windows.
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Table I. Demographic and practice characteristics of
Michigan dentists
Frequency (%)
N=292 (100%)
Background characteristics
Gender:
- Male
- Female

217 (75%)
74 (25%)

Age:
Mean (SD) / Range

52.23 (12.50) / 26-83

Ethnicity/Race:
- European American
- Non-European American

264 (95%)
15 (5%)

Year of dental school graduation:
Mean (SD) / Range

1990 (12.9)/1962-2014

Results

Practice characteristics
Community type: - Small town

95 (32%)

-

84 (29%)
66 (23%)
32 (11%)
14 (5%)

Moderate city
Suburb of a large city
Rural
Large city

Practice type:1 - Solo practice
-

91 (31%)

Owner of practice
Partnership
Group practice
Associate
Corporate
Community dental clinic
Academic

106 (36%)
43 (15%)
36 (12%)
28 (10%)
14 (5%)
9 (3%)
6 (2%)

Number of employed:
- Hygienists: Mean (SD) / Range
- Assistants: Mean (SD) / Range
- Other staff: Mean (SD) / Range

3 (2.8) / 0-40
3 (2.2) / 0-15
3 (1.9) / 0-11

Hours Worked:
Mean (SD) / Range

31.27 (7.728) / 3-60

Number of patients treated per week:
Mean (SD)/ Range

61 (46.4) / 0-300

Percentage of patients from:
- Upper income class: Mean (SD) / Range
- Middle income class: Mean (SD) / Range
- Lower income class: Mean (SD) / Range

15 (16.3) / 0-99%
63 (20.7) / 0-100%
25 (22.0) / 0-100%

Primary payment type:1
- Insurance
- Self-pay
- Medicaid

235 (80%)
115 (39%)
9 (3%)

Legend:
Multiple answers were possible and the sum of percentage can therefore
exceed 100%.
1
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Version 22. Armonk, NY: IBM
Corp). Descriptive statistics such
as frequency distributions, means
and standard deviations were
computed to provide an overview
of the responses. A factor analysis
(Extraction
Method:
Principal
Component Analysis; with Varimax
Rotation) of the items included in
Parts 3 and 4 of the survey was
used to determine which questions
loaded on the same factors.
Indices were computed based on
the results of the factor analysis.
Cronbach alpha coefficients were
used to determine the interitem consistency of the indices.
Inferential statistics determined
whether Pearson correlation coefficients were significant (p<.05).
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Responses were obtained from
292 (n=292) of the randomly
selected MDA members (n=900)
who received a postal mailed
survey for a response rate of
32%. Table 1 shows that the
majority of respondents were
male (75%), from European
American backgrounds (95%),
ranging in age from 26-83 years
(mean=52.23 years) and had
graduated from dental school
between 1962 and 2014. About
one third (32%) practiced in a small
town, 29% in a moderate sized
city, 23% in a suburb of a large
city and 11% in a large city. The
highest percentage of responses
(36%) came from dentists who
were practice owners, followed by
31% indicating that they worked
in a solo practice setting, 15%
who worked in a partnership, 12%
who worked in a group practice,
and 10% who were associates.
The remainder were employed in
corporate practices (5%), followed by community dental clinics
(3%), and academia (2%). The
number of dental hygienists
employed ranged from 0-40
(mean=3), the number of assistants ranged from 0-15 (mean=3)
and the number of other staff
members ranged from 0-11
(mean=3). Respondents worked
on average 31 hours per week and
Vol. 92 • No. 1 • February 2018

treated an average of 61 patients per week. Dental
insurance was the primary payment type for 80% of
the respondents, followed by 39% self pay and 3%
Medicaid. Twenty-two percent of the respondents
reported caring for low-income patients.
Respondents’ knowledge of the 26 different
allowable duties for dental hygienists in Michigan
and the actual duties that were performed in their
individual practices are presented in Table II. The 26
services were categorized as preventive, diagnostic,
patient behavior-related, pain management-related
or related to supplemental/technical therapies or
other services. Preventive services such as dental
prophylaxis,
scaling/root
planing,
periodontal
maintenance, application of topical fluorides were
provided by 99% of the dental hygienists in the
practices surveyed. However, placement of dental
sealants was only performed by 69% of the clinicians.
The majority of dental hygienists (98%) completed
periodontal chartings, 98% obtained medical histories and 98% took radiographic images. Recording
patient vital signs and caries risk assessment was
performed by 81% of dental hygienists, oral cancer
screenings by 75%, intra and extra oral examinations
by 68%, and radiographic interpretation by 68%.
Nearly all dental hygienists (99%) were engaged in
some sort of patient education. However, only 71%
were involved in nutritional counseling and 61% in
tobacco cessation counseling. The percentage of
dental hygienists who applied desensitizing agents
was 87%, while 70% administered local anesthesia,
and 60% nitrous oxide sedation. Additional
procedures allowed in the state of Michigan such
as taking alginate impressions (52%), pouring cast
models (36%), removing restoration overhangs
(26%), adjusting restorations (1%), tooth whitening
(40%), suture removal (21%) and supportive
orthodontic treatment (15%) were performed by
significantly fewer dental hygienists.
Dentists’ responses concerning the importance of
dental hygienists’ input for dentists’ patient care and
the dental hygienists’ contributions to the practice
are shown in Table III. Overall, the vast majority
of respondents agreed that dental hygienists play
a very important (91%) role as a member of the
dental team. When asked about the importance
of the dental hygienists’ input into different types
of clinical practice behaviors, the majority of the
respondents viewed the dental hygienists’ input into
the diagnosis of periodontal disease (85%) and the
explanation of the treatment process and outcomes
(66%) as being very important. However, fewer
than half rated the role of dental hygienists in the
diagnoses of oral cancer (47%), clinical caries (34%),
radiographic findings (34%), mucositis (30%), and
temporomandibular joint disorders (23%) as being
very important. An index of clinical competence was
computed by averaging the responses to these 7
items, and the mean response was 4.07 on a 5-point
Vol. 92 • No. 1 • February 2018
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scale, demonstrating a positive rating of dental
hygienists’ clinical competence.
Dental hygienists’ contributions to the respondents’
practices were also viewed as positive. The majority
of respondents considered dental hygienists to be
well integrated into their practices (67%), that they
worked well in a team environment (66%), and
required little supervision (67%). Additionally, the
majority agreed that dental hygienists managed
their time well, were responsible for determining
appropriate patient recall, and were capable of
determining appropriate individualized treatment
(Table III).
Table IV shows that the majority of respondents
either agreed (28%) or strongly agreed (68%) that
they valued the recommendations of dental hygienists
in their practices; that they were comfortable speaking
with dental hygienists where patient care is concerned
(agreed:17% / strongly agreed:80%), and thought
dental hygienists benefitted the business aspects of
their practice (agreed:19%/strongly agreed:59%).
Dentists’ perceptions of the dental hygienists’ patient
management skills were also positive with the
majority either agreeing or strongly agreeing that
dental hygienists in their practices effectively created
behavior change in patients (agreed: 39%/ strongly
agreed: 46%). Patient rapport, conflict resolution,
specialized skills and patient communication skill
responses are shown in Table IV.
An overview of the Pearson correlation coefficients
for the relationships between the four attitudinal
indices described in Tables III and IV and the six sum
scores of dental hygienists’ performed professional
services (preventive services; diagnostic services;
patient behavior modification; pain management;
supplemental services and other services) is
provided in Table V. The findings demonstrate an
interrelationship in the respondents’ attitudes. The
higher the respondents rated their dental hygienists’
clinical contributions to their practice, the more they
considered them to make contributions to the practice
overall (r=.34; p<.001), have better interactions
with dentists (r=.40; p<.001), and better patient
management skills (r=.34; p<.001). Attitudinal
responses were also correlated with the different
types of services assigned to dental hygienists by
these respondents. While all four attitudinal indices
were positively correlated with assigning diagnostic
and supplemental services, only the importance of
dental hygienists’ clinical contributions was correlated
with assigning them to engage in other services,
and positive attitudes concerning dental hygienists’
patient management skills were only positively
correlated with patient behavior modification.
Relationships between respondents’ age, the
number of dental hygienists and assistants employed
with the four attitudinal indices and the six sum scores
of services the dental hygienists actually provide are
Dental Hygiene
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Table II. “Yes” response data regarding services in the scope of practice for dental
hygienists in Michigan and the services actually provided in the workplace
Yes In Michigan:

Yes In workplace

Contingency
coefficient

Dental prophylaxis

100%

99%

.374***

Scaling/root planing

100%

99%

.006

Application of fluoride

100%

99%

.008

Periodontal maintenance

99%

99%

.269***

Placing dental sealants

95%

69%

.285***

4.91 (.390)

4.63 (.565)

p<.0012

Periodontal charting

99%

98%

.015

Taking medical/dental history

99%

98%

.288***

Exposure of radiographs

99%

98%

.365***

Taking patient vitals

97%

81%

.275***

Caries risk assessment

90%

81%

.409***

Oral cancer screening

88%

75%

.556***

Intra oral exam

87%

68%

.592***

73%

63%

.556***

7.33 (1.042)

6.53 (1.371)

p<.0012

Patient education

99%

99%

.012

Nutritional counseling

99%

71%

.438***

87%

61%

.415***

2.74 (.603)

2.29 (.827)

p<.0012

Applying desensitizing

98%

87%

.357***

Administer local anesthesia

93%

70%

.335***

Administer nitrous oxide

81%

60%

.475***

2.71 (.582)

2.16 (.867)

p<.0012

Taking alginate impressions

89%

52%

.281***

Pouring cast models

87%

36%

.089

Removal of overhangs

42%

26%

.531***

21%

1%

.363***

3.09 (1.617)

2.39 (1.082)

p<.0012

Tooth whitening

76%

40%

.419***

Removal of sutures

65%

21%

.332***

35%

15%

.488***

1.73 (1.214)

.75 (.854)

p<.0012

Type of services: Preventive services

Preventive services sum score:1 Mean (SD)
Diagnostic services

Interpret radiographs
Diagnostic services sum score: Mean (SD)
1

Patient behavior modification

Tobacco cessation counseling
Patient behavior modification score: Mean (SD)
1

Pain management

Pain management sum score:1 Mean (SD)
Supplemental Therapies

Restoration adjustment
Supplemental Therapy sum score: Mean (SD)
1

Other services

Supportive orthodontic treatment
Other services sum score: Mean (SD)
1

Legend: *** = p<.001
1
All sum scores were computed by adding 1 point for each “Yes” response.
2
A dependent sample t-test found that the two means are significantly different.

34

The Journal

of

Dental Hygiene

Vol. 92 • No. 1 • February 2018

summarized in Table VI. The findings demonstrate
that the older the respondents were, the more they
valued the clinical contributions of dental hygienists
(r=.21; p<.001), and the more diagnostic procedures
(r=.13; p<.05), technical services (r=.15; p<.05)
and other services the dental hygienists performed
(r=.13; p<.05). The number of dental hygienists
and dental assistants employed in dentists’ practices
did not correlate with their attitudes. However, the
number of dental hygienists negatively correlated
with the number of additional services (r=-.13;
p<.05) they provided in the respondents’ practices.
The number of dental assistants employed positively

correlated with the number of pain management
services (r=.21; p<.001) dental hygienists provided,
but negatively with the sum of other services provided
(r=-.14; p<.05).

Discussion
Dental hygienists have the potential to make
significant contributions to resolving the access to
dental care challenges of underserved populations
in the U.S.8 Current advancements in the profession
including increases in the number of direct access
states 4,5,9-11 and the development of specialized
programs with increased responsibilities and pro-

Table III. Attitudinal responses concerning the importance of dental hygienists’ input
for patient care and contributions to the dental practice
How important is:

11

2

3

4

5

Mean (SD)

the role of the dental hygienist as a
member of your dental team?

3%

1%

0%

5%

91%

4.80 (.776)

Clinical competenceImportance of RDH in:

12

2

3

4

5

Mean (SD)

Diagnosis of periodontal disease

0%

1%

3%

11%

85%

4.80 (.527)

Explanation of treatment process
and outcomes

1%

1%

7%

26%

66%

4.56 (.688)

Diagnosis of oral cancer

2%

4%

23%

24%

47%

4.09 (1.025)

Diagnosis of clinical caries

1%

6%

21%

31%

41%

4.07 (.954)

Diagnosis of radiographic findings

1%

9%

27%

28%

34%

3.85 (1.035)

Diagnosis of mucositis

5%

9%

28%

28%

30%

3.70 (1.145)

Diagnosis of temporomandibular
joint dysfunction

5%

13%

36%

23%

23%

3.47 (1.123)

Clinical competence Index:
(alpha=.876)3; Mean (SD) Range

—

—

—

—

—

4.07 (.722);
1.29-5

Dentists’ perceptions of RDH
contributions to practice

13

2

3

4

5

Mean (SD)

RDH is well integrated into practice.

0%

1%

3%

27%

67%

4.61 (.628)

RDH works well in team environment.

0%

2%

5%

27%

66%

4.56 (.693)

RDH requires little supervision.

1%

3%

4%

25%

67%

4.53 (.810)

RDH manages time well.

1%

5%

16%

40%

39%

4.12 (.883)

RDH is responsible for determining
appropriate patient recall.

6%

9%

14%

27%

44%

3.93 (1.225)

RDH is capable of determining
appropriate individualized tx.

2%

9%

21%

33%

35%

3.91 (1.041)

—

—

—

—

—

4.28 (.622);
2.17-5

Contribution to practice Index:
(alpha=.776)3; Mean (SD) Range
Legend:
1
2
3

Response range: 1 = not at all important to 5= very important.
Response range: 1 = disagree strongly to 5 = agree strongly.
Indices were computed by averaging the responses to the single items.
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Table IV. Responses concerning the interactions between dental hygienist(s) and
general dentist(s) and perceptions’ of hygienists’ patient management skills
Dentists’ perceptions of
RDH-dentist interaction

11

2

3

4

5

Mean (SD)

Value the recommendations of the RDH.

1%

1%

2%

28%

68%

4.64 (.588)

RDH benefits business aspect of practice

4%

4%

14%

19%

59%

4.25 (1.085)

Comfortable speaking with RDH where
patient care is involved

1%

1%

2%

17%

80%

4.75 (.562)

Interaction Dentist-RDH Index2
(alpha=.623); Mean (SD) Range

—

—

—

—

—

4.55 (.582);
1-5

Dentists’ perceptions of RDH patient
management skills

12

2

3

4

5

Mean (SD)

RDH can effectively create behavior
change in patients.

1%

2%

13%

39%

46%

4.28 (.792)

RDH establishes good patient rapport.

1%

1%

0%

21%

77%

4.72 (.609)

RDH manages conflict effectively.

1%

5%

19%

45%

29%

3.95 (.910)

RDH has specialized skill set.

2%

3%

12%

34%

49%

4.25 (.915)

RDH is a lifelong learner.

1%

2%

8%

33%

56%

4.41 (.797)

RDH has effective patient
communication skills

1%

1%

5%

39%

55%

4.46 (.686)

RDH is confident in all aspects of
patient care

1%

4%

19%

39%

38%

4.08 (.900)

—

—

—

—

—

4.32 (.575);
1.43-5

RDH Patient management skills
Index2 (alpha=.852); Mean (SD) Range

Legend:
1
Answers ranged from 1= strongly disagree to 5= strongly agree
2
The indices were computed by averaging the responses to the single items.

fessional autonomy as demonstrated in the dental
therapist model,13-15 are trends that will continue.
However, a moderating factor to this progress has
been the input of dentists. Their understanding of
dental hygienists’ scope of practice along with their
attitudes and behavior related to their professional
interactions with dental hygienists are critical
factors influencing their acceptance of changes in
supervision levels and scope of practice of dental
hygienists. Insight into the basis for their knowledge
and attitudes can serve to inform the necessary
educational interventions and guidance for how
dental schools and professional organizations provide
information aimed at increasing awareness of the
role that dental hygienists play.
While over 90% of the respondents knew
that dental hygienists in Michigan could provide
all 5 of the preventive services, 5 out of 8 of the
diagnostic services, and 2 out of the 3 behavior
and pain management strategies respectively, less
than 90% were aware that dental hygienists in the
state of Michigan could also perform the other 12
of the 26 services listed. This lack of knowledge
36
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concerning dental hygienists’ full scope of practice
indicates a need for change. Dental school programs
should explore strategies to ensure that graduates
are educated about dental hygienists’ scope of
practice in order to work with them effectively. A
discussion of whether such efforts should be solely
focused in dental education settings or whether
interprofessional education (IPE) efforts16-20 would
be best suited to achieve optimal dental education
goes beyond the scope of this paper. Additionally,
continuing education programs from both dental and
dental hygiene professional organizations can serve
to provide ongoing updates on any changes in regards
to dental hygienists’ scope of practice as well as full
utilization of the legally allowable duties. Data from
this study showed that the more knowledge dentists
had regarding the full spectrum of duties including
the administration of nitrous oxide, removal of
overhangs and adjusting restorations among other
services, the more likely they were to delegate these
services to a dental hygienist.
In addition to understanding dental hygienists’
scope of practice, dentists’ attitudinal responses
Dental Hygiene
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may be due to the relatively recent addition
Table VI. Correlations between dentists’ age, and
the number of dental hygienists and dental assistants of these expanded duties in the state of
Michigan (2002 and 2004 respectively).
employed and the attitudinal and behavioral indices
# dental
hygienists

# dental
assistants

Attitudinal indices

Age

RDH –
Clinical contributions

.21***

.01

.03

Contributions to practice

-.04

.00

-.03

Interactions RDH -Dentist

.08

.02

-.06

RDH: Patient
management skills

.07

.05

.02

1

RDH – Professional behavior
Sum score “Preventive/
non-surgical DH does”

-.05

.01

.00

Sum score “Diagnostic
procedures DH does”

.13*

.06

.07

Sum score “Patient
behavior change DH does”

-.05

-.05

.05

Sum score “Pain
management DH does”

-.02

.01

.21***

Sum score “Supplemental
therapies DH does”

.15*

-.09

-.10

Sum score “Other
services DH does”

.13*

-.13*

-.14

Legend: Note: *p = <05; ** p =<.01; *** p=<.001
Pearson correlation coefficients were used to determine associations
between indices and dentist characteristics.
1

concerning the value of their contributions to a dental practice
should be considered. Dentists’ attitudes towards dental
hygienists in this study were very positive. However, correlations
between these positive attitudes and the actual procedures that
were delegated to dental hygienists were not consistently high.
Exploring more explicit connections between dentists’ attitudes
and specific types of professional behaviors such as pain
management strategies and tobacco cessation counseling might
be achieved through team-based IPE. Clinical or communitybased IPE experiences with dental and dental hygiene students
working collaboratively could result in increased positive
attitudes concerning dental hygienists’ role and contributions to
patient care.
Results from this survey showed that the respondents were
much more likely to delegate preventive services to the dental
hygienist over the adjunctive services. This may be due to the fact
that these were billable services that generate incrementally more
revenue than the other services. In addition, dental assistants,
have overlapping scope of practice for diagnostic procedures such
as taking alginate impressions and radiographic imaging. When
considering why some respondents may not be delegating local
anesthesia and nitrous oxide to dental hygienists, the lower rates
Vol. 92 • No. 1 • February 2018
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The relationship between the age of
the dentist and their appreciation of the
clinical contributions of dental hygienists is
a finding that deserves further discussion.
Data from this study demonstrated that
the older the dentists were, the more
they appreciated the clinical contributions
of dental hygienists’ and the higher their
involvement in diagnostic and adjunctive
services. Younger respondents demonstrated lower levels of appreciation and
were less likely to utilize all of the duties
dental hygienists are allowed to perform.

The assumption that the more recent
graduates would appreciate the role of
dental hygienists more and involve them
in a wider range of services did not bear
true in this study and raises the question
whether more IPE and interprofessional
collaboration opportunities between dental
students and dental hygiene students would
change these perceptions and increase the
full utilization of dental hygienists.
This study had several limitations.
There was a potential self-selection bias of
respondents, with respondents being more
favorable towards a decrease in supervision
of dental hygienists and an increase in
the scope of practice of dental hygienists
as compared to non-respondents. Additionally, the relatively small number of
respondents does not allow for sub-group
comparisons such as whether dentists who
are practice owners differ in their responses
from dentists working in community dental
clinic settings. Future research should aim
at increasing the number of respondents
to allow more in-depth analyses. Results
from this study are limited to the state of
Michigan. A national survey would provide
a basis for generalizations of the findings.

Conclusions
The majority of the dentist respondents from the State of Michigan
reported having knowledge of the range
of preventive and diagnostic services,
pain management and patient behavior
modification strategies a dental hygienist
is allowed to provide. However, gaps
in knowledge regarding the full scope
of dental hygiene practice indicate a
need for future educational efforts in
dental school settings and in continuing
education courses for practicing dentists.
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Table V. Correlations between attitudinal indices and dental hygienists’
professional behavior
Dental hygienist’s
clinical
contributions

Dental hygienist’s
contributions to
practice

Interactions
dental hygienist/
dentist

Dental hygienists’
patient management
skills

1

.34***

.40***

.34***

Contributions to
practice

.34***

1

.64***

.71***

Interactions RDH dentist

.40***

.64***

1

.65***

RDH: Patient
management skills

.34***

.71***

.65***

1

.18**

.16**

.12

.23

.19

Attitudinal indices1

RDH –
Clinical contributions

RDH – Professional behavior
Preventive services
Diagnostic services

.08
.35

***

***

**

.26***

Patient behavior
modification

.09

.11

.03

.14*

Pain management

.11

.14*

.00

.10

.17

.15

.22***

.06

.08

Supplemental therapies

.21

Other services

.17**

***

**

.11

*

Legend: *p = <05; ** p =<.01; *** p=<.001
1

Pearson correlation coefficients were used to determine associations between the indices.

The range of services that dental hygienists actually
provided in the dental practices of the respondents
highly correlated with the dentists’ beliefs regarding
the allowable duties for dental hygienists. Overall,
respondents had exceptionally positive attitudes
regarding both the clinical and general contributions
dental hygienists made to their practices, their
patient management skills, and their interpersonal
interactions in the dental setting. However, these
positive attitudes did not translate into full utilization
of the dental hygienists’ scope of practice in the state
of Michigan. Interprofessional education in dental
school setting might provide the basis for improving
dental team members’ knowledge about each
other’s scope of practice, attitudes and professional
competencies.
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