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The changing face 
of dental practice: 
emerging models of 
team care in Australia
Sydney-based researchers Grace Wong1 and Michelle Irving1 assess how 
different skill-mix models have changed the face of the dental workforce.

Abstract
Background  Different skill-mix models have changed the face of 
the dental workforce. This study aimed to assess how this skill-mix 
translates into different practice models of care and the employer-
dentists’ perception of the dental team.
Methods  Twenty-two oral health therapists (OHTs) and 12 
employer-dentists from both the private and public sectors 
participated in the online surveys. The OHT survey contained 
questions on practice models of care and work design 
characteristics. An open-ended question was added to the dentist 
survey assessing their perceptions of the OHTs in practice.
Results  OHTs provided over 90% of initial point-of-care for 
children and 40% for adults. All OHTs in the public sector and 
over 90% of the OHTs in private practice thought their job gave 
them a high degree of decision-making autonomy, despite over 
half of OHTs in private practice working under some level of 
supervision. Most employer-dentists perceived OHTs as an asset 
to their practice.
Conclusion  The collaborative relationship has translated into 
different dental practice models of care. Dentists indicated that 
employing an OHT created efficiencies for their practice and 
OHTs reported they had a high degree of autonomy in the 
workplace, especially for the treatment of children. Further 
studies should be conducted to determine what influences the 
OHTs to exercise full autonomy. The impact of the changes 
in the oral health workforce will create adaptations in dental 
education in the future.

Introduction
The dental team professional mix and how oral healthcare 
services are delivered have changed and are continuing 
to change globally. Lack of access to oral healthcare was 

the primary trigger for the creation and expansion of educational and 
training of the allied oral health practitioners, such as dental therapists 
(DTs), dental hygienists (DHs) and, in recent years, oral health therapists 
(OHTs).1,2 Allied oral health practitioners provide oral healthcare in both 
public clinics as well as private dental practices in several nations, such as 
England, New Zealand, Australia, Canada, the Netherlands, Singapore 
and Hong Kong SAR.3,4 Recently, the term ‘skill-mix’ has been used by 
policymakers to describe model dental practice with a whole array of 
team compositions and permutations to utilise these allied oral health 
practitioners to provide cost-efficient care.5,6 For example, screening of 
common oral diseases, routine care and preventive care for specific age 
groups are the scope of practice of these practitioners, which releases the 
dentist to perform more complex dental treatment.7,8,9,10

The allied oral health practitioners (DTs, DHs and OHTs) in 
Australia are primary healthcare providers who provide care in 
primary (general practice) and secondary (specialist practice) dental 
settings in both private and public sectors, as well as tertiary dental 
settings (specialist care in hospitals) in the public sector. OHTs must 
have met the education requirements in the dual streams of dental 
therapy and dental hygiene undergraduate courses accredited by the 
Dental Board Australia. There were 879 DTs, 1,453 DHs, 1,898 OHTs 
and 17,781 dentists in Australia in 2019, according to the Dental 
Board Registrant Data.11 The scope of practice regulation of the allied 
oral health practitioners varies among countries and in different 
settings.12,13,14 In Australia, the scope of practice regulation has 
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dentistry across the world, but many studies 
only focus on productivity, efficiency and 
financial aspects of these models. A previous 
study from the US reported the support for 
extended employment of allied oral health 
practitioners as a new practice workforce 
model.18 In England, a model of care based on 
remuneration to integrate dental therapists 
into the dental practice was reported,6 and 
in the US, there has been a discussion of 
a practice model of integrating expanded 
function of allied dental personnel for better 
productivity and efficiency.19 However, there 
is no published evidence to define the current 
collaborative relationship and the practice 
models of care within a dental team in the 
public sector and in private practices in 
Australia, to determine if models of care are 
changing to reflect the changes in governance 
and how this may affect patient care in the 
future. This study aimed to investigate how 
this relationship translates into different 
practice models of care, the perceptions of the 
allied oral health practitioners on autonomy 
support and the shared clinical decision-
making process in their dental practice, and 
the dentists’ perception of utilising these 
practitioners in the dental team.

gradually changed over time. Prior to 2012, 
the allied oral health practitioners provided 
patient care under ‘supervision’ of dentists.15 
The Dental Board of Australia then replaced 
this requirement to ‘practise oversight’ with 
a need for allied practitioners to work with 
a dentist within a ‘structured professional 
relationship’, whereby the dentist is required to 
provide advice and care which falls outside of 
the scope of practice of the allied oral health 
practitioners. More recently in 2018, the 
board designed a new code of conduct, which 
defines standards of ethical and professional 
conduct for all oral health practitioners, in 
effect removing the ‘structured professional 
relationship’ between dentists and allied oral 
health practitioners.16 This substantial shift in 
the level of supervision has increased levels of 
independence in clinical decision-making and 
assigned the professional responsibility for 
patient care and safety to the allied oral health 
practitioners. This reform to promote working 
in a collaborative clinical environment and 
sharing of clinical decision-making has 
been encouraged by the National Workforce 
Strategic Framework and is gaining increasing 
prominence in healthcare policies.17

There are different models of care in 

Methods
This pilot study was approved by the University 
of Sydney Human Research Ethics Committee 
(2017/636). A convenience sample of 25 OHTs 
and their employer-dentists from 16 private 
dental practices and six public sector services, 
who were attending a continuing education 
course at the Sydney Dental School in October 
2017, were invited to participate in this study. 
This course was established to extend the OHTs’ 
skills in performing simple restorations on adult 
patients, which included eight days of lectures 
and eight days of simulation practice. The course 
participants were from New South Wales and 
Queensland. Separate survey instruments were 
designed for the OHTs and dentists, which were 
hosted by REDCap,20 and links were distributed 
via email. The OHT survey was in two sections: 
firstly, a demographic information section 
that collected data on elements such as years 
of working experience, the region of practice, 
type of service provided and practice models of 
care; secondly, the survey included an adaption 
of the task and knowledge characteristics of 
the ‘Work Design Questionnaire’,21 with only 
sections applicable to OHTs included. This 
questionnaire used a Likert scale to assess the 
OHT perceptions on the autonomy, support 
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the private sector practised the ‘child model of 
care 4’ (1. OHT: examination, treatment plan; 
2. Dentist: approve treatment plan; 3. OHT: 
deliver treatment). Thirty-eight percent 
(n = 6) practised model 5 (OHT: examination, 
treatment plan, deliver treatment 
independently). Twelve percent (n = 2) 
practised model 3 (1. OHT: examination, 
treatment plan, deliver treatment; 2. Dentist: 
final check), while only 6% (n = 1) practised 
model 1 (OHT: deliver treatment prescribed 
by a dentist). In the public sector, all (n = 6) 
OHTs practised model 5 (Fig. 3).

Fifty percent (n = 8) of private sector OHTs 
practised the ‘adult model of care 4’ (1. OHT: 
assessment, diagnostics, dental hygiene 
treatment; 2. Dentist: examination and other 
dental treatment). Thirty-eight percent (n = 6) 
practised model 2 (1. Dentist: examination; 
2. OHT: dental hygiene treatment; 3. Dentist: 
other dental treatment). Of the remaining 
private sector OHTs, one practised model 
1 (1. Dentist: examination and treatment; 
2. OHT: dental hygiene treatment) and one 
practised model 3 (1. Dentist: examination 
and treatment; 2. OHT: dental hygiene 
treatment; 3. Dentist: final check). In the 
public sector, 33% (n = 2) of OHTs practised 
model 1, 33% (n = 2) practised model 2, 6% 
(n = 1) practised model 3 and 6% (n = 1) 
practised model 4 (Fig. 4).

Ninety-five percent (n = 21) of OHTs 
provided initial point-of-care for children. All 
OHTs in the public sector provided treatment 
for children independently without treatment 
plan approval from the employer-dentists. 
Forty-one percent (n = 9) of OHTs provided 
an initial point-of-care for the adults for the 
purpose of providing assessments, diagnostics 
and dental hygiene treatment, before 
transferring patients to the employer-dentists.

Work Design Questionnaire
The two domains adapted from the Work 
Design Questionnaire (WDQ) were task 
characteristics and knowledge characteristics. 
Within the task characteristics, there were two 
components, namely work schedule autonomy 
and decision-making autonomy. Over 90% 
(n = 15) of public sector OHTs and over 80% 
(n = 5) of private practice OHTs indicated 
that their job allowed them to make their own 
decisions in scheduling their own work and 
planning how they did their work. All OHTs 
in both private and public practices agreed 
that their job let them use their judgement 
in doing their work. All OHTs in the public 
sector and over 90% of the OHTs in private 
practice thought their job gave them freedom 
and independence to do their work. Within 
the knowledge characteristics domain, 

and shared decision-making process in the 
collaborative relationship. The employer-dentist 
survey shared the demographic information 
section, as in the OHT survey, but also included 
an open-ended question to assess the employer-
dentists’ opinion of the OHTs in their practice.

To assist in data collection, potential ‘models 
of care’ were designed from knowledge within 
the profession and consultation with past 
oral health graduates to describe the flow of 
patients within a practice, for the course of 
care of both children and adults. There were 
five child models of care and four adult models 
of care options, as well as an ‘other’ option for 
participants to describe their own model if 
the options did not suit. The models of care 
are outlined in Figures 1 and 2, which include 
various patient and treatment pathways, from 
full autonomy to very little autonomy for 
the OHT.

Descriptive statistics were performed 
to analyse the practice models of care and 
to examine the characteristics of survey 
responses on the perception of autonomy 
support and the shared clinical decision-

making process in the dental practice. 
Open-ended question responses from the 
employer-dentists were coded and analysed to 
answer the research question on the emerging 
practice models of care in dentistry.

Results
OHTs’ reported models of care
Eighty-eight percent (n = 22) of all surveys 
were returned. Of these, 16 OHTs from private 
practices and six from public clinics responded 
to the surveys. Twenty-one were female and 
one was male, with the male participant from 
the public sector. Sixty-nine percent (n = 11) 
of participants from the private sector and 
83% (n = 5) of participants from the public 
sector worked 30–40 hours per week. The rest 
of the participants worked less than 30 hours 
per week. In the private sector, 87% (n = 14) of 
participants had less than ten years of working 
experience, while 13% (n = 2) had over 15 years 
of working experience. In the public sector, all 
participants (n = 6) had less than ten years of 
working experience.

Forty-four percent (n = 7) of the OHTs in 
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Fig. 3  The distribution of child practice models of care
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Characteristic Statement Sector
Strongly 
disagree

Disagree Neutral Agree
Strongly 
agree

Task characteristics:  
work schedule autonomy

My job allows me to decide on how I 
schedule my work

Private 0 1 (6.25%) 0 7 (43.75%) 8 (50%)

Public 0 0 1 (16.7%) 2 (33.3%) 3 (50%)

My job allows me to decide on the order 
that things are done

Private 0 0 2 (12.5%) 8 (50%) 6 (37.5%)

Public 0 0 1 (16.7%) 4 (66.7%) 1 (16.7%)

My job allows me to plan how I do my 
work

Private 0 0 1 (6.25%) 6 (37.5%) 9 (56.25%)

Public 0 0 1 (16.7%) 2 (33.3%) 3 (50%)

Task characteristics:  
decision-making autonomy

My job lets me use my judgement in 
doing my work

Private 0 0 0 9 (56.25%) 7 (43.75%)

Public 0 0 0 2 (33.3%) 4 (66.7%)

My job allows me freedom and 
independence to do my work

Private 0 1 (16.7%) 0 6 (37.5%) 9 (56.25%)

Public 0 0 0 2 (33.3%) 4 (66.7%)

My job allows me to decide how to do 
my work

Private 0 1 (16.7%) 0 8 (50%) 7 (43.75%)

Public 0 0 1 (16.7%) 2 (33.3%) 3 (50%)

Knowledge characteristics:  
information processing

My job requires me to monitor a great 
deal of information

Private 0 0 0 9 (56.25%) 7 (43.75%)

Public 0 0 0 2 (33.3%) 4 (66.7%)

My job requires that I engage in a large 
amount of thinking

Private 0 1 (16.7%) 0 6 (37.5%) 9 (56.25%)

Public 0 0 0 2 (33.3%) 4 (66.7%)

My job requires me to keep track of 
more than one thing at a time

Private 0 1 (16.7%) 0 8 (50%) 7 (43.75%)

Public 0 0 1 (16.7%) 2 (33.3%) 3 (50%)

My job requires me to analyse a lot of 
information

Private 0 1 (16.7%) 0 6 (37.5%) 9 (56.25%)

Public 0 0 0 2 (33.3%) 4 (66.7%)

Knowledge characteristics:  
problem solving

My job involves solving problems
Private 0 0 1 (16.7%) 5 (31.25%) 10 (62.5%)

Public 0 0 0 6 (37.5%) 6 (37.5%)

My job requires me to be creative
Private 0 1 (16.7%) 3 (18.75%) 5 (31.25%) 7 (43.75%)

Public 0 0 0 3 (50%) 3 (50%)

My job requires dealing with problems 
that I have not met before

Private 0 3 (18.75%) 2 (12.5%) 7 (43.75%) 4 (25%)

Public 0 0 1 (16.7%) 3 (50%) 2 (33.3%)

My job requires unique ideas and 
solutions to problems

Private 0 1 (16.7%) 4 (25%) 6 (37.5%) 5 (31.25%)

Public 0 0 0 4 (66.7%) 2 (33.3%)

Knowledge characteristics:  
skill variety

My job requires a variety of skills
Private 0 0 0 6 (37.5%) 10 (62.5%)

Public 0 0 0 1 (16.7%) 5 (83.3%)

My job requires me to utilise a variety of 
different skills to complete the work

Private 0 0 0 7 (43.75%) 9 (56.25%)

Public 0 0 0 3 (50%) 3 (50%)

My job requires me to use a number of 
complex or high-level skills

Private 0 0 4 (25%) 5 (31.25%) 7 (43.75%)

Public 0 0 2 (33.3%) 1 (16.7%) 3 (50%)

Knowledge characteristics: 
specialisation

My job is highly specialised in terms of 
purpose, tasks or activities

Private 0 0 0 9 (56.25%) 7 (43.75%)

Public 0 0 0 2 (33.3%) 4 (66.7%)

The tools, procedures and materials 
used on this job are highly specialised

Private 0 0 1 (6.25%) 6 (37.5%) 9 (56.25%)

Public 0 0 4 (66.7%) 0 2 (33.3%)

My job required specialised knowledge 
and skills

Private 0 0 1 (6.25%) 11 (68.75%) 4 (25%)

Public 0 0 1 (16.7%) 2 (33.3%) 3 (50%)

My job requires a depth of knowledge 
and expertise

Private 0 0 0 7 (43.75%) 9 (56.25%)

Public 0 0 1 (16.7%) 3 (50%) 2 (33.3%)

Table 1  Task characteristics and knowledge characteristics – percentage of agreement (adapted from the WDQ)21
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oral health practitioners perceived they 
had a high degree of trust and autonomy 
from their employer-dentists. Although 
questionnaires using the Likert scale only 
provide a unidimensional quantitative 
estimated measure of participants’ agreement 
with a given statement and are prone to 
central tendency bias,23 we can speculate 
that this may be a feature of the collaborative 
relationship between the employer-dentists 
and the allied oral health practitioners based 
on our findings.

The changing context for the oral health 
workforce in Australia is now characterised by 
a significantly increased number of allied oral 
health practitioners who are becoming more 
accepted as part of the dental team.24 This is 
also reflected in the global literature. Previous 
research has shown that it was more cost-
effective for some treatment to be carried out 
by allied oral health practitioners.13,19,25,26,27 The 
employer-dentists also recognised the OHT 
skills and claimed that having the OHT in the 
team increased the efficiency of their dental 
practice.

With the addition of allied oral health 
practitioners, dentists are moving to utilise 
the therapists to do most routine care, leaving 
more advanced procedures for themselves 
as per findings from this study. At the same 
time, there is a high demand for entry 
into postgraduate courses and continuing 
education courses to extend their skills for 
restorative work in adults, in response to the 
changed models of care delivery in recent 
years. If this current trend continues, the 
dentists may become more of a ‘specialist’ to 
perform advanced procedures.28 Expanding 
the use of allied oral health practitioners 
would improve access and impact of oral 
healthcare delivery.29,30 This model of care 
would also have repercussions for the future 
of dental education for this emerging model 
of care, which focuses on equity access and 
cost-efficiency. We can also speculate that this 
may lead to changes in course curriculum and 
integrating collaborative learning in dentistry 
and oral health programmes.

The effect of the 2018 changes to the code 
of practice, which removes the ‘structured 
professional relationship’ between dentists 
and the OHT, should be evaluated in further 
studies such as these in the future.

Limitations
The sample size of this pilot study is relatively 
small and selection was based on participants 
in a continuing education course. As with 
any research, self-reporting could be biased 
as individuals may tend to overestimate or 
underestimate their responses. Generalisability 

four components were adapted; these were 
information processing, problem-solving, 
skills variety and specialisation. All the OHTs 
in the public sector and over 90% in private 
practices perceived that their job required them 
to engage in a large amount of thinking. Over 
80% (n = 5) of OHTs in the public sector and 
nearly 70% (n = 11) of the OHTs in private 
practice reported that they were expected to 
deal with problems which they had not come 
across before. All OHTs perceived that their job 
required them to utilise a variety of different 
skills to complete their work. Nearly all OHTs 
agreed that their jobs required them to have a 
depth of knowledge and expertise (Table 1).

Employer-dentists’ reported models of 
care and their perception of OHTs
Fifty-five percent (n = 12) of the employer-
dentists returned their surveys; eight from 
the private sector and four from the public 
sector. All 12 dental practices, both private 
and public, employed a combination of DTs, 
DHs and OHTs. Fifty percent (n = 6) of the 
employer-dentists had over 20 years of working 
experience, 25% (n = 3) had 10–20 years of 
working experience, and the remaining dentists 
(n = 3) had less than ten years of experience.

The employer-dentists’ open-ended 
question responses fell into two categories: 
increased efficiency in dental practice, and 
employee recognition and appreciations.

Increased efficiency in dental practice
The employer-dentists valued the effort of 
the OHT in the dental team, which increased 
efficiency in the dental practice:

   Dentist 2 (private): ‘Reduce patient waiting 
time’

   Dentist 3 (private): ‘Relieve patient pressure 
from me, provide an explanation of 
treatment and gain informed consent’

   Dentist 6 (private): ‘Free me to concentrate 
on more complex dental treatment’.

Employee recognition and 
appreciations
The employer-dentists recognised the 
importance of the skills of the OHTs, which 
ultimately benefited the practice and patients:

   Dentist 9 (private): ‘Like a mini dentist for 
kids’

   Dentist 4 (public): ‘Provide education and 
preventive treatment to our patients’

   Dentist 8 (public): ‘Give patients more care 
and time compared to the dentist’

   Dentist 7 (public): ‘Skilful in patient care and 
behavioural management’.

Discussion
This is the first study of its kind to investigate 

the working relationship between the employer-
dentists and OHTs in Australia. This pilot 
study demonstrated that allied oral health 
practitioners currently work collaboratively with 
their employer-dentists to coordinate patient 
care, in order to promote effective practices 
no matter which practice models of care they 
followed. They are moving towards a higher 
level of autonomy and greater independence 
in their treatment planning and delivery. 
Previously, employer-dentists were perceived 
to have a director role within the ‘supervision’ 
relationship, where they considered themselves 
as the primary decision-makers and believed 
that they were ultimately responsible for the care 
of the patients, which paralleled the historical 
nurse-doctor relationship.21 The hierarchical 
nature of working in a ‘supervision’ relationship 
is now changing to more of a collaborative team 
approach, with both the employer-dentists 
and the allied oral health practitioners being 
recognised as contributing their knowledge and 
skills to patient care, experiencing less defined 
professional boundaries, indicating that the 
dental profession is progressing at pace with 
other health professions.

The practice models of care for children and 
adults in this study indicated that the majority 
of OHTs were working independently in 
decision-making for their patients, with only 
a few working with prescriptive treatment 
directed by the employer-dentists. The 
employer-dentists were not the sole decision-
makers for the care of their patients. The 
allied oral health practitioners had the 
support and autonomy for shared decision-
making for patient care with their employer-
dentists. In the public sector, all the OHTs 
had the autonomy to fully exercise their scope 
of practice, which allowed them to practise 
independent decision-making for child 
patients (child model of care 5). However, 
only about 50% of OHTs in private practice 
were given this full autonomy; they could only 
provide treatment for children according to 
a treatment plan approved by the employer-
dentists. It is possible that the number of years 
of working experience of the OHTs might 
have influenced the practice models of care. 
The recent change in policy to remove the 
‘structured professional relationship’ within 
the dentistry workforce may affect the level of 
autonomy experienced by OHTs in the future.

The WDQ, which has been tested in 22 
occupation categories, shows that professional 
occupations are expected to have a higher 
level of knowledge characteristics and 
autonomy than the jobs in non-professional 
occupations.22 The results in this study 
demonstrated a high level of agreement on 
those categories; the majority of the allied 
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should be considered with care as the survey 
was conducted with dual-skilled OHTs, which 
may not be applicable to single-skilled DTs or 
DHs. Due to the anonymous online survey, the 
practice models of care data from the employer-
dentists were not able to be linked to that of the 
OHTs, which did not allow for cross-validation. 
However, the OHTs provided comprehensive 
information in their surveys, which generated a 
good overview of the current skill-mix models. 
Future studies should be undertaken with a 
larger sample size and should include the whole 
aspect of the profession. The success of the 
method used in this pilot study will enable this 
to be undertaken.

Conclusion and future research 
implications
This study offers an insight into the current 
collaborative relationship between the employer-
dentists and the allied oral health practitioners 
in Australia. Employer-dentists recognise the 
skills of the OHTs and appreciate the efficiencies 
they provide to their practice. In general, 
more OHTs work collaboratively than under 
‘supervision’. All OHTs in the public sector 
had a higher level of autonomy, especially for 
treating child patients, compared with only 
half of OHTs in private practice. The most 
recent policy changes may further influence the 
changing face of the profession. The impact of 
the changes in the oral health workforce will 
have repercussions for dental education of all 
oral health professionals in the future.
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