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Introduction
Practitioners in today’s health care environment 
continue to face a rapid pace of change driven by 
population demographics, evolving disease patterns, 
advances in technology and clinical practice, and 
unsustainable costs.  With the passage of the 2010 
Patient Protection and Affordable Care Act, there 
will be continued pressure to improve system 
performance, increase access, and reduce the pace of 
cost inflation in the health care sector.  In addition, 
reducing health care disparities and improving 
service to the increasingly culturally and ethnically 
diverse population of the United States are high 
priorities for policymakers. New practice models 
are needed in all of health care to meet these goals. 
Toward this end, a number of major initiatives 
have been proposed to address cost, quality, and 
access such as establishing the integrated patient-
centered medical home (PCMH), developing 
accountable care organizations (ACOs), and placing 
an increasing focus on pay for performance and 
comparative effectiveness research (CER).1-4 As 
well, significant research dollars are being invested 
to understand health disparities and to find 
mechanisms for their reduction.

Historically, dentistry has remained relatively 
insulated from the turmoil within the health care 
marketplace and has evolved within a separate 
delivery system. The exclusion of dental benefits 
from Medicare and the separation of dental benefit 
plans from medical insurance have shielded the 
dental care marketplace from the cost and quality 
assurance pressures that medicine has engaged 
with for more than a quarter century. Today all 
practitioners in health care realize that health 
is produced through complex mechanisms and 
that the intervention of one provider, such as a 
dentist, may be necessary but not sufficient to help 
individuals achieve their health goals. Likewise, as 
emphasized in the Surgeon General’s report Oral 
Health in America, “oral health means much more 
than healthy teeth,” and ‘’oral health is integral to 
general health’’.5(pp.17-18) It follows, then, that the 
production of oral health as part of overall physical, 

mental, and social well-being can be facilitated by 
a wide range of health care providers.  Particularly 
as the links between oral and systemic diseases are 
made clearer and as electronic medical and dental 
records empower providers with more information, 
teams of providers must be aware of these 
connections and understand how they can help 
patients improve their oral health status. 

Unlike the gradual shift in medicine away from 
solo practice, dentists predominantly continue to 
work in small solo and group practices.  The fields 
of medicine, nursing, and pharmacy have all vastly 
expanded skill levels and specialization within their 
professions while the allied health care workforce 
has grown, adding dozens of new technicians and 
other assistants. As a result, many providers now 
have overlapping scopes of practice. Meanwhile, 
within dental practices, the range of oral health 
care providers has remained fairly static and well 
delineated. Almost all general dentists, who make 
up 80% of the dental workforce, employ dental 
assistants, and the majority also employ dental 
hygienists.6 In the past decade, however, change 
has begun to occur. The scope of practice for 
allied dental providers has evolved, including the 
expansion of direct access for hygienists and the 
establishment of extended functions for dental 
assisting. Currently nine dental specialties have 
been codified.i It is only recently that the field has 
started to expand with the introduction of new 
members to the dental workforce, such as dental 
therapists, community dental health coordinators, 
public health hygienists, and advanced dental 
hygiene practitioners, who may have overlapping 
scopes of practice.7-8 

Many practice innovations in health care designed 
to coordinate care among the increasing number 
of providers have not yet been widely adopted in 
the dental care field. One of these innovations 

i Dental Public Health, Endodontics, Oral and Maxillofacial 
Pathology, Oral and Maxillofacial Radiology, Oral and Maxillofacial 
Surgery, Orthodontics and Dentofacial Orthopedics, Periodontics, 
Pediatric Dentistry, Prosthodontics.
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is collaborative practice. Collaborative practice 
is widely used in medicine, both formally and 
informally, and today the belief that comprehensive 
primary and specialty care can best be achieved 
through a patient-centered, collaborative team 
approach is becoming more accepted.9  Although 
a number of studies have promoted collaborative 
models of care and have examined the factors 
necessary for effective collaboration, no study 
has examined the full range of practices that are 
considered collaborative in both medicine and 
dentistry.10-13

Objectives
This study is designed to evaluate the potential 
of collaborative practice models in the provision 
of primary dental care within the oral health care 
delivery system in the United States. Collaborative 
practice encompasses a wide number of 
arrangements and is common in various health care 
settings between physicians, nurses, and other types 
of providers in the United States. However, these 
arrangements are not widely utilized in dental care.  
The objective of this study is to understand how 
collaborative practices are arranged and how they 
may affect patient care, income, productivity, and 
the culture of dental practice. 

The key questions the report seeks to answer are

1.   What is the range of practices that are 
considered collaborative?

2.   What are the rationales for collaborative 
practice?

3.   How are those practices structured in terms 
of formal agreements, referrals, supervision, 
care protocols, caseloads, malpractice, and 
financing?

4.   How are the various practitioners who are 
involved in collaborative practice compensated 
for their work? 

5.   How do different financing models of 
collaborative practice impact the income of the 
different types of practitioners involved?

6.   How do collaborative practice models 
affect other aspects of practice, including 
productivity and practice culture?

This report assesses and describes collaborative 
arrangements in health care, with a focus on the 
impact of providers such as nurse practitioners and 
physician assistants on the practice of medicine, 
including income potential and resource uses. 
Medical models in collaborative practice are 
examined for their degree of transferability to 
dentistry. Collaborative practices in dental care 
in the United States and abroad are examined, 
with a focus on the structures within which these 
practices exist and the ways in which parties to 
the collaborative practice are compensated for 
their work. This report should serve as a tool for 
policymakers as they consider and design practice 
requirements for new or existing dental providers. 

The remainder of this report is structured as 
follows. First, we provide a working definition of 
the term collaborative practice and examine the 
ways in which it has been studied in other fields. 
Second, we outline the dimensions of the practice 
model in order to understand the building blocks 
of any collaborative arrangement. Third, we explore 
five ideal type collaborative practices, providing 
examples of areas in which these are employed in 
both medicine and dentistry.  Finally, we provide 
a discussion of the key findings for the oral health 
delivery system and of ways to facilitate the 
adoption of collaborative practice within the oral 
health care field.

Background: Drivers and Definitions of 
Collaborative Practice
According to published medical and dental 
literature, the drivers behind collaborative practice 
models span a range of pragmatic objectives.  Some 
collaborative practice models were developed to 
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increase access: Patient demand exceeded provider 
supply (overall or in certain locations), so the pool 
of primary care providers was expanded to include 
additional professions.14-16 Closely related were 
efforts to improve practice productivity and 
efficiency, which effectively increase a practice’s 
capacity to handle greater numbers of patients 
or visits.17 Lowering or managing costs was 
also a reason cited in the collaborative practice 
literature.14, 18 In some cases, the improvement of 
patient clinical outcomes was a primary reason 
for implementing collaborative care.14, 18 Finally, 
researchers and analysts have noted improved 
patient satisfaction as a reason for instituting 
collaborative practice.18 

Perhaps reflecting the varying reasons for its 
adoption, the concept of collaborative practice can 
be described in terms ranging from philosophical 
to practical and from common, everyday words 
to clinical and legal definitions. An important 
starting point is to distinguish collaborative 
practice from collaboration. All health care 
professionals work in collaboration with other 
providers during the course of their professional 
activities, but collaborative practice goes further.  
Thompson (1995) makes this distinction, noting 
that collaboration is a single temporal event that 
occurs intermittently over the course of day-to-
day work while collaborative practice is a dynamic 
process involving a commitment to interact on a 
professional level, thereby empowering participants 
to blend their talents and achieve more than either 
could alone.19 

Researchers have identified a number of 
facilitating conditions considered necessary for 
collaborative practice to be successful, including an 
organizational mandate, clear sets of responsibilities, 
a team structure, a team process, and shared goals 
and outcomes as well as a supportive environment.11 

Among collaborating professionals there must be 
shared competence, shared accountability, mutual 
respect and trust, communication, autonomy, 
assertiveness, cooperation, and mutual support as 

well as coordination.20 Unlike efforts to measure 
teamwork and coordination – such as those being 
attempted, for example, in patient-centered medical 
homes, no formal efforts attempting to measure 
collaborative practice models across organizational 
settings were revealed in the literature review. 

Efforts to bring structure to the concept of 
collaborative practice can be found in the legal 
and payment policy arenas. The Centers for 
Medicare and Medicaid Services (CMS) have 
adopted a definition of collaborative practice 
for nurse practitioners (NPs) seeking Medicare 
payment (see sidebar below). In addition, largely 
driven by attempts to expand or clarify the scope 
of practice laws for nurse practitioners, state laws 
often use the term collaboration or collaborative 
practice to describe the legislature’s goal of having 
NPs and physicians work together. Almost half of 
the states have laws on the books requiring NPs 
and physicians to work collaboratively.21 However, 
not all laws define collaborative practice, and the 
definitions that do appear are not standard among 
the states (descriptions of and requirements for 
collaborative practice agreements vary widely) and 
may even be internally inconsistent and confusing. 
For example, NPs in Louisiana who engage in 
medical diagnosis and management must have a 
collaborative practice agreement but NPs practicing 
nursing solely are not required to have such an 
agreement. NPs in Louisiana must therefore 
distinguish between services that are “medical” and 
those that are “nursing” even though, in practice, 
the line between nursing and medicine is sometimes 
unclear.21   In California, NPs must develop written 
standardized procedures “collaboratively” with their 
“supervising” physician.22

Recently enacted state laws regulating dental 
hygienists and dental therapists in collaborative 
dental practices (e.g., laws in Alaska, California, 
Michigan, Minnesota, New Mexico, Oregon, 
and Washington) echo the NP laws in their 
inconsistency. The statutory variation across 
the states reflects more political compromise 
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than evidence-based decision making by state 
legislatures. In attempts to establish or expand 
the legal scope of practice for a new or emerging 
profession, collaborative practice may be viewed 
as an area somewhere midway between legally 
requiring supervision and granting autonomous 
practice authority.

Political agreement on 
this middle ground may 
be easier to reach than 
agreement at either 
extreme end of the 
continuum, although a 
vague definition of that 
middle ground could 
actually result in the 
implementation of a 
law that, in practice, is 
at one end or the other. 
For example, a statute 
that purports to require 
collaborative practice 
between members of 
two professions but 
grants broad authority 
to the respective 
regulatory agencies 
to implement the law 
may result in detailed 
regulations spelling 
out on-site oversight, 
effectively setting forth 
an arrangement that 
is more supervisory 
than collaborative. 
Alternatively, 
absent proscriptive 
statutory and regulatory language, laws may be 
implemented with a wide range of applicability (or 
interpretation) based on provider or organization 
preferences. Although providers and organizations 
cannot go beyond the law, they may have broad 
discretion to develop the terms of the collaborative 
agreement within the bounds of the law. It is 

also worth noting that over-codification – where 
an attempt is made to legislate or regulate every 
aspect of collaborative agreements – may result 
in an unintended consequence. In particular, 
the new laws may establish or maintain control 
of one profession by another despite any stated 
collaborative goal. 

Taking into account 
the current breadth of 
descriptions of collaborative 
practice, a working 
definition was developed. 
As defined for this project, 
collaborative practice 
encompasses any ongoing, 
systemic professional 
relationship between 
two or more health care 
providers, each having 
some degree of authority 
to independently provide 
health care services within 
his or her legal scope of 
practice. These relationships 
are distinguished primarily 
by their variation on two 
key dimensions. First is 
the level of formality of 
the relationships among 
the practitioners involved. 
This includes whether the 
relationship involves specific 
practitioners, is structured 
by a collaborative practice 
agreement, or involves a 
formal referral network, 
as well as the specificity of 

services performed by the parties. Second is the 
degree of autonomy of the practitioners involved. 
Practitioners might have complete autonomy, 
constrained only by legal scope of practice, or they 
could be subjected to some type of supervision by 
another practitioner. 

The federal definition of collaboration (between NPs 
and MDs) as found in CMS regulations regarding 
Medicare (CFR 410.75 (c)(3)) is

(i) Collaboration is a process in which a nurse 
practitioner works with one or more physicians 
to deliver health care services within the scope 
of the practitioner’s expertise, with medical 
direction and appropriate supervision as 
provided for in jointly developed guidelines or 
other mechanisms as provided by the law of 
the State in which the services are performed.

(ii) In the absence of State law governing 
collaboration, collaboration is a process in 
which a nurse practitioner has a relationship 
with one or more physicians to deliver health 
care services. Such collaboration is to be 
evidenced by nurse practitioners documenting 
the nurse practitioners’ scope of practice and 
indicating the relationships that they have 
with physicians to deal with issues outside 
their scope of practice. Nurse practitioners 
must document this collaborative process with 
physicians.

(iii) The collaborating physician does not need 
to be present with the nurse practitioner 
when the services are furnished or to make an 
independent evaluation of each patient who is 
seen by the nurse practitioner.
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In summary, the philosophical and pragmatic 
rationales for collaborative practice are fairly 
well defined, as are the necessary conditions 
for a successful collaborative practice at the 
interprofessional and organizational levels. The 
legal and payment constructs developed to formally 
enact this practice exhibit wide variation, and there 
is little research on the organizational structure of 
collaborative practices 
across health care 
disciplines and settings.  
In order to best delineate 
how the collaborative 
practice model might 
work in dentistry, the 
next section of our report 
outlines these broader 
organizational structures 
and systems.

Dimensions of Col-
laborative Practice
There is no single 
definition or model of 
collaborative practice. 
Rather, a range of 
practices  that vary in 
their rationales and in 
their organizational, 
legal, operational, and 
financial structures can be 
considered collaborative. 
The following list 
describes the multiple 
dimensions of the forms 
of collaborative practice 
as well as the range 
that exists within these 
dimensions. This list is 
followed by a discussion of 
a continuum of the most 
common arrangements of collaborative practices 
and real-world examples of each type in both 
medicine and dentistry. 

1. Organizational structure

Professional participants: The participants in 
collaborative practice arrangements can vary from 
independent practitioners in separate organizations 
to practitioners employed by the same organization. 
Providers most commonly have some overlapping 
legal scope of practice authority for the services they 
provide. 

Setting:  A legal and/or 
organizational structure 
is generally present to 
monitor the agreement 
between these providers; 
however, a collaborative 
practice arrangement can be 
informally executed between 
two independent providers 
with no external oversight. 
Collaborative practice may 
span one or more individual 
practices or exist within a single 
organization. Collaborating 
providers are not generally 
required to be on-site together 
although, if applicable, the 
provider with the greater scope 
of practice is usually required 
to be available in some manner 
(e.g., by phone, page, or 
computer) for consultation 
or referral if needed.  In some 
cases, providers are limited by 
law to practice collaboratively 
only in certain settings.

System ownership:  The 
relationship can exist within 
a public organization, within 
a privately owned (profit or 
nonprofit ) organization, or 

between two independent owners. The ownership 
status may be connected to funding streams that 
are likely to have an effect on the organizational 
rationale and implementation of the collaborative 

“At its core, interprofessional care has to 

do with breaking down walls and making 

a shift from autonomy to interdependency. 

Individuals engaged in collaborative 

practice are mutually dependent on 

each other and are aware of each others’ 

expertise. Power is shared among team 

members, including the patient. Making 

this shift might mean the actual removal 

of physical walls and changing a practice 

into an open concept space with minimal 

or zero private office space. It will 

certainly mean instituting practices that 

promote collaboration and the sharing of 

information – multidisciplinary rounds, 

for example, where the practitioners 

in a collaborative practice facility meet 

to discuss and recommend steps for a 

particular client’s care, often with the 

participation of that client.”

 –M. DeMone, 200923
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practice.    

Referral networks: The referral network among 
collaborating providers can be informal, formal 
(i.e., utilizing contracts), or exclusive within an 
organizational structure. Referral is an expected part 
of the collaborative practice when a patient’s needs 
exceed the competence or scope of one provider 
and must be referred to the next.

Professional relations: Trust, respect, and mutual 
agreement on shared goals for the patient need to 
be present in collaborative practices. In our study 
interviews we were told that providers often initially 
fear working collaboratively, yet most providers 
who take on these practice models later report that 
they are satisfied with the arrangements. 

2. Legal and institutional requirements 

Formal collaborative agreements: Formal 
agreements are not always present. However, 
such agreements are often required by law or by 
the organization employing the collaborating 
providers. The range of agreements varies widely, 
from oral or ‘‘handshake’’ agreements to extensive 
legal documentation of working arrangements and 
allowable duties. Some aspects of collaboration 
have not been legally addressed. For example, the 
ethics and legality of members of one profession 
demanding fees from members of another 
profession for the act of signing a collaborative 
practice agreement have not been tested. Similarly, 
it is unclear what can or should be done in 
situations where one professional has agreed to a 
collaborative practice agreement but declines to 
see the patients referred by his or her collaborating 
colleague. 

Protocols: Protocols for clinical care delivery 
processes may or may not be included in 
collaborative practice agreements. Some protocols 
are tailored specifically to the individuals 
collaborating and are based on the comfort level 
of the two providers, others are more generic legal 
templates, and still others involve cases in which the 

protocols are strict and evidence based. 

Supervision: The collaborating providers each 
work within their legal scope of practice, which 
– quite apart from any collaborative agreement – 
may or may not require supervision by another 
professional. In addition, a collaborative practice 
agreement itself may or may not require the 
supervision of one party by the other. Institutional 
policy may add yet another possible supervision 
requirement, and providers working under 
collaborative practice agreements within a single 
organization may be required to be supervised by 
clinical or managerial staff. Types and definitions 
of supervision vary but typically fall into three 
main categories: direct, indirect, and general. 
Direct supervision usually involves the physical 
oversight of the supervising clinician, while indirect 
supervision usually requires  the supervising 
provider to be on-site but allows the person to be 
involved in other activities while the supervised 
activity is being performed. General supervision 
can be conducted remotely. General supervision 
definitions vary by profession and by state. In 
some cases, general supervision requires the 
individual being treated to be a patient of record 
of the supervising clinician and a treatment plan 
to be on file. In other arrangements (e.g. between 
MDs and PAs or between dentists and DHATs), 
general supervision may not have the patient-of-
record and treatment plan requirements but is 
still structured with prospective, concurrent and 
retrospective elements. The prospective element 
includes arrangements - such as those regarding ‘on-
call’ responsibilities, practice settings and approved 
communication modes - made prior to the care 
being delivered. The concurrent element details 
how the supervising clinician will be available at 
the time treatment is delivered (could be onsite 
but more often by electronic communication). 
The retrospective element includes post-treatment 
audits such as reviews at the end of the day, chart 
inspections and quality assurance processes.24 In 
any supervision or collaboration arrangement, 
a number of tools such as standing orders (such 
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as those for refilling prescriptions or authorizing 
immunizations), standardized procedures, 
guidelines, or protocols might be used to structure 
the activities of the supervised practitioner. In 
addition, the supervising clinician usually has 
the discretion, within legal and institutional 
parameters, to consider an individual’s competence 
when authorizing specific procedures and activities.

 Education: The education 
of providers in collaborative 
arrangements comes at various 
stages. Some providers (e.g., 
nurse practitioners) may 
be exposed to collaborative 
practice in their formal 
professional training, whereas 
others may be introduced 
to the concept once they 
have been employed in an 
organizational setting. Since 
both providers involved in 
a collaborative practice are 
working within the legal 
scope of practice for which 
they have been trained and 
licensed, there is no additional 
formal clinical training 
required for collaborative 
practice. However, managerial 
or teamwork training may 
be helpful or necessary 
to overcome professional 
reluctance or resistance. 

Licensing and certification: 
Within the various states, 
each group of providers is 
regulated by a governmental body that implements 
the respective licensing laws. State licensing 
requirements include eligibility, education, training 
and testing elements and professional licenses are 
usually associated with a legal scope of practice 
authority that spells out what services members 
of the profession may provide to the public. 

Certification is a separate activity offered by the 
private sector – usually at the national (not federal) 
level – for some professions. Certification bodies, 
which may or may not be accredited, have their 
own eligibility, education and testing requirements. 
Sometimes, but not always, state licensing laws 
and regulations reference national certification 
and may require certification as necessary to meet 

licensing requirements. Other 
times, certification may be required 
or preferred by employers. In 
still other cases, certification is 
seen as an aspect of professional 
development but not required by 
law or employer policy. 

3. Operational and financial 
structure

Caseloads: A collaborative practice 
generally indicates an overlapping 
caseload or client base (e.g. patient 
of record). If the providers both 
work for the same organization, 
patients may be divided by the 
severity of their conditions or 
needs, with the provider with 
more advanced competence 
taking more difficult cases. If the 
providers are independent, the case 
distribution may involve referring 
patients when deemed appropriate 
as judged by the provider and 
consistent with any guidelines 
or protocols in the collaborative 
practice agreement.  The patient 
is likely to be a “patient of record” 
with both providers at some point. 

Malpractice Insurance: Providers in a collaborative 
practice arrangement may each hold their own 
malpractice insurance, one provider may hold 
insurance for both parties, or the organization 
they work for may provide it for them. Although 
malpractice coverage requirements may or may 
not be determined by state statute, in general any 

Minnesota is one of 45 states that 
permit general supervision in 
the private dental office.25-27 In 
Minnesota, dental supervision is 
similar to that of most other states 
and includes the following three 
definitions:

GENERAL : The dentist has prior 
knowledge of and has given consent 
for the procedures being performed. 
However, the dentist is not required 
to be present in the dental office 
or on the premises during the 
procedures.

INDIRECT: The dentist is in the 
office, has authorized the procedures, 
and remains in the office while the 
procedures are being performed by 
the allied dental professional.

DIRECT: The dentist is in the 
dental office, personally diagnoses 
the condition to be treated, 
personally authorizes the procedure, 
and evaluates the performance of 
the allied dental professional before 
dismissal of the patient.
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provider able to work directly with patients under 
his or her scope of practice is covered by some sort 
of malpractice insurance. 

Financing: Providers in collaborative practice 
arrangements have the same financing mechanisms 
available to them for the services they offer 
as do providers who are not in collaborative 
arrangements: Medicare, Medicaid, and other 
government programs; private insurance; HMOs; 
general operating budgets for organizations and 
institutions such as public health departments and 
community clinics; and patients paying out of 
pocket. Payments to providers can be based on the 
services provided or, if the provider is an employee, 
a negotiated wage. No payors currently pay for 
the “act” of collaborating; rather, the collaboration 
itself increases efficiency, reduces costs, or otherwise 
contributes to increased revenue or decreased 
costs that result in positive compensation for 
participating providers. Payment to two providers 
for the same service on the same day is generally 
prohibited by private and public payors. 

Given the variance within collaborative practice 
models, it would seem that dozens of arrangements 
that could be considered collaborative are 
possible. Although one category above specifically 
covers some legal aspects, virtually any of the 
dimensions in all categories could be included in 
legislation or regulation regarding collaborative 
practice agreements but, as noted earlier, extensive 
codification carries risks.  Our research identified 
a continuum of five ideal typeii models of 
collaborative practice. These models are currently 
being employed in medicine or dentistry either 
domestically or abroad. Within any actual model 
employed in the delivery system, all 13 dimensions 
discussed in the previous section could be 

ii An ideal type is a construct abstracted from experience in 
which individual elements are combined to form a whole that is 
conceptually independent of empirical factors or variables, but 
against which particular examples of the appropriate class found in 
life can be measured (definition from dictionary.com). The term 
ideal is not meant to convey that these are standards of excellence or 
perfection.

identified. Table 1 provides highlights of five of 
these dimensions for comparison of the ideal types.

Model 1: Collegial Relationship
This model is most common between general 
practitioners (dentists and physicians) and specialist 
practitioners in the intraprofessional realm. No legal 
or formal agreement exists between the providers; 
rather, a professional referral relationship exists 
with some coordination and care continuity. These 
independent professionals have their own patients, 
and they share a scope of practice, but one provider 
has advanced or different specialty training. Such 
arrangements can also be found between nurse 
practitioners and physicians in states that grant 
broad practice authority to NPs. Each provider is 
paid separately by a third party payor on a fee-for-
service basis for the services he or she has provided.  
The primary goal of this collaboration is to ensure 
comprehensive, quality patient care and to ensure 
that the providers are not working outside of their 
expertise, a situation that might open them up to 
malpractice concerns. Although granting providers 
such as nurse practitioners or dental hygienists 
autonomy of practice (or some level of reduced 
supervision) has been a highly contentious and 
politicized issue over the years in both medicine and 
dentistry, studies examining the models in which 
these changes have been implemented have found 
no reduction in the quality of care and no instances 
of harm to patients from these experiences.28-30

Medical Example

A primary care clinician (MD or NP) collaborates 
with specialty physicians (or dentists) by referring 
patients for their advanced care needs. The 
relationships are not formal contracts but rather are 
based on professional and personal contacts and 
preferences. Each provider has his or her own office, 
fee structure and billing, and malpractice insurance.  
If the collaboration is a common occurrence, 
with referral to the same providers(s) with regular 
follow-up and care coordination, then in theory 
this arrangement would fall under the realm of 
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collaborative practice. Although the arrangement 
is not legal or operational, often the range of 
providers who can ‘‘collaborate’’ in this way may be 
limited by contracting practices within preferred 
provider organizations (PPO), point of service 
(POS) plans, and health maintenance organization 
(HMO) networks.  An example is the Access to 

Baby and Child Dentistry (ABCD) Program in 
Washington State. Although the program originally 
focused only on engaging pediatric dentists, an 
increasing number of Washington physicians are 
now willing to address oral health during well-child 
checks because ABCD-trained dentists serve as 
referral sources. Medicaid reimburses trained and 

Table 1. Five Ideal Type Collaborative Practice Structures

Model 1: Collegial 
Relationship

Model 2: Legal 
Agreement

Model 3: Common 
Employer

Model 4: Public 
Health Agency

Model 5: Hub and 
Spoke

Organizational 
Structure

Operationally 
and legally 
independent 
providers

Operationally 
independent 
providers with 
legal ties

A single health 
care practice 
or organization 
that employs/ 
contracts with 
providers

A public health 
entity that 
employs/contracts 
with providers

An ancillary 
setting (can be 
retail or part of a 
public or private 
health system) 
working within 
collaborative 
protocols

Key Rationale 
(in order of 
importance)

Quality (referrals), 
access

Quality (referrals), 
access

Quality, efficiency 
(cost), access

Access, efficiency 
(cost), quality

Access, quality, 
efficiency (cost)

Legal No formal ties—   
handshake or 
professional 
courtesy

Documented legal 
relationship

Documented 
legal and/or 
organizational 
relationship with 
organizational 
policies

Documented 
legal and/or 
organizational 
relationship with 
organizational 
policies and 
protocols

Documented 
legal and/or 
organizational 
relationship with 
evidence-based 
protocols

Operational No operational 
overlap, 
independent 
caseloads 
(patients are 
patients of record 
for both providers)

No operational 
overlap, 
independent 
caseloads 
(patients are 
patients of record 
for both providers)

The health care 
entity depends 
on collaboration 
as part of the 
business model; 
caseloads are 
separate (patients 
are not necessarily 
patients of record 
of both providers)

The health care 
entity depends on 
standing orders to 
clinical staff from 
administrative 
supervisors

Limited services 
and strict 
guidelines for 
service and referral

Financial (in order 
of likelihood)

Fee for service, 
private insurance, 
cash, public 
insurance, health 
maintenance 
organization

Fee for service, 
private insurance, 
cash, public 
insurance, health 
maintenance 
organization

Health 
maintenance 
organization 
or capitation, 
public and private 
insurance, fee for 
service, cash

Public financing; 
if a clinic, may be 
capitated, sliding 
scale, etc. 

Cash, public 
insurance, private 
insurance

Medical Examples A dentist and a 
physician (e.g., 
ABCD Program in 
Washington)

A midwife and a 
physician of record

An NP and MD 
in an integrated 
delivery system, 
NP/MD in specialty 
practice

Public health 
nurses and chief 
medical officer

NP and MD in retail 
clinics

Dental Examples** A dentist and 
dental specialist; a 
dental hygienists 
and dentists in 
Colorado

RDHAP (CA) and 
dentist of record; 
DH and DDS in 
Netherlands; ADT 
and DDS in MN

Corporate dental 
practices; FQHC 
providers; DT and 
DDS in MN; UK 
dental practice

CDCH and chief 
dental officer; 
Malaysian and 
Canadian public 
health systems

DHAT in Alaska*; 
New Zealand 
dental therapists

* Some aspects of the DHAT model could fit into Models 3 and 4 as well. 
** Provider type acronyms defined in glossary at end of report
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certified primary care providers for delivering oral 
screenings, health education, and fluoride varnish 
during well-child checks and for referral to a dentist 
as necessary.31

Dental Example

This same model exists in dentistry:  General 
practice dentists work collaboratively with dental 
specialists or physicians by referring patients for 
care that is needed beyond the dentists’ expertise.  
In Colorado, where dental hygienists have had 
unrestricted independent practice rights since 
1986, this same relationship exists between dental 
hygienists and dentists.  Dental hygienists may have 
their own offices and patient bases and must refer 
patients to dentists when they see that patients have 
dental care needs beyond what they can provide.iii

Model 2: Legal Agreement
The primary difference between this collaborative 
practice model and the one described in the 
previous example is the presence of a legally binding 
agreement between the providers that is usually 
specified in state law.  As well, these agreements 
are interprofessional, meaning that they regulate 
the relationship between two different types of 
providers (usually between a physician and a nurse 
or between a dentist and a dental hygienist). The 
legal agreements do not have a standard content 
or format; each set of professions, on a state-by-
state basis, negotiates and enacts a format in the 
political arena. This process determines the legal 
basis for liability and creates a more formalized 
referral network between providers. As in Model 
1, the providers work within separate domains, 
and each provider may be reimbursed separately, 

iii The Colorado Dental Practice Law requires that a “dental 
hygienist recommend to any patient that such patient be examined 
by a dentist” and stipulates that “failure of a dental hygienist to refer 
a patient to a dentist when the dental hygienist detects a condition 
that requires care beyond the scope of practicing supervised or 
unsupervised dental hygiene” is cause for disciplinary action 
[Colorado Revised Status. Dental Practice Law, Title 12-35-100, 
1986].

usually by a third-party payor on a fee-for-service 
basis (although this arrangement can vary, so this 
reimbursement situation is not always the caseiv).
The primary goal of this collaboration is to provide 
comprehensive, quality patient care by ensuring 
that all providers have a source for referral and 
consultation. 

Medical example 

In medicine midwives (particularly direct-entry or 
professional midwives) have long worked under 
this type of legal agreement.32 The midwife has a 
delineated scope of practice and education and 
credentialing requirements, and she often works in 
the home setting or in a birthing center, in contrast 
to certified nurse-midwives, who do practice in 
hospitals. In order to practice, she must have a legal 
agreement with a physician (usually an ob-gyn) 
who agrees to provide consultation, emergency 
services and hospital admitting for the midwife’s 
patients if they are required.  Each provider 
finances his or her own practice separately through 
traditional third-party or direct payments, and each 
maintains his or her own liability insurance. 

Dental Example(s)

In California the Registered Dental Hygienists in 
Alternative Practice (RDHAP) work independently 
under a separate license and can see patients in 
certain restricted settings.33 RDHAPs are sole 
proprietors of their own practices with their own 
patient populations, and they may employ other 
RDHAPs as well as office assistants.  In order to 

iv In Michigan, public health dental hygienists practicing 
under a new law, PA 161, must file an application with the state 
Department of Community Health to obtain permission to practice 
collaboratively. The application includes the information of a dentist 
who serves as supervisor of the RDH and also stipulates that there 
must be standing orders, a referral process, and an emergency 
protocol established between the dentist and hygienist. Many 
hygienists practicing in this way in Michigan work in nursing homes 
or long-term care facilities.  Dental hygienists cannot be directly 
reimbursed under Medicaid in the state, but many have worked out 
contracts for preventive services offered with the facilities they work 
in and/or bill through their supervising dentist. Further information 
on PA 161 is available at this site: http://www.michigan.gov/
documents/mdch/6-2010_PA_161_Guidelines__332575_7.pdf .
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be licensed, an RDHAP must submit a signed 
Documentation of RDHAP Relationship with 
Dentist form to the Dental Hygiene Committee 
of California. This agreement ensures that the 
RDHAP has a source for referrals, consultations, 
and emergency services.v However, in practice, 
this agreement has not guaranteed that the signing 
dental provider will accept the referrals, so the 
RDHAP may still have to find another dentist who 
will.33 

Although not yet in practice, the Advanced Dental 
Therapist (ADT) being trained in Minnesota may 
also be able to work in this type of arrangement. 
Minnesota has a legal agreement currently in use 
with public health hygienists called a collaborative 
agreement.vi For the ADT, the legal agreement 
is called a collaborative management agreement 
(CMA). These two different agreements dictate the 
terms between the hygienist or therapist and the 
collaborating dentist. In the case of the ADT, the 
agreement details the ADT’s scope of work based 
on the dentist’s assessment of the ADT’s skill set 
and patient needs, regardless of the full scope of 
ADT practice.  ADTs are then expected to work 
under the standing orders of the collaborating 
dentist, but they can work semiautonomously.vii

Model 3: A Common Employer
In this model a single health care organization 
coordinates the care of its members or patients 
and employs (or contracts) with providers to 
work collaboratively to maximize the benefit to 
the patient. In this case, as in Model 2, there may 
be legal parameters within which the providers 
must work, but there is also an organizational 
policy that dictates the internal operations of the 

v For form, see http://www.dhcc.ca.gov/formspubs/form_rdhap_
ddsrelationship.pdf
vi For more information, see http://www.normandale.edu/dental/.
vii The Minnesota Board of Dentistry CMA for the dental 
therapist can be found at: http://www.dentalboard.state.mn.us/
Default.aspx?tabid=1165 and http://www.dentalboard.state.mn.us/
Portals/3/Licensing/Dental%20Therapist/DT%20CMA%20
Sept%2024,%202010.pdf.

collaborative practice. This organizational policy 
is usually determined by three parties: the two 
collaborating providers and an administrator. The 
organizational policy is put in place to meet a goal 
of facilitating high-quality and efficient patient 
management, and often the collaborating providers 
each have their own patient caseload or may work 
in a specific organizational goal area such as chronic 
disease management. The organization provides 
malpractice insurance for one or both of the 
providers.  Even if the payment for services is fee-
for-service from third-party payors, the providers 
may still be on salary. 

Medical Example 

Large integrated health systems (such as Kaiser 
Permanente and the Mayo Clinic) or medium-
sized group practices may use this type of 
arrangement with nurse practitioners (NPs) for 
example. Salaried NPs may practice to their full 
legal authority, providing care to patients under 
agreements that specify collaborating physicians 
and practice parameters. Under these arrangements, 
NPs may provide primary care or – increasingly 
– specialty care including certain procedures 
(e.g. sigmoidoscopy).  The financial benefit of 
this arrangement to the organization is primarily 
through efficiencies and improved volume, enabling 
the entity to use the savings for organizational 
improvements or profits. The benefit for patients is 
improved patient outcomes. A standard textbook, 
Primary Care: A Collaborative Practice, points out 
that the National Joint Practice Commission found 
that “joint practice results in improved quality of 
care, increased patient and provider satisfaction, 
decreased morbidity and mortality, and decreased 
hospital length of stay.”34 It should be noted that 
Federally Qualified Health Centers (FQHCs), 
Indian Health Service (IHS), the Department of 
Veterans’ Affairs (VA), and specialty practices fit 
into this model as well, although they are financed 
differently. In all cases, the incentive is to provide 
more value for the health care dollar by seeking 
efficiencies while improving the quality of patient 
care. 
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Dental Example

There are few dentists who are employed by large 
health care organizations. However, dentists work 
in FQHCs, in corporate dental practices, and in the 
VA, IHS, hospitals, and long-term care settings, all 
of which could utilize this type of arrangement. The 
newly created classifications of Dental Therapist 
(DT) and Advanced Dental Therapist (ADT) in 
Minnesota, while not yet in practice, provide an 
example of how this type of arrangement may play 
out in dentistry. The DTs will be required to work 
under a collaborative management agreement (just 
like the ADTs); however, rather than being under 
standing orders, they must have on-site supervision. 
The distinction becomes important in terms of 
rationale. The ADT is able to enhance access 
through managing routine care while referring 
patients with complex needs; the DT is able to help 
the practice by providing an increased number of 
services but is not independently able to provide 
care outside of the practice.

Model 4: A Public Health Agency
County public health departments often provide 
clinical services for the populations that they 
serve. Instead of using the full-service medical 
centers described in Model 3, this model utilizes 
clinical staff to address a specific set of diseases or 
conditions in the community deemed important 
to the public’s health. In this model the patients 
often are not considered traditional “patients of 
record” but instead are clients of the public health 
department in which they are being case managed 
or are enrolled in a public health intervention 
program. The clinical staff is employed or 
contracted by the organization and work under 
standing orders from a senior clinical administrator 
such as a chief medical or chief dental officer. Such 
an organization is usually funded by tax dollars 
and may or may not be able to supplement with 
third-party payments. Collaboration in the delivery 
of health care services in this model is essential as 
the majority of the work is done by nonphysicians 
in disease-specific programmatic areas. Liability 

Learning from International Experiences

The dental delivery systems examined in this paper 
represent a wide range of cultures and systems 
and identify a number of successful models for 
interprofessional  and intraprofessional  collaboration. 
As in the United States, the term collaborative practice 
as used internationally can refer to a variety of types 
of arrangements. Gleaning useful information from 
other countries’ experiences involves understanding 
both the context in which providers are practicing (the 
delivery system) and the processes (interprofessional 
negotiation) that providers undergo within these 
systems to enact change as well as how each system 
measures success. 

Internationally the range of variation in delivery 
systems is quite large, yet many countries have systems 
that are similar to parts of the U.S. system. Overall, 
the U.S. system is more highly privatized than those 
of other developed and developing nations, but it has 
a growing public sector safety net. Some countries 
(such as Malaysia or New Zealand) have public health 
systems and programs that take primary responsibility 
for the oral health of specific populations (i.e.  low-
income persons, children, or other populations) that, 
like their counterparts in the United States, have 
barriers to accessing care in the private system. Yet 
most countries (e.g., Canada, the Netherlands, the 
United Kingdom, and New Zealand), like the United 
States, also have a vibrant set of private practitioners 
who deliver dental care for the general population. 
Although the financing systems in other countries may 
differ from the U.S. private insurance market, like the 
United States, many other countries do not mandate 
dental benefits for adults, and their populations often 
face disease patterns similar to those faced by the 
populations in the United States. 

The processes other countries are using to develop 
new practice models are almost identical to those 
being employed in the United States; therefore, 
they can provide useful examples of challenges and 
successes. For example, as American states consider 
dental therapist models, policymakers may want to 
look to Canada, where a collaborative practice model 
involving dental therapists has evolved to improve 
access to primary prevention and primary oral health 
care. Canadian dental therapists work under general 
supervision. Although laws governing their practice 
vary by region (just as U.S. laws vary by state), all 
dental therapists have relationships with dentists to 



A publication of the Center for the Health Professions at the University of San Francisco, California

Collaborative Practice in American Dentistry: Practice and Potential 15

insurance is held by either the organization or 
the provider, and the referral of patients by the 
community-based provider for additional necessary 
clinical care is a normal and expected part of the 
practice.  

Medical Example

Public health nurses working to monitor and 
address infectious diseases for a county public 
health department are employed by the city or 
county agency. The nurses may work under general 
supervision and standing orders from the chief 
nursing or medical office in the county department 
in a specific disease or program area. Federal 
and state block grants (tax dollars) may fund the 
program; however, the providers’ income is set to 
county pay scales. 

Dental Example(s)

In the United States the most common example 
of this type of arrangement is the use of dental 
hygienists in public health sealant or fluoride 
varnish programs. In Malaysia much of the dental 
workforce is employed by the state department 
of public health and works under this direction. 
Health Canada, the public health program for First 
Nations’ individuals, also employs dental therapists 
under the public health program to combat dental 
disease in these patient populations.

Model 5: Hub and Spoke
This model of care seeks to provide a basic set of 
primary care services to clients in a community-
based setting where providing access to such 
services is the motivator. In the for-profit sector this 
model has proven to be profitable; in the nonprofit 
or public health realm, the return comes through 
the improved health of the public. The services act 
as a first line of defense for common ailments, but 
they are not intended to replace comprehensive 
medical care when it is needed. Providers in this 
model work independently providing diagnoses, 
treatment, and prescriptions on a walk-in basis, 
yet they are formally linked with a larger delivery 

system for referrals and consultations. The key 
differences between this model and others are the 
location of services and the use of evidence-based 
protocols and diagnostic tools to help ensure the 
quality and standardization of the services provided 
in the collaboration.  

Medical Example

Retail clinics, also known as convenient care clinics, 
now number more than 1,000 in 37 states and are 
one example of how such services are arranged.36 
This is usually a nurse practitioner–staffed, 

allow for consultations and/or referrals for care beyond 
the scope of the dental therapist. The profession has 
evolved over time both in practice and in legislation. 
The Canadian dental therapists (and dental hygienists) 
often have caseloads that overlap with those of 
dentists. Through respectful and collegial relationships 
between providers that are enabled by laws allowing 
self-regulation of each group to ensure that each 
professional has the right to practice to his or her full 
scope, a variety of models have evolved in each region. 
Each model is suited to the local population and 
provider mix, allowing these collaborations to address 
access-to-care issues at a reasonable cost.  

Today the dental professionals in Canada are engaged 
in joint planning to identify unmet needs and to 
strategize about how to best meet them as well as 
how to measure outcomes, an effort indicating the 
ongoing evolution of collaborative practice models in 
the country. To date, the measurement of the success 
of collaborative practice models has not been clearly 
defined, an area that warrants further attention both in 
the United States and internationally.

Although many lessons can be learned from other 
countries’ experiences, from a policy perspective, 
the issues of timing and applicability are particularly 
critical. Years of cross-country medical care research 
have been completed, but the key factors affecting 
whether models from one country can be seriously 
considered and adopted in another country have to do 
with how resistant to change an existing system might 
be, how volatile the environment is, what the balance 
of power among central authorities and professions is, 
and how certain reforms are framed and defined in the 
context of the history of any nation.35



A publication of the Center for the Health Professions at the University of San Francisco, California

Collaborative Practice in American Dentistry: Practice and Potential 16

guidelines-based model that provides a core, basic 
set of primary care services, the prices of which are 
listed for consumers and from which the employed 
providers do not deviate. Any service required 
beyond this core set is referred to collaborating 
providers in local health delivery systems or, in 
emergency cases, to the emergency room. Although 
dental care has not yet been included in retail 
clinics, the model could be replicated for oral health 
services.37

Dental Examples

A quite different example in dentistry is the Dental 
Health Aide Therapist program in Alaska. In this 
program DHATs are part of a team of providers 
that are employees of the Alaska Native Tribal 
Health Consortium (ANTHC) located in Alaska. 
DHATs scope of practice allows them to provide 
primary care in isolated villages where they live, 
which are often also the communities where they 
were raised. The DHAT is remotely supervised 
by a dentist, and can access that provider for 
referrals, consultations and other needed support.  
Strong quality assurance measures are dictated by 
the Federal standards under which the DHAT 
practices. These standards require regular and 
ongoing direct observation by the supervising 
dentist of the DHAT providing all services within 
their scope.  Standing order documents are 
individually prescriptive collaborative agreements 
between the supervising dentist and the DHAT 
that outline how the DHAT can practice under 
general supervision.  The standing orders may place 
restrictions such as requiring consultation prior to 
specific procedures or limiting the DHAT from 
performing some procedures within their practice 
authority to instances when they are under indirect 
supervision.30 In New Zealand, dental therapists 
also work in a hub and spoke model, generally in 
schools, but unlike the DHAT model, they practice 
independently within a consultative relationship 
with a dentist supported by a written professional 
agreement.

Key Findings for the Oral Health Care 
Delivery System 
A wide range of practices fall under the rubric of 
collaborative practice. The ideal types we present 
represent a continuum of possible arrangements 
ranging from unstructured, professionally driven 
referral networks to highly structured, protocol-
driven service provisions. In reality, the number 
of potential collaborative models is much greater 
than what is represented here. The fundamental 
feature of collaborative practice is always the 
commitment by the collaborating providers to work 
in concert to provide the best comprehensive care 
for their patients while respecting, recognizing, and 
building on each other’s strengths and talents.  The 
organization and implementation of this conceptual 
model are dependent on provider preferences, legal 
limitations, funding streams, scopes of practice, and 
patient acceptance. 

Starting in the 1970s, expanded scope of practice 
and collaborative practice demonstration pilots 
were employed in some states to formally test new 
practice authorities for health care professionals. 
Following successful demonstration periods, several 
practice acts were updated to reflect the expanded 
practice authority. In the nursing field, expanded 
scope of practice and collaborative practice models 
were set up to legitimize and update practices that 
were widely in use but not actually legal under state 
board license.38 Today these models are widespread 
and are still evolving.  Similarly, in dentistry 
the development of expanded practice and the 
introduction of new providers that also began in 
the 1970s have come in response to a perceived 
need for workforce redesign to address access to 
care problems as well as to requests from within 
the dental hygiene and assisting communities for 
greater roles and responsibilities. As these models 
are put into practice, policymakers must work out 
the details of how these new arrangements should 
be codified. Collaborative practice seems one 
appropriate mechanism under which policymakers 
might work to improve access and ensure quality.  
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The various rationales for designing collaborative 
practice models can be placed into three broad 
and overlapping policy categories: access, cost, 
and quality.  In the oral health care delivery system, 
all of these are important; however, it is the access 
to care issue that has received the most attention 
as a rationale for new workforce arrangements.  
Collaborative practice models primarily increase 
access in two ways. First, collaborating providers 
who work at separate sites, particularly those in 
rural communities, can provide care at places where 
people live, learn, and work. While one of the 
collaborating providers may provide comprehensive 
care, the other may provide first-contact, primary 
services and then refer or help patients access and 
then manage the full range of services the patients 
may need, thereby moving into the delivery system 
patients who may otherwise have gone without 
care.  Second, when collaborating providers work 
at the same site, they can increase the volume and 
efficiency of care provided, thereby making more 
appointments available and increasing patients’ 
access to services. All of the new workforce models 
in dentistry being proposed fit into one of these 
conceptual models for improving access to care.7 

The second benefit of collaborative practice is in 
the area of reducing costs. A large portion of health 
care costs are for labor; therefore, the use of the 
lowest-cost labor that is adequately trained to 
provide particular services should bring savings to 
the delivery system. These savings can translate into 
lower per-member, per-month costs within a closed, 
or HMO, system or can translate into higher 
profits (or fewer losses) for an organization or group 
working under these conditions if procedures are 
reimbursed in a fee-for-service system.  Improved 
cost savings (i.e. higher profits or fewer losses) 
are likely to increase with the volume of services 
provided due to the substitution of lower-cost labor. 

A final and critical set of benefits can be gained 
from the use of collaborative practice models 
through the improvement in the quality of care. 
Concerns about the quality of care have been at 

the heart of the arguments made by established 
professions when opposing the expanded scope of 
practice of emerging professions, yet pilot projects 
testing expanded scopes of practice across a wide 
range of professions have consistently shown that 
the new models provide good quality care.38 Going 
beyond simply examining the equivalence in the 
quality of procedures or services provided by two 
collaborating providers (e.g., an NP and an MD) 
is a related but separate notion that the improved 
quality of the system can only come from a set 
of services that are provided in a collaborative 
manner. For example, within the public health 
system, public health nurses and other health care 
providers have long worked under standing orders 
in a practice model that relies on both delegation 
and collaboration to provide a whole host of 
services to high-risk and low-income populations 
in addition to the essential public health services 
the workers provide for the entire population. 
In the case of disease management programs for 
chronic diseases, it has been shown that using 
these collaborative team approaches may be a 
better way to address the myriad of patient needs 
than relying only on interactions with a single 
provider.12, 39-40 Improvements in access and quality 
of care for patients and reductions in cost through 
the use of collaborative practice tend to come at 
the organizational or system level, not as gains to 
individual providers.39 One exception is the increase 
in the number of referrals, which may improve the 
financial situation of the provider accepting the 
referrals. 

There are a number of barriers to the more 
widespread adoption of these models, including 
a highly politicized policy process (enabling turf 
battles between professions), a lack of educational 
models utilizing collaborative practice, a lack of an 
evidence base for informing the lawmaking process 
(leading to wide variation in regulation), a lack 
of information technology systems and referral 
systems (tools available for tracking quality of care 
and coordinating care), and a lack of evidence-
based protocols to guide oral health treatments that 
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could be considered for adoption by a wider array 
of providers. These barriers are each discussed in 
more detail in the following 
section.

First, states use a multifaceted 
and politicized system to 
determine how health care 
professions can practice. Scope 
of practice laws are passed 
by state legislatures, whereas 
state health professions 
boards (made up of political 
appointees) create regulations 
to implement those laws. 
Financing organizations 
often use these laws as the 
basis for making payment 
decisions (determining 
whom to pay directly and 
for what legal services) while 
employing organizations add 
their own set of parameters, 
prohibiting interprofessional 
arrangements. Often policy 
making focuses more 
on mediating provider 
relationships than on 
designing policies and 
systems that enhance patient 
outcomes. 

Second, few states have 
adopted processes to 
evaluate in a systematic or 
unbiased way the available 
evidence linking professional 
competence to practice 
authority. In other words, 
even when high-quality 
research provides findings 
about the safety and efficacy 
of a particular profession’s education, training, 
and ability to provide specific services, political 
compromises often carry more weight. This 

phenomenon is clear when one examines the 
variation in state-based practice authority for a 

given profession with the body 
of research and evidence about 
that profession. The state-to-state 
variation cannot be justified by the 
evidence and must be explained by 
decisions grounded in state politics 
and interprofessional  negotiation.41 
For many health professions, wide 
variations in practice acts and 
mandated working arrangements 
have been codified into practice.21

Third, students’ health professions 
educational experiences may 
influence how these providers 
chose to practice after graduation. 
Dental professionals (dentists, 
hygienists, assistants) are often not 
trained together, much less with 
medical, nursing, pharmacy, or 
other types of health care providers. 
Without interprofessional 
education, there are few 
opportunities for developing the 
communication, understanding, 
and trust needed for working 
collaboratively. This same training 
barrier exists for practicing 
providers who have few continuing 
education opportunities to learn 
the logistics and outcome potential 
of collaborative practice. The use 
of collaborative educational models 
may help to facilitate the adoption 
of these models in practice.  

Fourth, within dentistry, providers 
have historically tended to refer 
to individuals whom they know 
and trust because there have 

not been more sophisticated tools for systemic 
referrals and collaboration. However, this situation 
is beginning to change with the expansion in 

Educational Innovations in 
Collaboration: New York 
University’s (NYU) Multidis-
ciplinary Practice Model42

In 2003, in response to the 
2001 IOM call to facilitate inter 
professional collaboration in 
education and practice, the Colleges 
of Nursing (CON) and College of 
Dentistry (COD) at NYU developed 
an innovative partnership with the 
goals of 1) developing and evaluating 
new interdisciplinary practice and 
education models and 2) to support 
interdisciplinary translational 
research. The initiative enriched the 
curricula in both colleges, resulted 
in a number of interdisciplinary 
research projects funded, and 
created interdisciplinary clinical 
and outreach rotations for nurse 
practitioner and dental students. In 
addition, the CON faculty practice 
and COD oral medicine practice 
began working across disciplinary 
lines. This has resulted in the 
dental students and faculty having 
a broader understanding of the 
whole health of the patient, and the 
nursing faculty and students having 
a much greater understanding and 
role in delivering oral health care 
services as part of primary care. It is 
not clear if students continue these 
collaborative efforts once graduated 
and in practice, nor how those 
collaborations might be structured. 
However the collaborative efforts 
at NYU have been institutionalized 
and are now part of the normal 
educational experience for nursing 
and dental students.
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the use of dental and medical electronic records 
although interoperability between health records 
is still in its infancy.  These 
tools, where implemented, 
can serve to increase trust 
and accountability between 
collaborating providers, 
improve continuity of care 
for patients, improve health 
system performance, and 
provide data repositories for 
documenting quality and cost 
outcomes. 

Finally, the dental field lags 
behind the medical field in 
the use of diagnostic codes, 
the development of evidence-
based protocols for oral health 
treatments, comparative 
effectiveness research, and 
reporting and maintaining 
transparency of patient 
outcomes to consumers 
and payors. This lack of 
data from which to make 
clinical decisions impacts the 
development of collaborative 
practice agreements in that 
appropriateness of treatment 
options, standards for quality 
of care, and measurement 
of patient outcomes remain 
subject to individual 
providers’ judgment. 
The trust and confidence 
necessary between providers 
participating in collaborative 
arrangements is much easier 
to develop when clear, 
objective, evidence-based care 
delivery protocols are in place. 

The primary goal of 
collaborative practice is to improve the care 

delivery system for patients. Additionally, there 
is potential for increased compensation for 

collaborative practice at the 
organizational or individual 
level.39 There is not currently 
any monetary compensation 
for the act of collaboration, yet 
provider incomes may increase 
when efficiency is improved or 
organizational costs are reduced. 
The financing of dental care has 
to date been relatively insulated 
from the turmoil in the health 
care marketplace. However, the 
isolation of dental care may 
change as insurers adjust to 
the set of changing laws and 
regulations within the health 
care environment. If payment 
models in dentistry shift toward 
more of a focus on prevention 
and bundled payments for 
outcomes, as has been discussed 
in health care, there may be 
greater incentive for adopting 
collaborative practice models. 
Achieving health care goals beyond 
creating individual treatment plans 
requires a coordinated approach 
to the preventive, behavioral, and 
treatment aspects of health care, 
usually involving skills beyond 
those that any single provider may 
possess. 

Collaborative practice can exist 
under any financing model. 
Assessing the income of the 
different types of practitioners 
involved in the various models is 
beyond the scope of this report, 
but our research indicates that 
the compensation implications of 
collaborative practice models are 

tied to care setting, system ownership, and licensing 

Marshfield Clinic System

An example of the effective use 
of information technology and 
informatics can be found in 
the Marshfield Clinic system 
in Wisconsin.  It has recently 
implemented an integrated 
medical/dental electronic health 
record (iEHR) environment that 
supports both the clinical and the 
administrative processes of care. 
The iEHR environment provides 
dentists and physicians with access 
to the centralized medication 
histories, information about 
allergies and special conditions, 
problems, and demographics of 
their patients. This environment 
gives dentists immediate access to 
medical information when they 
are developing treatment plans for 
patients with challenging medical 
conditions.  The oral health tab 
in the electronic medical record 
allows physicians to have access 
to dental records to determine if 
referred patients have followed 
through on recommendations 
and obtained needed services. In 
addition, physicians soon will be able 
to view patients’ dental diagnoses, 
dental treatment plans, and dental 
encounter summaries to determine 
their patients’ overall oral health 
status. Appointment coordinators 
currently can schedule dental visits 
to coincide with medical visits or 
vice versa, enabling better patient-
centered service and reductions of 
no-shows. Access to HIPAA forms is 
centralized for ease of administrative 
use. The goal is to facilitate virtual 
teaming with appropriate decision 
support tools that enable improved 
care and population-based outcomes.
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and supervision requirements, all of which affect 
payment for care. 

The implementation of collaborative practice 
models has a clear impact on other aspects of 
practice, including productivity and practice 
culture. These impacts can be seen as happening 
first during the transition to the new care delivery 
model and then as the care model becomes 
solidified and expands.  Providers and organizations 
undergoing a transition to these arrangements 
report some negative impacts, in particular 
workflow challenges as providers adjust to new 
practice models. In one study the collaborative 
practice between physicians and pharmacists 
showed improved quality of medication 
management services but did have workflow 
ramifications, a finding that indicates that some 
workflow redesign or loss of efficiency may occur 
when providers are striving for improved quality of 
care.40

Another ongoing concern is that even when 
new practice models are adopted, organizational 
logistics and professional tradition may lead to 
underutilization of the new team skill mix.43 A 
study of the utilization of dental care providers 
(DCP = hygienists and therapists) in the United 
Kingdomviii discovered significant underutilization 
of the existing skill mix. It found that although 
35.3% of patient visits in a general practice could 
be delegated to the DCP under existing law, this 
level of delegation was not occurring. Additionally, 
if the law were to allow diagnostic power, the study 
found that 69.5% of visits could be handled by the 
DCP.44 

In summary, interprofessional collaboration holds 

viii In the United Kingdom, collaborative agreements are 
not formally regulated. There must be some form of auditable 
communication between the referring dentist and the dental 
therapist or dental hygienist, and there are codes of good practice.   
http://www.gdc-uk.org/News+publications+and+events/Publications/
Guidance+for+dental+professionals/Principles+of+dental 
+team+working.htm

promise as part of the ongoing efforts to improve 
the quality of and access to oral health care in 
the United States. To implement such models, 
legislative and cultural barriers must be overcome, 
and clinical research must be strengthened. 
In addition, to be successful and meaningful, 
such practice models must be built on genuine 
trust between the professions in the working 
arrangement.

Facilitating the Adoption of Collabora-
tive Practice in Dentistry
Policymakers, educators, providers, and payors 
are seeking ways to improve the effectiveness and 
accessibility of the oral health care delivery system 
in order to reduce the stark disparities in oral health 
utilization and outcomes that exist in the United 
States. In order to achieve this goal, new and 
innovative models of practice will be necessary. 

Legislatures across the country are enacting new 
provider types in dentistry and are enacting laws 
granting existing providers expanded legal scopes of 
practice – with added education, training, testing, 
and authority for emerging or existing professions.  
One way that policymakers can facilitate the 
transition to new care delivery models and help 
manage overlapping legal practice authority for 
members of different professions is by enacting 
well-designed collaborative practice laws. As 
policymakers look to collaborative practice as a way 
to connect providers within a system of care, they 
should give careful consideration to both the level 
of formality of the relationship and the degree of 
autonomy that the each provider should have. 

Dental educators can play a facilitating role 
in the adoption of collaborative practice by 
training dentists and other health care providers 
(both within and external to dentistry) together.  
Interprofessional education may provide openings 
for better communication, understanding, and trust 
necessary for professionals to work collaboratively 
to enhance patient outcomes and provide the best 
oral health care value.
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Providers in the field of dentistry have a lot to learn 
from the wider health care field on how to educate 
and employ all the members of its workforce in a 
way that best benefits patients and the health care 
system. There is a rapidly expanding set of health 
and clinical information tools (e.g., electronic 
health records, evidence-based treatment protocols) 
that can be used by a wide range of providers 
within health care organizations to facilitate the 
adoption of collaborative practice models with a 
focus on improving several dimensions of care, 
including clinical outcomes and patient satisfaction. 
As these tools and methods are validated they can 
be more widely adopted by the entire health care 
delivery team. 

The payment systems for health care services are 
strong drivers of provider behavior and can be 
used as incentives for collaborative practice. The 
current exploration of new organizational and 
financing models such as bundled payments and 
pay-for-performance mechanisms may encourage 
the use of interdisciplinary skill mixes because the 
new payment models reward team approaches 
to improving patient outcomes rather than the 
traditional provision of procedures by an individual 
professional. Ongoing research is necessary to 
identify ways to develop these models as well as 
ways to document their financial sustainability and 
determine to what extent patient care outcomes 
have been improved. 

As this report has shown, a number of successful 
collaborative practice models are currently in 
use within the oral health care delivery system. 
Yet, there is still great potential for expanding 
these models to achieve the goals of providing 
increased access to care, improving care quality 
and promoting better health outcomes. Movement 
toward such goals would further demonstrate to 
patients, policy makers, and payors the value of 
oral health services within the broader health care 
delivery system.
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Appendix 1: Report Methodology
A review of the literature was conducted to 
determine the general parameters of the ways 
in which collaborative practice is defined and 
applied, both in legal terms and in practice.  Search 
terms in PubMed used included combinations 
of ‘’collaborative practice,’’ ‘’collaboration,’’ 
‘’medicine,’’ ‘’nursing,’’ ‘’nurse practitioner,’’ 
‘’dentist,’’ ‘‘dental hygienists,’’ ‘’dental therapist,’’ 
‘’financing,’’ and ‘’economics.’’  Although there are 
hundreds of articles that discuss collaboration, our 
review produced 54 articles that were specifically 
relevant to our stated aims, 19 in medicine/nursing 
and 35 in dentistry, that were reviewed in depth. 
Although many of the articles in the medical and 
nursing fields contained definitions, rationales, 
and examples of collaborative practice, only one 
article discussed the financial mechanisms by 
which providers were compensated within these 
arrangements.13 Many articles discussed various 
workforce models in dentistry, but only one article 
in the dental field directly discussed collaborative 
practice in relation to dental hygiene practice.15 

The literature review provided the background 
necessary to develop a set of interview questions 
to be used to further investigate how collaborative 
practice in dentistry currently works in the United 
States and internationally or how it might work 
in the future.  Semi-structured  interviews were 
conducted with U.S. and international experts 
identified through snowball sampling and through 
the literature. Interviews with eight of the ten 
domestic experts identified were conducted by 
phone. Four of the six international interviews 
requested were completed through an email survey 
while one was completed by phone. Domestic 
interviewees included representatives from states, 
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programs, and organizations in which collaborative 
practice was currently in place in some manner 
for dental professionals. International interviewees 
included representatives from New Zealand, the 
Netherlands, Canada, the United Kingdom, and 
Malaysia. 

These qualitative data provide the basis for the 
analysis of the use and potential of collaborative 
practice in American dentistry. Once the literature 
and interview data had been collected, they were 
reviewed in relation to the six key questions 
regarding the project objective. This process led to 
the identification of the organizational dimensions 
of collaborative practice.  Next, examples of various 
models were compared to identify the ideal type 
collaborative practice models as well as real-world 
examples that exemplify each type.

Appendix 2: Glossary

ABCD Access to Baby and Child Dentistry
ACO accountable care organization
ADT Advanced Dental Therapist
ANTHC Alaska Native Tribal Health Consortium
CDHC Community Dental Health Coordinator
CER comparative effectiveness research
CMA collaborative management agreement
CMS Centers for Medicare and Medicaid Service
DCP dental care providers
DHAT Dental Health Aide Therapist
DT Dental Therapist
FQHC Federally Qualified Health Centers
HIS Indian Health Services
iEHR integrated medical/dental electronic health record
NP Nurse Practitioner
PCMH patient-centered medical home
RDHAP Registered Dental Hygienist in Alternative Practice
VA Department of Veterans’ Affairs
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