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EXECUTIVE SUMMARY
The Canadian Dental Hygienists Association (CDHA) is a national non-profit association, representing the
collective voice of over 16,500 dental hygienists. CDHA advocates on key oral health issues, including a greater
strategic role for the federal government in oral health, to achieve the world’s best oral health. Oral health is
essential for overall wellness and it is an integral part of physical, social, and mental wellbeing. Poor oral health
can interfere with an individual’s ability to be productive and to contribute to a growing economy as well as to
Canada’s economic recovery. We call on the federal government to implement the following two
recommendations.

RECOMMENDATIONS
1. FNIHB increase the investment in oral health promotion and disease prevention
through the following three program modifications:
• Expand provider status to dental hygienists across Canada.
• Expand oral health promotion and disease prevention through the Children’s
Oral Health Initiative and the NIHB program.
2. Federal government continue its leadership to enhance federal, provincial and
territorial cooperation for a strong, equitable pan Canadian public health system
that meets the oral health needs of Canadians, and to support this end, designate a
transfer of $10 million to the provinces each year for public health dental hygiene
human resources.

INTRODUCTION
Oral health is essential for overall wellness and it is an integral part of physical, social, and mental wellbeing.
Poor oral health can cause pain and diminish quality of life and contribute to diabetes, cardiovascular disease, and
lung disease. For example, if you have two co-existing medical conditions, periodontal disease and diabetes, it is
harder for you to control your blood sugar than it is for someone who does not have periodontal disease. Poor
oral health can interfere with an individual’s ability to find employment, be productive in employment, and to
contribute to Canada’s economic recovery. As members of the public health team, dental hygienists focus on a
wellness approach, using health promotion and disease prevention. Some examples of dental hygiene public
health programs include prenatal, preschool and school age caries prevention programs, oral disease screening,
and dental sealant programs.
In comparison to the three other countries of the Organization for Economic Cooperation and Development
(OECD), Canada falls far behind in terms of government investments in oral health. While Canada provides no
consistent Canada wide oral health services, some of the largest OECD countries have national oral health
services, including France; Germany, and Japan. 1 In addition, a number of provincial public oral health
programs have implemented changes that result in less support for oral health. Some provincial oral health
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programs have been reduced—they have client participation fees, oral health professionals can balance bill and
many do not emphasize prevention.
Canada’s poor record in providing equitable oral healthcare is documented in a 2010 Commonwealth Fund
report. 2 Canada’s health system ranked a shocking fifth of seven countries on equity issues, particularly on
equitable access to dental care. The report2 also notes that low income Canadians more frequently forego oral
health services because of cost barriers, in comparison to higher income Canadians. In 2007, 33% of individuals
with below average incomes and 13% of those with above average incomes, needed oral healthcare, but did not
see an oral health provider in the past year because of cost.
The facts about oral healthcare expenses are not common knowledge. Canada spends $12.6 billion annually on
oral healthcare, which is costly relative to other conditions covered by Medicare. In terms of costs associated
with disease categories, oral healthcare follows cardiovascular disease, and exceeds costs for respiratory disease,
and cancer. 3 In 2009, dental care paralleled prescription drugs as the greatest component of total private health
spending. 4 However, it is not the government that is supporting good oral health, as the largest portion of
spending (94%) came from private sources (out of pocket spending and private dental plans). Public funding is
only 6% ($756 million) of all dental expenditures. Out of this 6%, the federal government contributes 40%
($302 million) of the total and the provinces 60% ($454 million).5,6
CDHA recommends curbing these expenses, which are primarily addressing oral disease after it arises. This can
be accomplished by refocusing on oral health promotion and disease prevention. The high cost of dental care, the
lack of access for the neediest, and the existing lack of investment in oral health by federal and provincial
governments point to the need to create better oral health policies. Federal investment in oral health must
refocus ineffective, costly oral health services which treat disease after it arises, to a more cost effective oral
health system with an oral disease prevention and oral health promotion emphasis. There are sufficient numbers
of qualified dental hygienists in Canada to fulfill this role.
RECOMMENDATIONS
1. First Nations and Inuit Access to Oral Health Care
There is a large gap between Inuit 7and First Nations 8 oral health status and the oral health status in the remainder
of Canada. 9
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In addition, more oral disease in the Inuit adult population is treated by extracting teeth; Inuit population had
58.7 teeth extracted for every 100 they had restored compared to 6.9 teeth extracted in the rest of Canada.
The new Assembly of First Nation’s Teeth for Life: First Nations Oral Health Strategy provides valuable information
on oral health status and an analysis of costs for First Nations Inuit Health (FNIH) Branch programs and services.
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This strategy indicates that dental decay rates for First Nations communities are three to five times greater than
the remainder of the population in Canada. Children have the heaviest burden of oral diseases, with an incidence
that does not meet the World Health Organization’s goal of having 50% of children entering school caries free.
In isolated communities, 57% reported not having seen an oral health professional in the last year, compared to
25% in the general population.
These statistics from Inuit and First Nations populations point to a pressing need for an increase in financial and
program support for the First Nations Inuit Health Branch (FNIHB), Non-Insured Health Benefits (NIHB)
program and public oral health programs. The focus of this support should be on oral health promotion and
disease prevention, since there is a high cost associated with the treatment of early childhood caries (ECC). In
2008/2009 the total cost for NIHB to treat ECC was $16.5 million, or $2,479 per child, which includes general
anaesthesia costs of $8.5 million and hospital costs of $8 million. And this does not include transportation costs
from remote communities. In contrast, the FNIHB, Children’s Oral Health Initiative costs only $110 per child to
deliver, and it includes education, oral health assessments, fluoride varnishes, sealants, and dental hygiene
services. This demonstrates the enormous cost savings that can be realized from an effective oral health
promotion and disease prevention strategy.
CDHA congratulates the federal government on the new NIHB dental hygiene pilot projects in Alberta and
Ontario to enable FNIHB eligible clients to directly access dental hygiene services. These projects now recognize
dental hygienists as a provider group with NIHB, and will reimburse them directly for their services. The pilot
projects have much to celebrate as they have the potential to provide improved access to care and enhanced
business opportunities for dental hygienists, thereby stimulating the Canadian economy. CDHA joins the
Assembly of First Nations and the Inuit Tapariit Kanatami in supporting these projects which will increase access
to care, since clients in communities where there are presently no dentists will now be able to receive dental
hygiene services. In addition, the federal/provincial/territorial dental directors confirm support for the
principles in these pilot projects, with their recommendation to “...promote alternative forms of service delivery
for underserved areas...” and “...facilitate the provision of dental hygiene services in isolated areas...”. 10 We are
very pleased with the preliminary results from the Alberta pilot project, indicating 12 dental hygienists are
serving 142 clients. 11 The success of this pilot project warrants the modification of the NIHB program to assign
dental hygienists with provider status across Canada, and not only in Alberta and Ontario.
CDHA applauds the government for including in Canada’s Economic Action Plan, Budget 2009, an investment
of $305 million over two years to strengthen current health programs (Non-Insured Health Benefits – NIHB and
Primary Care services), 19% of which will be allocated to improve oral health outcomes for First Nations and
Inuit individuals. 12 Although this is a welcome investment, the inequality between federal dental program
spending for federal employees and NIHB clients suggests that the NIHB dental program warrants further
investment. In 2004-2005 the federal government spent $228 million for its 800,000 NIHB clients, but more
than five times that amount, $271 million, for its 172,000 employees and retired workers. 13 These numbers
and the high dental caries incidence in First Nations and Inuit populations suggest that there is a pressing need for
an increase in financial and program support specifically for FNIHB oral health services and oral public health
programs.
CDHA recommends that the FNIHB increase the investment in oral health
promotion and disease prevention through the following three program
modifications:
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• Expand provider status to dental hygienists across Canada
• Expand oral health promotion and disease prevention through the
Children’s Oral Health Initiative and the NIHB program.
2. Expanding Public Health Human Resources
There is a pressing need for a comprehensive plan to provide consistent Canada wide public health programs that
focus on oral health promotion and disease prevention. This focus for public health will be less costly than
treating chronic oral disease after it arises. CDHA joins a call for the creation of a pan Canadian public health
system with expanded public health human resources identified in the Pan-Canadian Framework for Public
Health Human Resources, 14 and in the Canadian Public Health Association finance brief 2011.15 As the Naylor
report states, “No attempt to improve public health will succeed that does not recognize the fundamental
importance of providing and maintaining in every local health agency across Canada an adequate staff of highly
skilled and motivated health professionals.” 16 In order to implement a framework that will result in a pan
Canadian public health system, there is a need for federal government coordination and leadership.
At the present time, there are 42,633 oral healthcare providers in Canada; however, there are only 718 in public
health, including 453 dental hygienists. This is a ratio of 45,961 Canadians to one public oral health
professional. 17 This small number of public oral health providers does not provide adequate support for the high
need, low income populations. Income is a strong contributor to oral health, as Canadians from lower income
families have almost two times worse outcomes compared to higher income Canadians. 18 The utilization of oral
healthcare is inconsistent with the needs of the population and those with the highest need—the low income
group—are not receiving the oral care they require through fee for service. Increased emphasis on population
health approaches used in public health can help address the inadequate oral care experienced by low income
groups.
There is a need to support the recruitment and retention of public health dental hygienists to meet the high need
population health groups in Canada, and to reduce disparities in oral health across Canada. A modest starting
point is to support a 50 per cent increase in the present number of dental hygiene professionals. This will require
an investment of $10 million each year in public health dental hygiene human resources, to create 226 new
dental hygiene positions. The federal, provincial, territorial dental directors indicate that “oral health promotion
will be most successful if it is an integral component of general health promotion.” 19 Dental hygienists can
promote the integration of federal, provincial and local strategies, and serve as the linking agent for public–
private collaborations.
A health system that focuses on health promotion and disease prevention is also a priority for national health
organizations, health coalitions, parliamentary committees, the Council of the Federation, and policy think
tanks. 20,21,22,23,24 An investment in public health dental hygienists who focus on oral health promotion and disease
prevention will contribute to sustained economic recovery, since individuals with good oral health lead healthier
more productive lives. Oral diseases and conditions are often chronic, painful, and disfiguring; together, they
represent a huge economic and social burden of illness in Canada. While rarely fatal, the costs of these oral
diseases and conditions have a large economic impact costing Canadians the chance to contribute to society
through work and volunteerism. An estimated total of 40.36 million hours are spent each year on check-ups or
problems with teeth. 25 Some of the consequences of dental decay are acute and involve chronic pain,
interference with eating, sleeping and proper growth, tooth loss, and compromised general health.
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Investing in public health dental hygienists who focus on oral disease prevention and oral health promotion will
also decrease the need for costly oral disease treatment. It will build capacity within the public health system to
improve oral health and not simply treating oral disease after it arises. It will engage Canadians in optimizing
their health, and will be a less expensive way of addressing oral health issues in the long term, as treatment costs
are greater than prevention costs. Public health dental hygiene programs require a small investment with
potentially large dividends. A Canada wide school based program would cost an estimated $564 million — about
4.5% of the $12.6 billion being spent on dental care today and 0.3% of total health spending. 26
Furthermore, oral disease is the most common chronic disease in children and adolescents in North America, and
is one of the main reasons that children receive a general anaesthetic. 27 This is a costly procedure that takes place
in a hospital setting and prevention will lower these health system costs by keeping more children out of the
operating room. New research shows that children with poor oral health status are more likely to experience
dental pain, miss school and perform poorly in school. 28 Children need to stay healthy and have good oral health
in order to succeed in school and become productive citizens and contribute to a growing economy. Many of the
services that dental hygienists provide can prevent future oral diseases, for example applying fluoride varnish on
new teeth can reduce the amount of dental caries. 29 Dental disease is preventable and improving children and
adults’ oral health is a vehicle to ensure their success in school, work and play.
Good oral health for life is more effectively promoted the earlier the preventive care is provided. 30 That is why it
is important as a first step to focus on new parents, young children and pre-teens. There is also a need to
integrate oral health programs into existing health and social programs, to make the best use of interprofessional
collaboration. For example dental hygienists can be integrated into new mothers’ visiting programs, and into
school based health programs.
CDHA recommends that the Federal government continue its leadership to
enhance federal, provincial and territorial cooperation for a strong, consistent
pan Canadian public health system that that meets the oral health needs of
Canadians; and as a starting point, designate a transfer of $10 million to the
provinces each year for public health dental hygiene human resources.
CLOSING REMARKS
We need to create a continuum of care in the Medicare system, an oral health system for First Nations and Inuit
populations, and a public health system that is responsive to the needs of individuals and helps them to maintain
their own oral health. We can do this with an oral health promotion and disease prevention approach.
Maintaining Canadians’ oral health is the key to a prosperous and productive society and economy and will
contribute to sustained economic recovery.
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