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ABSTRACT 

Dental hygiene is a fernale dominated occupation, whose members provide 

preventive and therapeutic orai health services to the public. Generaily, dental hygienists in 

Canada believe that the occupation of dental hygienr is being transformed from a semi- 

profession to a profession. However. minimal research has k e n  undertaken to study the 

occupational dimensions of dental hygiene. ,Most research has bcen cliniçal and ducütional 

in nature. The purpose of this qualitative study wns to explore and conceprualize the 

culture of denta! hygiene and its occupational status from the perspectives of its rnembers. 

that is. dental hygienists and dental hygiene students. 

An integrated conceptual frarnework of symbolic intcrnctionism and conflict 

oriented neo-içlarxist and neo-Weberian thcones of professionülism servcd as the p n m q  

basis for examining the phenornena under study . By using an interactionist lipproach. the 

investigator was able to explore and analyze the perceptions and cxperiençes of the 

participants to determine whether or not they have a common understanding of the 

professional project of dental hygiene. In-person interviews were conducted with 48 

hygienists and students who were representative of rnrmbers of constituent groups within 

dental hygiene in Canada. A cornparison sampling of dental hygienists who differed in 

education, practice, and regulatory factors by province/region was also made. This data 

source was suppiernented with content analysis of selected documents. 

One core theme and four major themes emerged from the findings: Dental Hygiene 

in Transition (core), Development and Profile of Dental Hy giene. Relationships Between 

Dental Hygiene and Dentistry, Dimensions of the Professional Project of Dentai Hygiene. 

and Dental Hygiene Education. The çtudy uncovered sirnilarities and differences in the 

conceptualization of the occupational status and culture of dental hygiene. Results of the 

research provide an initiai understanding of the perceptions of dental hygienists with 

respect to the histoncal development of the occupation, self-identity, public image, cultural 



aspects and the changing nature of dental hygiene, educationd practices, relationships 

between dental hygienists and dentists, and the dimensions of dental hygiene's professional 

project. Generally, participants believe that the professional status of dental hygiene is 

increasing, however, they were unable to articulate a cornmon or concise understanding of 

the professional project of dentai hygiene. The findings of this study provide a first 

systematic srep in examining the complex culture of dental hygiene in relation to its 

professionalizrition. 
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CHAPTER ONE 

INTRODUCTION 

Professions are a pervasive entity in modem society. Bullough (1966) States that 

"striving to be identified as a professional is one of the rnotivating factors in modem Me" 

(p. 1). Criticnl theorists daim that emerging professional groups often ;et caught up in the 

"trappings" of established professions such as medicine and law. and that such 

occupational characteristics become the focus of " professional projects" (Freidson. 1 970: 

Johnson, 1972: Larson. 1977: Tumer. 1987; Willis. 1989: Blishen, 199 1 ; Witz, 19% 1. 

However, despite daims of professional status by occupations such as teaching, nursing. 

and dental hygiene. these groups have failed to achieve the professional hegemony. 

authority, and autonomy enjoyed by, for example. rnedicine or law. The critical tradition in 

the sociology of professions asserts thar the iittainment of professional starus is uftrn the 

outcome of a successful political and social struggle. or sometimes. an inter- or intra- 

occupational battle to legitirnate certain privileges and economic rewards. Other issues 

relevant to professionalism include professional dominance and power. ;ender relations. 

the nature of professional work, the division of labor. and acceptance of professional status 

by the state and society. 

This research is a study of the culture of dental hygiene and its occupational status. 

The primary focus of the dental hygiene occupation. which originatrd in 1907, is the 

promotion of oral health and the prevention of dental disease. At the individual level. 

dental hygiene practitioners view themselves as health care professionals who possess 

specialized training and skills. At the organizational level. the following characteristics are 

representative of dental hygiene in Canada today: established clinical practice standards. 

Code of Ethics, self-regdation in five jurisdictions representing more than 90% of the 

dental hygiene population, a defined cornmitment to improving the oral health of 



Canadians. fomal socialization during training, a qua1 ity assurance practice model, a 

service ethic, provincial and national professional associations, 65% membership in the 

Canadian Dental Hygienists Association. formai education programs at the diploma and 

baccalaureate levels, and an increasing level of research (Health & Welfare Canada, 1988: 

S. Vanwan, personal communication). Based on these characteristics, dental hygiene 

claims to be moving from a semi-profession towards full professional status with sorne 

success (Motley, 1956: Brownstone, 1958; Smith, 199 1) .  However. in spire of ~ h e  f x t  

that the occupation of dental hygiene has acquired many of the traits nomally ssociated 

with professionaIism. it has no prevailing ideology. and is dominated. and in many 

provinces regulated. by the dental profession. 

At the sarne time that organized dental hygiene is making certain claims of 

professionalism. many Canadian dental hygienists continue to work under the authority and 

supervision of dentists and have little control ovrr the scope of their practice or work 

setting. There tue a few independent dental hygiene practitioners in Canada: the müjority 

are salaried ernployees in private practice settings. Although dental hygienists are gaining 

political support from government. as witnessed by the recent passing of self-regulation 

legislrition in Saskatchewan. Alberta and British Columbia, organized dentistry continues to 

lobby actively to maintain the status quo. that is. to have dental hygienists remain under the 

control and authority of dentists. The rnajority of the dental hygiene workforce is 

cornprised of women, while dentists are predominantly men (Poindexter. 1993). At both 

individual and institutional levels, dental hygienists work in a patriarchal rnvironmrnt 

where "women's work" has k e n  traditionally undervalued. creating nepative stereotypes 

of dental hygienists as subservient, passive. mere income eiuners for dentists, and as 

" workers" rather than " professionals." 

In spite of the fact that the occupation of dental hygiene has made self- 

proclamations of professionalism, little research has k e n  conducted to determine a d  

understand the complex culture of dentd hygiene in relation to its professionalization. 



on practice patterns, certain characteristics of 

clinical research, and educational issues. 

Studies of dental hygiene have concentrated 

the workforce, professional socialization, 

However, a formal investigation of the professional views. beliefs, perceptions. and 

attitudes of dental hygiene's membership nationally has never been conducted. A 

comprehensive examination of the social. economic, political. class. and gendered 

circumstances of this occupational group would establish the foundation for understanding 

the culture of the occupation of dental hygiene and its professional status. 

The professional project of the occupation of dental hygiene has produced both 

successes and failures. Turner (1987) States that while an occupation c m  increase its 

professional status through control of its services in the market place. an occupation may 

beconis de-skilled and de-professionalized by changes in the market. devrlopmrnts in 

Forms of knowledge. or new technology. As dentd hygienists gain powers of sçlf- 

regulation in some jurisdictions. in other jurisdictions organized dentistry has been 

successful at deregulation and de-skilling (Lyons, 1992). For example, several years ago 

the Manitoba Dental Association (MDA) imposed its power as the regulüting body for 

dental hygienists licensed in the province to drlete a long standing dental hygiene procedure 

from a list of legally recognized services. This procedure had been provided by dental 

hygienists for the past thiny years. The MDA did this despite the formal opposition and 

disagreement of the Manitoba Dental Hygienists Association. 

On the surfxe. it appean that dental hygiene as an organized occupation is unified 

in its approach and its efforts to professionalize, but it continues to function in a way that is 

limited in power by the highly stmctured and predorninantly male profession of dentistry. 

Questions of role identity, perceptions, motivation, work experience, inter- and intra- 

professional relationships, and efforts to formulate an emerging ideology must be 

addressed in order to uncover the barriers and enabling influencedfactors in dentd 

hygienr's professional project. The occupation of dental hygiene must be studied in a 

systematic fashion in order to conceptualize the culture of dental hygiene. This study 



provides an understanding of the structure, organization. inter-occupationai relationships. 

work rotes, perceptions, and socialization factors involved in dental hygiene's professional 

project. The findings of the study have implications for practice and education, for the 

continued growth of dental hygiene (professional) organizations, and for funher research. 

They provide a theoretical conceptuaiization of the dentai hygiene culture. 

Probtem Statement 

This is an exploratory, descriptive and analytical investiga!ion of the denta! hygienr 

occupatior! in order to conceptualize the status and culture of dental hygiene in Canada. At 

present. there are approximately 1 3.500 dental hygienists in  Canada (Health Canada. 1992: 

Canadian Dental Hygienists Association. 1999b). The genenl rnembership of dental 

hygiene is comprised of constituent groups which include: practitioners in private dental 

offices (85%) and in acuteAong-tem care institutions, and community health settings i 9%):  

educators (4%); managers in leadership positions in professional associations and licencing 

bodies: consultants and researchers ( I %): practitioners in the Canadian Armed forces ( 14): 

and dental hygiene students (Johnson. 1989). Using qualitative research methods. the 

perceptions of representatives of constituent groups of dental hygienists in Canada were 

sought in order to study the culture of the dental hygiene occupation. 

For the purposes of this study, dental hygienr representatives were studied as a first 

systematic step in documenting dental hygiene's culture from the perspective of its own 

membenhip. Future research rnight examine the perspectives of other persons and groups 

associated with dental hygiene's culture, such as dentists, govemrnent officiais, and the 

public. The primary question that was addressed in this study was " M a t  are the 

perceptions, belie fs, and experiences of representatives of the dental h ygiene community 

with respect to the professionalization of dental hygiene?" In order to conceptualize the 

culture of dental hygiene, it is essential to know whether the occupation's own members 



have a shared understanding of who they are. as well as their purpose and role in society. 

Specific questions that arose from this general problem staternent include: 

What is meant by the phrase "professional project of dental hygiene"? 

Who is engaged in this project and why? 

Are dental hygiene's professionalization strategies like or unlike similarly placed 

professional projecn of occupations such as nursing? Horv'? 

What are the beliefs held and shared by members of the dental hygiene 

occupation with respect to an emergent ideology of dental hygiene? 

What are the daims made by members of the dental hygiene occupation with 

respect to the occupation's professional status'? 

What are the barriers to the professionalizcition of the dental hygienr occupation'? 

What are the influencing füctors? 

To what extent are dental hygienists involved in personally and professionall y 

relevant activities related to professionalization which are outside of the work 

setting? 

6.  How can the relationship between the occupations of dental hygiene and 

dentistry be defined with respect to structure, hierarchy, organization, 

occupational boundaries. power. gender, and professional roles? 

7 .  1s the practice of dental hygiene "women's work" and how is this relevant to 

dental hygiene's professional project? 



What is the dental hygienist's professional self-concept? How does fomd 

education influence the dental hygienist's professional self-concept? How does 

workplace socialization influence sel f-concept? 

9 .  What are thc perceptions of dental hygiene students with regard to the dental 

hygienist's professional role, and are ihese c~nsistcnt with the pcrccptionb of 

dental hygiene representatives'? 

The integrated conceptual framework of symbol ic i nteractionism and conflict 

oriented nco-Marxist and neo-Weberian theories of professionalism provided the basis for 

studying the phenornena outlined in this study. Symbolic interactionism emphüsizes rhiit 

interaction is a two-way process. that is. a person displays behavior which is an outcome 

of how that person has understood the behavior of someone else. Interactionkm attempts 

to understand the meaning and value that an individual attaches to çxperiences and objects 

which helshe encounters and how people make sense of their world. in this case. the world 

of dental hygiene. Through the use of an interactionist approach, the researcher explored 

and analyzed the perceptions and experiences of the participants in order to determine 

whether they have a cornmon understanding and experience resarding the 

professionalization of dentai hygiene. The incorporation of neo-Marxist and neo-Weberian 

perspectives of professions facilitated a cntical analysis of the data frorn the standpoint of 

issues pertaining to power, interhua professional conflict. class. monopoly. Functional 

autonomy, the division of labor, professional dominance. the gendered nature of 

professional work. and patriarchy. These concepts/issues of professionalism were central 

to the researcher's investigation of the "collective culture" of dental hygiene. 



Assumptions 

The researcher is a dental hygienist with twenty years experience in dental hygiene 

education and oganized dental hygiene, (Le., service in provincial. national. and 

international professional dental hygiene associations). Consequently, the researcher holds 

some preconceptions concerning the phenomena under study. In the tradition of qualitative 

research, riny assumptions on the part of the researcher or assumptions whish san be drawn 

from the Iiterature must be identified at the outset of the study. The researcher's own 

rxprrience and understanding of the study topic enriched the data that were collected. 

However. the investigator was aware of the potential for researcher bicis and addressed this 

throughout the study. The researcher's assumptions about the occupation of dental hygiene 

were relevant to this study. These included: 

I . In general. dental hygienists aspire to have greater autonomy and iiuthority in their 

professional l ives. 

2.  The occupation of dental hygiene lacks a pandigm to guide its practices. Based 

on the scholarship on professions. the absence of a prevailing ideology in dental 

hygiene hinders the occupation's rise to professional status (Dibble. 1962; 

Larson, 1977; Crawford, 1980). 

3. Leaders in dental hygiene believe that professionalization occurs dong a 

continuum and that the acquisition of certain "professional attributes" is critical 

to achieving professional status, for example, a distinct body of knowledge, 

baccalaureate degree as the entry level to practice, a code of ethics, and self- 

regulation (Duby,  1985; Carneron & Fales, 1985; Nielsen-Thompson, Sisty- 

LePeau, & Eldredge, 1988). 



4. Sex-roie stereotyping, gender discrimination and patriarchal power relations 

are critical factors in the evolution of dental hygiene's culture and organizational 

structure, in the day-to-day working relationships between dentists and dental 

hygienists, and in the division of labor in dentistry. 

5 Formal professional socidization contnbutes to the transformation of student 

nrophytes into professionals, olthough little is known about the effccts of 

socidization in the dental hygiene workplace (Kraerner. 1986). 

The dental hysiene occupation is rngaged in a professionalization proccss to 

improve its occupational status and its position in the health care system. and to achieve 

self-replation. Despite the fact that dental hygiene has acquired many of the attributes 

normally associated with a profession. this occupation has not yet succeeded in achieving 

full professional status. Leaders in dental hygiene continue to believe that the acquisition of 

cenain attributes will tnnsform dental hygiene from an occupation to a profession. 

However, almost no research has been cmied out to determine and validate the 

philosophicai and professional base of the discipline of dentai hygiene. Rom the standpoint 

of its leadership and other members. 

A necessary first step in articulating the culture of the occupation of dental hypienr 

is to study the views, beiiefs. and perceptions of dental hygiene members concerning dental 

hygiene's structure. socidization factors. and inter-professional relationships. In this 

investigation of dental hygiene's professional status. qualitative methodologies such as in- 

person interviews and document analysis were used to study the perceptions of the subjects 

from their own point of view. Through a qualitative research approach, the totality of the 

phenomena under study can be described, uncovering previously unknown perceptions and 

meanings held by the participants. A qualitative research design was useful in this study 

because very little is known about the research topic, other than the assumptions which can 



be dnwn from the literature and the researcher's own experiences. The conceptual 

frarnework applied in this study, that is, an integration of symbolic interactionism, neo- 

Marxist and neo-Weberian theories of professions, allowed the researcher to explore and 

anaiyze the beliefs and expenences of the participants concerning the culture of dental 

hygiene. 

Conceptual Framework 

Background 

The literature on the transformation of a novice CO an expert. and an occupation to a 

profession. points to a few major alternative theoretical perspectives: stmctural- 

functionalisrn. interpretivism (symbolic interactionism) and conflict paradigms. Early 

rittribute and structural-functionalist theorists of professions were criticized for ignoring 

power. authority and control issues in relation to professionalism. More contemporary 

contlict oriented theorists have developed conceptual and theoretical models that are 

concerned with matters of control and power among professions. On an individual biisis. 

none of these theories appeürs to fully inform al1 aspects of this study. Most of [hem focus 

on the establishment of dominant professions and the means by which they are sustained in 

modem times. Few iheories deal effectively with the transfomation of a semi-profession 

to a profession. and gendered aspects of this transformation are neglected. 

This study documents and analyzes the perceptions, beliefs, and experiences of 

representative members of the dental hygiene community in order to conceptualize the 

culture of dental hygiene, and to understand the professional project of this occupation. 

Issues of interlintn occupational conflict, professional dominance, occupational 

jurisdiction, monopoly, power, and gender are central to this study. The conceptual 

framework selected for this study inteptes symbolic interactionism (micro) with more 



current conflict oriented neo-Marxist and neo-Weberian (macro) theories of 

pro fessiondism. 

Syrnbolic interactionism, a social psychologicai theory first articulated by George 

Herbert Mead (1934), emphasizes the more conscious aspects of human behavior and 

relates them to an individual's participation in group life. In addition. it is an "approach" to 

the study of human behavior and group life associated with the mrthodologies of qualitative 

research (Chcnitz & Swanson. 1986). This théoretical perspective allowed the reszxcher 

to uncover the cognitions and hence the perceptions of "individual representatives" of the 

dental hygiene community regarding professional role identity. self-concept, and culturai 

knowledge. This was accomplished through the use of in-person interviews and document 

nnalysis. Tacit and explicit knowledge. and the lived expenencrs of the study participants. 

were explored in order to conceptualizr the culture of dental hygiene from the perspective 

of the participants. 

However. symbolic interactionism does not offer an rxplmuiatory frarnework for 

matters penaining to group conflict and power strupgles bosed on factors such as class or 

gender. Rather it focusrs on negotiated (consensual) interactions between humans. The 

integration of neo-Marxist and neo-Weberian models into the conceptual framervork for this 

study facilitates a critical analysis of the data from the standpoint of issues pertaining to 

power. confiict, class. monopoly, ideology, division of labor, professional dominance. 

and patriarchy. These concepts/issues of professionalism are central to the researcher's 

investigation of the "coliective culture" of dental hygiene. 

Dental hygiene's professional project has increased inter-occupational disputes 

which exist with dentistry. Dentistry, a male dominated profession, controls the work of 

dental hygiene, a primarily female dominated occupation. In addition to these occupational 

disputes, gender imbalances at the individual and group level contribute to growing battles 

of control, monopoly, patriarchal authority, and subordination. Dental hygiene's 

professional project is a stmggle between occupations and between the sexes. The culture 



of dental hygiene is in part directly related to its relationship with dentistry; the interactions 

between individual practitioners and professional oganizations. In short. the conceptual 

frmework for this study incorporates the tenets of symbolic interactionism to p ide  its 

examination of the perceptions and meanings held by individual dental hygienists. The 

interpretations of neo-Marxist and neo-Wcbrnan thronsts regarding professionalism and 

the transformation to professional status (including barriers and enabling factors) are 

included in order to gain a greater understanding of the occupational culture of dental 

hygiene. 

Structural-functionalism and attnbute theory are unsuitablr conceptual frameworks 

for this study because they pay little attention to conflict which may anse between 

individuüis. or the fact that interactions are often negotiated. They also fail to acknowledge 

that individual roles are cntrenched in power and class structures. or that professionals as 

individuals may not ügree on what constitutes a professional rolr. or that sender imbalancrs 

may acr as a bamer to the achievernent of professional stotus by an occupation. The 

structural-functional theory of professionalization assumes a posi tivist resrarc h 

methodology in which everything is sren to have a cause. This approach lends itself to 

empirical, "objective" research employing such methods as experimrntation. observation. 

and survey research. These research rnethodologies are primarily quantitative in nature. 

Structural functional theorists argue that a society's cuitural mies detemine or guide the 

similar behavior of its memben and that noms apply to roles or positions rüther than to 

individuals themselves. This conceptual approach further posits that socialization results in 

an agreement among people about appropriate behavior and thoughts in a given social 

setting, and that the transition from a novice to expert is a smooth process. devoid of 

conflict (Jones, 1985). 

Conversely, proponents of symbolic interactionism assen that social life and 

professional life are reflected in the interactions of humans through a process of 

interpretation and negotiation. Contrary to strucnirdists, who ciaim that al1 behavior is 



leamed or detemined, interactionists assert that behaviors and thought aise from the way 

in w hich individuais define the situations they encounter. Rather than human personality 

evolving in a passive manner, humans play an active role in the creation of their social 

selves. Interactionists acknowledge the role of previous experience in the development of 

cognitions and behaviors. This conceptuai approach embraces research methodologies 

which are qualitative in nature: unstnictured, subjective techniques permit the discovery of 

themes. A symbolic interactionkt perspective alloivs the ressarcher to study. 

conceptualize. and understand the behavior and thoughts of individuals and groups in 

interaction. and to understand unresolved or ernerging social problems (Chenitz & 

S wanson. 1986). The analysis of interaction includes individuals' sel f-de finitions and 

shared rneaning. Charon ( 1989) States: 

The central principle of symbolic interactionkm is that we c m  undrrstand 

what is going on only if we understand what the acton themselves believe 

about their world. The actor lives and knows his or her world. It is 

irnpentive to understand what the actors know, see what they see. 

undentand what they understand. We rnust understand their vocabulary, 

their ways of looking and their sense of what is important. M a t  the 

researcher rnust do is interact with the actors. observe and panake in thrir 

rictivities. conduct formal interviews, and try to reconstruct their reaiity. (p. 

182) 

Using a symbolic interac tionist perspective, the researcher must " take the role of the other" 

and understand life from the participants' perspective. 

Based on the views of symbolic interactionists, social life is reflected in the 

interactions of humans (Mead, 1934; B lumer, 1969; Meltzer, 1972; Rose, 1980; Charon, 

1989; Matsueda, 1992). The behaviors of human beings are the product of how they 



interpret the world around them. Contrary to stmctural-functionalists, who claim that all 

behavior is leamed or determined, interactionists assert that appropriate behaviors are 

selected based on how individuals define the situations they encounter. Symbolic 

interactionism stresses that interaction is a two-way interpretive process. Simply stated. a 

person displays behavior which is a result of how that individual has understood the 

behavior of someone else. At the core of symbolic interaction is the concept of "self" 

(Benson & Hughes. 1983). An individual's self imagc is a product of the way others 

perceive them. Sociaiization is a result of the interpretive process. the assignmenr of 

rneünings betwern people. Individuals communicatr w i th one another through the use of 

sy mbols such as language. dress. and physical gestures. Rather than human personality 

evolvinp in a passive manner. humans play an active role in the creation of thrir social 

selves (Jones, 1985). 

The theory of symbolic interactionism posits that culture is created by the interaction 

of humans over tirne. Charon (1989) States that "culture rneans the "consensus" of the 

group. the agreements. shared understandings, s h e d  language and knowiedge. and rulrs 

ihat are supposed to govem action" (p. 165). Culture, then. is ( 1 ) a shared perspective 

through which individuals in interaction define reality. and (2) a genrraiized othrr through 

which individuals in interaction control their acts. Ideas, rules. and the actions of 

individuals are negotiated through interaction by members of the group. Humans. through 

the use of symbols, communicate with other humans. Syrnbols are transmitted through 

gestures, motions, objects, and most often, language. The meaning and value of symbols 

are cul turally determined (Riehl-S isca, 1 989). 

The conceptual framework of symbolic intenctionism combined with neo-Mmist 

and neo-Weberian models of professiondization guide this study of the culture of dental 

hygiene in its exploration of the perceptions and rneanings held by the participants. 

Language is the primary mode through which these perceptions came to be understood by 

the investigator. The ideas of symbolic interactionism contribute to the conduct of in- 



person interviews and to the analysis of data collected from interviews. In tems of study 

methodology, qualitative research methods normally associated with symbolic 

interactionism are in keeping with the purpose of this study, that is, to understand the 

various facets of the dental hygiene occupation and its members from the participants' 

perspective. Specifically, the researcher gathered data relevant to participants' 

professional self-image: expenences that have helped to shape these images: interactions 

with dental hygienists. dentists. clients and others in the professional work environment: 

and perceptions regarding the culture of dental hygiene. Anaiysis of the data included the 

application of symbolic interactionism in understanding the symbolic rneaning of 

perceptions held by participants. and the importance of interactions with others in shaping 

the culture of dental hygiene. Concepts related to issues of power. contlict. professional 

monopoly. and gender. espoused by neo-Marxist and neo-Weberian theonas were 

employed to analyze the occupational status and culture of dental hygiene. The following 

sections will delineate the basic premises. assumptions. and concepts of symbolic 

interactionism and selected neo-Marxist and neo-Weberian theories that comprise the 

conceptual framework for this study. 

Premises/Assumotions and Concepts of Svmbolic lnteractionism 

There are slight conceptual variations among sy mbol ic interactionists regarding the 

basic themes of this model, but most often the writings are similar. iMeadls (1934) 

contribution to the theory of symbolic interactionism is his identification of the process 

whereby a sense of self develops. He postulared a social process ( p r i m q  sociaiization) in 

which a human being develops a mind and a self (Chenitz & Swanson, 1986). Through 

this interactive process, an individual "takes the role of another". The capacity to see one's 

self from the perspective of another enables a person to achieve a sense of "self '. A self- 

concept is Iearned dunng childhood and continues through human interaction. The notion 



of self-concept is relevant to this study as participants were studied from the standpoint of 

their perceptions about dental hygiene and role identity. Through formal and informal 

(secondary) socialization. dental hygienists develop a professional self-concept. This self- 

concept is largely influenced by role modeling which takes place between teachers luid 

students dunng formai education. and through interactions with colleagues in the 

workplace. Over time. such interactions evolve into the culture of a particular group. 

Mead used the phrase "generalized other" to describe the shared cul turr of a group and a 

shared body of rules (Charon. 1989). Participants in this study were asked to discuss 

factors which contributed to the development of their professional self-concepts. 

B lumer ( 1 969) further elaborated on the concepts of interactionism and postulated 

three basic premises of symbolic interactionism. First. that "human beings act toward 

things on the basis of the meanings that the things have for them" (Blumer. 1969. p. 1). 

Thesr things are symbols of objects. other human beings. the activitirs of othcrs and 

situations or a combination of these. People do not respond to things. but to thcir 

meanings. Second. "meaning of such things is denved from. or ÿrise out of. the social 

interaction that one has with one's fellows" (Blumer, 1969. p. 2). Spradley ( 1980) 

suggests that cultural noms. as a shared system of meanings. are learned. defined. revised 

and maintained as people interact with one another. This suggestion supports ÿn 

assumption by the investigator that the culture of dental hygiene has been largely shaped 

and defined through the interactions of leaders (educators and individuals holding 

leadership positions in dental hygiene associations and 1 icencing bodies) wi th one another. 

with dentists. other health professionals. and with govemment. A third premise of 

symbolic interactionisrn is that "meanings are handled in, and modified through, an 

interpretive process used by the person deaiing with the things he encounten" (Blumer. 

1969, p. 2). In other words, individuals within a group? such as dental hygienists. 

normally use their cultural knowledge to assess and make sense of a situation. They draw 

on their cultural awareness and biases to give meming to and interpret situations, and to 



provide guidance or direction for taking action. This study of the occupation of dental 

hygiene drew on the perceptions of the participants whose experiences and interactions 

have contributed to the development of the culture of this occupation. Blumer concludes 

that the ability of a human to hold a concept of self and to interact with self and others is the 

basis for the formulation of meaning and experience in the world. The ability of humans to 

interact and comrnunicate with one another using a common language provides a 

mechanism by which rneanings cm be shared. 

Rose ( 1980) provides a cornprehensive frarnework for the analytic assumptions of 

symbolic interaction. Five analytic assumptions emerge from Rose's conception of 

symbolic interaction theory which were useful for conceptualizing and guiding the reseruch 

questions in this study. 

Assurnption 1: "Humans live in a symbolic environment as well as a physical 

environment and c m  be stirnulated to act by symbols as well as by physical stimulit' (Riehl- 

Sisca. 1989. p. 387). A symbol is a social object used for intra- or inter- communication 

purposrs. It is an object intentionally used to represen t something else. Without intention. 

an individual rnay communicate but this is not symbolic communication. Symbols may be 

words, or acts, or objects. Human beings are unique in that they have the capacity to think 

and use complex language. Language is a special kind of symbol. It is made up of words: 

rach word has rneaning alone and also has meaning when it is combinrd with oihers in a 

formalized way. Words are actuaily categories, used to identify and describe a class of 

objects that are recognized by humans (Charon, 1989). Human beings have the ability to 

learn symbols, their meanings, and values from those with whom they interact. Such 

meanings and values f o m  part of a group's culture. 

The central focus of this study is the examination of the meanings, values. and 

symbols that emerged from in-person interviews with s ~ d y  participants. The data (words 

and Ianguage) form the basis for understanding the c d ~ r d  elements of the dental hygiene 



occupation from the perspective of some of its mernbers. The investigator analyzed the 

language used by the participants through a qualitative research codiog process in order to 

search for common perceptual themes which arose from interviews and document anal ysis. 

Interview questions were based on the specific research questions that guided this study. 

Questions pertaining to the occupational status of dental hygiene, the professionalization of 

dental hygiene, self-regulation, independent practice. inter-occupational disputes. 

socializarion. occupntional boundaries, gender. relations with clients. and dental hygiènists' 

sel f-concept were ex plored. 

Assurnption 2: "Through syrnbols, people have the capacity to stimulate others in 

ways other than those in which they themselves are stimulated" (Riehl-Sisca, 1989. p. 

387). This assumption is related to the importance of the self-concept and role-taking. 

Taking the role of another person is fundamental to the development of the self and is 

necessary for acquinng and using syrnbols (Charon, 1989). When we take the role of the 

other we imagine. even visualize. the other's perspective. This is accomplished by 

observing and listening to the other person. As others act, we imagine ourselves 

symbolically as they are and we corne to share part of their mtaning. The self serves as rhe 

basis from which a person makes judgments and takes actions in any given situation. Self- 

concept refers to the sum of an individual's cognitions and feelings with respect to hirnsrlf 

or herself as an object (Rosenberg, 1979). Self as an object is usuaily referred to as the 

"me" and another part of self is termed the "1" (Mead, 1934). The "me" is the social self, 

that aspect of self that others interact with, direct. judge, identify, and analyze. The "1" 

component of one's self is that part that is impulsive, spontaneous. and not deliberately 

used by the individual (Mead, 1934). The actions of an individual are usually the result of 

the intemal negotiations between "1" and "me". The significance of role-taking and self in 

this research is that an individual's perceptions are shaped through interactions with others. 

and thoughts and actions are infhenced by role expectations and role-taking. During 



professional socialization. dental hygiene students develop a professional identity which is 

partly shaped through modeling by teachers and interactions with peers. The researcher 

examined the meaning of the professionai role of the dental hygienist by exploring the 

influence of formai education on the formulation of a professional self-concept . 

Assurnption 3: "Through communication of symbols, people c m  leam huge 

numbers of meanings and values - and hencr ways of acting - from other people" (Riehl- 

Sisca, 1989, p. 387). Most behavior is learned behavior, specifically learned through 

symbolic interactions. Rose (1980) clairns that humans have a culture. a sophisticated set 

of memings and values shared by members which guides their behavior. Cultures cire 

comprised of subcultures. By learning cultural norms and symbols. humans are most oRen 

able to predict each other's behavior or direct their own behavior according to the behavior 

of others. However. culturai meanings can change with time as a result of continuous 

interactions between individuals and cultures. as individuals express values and rneanings 

that are different from prevailing cultural norrns. This assumption supports the notion of a 

"culture of dental hygiene" in which members comrnunicate symboiically to direct their 

own behaviors and thoughts and to gauge their behavior towards each other. The 

researcher explored this culture by using qualitative research rnethodologies to expose the 

signitïcant symbols of this culture and their meaning. These symbols were derived from 

responses to the research questions and analyzed prirnarily through the interpretation of 

language. Examining these symbols was pivotai to conceptuaiizing the culture of dental 

hygiene. 

Assumption 4: "The symbols - and the rneanings and values to which they refer - 

do not occur in isolated bits, but often in clusters, sometimes large and complex" (Riehl- 

Sisca, 1989, p. 387). An individual defines himself/herself ("me") as well as other 

objects, actions, and characteristics. This assumption is associated with the complexity of 



behavior: it does not merely occur once in a given situation. Behavior is directly involved 

with role-taking and enactment. Berne (1964) daims that people generally accept behavior 

that is associated with particular roles and engage in role-playing to meet certain culturd 

expecrations. Individuais develop oganized sets of attitudes and values through 

continuous ritualized actions within their lived experience (Matsueda. 1992). AIthough 

many meanings are not shared in explicit ways with members of a group, implicit 

understandings permit interaction to occur (Charon, 1989). This study ascertainrd whsther 

or not representatives of dental hygiene's mernbership were consistent in their perceptions 

of the culture and status of dental hygiene. The researcher examined the complexi ty of the 

dental hygiene culture through the use of sensitizing concepts such as occupationnl closure 

and gender discrimination to get lit the meanings tboth tacit and explicit) shared by 

members. 

Assumption 5: "Thinking is the process by which possible symbolic solutions and 

other future courses of action are examined. assessed for their relative advantages and 

disadvantages in terms of the values of the individual, and one of them chosen for action" 

(Riehl-Sisca. 1989. p. 387). Thinking is a symbolic process in which the individual takes 

hisher own role to visualize herselffiimself in various possible situations. inakes an 

assessment of the situation. followed by a decision. Both the pasr and the future are 

considered during this reflexive thinking process. Because humans have the capacity for 

symbolic language, they are able to contemplate many action plans before deciding on a 

specific course of action. Schroeder ( 198 1 )  States that thinking and subsequent problem- 

solving are related to the perceived values of the individual. The ability to think allows the 

individual to reflect upon one's own sense of self, take the perspective of others, and 

contemplate meanings through symbolic language (Charon. 1989; Matsueda, 1992). In 

this study the role of thinking and reflection were critical aspects of the investigation and 

the analysis of the perceptions of the study participants. Based on this aspect of symbolic 



interactionism, participants drew on past and present experiences to express their 

perceptions of the culture of dental hygiene. They considered cognitions and experiences 

arising from their student lives. their working lives, and their interactions with others, in 

order to define their cultural perceptions of dental hygiene. The totality of their 

professional experiences was explored. 

Neo-Mxxist and Neo-Weberian Models of Professionalism 

The concepts contained within neo-Marxist and neo-Weberian models of 

professionalism facilitated the walysis of the data garhered in this study. The neo- 

Weberian mode1 of professions focuses on occupationai closure strategies. while the neo- 

Marxist approach is directed at the structural and historical dimensions of 

professionalization. These conflict perspectives offer theoretical insights into issues of 

professional dominance, occupational subordination. the sexual division of labor. 

jurisdictional monopoiy. and gendered professional projects (see Appendix A for funher 

information about the meaning of these terms). Each of these issues is relevant to the study 

of dental hygiene as an occupation striving to transform itself from a semi-profession to a 

profession, while currently under the power and control of the predominantly male 

profession of dentistry. Inter-occupational conflict within a patriarchal structure is a 

primary feature of the present relütionship between dental hygiene and dentistry. Neo- 

Weberian concepts depict professionalization as a strategy of occupational control. 

Freidson ( 1970) argues that a profession is an occupation which has secured a legal right to 

control its own work and is independent of other occupations. It does so through the 

protecoon and support of a society which values its work and the service it provides. In 

Freidson's view, semi-professions fail to achieve Full autonomy with respect to their work 

and are subordinate to dominant professions. For exampie, dentistry is abie to maintain a 



position of dominance and power over dental hygiene by its legal position in the health c m  

division of labor and its monopolization of the market for dental services. 

Parry and Parry's (1976) examination of the professionalization of medicine 

revealed that class and gender dimensions were central to the notion of "professional 

closure" in medicine, that is. predominantly male and upper-rniddle class. Parkin ( 1979) 

created a mode1 of occupational closure strategies that drscnbes the methods by which 

professions control and dominate subordinate occupations. Al closure strütegiss are 

concemed with controlling the supply of entrants to an occupation. occupational regulrition. 

monopoly of skills and knowledge, and establishing a hierarchy within a division of labor. 

Dominant professional grcups employ exclusion and demarcation strategies to establish 

jurisdictional boundaries, govern subordinate occupations. and establish a monopoiy of 

ski Ils. Semi-professional groups use inclusionary strategies in order to establ ish their 

position within the division of labor. and resist the demarcationary strategies of dominant 

groups. 

In the case of dentistry and dental hygiene in Canada. there are currentiy many 

inter-occupational disputes taking place conceming the regulation of dental hygiene. 

including disagreement about requirements for supervision and the scope of dental hygirne 

practice. Traditional relationships between dental hygiene and dentistry have become 

unacceptable to dental hygiene as a desire For more egalitarian relations has developed. 

Provincial dental hygiene associations are seeking self-regulation (including less restrictive 

supervision) while organized dentistry is fiercely opposed to this change. Neo-We berian 

concepts pertaining to closure theory were useful in this study for the analysis of 

participants' perceptions of the relationship between dentistry and dental hygiene, dental 

hygiene's occupational status, position within the dental division of labor, and 

professionalization. 

Extending the tenets of occupational closure strategies, Witz ( 1992) daims that 

demarcationary strategies are essentid in undentanding how inequitable gender relations 



are established and maintained within an occupational hierarchy in a labor market. Witz 

States: 

Gendered strategies of demarcationq closure describe processes of inter- 

occupational control concemed with the creation and control of boundaries 

between gendered occupations in a division of labor. They turn not upon 

the exclusion. but upon the encirclcrnent of wornen within a relütrd but 

distinct sphere of competence in an occupational division of labour and. in 

addition. their possible (indeed probable) subordination to male-dominated 

occupütions. The concept of a gendered strategy of demarcationq closure 

directs attention to the possibility that the creation and control of 

occupiitiond boundûries and inter-occupational relations may be crucially 

rnediated by patriarchal power relations. (p. 47-48) 

Witz's concept of gender and demarcation strategies is useful in understanding the creation 

of the dental hygiene occupation and the way in which dentistry established dental hygiene 

as a fernale occupation (with distinct occupational boundaries) subordinate to dentistry. a 

predominantly maie profession. Recently, provincial dental hygiene organizations have 

begun to ernploy dual closure strategies in response to dentistryts dominance and restrictive 

controi. These strategies involve "the upwards countervailing exercise of power in the 

form of resistance on the part of subordinate occupational groups ... but also seek to 

consolidate their own position within a division of labor by employing exclusionary 

strategies themselves" (Witz, 1992. p. 48). In Witz's view, "femde professional projects" 

involve the use of gendered strategies of dual closure whereby an occupational group of 

women challenges a male monopoly over competence. These strategies are gendered 

because the memben of the occupations are gendered, and gendered criteria of inclusion or 

exclusion are features of closure strategies. Dental hygiene's professional project is both a 



gendered struggle against the patriarchy, power and dominance of dentistry, and an effort 

to attain sorne degree of functiond autonomy and status within the health care division of 

labor. 

The focus of the neo-Marxist approach to the study of professions is related to the 

structural and historical aspects of professionalism. Neo-Marxist theorists emphasize the 

importance of the relationship between professions, capitalism, and class structure 

(Johnson. 1977; Larson. 1977: Navarro, 1978). Profcssionals arc= locatsd within the 

middle class. Johnson ( 1 972) de fines professionalisrn as colleague control over work 

functions. Professionalism occurs when the work of an occupation satisfies the global 

purposes of capital which include control. surveillance and reproduction of labor powcr. 

In this view. dentistry c m  be seen as having created. rstablished. and developed the labor 

force which providrs oral health services in the marketplace. Applying Johnson's modrl of 

professionalism. dentistry govems and controls the work of subordinate occupations such 

as dental hygiene and dental assisting. It prescribes and regulates the educational 

requirements of members, their scope of practice. the conditions under which their work 

occun, and the need for their services. Dentistry also dictates the number of entrants into 

the occupations of dental hygiene and dental assisting. Dentistry's monopoly with respect 

to economic security and market control would be jeopardized if the cost of dental hygiene 

services to the public was increased, if dental hygiene salaries were significantly higher. or 

if dental hygienists were able to provide services outside of the monopoly which dentistry 

presently holds. Johnson's neo-Marxist interpretation of the study of professions will 

assist the researcher in data analysis relative to both dental hygiene's role in the social 

division of labor, that is, the reproduction of capitalist culture, and dentistry's dominance 

over dental hygiene in the labor market. 

Larson's (1977) work on the relation between professional projects and capitalist 

institutions was usehil in this study for determinhg whether or not dental hygiene's 

professional project is linked to the creation of a professional market and how the 



construction of a formal knowledge base in dental hygiene is tied to market power. These 

two key elements are secured within the historical web of cornpetitive capitalism (Witz, 

1992). Further, Abbon (1988) argues that the ability of an occupation to sustain its 

jurisdiction or claim a jurisdiction is partly associated with the prestige and power of its 

knowledge base, and that the culturai legitimacy of a profession's work is tied to 

occupationai jurisdiction. Mmy authors both within and outside of dental hygiene, have 

pointed to the necessity of the development of a dental hygiene theory base to substantiate 

dental hygiene's daim to professional status (Darby. 1985: Bowen. 1988. 1990: Biller- 

Karlsson, 1988; Dickoff & James, 1988; Stamm, 1982). Larson's thesis is that "the core 

of the professional project is an attempt to secure a structural linkage between education and 

occupation: between knowledge in the form of the negotiation of cognitive exc lusiveness. 

iuid power in the f o m  of a market monopoly" (Witz. 1992. p. 56). Professions seek state 

support for their projects on the buis of their mernbers possessing superior cornpetence. 

The contribution of neo-Mvlarxist writers such as Johnson ( 1972) and Larson ( 1977) 

to the litenture on professions has been to emphasize the importance of studying 

professions within an analysis of capitalist social. economic. and political relations. 

Professionalization is a part of a larger system of structural and historical çlements. The 

requirement of profit under capitalism results in the exploitation of a major portion of the 

population (workers). Health is perceived as a comrnodity in the market place and the 

delivery of health services is directed by the need for efficiency and profit. By applying a 

neo-Mmist framework to the study of professions, physicians and dentists can be seen as 

members of the upper middle class who exploit the skills of a subordinate class of workers 

(nurses and dental hygienists) in order to profit from inexpensive labor and the provision of 

controlled hralth services. Part of dentistry's original rationale for dental hygiene's 

development was that hygienists could provide services equal in quality to those provided 

by dentists at lower unit cost (Health & Welfare Canada, 1988). 



Contemporary feminists have extended this neo-Marxist framework to examine 

sexual divisions in capitalist society. This extension adds a gendered dimension to the 

class concept of professions. Neo-Marxist feminists argue that within the health care 

division of Iabor. women are forced by male dorninated professions to assume subordinate 

roles in a hierarchy and provide inexpensive labor. They make up the bulk of the labor 

force and have little control over their work. The nursing and dental hygiene occupations 

are prime examples of the parriarchal power and authority cxerciscd by the medical and 

dental professions. A neo-Mmist analytical framework has been applied in rhis siudy to 

uncover the gendered dimensions of dental hypiene's professionalism, and in particular, 

the gendered nature of relations of dominance and subordination (patriarchy) betwern 

dentists and dental hygienists. An important question to consider in this analysis penains 

to the impact of patriÿrchal structures in dentistry on the development of dental hygiene's 

culture, the work of dental hygienists. inter-occupational relations. and dental hygiene's 

professionalization. 

Summary 

In this research. the selected conceptual framework of symboiic interactionism, 

combined with neo-Weberian and neo-Mmist theones of professionalism, allowed the 

researcher to study the perceptions of the participants regarding the culture and status of 

dental hygiene as an occupation, and then situate these perceptions within a broader 

understanding of the factors which contribute to this culture and its professionalization. 

Symbolic interactionism acknowledges the importance of an individual's cognitions and 

perceptions developed through interactions with others and with the self by rneans of 

reflection. It provided a mode1 for the systematic study of the perceptions of the 

participants to determine the congruency of these perceptions in relation to the emerging 

culture and professionalization of dental hygiene. Neo-Mmist and neo-Weberian concepts 



of professionalism draw upon important issues in studying professionalism and the 

transformation of semi-professions to professions. Such issues include patriarchy, 

subordination, occupational closure, and division of labor. Using a qualitative research 

paradigm, the investigator explored questions of professional dominance, role identity. 

gender. and inter- and intra- professional conflicts to uncover both the impediments and 

enabling factors related to dental hygiene's professional project, and to conceptualize the 

culture of dental hygiene. The research procrss focused on the qualitative mraning or 

language and symbols exarnined through in-person interviews and content analysis of 

selected documents. 

Chapter Two provides a review of the literanire on professions including the 

general researc h on theories of professions. constmcts and issues of professional ism. and 

research in dental hygiene. The design and rnethodology of the study are descnbed in 

Chapter Threc. This chapter includes charactenstics of the sample. recnii tment techniques. 

data collection rnethods. procedures for data analysis. ethicul considerations. and 

limitations of the study. Chapters Four and Five discuss the findings of the study (the core 

theme and major themes) as well as provide background information on the participants. In 

the final chapter. Chapter Six. the findings are anaiyzed in light of a review of the literature 

and the study's conceptual framework. Recommendations for funher research are 

identified. 



CHAPTER T W 0  

REVIEW OF THE LITERATURE 

A long standing debate between researchers who employ quantitative methods and 

those who use qualitative stntegies of inquiry concems the use of the literature review. 

For investigators working within a quantitative research paradigm. a review of the literature 

prior to the onset of a study serves several purposes. First. it allows the researcher to 

identify previous research in an xea and to discover gaps in understanding. Second. it 

providrs theoretical and conceptual frarneworks that may be used to direct a study and to 

interpret its findings. Third. a literature review assists the investigator in distinguishing 

important variables for study and suggests relatjonships between them (Strauss & Corbin. 

1990). In contrast. in  grounded theory research. the literature review is considered to be a 

source of data and the purpose of the review aiters over the course of a study. At the 

beginning of a project. the literature is reviewed to identify the scope. range. intent. and 

type of research that has been carried out. The ultimate goal of the review is to rstablish the 

study's purpose. background. and importance (Chenitz & Swanson. 1986: Morse. 1989). 

As grounded theory is based on a discovery mode1 of theory development. the literature 

review is an ongoing process and continues through to the end of data analysis. For the 

purposes of this study, a review of the literature on professions provides the context for the 

study and its importance. The literature was reviewed sontinually throughout the 

investigation to ensure that no data were overlooked. 

The study of professions and the concepts of professionalism/professionalization 

encompass a massive body of literature. Social scientists and others have been studying 

these phenornena for decades. The literature which foms the basis of this review includes 

an overview of the development of professions, followed by consideration of early works 

and more contemporary theories of professions, and then moves to a critique of specific 



issues/constmcts of professionalism within the context of health care. Finally. the notion 

of professionûlization is considered with respect to the occupational development of dental 

hygiene, its relationship to dentistry, and research to date in this area. The literature which 

has k e n  selected for review is drawn primarily from snidies in sociology, in the health 

professions, and in feminist scholarship. 

The Development of Professions 

Aithough the professions date back to ancient and medieval times. the study of 

professions is a phenornenon of the iwentieth century. The expression of modem 

professions as they are known today can be traced to the nineteenth century. Within the 

past century, Britain witnessed the consolidation of surgeons and physicians with 

apothecaries and the ascrnt of the lower branch of the legal profession (solicitors). while 

North Amenca observed the growth of university-based professional programs. the 

victories of regular medicine over its irregular branches. and a proliferation of aspiring 

occupational groups (Abbott, 1988). 

The study of professions has been a focus of the social sciences for several 

decades. Sociologists and historians have devoted most of their scholarly efforts to 

examining the concepts of professionalism and professionalization. usually in a case by 

case analysis of occupational groups. Most authors purpon that professions rvoive 

through a sequence of stages referred to as professionalization, and that the outcome of this 

process is professionalism. The concept of professionalism refers to a form of 

occupational control and solidarity, the systemization of beliefs, and a source of meaning 

in work (Starr, 1982). A substantial portion of the literature on professions is preoccupied 

with identifying and analyzing the organizational form and structure of occupational groups 

and the cornmon elements of professions that are presumed to contribute to the well being 



of society. This literature is Iess concemed with defining and comprehending the actud 

nature of professional life and work. 

The development of professions has been studied in association with certain 

historical periods and phenomena (Abel, 1976; Bledstein, 1976: Larson, 1 977: S tan, 1982: 

Prest. 1984: Abbott, 1988). The majority of histoncd analyses describe two periods in the 

growth of professionalism, pre-industrial and post-industrial. Between the sixteenth and 

eighteenth centuries most professions had an aristocratie orientation. Divinity. mcdicinr 

and law have been descnbed as the oldest professions in England and Europe. Their 

rnembers came from the niling elite of a patriarchal society (Luson. 1977). Reader ( 1966) 

emphasizes the ;entlemanly character of professionals in this era. Women were excluded 

from entrance as members. thereby establishing a tradition of male domination in the 

professions. A gendered notion of professions prevailed throughout pre-industrial times 

and continued into the next phase of professionalism. 

Professions resembled guilds. Although it was considered desirable for a 

clergyman. barrister or physician to have specific knowledge or skills. it was assumed that 

a liberal education. combined with professional apprenticeship. was sufficient to carry out 

the work of a professional. In short. in pre-industrial tirnes professions were relatively 

insignificmt in the organization of work. Professionals simply held a high position in a 

systern of social hierarchy. They functioned as intellectuals and demonstrated litde 

evidence that they were contnbuting to the welfare of society. 

With the advent of the Industrial Revolution in the nineteenth century. professions 

previously associated with "status professionalism" were transformed by "occupational 

professionalism" (Prest, 1984). This developrnent in the history of professions was 

marked by distinct specialization of knowledge and ski11 and dedication to public service in 

lieu of private gain. A transition occurred whereby professional claims resting primiuily on 

high social status were surpassed by claims to econornic security and professional standing 



based on knowledge and competence. However, ascribed social standing remained an 

important feature in the evolution of modem professions. 

The effects of the "Great Transformation'' or the industrialization of society in 

nineteenth century England and America offered opportunities for professions to 

modemize. Improved standards of living, industrial ntionalization of work. growth of 

corporations and bureaucracy, and the growing importance of science and technology 

contributed to "professional projects" directcd cit market monopoly and social status 

(Larson, 1977). The last decades of the nineteenth century witnessed a growth of higher 

education in response to demmds of new service markets and an increasing number of 

professions. However, in the U.S.A.. Jacksonian politics were anti-intellecnial and anti- 

aristocrcitic and led to a quaiity of professional education which was far below the standards 

set eulier by European professional elites. Laissez-faire economic development in the 

United States facilitated a proliferation of new middle-class occupational groups and 

professional cornpetition. 

The carly part of the twentieth century was marked by a movement toward 

corporate capitalkm and the creation of new markets for professional services (Larson. 

1977). The rationality of science, as a world view, led to a new structural and ideological 

context of professionalism. Professional education becarne institutionalizrd. bureaucratie 

organizations provided the foundation for increasing professionalization, and the ideology 

of professional efficacy grew and empowered professions. Professional autonomy and 

scientific expertise became the hallmarks of the modem professions. The primary 

mechanism for professional advancement in the twentieth century was the ability of an 

occupational group to claim esoteric and identifiable skills. that is. to establish and control a 

cognitive and technical base. Expertise resulted in social and economic rewards and public 

recognition. Modem professions were consolidated by the integration of teaching and 

research in the modem university. Professions were legitimated on the ba is  of scientific, 

rational claims to a knowledge base and expertise not held by the average person. Society 



willingly became dependent on expert professional service as a means of improving quality 

of Iife, 

In short. the growth of modem professions is a phenornenon of the past 100 years. 

Eariy pre-industriai professions were characterized by ascribed professional status related 

to a liberal education. high social standing, and aistocntic patronage. Pre-industrial 

professions were transformed by several features of capitalism including an increase in 

scientific rational knowledge, a growth in urbanization. a rise in bureaucntization and the 

organization of work, and the establishment of a market economy for professional services. 

Professional status had to be achieved by means of specialized education in technicd skills 

and the use of these skills in professional work. Professions were seen as making a unique 

contribution to society through the embodiment of scientific expertise which was applied to 

dl aspects of human living. In retum for this contribution. rstablished professions were 

rewarded and protected by the state when they were granted self-regdatory powers. and by 

public recognition and acceptance of professional power and authority. 

One feature of professionalism which has been neglected in most studies of 

professions is the relationship between gender and the organization and structure of 

professions and professional work. The gendered nature of the division of labor within 

professions has only recently come under sociological investigation (Willis. 1989: Witz. 

1992). Its study is of particular importance in exarnining and understanding women's 

professional projects. specifically, the process of professionalization involved in the 

transformation of fernale dominated semi-professions to professionai status. The airn of the 

professional project is to secure a structurai link between education and occupation by 

rneans of legalistic and credentialist strategies. Witz ( 1992) states that as modem 

professions developed in the late nineteenth and early twentieth centuries. the 

institutionalization of male power piayed a critical role in lirniting and subordinating 

women's participation in the labour market. Women were relegated to positions in the 

work force defined and controlled by men and associated with low wages and low levels of 



prestige, for exmple, secretarial employmen t, labor intense factory jobs. and school 

teaching. Within hedth occupations, women becme established in areas such as 

occupational therapy, midwifery, nursing and dental hygiene and were subordinate to male 

dominated professions such as medicine and dentistry (Motley. 1986; Willis. 1989; Witz. 

1992). 

The study of gender relations in the work force and the impact of a patriürchal 

society on feminized professions is a new ara of research in the social sciences. 

panicularly within feminist scholarship. Such research contributes to an understanding of 

gender and professionalization at individuai and organizational levels. That is. it offers 

insights into the subordination and domination of women by men in the professional 

workplace. and increases our understanding of the gendered aspects of the structure and 

oganization of male dominated professions. Scholarly work of this type contributes to Our 

knowledge of the effects of pnder on professionalization. and in particular its impact on 

wornen's professional projects. 

Theories of Professions 

The theoretical framework for the study of professionalism and the transformation 

of semi-professions to professions is broad-based and varied - almost eclectic in nature. 

While some theories and/or models are hinctionalist, structural and ahistoncal in approac h. 

others are conflict oriented and view history as an essential component in understanding the 

system of professions. Medicine is often identified as the pandigrnatic model for the study 

of professionalism and is heralded as the profession after which most aspiring occupations 

attempt to fashion themseives (Larson, 1977; S tarr, 1982; Blishen. 199 1 ). The profession 

of rnedicine is viewed as a powerful institution of social control characterized by autonomy, 

authority and sovereignty, and the reproduction of labor power (Zola, 1986; Willis. 1989). 

Medicine mediates the relationship between an individual's health and the state. The 



professionalization of medicine has been studied from a number of different theoretical 

perspectives, yet no occupation to date has successfully applied this knowledge to achieve 

comparable power and authority or othenvise attain equal status. 

The scholarship on professions is extensive. However, it fails to provide an 

integrated frarnework for explaining and predicting the successful professional 

transformation of some occupations and not others. Another cntical element in the study of 

modern professions that has been neglected until recently. is the impact of grnder un 

occupational development and professional projects. The l iterature selected for inclusion in 

this review is comprised of classic and contemporary literanire on professions. and 

references to such writings in health care. 

Early Theories 

Two theoretical frameworks dorninated early studies of professions during the Ime 

1950s and 1960s. that is. attribute and functionalist approaches. The first approach. which 

continues to dominate the health professions literature. involves the identification of 

speci fic attributes or traits which are deemed characteristic of professions (Freidson, 1970: 

Turner, 1987; Willis. 1989; Blishen, 199 1 ; Witz. 19%). Sociologists have discussed and 

debated criteria. lists, definitions and traits of a profession, dl of which have resulted in 

attribue theories that closely resemble one another. Essentially, the basic tenet of this 

approach is that the professional status of an occupational group is dependent on the 

satisfactory acquisition of particular attributes. Aaribute theory is employed as a strategy 

by occupational groups aspiring to professional status, such as nursing and dental hygiene 

(Lysaught, 1978; Bernhard & Walsh, 198 1; Darby, 1985: Cameron & Fales, 1985: 

Brown, 1987; Nielsen-Thompson, Sisty-LePeau, & Eldredge, 1988; Chaska. IWO). 

Greenwood ( 1957) states that the distinguishing features of a profession include: 

(a) the use of systematic theory, (b) the demonstration of authority, (c) community 



sanction, (d) ethical codes of behavior, and (e) group culture. Millerson ( 1964) adds that a 

profession: (a) develops specialized training and education. (b) tests the cornpetence of its 

members by formal examinations, (c) develops a professional organization. and (d) has an 

altruistic service orientation. Goode ( 1960) extends the trait approach by arguing that 

occupations are positioned at some point dong a continuum of professionalism. The 

continuum is composed of cornmon traits derived from definitions of a profession. Goode 

argues that two core characteristics associated with professions arc a service orientation and 

lengthy specialized education in a body of abstract knowledge. As occupations move 

forward dong the process of professionalizûtion. they procure a number of derived traits 

associated with standards of education, socialization. licensure. self-regulation, and 

occupational prestige and income. 

Despite the widesprerid use of the attribute or trait approach, it has received much 

criticism. Basically, it is descriptive and arose to describe the idrd type of a profession. It 

has limited malytical value. First, it fails to corne to ternis with the way in which 

professions acquire autonomy and independence. that is, their power to manipulate and 

control their clients and markets (Blishen, 1991). Second. the attempt ro define the traits of 

a profession involves a unilinear view of occupational histones in which there is an end- 

state to w hich a profession is directed. These unilinex theories of professionalism neglect 

the specific historical contexts within which professions develop in different societies. h i e  

to national differences, there may be no identifiable historical trajectory for professions 

(Turner, 1 987). Third, trait theory seldom includes any consideration of the general social 

conditions of professionalization (Johnson. 1972). Issues such as the relationship of class 

and gender to professions are neglected within this framework. Finally, it fails to explain 

why some occupations that acquire specific attributes are unsuccessful at achieving 

professional status. For example, aithough the occupation of dental hygiene has assumed, 

or is in the process of acquiring, many of the traits associated with a profession, it has not 

achieved full professional status (Smith, 199 1). 



Roth (1974), a major opponent of attribute theory. proposes that the study of 

professions must have an historical perspective and that attribute theory fails to place 

professions within any historical context. He argues that the study of professional traits 

only focuses on an end product. a list of characteristics which depicts the ideal professions. 

Roth asserts that historical study. in contrat to other approaches, emphasizes the work 

performed by professions. He claims that the power held by a particular occupation is not 

dependent on its knowledge base. but is related to historical occurrences and power 

distribution. From an historical perspective, the professionalization process would be 

viewed as a lengthy course of negotiation. By studying the growth of established 

professions. certain conditions. events, and circumstancrs can be documented to examine 

the process of achieving professionalism. In Roth's view. this process allows professions 

to have a monopoly over their services. and to avoid being accountable to the public for 

their actions. Roth questions whether codes of ethics alone have the power to ensure that 

dl professionals behave ethically. Today. for example. malpractice suits against 

professionals are common in the United States. and to a lesser extent in Canada. Alihough 

professionals may subscribe to a code of rthics. this is no guarantee that they will actually 

conform. Johnson (1977) and Larson (1977) have also challenged the assumption that 

professionalization is a process without historical foundation by arguing that an increased 

involvement of the state and rise of bureaucratie practice rrshaped modem professions. 

A second closely related theoreticai approach to studying professionalism is 

structural-functionalist theory which suggests that professionalization is functiondly 

important for social order (Parsons, 195 1; Turner, 1987). This theory is more abstract 

than the trait approach and assumes a greater degree of explanatory intent. It emphasizes 

two factors: modem professions are considered to be service occupations which apply a 

systernatic body of knowledge to soive probiems and these solutions are important in tems 

of society's values. Functionalism attempü to expiain the position and functioning of 

professions in society. Functionalist theorists suggest that social control of a professional 



member's work is left to individuai self-control. Self-control is accomplished by means of 

a long socialization process and acculturation within the sub-culture of a profession. This 

results in the development of the requisite professional skills and a cornmitment to the 

values and noms of a particular profession. 

Structural-functionaliçt assumptions have also been criticized. Johnson ( 1977) 

argues that functionalism ignores the consequences of power relations between a 

professional and n client. Professionals are viewed as imposing both de finitions of nerds 

ÿnd manner of service delivery on consumers, rather than serving identified social needs. 

The functionalist approach does not provide definitions of professions. but rather specifies 

the charactenstics of a peculiar institutiondized fom of occupationa! control. Pue ( 1990) 

States that, within the stmctunl functionalist paradigrn, professions are excused from the 

normal principles of capitalism or social democracy in favor of arrangements which support 

the notion that service. and not economic gain. is part of professional ideology. This 

perspective serves to rationalize the privileged position in society that professions enjoy. 

In summary. two related approaches dominrited the study of professions in the first 

part of the twentieth century. Attribute or trait theory concemed itsrlf with definitional 

issues and the position of occupations along a continuum of professionülization. The 

functionalist approach emphasized the functionality of professions in majntaining the social 

order. Trait and functionalist theorists viewed professionalization as a positive aspect of 

modemization. However. critics of these approaches ciaimed that ihey were ahistorical, 

that they simply reflected a profession's own uncritical perspective of itself, and that these 

paradigms disregarded the role of power within professions to manipulate and control their 

clients and markets. 



Modem Theories of Professions 

Theorists who rejected early trait and structural-functionalist views of professions 

created conceptual and theoretical models which focused on the ideas of power and control. 

Witz ( 1992) states: 

Johnson's (1972) radical reconcepnialization of a profession as not rn 

occupation per se but a mode of controlling an occupation has provided the 

new onhodoxy in the sociology of professions. The main trajectory of the 

sociology of professions in the 1970s and 1980s has been the emergence of 

a new critical theory of the professions, which has been centrally concemed 

with the concept of power. The conceptual indissolubility of the concepts 

of "power" and "profession" has provided the central axis of the new critical 

sociology of the professions. (p. 40) 

Most contemporary critical theories of professions can be situated within either neo-Marxist 

or neo-We berian analytical frame works. The neo-Mmist paradigm focuses on the 

structural and historical contexts of professionalization, while neo-Weberian models 

ernphasize occupational ciosure strategies. 

Marxist writers argue that professional dominance arose with capitalism and that 

professions under state protection make a contribution !O the economic and politicai 

activities of a capitaiist system (Turner, 1987). Neo-Marxist sociologists assert that the 

hinctions of modem societies can be explained by the nature of capitalist production. The 

demand for profit in a capitalist society results in the exploitation and dienation of a large 

segment of the population. In capitalism, hedth is viewed as a comrnodity in the market 

place and as such the provision of health care is guided by the need for profit and 

efficiency. Navarro (1978) states that class struggle is an essentiai element in 



understanding power relations in society. Using a Mmist framework, Navarro examines 

medical care in the United States and determines that state intervention in health care results 

in the reproduction of the class structure, bourgeois ideology and alienation. First. class 

relations determine the relative powers of physicians and the socioeconornic, racial and 

sexual stratification of other health care workers. Second. medical ideology mirrors 

capitaiist ideology by blaming il1 health on an individual's lifestyle and faulty body 

rnrchnnisrns. Finaily, alienation from capitalisrn is reproduced in the heaith care setting by 

the lack of control workers have over the outcome and nature of their work (Clarke. 198 1). 

Johnson's ( 1972) early wntings on professions examines the ways in which 

professions control their clients, how such controls are developed and what effect controls 

have on the professional-client relationship. Professions are viewed as an institutionalized 

mrans of controlling occupational activities by cither collegiate conrrol, patrona, =e or 

mediative control (Witz. 1 992). Collegiate control exists w hen n professional de fines the 

needs of hisher client and the wriy in which the need will be satisfied. Patronage control 

occurs when the client defines hisher own needs and the way in which they will be met. A 

demand for professional service may aise from a smdl group or from a Imge corporate 

organization. Mediative control occurs when a third party mediates the association between 

a professional and hislher client. For examplr, state rnediation would ensure a guaranteed 

clientele for professionals. However, at the sarne tirne. bureaucratic employment of 

professionals tends to weaken their relationships with colleagues outside bureaucraties and 

affects. in a negative way. the controls which an autonomous profession imposes on its 

mernbers (Blishen. 199 1 ). Johnson's typology of professional control is a commanding 

analytical tool in demonstrating the power of the medical profession and other heaith 

professions to impose, on their clients. their de finition of the practitioner-client 

relationship. Although the focus of Johnson's ( 1982) later work on professions and power 

shifted to the ways in which occupational activities are stnicturally and historically 

restricted, his earlier writings are considered classic. 



Another neo-Marxist theorist. Larson ( 1  977) adds to our cntical understanding of 

professions by describing the growth in professionalism as a phase of competitive 

capitalisrn. Larson declares that the first stage of modem professionalization must be 

considered within the historical context of the rise of the capitalist mode of production 

during industrialization and laissez-faire capitalisrn. In a second phase of 

professionalization, the mode1 of professionalism is replaced by the ideology of 

professionrilism. That is. in congruence with die dominant ideology of capitalist societies. 

professionalism is accepted to be an inequality of status and closure of access in the 

occupational hierarchy. Although Larson's andysis of the ideology of professionalism is 

valuable. it Fails to identify the conditions under which a profession's daim to autonorny is 

sustained. Of particular importance here is ihat some emerging professional groups and 

new occupations within bureaucratie organizations adopt this ideology as justification for 

their own professional advancement. 

This notion led Larson ( 1977) to her unique thesis on professional projects and 

market control and the idea that professions are dependent on a market for their services. 

The two most important factors of market control are a potential market for professional 

services. and a cognitive or knowledge base for such services. Professionalization is the 

creation of two types of monopoly: a monopoly of ski11 in the market place. and a 

monopoly of social status in society. These monopolies result in social and economic 

rewards for a profession. Larson's focus on the distinct cognitive dimension of 

professional monopoly through control of the professionaUclient relationship is reinforced 

by Jamous and Peloille's ( 1970) concept of a high indetermination/technicality ratio. Al1 

professions are delineated by a duality; a stmggle between technical and routine knowledge 

and skills (technicality) and the mystification of expertise. That is, professional expertise 

has a mystique about it (indetermination). Johnson (1972) asserts "that the greater the 

indeterminacy within the professional relationship, the greater the social distance between 

the client and the professional, and hence the greater the helplessness of the client in 



relation to the expert" (Turner, 1987, p. 136). For example, the indeterminate aspects of 

medical practice reinforce medicine's protection from outside evaluation and hence support 

its autonomy. Larson, arguing from a Marxist perspective, claims that since the 

characteristics of a profession are defined by its economic functions, the nature of the 

market for professional services must serve as the starting point for any analysis of an 

occupational group. 

Yeo-Marxist scholars such as Larson (1977) and Johnson (1973 introduçeii 

conflict perspective to the study of professions which did not exist within traditional 

Functionalist or trait approaches. Although these writers provided new insights into the 

control professions have over their work, their anaiyses have insufficient understanding of 

class relations (Willis. 1989). Marxist theorists note that modem professions comprise pan 

of the new middle class that exercises control over a subordinate class of workers. 

Professions do not rnerely exist to maintain the social order and unselfishly provide service 

to society. Marxist analysis suppresses the normative function of professions and brings 

into question their ethical character by expressing the role of market control and power over 

specidized expertise. However. despite the contributions of nro-Marxist scholarship to the 

study of professions. this work has k e n  criticized for not adequately addressing the 

gendered dimensions of professions (Witz. 1992). Willis ( 1989) States: 

The argument has been whether sexual divisions are ultimately reducible to 

the theory of class relations in capitalkt society, or whether it is a structural 

elernent which is independent of class divisions though relevant to them. 

The penetration of feminist writings into sociology and the gradua1 overdue 

development of an awareness of the importance of gender as a source of 

social differentiation and inequality has led to a lively debate about the 

relative importance of class versus gender as dimensions of inequality- most 

explicit in Marxist-ferninist literature. (p. 18) 



Contemporary feminist critiques that are infomed by a Marxist framework view the 

medical profession as a privileged occupationd group which exerts patriarchd authonty 

and control over subordinate social groups. especially women. In this Marxist notion. the 

male dorninated medical profession subordinates paramedicd occupations comprised 

mostly of women, rendering these groups into subordinate associations (Turner, 1987 ). 

Feminist theory asserts that, within the division of labor in heaith care, wornen continue to 

occupy a subordinate role, as illustrüted &y the subordination of nursing and midwifrry to 

medicine. Extending the tenets of Marxisrn. ferninists argue that the division of labor in the 

traditionai household is reproduced in the workplace, where wornen are employed to 

reduce the costs of Iabor. 

While neo-Marxist theonsts offer insights to understanding inter-occupational 

conflict. professional dominance and sovereignty as relüred to structural and historical 

systems of modem society. neo-Weberian authors introduce a class analysis of 

professional monopolization. In the tradition of Weber. the professional person is not 

rnotivated by self-interest or the desire for economic rewards. but by an ideology of service 

(Turner, 1987). Within this sociological analysis. unlike Mmist writings, the profession 

of rnedicine would be seen as being dedicated to service without receiving material 

rewards. Weberian theory offers an examination of the theoretical stntus of 

prot"essionalism and its association with class and political structures. 

Neo-Weberian works on the sociology of professions make a significanr 

contribution to this study by offering an analysis of occupationd closure (Freidson. 1970: 

Berlant, 1975: Parkin, 1979; and Pany & Parry. 1976). Parkin (1979), a major supporter 

of neo-Weberian closure theory, defines modes of ciosure as "different means of 

mobilizing power in order to stake claims to resources and oppominities" (Witz, 1991, p. 

44). This author proposes a concepnial model of occupational closure strategies which 

may be used by members of professional projects. Essentially, the mode1 is compnsed of 

four strategies: exclusionary, inclusionary, demarcationary, and dual closure. 



Exclusionary and demarcationary strategies are employed by dominant professional groups 

in the hierarchy of closure to achieve intra-occupational and inter-occupational control 

including: (a) the regulation of producers, (b) the establishment of a rnonopoly of skills, 

and (c) the establishment of junsdictional boundaries. Subordinate occupational groups 

use inclusionary and dual closure strategies in response to domination by other 

professions. These strategies involve resisting the demarcation tactics of dominant groups 

and establishing a position within a division of labor by employing exclusionq strategies. 

In effect, all closure strategies are related to mechanisms of control concerning matters of 

entry into occupations, occupational regulation, division of labor, and monopoly of skills 

and knowledge. Parkin (1979) views professionalism primarily as Lin exclusionüq closure 

strategy drsigned to manipulate the supply of members of a pcuticular profession. thereby 

having a positive impact on market value. 

In the neo-Webenan tradition. Freidson ( 1970). in his extensive study of the 

medical profession, considers professions as occupations based on a fom of social 

closure. Freidson's emphasis on the role of power in the medical division of labor serves 

to delineate the monopolistic power of the medical profession with respect to services 

provided. definitions of health and illness, and the subordination of related professions to 

paraprofessional status. According to Freidson. a profession xquires and maintains its 

position of power by the protection and dedication of a society which values its work. Its 

position is safeguarded by the economic and political influence of an elite segment of 

society. As a result, bamers are erected for occupations wishing to achieve professional 

status. Competing occupations are denied the many advantages bestowed on a chosen 

profession. Paraprofessions, in Freidson's view, fail to attain full autonomy in controi 

over their work, development of their educational requirements and requirements for 

licensing standards. Although some paraprofessionals, such as nurses. are successfu1 in 

acquiring many of the attributes nomally associated with a profession, their autonomy is 

not complete, and thus their power, prestige and status are not equai to a profession. In 



short. Freidson emphasizes autonomy and dominance, not collegiality and trust. as the 

hallmarks of professiondism. Autonorny implies a position of legitimate control over 

work, rather than dominance in the division of labor. 

In Freidson's recent examination of professionalism he emphasizes the importance 

of three critical elements: knowledge, culture. and the public (Freidson. 1994). The first of 

these elements refers to particulas skills and knowledge claimed by professions. Culture 

pertains to the institutions that comrnunicate to the public the ideas and information thüt 

shape the professional's sel f-concept. Freidson claims that these three factors are essential 

for "understanding the demand for different professional services and the value assigned to 

them, the support the public may provide to efforts by the state or capitai to enlarge. 

restrict, or control professional enterprises. and the prestige and authonty of professions 

themselves" (p. 43). Further. the study of professions must involve an undentanding of a 

connection between a professional institution and the state. the uitimate source of power. 

After two decades of studying professions. Freidson posits that professionalism is 

underpinned by the central principle that the members of a profession control their own 

work. which is based on a specialized skill and knowledge. As such. professions obtain 

the delegation of state power. An analytic theory of professionalism. yet developed. must 

address the nature and varieties of specialized knowledge. the role of this knowledge in the 

differentiation of work into occupations, and the ways in which that differentiation 

becomes organized. Freidson claims that neither class theory nor organizational theory cm 

rationalize the self-organizing potential of occupations. He also calls for the development 

of a guide for the empincal and comparative study of occupations; one that is created 

systematically out of basic concepts of work. the ways work can be organized and 

controlled, and the institutions required for acquinng and rnaintaining that organization. 

In a recent comprehensive review of the sociology of professions, Macdonald 

( 1995) examines Larson's conceptualization of the 'professional project'. Her 

conceputalization draws on Weber's view of stratification and incorporates his notion that 



the 'project' is pursued in both the economic order and the social order. and the idea that 

specialist and expert knowledge creates an 'opportunity for income'. The state grants to a 

profession a legal monopoly of knowledge-based services. Social mobility and market 

control are viewed as the outcome of the professional project. This project "emphasizes the 

coherence and consistence [sic] of a particular course of action. even though the goals and 

strategies pursued by a given group are not entirely clear or deliberate for al1 the members" 

(Macdonald, 1995, p. 10). The market control aspect of the 'project' is dependent on a 

body of relatively abstract knowledge that can be translated into some practical application. 

A market for services, or market potentid must exist. 

Larson's (1990) more recent work has turned ro the ideas of 

poststnicturdist/postmodernist thinker Michel Foucault. Macdonald ( 1 995) States: 

Foucault's ideas have appeal for the sociologist of die professions because 

his central concern is with the relationship between knowledge and powrr: 

but he tackles it not in the lirnited way to be found in the Anglo-Amencan 

power approach to the professions of, Say. Freidson or Johnson, but on a 

societal scale. His view is that the emergence of modern society was 

accompanied by an epistemic shift from a 'classic' to a 'modem' form of 

knowledge, which is organized into 'disciplines'. (p. 24) 

Larson's attention to Foucault's conceptualization gives way to discussions of 'stmctured 

inequality' and ideology without king bogged down by problematic Marxian economic 

theory, but instead is based on detailed historical study. However, the originality of 

Foucault makes it difficult to situate his work clearly within any sociological tradition. 

According to Macdonald his work is concemed with the body and doctors' relation to it 

through what he calls 'the gaze' (le regard medical) and therefore may be of more interest to 

sociologists of health and illness. Another criticism of Foucault (as a postrnodern thinker) 



rests with the inadequacy of his work as a form of social analysis. Feminist Nancy 

Harstock (1990) States that "despite Foucault's obvious sympathies for subjugated and 

marginalized groups, his analysis of power is limited because it fails to articulate an 

adequate theory of resistance. Foucault does not show how marginalized groups may seize 

power in order to ensure the transformation of social relations" (p. 168). Postmodemist 

iheory is not founded on a desire for universality. Rather, the desire is for pluralism. anti- 

reductionism. heterogenei ty , and contextudism. Postmodernism argues that dl know ledge 

is put into context through its historical and cultural nature (Agger. 199 1) .  As a form of 

social analysis. postmodemism offers little direction in terms of how systematic inequalities 

and oppression are perpetuated in society. In contrast. the basis of feminist theory. the 

belief that ail forms of social oppression are unjust. calls For large-scale social analysis 

( tMcNay . 1992). 

Drspite these limitations. Turner (1987'1 points to Foucault's contribution to ün 

understanding of the connections between discourse. practice. and professional groups. 

This Foucaultian enquiry into knowledgdpower was oqanized around an 

enquiry into the body (of individuals) and bodies (of populations). Foucault 

saw the rnedicai stniggle around the body historically as the origins of a 

biopolitics of populations in modem society. These professional and 

medical discourses evolved in relation to the growth of the surveillance of 

societies through the exercise of discipline over the body and populations. 

In particular, Foucault was concemed to trace the development of a fonn of 

surveillance which he called ' panopticism' through the clinic, the asy hm 

and the pison . (p. 10) 

Foucault's work on the relationship between the discourse of scientific knowledge and the 

enactrnent of professional power, as well as the development of various forms of discipline 



and surveillance offer a theoretical Ramework for the study of meaning. structure, social 

order, and power. In Foucault's view, one's reality never reaches beyond what language 

permits, that is, what we know and what things are depend on how they are defined. He 

argues that knowledge and power are intimately intertwined. Extending this assertion. he 

claims that professional bodies legitimize their social power by creating historical accounts 

(discourse) of their sstablishment as altruistic organizations. Foucault's concepnidization 

of the application of knowledge to the establishment of a profession h a s  been applied, for 

example. by Nettleton ( 1992) in her study of dentistry. Speci fically , Nettleton embraces 

Foucault's assertion that there is a need to see the history of a profession as a component of 

the way in which knowledge was reconstimted in the modem period. In this ligtit. 

Nettleton examines dental techniques and "how a discourse was developed that brought 

about the constitution of the mouth as an object. which is structured by dental practices" 

(Macdonald. 1995, p. 174). In the case of dentistry. the oral cavity becomes an object of 

knowledge. Further, dentistry locates this object in a social space that dentistry defines. 

and by applying 'the gaze', it controls (surveillance) and disciplines this aspect of human 

life. 

In summary, there are several theoretical frameworks for studyin; professions and 

professional development. Although such theories appeÿr to offer cornprehensive analyses 

of professionalism, in reality most are narrowly constmcted components descnbing some 

aspect of development. Abbott (1988) States that "there are wide differences in the 

substance of general theories. in the driving rnechanisms they posit. in the pattern of 

causation they adopt. in the particuiar structures they emphasize" (p. 19). However. both 

traditional functionalist supporters and power perspective authors agree that modem 

professions are a phenornenon of modem industrial society and the capitdist state. 

Structural-functionalist models of professionalism have been substituted by concepts of 

monopolization, power, and control. More contemporary conflict oriented paradigms, 

such as those described by neo-Mmist and Webenan theorists. have forced schoiars to 



consider history and structure, class issues and economic determinants of professionalism. 

Postmodernism offers a new way to theonze and study modem societies. It has a 

connection to social science, especially in the areas of cultural and discourse analysis and 

the sociology of social control (Agger, 199 1).  Turner (1987) suggests that an eclectic 

framework may have utility in understanding professionalization. 

Issues of Professionalism 

An integrated theoretical framework for examining the transformation of 

occupations into professions does not exist. However, individual traditional and 

contemporary paradigms presented in this litenture review offer insights into speci fic 

conceptual issues of professionalism and the attainment of professional status. Broadly 

definrd issues include: the "scientism" of professions, the meaning of prokssional work. 

division of labor and specialization. professional dominance. ideological nature of 

professions, proletaianization of professions. and gendered aspects of professionalism. 

Several of these matters are of particular importance to this study in analyzing the forces 

and barriers underlying the conversion of semi-professions to professions. For the 

purpose of rxploring the transformation of occupations in the hedth care sector. issues 

pertaining to the division of labor, professional dominance and gender. and professional 

work are included in this review. 

Division of Labor 

In the health care sector, the division of labor in professional work is a complex 

component of the study of professionalization. In the researcher's view, this issue has two 

interesting features: it involves a hierarchy and domination of one group over others. Two 

related issues are: (a) whether semi-professions attain functional autonomy within a 



hierarchy of labor, and (b) whether an expanding division of labor in health care will pose a 

threat to monopolies held by dominant professions. Alongside the development of medical 

knowledge and technology in post-industrial society is a proliferation of health care 

occupations. Prior to this tirne, physicians were the prominent occupational group in the 

health care arena. University education and the application of new scientific discoveries 

oave physicians a strong political position for persuading the state to subordinate C 

cornpetitive practitioners to them. Medicine dominates the division of labor in health carc 

because it controls the knowledge base for health crire. The health division of labor can be 

viewed as the articulation of knowledge relationships in a hierarchical form (Willis. 1989). 

Freidson ( 1970) explains the developmen! of the contemporary division of labor in 

health care as exceeding mere technical or functional differentiation. Historical. political. 

social. and economic factors play a part. More specifically. the reiationship between the 

ciass structure and the division of labor in heaIth care needs to be examined. iMost accounts 

of this topic have been based on iui ahistorical consensus perspective and have neglrctrd 

important conflicts between occupations by focusing primarily on the concept of roles 

among occupations (Etzioni, 1969: Moore, 1970). A variety of titles have been created to 

identify members of non-dominant occupations including paramedical. paradental. 

paraprof"essiona1, semi-professional. dlied health care worker, marginal professional. 

lirnited professional. and emerging professional. Generally. these terms refer to 

occupations diat do not possess professional status but rnay have aspirations to achjeve 

such status and have acquired some of the characteristics nomally associated with a 

profession. 

Speciaiization in the health care system has several forms. First. a division of labor 

may evolve between dominant professional groups such as dentists and physicians. In this 

case, dentistry developed independent of panmedical occupations. Second, dominant 

groups rnay experience interna1 segmentation, for example, speciaities within medicine or 

dentistry, such as neurology or penodontology. Third, dlied health occupations may 



develop, for example, dental hygienists, nurses, and physiotherapists. Finally. 

specialization can also occur within paramedical or paradental groups. for example. dental 

assistants and nursing assistants (Blishen, 199 1 ). 

The division of labor in heaith care is a stratified system. Allied health care 

personnel are organized around the work of the dominant profession. Typically, the 

activities of these workers usually include: tasks that have been delegated to them by the 

dominant profession. work which is canied out by prescription from a physician or dentist. 

and varying degrees of supervision. Frequently, delegated tasks are those which are 

considered by the dominant profession to be routine and less challenging to perform, but 

are essential to provide to clients. 

Another factor. in addition to historical and technological developrnents. which has 

contribured to a growing division of labor in health care is the increasing intervention of the 

state in the planning and rationalization of hedth care services. The emergence of some 

paraprofessionals has been prompted by govemment's need to provide hedth care services 

in a cost efficient and organized manner. particularly in bureaucratie settings such as 

hospitals. Attempts have becn made to substitute less expensive care provided by suitably 

educated health personnel such as nurses and dental hygienists. In recent times. human 

resource substitution has achieved greater importance. However. although dominant 

professions such as mrdicine generaily support the idea of a varirty of health personnel 

delivering service. they remain concemed that these personnel do noi interfere with their 

occupational jurisdictions and professional dominance. Therefore. both the professions of 

rnedicine and dentistry "continue their efforts to maintain their legdly and institutionally 

sanctioned monopoly of their practice by limiting the roles of personnel closely associated 

with hem in their practice" (Blishen, 199 1, p. 94). Very few paraprofessionals practise 

inde penden tl y from dominant professional groups. Legislative acts entrenc h the power and 

authority of dominant professions. Dominant professions are influentid in determining 

whether authorized activities are recognized as an occupational specialty. In medicine and 



dentistry. where the division of labor is expansive and the rnajority of service is provided 

by other health personnel, physicians and dentists retain ultimate controUresponsibility over 

the relationship between health personnel and clients. 

As mentioned previously, two issues related to the division of labor in health care 

involve opponunities for functional autonomy for emerging occupations. and a response by 

medicine and dentistry of carefül protection and safeguarding of their dominance in the 

health care system. The hierarchy in the division of lnbor bestows on physicians and 

dentists greater prestige than that held by allied hedth care personnel. Similarly. a 

hierarchy of prestige exists for paraprofessionals. For example. in nursing. registered 

nurses enjoy greater prestige than do nursing assistants. licensed practicd nurses. or 

orderlies. The first element in the division of labor is represented by a s h q  contlict which 

arises with the growth of new occupations that may be capable of üchieving functional 

autonorny. that is, the delivery of health services independent of medical or dental 

supervision. Clinical psychologists. for example. were successful in acquiring 

independent practice from physicians with the exception of being able to prescribe drugs 

(Freidson. 1 970). Functiooal autonomy generall y re fers to non-supervised. independent 

practice and the ability to sustain such practice by recruiting clients on a non-referral basis. 

Freidson assens that the potential for conflict is ripe when health occuparions hold sorne 

degree of autonomy and the nature of their professional work overlaps with the work of 

physicians. Not only do new health occupations expenence resistance from established 

professions that engage in restrictive cornpetition, but they may also encounter resistance 

from one another. For example, dental hygienists may be reluctant to permit training for 

dental assistants in an area which has exciusively been the occupational temtory of dental 

hygienists (e.g., the removal of hard deposits from the teeth by means of instrumentation). 

A second feanire of the division of labor in health care is the phenornenon of the 

domination of health care by medicine. It is well documented that. in Canada, there has 

been a proliferaùon of health care occupations over the past several decades. The question 



is whether an increasing division of labor in the health care system has had or will have a 

negative impact on the dominance of the medical profession? Willis (1989) States that 

medicine dominates the health division of labor economicdly, politically. socially and 

cognitively. Medical dominance is enforced at three levels: dominance over its own work. 

over the work of others, and in the wider health sphere. Dominance at the first level is 

referred to as autonomy and means that medicine has an exclusive right to practise. and the 

profession is not accountable to other hedth occupations. The second level denotes a 

relationship of authority and involves supervising and directing the work of others. At the 

highest level. dominance is signifïed by the term medicd sovereignty. a concept Zola 

(1986) describes as medicine's unique ability to act as an institution of social control. and 

succeed in medicalizing our everyday lives. 

Willis (1989) daims that the development of the division of labor in health care 

which results in professional dominance is intirnately connected to political and econornic 

factors including activities of the capitalist state. Applying a neo-Marxist framework. 

Willis identifies three elements of the division of labor in the health systcm related to 

professiondism. First, he draws a distinction between infomal unpaid health workers. 

usually family members, volunteers and often wornen, and fomally paid workers in die 

division of labor. Willis is critical of the untheorized study of the relationship between paid 

formal work and unpaid in formal work. Second, Willis di fferentiates between the division 

of labor as one which is either negoiiated or imposed. Negotiation of labor involves an 

agreement between organized occupations of the specific allocation of tasks in heaith care. 

However, in an imposed division of labor, boundaries for formai task differentiation and 

negotiation exist. Larkin ( 198 1)  adds that self-regulation through licensure and certification 

contnbutes to the continuity of a medically imposed division of labor. Through this 

regulatory process, boundaries for scope of practice and licensed acts are clearly defined so 

that one occupation may not encroach on the junsdiction of another. Third, the division of 

labor in health care has k e n  characterized by increasing capital and labor intensiveness. 



Generally speaking, the development of new technology has provided the impetus for the 

development of new occupations. 

Willis ( 1989) identifies two definite historicd processes of differentiation. The first 

is referred to as horizontal specialization or segmentation which exists within dominant 

protèssions such as medicine, and results in specialties. A sometimes undesirable 

consequence of specialization for a dominant profession is that it  may have difficulty acting 

in ri collective frishion with a non-uniform political strength. The second process is trrmed 

vertical specialization and is more relevant to the study of the hierarchical structure in the 

division of labor in health care. Two factors have intluenced this process: sub-professional 

dominance and seccndary deskilling. Sub-professional dominance occurs when a 

dominant occupation chooses to pass on routine mundane work tasks to a subordinate 

occupation ai a lower level on the hierarchy. In some instances. such occupations rire 

created specifically for this reÿson. The creation of dental hygiene in the earl y l9OOs serves 

as a classic example of this fom of specialization. Historically, the occupation of dentd 

hygienç was established for the specific purpose of providing orai prophylaxis and hedth 

instruction to children because dentists were not content to limit themsehes to one task 

(Motley. 1986). Nursing serves as another example of an occupation created to provide 

care to clients while physicians provided cures for illness. Secondnry deskilling results 

when certain health occupations are legaily prevented from canying out some tasks which 

are deemed to be the exclusive temitory of the dominant profession. For example. 

optometrists cannot legally diagnose ocular pathology which is the exclusive purview of 

ophthalmologists. 

The division of labor in heaith care has become highly complex and specialized. 

The sophisticated and highly technical nature of health care has created a systern whereby 

care is provided by a wide variety of personnel. Although the modern division of labor in 

health care is complex, it is highly organized and strucnired. A hierarchy exists with low 

statu occupations near the bottom of  the hierarchy, marginal occupational groups in the 



middle, and the dominant profession of medicine at die pinnacle. With the exception of 

dentistry, the only health occupation that is tmly autonomous is medicine. It has the 

authority to direct and evaluate the work of others, but is not evaluated by others itself. Its 

autonomy is sustained by the dominance of its expertise in the division of labor in health 

care (Freidson, 1986). While many occupations may possess features such as dedication 

to service, cornmitment to work and formal education, the dominant profession has a 

unique structural relationship to the division of labor. The difference between a 

subordinate profession and a dominant profession is the existence of a hierarchy of 

institutionalized expertise. Physicians enjoy both an occupational monopoly and a position 

of dorninmce over related and adjacent occupations in the health care division of labor. 

Although today there are various competing occupations aspiring io higher professional 

status that may have varying degrees of functionai autonomy and independence from 

dominant groups. the profession of medicine has manqed to maintain its dominant 

position at the helm of the health care system. It does so through a variety of economic. 

political. social. cultural. legal. and ideological mechanisms, in addition to several modes 

of domination. 

Professional Dominance and Gender 

The phenornenon of professional dominance is an important element in any analysis 

of the transformation of an occupation to a profession, since it represents a significant 

bmier for most occupations wishing to professionaiize. Professional dominance is closely 

related to the division of labor in the health care system. Turner ( 1987), wnting from a 

Mmist perspective, defines medical professional dominance as: 

a set of strategies requiring control over the work situation, the institutional 

features of occupationai autonomy within the wider medical division of 



labor, and finally occupational sovereignty over related occupational 

groups. This medical dominance funher involves a pnvileged location 

within the geneial class structure of society. (p. 141) 

Three modes of professional dominance cm be examined in relation to semi-professions: 

subordination. limitation. and exclusion (Turner. 1987; Willis. 1989; Blishen. 199 1 ). 

Modes of domination in the case of the emergence of specific heolth occupritions occur in 

relation to social and historical factors. An emphasis in this section will be on the mode of 

domination known as subordination, and gender related issues. 

Subordination. as a rnethod of domination, is closely associated with the vast 

majority of occupational groups found in the hierarchy of the division of labor in the health 

system. It depicts a situation where the nature and activities of occupational practice are 

dictated by the dominant profession. The occupation itself hüs no (or minimal) 

independence in its work. little autonorny and probably few self-reguiatory powers. Such 

occupations work under the direct control of' the dominant profession. Examples of 

subordinated occupations include midwifery, nursing, and denrd hygiene. Eûch of these 

occupations is dissatisfied with its occupational status in the hierarchy of the division of 

labor and is engaged in professionalization. 

A cornmon analytical tool to be considered in examining the subordination of these 

particular health occupations is gender. The predorninantly female character of these 

occupations presents unique theoretical considerations. Neo-Marxist feminists argue that. 

in the traditional household, women cheapen the costs of labor by their domestic work. and 

patriarchy in the household is hinctionally relevant in a capitalist society. in  the hedth care 

division of labor, this work is reproduced by women as they continue to function in 

subordinate positions in the workplace. prirnarily to reduce the costs of labor in hospital 

and clinic settings. Feminist theory argues that "nursing is par excellence an exarnple of 

wornen under ideologies which assen the naturalness of nursing as a feature of the fernale 



personality. Women are exploited as nurses because they are socialized into a doctrine 

which equates nursing with mothering and sees the hospital ward as merely an extension of 

the domestic sphere of labor" (Turner, 1987, p. 149). Neo-Weberian theory integrates the 

element of gender with the concept of a demarcationary closure strategy. Demarcationary 

strategies are rnechanisms of inter-occupational control concerned w i th the monitoring and 

regulation of the work of related occupations in a division of labor by a dominant 

profession. Such strategies involve the control of boundaries between occupations. Win 

(1992) emphasizes the importance of demucationüry closure strategies in understanding 

how inequitable grnder relations are developed and sustained wi thin an occupational 

hierarchy in the health division of labor. She States: 

Gendered strategies of closure tum not upon exclusion. but upon the 

encirclement of women within a related but distinct sphere of cornpetence in 

an occupational division of labor and. in  addition. their possible (indeed 

probable) subordination to male-dominated occupations. The concept of a 

gendered strategy of demarcationary closure directs attention to the 

possibility that the creation and control of occupational boundaries and inter- 

occupational relations may be crucidly mediated by patriarchal power 

relations. (Witz. 1992. p. 47) 

Witz claims that thz institutions of a traditional and modem patriarchal society sustain the 

institutionalization of male power and pnvilege within the health care division of labor 

between medicine and related occupations such as nursing. 

The sociological study of nursing has reveaied a history of structural. ideological, 

political, patriarchal, and economic issues associated with its subordination to medicine. 

Studies of nursing in the rnid 1950s exarnined the histoncal evolution of nursing during the 

early part of the twentieth century as a suitable secular occupation for unmarried women. A 



spiritual emphasis was dso placed on the ability of women who nursed children to nurse 

the il1 (Turner, 1987). At this point in history, a view of men as being connected to 

leadership placed the perspective of nursing in a subordinate position. Medicine was male 

dorninated and male physicians were seen to be responsible. The patriarchal situation 

surrounding the emergence of nurses established an ideology of a connectivity between 

women. mothering and nursing which has dorninated the past century and hampered 

nursing's professional growth. The study of nursing as an emergent profession hiis also 

ken  intimately connected to an examination of Florence Nightingale as a destructive force 

or historicd impediment to nursing's occupationai developrnen t. Nigh tingaie's Victonm 

values were transmitted through her staunch attitudes and beliefs in the subordinate position 

of nurses to physicians. Her refusal to support the registration of nurses funher entrenched 

the notion of nurses as subordinate. semi-professionals whose low position and status in 

the division of labor was to persist for the next century. 

Several contemporary studies of nuning and its domination by rnedicine have neo- 

Mmist/feminist orientations. Modem theories have moved beyond issues of rnorality and 

professional standing to consider conflict perspectives such as power. class. and hierarchy. 

Turner ( 1987) States: 

One problem for nursing as a profession is its subordination to the medical 

profession so that nurses in theory merely execute decisions d v e d  at by 

doctors. Nursing is subordinated within the technical division of labor 

surrounding rnedicine and the development of specialized educational 

programmes for nurses has not significantly improved their status in the 

medical hierarchy within the hospital context. Nurses suffer in particular 

from the dilemmas of professionalism versus bureaucracy, since within the 

hospital context it is often dificult for them to exercise initiative and 

autonomy. (p. 149) 



Freidson ( 1970) extends Turner's thesis by arguing that nursing's lack of control over its 

work is its major barrier to achieving professional status. In Freidson's view, modem 

nursing is an incompletely closed occupation in a state of change. Nursing is seeking to 

develop and establish new professional work in the area of nursing administration, and 

establish a distinct cognitive base for nursing practice, in order to institute functional 

autonomy apart from medicine. 

The sociology of dental hygiene is not as well documented as is the case of nursing. 

However. the subordination of dental hygiene to dent i s t~  follows some of the same 

patterns as nursing to medicine. Preventive dentistry. the backbone of dental hygiene 

practice. was Arst recognized in the mid 1800s. In 1902, an American dentist. Dr. C. M. 

Wright suggested to his colleagues that a subspecialty of dentistry be created in order to 

allow educated, refined women to be trained in the cleaning of teeth and massaging of 

gums. These practitioners of preventive dentistry were to be educated in dental schools and 

would be certified upon completion of their training. Amendments to the Connecticut 

Dental Practice Act in 1907 resulted in the legal recognition of the health occupation of 

dental hygiene, and the establishment of the first formai education prograrn in 19 13 by Dr. 

Alfred Fones in Connecticut (Motley, 1986). Fones was the first person to consider the 

usefulness of dental hygienists working in public health settings. in addition to private 

practices. He believed that wornen trained as dental hygienists were suitable for providing 

prophylaxis and oral health instruction to children: that women would be content to limit 

their energies and ski11 to providing one fom of treatment. Fone's view of dental 

hygienists as women who possessed certain attributes which made them suitable for 

conducting the work of oral prophylaxis still prevails among segments of organized 

dentistry. Today, resistance to the expansion of dental hygiene work beyond preventive 

practices is based on dentistry's insistence that Fone's original conception of a dental 

hygienist is still appropriate in today's society in spite of changes in oral health needs, the 



increased level of 

hygiene practice. 
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education of dental hygienists, and technological advances in dental 

In short, historical and structural similarities in the development of the nursing and 

dental hygiene occupations involve occupational and patriarchd subordination. lack of 

autonomy and control over work, and gendered power imbalances which prevent these 

occupations from achieving professionai independence. However. one feature of the 

organization of dental hygiene work intensifies the subordination of this occupation to 

dentistry. In no other health care environment do individuals work as closely together in 

the clinical setting as dental hygienists and dentists. Whereas the majority of nurses work 

in institutional settings. most often in the physical absence of physicians. dental hygienists 

are employed p n m d y  in the private offices of dentist employers. in imrnediate proximity 

to one another. The structure of this working arrangement has historically created a 

situation where. in general. dentists have constant. direct control over the work of dental 

hygiene practitioners. with the exception of community heülth and education settings. 

Changes in oral health needs. practice patterns. dental technology. and the 

rducational qualifications of dental hygienists; shifting patterns in the regulation of dental 

hygiene: greater consumer awareness: and an increased desire by dental hygiene for greater 

independence have led to breakdowns in the interrelations between dentistry and dental 

hygiene. As the organizational structure and practice of dental hygiene are evolving. 

atternpts by dental hygiene io alter traditional, controlled, dominant relations between the 

occupations have been met with resistance and rigid opposition from dentistry. Further. 

Blishen ( 199 1 ) views dental hygienists as a cornpetitive market threat to dentists. Dentists 

dominate the market in tenns of oral hedth services. With the exception of denturists who 

may provide a lirnited specific form of dental treatment directly to the public. dentists 

control the public market for services, in addition to regulating, dominating and having 

üuthority over allied dental personnel in most jurisdictions. If organized dentistry perceives 

dental hygiene as encroaching on a portion of this economic market, deniistry's response 



will be to establish further barriers to this encroachment through mechanisms of deskilling 

and increased regulation of dental hygiene. 

Structural relations between occupational groups, as characterized by methods of 

domination. are an important feature of the study of modem professions. Such analyses 

contribute to our understanding of the position of vanous health professions in the division 

of labor and the control which dominant professions cm exercise over related occupations 

in the form of subordination, limitation, and exclusion. An equally relevant. but often 

neglected. element in the literature on professions is the impact of gender relations on 

professional development. In the case of predominantly female occupations striving for 

professional autonomy. gender issues often present insurrnountable barriers. Male 

dominated professions such as medicine and dentistry historically positioned women in 

subordinate roles within the health care system. Patriarchal powers in the workplace 

continue to tlourish. preventing occupations such as nursing and dental hygiene from 

gaining professional autonomy and escaping traditional su bordinate roles. Although thesr 

occupations have made some gains in their professional endeavors to establish a structural 

link between education and occupational activities. the gendered notion of professions acts 

as an impediment to achieving full professional status. 

Professional Work 

Professional practice and professional work must be examined within the context of 

broader societal and occupational issues. What is it about professional practice diat ailows 

a professional person to have a privileged position in society and in the suata of labor? In 

particular, how does the work of established health professions influence inter-professional 

relations? The nature of professional practice opentes at two levels. At a micro or 

individual level, professionals interact with and provide services to clients. The 

professional/client relationship has been influenced more recently by several factors 



including: the dernands and needs of the client, consumer awareness and powers, an 

increase in community participation and govemment intervention in health care delivery, 

and the growth of allied and related health specialties. At a macro or oqanized level, 

professionals have relationships within the heaith sector and with govemment. 

Professional practice relationships within the health care sector are defined by the legitimate 

boundaries of expertise. In health care, physicians have the widest range of expertise. The 

actual work of health professionais is said to have both objective and subjective elements; 

both art and science (Abbott, 1988). 

The constituents of professional work have been studied by more recent theorists of 

professions. Willis ( 1989) describes two pnmary features of professional pr~ctice: science 

and ideology. Technology is created to be congruent with capitalist modes of production. 

Ideologicall y speakin;. pro fessionals use types of know ledge other than science. Freidson 

( 1970) argues that professionals, physicians for example. form knowledge based on their 

own clinical experiences (a type of empiricism) and use this knowledge as the basis for 

decision making. If the ideology (art) of clinical practice is viewed as having n material 

reality. then al1 aspects of professional practice rnay also be ideological practices. For 

example. physicall y examining clients, communicating w ith them, and issuing 

prescriptions may dl have ideological elements (Willis, 1989). The twentieth century 

notion of science as uuth has given legitimacy to medical practice and in tum this practice 

has become authoritative and hegemonic. The ideology of rnedicine associated with its 

daim of effective therapeutic care has also given legitimacy to medical dominance. An 

increasingly complex technological and bureaucratic society has led to the medicalization of 

daily living and reliance on the expertise of physicians to direct not only health rnatters, but 

also the social and cultural aspects of people's Iives. Medicine's involvement in this regard 

appears to exceed the legitimate boundaries of the profession's expertise. 

Abbott's (1988) malysis of professional work moves from a critique of the 

structural elements of practice to consideration of the impact of professional tasks on inter- 



professional relations. Therefore, Abbott's conception of professionai work has utility in 

understanding occupationai issues between emergent professions and established 

professions. Abbott argues that as professions compete with one another by taking over 

each other's tasks, it is necessary to understand how professional work comprises these 

tasks and how this process makes one occupation more vulnerable than another. A basic 

device of inter-professional cornpetition is that professions rnay use their abstract 

knowledge to reduce the work of rivals to ri version of their own. Problems related to 

professional work may be either objective or subjective in nature. Objective problems are 

created by natural or technological imperatives. Subjective problems are derivsd from 

cultural rlements. Professional trisks that have objective qualities resist reconstruction. 

Jurisdictionai claims are usually associated with the objective foundations of professional 

work such as technology and expert knowledge. 

A professional task having subjective qualities is defined by the profession which 

h a  jurisdiction over a particular task. To examine the subjective qualities of jurkdictions 

one must identify the mechanisms of professional work itself. Culturally speaking, the 

jurisdictional claims that create the subjective qualities of a task have three elements: 

diagnosis. inference and treatment. In theory, these are the threr acts of professional 

practice. Diagnosis involves the classitkation of a problem. Inference uses the 

information of diagnosis to develop a range of treatments with predicted outcornes. The act 

of inference has greater subjectivity than diagnosis or treatment, and as such. has quaiities 

that make a profession's own work more or less accessible to cornpetitors. 

Like diagnosis, treatment imposes a subjective structure on the problems with 

which professions work. The treatment system is organized around ordinary cases that 

make up the bulk of professional work and for which professions have purely conventional 

treatrnent solutions. Routine treatment is often delegated to subordinates to carry out. For 

example, nurses deliver the rnajority of primary care to clients within the health care 

system. This son of activity may be perceived as making the professional jurisdiction of 



medicine vulnerable because nurses are capable of providing medicai treatment which has 

become incorporated into nursing practice. Dentai hygienists are delegated by dentists to 

carry out work tasks making up the majority of preventive oral therapy regimes. However, 

in the cases of both nursing and dental hygiene. the work of these semi-professionals is 

authorized by dominant professional groups, thereby minimizing cornpetitive and 

jurisdictional vulnenbility. 

Professional vulnerability with respect to work may also bs subject to the effisüq 

of treatment, cost of treatment. the rneasurability of results. and the acceptability of 

treatment to clients. In terms of the efficacy of treatment, the failure of treatment tc produce 

successful results may make a jurisdiction vulnerable. In the case of health care. the cost of 

treatment is not only of concem to the public being served by health professionals. but also 

to pvemments and other agencies who subsidize the costs of health services. More 

recently. such concems related to health care are receiving some attention from insurers of 

henlth care and provincial govemrnents in Canada (B  lishen. 199 1 : Freidson. 1994: Wal by 

& Greenwell. 1994). The use of dlied health professionals in the provision of care is 

known to reduce escalating costs. and in some cases may present a jurisdictional thrent to 

sorne professions. Professions can price themselves out of markets. In the case of curent 

practice by nurse practitioners and independent dental hygiene pnctitioners in the United 

States. the jurisdictional monopolies held by medicine and dentistry appear to be 

untamished at this point in time (Blishen. 1991). However, denturists have ken  

successful in establishing independent practices and providing lirnited dental services 

directly to the public at affordable prices, thus infringing on dentistry's sole monopoly on 

the delivery of dental care (Hazelkom & Chnstoffel, 1984). This encroachment by 

denturism into dentistry's jurisdiction has resulted in a long and continuous political and 

legd battle between these occupations. The denid profession's resistance to such practice 

outside the control and authority of dentists is well documented. 



Abbott (1988) argues that too littie professionai inference often results from a 

pattern of routinization. In professions. whole procedures or certain skills frequently are 

routinized. That is. a procedure is composed of steps which are repeated in a precise 

fashion each time the procedure is undertaken. In some cases. such procedures are 

delegated to subordinates to cany out. For example, dentists delegate routine clinical 

functions to dental hygienists. Abbott contends that when routine tasks are not delegated 

they are "an obvious target both for poacching by other professions and for compulsory 

deprofessionalization by the state" (p. 5 1 ) .  Too rnuch inference can also makc a profession 

susceptible to jurisdictional invasion by other professions. While a profession rnay 

successfully demonstrate the efficacy of a treatment, a profession that is purely esoteric will 

have difficulty showing the cultural legitimacy of the basis for that efficacy. In short. an 

occupation that utilizes minimal inference makes its work seem not wonh 

professionalizing. Excessive use of inference makes it difficult for a profession to 

legitimize its work. It is evident today that in both nursing and dental hygiene curricula. 

problem solving and criticai thinking skills related to the inferential component of 

professional work are being emphasized in an attempt to develop the non-routine aspects of 

practice (Cameron & Pales, 1985; Chaska. 1990). In the situation of either too much or 

too little inference. professional jurisdiction may be weakened. 

Professional work is directly related to a system of knowledge that formalizes and 

legitirnizes the skills which comprise this work. Abbott claims that professions develop 

abstract, forma1 know ledge systems and that these sys tems affect profess ions' 

jurisdictions. The objective and subjective characteristics of professional work determine 

the vulnerability of such work to intrusion or encroachment by other professions. The 

professional practice components of diagnosis, treatment, and inference create an 

association between a profession and its work. The features of professional work 

influence the dimensions of inter-professional cornpetition and can result in jurisdictional 



weakness. A profession's jurisdictional claims are strengthened by its formal knowledge 

system and its cultural legitimacy. 

Summary 

The mid-twentieth cenniry witnessed a shift in the theoretical framework for 

studying the phenornenon of professions. E x l y  theones of prcfessions xose to describe 

the "ideal type" profession. Medicine was defined as the archetype profession and was 

sociologically dissected in order to document its salient features. Minimai integration of 

historically relevant variables occurred in theory developrnent. with littie reference to 

intluencing variables such as economic. social. political. and Irgal factors. Occupations 

with aspirations of brcoming professions set out on a pah to acquire cenain professional 

attributes. Although occupations such as dentistry and law have established professional 

status. numerous other paraprofessions. having embarked on a long course of 

professionalization. have failed to achieve professional autonorny. Characteristically. 

professions are conceived of as being engaged in prolonged periods of rducation and 

possessing ethical standards. Numerous other denved characteristics fiow from these 

primary or core traits. Professionalization is sometimes viewed as a process with an end 

product of professionalism. Occupationai growth may be conceived as the anainment of a 

position dong a professionalization continuum. However. traditional theorirs of 

professions have failed to capture both conceptual and prapmatic explanations for the 

success of some occupations to professionalize and not others. Recent literature on the 

history and development of modem occupationai groups continues to cite early trait and 

Functionaiist theories as critical to professionalization efforts. 

Contemporary paradigms of the system of professions have increased our 

explanatory and anaiytical powers to contemplate the question of professional 

transformation. Confiict perspectives, informed by neo-Marxist and neo-Weberian 



theories, have provided an analysis of modem professions relative to history, class and 

structure issues, and economic determinants. Modem critiques have placed the 

developrnent and gowth of professions within the context of broader societal factors and 

events. In most recent times, theorists have recognized the relevance of gender politics in 

relation to the growth of professions. the division of labor and professional projects. Some 

authors suggest that class and gender issues are integral to the study of professions. 

Professionalism is a successful ideology and the assertion of power over other 

occupations. as well as privileged acceptance by the state and society at large. There is no 

standardized or unilateral process of professionalization which may be universally applied 

by rispiring professions. Deviations in govemment and public suppon will affect the 

control and institutionalization of various professionai activities. The transformation of 

semi-professions to professions does not take a static form and will be influenced by both 

impeding factors and forces which facilitate professional growth. Fulton ( 1988) refers to 

the role of exogenous and endogenous variables in this regard. Exogenous variables are 

those which liugely lie outside of the control of a particular occupation, such as the form of 

govemment intervention in the activities of interest to the group. public perceptions of the 

group. the source of incomes for members of the group. and the history of government 

relations. Endogenous or more controlled variables include: the organizational structure of 

the group (formai association): the type and effect of appropriate professional services; to 

some extent, the type and length of formal education requirements; and the degree 

cohesion within the group. 

Some marginal professions may never achieve the professionai stanis held 

occupations such as dentistry or medicine, but they may achieve some degree 

professional autonomy and self-regulation allowing hem to control their own work, but 

not necessarily sharing the sarne level of prestige and status ascnbed to full professions. 

Such a situation would shift subordinate, dependent occupational groups to a position of 

lirnited professional autonomy. Occupational barriers such as restrictive political and legal 



powers, minimal economic and human resources, poor organizational structure, lack of 

public and state support for a market for services, and a lack of a distinct ideology will 

hinder professional growth. 

The complexities of the structure and organization of professions and their relations 

in broader societal contexts prevent us from being certain or making predictions about the 

fate of various occupational groups. However, the theoretical paradigms and conceptual 

issues presented in this review have enabled the resexcher to have a p a t e r  criticd 

understanding of this phenomenon in modem society. While emly theories have utiiity in 

describing the comrnon traits associated with professions and their functional role in 

society, contemporary models have deepened and bmadened socioiogical analyses of the 

transformation of professions and the transition from novice to professional expert. In the 

nsxt section. an rxarnination of the historical development of dental hygiene. the 

rducational basis of the occupation. its hierarchical position within drntistry. its 

oqanizational structure. regulation issues, and the working conditions of its mernbers 

contribute to the investigator's understanding of the professionalization and acculturation of 

dental hygiene. Analytical constructs informed primarily by modem theories of 

professions will be considered in light of the historical and occupational development of 

dend hygiene. Such constructs include, for example. professional dominance and 

subordination, and the gendered nature of professional work. 

Occupational Development of Dental Hygiene 

Developrnent and Growth of Dental Hvaiene 

The health occupation of dental hygiene was given legai recognition in the United 

States in 1907. It was proposed that dental hygienists be employed by dentists in private 

practice, or that they provide preventive dental service in their own offices, or at the homes 



of patients (Motley, 1986). Dr. Alfred Fones. the first dentd hygiene educator, believed 

that women trained as dental hygienists were suitable individuals for cleaning children's 

teeth. In a paper read before the National Dental Association in 19 1 1, Fones stated: 

1 believe the ideal assistant for this work to be a woman. A man is not 

content to limit himself to this one specialty, while a woman is willing to 

confine her energy and ski11 to this one form of trcatment. A woman is apt 

to be conscientious and painstaking in her work. She is honest and reliable. 

and in this one fom of practice. 1 think. she is better fitted for the position 

of prophylactic assistant than is a man. (Motley, 1986. p. 25 j 

The gendered nature of dental hygiene work and the subordination of members of the 

dental hygiene occupation to rnembers of the dental profession became established at the 

tirne of dental hygiene's inception. These two critical factors. cntrenchrd within the 

patriarchal structure of dentistry. initiated the chronic subservient role of dental hygienists. 

which continues today. 

The numbers of licensed dental hygienists grew slowly, but stendiiy, in the United 

States. The professional association of dental hygiene. the Amencan Dental Hygienists' 

Association, was formed in 1914. By the end of World War II in 1945. dental hygienists 

were recognized by 48 states. Seventeen dental hygiene education prognms had k e n  

established. Over the next 30 year perîod, the occupation of dental hygiene continued to 

develop as evidenced by an expanding scope of practice, an increase to 200 programs in 

dental hygiene. and recognition by al1 states of licensed dental hygienists (Motley. 1986). 

The stimulus for the establishment of dental hygiene in Canada originated in the 

public health sector in the late 1940s. Employment opportunities for dental hygienists in 

private practice settïngs followed soon after. Legislation pertaining to dental hygiene as a 

heaith occupation was first developed by the Ontario government in 1947. The last 



province to adopt legislation was Newfoundland in 1968. The registration of Canada's 

first dentd hygienist occurred in 1949. The greatest growth in the numbers of dental 

hygienists occurred in the 10 year period between 1975 and 1985, when over 70% entered 

the workforce. This growth was attributed to a rise in preventive oral health practices and a 

corresponding need and demand for greater numbers of dental hygiene practitioners to 

provide preventive care to clients. Numerous dental hygiene programs in centrai Canada 

were established during this period (HeaIth and Welfare Canada. 1988). Canadian dental 

hygienists form a homogeneous population with almost no variation in age (70-30 years 

old) or gender ( 9 8 4  are femaie) (Johnson, 1989). More than 904 of Canada's 13,500 

dental hygienists are currently licensed to practise dental hygiene (S. VanWart. persona! 

communication. May 12. 1999). 

The first Canadian diploma program in dental hygiene was Iounded in 195 1 ar the 

University of Toronto. The Canadian dental hygiene population has grown steadily since 

its official beginning in 1949. The mid-1970s witnessed phenomenal growth in the 

establishment of 15 community college-based dental hygiene programs in Ontario and 

Quebec to produce adequate numbers of health personnel to meet increasing demands for 

preventive dental hygiene services and address problems of dental hygienist undersupply in 

central Canada (Health and Welfare Canada. 1988). More than 750 per year graduate from 

dl Canadian programs in dental hygiene (Health Canada, 1992: S. Matheson, personal 

communication, May 10. 1999). Basic dental hygiene rducation programs are normally 

two years in length. with some being three years in length. Academic admission 

requirements Vary across the country from completion of high school to one year of 

university education. Education in extended dental hygiene care, and continuing education 

varies from province to province (MacDonald, 1988). 

In the majority of cases, responsibility for the development and implementation of 

dental hygiene cumcula rests with dental hygiene educators. In some instances, dentd 

educators (dentists) contribute to cumculurn planning and provide instruction to dentai 



hygiene students. This usually occurs in university settings where dental hygiene 

programs are housed within dental faculties. Participation by dental educators in dental 

hygiene education is recognized generally as enhancing the quality of such education. 

However. there is increasing evidence that where diploma level dental hygiene programs 

are located within dental faculties. these programs are given low priority, and are being 

ihreatened with closure due to diminishing institutional resources. In the case of recent 

baccalaureate and rnasten level prograrn closures in the United States, dentd hygiene 

leaders and educators attribute this to organized dentistry's ability to influence the continued 

subordination of dental hygiene in educational settings. Such closures curtail the growth of 

dental hygiene research and scholarship. and the cultivation of leaders. As well. these 

closures prevent the expansion of an educational foundation which is necessary to support 

a growing interest in non-traditional (autonomous) dental hygiene practice. Subordination 

is the highest level of dominance that one occupation can exert over another. In the 

researcher's virw. dentistry's efforts to suppress the growth of dental hygiene education 

beyond an undergraduate degree level is consistent with its attempts to prevent the self- 

regulation of the occupation. If such efforts are successful, dentistry would maintain 

direct. authoritative control over the educaiion, practice and regulation of dentd hygienists. 

which would prevent dental hygiene from establishing a legitimate occupational jurisdiction 

and achieving functional autonomy. 

Between the years 195 1 and 1968, four university based dipioma programs in 

dental hygiene were initiated in Canada. Presently, 27 diploma progams are recognized by 

the Commission on Dentai Accreditation of the Canadian Dental Association: three are 

located in universities and 24 in community colleges. The majority of Canadian dental 

hygienists graduate from Canadian programs. A 1987 census of Canadian dental 

hygienists revealed that approximately 57% of dental hygienists attended college-based 

education programs, and 3 8 % have completed universi ty-based prognms (JO h nson , 

1989). A baccalaureate prograrn in dental hygiene, established in the early 1980s. is 



offered at the University of Toronto. The University of British Columbia began a degree 

program in dental hygiene in the fdl  of 1992. The University of Manitoba and the 

University of Aiberta have received approval for the establishment of baccalaureate 

programs. and are presently seeking funding to implement them. These baccalaureate 

programs are designed to meet the need for formally qualified dentai hygiene educaton. 

researchers. and senior level managers in community hralth settings. government, and the 

dental industry. 

The development of organized dental hygiene in Canada began in the early 1960s. 

more than a decade after the first dentrl hygienist was registered to practice. Ail provinces 

have professional associations of dental hygiene. The larger provincial associations have 

component societies. Ten provincial constituent member associations comprise the formal 

structure of the Canadian Dental Hygienists' Association. the national body representing 

Canadian dentai hygienists. The Canadian Dental Hygienists' Association was officiaily 

constituted in 1965 and incorporated in 1985. Its voluntq rnembership is approximately 

65% of the total Canadian dental hygiene population: non-voluntary is 50%. that is. in four 

provinces membership is mandated through licensure requirements. 

The regdation of dental hygiene in Canada is an area of increasing concern for 

dental hygienists. Issues such as supervision requirements. portability, or the ability of a 

dental hygienist licensed to practise in one jurisdiction to practise in another jurisdiction 

without further examination. and self-regdation are presently being addressed by 

govemment and by provinciaVnationai dental hygiene organizations. The means of 

regulating eligibility for dental hygiene practice are registration and licensure. Licensure is 

a form of statutory control, while registration is a non-statutory endorsement of cornpetence 

by an occupational group. Blishen (1991) argues that "state recognition of health 

occupations through licensure and certification gives them not only a high degree of 

occupational control, but also a clear recognition that they have a distinctive role to play in 

the delivery of health care" (p. 98). Dentistry acknowledges the importance of the role of 



dental hygiene in oral health care, but is insistent that this role be guided and controlled by 

the dental profession, at the legislative level and within the workplace. This type of 

professional dominance pemits dentistry to control the division of labor in oral health care 

and to direct the work of dental hygienists and other dental personnel. thereby, fortifying a 

hierarchical structure in which dentistry is positioned at the pinnacle. Dentists enjoy an 

occupational monopoly over related occupational groups in this division of labor. 

In five provinces in Canada. dental hygiene has self-regulatory status. Dental 

hygienists in Quebec were first granted such status in 1975, followed by Ontario in 1987. 

Alberta in 1990, British Columbia in 1994. and Saskatchewan in 1997 (Health & Welfare 

Canada. 1988; Smith, 1991: Glassford, 1994: Whelan, 1998). More than 90% of 

Canadian dental hygienists are entnisted with the govemance of their profession. with 

responsibility for licensing, standards of education. continuing cornpetence of members. 

quality assurance. complaints, and discipline measures (Wood. 1992). The regdation of  

dental hygiene in al1 other provinces ruid two temtories is controlled by dental boards 

which are also the regulatory agents for dentists. These dental boards are comprised of a 

majority of dentist representatives, a token number of lay representatives, and typically one 

dental hygienist member. Manitoba alternates representation between dental hygienists and 

dental assistants. Prince Edward Island, the Yukon and Northwest Temtories have no 

dental hygienists included on the boards which govem dental hygiene. At present, dental 

hygiene associations in Manitoba and Atlantic Canada are engaged in efforts to achieve self- 

regulatory status. In some instances, reviews of provincial health legislation have 

facilitated these efforts. However, self-regdation does not necessarily ensure functional 

autonorny for the occupation of dental hygiene unless legislation specifies a greater degree 

of autonomy for dental hygienists through stated practice acts, by-laws or regulations. 

It is possible that with the advent of self-regulating status for dental hygiene, 

changes to the present supervision arrangements in the workplace will occur. Currently, in 

most junsdictions. supervision standards vary depending on whether a dental hygienist is 



employed in private practice or community health. even though the dental hygiene care 

provided may be the sarne in both settings. Dental hygienists employed in cornmunity 

health settings practise under general supervision in dl provinces. Supervision 

arrangements for private practice settings are more restrictive; that is. direct supervision is 

required in many jurisdictions. This means the employing dentist is physically present 

while dental hygiene care is being provided. Direct supervision is a legal and practical 

mechanism for keeping dental hygienists subordinated to dentists in the workplace, and 

restricting the ability of practitioners to make independent treatmentfcare decisions. 

Traditional dental hygiene work settings include private practice, community health 

(federal. provincial. regional and municipal govemment programs). hospitals and 

educational institutions. More recently, dental hygiene work settings have expanded to 

include multi-location group practices, retail centres. correctional institutions. day care and 

senior centres. union and corporate dental clinics. and research institutions. Approximaiely 

86% of employed dental hygienists work in private dental practice. 9% have community 

health positions. 4% are employed in educational institutions, and 1 %  have positions in 

acute and long-term care institutions. industry, management. consulting, and research. In 

private dental practice. where the majority of dental hygienists are employed, clinical dental 

hygiene time is spent on three major service areas: direct clinical care, preventive instruction 

and therapy. and oral examination (Health & Welfare Canada. 1988). 

Several types of practice arrangements for dental hygienists exist and include the 

categories of employee, self-employed and independent contractor. There are a few 

independent dental hygiene practitioners located in British Columbia where legislation 

permits this type of practice. To date, the dental profession has influenced law makers in a 

direction which has ailowed their members to sustain an occupational monopoly over the 

provision of oral hedth services. In the United States, iegislation in the state of Colorado 

permits licensed dental hygienists to own and operate dental hygiene practices independent 

of dentist employment or supervision. A govemment sponsored pilot project in the state of 



California was conducted from 1987 to 1990 to assess the efficacy of orai health care 

systems provided by independent dental hygiene practitioners to clients who were of low 

socioeconomic status, were institutionalized, and who preferred dentd hygiene care 

without dentist involvement. The results of this project demonstrated that independent 

dental hygiene practice was a safe method of providing dentd hygiene services to clients, 

and that independent practice did not present any risk to the public (Peny. Freed, & 

Kushrnan. 1994). At  the national level. the Amencm Dental Association opposes 

independent practice by dental hygienists, and claims that safe and effective oriil health care 

can only be delivered if the dentist is at the helm of the oral health team and directs the work 

of others. thereby. safeguarding the professional dominance of deiitistry. 

In the early 1 MO'S, the Canadian Dental Hygienists Association began to 

investigate a process of national certification for dental hygienists, in response to a request 

from its rnembership. National certification. as it pertains to health professions. is a 

rnechanism for entry to practice which assures that new practitioners have met specified 

standards for beginning practice (Walker & Gallûgher. 1994). The developmental work to 

establish a certification process occurred over the next decade. In June. 1994 the National 

Dental Hygiene Certification Board was established as an independent body at arms length 

from the Canadian Dental Hygienists Association. The purposes of national certification 

for dental hygienists are two-fold: to protect the public by providing a mechanism that 

offers a standardized assessrnent of candidates for entry into practice. and to facilitate 

portability of licensure from one licensing jurisdiction to another (Gallagher & Forgay, 

1994). The first examination was offered in April. 1996. This recent developrnent reflects 

dentai hygiene's continued efforts in its professional project. National certification for 

Canadian dental hygienists will enhance the occupation's status and credibility. 

The rnost significant phenornena in the development of dentd hygiene since the rnid 

1940s have been extended changes in the scope of dental hygiene practice and the 

expansion of dental hygiene world-wide. Dental hygiene practice has been broadened to 



include the provision of services such as the administration of local anesthesia and nitrous 

oxide sedation (not in Canada), advmced non-surgical therapies, placement of orthodontie 

bands and dental restorations; and the development of advanced skills in orai examination 

and treatment planning. It is anticipated that the need for dental hygiene services will 

increase in Canada in future years. At present. the demand for dental hygienists has led to 

increased student enrollments in some dental hygiene prognms. The future need for dental 

hygiene services will be influenced by a demographic shift to a more elderly population. in 

combination with an altered pattern of dental disease (lower dental caries rates and an 

increased need for periodontal care), and an increased awareness by the public of 

preventive oral health care. As the population zges and older people remain dentate. the 

demand for dental hygiene preventive and therapeutic services will increase. These 

services will increasingly be provided in non-traditional settings such as institutions. 

chronic care facilities, and residential centres for the elderly. The potential for rxpanded 

dental hygiene practice. together with less restrictive legislation penaining to the regulation 

of dental hygiene. could have an impact upon dentistry's exclusive monopoly over 

occupational boundaries and the work of dental hygienists. 

Dental Hvoiene and Dentistry 

Changes in oral health needs, practice patterns. dental technology, and the 

educational qualifications of dental hygienists; shifting patterns in the regulation of dental 

hygiene; greater consumer awareness: and an increased desire by dental hygiene for greater 

independence have led to breakdowns in the relationships between organized dentistry and 

dental hygiene. As the organizational structure and practice of dental hygiene are evolving, 

attempts by dental hygiene to alter traditional, controlled, dominant relations between the 

occupations have been met with resistance and rigid opposition from dentistry. 



The origin of dental hygiene and the influence of socialization on both dental 

hygienists and dentists. together with the employment and regulatory 

control of dental hygienists by dentists in most jurisdictions. bas produced 

and perpetuated a paternalistic relationship between dentistry and dental 

hygiene (Health & Welfare Canada. 1988, p. 149). 

The women's movement and the changinp relationship between men and women in roday's 

society have influenced gender issues related to the value and contributions made by fernale 

dominated health care occupations. Traditional gender stereotyping of women for certain 

roles is decreasiiig. These changes have influenced dental hygienr's desire for greater 

autonomy and professional status than previously permitted by ngid hierxchical structures 

based largely on gender differences. In short. similar ro nursing's relationship wirh 

rnedicine. the sources of conflict between dental hygiene and dentistry include social. 

cultural. political, technological. educational. and gender issues. in addition to occupationai 

differences. 

At individual and institutionai levels, traditional relationships between dentistry and 

dental hygiene have become unacceptable to dental hygiene. as a desire for more egalitarian 

relations has developed. At the individual level, there is rvidence among dental hygiene 

practitioners of satisfaction with interpenonai relationships with employers, but there is a 

general expression by dental hygienists of dissatisfaction in their working relationships 

with dentists. Dental hygienists ideniify ineffective and poor communication, lack of 

recognition for educational preparation, the absence of collaboration and colleagueship, and 

a lack of munial respect as some of the reasons for poor inter-professional relationships 

with dentists. In a study of Michigan dental hygienists and dentists, Pritzel and Green 

( 1990) collected data on dental hygiene practice, office procedures, and employer/employee 

interaction. These researchers discovered that dental hygienists' perceptions of their 

practice were significantiy different from dentists' in several major areas. Most of the 



dental hygienists reported that they performed regular clinical examinations, whereas only 

two-thirds of the dentists reponed that hygienists did this procedure. With respect to 

professional communication, half of the dentists perceived that they provided feedback to 

hygienists al1 the tirne, while only one-third of the hygienists agreed. In determinhg recall 

intervals for clients, the majority of the dentists reponed that they did this in consultation 

with the dental hygienist, whereas half of the hygienists stated that they set recall 

appointments on their own. Pntzel and Grcen concluded frorn this study rhat dentists' 

perceptions are inconsistent with dental hygienists' in role delineation and client care. That 

is. while dentists perceive that hygienists have less responsibility than they actually do. 

hygienists perceive themselves as having greater responsibility than is attributed to [hem by 

dentists. 

At present. communication ai the institutional level. between organized dental 

hygiene and organized dentistry in the United States is almost nonexistent. This lack of 

communication is due to differing viewpoints related to standards of education. entry level 

to practice. supervision requirements. scope of practice. and legislative issues conceming 

the regulation of dental hygiene. Dentistry wishes to resuict the expansion of dl of these 

areas. and in some instances. reduce existing practices and regulations in an effort to fully 

dominate and control al1 aspects of the dental hygiene occupation. so that dental hygiene 

remains in a subordinate position to dentistry. 

Although relations in Canada are somewhat more amicable, they show signs of 

increasing confiict at the national and provincial levels, primarily in the legd arena. The 

absence of research studies and substantive literature examining interrelations between 

dentistry and dentd hygiene is indicative of the impasse that exists on many issues of 

mutual interest. Given the historicai subordination of dentai hygienists to dentists, and an 

expressed desire by dental hygiene to improve its occupational status, a study of these 

perspectives appears to be of some academic importance. Dental hygiene would benefit 

from a critical undentanding of its own history , patriarchal and professional hierarchical 



structures, and the sexual division of labor that has become established in the field of oral 

health cxe. 

In Canada, a census study was conducted which exarnined the labor force patterns 

and behaviors of the dental hygiene work force (Johnson. 1989). The typical work setting 

for dental hygiene practitioners involves one-person or group-operated dentai private 

practice where the employing dentist is male and ail other employees. including the dental 

hygienist, are usually fernale. This research demonstrates that dissatisfaction expenenced 

by dental hygienists in the workplace is related to a lack of delegated responsibiliry. 

including 1 imited opportuni ties for advancernent and recognition for one's professional 

role. These findings provide some evidence of dentists' control and undervaluation of the 

work performed by dental hygienists at the individual Level. 

At an institutional level. dental associations throughout North Arnerica continually 

anernpt to halt or reverse activities (self-regulation. unsupervised practise) initiated by 

dentai hygiene organizations in support of professionalization (Allen. Darby. Mounts. 

Reynolds-Goorey, Secrest, & Turbyne. 1983: Brown. 1987: Brownstone. 1988). 

McIntyre (1989) States that "both the Economic Council of Canada and the United States 

Fedenl Trade Commission recognize the role of dental govrming bodies in defining. 

regulating and controlling dental hygiene practice for their own vested economic self- 

interest" (p. 188). She argues that dentistry feminized the occupation of dental hygiene for 

purposes of economic gain and control. The gendered nature of dental hygiene work was 

created by dentistry, and dental hygiene's lack of autonomy and control over its work 

prevents this occupation from achieving some degree of professional independence. 

Blishen (199 1 )  views dental hygiene as a cornpetitive market threat to dentistry. Dentists 

dominate the market in terms of oral health services. With the exception of denturists who 

may provide a lirnited specific form of dental treatment directly to the public, dentists 

control and monopolize the public market for services. tf organized dentistry perceives that 

dental hygiene may be encroaching on a portÎon of this economic market, dentistry's 



response will be to establish further bairiers to this encroachment through mechanisms of 

deskilling and increased regulation of dental hygiene. Dentistry's monopoly with respect to 

market control would be jeopardized if dental hygienists were able to provide direct 

services to the public outside of the monopoly which dentistry presently holds. Also, 

dentists' economic security would be threatened if dental hygiene salaries were significantly 

higher or if the cost of dental hygiene services was increased. 

Modem feminist thought is based on the premise that women's position in society 

is influenced greatly by a patriarchal structure and widespread sexism. This iissumption of 

feminist thinking is consistent with dental hygiene's position vis-à-vis dentistry. The 

regulation of the occupation of dental hygiene carne under the control of oganized 

dentistry, with minimal or no input from dental hygiene. The practice of dental hygiene is a 

licensed art and eligibility for licensure requires graduation from an accredited dental 

hygiene education program. Until recrntly, in spite of the formal qualifications of dental 

hygienists. the majority were required to work under the direct supervision of a dentist in 

private dental offices. while al1 provinces permit general supervision (dentist is aware of 

dental hygiene care being provided but has not necessarily made a diagnosis) of dental 

hygienists in community hedth to some degree. Dentistry daims that such direct and 

constant control was and is necessary in order to ensure the safety of the public. 

With recent regional changes in heaith professions legislation. such as self- 

regulation. dental hygienists in several provinces are seeking legislative changes to allow 

for general supervision requirernents in al1 dental hygiene practice settings. Changes in 

legislation in several provinces, including Ontario. British Columbia, Saskatchewan and 

Alberta. have shifted the authority for dental hygiene matters from dentistry to dental 

hygiene. But patriarchal dominance flourishes in a situation w here male dentist rmployers 

have legal authonty to direct the work of fernale dental hygienists. The private practice 

setting is a reinforcing environment for the entrenchment of this type of dominance. Dental 

hygiene has only recentiy begun to document the impact of such dominance upon the 



occupation. Published accounü of sexism in the workplace are just beginning to appear. 

Garvin and Sledge (1992) recently reported the results of a U.S. state-wide randorn survey 

of female dental hygienists conceming sexual harassment within dental offices. Seventy- 

three percent of 500 respondents disclosed a personal experience with one or more foms 

of harassment. 

The continued subordination of dental hygiene is advantügeous for the dental 

profession. First. dental hygiene work contributes to dental office productivity and 

revenues. Second. it allows dentists to delegate routine tasks. Third. i t  helps to sustain the 

public's view of the dominance of dentists as primary oral health care providers and the 

purvzyors of dl dental care. A usual response to perceived encroachment by one 

occupation on another is for obstacles to be erected to halt or even reverse 

professionalization activities. In the case of dentistry and dental hygiene. organized 

dentistry has resisted encroachment by assening its social, political, and legal powers in an 

attempt to protect its temtory and professional domain. However. in spite of these efforts. 

dental hygiene hüs attained govemment support for some limited professional control over 

licensing of its members, educational requirements. and disciplinary matters. In Canada. 

there is some evidence of diminishing state suppon for the power of one occupation to 

govem another. as witnessed by the review of health legislation in Ontario. British 

Columbia. Saskatchewan, and Alberta (Mickelson. 1993; College of Dental Hygienists of 

British Columbia, 1994; Whelan, 1998). 

Few studies have been undenaken to examine issues pertaining to the predominant 

nurnber of women within the occupation of dental hygiene. or the nature of the 

interrelationships between dental hygiene and the male dominated profession of dentistry. 

Patriarchal powers in the workplace continue to fiourish, preventing dental hygienists from 

gaining functional autonomy and escaping traditional roles. Although dental hygiene has 

made some gains in its professional endeavors to establish a structural link between level of 



education and occupationai autonomy, the gendered notion of professions acts as an 

irnpediment to achieving full professional status. 

Research in Dental Hyeiene 

There is a dearth of literature on the professionalization of dental hygiene. Although 

publications in dental hygiene contain ri few articles, pfirnarily editorids, in support of the 

professionalization of this occupation, littie research has been conducted to examine the 

occupational status of dental hygiene. However, minimal research in dental hygiene 

education has looked at professional socialization. a process which converts a novice Iay 

person into a professional expert. Since socialization encompasses the transmission of 

professional culture to its recruits, an understanding of this process is crucial to ÿny 

profession. especially to an emerging profession. In the health professions. socialization 

has been studied extensively in medicine, and to a lesser degree. in dentistry. More 

recently. emerging professions such as nursing, dental hygiene, and occupational therapy 

have demonstrated an interest in studying the socialization of their members. Most aspiring 

professions perceive that the acquisition of professional roles, attitudes. values, and 

behaviors by their memben is a critical elernent in attaining professional status. A well 

defined professional identity together with a clear understanding of the values and beliefs 

about the nature of the professional role, its relationship to other social roles, and to society 

contnbutr to the ideology of a profession (Blishen, 1991). However, paraprofessions 

such as nursing and dental hygiene have only recently begun to evaluate whether or not 

their educational programs are successful in producing graduates who possess professional 

attributes such as independence, decision making skills, criticai thinking skills, self- 

confidence, and leadership abilities. 

The study of professional socialization over the pst several decades has resulted in 

the development of two predominant sociological theoretical approaches, a variety of 



models. and many concepts. Both approaches evolved from comprehensive studies of 

physician socialization and have had an enduring effect on subsequent research conducted 

in this area. These theoretical perspectives are referred to as stmcturd-hnctionalism. 

informed by stnictural consensus theory, and interactionism, informed by interpretivism. 

Proponents of strucniral-functionalism assert that socialization through education and 

training. together with careful seiection of recruits, determines the content of the 

professional role. Interactionist theonsts posit that situational conditions and adaptive 

behaviors of students in the educational setting determine the nature of the role (Lurie. 

1981). hlthough both perspectives provide paradigms in which CO study professional 

socialization. they focus on different socidization phenornena. thereby reflecting different 

views of the crucial elements in the process. However. a principle comrnon to both 

approaches is that through the cornplex process of professional socialization. a recmit 

acquires the knowledge. skills and role identity that are essential to a pmicular profession 

(Moore. 1970). An important element not clearly identified are the gendered aspects of this 

process. 

Dental hygiene researchers have studied several dimensions of professional 

socialization including recmitment~adrnission processes. agents of socialization. 

developrnent of the professional role, and anticipatory/prior socidization. The basis of 

most research on professional socialization in the health care sector is linked to the concept 

that socialization occurs dunng several stages. The pre-socialization stage encompasses an 

extensive time period which ends with the admission of a recniit to a professional training 

prognm. It represents the beginning point of formal socialization. Generally speaking, 

numerous researchers in the health professions have demonsuated that pt-ior socialization 

has some degree of influence on formal socialization. Dunng this stage, potential 

professionai school candidates develop a lay image about a particular profession (Shuval, 

1980). Factors relevant to this stage include background characteristics, career 

preferences, occupational inheritance, early exposure to professionally relevant 



experiences, interests in high school, and professional role perceptions. The next phase of 

socialization, that is formal preparation, is considered to be the most important stage of 

professional role development (Blishen, 1991). During this time period. two crucial 

processes operate to shape and mould the novice into an expert: the transmission of 

technical knowledge and skilis, and the inculcation of professional noms, values. attitudes 

and behaviors. Study variables pertaining to this phase include agents of socialization. 

recruitment 2nd admission processes, training for uncertainty, the development of a 

professional identity (shifts in attitudes), and other issues pertaining to the process of 

doctrinal conversion. In a continuing phase following graduation from the professional 

training environment. a few researchers have exarnined whether socializing factors in the 

work environment alter the effects of formal socialization. 

Wayman (1986). in a study of 141 dental hygiene students at five institutions. 

collected data on the demographic characteristics of students. The background data 

collected revealed that: (a) 65% of students had previous work experience in a dental 

environment. (b)  55% of the students' Fathers were professionals. (c )  27% of the students 

had family mrmben who worked in eithrr dentistry or dental hygiene, and (d) 6 4  had 

fathers who were dentists and 1% had mothers who were dental hygienists, demonstrating 

a low rate of occupational inheritance. It may be that parents, particularly mothers. were 

dissatisfied with their careers and did not encourage their children to make the same 

occupationai choice. The study results suggest that students felt their school experience 

was consistent with their expectations of student life. and the professional role 

requirements placed on students were acceptable to them. Also, for those students who 

had anticipated their school experience correctly , career satisfaction was Iiigh. Ho wever. 

career satisfaction was not intluenced by previous work experience. These findings 

suggest that even though students' prior work experience in a dental work setting may have 

k e n  negative or unsatisfying, their expectations of career satisfaction remained high. A 

more recent study of entry level dental hygiene students at the University of North 



Carolina-Chape1 Hill reported findings contrary to the Wayman investigation (Wassel, 

Mauriello, Weintraub. 1992). That is, having a farnily memberlfriend in the dental hygiene 

field was found to be the most infiuential factor in career selection. Other reasons cited for 

career choice were contact with a dental hygienist. compatibility wi th s tuden t's personality . 
and a favorable job market. 

Sharp ( 198 1)  examined shifts in the perceptions held by dental hygiene students by 

measuring their views of dental hygiene practice. The results of the study demonsuated 

that students' initiai positive image changed to negative as their educational experience 

increased. Sharp suggests that several reasons for the change may include the penonal 

maturation of students. professional socialization involving curriculum content and clinic 

experience. and faculty influence over students' imagery of practice. 

Kraemer ( 1990) found that the impact of faculty models made little difference to the 

professional attitudes and values held by graduates of dentd hygiene. Since the influence 

of hculty members was not as statisticdly significant as expected in the socialization 

process. Kraemrr postulated that "the dental hygiene educational environment may be so 

consistent that students acquire certain professional attitudes regardless of faculty 

intervention" (p. 384). This may be interpreted to mean that graduates are relatively 

homogeneous in terms of skills and values because dental hygiene programs select. educate 

and gnduate students who are sirnilar in scholastic standing, personal qualities, and values. 

Or it may mean that. aside frorn the influence of faculty, other structural factors such as 

cumculum content or pnor socialization might play an important role in a student's 

development of a professional identity. 

Contrary to Kraemer's study, Wayman (1986) showed that faculty members are 

effective socidizing agents when they exhibit little agreement or low consensus on defining 

the professional role of the dental hygienist. That is, in a learning environment where 

faculty possess varied perspectives on the professionai role. students are dlowed to 

ascertain the nature of this role individually. Wayman concluded "that where faculties are 



more varied with respect to role definition, extreme values that are individually imposed on 

students by faculty do not impair the socialization process" (p. IO). The implication of this 

finding for dental hygiene education is that it would be beneficial to employ faculty 

membee with varied and contrasting orientations to the professional role. Because of a 

diversity in role models, the socializing environment nanirally becornes a flexible place. 

Students are not directed to any one particular professional model, but are permitted to 

intemalize the professional role in a non- threxening individual manner. Although studies 

concemed with faculty rnodels as agents of socialization have demonstrated that teachers do 

contribute to professional role identity and development, dental hygiene research to date has 

resulted in contlicting findings on this subject. 

Dental hygiene researchers have conducted studies using cross-sectional drsigns 

and survey techniques to identify changes in students' attitudes. values and perceptions 

conceming their professional role (Wayman, 1978; Sharp, 198 1 : Kraemer. 1986. 1990). 

Relationships between study variables were detennined by means of objective, statistical 

methods. Although these studies provide some empiricai evidence regarding the 

socialization of dental hygiene students. they lack a theoreticai perspective and research 

design that would permit investigation of undetermined variables and socializing agents in 

the professionai school environment, and the student's perspective on socialization. 

Despite the fact that the dental hygiene literature contains a frw articles in support of the 

professionalization of this occupation, little research has been conducted to examine die 

relationship between dental hygiene education and professional practice. Longitudinal 

studies in dental hygiene should be carrîed out to explore changes occumng in the 

socidization process over time. A minimal amount of research has been conducted on the 

gendered aspects of the process and the socialization of dental hygienists in the workplace. 

Additionaily, studies need to be undertaken to identiQ differences in professional attitudes 

and perceptions in associate degreddiploma and baccalaureate level students. 



More recently, a Canadian study of dental hygiene examined the perceptions of 

Alberta dental hygienists and dentists regarding the status of dental hygiene as a profession. 

Lauter ( 1993) used attribute theory as a conceptual framework to guide this investigation of 

the importance of continuing education. baccalaureate level education and specific traits as 

they relate to the professionalization of dental hygiene. The research methodology inciuded 

both qualitative and quantitative data collection through the use of focus groups and a 

survey instrument. Results demonstrated the following: that more dental hy gienists 

perceivrd dental hygiene as a profession than dentists; more dental hygienists than dentists 

agreed that dental hygiene should possess attributes of a profession: and that dental 

hygienists, not dentists. would Iike to see changes in the level of supervision for dentîl 

hygienists. Also. dental hygiene participants stated that the status of dental hygiene as a 

profession could be raised by increasing the education of dental hygienists to the 

baccalaureate levcl, and reducing the power and authority of dentists and the dental 

profession over dental hygiene. This study was successful in identifying certain attributes 

which dental hygienists believe are important for raising dental hygiene's professional 

status. However, it did not serve to uncover the salient feritures of the culture of dental 

hygiene nor the compiexities of the relationship between dentistry and dental hygiene. 

Summary 

This review has focused on the literature on professions most relevant to the 

transformation of a semi-profession to a profession. A very large body of scholarship has 

been integrated in order to provide a conceptualization of the sociology of professions and 

professionalization. Theories of professions have k e n  explored which relate to the study 

of an occupational culture. Aithough traditional approaches such as attnbutr theory and 

fùnctionalism fail to explain the nature of the interdependence of one occupation on 

another, or power relations, they continue to dorninate the research on professions. More 



focused studies of professional socialization have relied largely on theories of stnicniral 

functionaiisrn and interactionism to guide the research in this area. Finally, issues of 

professionalism and concepts such as, hnctional autonorny and professional dominance, 

have been explored in order to conceptualize the important elements contained within the 

culture of an occupation. 

A limited number of quantitative studies in dental hygiene have rxamined the 

process of formal sociiilization in relation to the professionülization of dental hygiene. 

Findings from these studies are consistent with studies in other health professions in which 

professional socialization is viewed as a contributing factor in the transformation of a 

novice person into an expert. Although there has been some recent work in trying to 

uncover the perceptions of dental hygienists conceming the attributes of the occupation of 

dental hygiene. no research hüs  been conducted that examines the perceptions of dental 

hygiene members from the standpoint of the culture of dental hygiene. As a result. there 

has been minimal theory building which could infonn the process of dental hygiene's 

occupational growth and development. Questions pertaining to the dominance of dentistry 

over dental hygiene and gender relations and their influence on dental hygiene's 

professionalization have never been tested. The findings of this study will contribute to a 

theoretical understanding of the dental hygiene culture and its professional project. and 

provide a bais for further study of the professional development of dental hy,' olene. 



CHAPTER THREE 

RESEARCH DESIGN AND METHODOLOGY 

Design 

This study, based on a fnmework of social intenctionism, employs a qualitative 

(exploratory, descriptive and analytical) research design, in which the focus is on 

understanding phenomena from the subjects' perspectives. The researcher utilized open- 

rnded (face-to-face) interviews and document analysis to explore the perceptions held by 

participants. in order to conceptualize the status and culture of dentai hygiene. The 

Fundamental question directing this research is: "What are the perceptions. beliefs. and 

rxperiences of representatives of the dental hygiene community with respect to the 

professionalization of dental hygiene?" This chapter presents a description of the research 

design, sample. recruitment and selection techniques. data collection methods. analysis 

procedures. ethical considerations. and limitations of the study. 

A qualitative study design is predicated on an inductive approach to jenerate data 

that rvill be reflective of the phenomena under study (Strauss & Corbin. 1990; Crabtree & 

Miller. 1992). The positivist research approach, which is based on the natural science 

mode1 (quantitative design). does not capture the nuances of the lived experience. Instead, 

rhe positivist approach is dependent upon study ing phenomena as measurable objects. 

independent of the context in which they operate. The focus of quantitative research is to 

establish a causal relationship between predetermined variables and to interpret findings 

from the researcher's perspective rather than the participants' viewpoints (Wilson. 1 985 1. 

On the other hand, qualitative research is concerned with the meaning, context, and 

perceptions of the research subjects and situations being investigated. Very liale is known 

about the research topic that was studied, other than assumptions which cm be drawn from 



the literature and the researcher's own perspective. Under these c ircumstances, a 

qualitative research approach is appropnate for gathering data which represent the 

previously unknown perceptions and rneanings held by the study participants. The 

conceptualization of dental hygiene that evolved is grounded in the data. 

The perceptions held by dental hygienists and dental hygiene students are thought to 

be influenced by career roles and work settings, type of formal education, provincial 

legislation concerning regulation, provincial dental hygiene practice patterns. as well as 

interpersonal experirnces. In Canada, these factors vary across provinces. Career roles 

include practitioner, educator, leader/manager, consultant, and researcher. Practice settings 

Vary by role and include private dental offices, community clinics/programs, educational 

institutions, acuteAong-temi care facilities, hospitals. federal, provincial and municipal 

community health departments, and researc h facilities (Health & Welfare Canada. 1 988). 

While the dental hygiene occupation is self-regulating in British Columbia. Alberta, 

Saskatchewan. Ontario, and Quebec, i t  is govemed by dentai boards in dl other provinces 

(Glassford, 1994: College of Dentai Hygienists of British Columbia, 1 994: Whelan. 

1998). Legislaùon in British Columbia, Alberta, Saskatchewan, Manitoba, Ontario. 

Quebec and Atlantic Canada (Nova Scotia, Prince Edward Island. New Brunswick. 

Newfoundland) permits dental hygienists to provide services outside the realm of 

traditional dental hygiene practice, for exmple, the placement of filling materials, 

orthodontic procedures. and the administration of local anesthetic. 

British Columbia, Saskatchewan, Ontario, and Quebec offer diploma dental 

hygiene programs in comrnunity colleges with varying entrance requirements from direct 

entry from high school to a pre-professional university year. Ontario's mode1 of dental 

hygiene education is different than the rest of Canada. That is. applicants to dental hygiene 

must hold certified dental assistant status. It is also the oniy province where the length of 

the education program in dental hygiene is less than the traditional two years. Manitoba, 

Alberta, and Nova Scotia have university based diplorna programs, also with varying 



academic admission requirements. The University of British Columbia and the University 

of Toronto offer dental hygiene degree completion programs (MacDonald, 1988) which are 

two years in length. Entrants to these programs must have cornpleted dental hygiene 

diploma programs. 

In order to study the culture and professionalization of the dental hygiene 

occupation in Canada, this investigation included a representative sample of constituent 

groups within the dental hygiene community and a cornparison sampling of dental 

hygienists who differed in education, practice. and regulatory factors by provincehegion. 

Therefore, the study included a sarnple of educators, managersAeaders. and dental hygiene 

practitioners in community health, as well as a smaller sample of dental hygiene 

practitioners in private practice and students who were identified by means of purposive 

selection techniques (Crabtree & Miller, 1992). The researcher made three assumptions 

regarding dental hygiene managerdieaders. educators, and community heal th practitioners: 

they are the groups most likely to have first-hand knowledge of the inter-occupational 

conflict between dentistry and dental hygiene. they have experience in the growth and 

development of dental hygiene as an occupation, and they are very active in its professional 

project. Many members of these groups are also well-known to the researcher. Based on 

these assurnptions, dental hygiene managersneaders. pnctitioners in community heaith 

settings. and educators were seiected by the researcher in a purposive manner as key 

infamants, and were supplemented by a random selection of practitioners in private 

practice and dental hygiene students. Participants were chosen from three provinces and 

one region which represented variations in dental hygiene practice, education, and 

regdation. These geographic areas included British Columbia, Alberta, Ontario, and 

Atlantic Canada. 

Different sarnpling techniques and recruitment strategies were employed. The 

specific strategy depended on the nature of each sampie sub-group. Dental hygiene 

educators and managerslleaders were identified from provinciaVnationa1 dental hygiene 



association lists and a Canadian educator's directory. These hygienists were invited to 

participate in the study based on the researcher's penonai knowledge of, and association 

with, these individuals. Participants who were categorized as dental hygiene practitioners 

in community health settings were determined from computenzed membership lists 

provided to the researcher by national and provincial dental hygiene associations. 

Participants in this sub-group were invited to be included in the study in the same fashion 

3s educators and managersneaden. Dentai hygiene practitioners employed in private 

practices were recruited for the study by advertising for volunteer participants through 

provincidnational association newsletters. They were then selected in a randorn fashion. 

Dental hygiene diploma and post-diploma students were recruited by advertising for 

volunteers at educational institutions with the cooperation of program directors. A sample 

of students who volunteered to participate was randomly selected. Selection techniques are 

discussed funher in a later section on participant recruitment. 

In addition to interviews conducted with a range of sample participants. data 

sources for this research also included an array of documents selected by the investigator 

that reflected the occupational statu and culture of dental hygiene. These publications 

include: legislation penaining to the regulation of dental hygiene. educational standards. 

practice guidelines. the national dental hygiene constitution, Code of Ethics, and editorids 

which refiect the viewpoints and perceptions held by dentai hygienists with respect to 

professionalization. Document analysis served as a secondary method of data gatherîng 

and enhanced the overall quality and depth of data collection. The data analyses of two 

selected interviews produced concept maps which served to validate the perceptions held by 

participants. Memo writing was used as another procedure of data collection and analysis 

to document the ideas of the researcher dunng these phases of the study (Strauss & Corbin, 

1990). This technique helped the researcher to document the highlights of in-person 

interviews, make notes about emerging themes, and represented a wrinen form of her 



abstract thinking about the data. Mernos were referred to throughout the duration of report 

writing. 

In summary, the overall design of the research incorporated strategies of 

tnangulation. The technique of tnangulation is used by qualitative researchers to establish 

the validity and trustworthiness of findings and to add to the investigator's breadth and 

depth of understanding (Denzin, 1978; Morse, 1989; Crabtree & Miller, 1 992). 

Triangulation includes the use of multiple data sources, numerous methods of data 

collection, and multiple theoretical perspectives. Study data sources included: dental 

hygienists who represented various constituents of the dental hygiene community in 

V ~ ~ O U S  geographic regions with different practice, education, and regulatory patterns: 

students who were representative of program type and location: notes which mirrored the 

researcher's thought processes during data collection and andysis: and documents which 

reflected the perceptions of official representatives of organized dental hygiene, as well as 

the status quo regarding dental hygiene regulation. practice. rducation. and 

professionalization. Multiple data collection methods (in-person interviews. concept maps. 

journal and memo writing and document analysis) were utilized and dl data were analyzed 

in a comparative fashion in order to conceptuaiize the status and culture of dental hygiene. 

Data anaiysis was informed by several theoretical viewpoints including early and 

contemporary theones of professions. neo-Marxist and neo-Weberian models of 

professionalism, and symbolic interactionism. 

Sample 

The potential sample population for this study encompassed dental hygiene 

practitioners in pnvate practices, comrnunity health, acuteAong-term care institutions, and 

the Canadian Armed Forces; educators; managersneaders; consultants; researchers; and 



students. The largest sub-goup is practitioners in private practice (85%). The next largest 

sub-group is practitioners in community health and institutional settings (9%). The 

smallest sub-groups are formed by dental hygiene educators (4%). managersAeaders ( I %), 

and practitioners in the Canadian Armed Forces (1% ). At the time this 1996 study wos 

conducted, the totai population Canada-wide consisted of approximately 12.000 dental 

hygienists and 1.380 diploma and degree level students. There were 16 diploma programs 

in dental hygiene in community college (23) and universiiy (3) settings. and 3 post-diploma 

baccaiaureate progrms. The potential total sample population for this study in the selected 

four provinces/regions of the country numbered approximately 8,000 denial hygienists and 

800 students (Hralth Canada, 1992; Canadian Dental Hygienists Association. 1994a). 

Practitioners in the Canadian h e d  Forces were not included in the study because of 

relatively srnall numbers and significant differences from dental hygienists in the private 

and public secton with respect to educational preparation. regdation. and practice. Dental 

hygiene consultants were not considered as potential participants because they were very 

few in number (less than IO), and there was no available list to identify these individuals. 

Generally, dental hygiene researchers cany a dual role of educatodresearcher and were 

very small in number (less than IO), and therefore were accessed through the educator 

constituency . I 

In order to tap into the collective culture of dental hygiene, the sample was 

comprised of representatives of constituent groups (defined by work setting and role) 

within the occupation and included: dental hygiene practitioners in pnvate practice and 

community health settings, educators, managersAeaders, and students. The perceptions 

and experiences of dental hygienists and dental hygiene students with respect to their 

culture, role identity, interhtra occupational relations, and professional status were 

l A Ianpuage barrier excluded potential participants from Quebec. Manitoba 
dental hygienists were excluded from the study due to the researcher's Iong- 
time close association with most members of the community through practice, 
education. and administration. 



expected to be aftected by regional differences in factors such as practice, education, and 

regulation. Therefore, the sample was drawn from British Columbia, Alberta, Ontario and 

Atlantic Canada in order to obtain a cornparison sampling of differences in these factors. 

In British Columbia the dental hygiene occupation became self-regulating in 1994 

and it is one of two provinces in Canada that offers a post-diploma baccaiaureate degree in 

dental hygiene at the University of British Columbia. Dental hygiene services are provided 

under generai supervision which means that a client must be examined by a dentist pnor to 

or dunng the initial appointment with a dental hygienist. Diploma dental hygiene programs 

are located in three comrnunity colleges around the province and admission requirements 

include one year of university studies. Legislation permits dental hygienists to administer 

local anesthetic which is outside the realm of traditional practice. British Columbia has a 

hirly large number of community health dental hygiene positions. 

In Alberta, dental hygiene has been self-regulating since 199 1. although the practice 

of dental hygiene remains traditional without an expanded scope. A dental hygiene 

practitioner works under the direct supervision of a dentist who must be on site while care 

is being provided. One diploma program is offered at the University of Alberta. The 

government of Alberta employs a large number of dental hygienists in community hedth 

settings. In al1 provinces of the Atlantic Canada region, dental hygiene is govemed by 

dentistry with minimal representation by dental hygienists on provincial regulating boards. 

Legislation allows dental hygienists to provide expanded services in onhodontics and 

restorative dentistry. Dental hygiene care is provided under the direct supervision of a 

dentist. Very few community health dental hygiene positions exist arnong ail provinces in 

this region, with the greatest number found in Nova Scotia. One diploma dental hygiene 

program is located at Dalhousie University which serves the entire Atlantic Canada area. A 

pre-professional university year is required for entry to the program. 

After a ten year effort to achieve self-govemance, the dental hygiene occupation in 

Ontario became self-regulating in 1990. Dental hygienists deliver services upon the "order 



of a dentist" which means that dental hygiene care cannot be initiated unless a dentist has 

authorized the services to be provided for each client. Ontario has a unique model of dental 

hygiene education which does not exist anywhere else in Canada; it is a career ladder 

approach. The model consists of a one year compressed prograrn of dental hygiene 

studies. Entrants to dental hygiene must have cenified dental assistant status. More than 

10 community colleges in the province offer dentd hygiene programs. Legislation permi ts 

expanded dental hygiene pnctice including restorative dentistry and onhodontic services. 

A substantial number of positions in community heaith settings are available. The 

University of Toronto offers a post-diplorna degree program in dental hysiene (Health & 

Welfare Canada, 1988: MacDonald, 1988; Giassford, 1994). 

Characteristics of the Sample 

The characteristics and traits that defined the sample of dental hygiene practitioners. 

educators. mûnagersAeaders, and students were as follows: 

1 .  Dental Hy~iene Practitioner in Private Pnctice: Private practice work settings in 

urban/rural communities include solo and group (general and specialty) practices. retail 

centres. and a very few union and corporate dental clinics. Drntd hygienists who practise 

full-time or part-time in any of these private practice work settings were included as the 

researcher did not believe that significant differences in perceptions exist between 

practitioners who work full-time or part-time. However. information pertaining to multiple 

dental hygiene roles, type of employment, and membership status was recorded and 

considered for cornparison purposes during data analysis. For example, practitioners may 

also hold elected or appointed positions in dental hygiene organizations. The role of 

practitioner may not be mutually exclusive of other roles such as leadedmanager or 



educator. However, a member of this sub-group represented the "gass roots" dental 

hygienist and traditional dental hygiene practice. 

2. Dentai Hvgiene Practitioner in Cornmunitv Hedth: A broad definition of 

"community hedth" is applied to this study which incorporates provincial and municipal 

programs/cIinics; acute and long-terni care institutions, and hospitals in urban and rural 

centres. Community heaith practitioners worked Full-time or part-time, or had worked in 

the recent p s t  [five year period) in community heairh. They represented a cross-section of 

practitioners who worked in alternative dental hygiene settings outside of private dental 

offices. 

3.  Dental Hvgieiie Educator: Educators were limited to current a d o r  recent past (five 

year period) dental hygiene prograrn directors of diploma and post-dipioma baccalaureate 

prograrns in both community college and university settings. Program directors. rather 

than faculty rnembers. are in the best position to provide information on dental hygiene 

cumcula. program philosophy, and formal professional socialization. Also. program 

directors typically are exposed to inter-occupational conflicts between dentistry and dental 

hygiene, and are concerned with professionalization. They may have had combinrd roles 

of educator, practitioner, and managerlieader which was accounted for during analysis of 

the data. The role of dental hygiene educator is considered to be non-traditional. 

4. Dental Hveiene Manamkader: Dental hygienists in this sub-group are not clearly 

defined in the literature. For the purposes of this study, this sample provided a cross- 

section of dental hygiene's leadership and included: current andor recent past (five year 

period) presidents of nationaYprofessional dental hygiene associations. registrars of 

licencing authorities, nationaüprovincial executive directors of dental hygiene 

organizations, and nationaUprovincia1 cornmittee chairpersons in dental hygiene 

associations. Dental hygienists in managemenfleadership positions hoid key roles with 

respect to their understanding of, and contribution to, the professional project of dental 

hygiene. They are involved in dental hygiene's professionalization at economic, legal, 



political. and social levels and often provide the impetus for change within the occupation. 

Dental hygienists in managementlleadership positions normally hold sorne power and 

authority to take action. Their perceptions of the culture and professional status of dental 

hygiene are central to this study. These positions are considered to be non-traditional. 

5 .  Dental H~giene Diplorna and Deizree Level Student: In order to achieve a cross- 

section of diplorna dental hygiene students by program type and setting this sub-group 

included senior students in community college programs and university programs 

(accredited by an extemal agency, the Commission on Dental Accreditation of Canada) with 

varying academic entrance requirements. Accreditation is sought on a voluniary basis and 

accredi tation status acknowledges minimum program standards in dental hygiene 

education. Only diplorna students in their senior year were included in the study as the 

researcher iissumed that the length of their educational experience would lead to greater 

insights and more well developed perceptions of dental hygiene than those of junior 

students. Post-diploma baccdaureate students at the University of British Columbia and 

the University of Toronto (accreditation not offered) were also included. Diploma students 

are prepared for entry to practice, while degree completion students are prepared to assume 

dental hygiene positions in community health and educational institutions. Diploma 

programs are nomally two years in length and post-diplorna degree prograrns are an 

additional two years in duration, resulting in a longer process of professional socialization 

for degree level students. 

In short, the sample for this study was composed of sub-groups which were 

defined by iraditional and alternative work settings and varying dental hygienist roles. The 

sample was representative of the constituent groups within the occupation of dental hygiene 

and reflected regional variations in practice, education, and regulation. The researcher is 

confident that the sample reveals both similarities and differences in the perceptions and 



experiences held by various constituent rnemben of the cornmunity with respect to the 

occupational culture and status of dental hygiene. 

Sam~le Size 

The sample was drawn from specific provinces and one region of the country based 

on a cornparison sarnpling of factors pertaining to dental hygiene education models, 

replation of the occupation. and practice patterns, and reflected the constituent groups of 

the occupation. National statistics that have been previously cited with respect to dentai 

hygiene population size (Canada-wide and in specific regicns) do not identify the size of 

particular constituent groups, that is, practitioners in private practice and community health. 

educators. and managersneaders (Health Canada. 1992). However. data regarding 

population size for dental hygienists employed in private practicrs and community health 

settings were available through the Canadian Dental Hygienists Association 1994- 1995 

membership data base (CDHA. 1994a). and were accessible to the researcher. Population 

statistics are also published on diploma level dental hygiene students. educators. and 

managersAeaders. A review of these statistics provided the researcher with information on 

the breakdown of constituent dental hygiene groups by region which was used to determine 

the parameters of the sample and sarnpling strategies (Table 3.0). 



Sample Sub-Group B.C. Aita. Ont. N.S. P E I .  N.B. Nfld. Total 

-- -- - - 

D.H. in Private Practice (a) 778 870 3,681 293 18 i70 53 

D.H. in Community Health (b) 27 69 36 16 1 3 O 

D.H. Diploma Educator (c )  3 1 1 1 1  O O O 

D.H. Degree Educator (ci) 1 0 1 0  O O O 

D.H. MangerReader ( e )  12 23 23 5 5 8 3 

Sub-Total 

60 40 266 41 O O O 

6 0  6 O O O O 

Su b-Total 

Total 

D.H. Diploma Student (f) 

D.H. Degree Student (g) 

Note D.H.=DentalHygiene 

(a)(b) Provincial statistics from the 1994-95 Canadian DentaI Hygienists Association data base with the 

exception of Alberta. Alberta data obtained from the Alberta Dental Hygienists Association. Al1 statistics 

based on dental hygienists who are members of provinciaYnationa1 dental hygiene associations. Address 

lists of dentai hygiene practitioners employcd in community health by province were accessible to the 

researcher from the Canadian Dental Hygienists Association and the Alberta Dentai Hygienists Association. 



(c)(d) Data gathered from the 1994 Canadian Den ta1 Hygienists Association Educators Directory . 

Mernbership status is unknown, but it was assumed by the researcher that educators are members. Narnes, 

addresses, and phone numbers of educators were available through this Directory . 

(e )  Statistics collected from 1995 national and provincial dental hygiene association directories of officers, 

appointees, and cornmittee chairpersons (included names, addresses and phone nurnbers). 

(f) Data source for this sub-group was HeaIth Canada (1992) which includcd siatistics on heaIth personnel in 

Canada. Studcnt mcmbcrship status is unknown. 

(g) S taristics grithered by the researcher's personal contact with dental hygiene d e p e  program directors. 

Membership status of students is unknown. 

The sample was detennined on the basis of achieving a predominant mix of dental 

hygiene managerslleaders, educators, and cornrnunity health dental hygienists (key 

infomants), and a smdler selection of private practice practitioners and students. as 

defined by the sample characteristics (work settings and roles). The researc her's 

iissumprions with respect to key infomants. and regional diversity amongst the potential 

sarnple population regarding factors of dental hygiene education. practice, and regulation 

were considered in defining sample size. 

In qualitative research. sarnpling is concerned with information richness and is 

driven by a need to illuminate the study questions (Crabtree & Miller. 1992). Mone 

( 1989) suggests that the qualitative principles of purposive sarnpling involve selecting those 

informants who are best able to meet the informational needs of a study and who are 

articulate. reflective, and willing to share information with the researcher. Additionai 

qualities of a good informant include: king knowledgeable about the topic under study, 

having first hand experience about a subject or currently experiencing the topic k i n g  

researched, and being able to reflect and provide detailed experiential data about a particular 

phenornenon. Conversely, a poor informant would be an individual who offers only 



superficial information or exaggerates their experience in order to hold the attention of the 

researcher. 

A "key" informant is distinguished from other informants because of her position in 

a culture and her relationship to the investigator. This reiatiunship is usually one of long 

duration, occurs in a variety of settings, and is more intimate. Generally speaking, suitable 

study informants are well enculturated and active within their own culture so that they cm 

accurately represent that culture to the researcher. The selection of a purposive sample 

attempts to produce a small number of infomants who would normally offer representative 

knowledge of the research topic within the study population. Crabtree and Miller ( 1992) 

state: 

The strategies of sampling to the point of redundancy or theoretical 

saturation. of searc hing for disconfirming evidence. and of maximum 

variation sampling have implications for sarnple size that should be 

considered in qualitative research design and implernentation. Although the 

niles are not hard and fast, experience has shown that 6-8 data sources or 

sampling units will often suffice for a homogeneous sample. while 17-20 

cornrnonly are needed when looking for disconfirming evidence or trying to 

achieve maximum variation (Lincoln & Guba, 1985; Marshall & Rossman, 

1989; McCracken. 1988; Patton, IWO) .  (p. 4 1)  

In this study. the researcher was confident that selected key informants (dental hygiene 

educators, managersAeaders, and community health practitioners) who were known to her, 

and who held core positions within the community of dental hygienists would provide rich 

insights into the occupaiional status and culture of dental hygiene. Hence, greater numbers 

of key infomants (33) were selected in cornparison to non-key infomants (16) for this 

national study of dental hygiene. At a cognitive and experiential level, the perceptions held 



by key informants were certain to reflect the dimensions of dental hygiene's professional 

projec t. 

A purposive sample of 33 key informants (dental hygiene managersAeaders, 

educators, and community health practitioners) was srlected for this investigation and 

included: 

8 practitioners in community health ( [ 2 ]  each from British Columbia. -4lberta. Ontario. 

and Atlantic Canada: including practitioners in government based programs. acuteAong- 

term care institutions, and hospitals); 

10 educators (diplorna levei comrnunity college programs in British Columbia [2] and 

Ontario [JI; diplorna level university programs in Alberta [ I l  and Nova Scotia [l]: and 

[ 1 ] each from degree level programs in university settings in Nova Scoria and Alberta). 

The selection of educators represented the range of program type and location: and 

15 managerslleaders ( [ I l  national president - British Columbia and [4] provincial 

presidents - British Columbia. Alberta. Ontario. Nova Scotia: [3] registrars of licencing 

bodies - British Columbia, Albena, Ontario: [ I I  national executive director - Ontario 

and [ l ] provincial executive director - British Columbia: and [2] national cornmittee 

chairpersons - Ontario, Alberta and [3] provincial cornmittee chairpersons in dental 

hygiene associations - British Columbia. Ontario, Prince Edward Island. The selection 

of managersAeaden represented the spectrum of dental hygiene's leadership. 

In addition. 16 dental hygiene practitioners in private practice and students were 

drawn randomly from a pool of 155 volunteers and specifically included: 

8 practitioners in private practice ([2] each from British Columbia, Alberta, Ontario. [Il 

from Nova Scotia and [ I l  from Prince Edward Island). This selection of practitioners 

ensured regional representation as well as a cornparison of factors affecting dental 

hygiene culture and status; and 



8 students ( [ 6 ]  diploma ievel senior students and [2] degree completion level 

students). In order to obtain a "representative" sample of students based on program type, 

location, and region, 2 students were selected from community college dipioma programs 

in British Columbia and Ontaio. 1 each from a university diploma program in Alberta and 

Nova Scotia, and I each from university degree completion programs in Ontario and 

British Columbia. 

The sample for this study involved 49 participants who were purposefully selected 

to meet the goals of the research project; 48 participants were ultirnately included in the 

study .' Proportionately, two-thirds of the sample was comprised of key informants and 

one-third of non key-informants. The researcher anticipated that participant refusal rates 

and potential attrition levels would be very low, if not negligîble. This iissumption was 

based on two facts: the researcher's colleagueship with selected key informants and her 

previous experiencr in  gaining the cooperation of dental hygienists and dental hygiene 

students for the purposes of conducting research or working collaborütively on 

professional programs/projects of similar interest. To ensure the desired sample size was 

attained, given the expectation of a very low refusal/drop-out rate, the researcher identified 

a minimal number of additional participants in each sample sub-group. that is. 1-6 per sub- 

group dependent on the sample size requirements of each group. These participants could 

serve as a replacement for any participant who declined an invitation to participate in the 

study or who dropped out of the study. They were selected in the same fashion as al1 other 

participants. There were no replacement participants used in the study. 

Although 49 participants was the proposed sample size for this study, one 
diploma community college educator could not participate due to inclement 
weather on the day of the scheduled interview in Thunder Bay, Ontario. This 
participant was removed from the sample and not replaced for two reasons: the 
fact that al1 of the other 48 selected participants were included in the study 
and the expense of scheduting another in-person interview outside of the 
researcher' s home province. 



Different sarnpling strategies were utilized in this study and involved purposeful 

selection mrthods (Cnbtree & Miller. 1 992). Purposeful sampling requires that the 

researcher cm directly access and deliberately select a sample which is defined by specific 

criteria. A prirnary purposive sarnple of dental hygiene educaton, managenAeaders, and 

comrnunity health dental hygienists was appropriate for the goal of this study in that the 

perceptions and experiences of these key informants ivere critical to the conceptualization of 

the status and culture of dental hygiene. A major sampling issue in qualitative research 

design relates to the "representativeness" of the sample, that is, the question of selecting a 

sample that is representative of the culture, role, or position needed for a particular study 

(Morse, 1989). 

In this study, the researcher made use of her professional background and 

experience to define the sample of key informants. The researcher's own position as a 

dental hygiene program director and her active membership in several dental hygiene 

organizations. which included elected/appointed positions in provincial, national. and 

international professional associations. allowed her direct access to potential key 

informants. Potential informants were chosen by the researcher based on her awareness of 

the participants' backgrounds, expenences, and their perceived willingness to share 

information and insights conceming the dental hygiene occupation. Another factor 

considered in the sampling process was the residence of participants. that is. whether or not 

they lived in remote locations that were difficult to access and costly to reach. Generally, 

infonnants who lived in urban centres or near urban areas were selected. The purposive 

key informant siunple chosen for this study was relatively small in size, with d l  sub-groups 

combined. The potential sarnple of key informants to draw from was also small (Table 

3.0). The names, addresses and phone numbers of individuals in the potential sample were 

accessed by the researcher from professional association lists and directories. A purposive 

selection of key informants was made by the researcher based on the previously defined 



sample characteristics and sample size. The researcher personally knew the majority of the 

participants selected for this purposive sample. 

A purposive selection of a smaller sampling frame of dental hygiene practitionen in 

private practice and diploma and degree Ievel students was drawn from a larger pool of 

potential participants. These recruits were invited to participate in the snidy on a voluntary 

basis, having met the defined criteria for these two sample sub-groups. The potential 

dentd hygiene practitioner volunteer sample was comprised of relatively luge numbers 

(both provincially and regionally) totalling 4,862. Similarly, the potential student 

population was dso considerable and numbered 419. Given the substantial numbers of 

individuals in each of these sub-groups, the fact that the researcher did not have personal 

knowledge of these individuals. and the required smaller sampie size of 8 dental hygiene 

practitioners and an equal number of students: a systematic randorn sampling strategy was 

employed for the selection of participants in these sub-groups (Morse. 1989). 

Given the generally high participatory rate of' dental hygienists in dental hygiene 

research. the investigator anticipated that a substantiai number of volunteers would display 

interest in this study. For instance, a realistic expectation of this interest may have 

arnounted to anywhere from 50 to a few hundred volunteers per province/region. 

depending on the subgroup. To address the matter of selecting a small number of 

participants in each category from a large pool. the researcher construcred a list of rligible 

volunteer participants in each sub-group, determined a sampling interval. and made 

selections until the sample size requirements had been met (Wilson, 1985: DePoy & Gitlin. 

1 994). 

In summary, a purposive sample of dental hygiene educators, managersAeaders. 

and dental hygiene practitioners in community health and private practice, and students was 

drawn for this study. Educators, managersAeaders and cornmunity health dental hygienists 

comprised the primary sampling frarne (n=33) and were identified as key informants. A 

smaller secondary sample of dental hygienisis in private practice and students (n= 16) was 



systematicall y selected to augment the data collected from ke y in fo man ts. These 

participants were seen to be somewhat less knowledgeable and experienced with respect to 

dental hygiene's professionai project, but nonetheless, are an integral component of its 

culture. Their inclusion in the study would contnbute to this investigation of dental 

hygiene's culture and status. 

Participant Recruitment and Selection 

Different strategies for participant recniitment were employed for sub-groups of key 

informants and non-key informants. Recmitment methods were determined based on the 

population size of sample sub-groups. the anticipated cooperation of designated individuals 

who were asked to assist in recniitment (e.g. program directors. professional association 

presidents. and association newsletter editors), and whether key infomants or non-key 

infomants were being sought. Potential participants were contacted in writing by the 

researcher to request their participation in the study. They were provided with a description 

of the criteria for the selection of study participants and a description of the study including: 

the purpose. methods of data collection, anticipated length of time participants would be 

required to commit to the study. and ethical considerations (Appendix B). The researcher 

phoned each potential participant a few weeks after mailing this information and asked 

whether or not she would volunteer to be in the study. Al1 of the selected key infomants 

agreed to participate in the study. At that time, a date and time for an in-person interview 

were arranged. Confinned study participants were sent an informed consent fom 

(Appendix C) to sign and these were retumed to the researcher prior to the arranged 

interview date. Al1 of the participants indicated that they wished to receive a summary of 

the results of the study. 



Kev Informants 

The names. addresses, and phone numbers of the potential pool of key informants 

were available to the researcher. Dental hygiene managersAeaders were identified from 

nationaVprovincia1 dental hygiene association mernber lists. Dental hygiene educators were 

determined from the Canadian Dental Hygienists Association Educators Directory (CDHA. 

1994b). The CDHA also provided the researcher with computerized member lists of dental 

hygiene practitioners ernployed in cornmunity health, with the exception of those 

practitioners in Alberta, whose names are unavailable to the national association. These 

names were given to the researcher directly by the Alberta Dental Hygienists Association. 

Al1 lists were reviewed, and participants were purposefully selected according to previously 

described sampling strategies. 

Non Kev Informants 

Dental Hveienists in Private Practice 

The potential study population of dental hygiene practitioners in private practice w ~ s  

very large in number (4,862). Given the size of this pool. these informants were recruited 

in two ways: through an advertisement placed in provinciaVnationa1 association 

newsletters/joumal. inviting volunteers who met the characteristics of this sarnple sub- 

group to participate in the study; and by distributing the same advertisement to attendees at 

provincial dental hygiene professional association meetings through the cooperation of 

provincial presidents (Appendix D). In the latter process, interested dental hygienists were 

asked to leave their written responses (tear off portion of advertisernent) in a collection box 

prior to leaving the meeting. These were retumed to the researcher at her expense. The 

sarne follow-up and selection procedures described for participants recruited through 

newsletter advertking applied under these circumstances. Dental hygienists who were 

interested in the study were asked to contact the researcher in writing and to include their 

name, address and phone number (tear off portion of advertisement). The number of 



hygienists who volunteered for the study was as follows: British Columbia, 37; Alberta. 6: 

Ontario, 15; and Atlantic Canada, 26. 

The researcher constructed a list of potentiai participants by province/region as 

responses were received and then made selections using a systematic random sarnpling 

process (DePoy & Gitlin, 1994; Crabtree & Miller, 1992; Wilson, 1985). For exarnple, 3 

dental hygiene practitionen in private practice from British Columbia were required for the 

study (oversarnpling by 1) and 37 practitioners volunteered: the detennined sampling 

interval (sampling fraction) was 3 : 37 or 1 in 12. The random number of 2 was selected 

between L and 12 to determine the first person in the sampling frame to be selected. and 

then every twelfth person from the starting point was selected for the study. The majority 

of respondents resided in urban centres. Again, the researcher made a decision to limit the 

selection of participants to those individuals who lived in or near an urban location. 

Therefore. if one of the randomly selected dental hygienist participants lived in a remote 

location, the researcher chose the next participant from the sampling list who resided in a 

city or near a city. A decision was also made to limit participants from the Atlantic Canada 

region to those from Nova Scotia and Prince Edward Island. This was due to the Tact that 

the majority of volunteers from Newfoundland and New Brunswick lived in areas that 

were difficult and costly for the researcher to access. 

Selected participants were sent a wrinen description of the study (Appendix E). 

Participants confirmed their participation by phone and in-person interviews were arranged. 

Informed consent foms (Appendix C) were signed and returned to the researcher prior to 

arranged interview dates. Participants who were not selected for the study were notified in 

writing of their status and thanked for their interest (Appendix F). 

S tudents 

The researcher was confident that she could gain the cooperation of dental hygiene 

diplorna and degree completion prograrn directors in disseminating written information 



about the study directly to potential student sarnple populations. The researcher contacted 

directors by phone to determine their willingness to approach senior student groups in their 

programs. Most of the directors are known to the researcher, and several of them had ken  

selected themselves as a key informant for the study . In this case. the researcher did not 

believe that the recmitment process was biased because the director simply distributed 

wntten information to students and did not discuss it with them. If a director agreed to the 

researcher's request for assistance. they were provided with copies of the advertisement for 

recniirment (Appendix D) for distribution to students. It was suggested to the director that 

the advertisement be given to students at a time whrn they were assembled as a group such 

as during a classroom or laboratory period. so that dl potential students were contacted. 

Interested students were asked to leave their written responses (tear off portion of 

advertisement) in a collection box. These were returned to the researcher at her expense. 

The number of diploma (community college) students who volunteered for the study 

included 24 from British Columbia and 24 from Ontario. Diplorna (,university) students 

numbered 5 from Alberta and 12 from Atlantic Canada. The number of degree students 

who rxpressed an interest in the study included 4 from British Columbia and 2 from 

Ontario, 

The procedures used for the selection of student participants in the study were 

consistent with those used for the recruitment of dental hygienists in private practice. The 

narnes. addresses, and phone numbers of students (by provincehegion and program) who 

contacted the researcher expressing an interest in volunteenng for the study were placed on 

a Iist in order of response. Snident selection requirements were met through the use of a 

systematic random sarnpling process desctibed in the previous section. The rnajority of 

respondents resided in urban centres. Potential participants from Aiberta lived in 

Edmonton or very close to it, and students in Atlantic Canada al1 lived in or near Halifax. 

However, the researcher made a decision again to Iirnit the selection of participants in 

British Columbia and Ontario to those who lived in or near a major urban location. 



Therefore, if one of the randornly selected student participants lived in a remote location. 

the researcher chose the next participant from the sarnpling list who resided in an urban 

centre such as Vancouver or Toronto. Selected participants were sent information on the 

details of the study (Appendix E) and then were contacted by the researcher in a few weeks 

time to confirm their participation in the study. At that time, arrangements for in-person 

interviews were made. Each participant returned an informed consent form (Appendix G )  

to the researcher pt-ior to their interview date. Students not chosen for the study were 

informed in writing (Appendix F). 

Data Collection Methods 

In qualitative research, triangulation refers to the use of multiple data sources and 

multiple data collection strategies (Crabtree & Miller, 1992). The use of tnmgulation 

techniques in this study added detail and depth to the findings and assisted in establishing 

validity, that is, verifying that the data collected are true or accurate. The basic premise of 

triangulation is that by using more than one approach, the imperfections of one source or 

method will be counteracted by the strengths of another and that the use of multiple 

strategies will result in congruent findings (Denzin, 1978). Data sources in this study 

consisted of comparative data collected from key informants (leaders, educators. 

community heaith practitioners), "grass roots" dentai hygienists in pnvate practice, and 

students, as well as from published documents. The prirnary method of data collection was 

in-person interviews. A secondary method was document analysis. These methods were 

supplemented with concept mapping, which is a visual presentation of the connections 

between data that has k e n  categorized through analysis. Maps were constructed from the 

interview data. Concept mapping allowed the researcher to verify that her interpretation of 

interview data was reflective of the information provided by participants. Data acquired 

through interview procedures were verified through document analysis and vice versa. 



Interviews 

Qualitative research studies often employ unstnictured or semi-strucnired interviews 

(Morse, 1989). Unstructured interviews are the equivalent of guided conversations and are 

cmied out with littie or no organization (Morse, 1989: Crabtree & Miller. 1992). Serni- 

structured interviewing is designed around specific areas of interest. but ailows for 

flexibility in scope and depth (Polit & Hungler. 1987). Such interviews are open-ended 

communication events. Questions are wntten in the fom of 3 flexible interview guide 

(Crabtree & Miller. 1992; Lofland & Lofland. 1984). Interviewing technique is a critical 

element of effective interviewing for the purpose of data collection. Seidman (1991) 

recommends several interviewing strategies. some of which include: listen more. talk less: 

ask questions when you do not understand; explore. do not probe: avoid leading questions 

and ask open-ended questions; keep participants focused; avoid reinforcing your 

participants' responses: follow your hunches; explore laughter: and tolerate silence. The 

researcher made every effort to utilize these strategies. 

The researcher conducted 48 interviews over a seven month period during three 

separate trips that occurred in the following sequence: Ontario. Atlantic Canada, Bt-itish 

Columbia and Alberta. This scheduling was based on the availability of the participants as 

well as the researcher's own commitments. The date. time, and location (participant's 

workplace or researcher's hotel room) of each interview were arranged at the convenience 

of participants. Prior to the commencement of an interview the researcher reviewed the 

purpose of the study, informed the participant that she may take notes and not to be 

distracted by this, and offered the participant an opportunity to ask questions about the 

study or the interview process. Al1 interviews were audio recorded and uanscribed 

following the interviews. One of the interview tapes was found to be blank during 

transcription. The reason for this remains undetemined. Each session was approximately 

60 to 90 minutes in Iength, in consideration of both the researcher's and the participant's 

energy levels. Al1 participants were interviewed once and two participants (for whom 



concept maps were created) were interviewed twice, once in-person and once via a 

telephone conversation. One week following the completion of an in-penon interview. 

each participant was sent a "note of thanks" by the researcher for their involvement and 

cooperation in the study. 

A semi-structured interview format was empioyed to carry out individual in-depth 

interviews with dentai hygienists and dental hygiene students. An open-ended interview 

auide of core questions served as the basis for interviews with dl study participants. 3 

Additional questions wrre asked of participants in each sample sub-group in order to draw 

out perceptual and experientid differences related to infonants' work roles and practice 

settings (Appendix H). The questions were fomulated on the bais of the purpose of the 

research and the conceptual framework. The assumptions of symbolic interactionism 

related to symbolic meanings, self-concepthole taking. cultural noms and symbols. 

development of attitudes and values. and refiective thought guided the development of the 

interview questions. 

The interview guide was piloted with a colleague pnor to the first participant 

interview. This individual was asked to provide feedbûck on the questionnaire concerning 

the clarity and complexity of the questions. Although no changes were made to the guide 

after their review, the researcher did alter four of the questions after the first two interviews 

were completed in order to make them less ambiguous. For example, a part of question 

number four on the interview guide in its original form read, "What ideas and objectives do 

you think are chancteristic of the culture of dental hygiene?" Participants questioned the 

meaning of the word "culture". For greater clarity this statement was modified to read. 

"What ideas do you think are characteristic of the "art and science" of dental hygiene? Foi 

rxarnple, what do hygienists know, what are they like, what do they do, what knowledge 

and behaviors do they possess?" This revision facilitated participants' response to the 

question. 



The Rexibility of an open-ended interview allowed the researcher to uncover the 

perceptions. thoughts. beliefs and expenences of the study participants through the eyes of 

the participants, and to explore the data as they emerged from the interviews. During the 

interview process the researcher used paraphrasing/questioning techniques. referred to as 

"member checks " to verify that her understanding and interpretation of participants' 

comrnents were accurate (Guba & Lincoln, 1989). The following excerpt from an 

interview w i th one participant illustrates the researcher' s use of questioning and 

paraphrasing techniques. 

Researcher: Can you rell me what O u r  image of a dental hvgienist is? 

Pamkipmc I feel rhar it's n professional ivho's ivorking as a meniber of o 
tram wlio 's taking crzre of rhe oral health of thnt person in [hot prczcrice. I ser 
rnyselfns nor rhe main person in rhe ... us rhe dentisr has rhe jinal sa y... 

Reseczrchcr: Why do y u  feel that wu?? 

Participant Because I fiel that I'd like ro know thnt I've got somebodv in 
rhe ofice. I f  there 's a problern, I'm no? sure abolit somerhing .... 

Rrsearcher: Horv would you define a dental hygienist? 

Pcirticipant: I think it 's a professional person. 

Researcher: W h t  does that mean to y011 ? 

Participant: To nie there is an ethical responsibili Q.... It ' s  rhis air of 
professionnlism .... I /  the job takes an extra Iiow thnt 's fie.... 

Researchec So. in thinking about the professional rok of the dental 
hygienist then. rhat person /or you would be somebodv rvho is commirted 
(Participant 13, Private P rcictice Practitioner) 

Participants had an opportunity to correct errors, question the researcher's interpretations. 

and expound on information dready provided. Other reliability issues which were 

considered during interviewing included the comfort of the interview environment, 

participant fatigue, and the dependability of the recording equipment used. When the 

researcher conducted an interview at the workplace of a participant. she  asked that the 

interview room be a quiet space without access to others. The taperecorder used for 



interviewing was tested at the beginning of every interview day to ensure it was in working 

order. 

During the data collection process and throughout the study, the researcher kept a 

journal of her thoughts, confusions, and undentandings of personal, methodological, and 

analytic dimensions of the research (Cnbtree & Miller, 1992). For example. during each 

in-person and telephone interview the researcher briefly documented what she considered 

to be the essence of participant's perceptions. During the data analysis phase of the study 

she returned to these notes and cornpared them against the detail of the themes that uose 

from the data. This process contributed to the validity of the findings. In another example. 

after the researcher had read al1 of the interview transcripts twice, and before the coding 

process began. she recorded b k f  statements about her thoughts on patterns that appeared 

to be emerging from the data. Two examples of such statements were "descriptions of the 

role of the dental hygienist Vary frorn physical descriptions to relationships with other 

professionals" and "dental hygiene rnay not have deterrnined its uniqueness". This type of 

recording and reflection assisted her in understanding the effects of her own perceptions. 

values. and experiences on the research process. It enabled the reseiircher to set aide her 

own preconceptions in order to consider the study phenomena from the perspective of the 

participants (Lipson. 199 1). She often referred back though her journal as data analysis 

proceeded in an attempt to confirm/disconfirm or expand on these original thoughts which 

rnay have been transformed into conceptual themes . 

Document Analvsis 

Documents are sources of data. They rnay include, for example, diaries. books. 

letters? newspapers, Iegal documents, and reports (Wilson, 1985). Document analysis rnay 

confirrn, disconfirm, or extend findings derived from other data sources or data collection 

methods. Document selection is based on the overall purpose of a study and related 

research questions (Morse, 1989). The analysis of documents, as a method of data 



collection. is in keeping with the concept of symbolic interactionism. According to Charon 

( l989), symbolic interactionists often use "nonreactive" techniques, such as analyzing 

content in written materials to understand peoples' perspectives and actions without having 

direct contact with them. 

In this study the researcher chose documents based on the views of individuals and 

provinciaUnationai perspectives which appeared to her to articulate a range of perceptions of 

rnembers of the study population and orgmized dental hygiene with respect to the s tms 

and culture of the dental hygiene occupation. Collectively, the documents encornpassed 

official publications of the Canadian Dental Hygienists Association, legislation on the 

regulation of dental hygiene in a self-regulating and non-self regulating province. and 

editorials authored by official representatives of the CDHA from the period 1990- 19% 

(see Appendix I for analyzed documents). 

The content analysis of dl documents was undertaken by means of systematic 

coding, categorization. and interpretation. This process is discussed in the section on data 

analysis. The researcher conducted a comparative analysis of these data with data collected 

tfirough interviews. Two documents Dental Hvgiene: Definition and Scope - D d t  and 

Canadian Dental Hwienists Association MissiodVision Statement - Draft, were revised 

since the fieldwork phase of this study. The investigator revirwed the Iatest version of 

these publications and found that there were no significant content differences (CDHA. 

1995b; CDHA, I999a). 

Conce~t Mauping 

Strauss and Corbin (1990) describe a concept as a label placed on discrete 

happenings, events, and other instances of phenornena" (p. 6 1 ). Concepts are the principal 

building blocks of theory. They may be concrete in nature or abstract. Concepts are 

defined in ternis of their relationship to other concepts (Wilson, 1985). Open coding of 

data is the analytic process by which a researcher identifies concepts. A conceptual map 



provides a visual presentation of the relationship among variables in a study. Wilson States 

that "the conceptudization required for map rnaking results in a logical and organized 

model, accuratel y depicting your research" (p. 267). 

The researcher constnicted concept maps for the first study participant in each of the 

community health practitioner (Participant 2) and diploma educator (Participant 5) sarnple 

sub-groups (Appendix J). The rnaps were developed by reviewing each of the two 

transct-ipts and creating an illustration of each participant's conceptualization of the status 

and culture of dental hygiene. These two transcripts were the first of each sub-group to be 

coded. The time lapse between the cornpletion of transcript coding and the second 

interview with the participants was six weeks. Each concept rnap presented a visual 

depiction of data coding and the relationship between themes and categories. and was 

supplemented by detailed data from the coded transcripts. The researcher validated the map 

with the participant in a phone conversation. to confirm thai the rnap tmly reflected the 

informant's perceptions of dental hygiene. The participant received the concept rnap two 

weeks prior to the arranged phone conversation so that she had an oppormnity to review 

and reflect on it. The length of each conversation was approximateiy 30 minutes. The 

researcher asked each participant to discuss the concept map in terms of the "truthfulness" 

and "accuracy" of the displayed categorirs and sub-categories. 

Concept mapping was carried out so that the researcher could be confident in the 

accuracy of her analysis techniques for data generated during the early phase of data 

analysis. If errors in analysis were identified they could be addressed in a timely fashion 

before proceeding to complete data analysis. The process of concept mapping also enabled 

the researcher to refine and add depth to the categories emerging from the data. Participant 

2 (Community Health Practitioner) stated "the map captures what 1 said in an organized 

fashion ... no disagreement .... the emphasis placed on defining dental hygiene by 

cornparing it to dentistry was important and very true". The other informant responded to 

the concept rnap by staiing ''the picture makes logical sense and the categories appear 



suitable" (Participant 5, Diploma Educator). This participant also questioned the meaning 

of the category Dimensions of Professional Project.. She agreed with the researcher's 

explanation that this category represented dental hygiene professionalization. As phone 

interviews with the two participants selected for this process confinned that data analysis 

reflected their thinking and their experience in matters pertaining to dental hygiene, no 

further mapping was deerned necessary. 

Reliabilitv and Validitv Issues 

In qualitative research, reliability and validity refer to matters of credibility, 

dependability, confirmability (Crabtree & Miller. 1992). and transferability (Lincoln & 

Gu ba. 1985). Morse ( 1989) claims that the most criticai aspect of validation in qualitative 

research is "concurrent pragmatic validation". a process by which the researcher 

"establishes the standards or mles against which the data are verified as being true or 

accurate" (p. 159). Concurrent validation is usually achieved through "triangulation". 

Mesures of triangulation that were taken to ensure the validity (trustworthiness) of the dara 

included: (a) gathering of data from two sources; key informants (dental hygiene 

managersAeaders. educators, and community health practitioners) and non key informants 

(private pnctice practitionen and students) (b) three data collection methods; interview. 

document anaiysis, and concept mapping as well as a researcher journal, (c) careful 

transcription of audio taped interviews, and (d) member checks which involved 

paraphrasing techniques that were used for clarification purposes. Members of ail 

constituent groups that comprise the dental hygiene cornrnunity were represented in this 

study of dental hygiene. 

Reliability issues in qualitative research pertain to the consistency, stability, and 

repeatability of the informants' accounts and the researcher's ability to gather and record 

information correctly (Morse, 1989). These issues were addressed in the study through the 

following strategieslmethods: (a) limiting the iength of the interview to avoid participant 



and researcher fatigue, (b) ensunng a comfonable environment for the interview, (c) testing 

recording devices for faultiness pior to interviews. (d) asking al1 informants identicai core 

questions covering the same content to establish the consistency of answers (interview 

guide), (e) use of concept maps to test the reliability (clarification of content) of the 

recorded data, and (f) use of a purposive sample which is representative of the larger 

population to support transferability of findings. 

In considering the credibility of participants (dental hygienists and dental hygiene 

students), the researcher questioned whether or not the infomants have reason to lie or 

conceal what they think is the truth. Wilson ( 1985) suggests that "an alternative strategy 

for dealing with questions about credibility is to accept the philosophical position that an 

individual's staternents and descriptions of events are indications of his or her personal 

reality and unique perspective and should be studied and interpreted as such" (p. 4 15). 

Lofland and Lofland ( 1984) state that most researchers have both trust and sorne degree of 

suspicion conceming the tmthfulness of participant responses. These authors also daim 

that when participants are interested in the research topic and have no apparent reason to not 

tell the tmth, then the researcher should assume that they are being honest. Morse ( 1989) 

States that "with increased trust cornes more candid conversation" (p. 65). In this study . 
the researcher believed that the infomants had an interest in the topic as it concems their 

own profession and its future direction. and it is anticipated that they will benefit from the 

findings of this study. The investigator felt that the participants would be truthful dunng 

the interviews. Key infomants and non key informants willingly shared their knowledge 

and thoughts. 



Data Analysis Procedures 

Constant Comparative Analvsis 

The constant comparative method of data analysis was emplo! fed in this stud! 

compare. in a systematic fashion, every piece of data to every other piece of data (Glaser & 

Strauss. 1967). This rnethod "is concemed with generating and plausibly suggesting (but 

not provisionally testing) many categories. properties, and hypotheses about general 

problems" (Glaser & Strauss, p. 104). Constant comparative analysis is achieved in four 

stages: (a) comparing incidents or events applicable to each category, (b) iotegating 

categories and their properties. (c) describing theory, and (d) writing theory. A transcriber 

was employed to transcribe 48 interview tapes in full. as well as prepare the study 

documents in the sarne format. After the interviews were transcribed, the researcher 

listened to interview tapes while reading the trmscnpts because both were essential for a 

complete and varied analysis of the data (Strauss & Corbin, 1990). This process allowed 

the rescarcher to chcck the transcripts for accuracy and to detect any subtleties not rvident 

from the transcripts (for example, laughter, pauses. or voice inflection). The transcripts 

were separated by sarnple sub-group and organized in binders. Transcription, review of 

the transcripts by the researcher, and data analysis procedures were compieted during the 

time period January, 1996 to November. 1998. 

Qualitative research techniques developed by Strauss and Corbin (1990) were 

utilized to analyze data denved from interviews and documents. An open line-by-line 

coding process was employed to break down, evaluate, compare, conceptualize, and 

categorize data. Each line of a transcnpt was numbered for easy reference to specific parts 

of the data. Observations, incidents, indicators, descriptive words or phrases, and evenis 

were identified (using a highlighter pen) during open coding to facilitate the labeling of data 

into categories. These categories were hirther grouped by sirnilar features into sub- 

categories and their properties. Once categories were established by the researcher, 



patterns or thernes were identified. As data analysis progressed and became more refined, 

a few of the categories and themes named early in the analysis process, were changed. For 

example, the major theme Development und Profile of Dental Hygiene was first labelled 

'Identity of Dental Hygiene'. 

Data analysis began by open coding of the first interview transcript in each of the 

five sarnple sub-groups. This wûs done so that the researcher could acquire a "comparative 

sense" of the data across sub-groups and the ernerging catcgones before continuing with 

data analysis. At the sarne time, two concept maps were constmcted based on interviews 

of two key informants. The content of the maps was compared with categories arising 

from the transcripts. as well as being validated through second interviews. Concurrently. 

six documents (secondary data source) were coded and cornpared with coded data from the 

transcripts and the concept rnaps. The researcher also referred to the notes she had 

recordrd during the in-person interviews relative to the recumng ideüs. thoughts. and 

perceptions communicated by the participants. In this fashion, the accuracy and reliability, 

of the ernergent data categories were confirmed across data collection sources. 

The next phase of data analysis involved coding of the remaining 42 interview 

transc tip ts. The researcher chose to systematicall y complete coding procedures by 

analyzing a11 the transctipts of one sample group before proceeding to the next. She began 

this process by coding al1 transcnpts in the key informant sample sub-group, community 

hedth practitionen. Again the researcher compared the results of this analysis with those 

of the other data sources cited above. No new categories or themes were discovered. 

Based on these results the data analysis process w s  rnodified. In each of the remaining 

sarnple sub-groups. 75% of the transcribed interviews were coded and analyzed. while 

ensuring that these interviews were inclusive of participants from every province/region. 

For the other four sarnple sub-groups (Managerskeaders, Private Practice Practitioners. 

Educators and Students) analysis was concluded when saturation was reached. This 



occurred after analysis of 75% of the interview transcripts in each sub-group. In total. al\ of 

the document transcripts and 38 of 47 interview transcnpts were analyzed. 

The researcher made use of "sensitizing concepts" related to issues of 

professionalisrn as she investigated and analyzed the data (Appendix A). These concepts 

contributed to her awareness, understanding, and interpretation of the findings. 

Background information collected on participants (memberhon-rnernber of professional 

association. full-timdpart-time employment. dentai hygiene role, place of employrnent. 

length of career) were considered dunng analysis of the data to determine if there were 

significant differences or similarities in the perceptions of members of each of the saniple 

sub-grou p. 

Journal or merno writing served as another procedure of data analysis. Strauss and 

Corbin ( 1990) state that memos are "written records of analysis related to the formulation 

of theory" (p. 197). A memo represents the written form of the researcher's abstract 

thinking about data. Memoing begins at the inception of a study and continues until the 

final wnting is completed. Memos assist the researcher in gaining analytical distance from 

the data. They develop conceptuaily in complexity. depth and üccuracy as the research and 

analysis progress. Sorne specific features of memos include: (a) they are kept separate 

from data: (b) they are written irnmediately when an idea occurs: (c) they are modified as 

researcher ideas are modified; (d) they are kept at a conceptual level: and (e) they are labeled 

with a category or categories it describes. a reference, and a date (Strauss & Corbin, 1990: 

Wilson, 1985). In this study, memo writing was used by the researcher during the 

analysis phase to articulate ideas and document repeated themes or patterns as they emergd 

from the data. For example, one memo wntten at the beginning of data analysis stated 

"both participants referred to the impression left on hem by their dental hygiene teachers". 

One of these participants was a recent graduate and the other had graduated from dental 

hygiene 30 years ago. As data analysis proceeded, this statement was repeated over and 

over by participants. It ultimately led to a category narned Leaming Dental Hygiene., and 



findings related to the importance of teacher role modeling in dental hygiene education. 

The constant comparative method's requirement of documenting one's ideas, increased the 

likelihood that the conceptualization of dental hygiene's status and culture was well 

integnted and clear. as the researcher was forced to make theoretical sense of each 

cornparison (Glaser & Strauss. 1967). 

There were very few negative cases or anomalies which arose from the data during 

data analysis. Such cases are identified by evidence of incidents. events. ideas, perceptions 

or other phenornenon that do not support, or run contrary to. the emerging analysis 

(Wilson. 1985: Strauss & Corbin. 1990). Anomalies in the data do not necessarily negate 

study questions or statements. but rather add variation and depth of understanding to the 

analysis. Once such negative case was encountered during the analysis of transcripts of 

diploma students. One student, uniike any other studen t participant. expressed extreme 

dissatisfriction wi th the quality of her dental hygiene education and the effectiveness of her 

instnictors in teaching her dental hygiene. However. during the interview. this student was 

able to identify 3 specific set of personal circumstances which contributed to her 

perceptions of her education. This anomaly added to the researcher's understanding of 

students' experiences and their potential impact on the development of the professional self- 

concept. 

Reflexivitv and Insider Research 

Ethnographers have considered the notion of "insider research" as it pertains to the 

researcher-informant experience. An insider refers to one who has knowledge and/or 

experience and sorne association with infomants andor the study setting. infonnants 

often hold perceptions of an interviewer's or observer's cultural background and personal 

attributes (Morse. 1989). Such perceptions may influence what infomants think the 

interviewer or observer will understand, and how informants act (reactivity). Similarity of 

researcher-informant backgrounds can be advantageous or detrimental, depending on the 



situation and the individuals/group involved. The controversy over insider research centers 

around such issues as ease of entry, common understanding and language. and subjectivity 

(Aguilar, 1981). Entry to a study setting c m  be facilitated by being an insider. Morse 

(1989) claims that even without a language barrier, there are some things which an 

informant can communicate only to a researcher of similar bac kground. Conversel y, some 

informants will be more open if they perceive an investigator as an "outsider". 

Subjectivity on the part of the researcher rnay create selective listening and influence 

what will be seen and iinderstood. Although the "insider" rnay have a similar background 

to infomants which facilitates an understanding of the data. this rnay cause the nuances of 

the data to be overlooked (Scanlan, 1994). It is more difficult for an insider to be objective 

in the research setting. However. if the researcher acknowledges the insider perspective, 

then he/she c m  be sensitive to related research issues, and cm deveiop strategies to 

overcome them. Once this occurs, the richness of data collection is enhanced md 

interpretation of the data is facilitated (Morse. 1989). Lipson ( 1984) claims thar study of a 

peer group has several advantages including ease of entry, previous knowledge of sorne 

important research questions. and an increased ability to obtain in-depth and rich data. 

The idea of "reflexivity" in qualitative research considers sel f-awareness approaches 

or strategies which may be employed to minirnize the negative effects of the insider- 

informant experience and rnavirnize the researcher's undentanding of the impact of the 

insider role. Reflexivity requires the insider researcher. as the research instrument, to 

examine cntically any preconceptions and assurnptions that may influence data collection. 

as well as any other factors of personal bias and feeiings that rnay affect the research 

process (Morse, 1989; Crabtree & Miller, 1992). 

In this study, several measures were taken to ensure that the effects of the insider 

role were kept in check. First, the researcher documented her beliefs and assumptions 

(Chapter One) about the research topic prior to the onset of the research. She remained 

cognizant of these during data gathenng and analysis. Second, a reflective journal was 



kept by the researcher throughout the research process in which ideas, fears, mistakes, 

feelings and other personal experiences and thoughts were recorded. This journal allowed 

the researcher to confront her subjectivity during the study and to understand the impact of 

her own values, beliefs, and experiences on the research. Third, "member checks" were 

utilized to verify that the researcher had correctly understood the meaning of the data 

collected. The researcher asked questions and used a paraphrasing technique dunng 

interviews to verify informant responses. A further "check" occurred when the investigator 

conducted phone interviews with selected participants to validaie concept maps constmcted 

after data collection. By employing these strategies, the investigator responded during the 

course of the study and through the writing stage, to any h m f u l  effects resulting from an 

insider's perspective. The benefits of the insider role of the researcher were realized dunng 

data gathenng. She had access to data sources such as narne and address lists of potential 

participants. Also. she was known to many of the key informants and was easily able to 

nain their cooperation to participate in the study. Secondary data sources such as CDHA P 

documents were readily available to the researcher because of her own invoivement in the 

organization. 

Ethical Considerations 

Ethical approval for the conduct of this study was obtained from the Ethical Review 

Cornmittee of the Department of Sociology, University of Manitoba. Ethical issues in 

qualitative social research, and particularly in interviewing, are concerned with the need to 

bÿlance the positive outcornes of scientific discovery against possible risks to the 

participant. Since interviewing may provoke self-reflection and considerable self- 

disclosure among informants, the researcher must take measures to ensure that the 

sometimes vulnerable position of a participant is not exploited and h m f u l  to them (Morse, 

1989; Seidman, 1991). The use of informed consent is both ethically and methodologicaily 



desirable in order to safeguard the informant's basic right of self-determination; the right 

not to be harmed; the right to full disclosure; the right of privacy. anonymity, and 

confidentiality; and the right of withdrawal (Wilson, 1985; Seidman, 199 1). 

Research participants who have the right of self-determination will feel free from 

constraint and coercion. The researcher should avoid using coercive language in letters of 

introduction and consent forms. The right of not being harmed includes physical. 

emotionsl. legai, financial, and social h m  (Wilson. 1985). The risk-benefit ratio must lx 

disclosed to informants before they agree to participate in a study. The assessrnent of this 

ratio requires an estimate of the projected importance of the study (Archbold. 1986). The 

right to full disclosure means that misleading participants. either by withholding 

information about a study or by providing inaccurate information. is unethical. Right of 

privacy allows a study participant to think and act without interference, or to risk the chance 

that their behaviors or thoughts may be used to embarrass them. A study is considered 

anonymous when the findings c a n o t  be associated with any one individual. Anonymity of 

participants is maintnined by substituting code numbers for names on ail research materiais. 

and by keeping a rnaster list of informants under lock and key. The names of study sites 

should also not be reveded (Seidman. 199 1). Wilson ( 1985) States that confidentiality in 

research means "that any information that a subject divulges will not be made public or 

available to others" (p. 70). The confidentidity of data sources can be maintained by not 

allowing people other than the principal researcher to have access to the data. Study 

participants have the right to withdraw from a study at any tirne during the research process 

including a specified time after data collection and during data analysis. They also have the 

nght to withhold any portion of interview data they choose. 

In this study, participants were provided with a letter of introduction from the 

researcher which included information on the participant selection process, data collection 

methods, expected time commitment to the study, ethical considerations (confidentiality) 

and a request to participate (Appendices B and E). Once participants agreed to be in ihe 



study, they were provided with an informed consent form that adhered to the elernents 

described previously (Appendices C and G). The researcher avoided using coercive or 

persuasive language in both the introduction letter and the consent fom. 

In order to reinforce the participant's right to full disclosure, the researcher 

explained the purpose of the research to each participant prior to the beginning of each 

interview. Funher. the participant was given the opponunity to ask the researcher 

questions at thrit time. -4dditionally. member checks and concept maps were employed to 

ensure the accuracy and correct understanding of the data collected from participants. The 

reciprocd relationship between the researcher and each informant makes the informant 

more vulnerable to self-disclosure, resulting in information being shared with the 

researcher that may not be shared with other people. Because the investigator is an 

"insider" and could understand the informants' experiences. she may have unintentionaily 

elicited data that informants would not share in other circumstances. The researcher 

managed this situation by being sensitive to participants' cues and shanng information with 

the informants conceming the thmst of the interviews. Another issue related to role contlict 

(insider versus researcher) is that informants may confuse the investigator's researcher 

status with the insider's other roles. As a result, an informant may attempt to interact with 

the researcher on the basis of the researcher's professional background. Whrn this issue 

arose a couple of times during interviews, the researcher rerninded the informant of her 

purpose for conducting the interview and hence redirected the focus of the interview. 

The issue of confidentidity in qualitative research is concemed with the 

participants' right to know how information from a study will be shared with others, and 

how participant confidentiality will be managed. In this research, procedures to protect the 

confidentiality of the informants included checking with the participants to detemine if they 

agree wi th the researc her's interpretation of the data, disguising the identity of participants, 

distoning non-relevant case material, and scheduling interviews at the partici pan t's 

convenience (Archbold, 1986). Access to interview data (tapes and transcripts) was 



restricted to the researcher, the individual transcribing the audio tapes, and memben of the 

researcher's advisory cornmittee. Audio tapes. transcripts, and consent fomis will be kept 

in a locked cabinet until completion of the research project. 

Informants will be acknowledged in the study as a group and will be recognized for 

their contribution to the outcomes of the research. The researcher does not perceive that 

there are any risks for those who participated in this study as the investigator has no 

influence over the employment situation of participants. Participants were apprised of die 

potential benefit of the research, particulad y for dental h y gien ists in leadership positions 

and for organized dental hygiene in general. Dental hygiene education and dental hygiene 

practice will also benefit from a conceptual understanding of the dental hygiene culture. 

Due to the relatively small size of sample sub-groups in this study and the characteristics of 

the sample. complete anonymity of individual participants probably cannot be assured and 

therefore anonymity wasn't offered. However. each participant was asked whether she 

would consent to their employment/student position being identified for the purpose of 

enhancing analysis of the data collected. A few of the participants asked the researcher to 

consult with them if a reference to their position was incorporateci into the research report. 

Limitations of the Study 

The relatively smail number of study participants and the qualitative research design 

of this study limit generdization of the findings to the dental hygienists and dental hygiene 

students who paiticipated in this research. This investigation offen a first systematic step 

in researching and understanding the complexities of the status and culture of dental 

hygiene from the perspectives of the dental hygiene community itsel f. 

Symbolic interactionism, the conceptual framework for the study, does not address 

al1 dimensions of understanding and learning (Musolf, 1992). Despite this. questions that 

may address other aspects of the culture and occupational status of dental hygiene are 



outside the boundaries of this research. As such, the relevance of the findings of this study 

are lirnited to those experiences and perceptions that arose out of the participants' 

interaction with the self and with others. 

Qualitative research analysis is based on the investigator's interpretations of the 

data. However. the experiences and biases of the researcher in this interpretive process 

must be accounted for during data collection and analysis. While measures such as 

member checks and the use of a researcher journal were employed to address these reserirch 

issues, other interpretations of the data must be recognized. Nrvenheless. the possibility 

of alternative interpretations does not detract from the importance of the study findings. 

Further research will be required to determine the applicability of these findings to 

other members of the dental hygiene profession and to other professional groups who may 

have an interest in the occupational status and practice of dental hygiene, for exarnple. 

dentistry. 

Summary 

This chapter has presented details of the research design and methods used in the 

study. Issues related to participant recruitment, sarnpling strategies. data collection 

methods and data analysis have been addressed. Ethical considerations surrounding this 

study were considered. Although there are limitations to the study, and funher research is 

needed to determine the applicability of these results to other dental hygienists, the findings 

presented in the next two chapten disclose the perceptions of dental hygienists and dental 

hygiene students with respect to the statu and culture of dental hygiene. 



CHAPTER FOUR 

FINDINGS: STUDY PARTICIPANTS AND THE CORE THEME - DENTAL 
HYGIENE IN TRANSITION 

The purpose of this study is to conceptuaiize the culture and occupational status of 

dental hygiene in Canada from the standpoint of selected members. The primary source of 

data was derived frorn in-person interviews supplemented by a review of documents 

relevant to the research questions. The perceptions of dental hygienists within each 

constituency of the comrnunity were explored. Participants included representatives of 

private practice. community health, dental hygiene education, student populations, and 

management and leadership positions. The data were voluminous and in the interest of 

parsimony. a selection of key thernes that related to the research questions was made. An 

open coding data analysis process. as described in Chapter Three. led to the identification 

of one core theme and four related major themes. The findings relative to these themes are 

presented in this and the next chapter. An interpretation and analysis of the findings is 

found in Chapter Six. Throughout the interviews, there was one pervasive undercurrent. 

that of change in the dental hygiene occupation and in dental hygienists themselves. This 

undercurrent is presented as the core therne and tiiled Dental Hygiene in Transition. 

Closely connected to this core theme are four related major themes that describe change in 

relation to the status and growth of dental hygiene (Development and Profile of Dental 

Hygiene), inter-occupational relationships (Relatioitships Between Dental Hygiene ond 

Dentistry), professionalization (Dimensions of the Professional Project of Dental Hygiene), 

and education (Dental Hygiene Education). 

As a means of organization, the core and major themes are presented separately. 

However, the diaiecticai nature of their relationships can be clearly seen in Figure 4.0. 

This figure represents the findings of the study and the nature of the interactions between 



and arnong the core and major themes. The core theme Dental Hygiene in Transition is 

strategically placed in the centre of the figure with arrows connecting it to each of the major 

themes, illusrrating the importance of change to each of these themes. In tum, mows 

retuming from each of the major themes to the core indicate that the relationship is bi- 

directional in nature. The circle and the arrows in the circle depict the connectivity and 

influence of one major theme upon another, for example, the development and profile of 

dental hygiene is related to the professional project of dental hygiene and relationships 

between dental hygiene and dentistry have impacted dental hygiene education. The key role 

played by gender in every theme is represented by the broken arrows. As seen in Figure 

4.0 each major theme includes various categories. These categones, together with sub- 

categories are discussed in the next chapter. 

gender 

Figure 4.0 Concepnialization of Dental Hygiene 

This chapter begins with a description of the participants in the study including 

sample sub-grouplresidence. years of dental hygiene work experience, year and place of 



graduation, other education. and involvement in professional dental hygiene associations. 

The remainder of the chapter is devoted to a discussion of the core theme Dental Hygiene in 

Transition. This theme is described in relation to dental hygiene's occupational 

development and relationships with other professions, the knowledge and skills of 

hygienists, and dental hygiene practice. 

Description of Study Participants 

A purposive sample of 48 participants including dentd hygiene educators. 

managedieaders, and practitioners in community health and private practice, and students 

(diploma and degree) from five Canadian provinces were interviewed. These provinces 

represented variations in dentd hygiene education, practice, and regulation. Smailer 

numbers of participants were selected from the Atlantic Canada provinces combined, than 

from each of the other provinces. Place of residence for these participants was merged 

under the heading of Atlantic Canada. This regional classification also assisted in 

protecting the identity of individuals in two Atlantic provinces with few participants, that is, 

Nova Scotia and Prince Edward Island. British Columbia, Alberta, and Ontario remained 

as separate provinces. Each of the various participant categories as noted above was 

identified as sub-groups for the purpose of analysis. A summary of background 

information on these participants can be found in Table 4.0. Key characteristics of the 

participants within each sub-group are presented. 



Table 4.0 

Description of Studv Partici ants bv Sample Sub-Grou~s 

Smple  Sub 
G ~ P  

Location Total No. of 
yeam in 
Dental 
Hygiene 

Range in 
Yeat of 
Graduation 
from Dental 
H ygiene 

Place o f  Dental 
Hygiene Graduation 

Other Education 

D.H. in Private 
Practice (n=W 

Ontario n=2 
Albena n=2 
B.C. n=2 
Atlantic 
Crinadri n=2 

University n=5 
Community Collegc 
n=3 

- 

DiplomtilCrnttic~rc n=3 
Brichelors 
n=ZY 1 studenr i 
Masfers n=2 
Ph.D. n=O 

D.H. in 
Community 
Hralth (n=8) 

Ontario n=1 
Albrna n=2 
B.C. n= l  
Atlantic 
Canada n = l  

University n=5 
Community College 
n=3 

DiplorndCrni fuir n=3 
BachcLots 
n=3+t l studrnr) 
Masters n=:! 
Ph.D. n d  

D.H. Manager1 
Leadcr 
(n=16) 

Ontario n=5 
Alberta n=3 
B.C. n=6 
Atlantic 
Canadû n= l  

University n= 15 
Community Collegs 
n= l 

Diplomü/Cenificarr 
n=I students 
Bachrlors 
n=10+(3 studsnfs~ 
Muters n=7 
Ph.D. n=l+( l student) 

D.H. Diplorna 
Educitor (n=6) 

Ontario n=3 
Alberta n= l 
B.C. n=l 
Atlantic 
Canada n= l 

University n=5 
Comrnunity Ciillctgc 
n= 1 

D.H. Degree 
Educator (n=2) 

Ontario n=l 
B.C. n= 1 

University n=2 
Cornmunity ColIege 
n=O 

DiphndCenificate n=O 
Bachelon n=l 
Maters n= l  
Ph.D. n=O 

D.H. Diplomo 
Student (n=@ 

Ontario n= l  
Albena n= l 
B.C. n=2 
Atlantic 
Canada n= l 

University n=2 
Community College 
n=J 

DipiomdCcnificare n=3 
Brichelors 
+( I student) 
Muters n=O 
Ph-D. n=O 

NIA NIA 

D.H. Degrec 
S tudent (n=2) 

Ontario n=l 
B.C. n=l 

Univeaiiy n= 1 
Cornmunity College 
n= l 

DiplornidCenificrite n= l 
Bachelon n=O 
Masters n=O 
Ph.D. n a  

Note D.H.=Dental Hygiene - 



S ample Su  b-Grou~s 

In total, 48 female dental hygienists and dental hygiene students were interviewed. 

Sarnple sub-groups were defined by work setting and role. These sub-groups included 

dentai hygienists working in pnvate practice, in community health, as managers and 

leaders, and as diploma and degree educators. Students were divided into two categories, 

degree and diploma. Degree students were graduates of dental hygiene at the diploma level 

and had renimed to school to complete baccdaureate dental hygiene programs. As seen in 

Table 4.0 the deliberate oversarnpling of ManagersLeaders resulted in a 2 to 3 times larger 

sub-group in cornparison to the other sub-groups. 

Almost al1 participants in the study were employed in some type of dental hygiene 

practice setting, with the exception of diploma level students. Half of these students had 

worked in either a dental or health related occupation pnor to entering a dental hygiene 

diploma program. The degree students studied part-time and worked part-time in the field. 

The rnajority of interviewees. irrespect ive of sample sub-group and locarion. had 

experience in more than one dental hygiene role throughout their careers. For example. 

participants who were identified as part of the managerlleader group were often employed 

as educators and were either in pnvate practice or employed as comrnunity health 

practitioners. Similarly, educators and community health dental hygienists had previous or 

current experience in private practice. However, very few private practice participants had 

occupied more than one dental hygiene role during their careers. Although these private 

practice practitionen had less experience in multiple dental hygiene roles such as educator 

and manager. they were able to offer valuable insights into the complexities of the 

occupation. 

Years of Dental Hwiene Work Ex~erience 

Overall, participants in this study had substantial part-tirne and full-time work 

experience in dental hygiene. There was minor variation in the mean number of years 



worked by dental hygienists; the mean ranging from 13 to 20 for most sample groups. This 

figure is consistent with the fact that dental hygiene in Canada is a relatively young 

occupation and the workforce is stable with a low attrition rate (Johnson, 1989). The one 

exception to this was the dental hygiene degree educators (n=2) with a mean of 32.5 years 

of work experience. These educators were selected because of the knowiedge and 

experience they possessed based on their lengthy involvement in dental hygiene. In the 

largest sub-group of managerfleader. full-time employment dorninated. With fsw 

exceptions. managerdieaders had made a lengthy cornmitment to their chosen occupation. 

together with having broad experience in multiple dental hygiene roles. Those individuals 

who resided in Ontario had worked in dental hygiene for the longest time. This is mosr 

Iikely related to the fact that Ontario was the first province to recognize this occupation 

through legislation in the 1940's. 

Pnvatc practice practitioners had the highest rate of part-time employment. ranging 

from one to 32 years. Participants in this group represented the opinions. beliefs and 

experiences of novices. as well as long-time, experienced dental hygienists. Full-time 

work was the norm for community health practitioners. which is consistent with the most 

common type of employment arrangement in community health work settings. Two degree 

students. respectively, had five and 2 1 years of dental hygiene work experience pnor to 

reniming to school, and continued to be employed in the field during their education. 

Diploma and degree educators had the highest rate of full-time employment, averaging 22.1 

years of work experience per participant with a range of 13 to 35 years of work. This sub- 

group paralleled the rnanagerAeader group in tems of participants' involvement in multiple 

dentai hygiene roles. The educators also exceeded the totd number of years of dentd 

hygiene work experience across sample groups with equal numbers of participants: 177 

years as compared with 124 for private practice practitionen and 109 years for community 

health dental hygienists. The higher degree of work experience of the educators was 



reflected in more knowledgeable and sophisticated responses regarding the multiple facets 

of dental hygiene. 

Year and Place of Graduation from Dental Hvgiene 

Most of the dental hygienists in the study graduated in the early part of the 1970s 

and during the 1980s. Several participants within the educator and rnanager/leader sub- 

groups had been educated during the 1960s. One managerfleader participant cornpleted her 

dental hygiene program in 1952 outside of Canada, one year prior to the first gaduating 

class in Canada. As it is quite common for educators and leaders to be career-track 

individuals and long-time members of the dental hygiene community. it is not surprising 

that participants in the managerAeader and educator sub-groups were found to be early 

graduates. Generally. those dental hygienists who were in practice positions, either private 

practice or community health, were graduates of the late 1970s, and 1980s. 

On the wholr, participants graduated from dental hygiene programs which were 

located in the same region as their current residence. This finding is sirnilar to the results of 

the only census study of dental hygienists in Canada which found that the dental hygiene 

population was relatively stable in terms of migration (Johnson. 1989). That is. in 

comparing hygienists' province of first registration with their region of current registration, 

littie variation was noted. It appears that dental hygienists tend not to move from one 

province to another. This might be explained by the fact that. in the past. employment 

opportunities were plentiful and dental hygienists didn't have to relocate in order to find 

work. 

Of particular interest is the observation that approximately three quarters of al1 the 

dental hygienists attended university based dental hygiene programs, while one quarter 

graduated from cornmunity college programs. This finding is contradictory to the fact that 

during the mid 1970s and into the 1980s, there was a shift in dental hygiene education from 

university based programs to cornmunity college based programs. a pattern which remains 



today (Health and Welfare Canada, 1988; CDHA, 1997). It appears that in spite of this 

shift, many of the participants who had graduated during these years had sought a 

university dental hygiene education, while most of the dental hygiene diploma students 

were repistered in community college prograrns. Al1 but two people in the managerfleader 

and educator groups combined attended university prograrns in dental hygiene, while 

private practice and community health practitioners graduated from university and 

community college prograrns in almost equal numbers. The study of professions over 

time. has continued to cite university based education as a critical element in the formation 

of a profession and in the development of the professional person (Greenwood. 1957: 

MiIlerson, 1964; Freidson, 1970, 1994; Johnson, 1972; Turner, 1987; WiIIis; 1989: 

Macdonaid. 1995). The fact that the majority of participants graduated from university 

dental hygiene programs might be related to their own professional aspirations. or the 

status normally associated with university versus community college di plornas or degrees. 

or their desire to pursue further university education beyond the Diploma in Dental 

Hygiene. 

Other Education 

Participants were generall y well educated. Half of the individuals in the private 

practice practitioner sarnple group held either certificates. diplomas, or degrees in addition 

to the Diploma in Dental Hygiene. This is noteworthy as the minimum legal requirement 

for entry into dental hygiene practice Canada-wide is graduation from an accredited dipioma 

dental hygiene program at the post-secondary level. Five of eight community health 

practitioners held diplomaddegrees in addition to their dental hygiene education; two of 

which were at the masten level. AU of the educators in the study were qualified at the 

degree ievei; many had masters degrees and several were doctoral students. Similarly. I l  

of 16 managerslleaders had additional education; primarily baccalaureare and masters 
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degree qualifications. For these participants, higher education has led to positions in which 

they have been able to promote the professionalization of dentd hygiene. 

Involvernent in Professional J3enta.i Hvoriene Associations 

In two of the five provinces in which participants resided (Alberta and Jova 

Scotia). membership in the professional association at the provincial level is a requirement 

for dental hygiene licensure. At the time of this study, al1 but one of the participants. a 

diploma dental hygiene student, were members of their provincial and the national dental 

hygiene associations. As vol-i.!ntary rnembership at the national level is approximately 65% 

of the total Canadian dental hygiene population (C. M. Worobey. personal communication. 

June, 1995) the overall rnembership rate of the dental hygienists in this study was quite 

high. Ten mamgersneaders, two degree students, six educators, four community health 

and four private practice practitioners also held dental hygiene and related memberships in 

local and international organizations. 

Al1 the dental hygienists who participated in the study had held. or currently 

occupy, a volunteer position(s) in a dental hygiene professional association or in a related 

health organization. The positions ranged from President of a provinciaYnationa1 

association. to cornmittee membership, to involvement on a local heaith board. Dental 

hygiene diploma students were not involved in volunteer positions, due to the time 

cornmitment required for their studies, but each one did belong to her provincial dental 

hygiene association. 

Sumrnary 

Al1 of the participants in the study were women. This is consistent with the fact that 

98% of Canadian dental hygienists are fernale and 2% are male (Johnson, 1989). The 

largest sample group was rnanagerlleader, with al1 others being reiatively equal in numbers. 



Managers and leaders comprised the majority of key informants selected for the study and 

were representative of a large cross-section of hygienists holding both paid and volunteer 

positions in settings such as professional organizations and regulatory agencies. 

Generally. there were few variations found in the characteristics of the mernbers within 

sarnple sub-groups, and between groups. Place of residence did not appear to affect 

factors related to participants' backgrounds. Many cornmonalties existed among the 

participants whose involvernent in dental hygiene ranged from one to 43 years. Grnerally. 

the background of the dental hygienists in the study was very sirnilar conceming experience 

in dental hygiene roles outside their primary place of ernployment. place of dental hygiene 

graduation. additional academic qualifications, and their involvement in organized dental 

hygiene. The one existing variation was that diploma dental hygiene studenü had no active 

involvement in a dental hygiene association outside of membership in compuison to ail 

other participants. 

The characteristics of the study participants previously described such as the length 

of one's career, the geographical location of their education. and their work roles will 

continue to provide a framework for the continuing discussion of the core and major 

themes which will be described in the remainder of this chapter and in Chapter Five. 

CORE THEME - DENTAL HYGIENE IN TRANSITION 

The core theme, Dental Hygiene in Transition. was pervasive throughout the 

interviews as dental hygienists and students spoke of their own experiences and 

understanding of various facets of dental hygiene. This core theme also ernerged during 

the course of document analysis. While every dental hygienist and dental hygiene student 

cornmunicated their perceptions of the current statu of the dental hygiene occupation, they 

stressed the changing nature of multiple facets of dental hygiene. They expressed their 

views of this transformation in the dimensions of occupational growth. knowledge/skills, 



relationships with other health occupations with parUcu1a.r reference to the changes 

occurring between the professions of dentistry and dental hygiene, and dental hygiene 

practice. Participants stated that dental hygiene began to witness unprecedented shifts in 

these areas during the past decade. For the most part these shifts were oriented towards a 

positive fonvard direction. This section will provide a generd overview of the dimensions 

of dental hygiene perceived to be in transition. A more detailed discussion of these 

dimensions will be presented in the next chapter as they relate to the major themes idcntified 

by participants in the study. 

Occu~ational Develo~ment 

The development of the dental hygiene occupation was viewed as being in 

significant transition. According to the participants. this transi tional period has k e n  

propelled largely by changes in the regulation of dental hygiene, as well as other factors. 

Participants perceived that self-regulation was raising the occupational status of dental 

hygiene. as well as impacting on its culture and its rnembers. That is, self-regulation was 

viewed generally as increasing the professional self-concept of individual dental hygienists 

and promoting a positive self-image within the occupation. 

The decision ivas to go for self-regttiation and I think prior to flint thoirgh, 
I'm noi sure how many Iiygienists worrld have thoirght of ihernsefves (LF a 
professionai in the ivay t h t  the? mqbe  do now. (Pnrticipcuit 7. 
Managerfiader) 

Participants also referred to the growing autonomy of dental hygiene. as 

govemrnents were beginning to recognize the role of dental hygienists in health care 

through legislative changes which shifted the responsibility for the regulation of this 

occupation from dentists to dental hygienists. Many participants cited exarnples of 

independent dental hygiene practice as a sign of upward occupationai growth. They 

associated this with self-regulatory status. For the first time in dental hygiene's history. 

independent practice was permitting direct public access to dental hygiene services, 

particularly for those people in underserviced areas. One cornrnunity health practitioner in 



British Columbia stated that independent practice and self-regulation would improve the 

self-esteem of dental hygienists because of increased responsibilities and opportunities. 

Another community health practitioner claimed that these two factors would improve the 

public's image of dental hygiene and alter the behaviors of 'subservient' dental hygienists. 

I think together the? will push dental hygiene down thal professional road 
in the public's eye .... I think it will push hygienists who are rneek and quiet 
and have been sitbservient in the Fast to thinking about - t h t  thev actmfly 
are a profession. When you see p u r  colleagues absorbing more risk and 
resporzsibility jltst ùirougli the mew sort of ownership of (1 practice or 
thraugh the ownership of a Colfege of Dental Hvgienists and a set of bv- 
~ C I I V S  to which y u  are legnlfy responsibie to [ive up  to. You knaw 
rvill siniply rise tu that challenge and becorne what the? lue rxpected to 
become. (P nrticipan f 48, Comnirrni~ Health Proctirioner) 

A private practice practitioner from Nova Scotia equated dental hygiene self- 

regulation with greater freedom from dentists. Participants from Atlantic Canada 

acknowledged that. despite the fact that dental hygiene had not been granted self-regulatory 

status in this region of the country. members of professional dental hygiene organizations 

in this area had sought govemment support for this change. In fact. most pariicipants 

raised the matter of the importance of state sanction for changes to dentai hygiene's 

occupational status. In this instance. the state was viewed as giving dental hygiene the 

'authority' to govem itself. Dental hygiene was beginning to use the politicd process to 

xhieve change. 

C h a n ~ i n ~  Roles 

In addition to changes brought about by dental hygiene self-regulation, dental 

hygienists and students in this study believe that reforms in the health care system will lead 

to future opportunities for expanded dental hygiene d e s  ( e g ,  researcher, manager) and 

work settings (e.g., home care), and an increase in cornmunity services generally. Such 

oppominities, however, are not likely to occur within the cument traditionai delivery mode1 

of the private dental practice and the ernployer/employee arrangements between dentists and 

hygienists. Instead, as multi-disciplinary, cornmunity based health clinics become 



established through govemment initiatives to provide holistic and cost-effective health care, 

dental hygienists will increasingly assume the role of a multi-disciplinary tearn rnember 

within a community clinic. No mention was made of whether or not dentists would also be 

part of this new team environment, or whether participants believe that the govemment will 

raise the present level of public funding for oral health care services delivered via 

community clinics. As participants spoke of dental hygiene's transition. they often blended 

their views of changing roles and work settings, resuliing in descriptions of çurrent and 

future work in long-tem care facilities, seniors' homes and institutions. They also 

identified their role as a 'primas, health care provider' in community care. In addition. 

reference was made reference to an increasing emphasis on non-traditional dentd hygiene 

roles such as researcher, change agent/advocate, and consultant. 

Content analysis of documents such as Dental Hveiene: Definition and Scope - 

Draft (CDHA, 1994c) reveded further support for the idea of changing dental hygiene 

roles. This document referred to dental hygiene practice standards developed in 1993 which 

appiied to multiple dental hygiene roles. and had since surpassed standards published in 

1988 which related specifically to the clinical role of the dental hygienist. Analysis of this 

and other documents (CDHA, 1992c: CDHA, 1995a) further supported the notion of 

expanding dentd hygiene roles (clinical therapy, health promotion. education, 

administration, research) and multiple work settings (private practice/community health. 

outreachhome care, institutions, primary health care centres, research. industry, consulting 

firms, professional organizations). According to both the CDHA and study participants, 

dental hygienists' desired involvement in the growing rnuitidisciplinary approach to health 

care is occumng simultaneously with various health care reform initiatives being witnessed 

across North America. 



Status of Women 

Another important factor which has altered the status of the dental hygiene 

occupation, as reported by participants, is the increased status of women in society. Dental 

hygienists across sampie sub-groups perceived positive changes in the status of women, 

and felt that these changes had contributed to a more favorable view of women in dental 

hygiene, and to increased public recognition of the services they provide. Societal changes 

with respect to women's status have also equipped dental hygienists with a greater lsvrl of 

confidence in their professional roles. Participants claimed that many hygienists are now 

attempting to alter traditional dominant-subordinate relationships between male dentists and 

fernale hygienists. This was illustrated in the words of participznts such as: 

... confidence is growing but I think thnt niso has to do wirh this - rhe 
''woman of rodqVt' is more confident and wants more for herself nr cr 
tnnjority. ... IVL> feel stronger as a groicp, that we 're not perhaps as. you 
know. subsenient han wr ma? have once been. thar we ivere more 
accepting of the environment. (Participant 2 7, ManagerLecider) 

... back in the duys when women wrre pretiy mitch controlled by, volt 
know. We al1 believed that, that t h t ' s  the way it was. That's the rvay it rva.7 
going to be and so we uccepted it quite readil~ and 1 tlzink todav's 
itidividuals, individual women aren 't as readily controlled as rh- ctsed to 
be. (Participant 48, Cornmuni0 Health Practi~ioner) 

Participants' increased sense of being valued and respected can also be viewed as part of 

dental hygienists' unwillingness to continue to be controlled and dominated by male 

employers. The sense was given that hygienists are prepared to challenge their 

subordination to dentists. 

leaders hi^ 

It appeared that 'leadership' in dental hygiene was in transition. In the past, the 

educational cornmunity dominated decision making. More recently, members of 

professional dental hygiene organizations have assurned a more active leadership role. 

Community health practitioners and leaders credited organized dental hygiene at the national 

level with creating and publishing documents which chronicled dental hygiene's maturation 



as an occupation, its achievements, its commitment to professionalism, its struggles, and 

its aspirations. As well, a growing sense of organizational structure and strength, and 

increased encrgy and resouïces were identified by participants. A leader in the Atlantic 

Canada region spoke of unifying the national organization through change, that is, 

improved communication with members, the initiation of a strategic planning process and 

cornrnon vision. and by restructuring. The changing role of the Canadian Dental 

Hygienists Association in the occupation's growth was demonstrated in the organizarion's 

future statement of goals and priorities for the period 1996-2000 which stated: 

To facilitate increased access and choice for consumers and providers in the 
delivery of dental hygiene care. 

To promote and advance quality dental hygiene practice. 

To advance dental hygiene education. 

To be an advocate and national resource for the dental hygiene profession. 

To promote health and the role of oral health through initiatives that address 
individual and population health issues. 

To develop productive working relationships with members of government, 
health providers. business and the public. 

To promote quality dental hygiene research. (CDHA, 1995a, p. 3) 

It is clear from these goals and priorities that the CDHA intends to promote not only 

improved access and care but to improve the level of education of dental hygienists. to raise 

awareness of dental hygiene as a profession, to put ord health on the health care agenda. 

and to become a key participant in al1 ievels of health care. 

These goals and priorities were elaborated by the President of CDHA in 1995 who 

New priorities are emerging .... Dentai hygienists, from coast to coast, are 

voicing their recognition of a changing environment .... 



Changing employment arrangements, amended employer dental plans, an 

unpredictable economy and other similar trends are contnbuting to a sense 

of uncertainty .... Fortunately, progress cornes from forces such as these: as 

people recognize the need to look beyond the status quo they often expand 

their horizons .... 

Ai1 across Canada we cm see evidence of these forces starting to work. In 

British Columbia dental hygienists are starting to pursue employment in 

continuing care facilities. These opportunities will becorne more feasible 

thanks to changes in legislation and the establishment of the College of 

Dental Hygienists of B.C .... In Ontario. the govemment is mandating long 

t em care facilities to care for the oral health needs of their residents. At the 

same time. more and more dental hygienists are entenng into contractuai 

arrangements with their employers. If we use Our ingenuity. the 

combination of these two trends may create new ways to meet consumer 

and provider needs .... Forces at work in Alberta rnay soon act as a catalyst 

to improve oral health by making it possible for the people of Alberta to 

have direct access to dental hygienists .... The Atlantic and Prairie provinces 

are not without forces pressuring for innovation in health care delivery .... 

The entire country is ripe for changes that improve access to reasonably 

priced pnmary health care services. (Borowko. 1995a. p. 83) 

Borowko's comments suggest new ways in which dental hygienists cm provide preventive 

services to the public in settings not normally associated with dental hygiene care. such as 

long term care facilities. Her commentary also refers to potential opportunitics for direct 

public access to dental hygiene care as a result of changes in provincial legislation 

goveming hygienists. She suggests that dental hygiene services rnay be less costly if they 



are delivered to the public direcdy by dental hygienists, without the direction and 

involvement of dentists. 

In short, participants described a shift in the leadership in dental hygiene from 

educators to represrntatives of organized dental hygiene, for example, those individuais 

who hold official positions in professional dental hygiene associations. One explmation 

for this shift may be due to increasing rnembership rates which have strengthened the 

human and financial resources of dental hygiene organizations ("Annual Report." 1 Y 99 ). 

In tiim, these changes have allowed the "voice" and interesü of dental hygienists to be 

expressed through professional associations such as the CDHA. Although participants 

stressed thc continuing leadership role of educators, they emphasized the increasing 

importance of organizational leadership. A final, but less significant. transitional factor 

affecting occupational deveiopment is a greater public awareness of dental hygiene. 

PubIic Awareness 

Generally. participants held the perception of an improved public image of dental 

hygiene. 

I think the priblic perceives dental hygient. better and bener as tirne goes bv 
ar more and more people have the opportun@ tu acn@ inteface with a 
dental hygienist over rime. niev von knorv, there [is] cenainly a for of vou 
know ... talk on rlze Street. I f  you ask people about a dental hygienist, ihey 
always Say, " Oh ive11 th t ' s  the person ivho spends a lot of tirne with nie 
but gets ve- little of the credit" kind of thing. (Parricpartt 48, Cornmunity 
Health Practitioner) 

Many participants believe that dental hygienists and their roles will become better known CO 

govemment, to the public, and to other health professionals with the establishment of 

independent dental hygiene practices, and as more provincial dental hygiene bodies become 

self-regulating. 

A lot of the public hud no i&a of the difference between a dental assistant 
and a dmrai hygienist and over the last few years with us gohg for 
independent practice and the work that has been done, I think t h t  people are 
more aware now. But there are still a lot of people out there t h  really don ' t  
know the diference between us and thut will corne with time. (Participant 
30, Private Practice Practitianer) 



A diploma dental hygiene student described how public perception of dentai hygiene will 

alter once dental hygienists begin to practice independently of dentists. 

A lot of people rhink doctors are professional but the? don 't think nwses are 
professional cause they are always under them. I think it 's the same us us. 
Like rve're. if looks like we're always under the dentist in the public view 
so if ive do separate and be able tu practice on our own. then people would 
think we 're. voic know more of a professional. (Participant 35, Dipiomu 
Studen t )  

Another dental hygienist perceived that the public's impression of dental hygiene will 

irnprove as clinical practitioners develop an individualized approach to providing care to 

clients and refrain from 'lecturing' rveryone. Their role in 'prevention' would become 

c learer. 

I tliirik the public is beginning to view dental hygiene in a v e y  positive 
rvav. I think tlzev see the results of dental hvgiene services in rems of 
improvrd oral heczlth. I think thev are beginning tu make the connection 
brnveen ivhtrr the dental hygienist does and improved oral heczlth as opposed 
ro "that girl ii2 the dentist's once who cleaned my teeth". 1 thirik dental 
hvg ien ists need to work on thar roie. (Participant 1.5. ManageriXeizder) 

The public image of the dental hygienist will be enhanced further when practitioners are 

seen as integral members of future multi-disciplinary hcalth teams. Other participants 

believed that as society became more positive in their views of women. this would 

contribute to improved images of dental hygienists. These changes in the occupational 

development of dental hygiene have also been accompanied by changes in knowledge and 

skills. 

Knowledge and Skills 

Generally, participants in this study indicated that in the past, curricula in dental 

hygiene diploma programs focused primarily on the developrnent of clinical skills to 

prepare dental hygienists to work in pnvate practices, and to a lesser degree in public health 

settings. Clinical dental hygiene care was quite routinized without a great deal of research 

to support the effmcy of particular dental hygiene treatment procedures. Graduates of the 

last decade identified a new approach to clinicai care, a shift from a technical base of 



practice to a knowledge based practice, and a transition from isolated practice to a multi- 

disciplinary delivery model. They spoke of the development of new skills and knowledge 

consistent with expanded dental hygiene roles in new settings. 

If we stan to expand and move into areas thut we don 't  currently practice in 
an? great nnmbers. then I think our ediication will fiari to have to ssiipport 
those practice senings and take on different characteristics .... Whereas 
dental hygienists are looking nt neiv territon, und new ways to serve client 
groups, then tlieir education wili change .... (Participant 42, Cornrnwu'iy 
Health Prmtitioner) 

Participants further stated that the nature of dental hygiene practice is in transition. 

rnoving from the provision of narrowly focused services to a more comprehensive, holistic 

approach to care. This was a result of increased emphasis on behaviorai science teaching in 

dental hygiene programs. Denial hygienists in this study see the need for increasing the 

length of diploma level dental hygiene prograrns to accommodate the teaching of skills 

relative to the emerging 'process of care' approach, new technologies and professional 

growth. Particular mention was made of the growing need to prepare dental hygienists as 

independent practitioners. Some paticipants claimed that the establishment of dental 

hygiene degree programs would address the need for lengthier educational prepmtion. 

... biit the scope of dental hvgiene pmctice is so much broder now and the 
rechnology lins expanded and in many areas that ... No. I'm not saticfied shzr 
we're doing enough ivithin the current restraints. I think wc need more 
rime. The scope of pracrice Ilas enlarged. The professional requirenzents, 
autonorny. sel/ responsibility you knoiv. there has been a drcvnatic shifr. 
It's not enough to go out there and do something and just walk away 
Yori 're now being held accoicntablejor ivhat you 're doing and you 're being 
e-rpecred to do even more and this whole area of health promotion and 
wellness reqllires a different set of skills t h  we have really developed a 
whole lot in the past. And when I say "pasi", I go well back in rhr past. 
(Participant 14, Diplorna Educuto r) 

AI1 participants referred to a growing interest over the past decade in conducting dental 

hygiene research and developing theory which would provide support for current and 

future practice. Minimal research has k e n  carried out in the past by dental hygienists for 

this purpose. hstead, theoretical knowledge has been borrowed from other disciplines. 

particularly from dental research. As dental hygiene evolves and matures as an occupation, 

so has the research base. Many dental hygienists noted that more rnembers of the 



occupation were furthering their education beyond the Diploma in Dental Hygiene. For 

some hygienists, this meant that they had now acquired the necessary skills to carry out 

researc h. 

... I do believe that practice has to be centered in science and to this point if 's 
only been in the fart 10 years or SG where densal hygiene research has taken 
an area of importance rvitliin the profession. So I do believe t h t  it - y u  do 
need science to base your profession ... you know during the matrtring years 
thnt some of yurr kno w that science can be used to validate ond initiBte the 
proceditres and parndigms and al1 sorts of things thnt rve use. I do rhink 
noirq ive need tu ve- concrereiy estoblish ouu owri mul I rhirik rvr lire .... I 
think ir 's jttst the wny professions begin. They begin bv borrorving ci lot orid 
thrn th- create their orvn. (Panicipant 29, Diploma Educaror) 

The perceptions of the study participants were reinforced through information contained in 

documents published by the Canadian Dental Hygienists Association. For instance. the 

CDHA Missioflision Statement (1995a) refers to the fact that "dental hygiene praciice is 

based on an increasing body of knowledge based on research in dental hygiene. biologicai 

sciences and social sciences and technoiogy" (p. 3). Similarly. an editorial written in the 

CDHA journal Probe (Pimlott & Zier, 1990) refers to a transition from experientially based 

dental hygiene practice to the application of treatment procedures which are grounded in 

science. 

In addition to a transition in skills. knowledge. research and educational 

preparedness generally, participants cited simultaneous changes in the interests and 

characteristics of dental hygiene recruits. Some believe that dental hygiene degree 

programs will attract "better prepared" students. Most dental hygienists stated that recruits 

and recent graduates were more concemed with the professional starus of dental hygiene 

than they had been in the past. 

Dental hygienists a lot of the times I think, especia- unes tlrat may have 
graduated a number of years ago. don 't see themselves as professionals .... 
niev don 't have a true sense of what a profession is and so I don 't know if 
thej're just .... To them i f 's  p u  knoiv, g o  in .... Like I said ... go in and do 
the job and that but the? - I don't think they have n sense of what's, what 
dental hygiene could be or have never had the desire .... Like again once 
they m i s h  school, just go out anà do tlze work. (Participant 32, 
Managerhader) 



However, one participant, a private practitioner from Ontario, held a very different view of 

recruits. She viewed recent graduates in dental hygiene as greedy, unreliable, and less 

professional in their behaviors than former graduates. However. this negative appraisal is 

counteracted by a dental hygiene leader from Alberta who believed that greater numbers of 

dental hygienists were entenng dental hygiene as 'assertive' and 'independent' individuals. 

and that they were 'career' oriented versus 'job* oriented. Some participants associated this 

growing independence with the fact that women's status in society is changing. 

I think that, !ou knorv, confidence is growing but 1 rhink that also has to do 
rvith rhis - the " womnn of tmhy" is, is more confîdent and wants more for 
herselfos a majority. (Participant 27, Managerbader) 

Many dental hygienists perceived that as the status of the dentd hygiene occupation 

improved. the caliber of the recruits would also increase. These changes could aiso lead to 

different and less deferential relationships with other health care professionals. 

Relationships with Other Health Occupations 

Generally, the relationships between dental hygiene and dentistry, at the individual 

level and at the organizational level have shifted. The nature of these relationships 

continues to be in transition. Study participants offered a number of explanations for this 

changing pattern. Historically, a pattern has been estabiished in which dental hygienists 

were subordinate to dentists. Dentai hygienists described this relationship in tems of the 

'subservient and auxiliary' role of hygienists. 

A community health practitioner from Alberta noted that although the power held by 

provincial dental organizations and the academic dental community in the province hadn't 

dtered over tirne, dental hygiene self-regdation in this region had resulted in increased 

resources, money, and political clout for organized dental hygiene. The drarnatic 'power' 

imbalance between these organizations is seen to have changed. Dental hygienists 

generally, spoke about increased tensions between national and provincial dental and dental 

hygiene associations which were stimulated by two fears of dentistry: the fear that 



independent dental hygiene practitioners would threaten the economic security associated 

with the practice of dentistry, and the fear that as dental hygiene self-regulation grew. 

dental hygienists would be beiter equipped to resist intimidating practices by dentists. A 

dental hygiene leader from British Columbia cited the example of attemptç by the College of 

Dental Surgeons of Bntish Columbia to exert power over the British Columbia Dental 

Hygienists Association. Participants perceived that organized dentistry has less control 

over dental hygiene associations than in the past, and ihry are no longer the 'ktxpers of 

dentd hygiene' in many jurisdictions. Past and curent relationships are acnrnonious 

because dental hygienists have expressed the desire for greater 'freedom' in the workplace 

and becacre organized dental hygiene has sought greater control over the development of 

the occupation. Future relationships are expected to be more interdependent at die 

practitioner level. and less dependent than in the past. Participants did not comment filrther 

on the changing nature of relationships between organized dental hygiene and organized 

dentistry . 

Although many of the participants in this study personally described positive 

experiences in their working relationships with individual dentists, they reported that the 

experiences of many of their colleagues were negative. However, at the individual level. 

dental hygienists now felt more cmpowered to challenge the control of dentists over the 

practice of dental hygiene, and their domination over dental hygienists themselves. This 

feeling of empowerment was, in some instances. perceived to be related to the increased 

education of dentd hygienists and greater levels of self-confidence, which were the result 

of the improved status ascribed to 'women' in society. 

... it 's been so long since I'w been in private practice but they ... dentists 
certainly did control dental hygienists in the work setting ... in the day that I 
was a clinical hygienist. There's no, no doubt about it but I think thnt was 
vou hiow, it was so long ago. It was back in the days when women were 
p r e t ~  much connolled by. you know. We dl believed that- that that's the 
way it was. That's the way it was going to be and so we accepted it quite 
readily and I think today's individual, individual women aren't as readily 
contmlled as they used to be. (Participant 48, Community Health 
Practitione r) 



In other cases, perceptions were associated with the establishment of independent 

dental hygiene practices. and the related change from direct control by dentist employers 

over dental hygienist employees. Study participants expressed the view that changed 

relationships were a direct outcome of dental hygienists' refusal to continue to be 

dominated by dentists. and not because dentists had altered their controlling behaviors. 

... the hygienist is subservient to the dentist. Oh -ah. Not rhat I would like 
this or, or want this. Ir's just that I think fhat 's the role that .... It 's  a 
his?on.cd role of the dentist being the boss. The dental hygienis~ being 
anriliuy rvhich is not a very positive tenn and if you .... It 's  changing. I 
fhink as, with independent practice, it will change because then the dental 
hygienist could be the boss .... It 's not poing to be a drastic change quickly 
thut's for siire. (Participant 34, Community Henlth Practitioner) 

A few participants in the study. representing different regions of the country and dental 

hygiene work settings. reported that they were aware of some dental hygienists. or had 

observed hygienists, who preferred to be dependent on dentists, and did not object to their 

subordination to them in the workplace. 

... but [ 've seen very much more the porver relationship rvhere the denrist 
hcrs given sprc~fic direction and this is horv it s ld l  be done and thrre [are] 
no other diferences in it and the hygienist following dong - iuually quite 
resenvul. So what I've seen is.... Well uctiially I've seen nvo things. Eirher 
r e a b  resentful und not terribfy happy with it or completeh accepring to the 
point where at rimes rnaybe clients are under-serviced because therès 
acceptance of ivhatever offce poliq is mandated by the supervising dentist. 
I've seen that. I m ' t  sav thnt I function thnt wqv but I have seen that. 
(Participant 24, Managerhader) 

Participants also thought that individual relationships between dental hygienists and 

other health professionals, for exmple nurses and dietitians, were in transition. They 

anticipated that with the growth of multi-disciplinary health clinics in every province. dental 

hygienists would estabiish collaborative working relationships with other members of 

health care tearns in these sites. They expected that as dental hygiene evolved as an 

occupation it would work at increasing its interrelationships with sirnilar health occupations 

such as nursing. This was supported by document analysis of an article written by the 

President of the CDHA in 1992 where reference is made to the fact that "govemment 

agencies and allied health professionals are tuming to hygienists for input into heaith care 



issues" (Mitchell, 1992b, p. 3). This statement suggests that other hedth occupations are 

seeking the experience and expertise of dental hygienists to provide them with advice on 

oral health matters. These changes in relationships with other health professionals are also 

reflected in the acnial practice of dental hygiene. 

Dental HY eiene Practice 

Dental hygienists and dental hygienr students ciaimed thai the nature of dental 

hygiene practice was undergoing a transformation. In the past, practice was viewed 

p r h r i l y  as two things: providing the clinical procedure of 'scaling teeth', and educating 

the public about preventive oral care. Participants stated that the shift in dental hygiene 

practice had moved from a narrowly defined range of technical treatment/prevention 

services to a more 'holistic', comprehensive approach to care. As one participant 

responded to an inquiry about the evolution of dental hygiene over the past rwo decades: 

I f ;  if it r' svolved, it 's in, il's in fhe process of care. I f 's  rnoving J h m  the 
trclinicc~l approach of being a cleuning womon to seeing themselves in 
planning and providing a broder scope of care. More integrated and 
comprehensive program of care. (Participant 14, Dipiorna Educato r) 

Included in the dental hygienist's expanded scope of practice was a greater level of oral 

assessment skills (diagnosis), more health promotion. individualized client 'care plans' and 

increased responsibility for recommending client referrals to other heaith practitioners (in 

both supervised and unsupervised dental hygiene practice). Severai participants spoke of 

the integration of 'Human Needs Theory' (Darby & Walsh, 1995) into current and future 

dental hygiene practice . They also stated that the further development of the occupation of 

dental hygiene means that the dental hygiene community must corne to terms with what 

dental hygiene practice is, perhaps even redefining practice. 

Publications such as those that define dental hygiene or describe education 

standards, also identified this evolution of dental hygiene practice from a simple treatment 

oriented approach to a process of care involving four phases: assessment, planning, 



implementation, and evaiuation (Health & Welfare Canada. 1988; CDHA, 1994~; and 

CDHA, 1994d). This model "reflects a systems approach and conceptualizes dental 

hygiene practice as a problem solving process rather than the performance of specific tasks" 

(CDHA, 1994~ .  p. 4). In this transfomed model of practice, the dental hygienist makes 

decisions based on the collection and critical analysis of data (assessment), plans treatment 

by developing goals and objectives for care and selecting dental hygiene interventions 

(planning), implements the care plan (implementation), and evaluates the effectiveness of 

the treatment (evaluation). 

Summary 

This chapter has presented a description of the study participants and discussion of 

the core theme Dental Hygiene in Transition and its related cornponents: occupational 

development. knowledge and skills. relationships with other health occupations. and dental 

hygiene practice. Ovenvhelmingly. dental hygienists and dental hygiene students referred 

to dental hygiene as an occupation undergoing transformation. This theme penetrated 

participant interviews and was reinforced by document analysis. Changes were identified 

in relation to individual hygienists and the occupation itself. For example, in several 

provinces the regulation of dental hygiene has shifted from the authotity of dental boards to 

self govemance by dental hygienists. As well. a small number of independent dental 

hygiene practices have bern established, the roles and work settings of hygienists are 

expanding, and relationships between dental hygienists and dentists are changing as 

hygienists become less tolerant of dentists' domination. At the occupational level. 

leadership has shifted from the educational cornrnunity to professional associations, public 

awareness of dental hygiene is increasing, and dental hygiene practice is evolving from a 

simple technical orientation to a more complex evidence (research) based approach to care. 



Chapter Five continues the analysis of the evolution of dental hygiene by exarnining the 

major themes identified in the data in more detail. 



CHAPTER FIVE 

FINDINGS: MAJOR THEMES 

This chapter presents the findings regarding major themes that relate to the core 

theme previously discussed in Chapter Four. During the process of data analysis. 

numerous categories and subsategories of data were identified and given appropriate 

labels. Categories were then grouped with those representing a simila. topic. Together this 

group of categories was assigned a thematic label that best described the whole of the 

common parts. S pecificall y, the themes identified are Development and Profile of Dental 

Hygiene, Relationships benvren Dental Hygiene and Dentistry. Dimensions of the 

Professional Project of Dental Hvgiena. and Dental Hvgiene Educcition. The various 

categories and sub-categories are also identified and discussed. Together. these themes and 

their components depict the past. present. and future development and statu of the dental 

hygiene occupation and its members from the standpoint of the study participants. As 

discussed in the last chapter. each major theme and its categories are presented separately. 

However, the interrelatedness of the individual themes to each other and to the core theme, 

as illustrated in Figure 4.0, will also be discussed in this chapter. Dental hygiene is 

apparently an occupation undergoing change, with change in one direction affecting the 

others. For example, dental hygiene's professionalization initiatives have influenced dental 

hygiene education, which in tum has affected the relationships between dental hygiene and 

dentistry. 

Major Theme: Development and Profile of Dental Hygiene 

Within the major therne of Development and Profie of Dental Hygiene, two 

categories were identified. These two categories, Individual and Occupationai Aspects, in 



tum have in total thirteen sub-categories. Within the Individual Aspects sub-categories of: 

Reasons for Entry, Learning Denial Hygiene, Development of Self-Concept and Image. 

Perceptions of Dental Hygiene Role and Professional Role(s), Qualities and Skills of 

Dental Hygienists. and Distinct Role From Dentists are presented. For the Occupational 

Aspects category, sub-categories discussed are: History and Development, Image, Culture 

of Dental Hygiene, Organized Dental Hygiene, Dental Hygiene Issues, Replation of 

Dental Hygiene, and Practice of Dental Hygiene. 

In general participants described their understandings, perceptions, and experiences 

relative to the status of dental hygienists and the occupation. Within the Individual Aspects 

category they recalled their 'student days' and the ways in which they came to understand 

die role of the dental hygienist and the practice of dental hygiene. Dental hygienists 

expressed their views of the working relationships between hygienists and dentists. They 

characterized dental hygienists on the basis of their own observations and rxperiences. as 

well as the perceptions of others. At the occupational level. they described their views of 

professional organizations and their role in dental hygiene's developrnent. They spoke 

about dental hygiene ' s successes and faiiures. Participants conve yed their understanding 

of the aspirations of individual members. Generally, participants were very candid in 

sharing their beliefs and experiences with the researcher. These data provided a 

comprehensive overview of the establishment of dental hygiene as an occupation. and its 

growth over time. 

Individual Aspects 

Within this category, six sub-categories emerged that addressed the professional 

developrnent of individual dental hygienists over time, beginning with Reasons for Entry 

into dental hygiene. 



Reasons for Entrv 

Based on the perceptions of participants, individuals select dental hygiene as a 

career for a variety of reasons. These include: altruism (described as the desire to help 

people); good employment opportunities and a demand for dental hygienists; flexibility in 

work arrangements, which is appealing to women with multiple roles; and reasonable 

remuneration. Participants were not questioned specifically about motivational factors 

related to hy gienists' decision to enter dental hygiene. Ho wever. those dental hygienists 

who volunteered this information most often cited salary as the primas, factor in their 

colleagues' and peers' decision making. 

We don 't go into it with the idea of becoming a professionol. 1 fliink n lot of 
people choose the profession simpiy becaiise of rhe dollar signs attacheci ro 
the sala- that goes ivith it and we don 't alrvays move cii.vuy from rhar. And 
su that 's nlway overshadowing. voii krto w, aspects of oiîr decision- 
making and our culture m d  our iden* (Participant 24, Manugerhader) 

This managerAeader suggested that the image and culture of dental hygiene may be 

influenced, perhaps negatively, by the fact that sorne hygienists enter dental hygiene 

'primarily' because of the income Ievel it offers. Several participants ais0  revealed that 

rhere were hygienists who chose to enter the occupation because they viewed it as a 'job' 

versus a 'career'. A job was seen as challenging work that did not require a comrnitment 

beyond normal daily work hours, whereas a career was perceived to be more 

encompassing of one's life and requires a greater personal cornmitment. 

A number of researchers in the health professions have demonstrated that pior 

socialization may contribute to an individual's career selection (Shuval. 1980; Wayman. 

1986; Wassel. Mnuriello. & Weintraub, 1992). Socialization may be influenced by several 

factors: occupational inheritance, that is, having a farnily memberlfriend in the field, having 

pior work experience in a related field, or sorne other prior exposure to the field. In this 

study, no participants had family members in the field, but a very few had friends who 

were dental hygienists, and they claimed these women influenced their career choice. 

Several of the participants who had previous work experience as dental assistants, and who 



resided in Ontario, did not associate their career choice of dental hygiene with the fact that 

they had a background in a related health occupation. This may be due to the fact that one 

of the admission requirements for entry into many dental hygiene prograrns in Ontario is 

certification as a dental assistant. Therefore, these participants did not choose to become 

dental assistants, but were required to do so for admission purposes. 

Learnino Dental Hy~iene 

Dentai hygienists and students were consistent in their explanations of the ways in 

which they learned the practice of dental hygiene. Their dental hygiene education was the 

foundation for their ski11 and knowledge acquisition. Within the educational environment, 

teacher instruction was seen to be the primary factor related to learning, particularly 

instruction provided by clinical teachers. These individu& modelled behaviors and ski Ils 

w hich students assimilated into their understanding of dental hygiene practice. Dental 

hygiene cumcuIum/course content was also very critical to learning dental hygiene. but it 

was instructors who made learning dental hygiene 'real' for students. 

One of the most widely studied issues in professionalization is the role of 

socializing agents such as faculty members in the formal process of socialization. During 

professional socialization individuals acquire knowledge, skills and an identiiy, and leam 

values and noms which are consistent with a specific occupational role (Olesen & 

Whittaker, 1970). Presumably, fomd reference groups such as academic faculty and 

clinicai staff serve as sociaiizers who represent certain models of standards and behaviors 

for their students (Merton, Reader, & Kendall. 1957; Shuval, 1980: Saylor, 1988; Wilson 

& Startup, 199 1 ). Kraemer ( 1  990) found that the effects of faculty models were minimal 

with respect to the development of dental hygiene students' professional values and 

attitudes. Conversely, Wayman ( 1986) demonstrated that instructors in dental hygiene can 

be effective socializing agents for students. Although the research findings in this area are 

inconsistent, participants in this study identified their dental hygiene instmctors as being 



pivota1 to their understanding and development of their professional role. Positive 

relationships between students and teachers facilitated students' learning as illustnted by 

the following quotation: 

Researchec Did they teach you anything or did y011 leam from thern 
anvrhing about ..... 

Participant: Yes, defin ite ly.. . . Partkrdarly hvo of them - rvhat thev shared 
rvns a tremrndow sense of caring to .... Whnr I got ji-orn thern was cnring 
benvern them as nn instnictor and me ils a strident. But also that rvhen I 
obsrnled theni practise and uorking with rny pnhrnts os n sfirdent, rlze- 
also. voii know. shared t h t  great compassion for. yori knorv. 
the needs of those individuais and thev did it in smh a calm ease t h t  and. .. 
thrv lürd such a joyficl. positive appruuch to the deliven, of son of 
traditional care that. ... ? was jiist I think reaiiy touched by thnt approach and 
i donPt ever think that I've rnustered it bidt. uh. I srill very rnitch admire 
tliose skills that they had. (Participant 29. Diplorna Edzrcator) 

Participants also acknowledged that learning dental hygiene was an ongoing 

process and that learning continued beyond graduation in two ways: through one's 

experiences in the workplace (workplace socialization) and by participating in continuing 

education. usually by attending seminars/courses. 

Several dental hygienists stated that they had previous exposure to dental hygiene 

practice (prior socialization) through their work experience in either the field of dental 

assisting or dental thenpy. They claimed that this prior exposure, in addition to their dental 

hygiene education, convibuted to their undentanding of the work of dental hygienists. 

This finding is supported by a study of three nursing training programs in South Wales 

(Wilson & Startup. 199 1 ). Investigators confirmed the positive influence of previous work 

experience on the fomal socialization of student nurses. Fifty percent of teaching staff felt 

that prior nursing expenence, defined as hospital volunteer work or nurses aid work, 

assisted in the development of valued nursing aitributes during fonnal education. 

A cornrnunity health practitioner noted that for some individuals leaming dental 

hygiene was a maturation process. This process meant being educated at different leveis. 

Weil I would Say at the diplorna level I probably wasn't mature enough to 
really kind of get the benefir of whatever education 1 received m t h  time. I 
think I more took in the scientijk and you know the technology and the 
clinical s w a n d  the academic information but ? never put it into a real sort 



of professional capsule at that time. I mean 1 think when i got out I was jicst 
so concerned doing the job, the technical aspect of the job that. I mean I 
didn't have time to really think about what was mv position going to be ni 
the world .... I think it wasn't until Mer I had taken the Bochelor's degree 
and actually sort of sut down for 2 years and rubbed slroulders with people 
who y m  know were willing to make a r d  cornmitment to something .... 
You know ?ou kind oj. l e m  through osmosis. (Participant 48, Comrnunity 
Health Practitioner) 

In this practitioner's experience, the technicd skills and knowledge required for entry into 

practice were learned at the diploma level. The baccalaureate dental hygiene prograrn 

setting provided an environment for her to leam from her peers: to expand her knowledge 

of basic practice, and to achieve a greater understanding of dental hygiene as a profession. 

Similarly, Kraemer ( 1986) found that baccalaureate degree graduates of dental hygiene held 

3 stronger professional attitude concerning the belief in "professional autonorny". in 

comparison to associate degree graduates. These findings may have implications for the 

professionalizûtion of dental hygirne with respect to differences between diploma (or 

associate degree) and bachelor dental hygiene programs, and students' development of a 

professional identity. The findings suggest that 'leming dental hygiene' and 'learning the 

professional role' may be enhanced nt the baccaiaureate degree level, perhaps becciuse of 

prograrn length and a lengthy formai socialization process. It may also be that a certain 

level of maturity is achieved dunng this process. 

Develooment of Self-Conceot and Imagg 

Study participants easily recalled when and how they developed a self-concept of 

the role and characteristics of the dental hygienist. as well as an image of a hygienist. They 

spoke of positive, as wel1 as negative self-concepts which developed over time, and were 

influenced by several factors. A significant factor that was cornrnon to the creation of a 

self-concept was the dental hygienist's interactions with others, for example, with teachers 

and CO-workers. Two editorials written in the Canadian Dentai Hygienists Association 

journal reinforced this claim by participants. 



Throughout our lives, we initially leam our roles from the outside in. as a 

means of fulfilling specific social roles in a manner that is consistent with 

the established c u i ~ r d  traditions. We learned the traditional dental hygiene 

role in this same rnanner. We al1 have anecdotal evidence of the expected 

nom of behaviour and ski11 proficiency learned at the knees of our beloved 

instructors in dental hygiene school. Our educational institutions have taught 

us the rudiment.: skills which enable us to act as dinicians, educators. 

health promoters. administrators. and researchers. (Landry . 1 994a, p. 3) 

... the desire to continuously provide quality oral health care must be 

intemalized by rach individual dental hypienist. To aid this process. this 

concept must be incorporated into dental hygiene cut-riculums [sic] and 

transmitted to students by their educators. Life-long learning is a "need to 

know" not just a "nice to know". We expert hygienists also have a 

responsibility to act as role models for the novice hygienists. (Landry. 

1994b. p. 203) 

Participants reiterated that role modeling by dental hygiene instructors was the 

single most important deteminant in the development of a professional self-concept and in 

learning dental hygiene generally. Al1 but one participant. a diploma dental hygiene student 

from Ontario, described the way in which their teachers had helped shape their 

understanding of clinical practice and the professional role of the dental hygienist: 

particularly as it related to the hygienist's interactions with hisher clients. Teachers 

modeled caring, empathy, and patience. They also exhibited effective interpersonal skills 

in their work with clients. A diploma educator from British Columbia stated that an 

important role for an educator was to impart professional values to students. She recounted 



the impact of teacher role rnodeling during her own experience as a student many years 

... and prirnarilv it was the role modeling of the people t h t  taught us. I've 
always remembered. ... She always served us a person rvho helped me 
 ind der stand and appreciote what it meant to be n professional person Nid 
what my responsibilities and obligations were to so-ciek for the privilege of 
being a professional person. So more than say any course content t h  set 
me ~rp, I worrld sqv it was more the, the role modeling, the development o f  
attitzides, the - I g~iess I was going to say more the soc%zlizing kind-of thinG 
in to the profession I directly attribute top to her in pa rticnlnr. (Participant 3 7, 
Drgrcr Educatur) 

A managerAeader from Alberta stated that the development of her self-concept was 

associated with the interactions she had with a teacher role model, whom she described as 

confident, a good communicator. skilled. and respectful of student's leaming. Another 

rnanagerneader in British Columbia spoke about the characteristics of a positive role model 

s he had du ring her student experience, which included enthusiasm and high professional 

standards. 

Repeatedly. participants stressed the importance of educator role models in the 

development of a dental hygiene student's self-concept. Although generall y, the 

experiences of participants during their dental hygiene education led to the formation of a 

positive self-concept, there were a few exceptions. Several dental hygienists were cntical 

of instructor role models who, in their view, placed too much emphasis on the clinical role 

of dental hygienists and their 'dependence' on dentists to facilitate this role. This resulted 

in a negative self-concept because dental hygiene students leamed to be 'subordinate' to 

their dentist employer upon graduation. rather than king confident about their acquired 

knowledge and skills. 

... it seems to me t h t  we create dental hygienists that when thev're out in 
practice, they becorne very, very confortable w ith in the dental office 
environment where the? are essentially "taken care o f '  and work for 
sumebody else and I guess I feel that one of the Zimitatiom of practicing 
hvgienists is that they seem tu me to be generaily have n very narrow vision 
and so I think h t t  educahoml in s f i t~hns  have a great responsibiliiy in 
helping to creute a Young professionai. Expose a Young professiorid to 
issues to try to broaden their view so they go out with perhnps more 
con@ence tu takz on more non-traditional arrangements in practice or 
whatever.. . . I think it is the responsibiliiy of educational institutions to 



reaily create n dynarnic mode1 and 1 think if you look at most educntionnf 
institutions they still put huge emphasis on their clinical practice programs 
fur beyond what is actually needed to create a competent professional.. .. I f  
we figured out ivhat amount of time you need to rnake a person clinically 
competent and then ot t h t  point, put them into other more meaningful 
independent collaborations, perhups with uther groups, or in other settings, 
that we worild expose them much more broadly than we do. (Participant 29, 
Diplorna Educator) 

This educator argued that it was the responsibility of dental hygiene programs to ensure that 

graduates developed a sense of 'cornpetence' and 'confidence' with respect to their clinical 

role. so that they were not reliant on dentists to oversee their work. Another participant 

provided a similar example of how dentd hygiene educaton sometimes cunail the 

development of independent decision making skills in their students. thereby creaiing 

dependent relationships between dental hygienists and dentists. 

As edricators 1 worild really like to see, yorc know again, jrist instilling in the 
strtdents as rniich pnde in their profession, as much confidence in their 
nbilities to practise as we can give rhem. I rhink ofen the systenis we use 
for grading students undemine some of their confidence in their own 
abilities und rnaybe rowards the end of their programs it needs to be 
loosened up and jus? let them experience some decision making ivithout full 
supervision so that when they step out these doors, the? aren 't as dependent 
as they rnight be. Some never are dependent but some stiîl maintnin almost a 
de pendency relationship that 's transferred /rom the instrwtor/student 
relu tioriship no w to the dental hyg ienisvden tist ernpluye r relationsh ip und 
rve don 't lime a comfort level in, in letting go of that. (Participant 32. 
Managerfiader) 

This rnanagerAeader stated that graduates should be less dependent on others as they enter 

prac t ice. 

Many participants drew a distinction between the development of a student's self- 

concept during their education, and the experiences of the graduate hygienist relative to 

changes in self-concept. Generally. the experiences of students were positive. However. 

participants described the experiences of many practitioners working in private dentai 

offices as being negative. For some dental hygienists who had positive working 

relationships with their dentist employers, their professional self-concept was not affected 

negatively by their relationships. But for many practitioners, elements of their work 

environment damaged their positive self-concept and caused their selfesteem to be 



lowered. The most relevant factor in these instances was the inequitable relationship that 

existed between the dentist and the hygienist. 

I think that a lot of dental hvgienists have been tired olit, have been worn 
down by sonie of the practice settings in which they work .... and then I 
th ink that afer a while. if they 've worked in a situation t h t  has not helped 
them grow personally and professiona[ly, I think that very man? dental 
hygienists end up in a rut and it makes it a lot more dtncult for theni to be 
positive about the frtture because I have met ma- dental hygienists rvho 
have worked in pructice situations where thev have not been valtred v e p  
rnlich. The? have been son of disregarded, discounted. ..dental hvgienists 
Iiczve been pitt i ~ o  situations whrre th- have nor beeri trrcitd with rrspecr 
or eqtrality to the point that they no longer con see thernselves as being a 
professional, as  being qualified, as being worthy of sharing an 
opinion .... I've, I've seen it ven, mm», tinies and I find it v e v  upsetting. 
So I think it's got a lot to do with people's self esteem; that's goirig to 
translate positivelv or negativeiv into their professional esteeni. (Ponicipant 
42, Cornrnttnity Health Practitioner) 

As quoted above. this participant described the negative effects of some dental hygienist 

and dentist relationships. in which the hygienist is not valued or treated with respect. This 

example implies ihat in some cases, a hygienist's positive self-concept may be altered over 

time as a resu!t of a poor working relationship with a dentist. 

The development of a professional self-concept for participants in this study was 

closely associated with their image of a dental hygienist. When dental hygienists were 

asked what their image was, they most often described a dental hygienist as a health 

professional who was educated, cornmunity oriented, female, and had a crisp. neat 

professional appearance. One participant suggested that hygienists had a 'certain look' and 

because of this they were easily identified. 

I rhink in tems of aesthetics most dental hygienists are pretty smart looking. 
I think you c m  ofen pick out who dental hygienists are becairse they 
usually take pretty good cure of themseives. They like to dress reasonably 
mrt . (Participant JO, Private Practice Practiiioner) 

Based on the perceptions of the participants, a dental hygienist's self-concept is 

developed over time, beginning in the educationai program. Role models, primarily dental 

hygiene instructors. are the most critical factor in the formation of this seif-concept. 

Participants also indicated that the dental hygienist's professional self-concept often 



changes with entry into the workplace, and the influence of relationships between the dentd 

hygienist and others, specifically dentists. 

Perceptions of Dental H~giene Role and Professional Roles 

Participants did not have a consistent view of the role of the dental hygienist or a 

uniforrn concept of the dental hygienist's professional roles. Frequently. the discussion of 

these roles overlapped. However, what ernerged from the data was that the professional 

role of the hygienist extended beyond the clinicai practitioner role. Document analysis 

revealed a much clearer. more focused description of these roles. 

Generally, the dominant role of the dentd hygienist was seen to be clinical in 

nature. The hygienist was viewed as 'knowledgeable' by participants in ail sample groups. 

As a component of the clinical role. participants described the hygienist as an educator: 

educating hisher clients in preventive oral hedth. While managersneaders and diplorna 

educators identified a 'collaborative' relationship between the hygienist and other hedth 

professionals (not always dentists). private practice practitioners acknowledged that the 

dental hygienist had an interdependent and often a dependent relationship with the dentist. 

A11 participants except private practice practitioners stated that the dental hygienist had a role 

in comrnunity health and hedth promotion. This may be explained by the fact that these 

private practice practitioners are less likely to be cognizant of the role of the hygienist 

outside of the private dental office, because they themselves are strongly oriented to private 

practice dental hygiene. Diplorna educators claimed that the hygienist has a cornmitment to 

life-long learning. Managerdieaders elaborated on the role of the dentd hygienist in the 

areas of research and administration. 

Some of the perceptions of participants with respect to the professional role of the 

dental hygienist were similar to or the sarne as their perceptions of the dental hygienist role. 

For example, al1 participants related the professional role to a knowledge base and 

expertise. Again, comrnunity health practitioners and diploma educators defined the 



professional role as predominantly that of educator and clinician. in their view, a 

professional person is well educated and rnakes practice decisions based on herhis 

experience and education. Educators and managerdeaders distinguished the professional 

role from the non-professional role. They claimed that the professional role of the 

hygienist meant that the dental hygienist practitioner controlled dental hygiene services. and 

had responsibility for the care that they provided. in an unsupervised practice setting. This 

occurred in rui independent dentd hygiene practice or in a dental practice under grnerd 

supervision (dentist not necessarily present while services are provided). These 

participants believed that professional persons view their work as a 'career' versus a 'job', 

implying a greater sense of commitment to the service role. In contrast. a few participants 

from Ontario and one from Nova Scotia claimed to know some dental hygienists who 

viewed their occupation as a job and not a career. 

ManagerAeader luid educator participants stated that another aspect of the 

professional role of the hygienist was collaborating with other henlth professionals. Life- 

long leaming was viewed as a component of the hygienist's professional role by 

rnanagerAeaders and degree students. Managedieaders provided the most extensive 

description of the professional role. refemng to professional hygienists as research 

oriented. excellent communicators. client-centered. active in the community, concemed 

with practice standards, and involved actively in their professional associaiion(s). A few 

pnvate practice practitioners also spoke of professional involvement. In short. participants 

view the dental hygienist's role as clinicd and educative in nature. The professional role of 

the hygienist was perceived to be more expansive and to involve an element of independent 

practice, a career orientation, a commitment to ongoing leming, participation in research. 

community work, and active involvernent in the profession. 

Document analysis provided a well defined perspective of the dental hygienist's role 

and its professional dimensions. The Canadian Dental Hygienists Association states that 

the dental hygiene clinician has a preventive, planning, and therapeutic role in providing 



oral services to clients in a variety of practice settings. The dental hygienist's role is not 

limited to clinical treatment; hygienists have roles in heaith promotion, education, 

administration and research (CDHA, 1994~). In a CDHA document on education 

standards. the dental hygienist's role is referred to as collaborative and interdependent with 

other health care professionals with no specific mention of dentists (CDHA, 1994d). The 

dental hygienist is viewed as: responsible for the care that she/he provides. an effective 

comrnunicator, a problem-solver. change agent. and client advocate. The professional rolc 

of the hygienist involves life-long leaming (continuing education. reading literature), 

adherence to established practice standards and membership in professionai organizations. 

The CDHA Code of Ethics (1992a) makes reference to the professional roie of the dental 

hy gienist being guided b y know ledge; moral. caring , and ethicd behaviors: and speci fic 

expertise. The professional roles of the hygienist include clinicai practice. education. 

research, and management. This perspective was contrasted by the definition of the dental 

hygienist's role published in the Nova Scotia Dental Act (Nova Scotia Provincial Dental 

Board, 1992). This document identifies only two roles for a dentai hygienist: ciinician and 

educator. Based on these data, it is evident that the beliefs of Nova Scotia dentists. in 

relation to the roIe(s) of the dental hygienist, are different than those of some study 

participants and different from information published by the CDHA. These findings. 

which are limited by the scope of this study, suggest that a conflict exists betwern dentists' 

and dental hygienists' perceptions of the dental hygienist's roles. 

Overall, the perceptions of hygienists and students regarding the roles of the dentai 

hygienist suggest that the professional role encompasses a greater degree of responsibility 

for the care provided to clients and less dependence on dentists to direct this care. The 

hygienist in the professional role is concerned with having specialized knowledge, and is 

skilled in weil defined roles beyond clinicai practice. In the professional role, the dentai 

hygienist collaborates with other health professionals, in addition to dentists. 



Qualities and Skills of Dental Hyienists 

As participants were questioned about their image of a dental hygienist and their 

own self-concept, they described personal qualities and skills that they ascnbed to the 

dental hygiene professional. The single. rnost frequent observation reported by participants 

dunng the study was that dental hygienists are 'caring' individuals. Beyond any other 

quality, hygienists were descnbed as altruistic. caring about their clients and dedicated to 

the work that they do. 

I giiess someone ivho is vent hliman. I see myei f  os being hiiman even 
thoiigh rve 're rvorking in yoii know reaiiy confned spaces ... someone rvho 
hos that hrimanness ro rliern, that caring. (Pnnicipnnr 4 1, Mnnager/Leoder) 

Dental hygienists were dso viewed as being perfectionists by nature and very detail 

oriented. Having stated that, one diploma educator questioned whether or not hygienists' 

attention to detail caused them to be "micro thinkers" rather than "macro thinkers". 

I think that t h q  're ven, rnrich ahh ... ve- meticitlorcs usiccdly and v e y  detnil 
orirnted wwhich I consider somefimes a real detriment to moving the 
profession dong .... I think nh. t h t  they gef involved ivith some of the 
techtrical kinds of things that are, that dental hygienists do and forger about 
yoii know what we're tqing to do as fur as orai heaith goes. Spending lots 
oj'time on you know horv you might debride a tooth seerns to me not neariy 
os important as liaving people rinderstand the kind of things that the? need 
to do in order to improve their oral heairh. But I see dental hygienists rhat 
get into those red specifc, what I consider drtcd kind of things, ro the 
detriment of realiv linderstanding the big picture. (Participant 26. Diplornu 
Edricator) 

In this educator's view, some hygienists becorne so "bogged down" with trying to perfect 

their clinical skiils, that they fail to pay attention to larger oral health issues. 

A number of participants described hygienists as being highly ethical at a personal 

and professionai level. The CDHA Code of Ethics (1992a) reinforced this daim through 

its definition of the ethical pnnciples that dental hygienists are expected to embrace and 

demonstrate. The Code identifies the values and standards of the dental hygiene occupation 

and the basic moral commitments of hygienists. The responsibilities of hygienists to their 

clients and to the profession of dental hygiene are also described in the Code. 



The participants noted that hygienists possess above average communication ski 1 ls, 

especially in their interactions with clients. In the role of oral health educator, hygienists 

assess the oral health status of their clients, and attempt to modify their behaviors so that 

they c m  attain optimum health. To achieve this end, dental hygienists must comrnunicate 

effectively. The importance of communication skills for hygienists was also emphasized in 

various documents. For example. a CDHA ( 1994d) publication of educütion standards for 

dental hygiene students refers to the importance of utilizing decision making and conflict 

management skills in practice. king able to comrnunicate in a positive way with co- 

workers. and having the ski11 to consult with other professionals. 

Distinct RoIe From Dentists 

The dental hygienists in this study perceive that they have a distinct occupational 

role from dentists as illustrated by the following quotation: 

... thrre isn ' t  nnybody else doing whnt we do. even rientists. Thev 're 
rvorking in the rnorith a11 dav but thev're not doing what Ive do. Ir's not as 
rrpetitious as what we do, and yeoh. tlzere 's jiist no one else doing, doing 
what wr do. (Participant 43, Degree Student) 

Hygienists are concemed with the 'preventive' aspects of oral health care and dentists are 

oriented towards a reparative treatment function. As such, participants descnbed the 

educative role of the hygienist in work with clients. They claimed that while dentists did 

not spend a great deal of time interacting with patients, hygienists did. 

A focris on health and health promotion I think is primary and I rhink this is 
important for dental hygiene to distinguish itself in this area becairse the 
fociis of our sister profession in dentistry h m  always been the detection and 
treatment of disease und I think the focus in dental hygiene ond key to its 
criltr~e is in fact, our preoccupation with preventing diseuse, keeping people 
healthy or betîer stiil and more appropriately, arsisting people in achieving 
and maintaining their own health. (Participant 27, Managerfiader) 

Dental hygienists were also seen to have a more holistic approach to client care than 

dentists. A diploma dental hygiene student, who had been exposed to dental students 

during her own training, stated that dental practice was preoccupied with treating dental 



disease versus being concemed with preventive measures. This student claimed that dental 

students were not as well tnined in preventive oral health as dental hygiene students. 

I havcn't been out there long enorgh to really have a clear-eut view but w h t  
I see in the clhic is we do. we really look the, at the gingival tissue. We 
look at the response of the tissue. We are looking for deposits. We're ... 
we're always looking for the overall health of the entiie moltth but rvhereas 
I see the dental stiidents nnd I don? knoiv if it's because of the way it's 
criteria based and you have to get so many crowns and bridges blit I know 
we get patients that were dental students' patients who have never seen a 
hygiene appoinîment before und a lot of tirnes their mouth is n mess. Yorc 
knoii*. there are stiil deposirs tliere and. .. I ' r n  just.. . . Becouse they have.. . . 
Thev are brisv with their crowns and thev 're busv with doing their bridges, 
md- thrir r&torative rvork and I don ' t  think perio is n big issue tu 
them .... We do things thut are distinct from a dentist. distinct /rom other 
cczrrers. (Participant 23, Diplomo Struient) 

One degree educator presented a contrasting view conceming the distinction 

between dental hygienists and dentists. S he perceived that dentists. hygienists. and 

preventive dental assistants (PDAs) provided similar periodontal (preventive) services. and 

therefore their roles overlapped. However. most participants, when asked about their 

image of a dental hygienist, chose to make a distinction between dentists and hygienists. 

Occupational Aspects 

Within this category there were seven sub-categories. As well numerous 

dimensions of the seven sub-categories were identified. Discussion of this category of the 

first major theme, Development and Profle of Dental Hygirne, begins with the 

interviewees' views about the history and development of dental bygiene. 

Historv and Development 

As dental hygienists and students discussed their perceptions of the history and 

development of the dental hygiene occupation, one dominant perspective was uncovered: 

that the evolution of dentd hygiene was directly related ro, and influenced by, the 

occupation's association with dentistry. One participant, who had been a hygienist for 

many years, recalled that at the inception of dental hygiene in Canada in the Iate 194Os, the 



occupational role of the dentai hygienist was not well understood by the public or by 

dentistry itself. 

People worrld sa? to us "Yorr 're a what? " Thrre was a great deal of interest 
and speculation about who we were and what we were. We were sort of 
news. I cm remember the media coming. Who are these people? What do 
th- do? We rvere.... Those who know what we were interested but the 
vast popularion und vast nrrmber of dentists diddt know who we were, 
rvhat rve couM do, or why they needed our services .... We didn't have a lot 
of legislation. We were rinder what's called indirect supervision. so we 
ivent ahead and did whar we were to do and rhere wasn ' t  the regulation and 
supenision rhnr tlzere is today. Alid so. I y urss hut ullowed us tu think wc 
rvere special. We knerv we were a new profession. (Pnrticiparzt 15, 
Managerkader) 

This participant's own expenence points to the fact that historically the dental 

hygiene occupation. in its very beginning. had greater autonomy from dentistry than exists 

oow. However. as the number of dental hygienists grew, a subservient and auxiliary 

hygienist role was established by the dental profession. Many participants stated that dental 

hygiene became a feminized occupation at the hands of male dentists. They perceived that 

the gendered nature of dental hygiene work was created by dentistry. That is, femaie dental 

hygienists were viewed by male dentists as possessing requisite feminine qualities. such as 

'gentleness' and a 'nuruinng way', which dentists believed were needed in order to 

provide preventive and educative services to their patients. These services were provided 

under the direct supervision of the dentist. One dental hygiene leader stated that in her 

view. the ferninization of dental hygiene was not about special qualities possessed by 

hygienists, but rather dentistry 's way of creating an ancillary fernale workforce w hose 

members would deliver services under the control of dentists. She made reference to the 

fact that when the first dental hygiene program in Ontario was established in the early 

1950' S. admission was restricted to women. This structural constraint established and 

preserved the feminization of the dental hygiene occupation in Ontario for many yean. 

That's our historical base and it was based on ideological constroints. I 
don 't necessarily think that women are more nunuring than men. We may 
be socialized to rhar role .... In Ontario, admission ro the University of 
Toronto was restricfed to wornen over 19 yar s  of age and that was in place 
until 1966 and so it put us .... II renlly put us strongly as a feminized 
profession. When a caiendar of a university says that and so for male 



participation in a feminized profession, there's a stigmatic qualin, abour 
that .... It S not as acceptable. Other males are no2 as accepting of moles in 
what is [sic] traditionaily feminized professions (Participant 15, 
Managerhader) 

Another leader made reference to the fact that in the past, legislative requirements 

penaining to the regulation of dental hygiene prevented men frorn entering the occupation. 

This legislation was based on gender stereotypes. 

There rvere clctiuilly some provinces who required dentcd hygienists to be 
feinale. Tlzere rrere al2 kitlds of reasoru giveti for this. But some of theni 
that were given were surprisingly frank. Yoii didn't have to pay them us 
much. They were more amenuble to instruction. They were less likely to 
question or challenge the dentist on any issue and the? rvere far less Likely to 
want to be ... to practice their profession independent of den tisrry So, 1 
rneon. this is whnt I mean rvhen I said thut gender issues are gemme .  
(Participant 27, Managerbader) 

Neo-Marxist feminist theory argues that in the traditional household. women reduce 

the costs of labour by their domestic work, and that patriarchy in the household is 

functionally relevant in a capitalist society (Turner. 1987; Willis, 1989: Witz. 1992). When 

this theoretical framework is applied to the health care system. domestic work is transferred 

and reproduced by women in the workplace as they function in subordinate positions to 

reduce the costs of labor. Feminist theory (Witz. 1992) cites nursing as an example of a 

fernale dominated occupation thai was exploited by the medical profession. which equates 

nursing with 'mothering' and sees nursing practice as an extension of women's domestic 

role in the home. By applying a Marxist ferninist framework to undentand the historical 

perceptions of participants in this study, it is argued here that the dental profession, a 

privileged occupational group, used patriarchal authority and control over dental hygienists 

to determine their services in the workplace. These services in turn mimicked women's 

role in the household. 

Participants perceived that as dentd hygiene developed in Canada, the public. and 

dental hygienists themselves, adopted the notion that women were besr suited for the 

occupation ruid that they were meant to occupy a status su bordinate to dentists. Hygienists 

and students acknowledged that this well established role is slowly changing with the 



advent of dental hygiene self-regulation and independent practice, as previously discussed 

in the section Dental Hygiene in Transition. A comrnunity health practitioner articulated 

this change in the following exchange: 

Participant.- ... the hygienist is subservient IO the dentist. Oh -ah. Not t h t  
I rvorild iike this or, or want this. It's just that I think thhnt's the role thut . . . . 
It 's  a historical role of the dentist being the boss. n ie  dental hygienist being 
auxiiiay which is not a v e q  positive t e m  and if you .... I think that the 
public thinks of it that way - as the dentist is the boss and the dental 
hygienist is one of the girls in the oftice. 

Resrnrcher: Hhns thut, you know, historical relationslzip ... does thar exisr 
todw or has it changed in vorir opinion? 

ParticIpmt: It's chunging. I think as, with independent practice, it will 
change becnuse then the dental hvgienist mlild be the boss and then I think 
maybe the public wili be more aware.... It's >lot going to be a drastic change 
quicklv, that 's for sure. (Participant 34, Cornrnunity Health Prnctitioner) 

A degree educator in the study discussed another aspect of dental hygiene's history . 

She spoke about the formation of the Canadian Dental Hygienisis Association in the early 

1960's. a time which marked an increase in the number of hygienists nation-wide. The 

Association was established to foster unity amongst members of the occupation. Even 

while individual dental hygienists were subservient to dentists in the workplace at this 

period in rime, dental hygiene at the occupational level was establishing itself as a national 

professional entity. 

All participants perceived that the nature of the historical relationships between 

members of dental hygiene and dentistry paralleled the gender bound, stereotyped roles of 

men and women generally in society. In the past. wornen were not encouraged to seek 

training in traditional male professions such as dentistry or medicine. These opportunities 

were simply not open to women. Histotically. hygienists were not seen by dentists to be 

committed to their careers long-term because of their other roles as wives and mothers. 

This belief by dentists, however, was not supported by research on the dental hygiene 

labor force conducted in the late 1980's. Johnson (1 989), in a study of Canadian dental 

hygienists. found that: 



Labour force participation ... exceeded 75.0 percent for almost dl age, 

marital and dependent status groups - that is, for almost every group, three 

of every four persons were in the labour force. There were two exceptions. 

Participation for respondents 55 years and over (N=48) was 60.4; for those 

with three or more dependents in the home. it was 74.0. Al1 groups 

exceeded the 56.4 percent participation rate for Canadian women overall for 

1987 (p. 197). 

Participants stated that professional people were viewed as 'males' by the public and by the 

professions themselves. Men were seen to be authority figures and women were not. As 

such, dental hygiene evolved as a fernale, margindized or para-professional occupation. 

Severai participants claimed that the subordination of dentai hygienists was analogous to 

traditional male and fernale roles in society, where wives were expected to be subordinate 

to their husbands. 

.. . dentol hygiene sturted out as being a women 's profession and rea- is 
still to a large extent. But I think a lot of people thot chose to go into it rvere 
w m e n  rvlio were reallv qitite bright and so the? prububfy had rhe obility 
t h t  maybe 20 or 30 yeurs later, thev worild have chosen to do sornerhing 
else t h t  rvas very definiteh a profession. But if rcus yori knorv, n lot of 
rimes it was furnily or friends or expediency that meont that these rvomen 
chose dental hygiene and so y014 have a grorip ofbright people who niov not 
have becn happy rvith the status quo ... . (Participant JO, Private Pructice 
Practitioner) 

Some participants, who were educated years ago in dental hygiene programs 

afXliated with dental schools, recalled that hygiene students were socialized into a 

subordinate position. While students were instructed by their teachers to feel proud about 

their chosen occupation, they were often segregated from dental students who were being 

educated in the sarne facility. One participant stated: 

... More of a subordinnte role I would Say. I wouldn't Say it was passive. I 
would say it was subordinate to dentistry and we were... . Part of it was the 
socialization in the sense that we got the chance to work with the dentist 
the dental school and I stiff believe ihat that's a good model if used 
appropriately. However, the model there was you were on- allo wed .... 
You could only go up on the dental floor when you wanted to get a chan 



from a dental student. You were only allowed to socialize with the dental 
students in the cafeteria. They really segregated us. They did not allow w to 
interact. We did not toke classes with the dental students. (Participant I I .  
Managerhader) 

Participants often drew cornparisons between the history and development of dental 

hygiene and nursing. They perceived that the occupation of nursing, dominated by 

women. had been created to serve male physicians in the same way that dental hygienists 

served dentists. In their view, nurses occupied the same role as hygienists in terms of their 

skills in 'preventive' medicine and their abilities in 'caring' for patients. However. 

participants noted one distinct difference in their work environments. Nursing care was, 

and still is, most often provided in an institutional setting, where doctors have litîie or no 

direct supervision over the work of nurses. and hospitals (not doctors) employ nurses. 

Conversely, dental hygiene services were and still are, delivered in a private dental practice 

setting where dentists direct and control the work of hygienists in employer/employee 

relationships. 

Most participants felt ihat dental hygiene's historical foundation of mde domination 

with no control over the development of the occupation, has created an ongoing negative 

effect on the status of the occupation. and has created a pattern of traditional stereotyped 

roles between maie dentists and female hygienists. A few participants stated that dental 

hygienists have let themselves be subservient to dentists, and that this behavior has shaped 

the occupation's low position in the dental division of labor. They dso perceive that the 

gendered power imbalance between dentists and hygienists has deterred men from entering 

this field, 

Well. I think that we are battling you know centilries of male domination 
and I can't imagine that that doesn't have some sort of impact on how we us 
professionals are viewed. You know. I think that it is siowly changing but I 
do think women are at a disadvantage when it cornes tu any kind of situation 
where power is un issue .... I think that the way that dental hygiene has been 
in the past doesn 't Look very attractive to a for of men and agnin I think it 's 
because you know we 've contributed to n situation where we 've let 
ourselves sort of be subservient and pu know because of what society 
expects of men, a lot of men aren't attracted into it. (Participant 42, 
Community Health Practitioner) 



Some participants alluded to the fact that as women's roles in society have changed and 

their status increased, some dental hygienists have attempted to alter their subordinate 

relationships with dentists. 

ifrve'd been men. we wouldn't hnve put up with this for al1 this time .... So 
I see dental hygiene 's  development some- somewhat in relation to women 's 
development. Yard knoiv women are gerting srronger and gemng out there 
and snying how it is in mnny more w a y  thun ever before. And I think the 
fact that we're rnostly a fernale group to this point just reflects some of those 
things. So we're coming along but I think we still hnve a ways [sic] to go 
botli LIS wornen irrid US den ta1 hg ienists. (Pariicipunr 3 7, Drgre e Educcitor) 

Further description of these relationships will be presented in this chapter's section on 

Relationships between Dental Hygiene and Dentistry. 

Imaee 

In discussing the images of dental hygienists. respondents were most likely to 

identify the public and some dentists as negative sources. At present the public's 

knowledge of hygienists is seen to range from non existent to minimal awareness. The 

most frequent statement made about public image was that dental hygienists were not 

distinguishable from dental assistants or other workers in the dental office setting. Less 

importance was placed on the fact that some of the services provided by these individuais 

overlapped. A dental hygiene practitioner stated: 

A lot of the public had no idea of the dzfference benveen a dental assistant 
and n dental hygienist and over the fast few years wirlz us going for 
independent prnctice and the work that has bern done. f think thut people are 
more aware now. But there are srilf a lot of people out there that renlly d o i t  
know the dlference between us mid that will corne with tirne. (Participant 
30, Pnvate Practice Practitioner) 

Participants feit that patientslclients viewed the dental hygienist as the dentist's helper and 

as someone who was femaie, wore a unifom, occupied an auxiliary role, and was the "girl 

who cleaned teeth". Those members of the public who had an awareness of dental hygiene 

were perceived to view hygienists as 'technicians' and not as professionais. In the minds 

of the participants, the notion of a technician created a negative image of hygienists. 



Further, a 'subordinate role' image of dental hygienists was viewed by participants as 

cornmon amongst patients because of the visible domination of dentists over hygienists. 

An excerpt from an interview with a diploma educator illuminates this finding. 

... I think that the public thinks of it that wav, as - as the dentist is the boss 
and the dental hygienist is one of the girls in the office. (Parricipant 34, 
Comntiini~ Heaitli Practitioner) 

Resenrclier: How do -ri think the public viervs dental hvg iene ? 

Participanr: I thhk as son of a quasi professional. I don 't see thenz tlzi~zkirig 
of it as 1, as quite as strongly I guess as I wodd like theni ta see it. I think 
t h e  sri11 have sonie diflcculty krzowing, within the dental oflce, y u  know. 
whnt roles each play and so they (in large instances) are still. .. . Think of 
tliem as "Oh, ?es, some of the girfs in the ofice" knoiving thnt the? mav 
provide them $orne v e p  good service but still have sonie confirsion nr to 
reczllv wliczt totczl role the ltygienist cm play. I don 't know that rhey have a 
reallv good wzderstanding of what service t h 1  person c m  offer tliem. 
(~nr i i c i~an t  2 9, Diploma Educato r) 

A dental hygiene leader stated that the public views hygienists as caring individuals 

and effective communicators. but not as providers of critical services. She clairned that this 

view contributed to the low occupational status ascribed to dental hygicne by the public. 

. ... By and large I think you 'll /ind that the majority of the public doesn 't  
know who ive are and what's more, don't renlly care.. .. The cornments I've 
heard from o lot of people from public, members of the public. are thqv'd 
rather see the dental hygienist t h n  the dentist anyrvay becarcse it's a 
preventiir aspect of things .... There's more caring and empatltv anri su 
forth. Bui generaily speaking, I think fhat on the health cnre contin~i~un I 
think in t/zepublic's e s ,  we iue v e v  lorv down the list .... We don't deni 
in life anci death .... We don? deai with pain .... It's nor our focus. 
(Participant I 1, Managerhader) 

One participant, a cornmunity hedth practitioner, raised the issue of hygienists' 

academic qualifications, as they relate to public image. She clairned that because dental 

hygienists are not qualified at the bachelor degree level for entry to practice, they are 

viewed by the public as technicians. Further in the public's view, hygienists as technicians 

and not professionals, are seen to be locked out of 'decision making circles', are not 

prepared for leadership and management roles, and are not seen to make a valuable 

contribution to oral heaith care. 



Many participants claimed that the public's image of dental hygienists has k e n  

impacted negatively by the ways in which dentists interact with hygienists in the presence 

of patients. When hygienists are treated as workers and not as colleagues, when they are 

referred to as 'girls' rather than by their narnes or professional title, and when they practice 

under the direct supervision of dentists. participants believe that their professional image is 

compromised. This claim by participants was illustrated in the following statement: 

I dorz ' t  thirik the pddic rmlly yet clearly understmds derituf Iiygienr, und 
how rve - rvlto rve are and how ive 're different from dentists or oiher 
rnembrrs of the dental tearn. I think a lots gone on in dentism agnin in the 
privote pracrice setting and with iu being regrîlated bv dentirts to keep us 
invisible. It's pretty t r icb  in a private prnctice environment where ?ou 
kno~v, it ma? be that the on- male on the team is the dentist and tlzen there 's 
a wholejlock of fernales doing other things and just exactiy i.vlio are those 
people? (Participant 37, Degree Educator) 

Participants believe that the public's image of dental hygienists will develop under certain 

conditions, for example, as an outcome of self-regulation or media carnpaigns designed to 

raise awareness. It is not only the image held by the public that is detrimental to the dental 

hygiene occupation. however. the relationship between dentists and hygienists also 

requires attention. 

Several participants stated that the dental profession viewed dental hygiene as an 

'arm of dentistry'. and not as a distinct practice. Dentists were seen as controlling the work 

of hygienists by the delegation of specific 'dental' services which were provided, in most 

cases, under the direct supervision of a dentist. These perceptions were reinforced through 

content analysis of the Nova Scotia Provincial Dentai Board ( 1992) regulations concerning 

dental hygienists which list specific procedures that c m  be delegated to a hygienist by a 

dentist. Under these regulations, a dentist must be physically present in the dental office 

when a hygienist perfortns dental hygiene services. 

Overdl. participants were very candid about their own experiences and thoughts 

conceming dental hygiene's public image. They did not hesitate to admit that the 

occupation of dental hygiene was not well known to the public or other professional 

groups. Participants believe that govemments are more aware of dental hygiene than the 



public is, largely due to recent changes in legislation conceming dental hygiene self- 

regulation. Although interactions between individual hygienists and their clients were 

viewed as positive, clients were perceived to have littie understanding of the professional 

role of hygienists or their background. 

Culture of Dental Hveiene 

The culture of dental hygiene is cornposed of individuai members (dental 

hygienists) and organizations (professionai associations). The researcher's understanding 

of this culture was derived from the beliefs, values, attitudes, and experiences 

communicated to her by the participants. The interpretation of these factors was enhanced 

by her own insider role. This sub-category of Occupational Aspects reveais several 

components of the culture of dental hygiene including a review of the Meaning of Culture 

and four Cultural Dimensions. 

Meaning of Culture 

Theonsts of symbolic interactionism view culture as the "consensus" of a group 

consisting of language. knowledge, skills. and shared understandings, as well as the rules 

that exist to govern behaviors (Charon, 1989). Shibutani ( 1955) described culture as the 

shared perspective of a particular group or of a society. A group's perspective or frarne of 

reference becomes the group's redity. Mead ( 1934) used the term "generaiized other" to 

describe a shared body of rules which depicted the culture of a group. Symbolic 

interactionists argue that although a culture represents a set of established behaviors. 

noms, beliefs (ideology) and meanings which are developed over time, culture is also 

negotiated. 

Culture arises in and is changed in interaction as people put forth the 

particular meanings and ideas that they believe in. Interaction validates past 



culture, and it revises what is known. It involves conflict and negotiation 

where actors compete - it is "almost like a battie over whose and which 

definitions prevail as the basis for future interaction". (Stryker, 1980, p. 57) 

The work of ethnographers is to describe cultures (Spradley, 1980; Lofland & 

Lofland, 1984). From their perspective, a culture is made up of three basic aspects of 

human experirncr: brhaviors (what people do), knowledge ( t x i t  and explicit), and the 

things people use (artifhcts). Culture cannot always be observed directly: it is understood 

through interactions with people. In this regard, Spradley (1980) refers to the importance 

of 'cultural themes' which are pattems of recuning messages or organizing principles that 

are communicated by the members of a culture. The ultimate goal of ethnography is to 

identify the passions. meanings, and patterns of a bounded cultural group (Crabtree & 

Miller, 1992). 

Recently, the concepts of culture. class. and gender have been applied to the study 

of health professions and professional projects. In a study of medicine and nursing, Walby 

and Greenwell (1994) descnbed the cultural variations that existed between members of the 

medical profession. Their research demonstrated that cultural attitudes. with respect to 

physician's working relationships with nurses. differed geographically and also varied 

according to work setting and the social/cultural mores of the society in which they lived. 

Those culturai attitudes of male physicians which imputed an inferior status to wornen 

resulted in interprofessional conflict between nurses and doctors. Savage, Barlow. 

Dickens. and Fielding (1992) have exarnined the way in which occupations are controlled, 

and how claims to privileged professional positions are developed and sustained. They 

posit that knowledge, credentiais. and respectability are critical for maintaining a 

professional monopoly. From the standpoint of professions, a group's cultural assets are 

closely tied to their economic position and to their capacity to exploit others (Macdonald, 

1995). This brief discussion of the concept of 'culture' serves as the framework for the 



researcher's conceptualization of the cultural dimensions of dental hygiene uncovered in 

this study. These dimensions include sub-groups within the dental hygiene occupation, 

occupational values, gender issues. and the position of professional associations. 

Cultural Dimensions 

The culture of a smdl group, organization, or a society is shaped by established 

beliefs, values. and actions. A culture is not necessady static but subjcct to forces of 

change. Evidence for the fluid nature of the dental hygiene culture is presented in the 

foliowing discussion of the cultural dimensions of Sub-Groups. Values. Gender, and 

Profecsionaf Associations. 

Sub-Groum. Based on the perceptions of participants. the culture and occupation 

of dental hygiene appears to be divided into two different types or groups of dental 

hygienists: those who see themselves as 'professionals' in the traditional sense (public 

service, code of ethics. abstract knowledge, etc.), and those who view themselves as 'non- 

professionals' or 'technicians'. Professionals are viewed as being concemed wi th the 

professionalization of dental hygiene and technicians are perceived to be sarisfied with the 

status quo. This perspective is reflected in the staternents below: 

Participant: Well, I th in k fhe major@ of hyg ien isls are practitioners, 
clinicim and I think they get caright up into the, the production of ivork 
and ... I think the mnjority of hygienists go to rvork and I think they go 
home and they don't think about it and they ger their C.E. [continuing 
educntion] credits and they go to courses and they may leam something but 
I think most of them are.... 

Reseurcher: Do yorc think most of them think of themselves us professional 
people ? 

Participant: I don 't. ... Nor, not niost. I think there 's a whole bunch thut do 
but I, I don 't think a lot do. (Participant 4 1, ManagerLeader) 

Participants consistently reported this finding, and there was littie variation regionally. 

However, participants in Atlantic Canada most often attributed the division in the dental 

hygiene culture to the legislated authority and control of dentists and dentistry. That is. 



they claimed that many hygienists were prohibited frorn developing professionally at the 

individual level and at the occupationai level. In Ontario, the dental hygiene mode1 of 

education was viewed as failing to provide adequate time for the professional socidization 

of recruits. Consequently, the 'professional role' of the dental hygienist was never fully 

developed in the minds of students during their educational preparation for practice. 

Professional hygienists were described as those who applied research findings to 

their practice decisions, were concemed with improving their own level of educrition, had 

great pride in their profession, a positive self-concept, and were very 'caring' in their 

interactions with clients. Participants perceivc that non-professional hygienists are 

technically oriented. meaning that they provide a therapeutic service for clients. are not as 

concemed with a holistic approach to hedth care. and generally have a poor self-image of 

their occupational role. Several participants claimed that this type of hygienist enters dental 

hygiene for several reasons: a short training period, good occupational status, stable 

employment and a good income upon graduation. 

One community health practitioner made reference to a well known Amencan dental 

hygiene leader who referred to professional dental hygienists as "neck up" clinicians and to 

non-professional ones as "neck down" practitioners. The former were viewed as those 

hygienists who consistently applied theory and research to their practice and the latter were 

mostly concemed with "doing the work" and not fully utilizing their knowledge base. A 

private practice practitioner from Atlantic Canada was critical of hygienists who viewed 

dental hygiene as merely a job rather than a professional career. She claimed that many of 

these practitioners allowed themselves to be subordinate to dentists and that this 

subordination prevents dental hygiene from achieving a higher occupational profile. 

... The sanie if you're in an individual office, yoic may have the dental 
hygienist whose quite happy to [ive in t h  subordinate role. Believe me 
there's a whole lot of them are happy to live in a subordinate role in the 
dental offce. I'm not saying they a11 do and it works well. Or you m q  have 
the dentist who is not into power and control and is quite happy to work 
with a dental hygienist on an equal footing. (Participant I I ,  
Manngerhader) 



Many participants distinguished professional from non-professionai hygienists by Iabelling 

the former as 'leaders' and 'visionaries' and the latter as 'followers'. They believed that 

professional hygienists were most likely voluntary members of a professional dentd 

hygiene organization and that non-professional types were not members. 

One of the documents analyzed in this study also acknowledged the idea of a 

subdivided dental hygiene culture, that is, professional hygienists who pursue careers and 

non-professional hygienists who see lhemsslvas as having jobs. Goulding ( 1993ri). editor 

of the Canadian Dental Hygienists Association journal stated: 

Do you have a job or career? I know some hygienists wbo have jobs. I also 

know hygienists who have incorporated dedication into their jobs and have 

turned hem into careers. Additional investment in further education and 

persona1 cornmitment to the profession has turned many of these career 

people into fine professionals. Now we rnust make thk the rule rather than 

the exception. Our leaders have cleared the way for us to advance to a 

higher plateau of responsibility. We al1 want it: but are we willing to back 

them up and do what it takes to be worthy of it? It may be some time before 

al1 of Our Iabouring hygienists transcend to having careers. (p. 3) 

This document clearly associates the professionai concept of dental hygiene with individual 

members of the occupation who see themselves as having careers and not jobs. However. 

al1 of the other publications of the Canadian Dental Hygienists Association related to dental 

hygiene education standards, practice, and ethics refer exclusively to the 'professional role 

and be haviors ' of dental hygienists (CDHA, 1 W2a, 1 992c, 1 994c, 1 994d, 1995b, 1 999). 

In this study of dental hygiene's culture, a sense of a professional identity was not 

perceived by participants to be held by al1 dental hygienists. Collectively, hygienists do not 

appear to have a singular self-concept. One component of the culture sees itself as 



professional and another, as non-professional technicians. These same cultural themes also 

emerged from sections of the interviews that uncovered participants' perceptions of the 

dental hygiene role and occupational image. Some participants claimed that the domination 

of hygienists by dentists contnbuted significantly to the way in which the culture of dental 

hygiene has been shaped. 

Values. When participants were questioned about the values that guide dental 

hygiene as an occupational group. their responses were consistent. They stated that dental 

hygienists value heaith and wellness. respect for others and ethicai behaviors, and their 

ability to help people. Funher. they value their interpersonal relationships with clients and. 

to that end, they exhibit effective communication behaviors and s kills. Dental hygienists 

are perccived to be task-oriented and perfectionists. Many, but not dl, participants 

expressed a 'sense of pride' in their work, irrespective of the different dental hygiene roles 

(practitioner. educator. etc.) that they occupied. Al1 participants perceive that the 

occupation of dentai hygiene is knowledge based. constituted by basic or clinical science 

knowledge and more tacit applied knowledge. The latter type of knowledge is often used 

by the dental hygienist during a client oral health assessrnent or during communication with 

clients. A negative observation that was made by a large number of participants (excluding 

diploma students) was that some of the occupational values possessed by practitioners were 

comprornised as a result of some tight controls placed on the work of dental hygienists by 

dentists. This will be discussed further under the major theme of Relationships between 

Dental Hygiene and Dentistry. 

The shared culturd values, behaviors and understandings described by the study 

participants were reinforced and extended through content analysis of the Canadian Denial 

Hygienists Association Code of Ethics (1992a). The Code clearly specifies the noms and 

values which must be followed by dental hygienists to direct their behaviors. Relevant 

passages in this document are presented below. 



The practice of dental hygiene c m  generaily be defined as a helping 

relationship in which the dental hygienist assists the client, and society in 

generai, in achieving and maintainhg optimal oral heal th. .. . Dental hygiene 

has an identified body of knowledge and distinctive expertise .... The Code 

of Ethics sets down the value and standards of the profession of dental 

hygiene. The values express the broad ideals of dental hygiene while the 

standards are mord obligations that have their bais  in the dental hygiene 

values. Standards provide more specific direction for conduct than do 

values. and specify what a value requires under particular circumstances ... : 

The dental hygienist h a  an obligation to treat clients with respect for their 
individual needs and values. 

The dental hygienist has an obligation to hold confidentid dl information 
regarding the client leamed in the heaith care setting. 

Based upon respect for clients and regard for their right to control their own 
care, dental hygienists must respect the right of choice held by clients. 

The dental hygienist is obligated to provide comptent care as currently 
described in The Clinical Practice Standards for Canadian Dend H~eienists 
in Canada. 

The dental hygienist, as a member of the dentd profession, is obligated to 
take steps to ensure that the client receives cornpetent ethical care. 

The dental hygienist is obligated to uphold the ethics of the dental hygiene 
profession before colieagues and others. (pp. 1-6) 

The insights of participants conceming the values that dental hygienists embrace, such as 

respect for others and ethical practice paralleled the content of the CDHA Code of Ethics. 

This ethical guide also refers to hygienists' professional obligation to be competent in their 

work and to protect the privacy of their clients. The knowledge and skills required of 

dentd hygienists, as defined by the national professional body is documented in the 

following excerpt: 



Dental hygiene practice is based on an increasing body of knowledge based 

on research in dental hygiene, biological sciences and social sciences and 

technology . 

Dental hygienists value and actively pursue acquisitively new scientific and 

ciinical knowledge. (CDHA, 1995b. p. 3) 

.4gain, participants and the national professional association of dental hygiene emphasized 

the knowledge foundation of dental hygiene practice. Generdly, document anaiysis related 

to the cultural guidelines of the dental hygiene occupation disclosed a discrete set of 

requisite skills, knowledge. values. behaviors. and rules. 

Gender. Participants frequently voiced the fact that the occupation of dental hygiene 

is dominated by women. They pointed out that in their experiences. the feminization of the 

occupation caused individual members and the occupation as a whole some difficultirs. 

For example. several participants stated that certain perceived ferninine qualities such as 

cooperativeness. nurturing behavior. and submissiveness prevented dental hygienists from 

being "taken seriously" by govemment. dental associations, and even the public. Some 

participants acknowledged however that society's views of masculine behaviors are 

changing, and that males are perceived to exhibit more compassionate. caring, and 

rmpathetic qualities now than they did historically. As such. female and male traits are 

becoming more closely aligned. Participants perceive that this shift has contributed to an 

improvement in the status of women. The following quotation illustrates the belief of most 

participants that men and women are equally suited for dental hygiene practice. 

Researcher: You 've made reference to "women " in dental hygiene. Would 
your image of a male dental hygienist be different and how so? 

Parn'cipant: ... if I've seen two or three of them a tirne in rny teaching 
experience, t h r  there's one that absolutely doesn't seem to J% the mouid; 
like of what the wpicai dental hygienist appears to be and then the others 
very rnuch fall L& t h  category. That they, they appear ahh very sensitive, 
very you know very good with their hands su you know, their, their, 



motor- hnnd-eve coordirzation, you know seerns very good. (Partrcipant 2 7, 
Manager/lender) 

The culture of dental hygiene, comprised primarily of caring women practitioners, 

has been shaped by the paniarchd attitudes of mernbers of the dental profession and 

reinforced by the benevolent beliefs of female members of dental hygiene. A well 

established system of dominance and intimidation by dentisuy has perpetuated a dental 

hygiene culture that does not appear to be inviting to men. who are perceived to be more 

aggressive and less easily threatened than women. Many participants expressed the view 

that if increasing numbers of men entered dental hygiene the occupation's status would 

increasr. and ernployment conditions for hygienists would improve generally as male 

dentists would l i  kely treat male hygienists more respectfully . 

Professional Associations. When participants were asked about their understanding 

of a professional culture they described a "sense of community" as one of the elements that 

rnakes up such a culture. Professional dental hygiene associations were cited as the 'most 

responsible' for bringing together the community of dental hygiene members. An mnual 

national dental hygiene conference hosted by the Canadian Dental Hygienists Association 

was identified as the single most important event which fostered a feeling of occupational 

unity. single-mindedness and coherence amongst hygienists. Marly participants indicated 

that in their experience. very often the time during which "grass roots hygienists" (i.e..  

private practice practitioners) conversed on 'professional' issues or topics is when they 

attended conferences. This was based on their perception that hygienists usually preferred 

the support of a group environment in which to openly discuss professional issues. 

Participants pointed out that at the national level, the culture of dental hygiene is 

cohesive in nature, with individuals (electedhppointed officiais and staff members) 

possessing sirnilar thought processes and ideds. The national dental hygiene journal 

publication was cited as an example of the way in which professional associations 

communicate and reinforce the values and beliefs of the culture to its members. The 



'collective culture' of dental hygiene was further strengthened by econornic assets (a 

national professional office building located in Ottawa) and organizational assets (a national 

bureaucratie organization. a goveming board and a national constitution). Economic. 

cultural, and organizational assets are viewed as symbolic of professional groups 

(Macdonald, 1995). CDHA daims that it "represents the majority view of dental hygienists 

across Canada" (Mitchell, 1992b. p. 3). another sign of a strong culture. The Association 

W ~ S  viewed 2s being the link which joined provinciai dental hygiene associations to the 

national organization in an effort to create a community of dental hygiene. 

Content analysis of the Canadian Dentd Hygienists Association/L'Association 

Canadienne des Hygienists Dentaires Constitution and B y-Laws ( l992b) revealed the 

powers of the organization to enculturate its members. For example. members of CDHA 

are charged a lower conference registration fee than non-members for the 'privilege' of 

attending the Association's professional conference. The conference is prornoted as a 

"scientific meeting" dunng which time, participants acquire new knowledge of the art and 

science of dental hygiene. The Association directs the work of its volunteer members of 

the Board of Directors and conducts official business under "Robert's Rules of Order". 

These examples demonstrate that the culture of dental hygiene that operates at the organized 

level declares its suength and unity in a variety of ways. 

In summary. the vaiues, beliefs, rules and ethical principles among individual 

hygienists are consistent. However. the content of participant interviews uncovered the 

apparent existence of two cohorts within the dental hygiene culture: one whose members 

see themselves as professionals and another whose members occupy the role of 

techniciadnon-professionals. The Canadian Dental Hygienists Association was identified 

by hygienists as the suongest and most focussed component of the culture. It would seern 

that those hygienists who see themselves as technicians, and not professionals, may not be 

influenced by professional dental hygiene organizations such as the CDHA. 



Oroanized Dental Hv~iene 

The term "organized dental hygiene" as used in this study refers to professional 

agencies or organizations whic h represen t the dental hygiene occupation and its members. 

Participants were not interviewed specifically about dental hygiene organizations, however. 

many hygienists incorporated the function of provincial and national professional 

associations into the discussions. Most of the individual members of provincial dental 

hygiene associations were not seen to be active in these organizations. that is, they did not 

volunteer their services but supported such organizations through membership fees. 

However. those hygienists who volunteered for service. or were elected or appointed to 

officiai positions were viewed as making an important contribution to the growth and 

development of the dental hygiene occupation. 

Many hygienists made reference to the effectiveness and strength of the structure of 

the Canadian Dental Hygienists Association. That is. specific councils with iissigned 

directives and appointed members were described as highly functional and successful in 

accompiishing the goals of the Association. The CDHA was seen to manage its business 

by a democratic group process versus a hierarchical and authoritarian structure. 

Participants also stated that dental hygiene organizations needed to be more active in 

nunuring individuals to assume leadership positions or to becorne involved in some 

capacity. This thooght was reinforced by the President of the CDHA in 1991 in a journal 

publication. 

As a member of CDHA you have both the right and the responsibility to 

help provide direction in the planning for the Association. You may have 

input in several ways. Consider active involvement with your association at 

the local or provincial level, as it is through this process that leadership 

cornes to the CDHA Board of Directors. Share your ideas and concems 

with members of the CDHA Board in your province to assist them in 

assessing, planning and evaiuating Our national activities. Wnte to me, as 



your President. to let us know how you feel about what we are doing on 

your behalf and in the interest of the health of the Canadian public. (Frizell, 

1991a. p. 6) 

Participants identified the guidance of dental hygiene leaders who had a 'shared vision' as 

critical to the development of the occupation. Dental hygiene managerneaders, in 

particular. acknowiedged that the CCDHA, from the tirne of its inception in the mid 1960s. 

has evolved into a large and dominant force in the occupation's growth. They claimed that 

CDHA has developed an effective infrastructure and has increaîed its human and financial 

resources over the past few decades. 

The greatest number of statements made by participants about organized dental 

hygiene concemed the roles of professional associations. The CDHA, followed by 

provincial organizations. was labelled as the 'major player' in guiding dental hygiene on a 

path towards professional status. Participants recognized the primrvy role of the 

Association in developing a framework for dental hygiene education, research and practice 

standards. They identified the fact that dental hygiene oganizations often provided the 

'bridge' for individual hygienists to remain connected to their profession and to the process 

of ongoing leaming. Participants asserted that typically hygienists worked in isolated 

practice settings where they had minimal or no peer involvement with other hygienists with 

whorn they could discuss dental hygiene matters. A diploma educator stated: 

Once the? leave school, ihey 're working in a ve- isolated environment. 
They muy or may not stay plugged in ihrough a professional organization 
and that professional organization rnay or rnay not meet needs in rems of 
continuing education and helping to ensure the hygienist has the network 
necessary fo develop the confidence to take on that self responsibility for 
what they do. (Participant 14, Diplonla Educator) 

However, professionai associations were recognized for their role in organizing continuing 

education offerings and conferences and for promoting the notion of study clubs, where 

hygienists corne together to discuss the theory and practice of dental hygiene. 



Several participants cited the role of associations in implementing strategies, such as 

media campaigns, to improve the public's awareness and knowledge of dental hygienists. 

The participants' perceptions about the roles of dental hygiene organizations described 

above were supported by the documented goals of the CDHA (199%). However. the 

CDHA goal of oral health promotion was not mentioned by participants. This may suggest 

that the participants perceive that the most hindamental role of the CDHA is to work 

towards developing the interests of its rnernbers and the occupation as a whole. 

Many hygienists talked about the growing use of political and govemment 

processes by organized dental hygiene to bring about change in its occupational status. 

Legislative changes pertaining to the regdation of dental hygiene were most often 

discussed. In the minds of participants. the politicization of dental hygiene is associated 

with the activities of professional dental hygiene organizations and their interests in placing 

the occupation on political agendas. 

Likr I look ai us os. as political neophytes. We 're nerv in this game ... . I 
think rve're, 1 think dental hygiene hns sorî of seen rhe political arenu as n 
distasiefitl kind of thing by und large and I'rn not se ing if's noi brtt I think, 
I think we've made better headway whrn - since r v d ~ v .  ive've 
acknowledged that politics r n q  be the wav thnt - rnay be the way to go; but 
tha i 's rvhere actualiy decisions gel made. (Participant 3 7, Degree Educato r) 

The above statement by a dental hygiene degree educator reflected the growing recognition 

and acceptmce on the part of rnany of the participants. that govemment suppon for dental 

hygiene services will contribute to the professional status of dentai hygiene. Associations, 

especially the CDHA, were considered to be powerful in their role as change agents. Their 

active rnembers and leaders were seen as 'risk takers'. The CDHA was known by 

participants to have assisted provincial dental hygiene organizations in developing political 

lobbying skills and strategies. Document analysis confirrned the position of the CDHA in 

this regard. The following passage authored by a CDHA President is an example of the 

Association's suppon for dental hygiene activity in the political process. 



Appropnately. CDHA as a national association does not have an active role 

in provincial practice and regulation issues. However, the CDHA Ractice 

and Regulation Council does provide support to provincial associations who 

are addressing licensing and regulatory concerns. Resources are available 

from CDHA to assist provincial associations with govemment relations. 

lobbying, and political initiatives. (Frizell, 1990, p. 157) 

The goals. objectives and activities of organized dentai hygiene were consistently reponed 

by participants in a positive light. During the course of participant interviews these 

organizritions were recognized for the valuable contributions they make to the dental 

hygiene community. both at an individual and at an occupational level. 

Dental Hyeiene Issues 

The interview data brought to light four recurring dentd hygiene issues. The most 

significant issue that was raised by participants concemed the practice by many dentists of 

controlling the immediate work environment of dentd hygienists in private dental offices. 

This issue impacts on the professional ethics of dentd hygiene practice and employment 

conditions. Participants claimed that in many situations, dentists are motivated by 

economic interests. As such, they direct hygienists to compromise their practice s kills. 

values and knowledge, and ethicai behaviors in order to "treat" more clients and genente 

more revenue for dentists' practices. Although none of the participants had experienced 

this situation themselves. they were aware of other dentd hygienists who had, and they 

also believed that this was a regular occurrence in dental practice. They expiained that 

frequently. hygienists experienced a conflict between their educational preparedness to 

enter dental hygiene practice and the realities of practice in the dental office setting. One 

participant spoke about this issue from her perspective as an educator: 

I think also we get caught in a conflict between what we're prepared to do 
educationaily and then what the emplcyrnent situation is; and, and I used to 



actually go tu the place of feeling griilty when I was involved in dental 
hvgiene education becarise I felt so ofen I was setting students up for a life 
of conflict beca~ise we woriid rea- help them really leam to prnctise what I 
cal1 dental hygiene and then they 'd get orir into an empluvment sening where 
the employer worrld be then trying to dictate ivhat he or she wanted done 
and it didn't necessarily have a lot to do ivith good dental hygiene pructice 
but more with the focus on scaling and billhg shall we Say. (Parricipant 3 7, 
Degree Edrzcator) 

This dental hygiene educator expressed her own personal dificulty with instmcting 

students in dental hygiene practice procedures that she deerned would never be actualized in 

practice because of dentists' control over the work of hygienists. 

Participants suggested that when hygienists experience this workplace issue they 

are confronted with dificult choices including: voluntarily leaving the employment 

situation. conforming to the practice situation thereby sacrificing their professional beliefs 

which may lead to unethicd conduct. or remaining in the practice with the idea of trying to 

alter the situation. They have to consider the potential consequences of non-cornpliance 

(potential loss of job) or cornpliance (unprofessional and unethical actions). A diploma 

educator stated "... if you take a stand ethicdly in your work place. you are going to lose 

your job. ... Altmism and survival are in conflict" (Participant 14. Diplorna Educator). 

Ultimately, this dental hygiene issue has the potential to negatively affect individual dental 

hygienist's professional identity and self-concept, and the credibility of the occupation 

itself. 

A second issue, that of gender, is related to the interrelationships between the 

occupations of dentistry and dental hygiene and between individual dentists and hygienists. 

Participants referred to this issue throughout the interviews. To recapitulate, at an 

individual level, the working relationships between dental hygiene and dental practitioners 

frequently reflect traditional femaie and male roles in society. This traditionai sex 

stereotyping causes hygienists to feel professionally insecure and undervalued. It also 

challenges their abilities to develop professionally when they work under the direct 

authority of dentists. Issues of gender at an occupational level are believed to inhibit and 

curtail dental hygiene's professionalization. Participants felt that the gendered nature of 



dental hygiene has negatively 

occupation's efforts to raise its 

affected its public image, and has slowed down the 

statu and to be recognized as a professional entity by 

govemment, the public, and other professions. A diploma educator stated: 

... I think it's harder to convince powers that be of change and f see this ad 
the time rvhen I'm dealing with govemment levels - thar I cm go in and say 
one thing and I know that obviously, you know I rnay be biased thinking 1 
said it as ive11 as the nexr person. But looking at the next person who rnay 
be male from ~rsrrally dentistry, s a y  the same thing even if it's on our 
behalf; even the same thing I believe with the same dari  o.... ? think it 's 
hnrder to be tnken seriody. (Participant 19, Diplorna Educutor) 

This statement suggests that the same thoughts or ideas that rnay be expressed by a maie 

dentist and a female dental hygienist to members of govemment would be received in 

different ways, that is, the dentist would be viewed as more credible. A few participants 

suggested that when dental hygiene leaders and other representatives of the dental hygiene 

community display in public. what are historically labelled as 'ferninine traits' such as 

cornpliance, these behaviors interfere with professionalization efforts. 

Resenrcher: Do !ou think the fact t h t  dental hvgiene is predorninantiy 
femnle affects its professionalism ? 

Participant: Yeah. I do .... I say that solelv on the basis of rny e-rperience of 
horv much agony we did go through in t e m s  of making the decision to ~ake 
the risks m c i u t e d  with seeeking self-govemance in this province and then 
we trrrned, and when we rverr in the rhrows of the agony and, and wafJling 
about you knorv. upsetting the apple cart. "Oh. p u  know. this wouldn ' t  be 
nicr " and all thut kind of femle  stug (Participant 37, Degree Edircator) 

Some dental hygienists in the study acknowledged that, although historical and traditional 

relationships continue to dominate dental hygiene and dentistry, there is a desire by 

hygienists to alter these traditional roles. 

A third issue, which has been previously discussed in this chapter, and the previous 

is the public's lack of awareness of the dental hygiene occupation and a Iack of knowledge 

of the background of dental hygienists. Participants perceive that hygienists do not have a 

distinct identity in the minds of the clients that they serve. Dental hygienists want to be 

recognized by the public and othen for their education, knowledge and skills. Participants 



believe that the issue of public unawareness hinders the evolution of dental hygiene as a 

health profession. 

Many participants identified inadequate research in al1 aspects of dental hygiene as a 

fourth issue for the occupation. They spoke of a lack of a clear research agenda. poorly 

defined clinical practice parameters. and insufficient human and financial resources needed 

to conduct research. Participants claimed that research must be the basis for developments 

in clinical dental hygiene practice. The term "evidence baseci" practice was frequently usèd 

to describe the need for studies designed to validate clinical techniques used by dental 

hygienists. Document analysis also supported the growing demand for research based 

practice. The CDHA MissionNision Statement (CDHA, 1995a) states "dental hygiene 

practice is based on an increasing body of knowledge based on research in dental hygiene. 

biological sciences and social sciences and technology" (p. 3). This same goal was stated 

in a more recent version of The CDHA MissionNision Statement (CDHA. 1999a) as 

simply "comrnitting to sound research" (p. 2 ) .  Participants in this study and 

representatives of organized dental hygiene (as identified through the CDHA publications 

named above), affirmed that the issue of insufficient dental hygiene research is a matter of 

concem to the occupation. 

Dental hygiene issues were related to factors intemal to the occupation itself; namely 

an inadequate research base and a predominantly femde work force. as well as extemal 

variables which included public image and relationships with dentists. Participants 

perceived that these were longstanding issues for dental hygiene, which need to be 

addressed at both the individual and occupational level. 

Of the two most ment developments in dental hygiene, that is, self-regulation and 

independent practice (dental hygienist owned and operated practice), numerous participants 



initiated discussion of the regulation of dental hygiene. The issue of regulation for these 

participants is that dental hygiene hris not achieved self-regulation in al1 provinces. 

Professional governance or self-regulation encompasses responsibility for licensing. 

standards of education, quality assurance, continuing cornpetence of members. complaints, 

and discipline measures (Wood. 1992). The shift in provinces such as Ontario and British 

Columbia, from regulation by dental boards comprised of dentists, to regdatory bodies 

composed pnmarily of dental hygienists. was viewed favorably by participants. 

The primary reason cited for support of self-regulation relates to dental hygiene's 

desire to govern itself instead of being govemed and controlled by dentistry. Examples of 

self-regdation outcomes, such as the potential upportunity for an expanded scope of 

practice and a broader range of rmployment settings, outside of private dental prnctices. 

were discussed during the course of many interviews. Participants perceived that in the 

absence of self-regulation. the dental hygiene occupation wili only be able to maintain the 

status quo and will never develop as a profession. However. several hygienists cautioned 

that the public's perception of a self-regulating occupation did not necessarily ensure that 

their image of dental hygiene would rise to the level of professional status. 

Many participants believed though that self-regulation will provide dental hygienists 

with the legd framework to "stand up to dentists" conceming professional practice 

decisions. They viewed self-regulation as giving hygienists "the leverage" they need to be 

able to practise dental hygiene in the way they were educated. This view was depicted in 

the following statement: 

When a dental hygienist Jinds hersey in an ethical dilemma vis-&vis the 
dentist and something which is being delegated to the dental hygienist, the 
dental hygienist who is self regulated has another option; or not another 
option but another consideration. We talked about the employer/employee. 
The dentist can termina te the employment but when you ' re self reg ulating, if 
you contravene the legislation, the regulations then you will find yourself 
withorrt certi$cation. So not only will you not have employment but you'll 
not be able to seek employnent so that your first consideration as a self 
regulating professionai, is to the legislarion anà to the regulutiom of the 
regulating body, and to their ethics and practice standards. (Participant 15, 
Managerhader) 



Further. participants believe that with self-regulation, dental hygienists' self-concept will 

improve and they will develop a sense of professional worih. Again, however. self- 

regulation alone was not perceived by participants to lead to dental hygiene 

professionalization. 

One participant claimed that dental hygiene's pursuit of self-regulation was an 

expression of collective "feminist actions". She suggested that gender issues and 

professional dominance were at the root of legislative changes to the regulation of dental 

hygiene. Dental hygienists no longer want to be controlled by dentists. Self-regulation in 

Ontario has given goveming and decision making powers to hygienists. This participant 

exclaimed that: 

... I see the feniinism aspects of dental hygiene collectivelv. and I think a lot 
of' the sev-regidation is thnl feminisrn breaking through ... . I think the self- 
regulntion has corne about becaicse of the sense of where wornen are todav 
in the world - that women do not want to be under a man's rhumb whether 
i f s  a College of Dental Surgeons of whatever province or in n relationship 
and I rhink thrit breaking out - if's, it's timefor if in oicr rvorld. (Participant 
4 1. Managerhader) 

Another participant, from Ontario asserted that mûny hygienists were "anxious" 

about self-reguiation. In her experience, "grass roots" dental hygienists in thai province 

were not prepared either educationally or psychologicaily for occupational self-govemance 

and the politicization of dental hygiene. She stated: 

Practitionec ... v e v  much related to the fact t h t  there are a lot of 
practitioners who had never taken any interest in what was going on and ar 
a regection of what happened in terms of the politics of dental hygiene in 
Ontario, they were almost forced to take a little bite of it. 

Researchec Can vou explain a little bit more about the politics of dental 
hygiene ? 

Practitioner: The College - the creation of the College of Dental Hygienists 
and al1 of a sudden here we are. we 're governing ourselves. And what does 
rhis involve? And how are we going to do it? And do we really care as 
practitioners out there. I mean, are, how many of us really cure? How many 
of us want to be self-regulated? I have a feeling thut a lot of people were 
very frightened about it and still are very frightened. i think that if asked, 
it's been a long tirne now - more than a year since ï v e  seen anything written 
about it, but if asked the! don't want to be able to pracrice by themselves. 
They 're frightened. They 're afraid to .... 



Researchec Why? 

Participant: Wu? Mqbe because th- realize they haven't been adequotely 
prepnred in an 8 month program. Maybe. (Participant 10. Degree Student) 

If in fact apprehension about dental hygiene self-regulation is widespread arnong hygienists 

across Canada, this may have implications for the goals of the professional project of dental 

hygiene. 

A leader from Ontario, who had been active in the self-regulation process, reported 

that dental hygiene self-regulation was achieved in the province because the govemment 

proclaimed that a conflict of interest existed for dentists as both the employers of hygienists 

and'the regulators of the occupation. This was deemed not to be in the public's best 

interests. Another leader from British Columbia noted that with the advent of self- 

regulation in that province. the occupational status of dental hygiene seemingly increased in 

the rninds of govemment representatives and for members of other health professions. 

Document andysis of legislation pertaining to the regulation of dental hygiene, 

revealed contrasting depictions of dental hygienists as health care providers. Under Nova 

Scotia legislation, dental hygiene is regulated under the authority of dentistry (Nova Scotia 

Provincial Dental Board. 1992). Hygienists are described as subservient to dentists, and 

by law are dependent on dentists to cvry out their work. The scope of dental hygiene 

practice is defined in terms of procedures that 'cannot' be undenaken by hygienists. 

Legislation in British Columbia, on the other hand, caries a more 'respectful tone' about 

dental hygienists as health professionals. The College of Dentai Hygienists of British 

Columbia is charged with the responsibility of dental hygiene regulation in the province. In 

this province, hygienists work without dentist supervision and they have interdependent 

relationships with dentists. Dental hygiene practice is defined by reserved (protected) acts 

that recognize the skills and knowledge of hygienists (College of Dental Hygienists of 

British Columbia, 1994). Publications of the Canadian Dental Hygienists Association also 

support dentai hygiene self-regulation as illustrated in the following excerpt from an article 

in the CDHA journal: 



When the licensing body for dental hygienists is the provincial dental 

association or college of dentists, there is the potential for a conflict of 

interest .... With self-regulation, it will be dental hygienists who will be 

responsible for ensuring that only those individuals who rneet the 

requirements of the regdations will be registered and licensed to practice as 

dental hygienists. With self-regulation it will also be dental hygienists who 

rvill havc the responsibility to discipline and to pursue the illegal practice of 

the profession.. . . Challenging the dental community and possibly 

jeopardizing job opportunities will become less of a concem as self- 

regulation becornes a reality for more of the dental hygiene profession 

ücross Canada. (Frizell, 1990. p. 157) 

The citation above, in addition to supporting the concept of professional self-regdation. 

also suggests that workplace issues between hygienists and dentists will be remedied by 

dental hygiene self-regulaiion. 

Generally, participants indicated that the dental hygiene community desires self- 

regulation. and in many instances. ha actively pursued changes in legislation related to the 

govemance of the dental hygiene occupation by utilizing the political process. Dental 

hygienists want to "take charge" of goveming their own occupation and reduce the 

authoriiy and power of deniistry over dental hygiene. 

Practice of Dental Hv~iene 

Participants described dentd hygiene practice as educating clients about the 

prevention of oral diseases, promoting wellness, and providing clinical services. Many 

spoke about the "art and science" of dental hygiene. Reference was made to the "affective" 

qualities (art) of dental hygiene practitioners, such as sensitivity to clients' needs, empathy 

and compassion, and above average communication skills. The science component of 



dental hygiene was viewed as an incorporation of basic sciences. dinical sciences, 

technology, and the application of these elements to practice. Severai participants portrayed 

the ethos of dental hygiene practice to be a focus on the "holistic hedth" of clients. They 

outlined a clientsentered approach to a r e .  whereby the client is an active participant in 

planning their own oral health care. An excerpt from a 1995 CDHA mission statement 

reinforced the viewpoint of participants. 

CDHA believes that oral health ir. integral to general health and oral health 

care is an integai part of cornprehensive heaith care.... In al1 roles and 

practice environments, the dental hygienist works with the client and. wing 

dental hygiene process. bases al1 assessrnent decisions. and interventions on 

current dental hygiene research and theory .. .. Dental hygienists are sought 

to assist clients to be knowledgeable and responsible in choosing optimal 

oral health behaviors.. .. Dental hygienists create opponunities to enable 

clients to achieve optimal oral health. (CDHA, 1995a. p. 7)  

The CDHA asserts that the primary role of the dental hygienist is to provide clients with the 

knowledge and tools that are necessary for clients to make informed choices about their oral 

health. Participants also claimed that hygienists consider socio-economic, cultural. 

personal, and hedth factors related to the client in planning care. 

Realities of Practice 

Dental hygienists addressed the issue of regulations concerning the practice of 

dental hygiene. They indicated that in those provinces where dental hygiene is regulated by 

dentistry, dentists are required to examine patients, make a diagnosis. and prescribe 

treatrnent pnor to the initiation of dental hygiene services. However, severai participants 

reported that in reality, hygienists frequently deliver dental hygiene care to patients before 



they receive a comprehensive examination by the dentist. That is, what is supposed to 

happen in theory does not aiways occur in practice. Hygienisü want governing legisiative 

acts to reflect the realities of practice (Mitchell, 1992a). Another variation that was 

disclosed by participants concerned provincial differences in the scope of dental hygiene 

practice. They suggested that the practice of dental hygiene should be standardized 

nationally. meaning that the scope of practice would be equivalent across provinces. This 

would permit public access to al1 the services that hygienists provide under legislarion, and 

would allow hygienists to practise anywhere in Canada. Portability implies that hygienists 

would be licensed to practice in any jurisdiction of Canada, without further exmination. 

In effect, if such standardization was achieved, dental hygiene as an occupational group 

would be more cohesive. 

h number of participants raised questions about the appropriateness of the dental 

hygiene mode1 of practice that existed in rnost pnvate dental offices. They implied that as 

hygienists move into new practice settings. such as multi-disciplinary health centres, that a 

new or modified model would have to be developed to adapt to these workplaces. 

Although they did not articulate the details of a new model. they indicated that it should not 

be based on the historical hierarchical practice of dentists directing and supervising the 

work of hygienists. Rather. a new model should be "collaborative" in nature; relationships 

between professionai persons would be interdependent and a holistic approach to client care 

would be the nom. They suggested that dental hygiene education cunicula would also 

have to be altered to reflect a new practice model. 

Repeatedly, participants cited examples of the reality of dentist control over dental 

hygiene practice. Despite the qualifications of hygienists and their legd responsibility for 

the care they provide to clients, many dentists were seen to dominate hygienists in the work 

setting. Hygienists complained that they wanted more involvement in practice decisions 

and client care. 

Participant: I'd like fo have a little more input and to make changes that me 
not easy again to change but I also feel p m  of a team, but you feel like an 



empluyee .... Yori might get a cal1 up and say " We're not going to be in the 
ofiice tomorrow. Don 't bother corning in". I work part tirne so yoii don 't 
get paid. So thnr kind of makes you really feel like an employee .... E v e q  
ofice is a liitie different. I don 't have any big cornplaints in rnv partic~ilar 
oBce but I wish things were better. 

Researcher: Generally speaking. rvhat do ?ou think the working 
relationships are between dentists and hygienists? 

Participant: Nor very good. ... From what I hearfrorn other people. Why  I 
don ' t  know ivhv? I gliess it just depends on the dentist. His personality and 
how he looks ut a dental hvgienist. So it woitld vary in different offices. 
The relationslzip tlzey Izave d anddzerlzer lie considers you mz eniplqee or 
whether he considers you p a ~  of the team. Some people can't even order 
instruments when they want. Thev've got to use the sume oid instruments 
yon know. (Pariicipant 25, Private Practice Practitioner) 

With respect to poor working relationships between dentists and hygienists, rnost 

participants indicated that dentists generaily viewed hygienists as subordinaie CO 

themset ves. 

Essentially. dental hygiene practitioners argued that they did not. in many cases. 

utilize much of the knowledge and skills they had acquired during their education. The 

following quotation illustrates this position. 

.... I alwws hear a lot of people saying "You know, 1 wished I coiild have 
dune this for the patient but there wasn't enough time or he's asked me to 
bill out this mnny icnits of whatever" and you know, "l felt bai about not 
doing it", and I think that. ... There's so much that you leam in school as fur 
as compreherlsive care and when. when yoii get out into the practice. a lot 
of the fime it tums into how much, how ma- patients yort c m  see in a day 
and p i c  don 't get as much time to focus on the rhings f h t  you mighr have 
liked tu so vou know, I'm l u c e  where I work because the time isn't really 
as rnuch of a factor. They - if1 wanted sir appoinmients, they 'd let me have 
six appoinmmts but in the w o r i i y  of the practices 1 hear about fmm my 
friends and collengurs, thcy're. tliey're iinder the gitn ail the time. 
(Participant 38, Managerhader) 

The above passage suggests that in many instances, the quality of dental hygiene care is 

sacrificed, under the direction of the dentist, in order to provide "basic care" to a pater 

number of patients. 

Content analysis revealed that the documented beliefs of dental hygienists 

conceming dental hygiene practice were sometimes contrary to the perceptions of 



participants in this study. For example, a report of the CDHA (1994~) which defines 

dental hygiene. describes dental hygienists as "primary oral health care professionals". 

This characterization implies that hygienists are able to assess die needs of clients and plan 

and deliver services independent of professional supervision. The content of this document 

was validated by Canadian dental hygienists through workshops and individual reviews. 

The report also stated 'The dentd hygienist ensures or promotes that the practice 

environment provides opportunities for the dental hygienists ro participate in decision 

making" (p. 9),  "determines what dental hygiene care will be provided during each dental 

hygiene appointment. ensunng that appointments are scheduled at intervals and for suitable 

duration" (p. 14). and "selec!~ suitable equipment and resources" (p. 17). These 

statements contrast claims by participants of a great number of dentd hygienists having 

minimal or no control over their practice environment. and few opponunities for decision 

rnaking conceming client care. The observations of participants relate directly to the control 

of dental hygiene practice by dentists. 

A CDHA publication on dental hygiene education standards. makes no direct 

mention of the working relationships between 'dentists' and 'hygienists', but instead refers 

to the "professional colleagues" of hygienists (CDHA. 1994d). Two other documents that 

were reviewed made reference to the "interdependent and collaborative" relationships 

between hygienists and dentists: the CDHA Code of Ethics (CDHA. 1992a) and a 

summary of dental hygiene self-regulation in British Columbia (College of Dental 

Hygienists of British Columbia, 1994). In contrast to these documents, the written 

regulations conceming dental hygiene practice in Nova Scotia state very clearly, that in the 

private dentd office setting the dentist directly supervises the work of the hygienist, and the 

dentist is responsible for the qudity of dental hygiene care that is delivered to the patient 

(Nova Scotia Provincial Dental Board, 1992). This document in a sense reinforces the 

claim of rnany participants that the relationship between the hygienist and the dentist is 

unidirectional and not collaborative in nature. 



It is apparent that publications of the CDHA, the perceptions and experiences of 

participants, and at least one exarnple of the regdation of dental hygienists in a province 

where the practice of dental hygiene is govemed by dentistry. differ in standpoint 

conceming the working relationships between hygienists and dentists. Practicing dental 

hygienists assert that they are. for the most part, controlled by dentists in the work place 

and object to these strict conditions of practice. A number of CDHA publications barely 

mention the lissociation between hygienists and dentists; perhaps in an effort to encourage 

individual hygienists to alter existing controlling relationships while not acknowledging the 

fact that such relationships do exist in many situations. Or perhaps the CDHA. in its effon 

to ïaisr the occupational status of dental hygiene in CEada, has chosen to have the content 

of its publications reflect the beliefs and values (not the realities) of an aspiring profession. 

Dental hygiene regulations in Nova Scotia state explicitly that dental hygienists must 

practice under the direct supervision of a dentist, which implies hat hygienists are not 

accountable as individual hygienists for the services they provide. Based on the findings 

reported in this section, it appears that a conflict exists between dental hygienists' desire for 

greater autonomy in the workplace and the realities of practice as reported by participants. 

Isolation 

Many participants described dental hygiene practice as 'isolating'. They explained 

that, for the most part. dental hygienists in private dental office settings work in isolation of 

other hygienists and other health professionals (excluding dentists and dental assistants). 

As a result of this isolation, dentai hygienists may not have many opportunities to discuss 

matters with their colleagues penaining to the practice of dentai hygiene or professional 

issues of concem to them. In fact some hygienists, according to participants, may not even 

be aware of developments within their occupation unless they make a conscious effon to 

read related information published by provincial or national dental hygiene organizations or 



attend dental hygiene conferences. This view was illustrated in the following passage from 

an interview with a diploma educator. 

I see one area t h t  needs to be expanded is the. the perception of the 
individual out there. Once rhev leave school, they're working in a ve- 
isolated environment. They rnay or r n q  not stay plrrgged in through a 
professima organization and that professional organization r n q  or mav not 
rneet [their] needs in rems of continuing edi~ation and helping to ensure the 
hvgienist has the network necessa- to develop the confidence to tnke on 
s&-esponsibility for what they do. (Participant II. Diplomn Editcntor) 

This finding of 'isolation' in practice was noted previously in the section on the 

culture of dental hygiene. It appears that the work culture of dental hygiene. which is 

located predominantly in the pnvate practice setting, does not provide many opportunities 

for hygienists to interact with other hygienists. ln contrast to this Finding, other health care 

settings such as the hospital or long-term care facility provide an environment where. for 

example, physicians and nurses communicate with their colleagues regularly. The isolation 

between individual dental hygienists in their everyday work lives may negatively affect the 

developrnent of the dental hygiene occupation in terms of its cultural coherence. As a 

unified professional C U ~ N ~ ~  is viewed as a critical component of modem professions 

(Freidson, 1994; Macdonald, 1995), the isolation between rnernbers of the dental hygiene 

occupation may also hinder the professionalization of dental hygiene. 

Work Settine 

Participants cited some variations in dental hygiene practice across work settings. 

For example. generally, participants perceive that the 'tight control' over the work of 

hygienists in private dental practices does not exist to the sarne degree in the comrnunity 

health setting. This may be due to the fact that in this setting, in many jurisdictions within 

Canada, dentd hygienists do not work under the direct supervision of dentists (Health & 

Welfare Canada, 1988). However, dentist involvement in this dental hygiene practice 

setting varies from region to region. For instance, in British Columbia under current 

replations non-clinical community health hygienists can practice without a dentist having 



exarnined the clients (College of Dentai Hygienists of British Columbiê 1994). But in 

Ontario, a dental hygienist cannot provide services unless the services are 'ordered' first by 

a dentist. This observation provides another example of the way in which features of the 

dental hygiene occupation appear to be varied rather than consistent. In this instance, the 

variation relates to the way in which dental hygiene is practised in different work settings as 

weil as to the regulation of hygienists themselves. 

Generally. participants felt that community or public health work settings, in 

cornparison to private practice settings, offer h ygienists greater "freedom", "more 

independence", and a greater sense of "professionalism". This was illustrated by the 

experiences of one degrce educator. 

... I think that is whv piiblic Iiealth ivould have even appenled to me more. 
One year I kvas in public health and the progranzming, and rhe assessrnent of 
stofistical data. etc.. thal sort of appealed to me - that tliis rvus for more 
independent from anything yoii could do in the private pructice setting and 
dien yole had to involve the noms  and rules of the oflice.. . so t h t  I think 
rh t  piiblic health was definitely more independent .... Tlint you have 
compiete control over the rein and yoct do y u r  investigations and you do 
your planning, yoitr orgunization, and your assessnlent and consequenrly 
vou feel t h t  vou are functioning independen t ly. in (i professional mnnner. 
(Participant 6, Degree Educntor) 

This participant concluded that different dental hygiene work settings are equivalent to 

different "mies of work". whereby hygienists have lesser or greater control over the 

services they provide. 

Several participants also made reference to a few existing "independent" dend 

hygiene work settings in which practitioners operated without control by dentists or any 

other health professionals. They suggested thai in addition to the absence of hygienist 

supervision. these work settings allowed the dental hygienist to utilize and hone their 

knowledge and skills, in cornparison to traditional dental hygiene practice settings. A 

community health prac titioner stated: 

When I think of independent practice I think of dental hvgienists being able 
tu speak for themelves or to detemine a client's needs or yori know make a 
diagnosis, make a determination and be able tu state that, and make a 
recommendation and go fonvard with it without having to answer to or have 
it c o n . e d  by someone else - p u  know- dentistq for instance .... The 



woy Z see it right now, dental hygienists most ofen see something, assess 
it, come to a conclusion but are not given the legal or the professional 
authority to Say that. It S usually "but check with the dentist " ... und I think 
thut~3r us to become sort of more independent a d  not have to reLy on the 
approvd of another professional .... So that's what I mean by  independent 
practice - having the authority and being recognized by the clients and other 
colleagues as when we make n detemination, make a recomrnendation that 
nobody feels that it has to be seconded by another professional. (Panicipant 
42. Comnlunity Health Practitioner) 

It appean from the statement above that this participant perceives that the public and others 

associate the elements of independent practice (independent decision making, legai sanction 

over work) with the authonty and credibility of professional persons. If this perception is 

fact. then the professional status of the majority of dental hygienists would be questionable 

at this point in time because of their deference to dentists. 

In summary, participants had a common understanding of the practice of dental 

hygiene and the current knowledge base that underpins it. that is. clinical. basic, and social 

sciences. In their discussion of the delivery of dental hygiene services to the public. 

participants consistently reported that dentists. not hygienists. most often determined what 

services would be provided to clients. Moreover, it appears that conflict frequently occurs 

between the hygienist's desired approach to dental hygiene care and the dentist's perception 

of the dental hygiene practice model. Several participants suggested that the "traditional" 

dental hygiene practice rnodel described above would not be appropriate for dental 

hygienists working in newer a r e  settings such as multi-disciplinary clinics. Participants 

claimed that the degree of dentist control over dentai hygienists varied with pracîice 

settings. For example, it appears that hygienists have greater autonomy frorn dentisrs in 

comrnunity health settings than they do in private dend practices. Participants were very 

candid in expressing their views of the "isolation" felt by many hygienists in private 

practice, meaning that there are few oppottunities for hygienists to interact with their 

colleagues in the workplace. While participants openly described the sometimes 

undesirable "realities" of dental hygiene practice, dentai hygiene publications portray a 

model of practice that is collaborative in nature, and reflects a systematic approach to care 



based on the needs of clients. This apparent contradiction in the data gathered through 

participant interviews and through content analysis may have implications for dental 

hygiene pmfessionalization, which will be discussed in the next chapter. 

The findings in this section on the development and profile of dental hygiene have 

presented an historical context for the establishment and evolution of dental hygiene in 

Canada. an understanding of the primary features and characteristics of the culture and its 

members, and some insight into the professional aspirations of the dental hygiene 

occupation. Overall, the perceptions of participants were consistent reparding aspects of 

the occupation of dental hygiene and its individual members. For example, participants 

agreed that dentai hygiene role rnodels, such as program instructors. are the most 

significant influence over dental hygiene recruits as they leam the dental hygienist role. 

This finding is similar to the literature on professional socialization. Other examples 

include the characterization of hygienists as 'caring' individuals. the distinction made 

between the pnctice of dental hygiene and dentistry (prevention versus treatment). the 

values shared by hygienists (altruism, respect for others). and the important role of 

organized dental hygiene in the occupation's growth. However. the culture of dental 

hygiene was depicted as having a divided membership, that is, most hygienists view their 

work as a 'career' and some who view it as a 'job'. Careers were perceived to be aspired 

to by 'professionals' and jobs were held by 'non-professionals'. Although participants 

stated that dental hygienists see themselves as professionals, they question whether or not 

they belong to a 'profession'. 

Participants also concurred that the impetus for the creation of dental hygiene in 

Canada came from dentistry. and that individual dentists and organized dentistry continue 

to influence the status and direction of dental hygiene. For instance, participants repeatedly 

made reference to the 'control' that dentists have over dental hygienists in the workplace 

and how this control c m  negatively impact the professional self-concepts of hygienists and 



the practice of dental hygiene itself. Gender and power issues were cited as a major source 

of conflict between practicing hygienists and dentists. 

The findings uncovered through the primary source of data collection, participant 

interviews. revealed few anomalies. However, some discrepancies were found between 

the perceptions of participants and the analysis of documents. A stark example of this was 

the discovery that participants' conceptualization of dentai hygiene practice was very 

different from the beliefs and perspectives of practice documented in several publications of 

the Canadian Dental Hygienists Association. Whereas these publications present depictioiis 

of dentai hygiene practice as interdependent in nature and client centered, participants' 

accounts of the reaiities o i  practice revolved around the domination of hygienists by 

dentists and the lack of control that hygienists have over the care they deliver to clients. 

Clearly, an important issue for dental hygienists and the occupation as a whole is the 

current relationship between dentistry and dental hygiene and its future impact on the 

status. development, and the professionalization of dental hygiene. This issue together 

with an examination of the professional project of dental hygiene and the role of dental 

hygiene education in this study of dentai hygiene's culture will be presented in the 

following sections of this chapter. 

Major Theme: Relationships Between Dental Hygiene and Dentistry 

Generally, participants perceive that relationships between practicing denial 

hygienists and den tists are strained. Although the majority of participants themselves have 

positive working relationships with their dentist employers, they referred to their 

knowledge of many others who did not share the same collaborative associations. The 

effects of conflict in the day-to-day practices of hygienists and dentists has been referred to 

in the previous section Development and Profie of Dental Hygiene, with respect to changes 

in self-concept, employment conditions. and ethical dilemmas faced by dental hygienists. 



In this section, these findings will be further illuminated through the narratives of the 

participants. The source(s) of increased tension between professional organizations in 

dental hygiene and dentistry was also discussed by numerous participants, and will be 

reported in this section. In particular, suuggles with provincial Iicencing authorities and 

professional associations are presented. Additionally, this section will shed light on 

participants' perceptions of the way in which dentists' attitudes towards hygienists are 

fostered during their training. 

Individual Level 

Study findings suggest that the working relationships of hygienists and dentists 

Vary and that they are both hmonious and antagonistic. Participants provided a range of 

examples that illustrate the ways in which individual dentists appear to disregard and 

undervalue the professionai qudities of dend hygienists and the occupation itself. These 

varied from the language used by dentists, their manner of treatment of hygienists in the 

presence of clients and others, a lack of acknowledgement of dental hygienists' knowledge 

and skills, direct and authontarian control over the services provided by hygienists, and 

even threatening behavior concerning employment when the professional beliefs, values, 

and actions of hygienists are in conflict with those of dentists. For example, one 

participant from Atlantic Canada stated: 

Individuully I know there are ofices rvhere thrre's a wonderjiil rneshing 
and n wonderfiil g u a l i ~ ,  brdt I stilZ fhink that there's overall un ineguali~ 
perceived by the dentists rowards hygiene ns a profession. I feel that it 's 
"tliern and us", and that there is still a long way to go .... But then other 
times when I've spoken tu hygienists, they say t h  they 're unhappy, t h  
there is a lack oj~communication in the dental oflce. And I think part of t h  
is becouse they feel that they are d e r  the "th& of a dentist" ami thut 
thev're stuck and that there's no meeting of the minds. (Partticpanr 2 I ,  
Cumm~uiity Health Pracritioner) 

The experience of this participant appears to support the existence of both positive and 

negative relationships. 



As discussed previously in this chapter, gender related issues are significant in the 

relationships between hygienists and dentists. However, as the number of women in 

dentistry increases the nature of these gender issues rnight alter. Oniy one participant made 

reference to the nature of relationships between female dentists and femde hygienists. She 

suggested that gender issues are not altered significmtly when fernale hygienists are 

employed by female dentists. 

Wonorlien dentists ... they are hard on ench otlzer but they c m  be ve- b r d  on 
wonzen .... I have experienced this with the odd dentist, so I know what it 's 
like. Tltev get ven, direntened by a hygienist. Ceriainly they do not 
consider ihe hygienists as equnl .... Different, brtt not eqrlal. (Prirticipant 2.  
Cornrnirn i~ Health Practitioner) 

This quotation implies that there is no difference in the interpersonal behaviors of female 

versus male dentists in their treatment of hygienists. Perhaps. the culture of denid school 

is such that al1 students, male and female. are socialized in the same rnanner with respect to 

the expectations of their working relationships wi th dental hygienists. 

Several participants, who had ken  educated in dental hygiene programs that were 

affiliated with dental schools. cornrnented on their perceptions of the impact that training 

has on the developrnent of dental students' attitudes towards dental hygiene students. They 

suggested that dental educators deliberately structure the learning environment so that dental 

students are instmcted in the subordinate role of dentai hygienists. without understanding 

the panmeten of dental hygiene practice. Sometimes, students are physically separated 

from one another. Institutionally, dental hygiene programs typicdly do not have access to 

the sarne level of resources as dentai programs. This also teaches dental students that 

dental hygienists are not vaiued in the same way that they are. In the minds of participants, 

dental students are taught to develop elitist attitudes and this type of self-image carries over 

into the work world, where hygienists are treated as "auxiliaries" by dentists. 

A diploma educator from Ontario, made reference to the control of dentists over 

dental hygienists in the work setting and the potential for job loss if hygienists disagree 

with dentists. She stated: 



Yozi ivant to get paid. You go dong with the policies prescribed by the 
employer ivho in this case is the dentist. Aside from the ernployer/ernployee 
aspect which is a finuncial control there is the legalrrric regulatory 
supervision type thing. Hygienist still see thernselves working under the 
siipervision of a dentist and having to curry out wharever they sa?, whether 
they agree with it or not. So, there is econornic power. (Participant I4, 
Diplorna Educator) 

This statement was reinforced by a dental hygiene clinician from Atlantic Canada. 

According to her, being involved in activities directed at making the public more aware of 

the dental hygiene occupation carries employment risks. 

1 think we have to get out to the public ngah a Little more and promote 
ourselves .... Well, here on ... you stan at something Zike that and yoiî 
might not have .tir job tomorrow because everybody knorvs everybody 
else a d  it's srich n .... There's not d l  that many dentists here and there S 
not a lot of hygienists here and yoiir job is always on the fine whenever that 
cornes iîp. (PurTici pant 25, Priva te Practice Practitioner) 

A dental hygiene private practitioner from Alberta also descnbed a similar situation to the 

one quoted directly above. She stated that members of the Alberta Dental Hygienists 

Association who support changes in legislation that would permit independent dental 

hygiene practice in Alberta. and who are also employed by dentist practitioners. are 

sometimes threatened by their employers with job loss. This participant also indicated that 

for this reason, many hygienists will not become involved in dental hygiene's 

professionalization efforts in that province. Several other participants from Aiberta 

suggested rhat relationships were more strained at the organizational level than at the 

individual level, especiaily with den tistry 's opposition to dental hygiene self-regulation in 

Other informants claimed that despite an abundance of acrimonious relationships 

between many dental hygienists and dentists, there were situations in which genuine 

collaborative relationships prevail. In these instances, hygienists feel valued by dentists 

and more colleague type relationships are the nom. Hygienists have greater latitude in the 

provision of dental hygiene care to clients and decision-making opportunities with less 

direct interference and direction from dentists. However, some participants were cntical of 

dental hygienists that they knew, who either accepted a subordinate role to the dentist in the 



dental office, or preferred to be 'dependent' on the dentist for directing their work. 

Generally, infamants identified a need for al1 hygienists to 'stand their ground' in their 

working relationships with dentists, especially when their practice and professional values 

and ethics may be compromised by such relationships. One dental hygiene leader stated: 

I hink practitioners, and my remarh are son of geared to self regulaiion, 
and even i f y u  are not in un area where self regulation occurs, but I think 
you have to be accomrable for the service y u  provide. 1 think yoii make 
the decisions with the client ... titrough maybe infonned corisent but that if 
yeti don'? q y e e  with soinething h r  the demis! is sriggesring .... If !OU nre 
told tu polish, for example, polish the teeth and there is no criteria or 
ratiotuzle fur doing it other t h  rnaybe an economic one, yo~i do not. Yotc 
stand u p  for that. You support thut. You question it. (Participant 15, 
Mmzger/Zeader) 

Frequently, dental hygienists in practice are confronted simultaneously with professional 

and practicai issues. As noted in the passages above. when hygienists cal1 into question 

the practice decisions or directives of dentist empioyers. they rnay be at risk of reuibution. 

Generally , the perceptions of participants suggest that the relationships between 

individual dental hygiene and dental practitioners in pnvate practice are not consistent. In 

many circumstances. they are seen to be positive in nature. This ranges from hygienists 

participating in decision making conceming the provision of clinicd services to clients. CO 

having the freedom to unilaterdly direct dental hygiene care for clients. However. 

numerous participants were critical of dominating, controlling, and disrespectful behaviors 

of dentists towards hygienists. These practitioners are made to feel that they do not 

possess adequate knowledge and skills to independently assess the dental hygiene needs of 

clients and to deliver appropriate services. 

Many participants suggested that the primary reason that dentists continue to 

*bcontroI" the work of hygienists is 'beconornics". They perceive that some dentists 

prescribe the nurnber of patients that a hygienist may treat in a day, as well as the length of 

each appointment, based on income potential. In achial fact. such dentist practices are 

legitimated through the provisions of regulations that legally sanction the dentist as the 

ultimate authority in the delivery of dental services in many jurisdictions. Dentists are 



granted powers by the state that permit them to delegate and dictate the way in which dental 

hygiene care is delivered by hygienists. if they choose to exercise these powers. They 

often rationalize the strict supervision of dental hygienists' work by claiming that such an 

action is in "the best interests of the patient". State endorsement of dentist powers over 

dental services and the providers of these services reinforces dentistry's dominant position 

over the dental hygiene occupation and its members. 

Some participants reported that relationships between hygienists and dentists in 

community hedth settings. compared to private dental offices. are generally more positive. 

This may be due to the fact that in these settings. hygienists are not normdly supervised 

directly by dentists in their work. Also. the provision of dental hygiene services in this 

setting is not usuaily associated with a fee-for-service. as they are in private dental offices. 

Hence, economic factors may not play a role in hygienist-dentist interactions. Generally, 

participants view the roles of hygienists and dentists as complernentary and cntical to 

comprehensive client care, but they believe that relationships must improve as hygienists 

are becoming increasingly dissatisfied with the status quo. However. it is unclear whether 

or not this dissatisfaction mny lead to a change in current structural relationships in the 

private dental office setting. 

Organized Level 

Al1 participants reported that the relationships between provincial dental hygiene and 

dental professional associations and national associations were, for the rnost part, 

adversaial. Additionally, in provinces where dental hygiene is self-regulating and 

governed by a dental hygiene authority instead of a dental board, relationships between 

dentist and dentai hygienist regulatory agencies are also tense. Many of the perceptions of 

participants are based on their experiences and involvement in the organizations mentioned 

above. Generally, informants believe that poor organizational relationships are a direct 

result of two factors: dental hygiene initiatives in various provinces aimed at achieving self- 



govemance and the pursuit of changes in legislation that would permit dental hygienists to 

operate practices independent of dentists. The latter would alter traditional relationships 

between hygienists and dentists substantially. Document analysis supported the views of 

participants as illustrated by the following passage. 

Sociological issues such as gender, equity and power relationships have 

dways affected our profession, and will continue to do so for some time. 

There is no question that many of the tensions which exist between dental 

hygiene and organized dentistry are rooted in such issues. Sociologists tell 

us ihat the basic reason for these tensions is one which exists between many 

groups: al1 institutions resist change, and power is never given up willingly. 

In many provinces. self-regulation for dental hygiene has been (and in some 

provinces still is) resisted by dental groups because it represents a loss of 

power (Forgay. 1995~. p. 197) 

Participants perceive that dentistry as an organization. and individual dentists. feel 

threatened by these changes for several reasons. First. dentistry 's legalistic monopol y over 

the provision of al1 dental services in the marketplace may be challenged. Second, their 

privileged social position in society as the expert authority in dl aspects of orai care rnay be 

tested, although the establishment of independent denturist practice has not seemingly 

affected dentistry 's authority. Third, dentistry 's control of the educational preparation of 

dental hygienists, the scope of dental hygiene practice, requirements for entry into the 

occupation, and dental hygienists' position in the dental division of labor (currently 

controlled by dentistry) rnight be disputed. 

Overall, participants felt that provincial dental organizations have influence over 

dental hygiene organizations. A key informant frorn Atlantic Canada stated "... the dental 

association certainly has power over hygienists in the province .... We don? have 

autonomy .... Everything goes through the Association, we have to speak to hem first. We 



are still under the 'thumb' of the dental association" (Participant 2 1. Community Hedth 

Practitioner). This participant implied that organized dentistry acted as a "clearinghouse" 

for anything that did or didn't change for dental hygiene in the province. In British 

Columbia, Alberta, and Ontario, where dental hygiene is self-regulating, participants 

repeated the sarne message. They claimed that dental organizations atternpt to control the 

dental hygiene occupation by erecting bamers to prevent its development and expansion. 

For example, a participant spoke about the Alberîa Dental Association forming an alliance 

with the Alberta Dental Assistants Association to develop a "scaling and root planing" 

module for dental assistant training. Scaling is a primary component of dental hygiene 

practice. She stated "... there seems to be new ways of trying to control hygiene 

practitioners. If the Alberta Dental Association can't get what they want with dental 

hygienists. they will just work to eiiminate hem" (Participant 29. Diplorna Educator). 

Some of the participants felt that this action taken by the Alberta Dental Association was an 

opposing and "threatening" reaction to the establishment of dental hygiene self-regulation in 

the province. 

Almost identical observations were made by participants in British Columbia with 

respect to a movement on the part of organized dentistry to expand the role of the dental 

assistant to encompass the work of hygienists. Again. the rationale for these efforts 

appears to be connected to dentistry's anxiety about dental hygiene self-regdation. 

Participants suggested that this concem is related to economic and control issues. That is. 

dentists question whether or not dental hygiene self-regdation may threaten their 

professional rnonopoly over the provision of oral health services, or their exclusive rights 

and powers under legislation to define and control oral health services and the providers of 

those services. Generally, informants claimed that the relationship between the professions 

of dental hygiene and dentistry in British Columbia has deteriorated. One participant 

articulated this in the following quotation. 

Self-regulation has really poiarized the two. Dental hygiene and dentistry, I 
don't think have ever been further qpan in this province .... I do  w r r y  



about dental hygiene and organized den t i s t~  or political dentistry and what 
they 're up !o. I niean, I wouldn 't  put it pu t  them that there is a national 
eflort going on tu collectively undemine dental hygiene in this counr ry.... 
You know ljlcst see little bits happening here in B.C., and then I hear M e  
bits happening in Ontario and I think CDA. you know the Canadian Dental 
Association may be working to undermine us and replace us in their 
practicer ... I see them adding drfties here in B.C. for the Certifed Dental 
Assistunts and. .. I mean we 're probably this close to them adding scaling in 
somehow. I mean I see the changes they make and the? cozîch them in 
grneral rems and I think thef re just setting it up so it can be interpreted in a 
rvny that would allow that .... They want control of who 's delivering the 
care. (Participant 37. Degree Edmator) 

The educator quoted above suggested that the nation21 professional association of dentistry 

in Canada (CDA) may be encouraging provincial dental bodies to decrease the scope of 

dental hygiene practice (a form of de-skilling) in an attempt to neutralize the sel f-reguiating 

powers of dental hygiene. 

Participants residing in Atlantic Canada. where dental hygiene is not self-regulating, 

reinforced the perceptions of participants in self-regulating provinces. They stated that 

even in the absence of sel f-regulation, organized dentistry appeared determined to exen 

continuous authority and control over the dental hygiene occupation. Several informants 

asserted that representatives of dental organizations in the Atlantic Canada region were 

promoting the idea of extending dental assisting practice, thereby substituting dental 

assistants for dental hygienists at a much lower cost to dentist employers. Although dental 

hygiene associations in Atlantic Canada have expressed an interest in pursuing legislative 

changes to the regulation of dental hygienists, they haven't actively engaged in this 

process. Some participants clairned that leaders in dental hygiene were "wom out" by 

dentistry's efforcs to curtail or halt their activities towards self-govemance. In the words of 

one informant: 

There haven 't  been a lot of struggles because we haven't nied to struggle. I 
think because we have a defeatist attitude and we think " what 's the point". I 
know we talked about self-regulation years ago and sturted going nt it anù 
then realized the opposition we had, a d  everybody feared that. And w e 
stepped back and it was kind of slowly dropped. (Partrèipant 25, Private 
Practice Practitioner) 



Participants perceived that organized dentistry in Atlantic Canada would continue to wage 

its battle against al1 efforts by dental hygiene organizations to acquire greater autonomy 

from dentistry. in the form of self-regulation. changes in supervision requirernents, or 

independent practice. Generally, participants across al1 provinces stated that dental 

organizations are strengthened by their politicai lobbies, strong connections to government, 

and human and financial resources. Conversely, dental hygiene organizations were seen to 

Iack politicai clout. dthough participants ridmitted that organized dental hygiene has tumed 

to the political process as a means of facilitating its goal of self-regulation. 

Relationships between individual dental hygienists and dentists range from 

collaborative and productive in dental practice settings to adversarial. Participants in this 

study generally experienced positive relationships with dentists with w hom they worked. 

However. hygienists communicated the fact that many of their colleagues had poor 

working relationships. The nature of these adversarial relationships relate pt-imidy to 

disrespect, controlling behaviors over the practice of hygienists. gender issues. a failure to 

acknowledge the skills and knowledge of hygienists. and disagreement about treatment 

decisions. At the organized level. relationships are increasingly tense. The establishment 

of dental hygiene self-governance for more than 80% of the dental hygiene population has 

caused dentistry to be concerned about issues such as reduced supervision requirements for 

hygienists and the potential for independent practice in provinces where legislation would 

permit. Still, many participants claim that independent practice is not of interest to the 

majority of hygienists. It seems that dental hygiene's continued efforts to alter the control 

of dentists over their activities in the workplace, and their efforts at acquiring greater power 

over the professional development of dentd hygiene itself will be harnpered by current 

relationships. The next section outlines the elements of dental hygiene's professional 

project including participants' perceptions of a profession, the goals of professionaiization. 

factors related to the achievement of professionai status, and barriers. 



Dimensions of the Professional Project of Dental Hygiene 

The professionai project begins with the formation of an occupational group whose 

goal is to advance the position of the group (Macdonald, 1995). The pursuit of a project, 

as viewed from the symbolic interactionist tradition. is similar to the notion of career. The 

elite or leaden within a group define its objectives and then develop an action plan designed 

to achieve the objectives. .4lthough individual members may not be 'active' in the project, 

they usually are sufficiently aware of the project goals (Freidson, 1970; Larson, 1977). 

Occupations aspiring to be professions are concemed with a rnonopoly over the services 

they provide. social status. establishing a distinct junsdictioc. exclusive control over 

professional knowledge as well as control (selection of entrants, training, socialization, 

requirements for pnctice) over those who provide the services (Larson, 1977; Abbott, 

1988). Generally, participants supported the efforts of the dental hygiene occupation to 

increase its professional status and referred to these efforts as the "professionaiization of 

dental hygiene". This section begins with a discussion of participants' notion of a 

profession and their perceptions of the occupational status of dental hygiene, followed by a 

a description of the elements of the professional project of dental hygiene. 

Perceptions of Profession and a Professional 

Participant interviews revealed that dental hygienists appear to have a varied notion 

of the meaning of profession, and a more consistent view of the professional person. 

Several participants drew a distinction between 'traditionai' and 'modern-day' professions, 

referring most often to dental hygiene as an occupation that resembled a contemporary 

profession. As noted earlier in this chapter, the participants were confident in describing 

themselves and their colleagues as 'professionals' but were not as certain about their own 

status as a member of a professionai group, such as that of dentistry or medicine. 



In the view of the participants the meaning of profession ranged from a selection of 

attributes ascnbed to an occupationai group (educated members, valued service, code of 

ethics, practice standards, peer review. self-govemance, a nationai professional 

association, and a research base) to a sense of great respect that society confers on a group 

of people. Presumably, without this societal recognition and trust. an occupation would 

not be viewed as a profession. The identification of a profession is seen to be in the 'eye 

of the beholder". One participant stated: 

... to me personaiiy that professional status is a mark of respect that society 
confers on ?ou. You c m  move towards that by doing certain things. Yoid 
cm as an occrrpational group, become sey-regrrlating, develop a code of 
ethics. develop standards of practice. educational standards. licensure - 
ongoing licensrire reqrrirements in lems of things like continriing education 
so that vorc knoiv. q u a l i ~  assurance rnechanisms are built Nito the kinds of 
services that yozr provide. See, there are fhose kind of things that yard 

fraditionnlly think of as moving towards a professional state but dtimateiy I 
think that it really is the reflection thnt society places on yorr. (Partic@nnt 
22. Diplorna Educator) 

Generally. participants didn't specify how professions achieve the respect of society, either 

in the presence cr absence of traits such as abstract knowledge or professional ethics. 

Another recurring idea expressed by the participants was that their view of modem 

professions didn't necessarily imply a pure and dedicated knowledge base, but one that 

inmgrated theories from several discipline areas. Sorne referred to this as "applied 

knowledge". Participants repeatedly expressed the need for dental hygiene to conduct 

research and develop theory that validates al1 aspects of clinical practice. One educator 

compared the importance of expert knowledge relative to independent practice in the 

professional project of dental hygiene. 

.. . if you look ut a comparable situation for example, the denturists who 
have been practicing independently since the early 605, I think that it would 
be interesting ro know what the public thinks but I never heur them referred 
ru as a profession. They provide a very usefil service und for the mosr 
part, they are still 2-year truined people .... So sirnply by becoming 
independent and being able to practice independently, I don 't  think t h  will 
confer, in and of itselj a professional status. I think what we must continue 
tu move towards is the developrnent of uur knowledge base and the 
validation or ut Ieast the testing of dl that we say are in fm denrai hygiene 
services or interventions. We need to be able to test them and say what a 
hyg ien ist does makes a difference. (Participant 22, Diplorna Educa to r )  



Based on this participant's 

claims of valuable public 

perceptions, professional statu is not derived from occupational 

service or public demand for services (as in the case of the 

denturists). but frorn research and knowledge that dernonstrates the efficacy of specidized 

services. 

A few participants offered additional insight into the evolution of modem versus 

established professions. When they spoke about the impetus for traditional 

professionalization rhey refated it to phenornena such as the "tirne in hisrory. nanird 

rvolution. and the "test of time". With respect to younger professions, they placed the 

emphasis on the "value of the work" that was offered. This insight is illurninated by the 

following statement. 

... goirig back to the d a y  of forever, where the medical practitioner rnight 
be the only person who huà uny education in the cornmrini o.... They 
became the leader of the commrini~ ... the pillar of the commtrni p.... The? 
became eveqthing to the community so a lot of it is evolutiona- and hm 
absohrteiy nothing ta do ivith the type or the amount of training or educntion 
that they had but it became a cultural facet .... So i f ' s  more a frinction of tirne 
t h  anything in that particular scenario. Now you rnight debate rhere is 
other Iiew professions that are perhaps even vounger than hygiene but have 
a more professional statur and 1 think that would be more closeiy related to 
flash and exciternent and entertainment .... I meaiz if p u  have n certain value 
that is extremely rinique to the cornmrinity, you are automatically elevated to 
lhar sratm whether or not !ou fit the other criteria of professionalism. 
(Pnrticipmt 24, Managerbader) 

One participant referred to modem-day professions as being both aitmistic and motivated 

by "business type" interests, namely, income generation. Several hygienists also 

suggested that emergent or aspiring professions that are female dominated such as dental 

hygiene do not seem to fit the classic definitions of professions. Moreover, they view 

modem professionals as having multiple roles outside of the expert practitioner role. such 

as, researcher, educator, or client advocate. These participants claim that members of 

dental hygiene are beginning to develop multiple professional roles. 

Participants stated that 'autonorny from others' was a critical factor in the 

development of a profession. However, most participants stated that in the case of dental 

hygiene's deveiopment as a profession, independent practice should be an 'option' for 



hygienists, but was not essential to its professionalism. There were several hygienists, 

though, who argued that 'control over dental hygiene work' independent of dentisü was 

critical to the professionalization of the dental hygiene occupation. Participants who 

expressed this view reside in both provinces where dental hygiene is self-regulating and 

where it is not. This suggests that their conception of a profession and dental hygiene's 

own status extended beynnd their provincial experience in dental hygiene. Support for 

independent dentai hygiene practice was illustrated in the fdlowing excerpt from an 

interview with a practitioner. 

Resenrclier: Do yoii think independent practice rvoirld lead [O 

professionalization ? 

Participant: Yrnh. Again because yori 'il be out rvith yuur shingle saving 
" h i r n l  hygienist - rve 're alloived to work by ourselves". We are a 
projkssion thof can neat clients and c m  trent [hem by oirrselves rvithorrt 
someone looking over orir shoiilder. (Pariicipmt 20. Private Practi'ce 
Practitianer). 

Study informants expressed greater clarity in their perceptions of the meaning of a 

professional person. Again. participants stated that first and foremost a professional is an 

individual who makes their own decisions about the services they provide and takes 

responsibility for. and is held accountable for, these decisions. Professionals are perceived 

to be 'career oriented' versus 'job oriented', impiying a greater degree of dedication and 

cornmitment to work. Earlier in this chapter in a discussion of self-concept and image 

participants reponed that many dental hygienists view themselves as 'professionals'. k 

the same time. they spoke passionately about the fact thai in many dental offices hygienists 

do not have control over the care they provide to clients. This fact interferes with 

hygienists' desire to provide their clients with complete 'professional' care. Perhaps, then, 

hygienists' professional self-image cornes from behaviors other than independent decision 

making. 

Repeatedly. hygienists refened to a professional as having an "inherent sense" of 

being a professional person. Professionalism is an inûinsically held persona1 value that is 

cornrnunicated through an individual's ski11 set, her interactions with the public, and her 



care of clients. It would appear that this intrinsic value is related to one's self-concept 

about the professional's role. 

Irelate it very much to self esteem in a person. if you have ven, low self- 
esteem, ihe on- person that can change that is yoursclf: If o body lacks a 
professional image the on- thing that can change it is that body itself: So 
t h q  have to intemalize what they ivant to have for a professional image and 
then work towards it and make sure that eve-one else mderstands what a 
is they are and what the? are trying to do. (Participant 24. Managerhder )  

Several participants stated that in their view a professional must engage in an 

extended forrnal education period and a socialization process in order to achieve a 

'professional' Ievel of knowledge, behaviors, and skills. Others described a professional 

as one who participates in life-long leming, remains current in their field, and shows 

concems for clients. The modem-day professional rnay participate as a member of a multi- 

disciplinary team of professionals. Participants did not present a unified view of a 

profession. Some claimed that professions must control their own work independent of 

other professionals. Othen suggested thüt. in the case of dental hygiene. professional 

status could be achieved under the current hierarchical structure of the dental office setting, 

provided that hygienists could make independent decisions about client care. 

The perceptions of participants reveaied that members of the dental hygiene 

occupation believe that dental hygiene is an "emerging" profession. The status of dental 

hygiene is viewed as "in transition". Many participants indicated that recent changes in 

legislation in sevenl jurisdictions in Canada conceming the regulation of dental hygienists 

is the catdyst for the ongoing redefinition of the occupation. Oihers anticipate that the 

achievement of dental hygiene self-regulation in ail jurisdictions is the end point for 

changes to dental hygiene's starus. However, self-regulation does not necessarily result in 

the legal right of practitionen to provide services directly to the public or exclusive claim to 

an occupational jurisdiction. Instead, this is a negotiated process between the state. a 

professional group, and others who may have a related or vested interest in this process 

(Macdonald, 1995). For example, requirements for changing dental hygiene's scope of 

practice in a particular jurisdiction may involve negotiations between representatives of the 



dental hygiene and dental communities. In this instance, conflict would likely occur 

between dentistry and dental hygiene as dentistry would assert its power to sustain its 

exclusive monopoly over the provision of dental services in the marketplace. 

Goals 

The participants expressed the view that the collective action of organized dental 

hygiene. as well as the actions of individual hygienists, are necessary to support the goals 

of dental hygiene's professional project. The perceptions amongst participants conceming 

these goals were less cohesive than documented statements of the Canadian Dental 

Hygienists Association. For the most part. informants were unable to articulate die exact 

means by which each of these goals would be achieved. Several hygienists stated that they 

were aware that the dental hygiene occupation was moving forward. but that they were 

really uncenain about its direction or its vision. 

Many participants. irrespective of different work settings or residence, identified 

one goal as dental hygiene's need to "break away from dentistry" and achieve "greater 

autonomy". One participant espoused that the politicization of dental hygiene and its 

pursuit of self-regulation is driven by the dominance of dentistry and gender issues. 

Essentially . she stated that the current relations hip must change. On this point. participants 

spoke again about independent dental hygiene practice on the one hand, and improved 

employer/ernployee relationships, on the other hand. Several participants suggested that 

advanced education would be needed to prepare independent practitioners for work in non- 

traditional settings. such as health care facilities for seniors. Some, but not dl ,  proposed 

this education would take the form of a degree program. This position was supported by 

an earlier finding that suggested that the current diploma mode1 in dentai hygiene education 

does not adequately address the preparation of hygienists for work in comrnunity settings. 

A second goai defined by hygienists is to establish parameters of dental hygiene practice 

that are consistent across provincial jurisdictions. In other words. dental hygiene services 



would be understood by the public to be a particular set of skills, sirnilar to the public's 

awareness of the physician's or the dentist's role. This goal would seem to support a 

solution to previously identified issues of dental hygiene's poor public image and lack of 

distinction from other oral health care providers such as dental assistants. 

As noted earlier in Chapter Four, participants envision an expansion of the work 

settings of hygienists, for exarnple. in institutions. short-term and long-term care facilities. 

and in home care. '4 third goal, that of persuading government to alter regdations 

concerning dental hygiene practice, would result in the elimination of restrictive supervision 

requirements for hygienists. This would allow hy gienists to provide care directly to clients 

in these settings without dentist supervision. Hygienists perceive that the unmet oral 

hygiene needs of these clients would be well served by their services. Although one might 

question whether or not this goal may be related to the creation of an "occupational niche" 

for dental hygienists. no participant made reference to this. A related goal addressed by 

most of the participants is the attainment of dental hygiene self-govemance in dl provinces. 

Some informants suggested that this accornplishment would "bolster" dental hygiene's 

confidence to pursue some of the previously stated goals. 

A fourth goal of dental hygiene's professional project is to give direction to research 

in dentai hygiene. Although participants repeatedly stated that in their view professional 

StaNS can be achieved on the basis of "borrowed knowledge" frorn other disciplines. they 

assert that dental hygienists must enhance the current research base to support future 

developments in clinicd practice. This means creating a larger pool of dental hygiene 

researchers who are able to conduct research that is underpinned by the perspectives and 

experiences of hygienists, rather than in those of dental researchers. Several participants 

suggested that the development of dental hygiene research and theory may lead to new 

dimensions of practice that would clearly distinguish dental hygiene practice from dental 

practice. This view is somewhat contrary to an earlier discussion in this chapter where 

many participants stated that dental hygienists at present have a distinct rote from dentists. 



This finding further supports the notion that members of the dental hygiene occupation are 

divided in their understanding and experiences conceming the present state of dental 

hygiene. 

The Canadian Dental Hygienists Association has articulated al1 of the goals 

identified above and others in a number of their current publications (CDHA, 1992~. 

1994d, 1995b. 1999a). The goals of the national professional association of dental 

hygiene that relate to the professionai project include: facilitating direct access by the public 

to dental hygiene services as one choice for consumers, serving as the official authority on 

dl matters pertaining to dental hygiene and dental hygienists, advancing dental hygiene 

education and research by supporting the establishment of degree prograrns in dentd 

hygiene, addressing population-wide oral health issues. and developing relationships with 

govemment. industry. health providers and the public (CDHA. 1999a). It is interesting to 

note that CDHA's mission and vision statement ( 199%. 19994 makes no direct mention of 

dental hygiene's relationship with dentistry , but the content of this statement implies that 

this relationship is "interdependeni" in nature, sirnilar to proposed relationships with other 

health professions. The stated goals of this dental hygiene organization appear to ignore 

the present domination and control of dentists over hygienists and the strong influence of 

dentistry over the dental hygiene occupation. Despite well written passages that outline the 

work and activities of CDHA in the "project". CDHA documents do not appear to 

communicate a cohesive organizationai definition or position on matters related to the 

professional project such as occupational monopoly. exclusivity, ideology, expertise. and 

knowledge. 

In the next section, findings are presented related to the perceived importance of the 

contributions by individual hygienists and organized dental hygiene in promoting public 

awareness of the nature of the oral health services provided by dental hygienists. 



Making Dental Hwiene Known 

According to the perceptions of the participants. the idea of "making dentai hygiene 

known" to the public at large, to government, and to individual consumers and other health 

professions is paramount to raising society's awareness of hygienists and iheir work. As 

noted previously in Chapter Four, participants believe that a sizable portion of the public is 

not aware that dental hygienists exist. Additionally, they claim that even consumers of 

dental hygiene services are often uncertain of the differences between hygienists and other 

dental practitioners except for the dentist. The dental office is seen as the 'property of the 

dentist'. who sits in control of dl services rendered and the providers of those services. 

Presumably greeater public awareness will lead to wider recognition of dental hygiene and 

the value of its work. In addition to marketing awareness campaigns created by dental 

hygiene organizations (CDHA, 1995a). participants suggested that individual hygienists 

should seize every available opportunity to discuss and promote the role of dend hygiene 

in health care. Ail participants cited examples of their own involvement in this activity. 

some of which occurred within a professional environment like CDHA, and at other times 

in their personal lives. Document analysis revealed that organized dend  hygiene 

encourages and supports this individual strategy for making dental hygiene known. A 

CDHA President States: 

One of the goals identified by the CDHA Board of Directors is to raise the 

profile of dental hygienists within the community as a whole. Dental 

hygienists by the very nature of their personality types tend to be good 

participants on cornmittees, community boards, school boards, and the 

like. Depending on your personal time commitments and farnily 

responsibilities a resolution for the new year might entail the joining of a 

complementary organization. One where you can show off your talents and 



let the world know just who dental hygienists are! (Richardson, 1993c, p. 

199) 

Personally related activities ranged frorn volunteer cornmittee work on local hedth 

boards, involvement in comrnunity 'parent councils', volunteer work on political 

carnpaigns, and casual conversation at social gatherings. One participant stated: 

l always t q l  if doesn '? m n e r  rthur type of sifilalion I 'rn in, if ir 's a social 
situation or a sports situation, that if it does corne up aboiit dental hvgienists 
that I really try to impart what a dental hygienist is as opposed to 'yjust a 
person rhat scrupes your teeth". and I reniiy hope that f a  comment cornes 
iip that I niwnys do rnv best to reaily let tlwm know .... I really try to project 
o professional image t h t  ive 're more than 'Yjurt a tooth scraper" and thnt I 
rvo~ild hope thaz whatever I'm doing is reflective of the profession because I 
don 't consciousiy go out ail the rime and say "Today f 'm going to go do 
this ". I just hope that rhrough my actions and what I speak of; that it does it. 
But 1 alwavs take the opportunity to put plugs in for the profession 
whenever I can. (Participant 32. Managerhader) 

Several participants indicated that they sometimes acquired new skills, for example. 

organizational. interpersonal, or leadership skills through their volunteer activities. They 

were then able to apply these skills in their work with dental hygiene organizations to 

"make dental hygiene known" or in activities that were designed to promote change for 

dental hygiene. such as presentations to govemment. A community health practitioner 

stated that she found it vaiuable to sit on a health board comprised of many health 

professionals, where she was able to promote dental hygiene and distinguish it from other 

dental professions such as dentistry, or she was able to influence policy development on 

hedth matters. Other comrnittee members then observed the contributions of a dental 

hygienist CO this policy making process. The assumption here is that comrnittee membee' 

awareness of dental hygiene was raised as a result of one hygienist's efforts. 

Key informants (managerneader. comrnunity health practitionea, and educators) in 

particular stressed the need for al1 hygienists to take part, at some level, in the business of 

"making dental hygiene known" and in the representation of its professional image. For 

example, they suggest dental hygiene practitionen should inform their clients about the 



education of hygienists and the occupation itself dunng the time they're providing care. or 

that they should display their diplorna on the wall of their operatory. These participants, 

who are active leaders and visionaries in the dental hygiene community, and who expressed 

an intense interest in dental hygiene's professionalization, also emphasized the importance 

of self-reguiation and the establishment of independent dend hygiene practices as 

'symbols' of a profession in the public's perception. In addition to raising the profile of 

dental hygiene, participants discussed their perceptions of the advancement of the 

professional project of dental hygiene relative to severai other factors. These findings are 

documented in the next section. 

Enabling FactorsIOowrtuni ties/Plavers 

Dunng interviews, participants were asked what the occupation of dental hygiene 

has to do in order to achieve its professional goals. and who has k e n  involved in its 

professionalization or professional project. Responses to this question suggested three 

categories: enabling factors. opportunities. and players. Often these categories overlap. 

The category of 'enabling factors' incorporates the perceptions of the participants relative to 

those factors that stimulate, facilitate, and contribute to the professional project. Essentially 

these are dental hygiene self-govemance in al1 jurisdictions. the development of dentd 

hygiene theory. changes in dental hygiene education, and public demand for dental hygiene 

services. As self-regulation and dental hygiene theory have ken  described earlier in this 

section, the following discussion will relate to dentd hygiene education and public demand 

for services. 

In ternis of the educational preparation of dental hygienists, participants perceive 

that more curt-iculum time should be dedicated to professional socialization and the 

changing nature of dental hygiene. Students should be well grounded and well versed in 

their professional responsibilities and righis. They must learn to hnction appropriately 

outside of traditional dental office settings. Several (non-educator) participants suggested 



that students have to be taught "to stand up 

professional, ethical, and personal issues 

for themselves" when they are confronted by 

in practice. Others extended this idea by 

suggesting that as dental hygienists become more educated (through degree programs), this 

will 'enable' them to be less accepting of combative relationships with dentists, especially 

when these relationships challenge their professional values. In this sense, educators 

become ' players' in the professional project. They are charged with the responsibility of 

prepaing students for their professionai lives. A few participants anticipate that dental 

hygiene degree programs will continue to attract "better prepared recruits". As might be 

expected. diplorna and degree cducaton and managerslleaders in this study suppon 

advanced education for dental hygienists, that is, baccalaureate level programs. Although 

an advanced and extended education is traditionally seen to embody the professional spirit. 

not dl of the participants in this study view diplorna education in dental hygiene as an 

impediment to professionalization. 

~Many of the participants, in addition to the Canadian Dental Hygienists Association 

(CDHA. 1 9 9 2 ~  1995b. 1999a). believe that public demand for dental hygiene services will 

increase the value of these services and hence the status of the practitioners who provide 

thern. In reference to the category "Making Dental Hygiene Known". participants perceive 

that an increased public awareness of dental hygiene services will lead to public demand for 

the preventive and therapeutic care that hygienists provide. Public demand will 'enable' 

dental hygiene to move forward with the suppon of the clients they serve. Participants 

expressed several ideas about the potential impetus for public demand. First, comrnunity 

health practitioners and managerslleaders referred to new provincial health care initiatives 

that place less emphasis on institutional-based case and greater importance on community- 

based multi-disciplinary health care. In this scenario, participants identified an 

'oppominity' for members of the dentai hygiene occupation to 'lobby' governments to 

consider state support for the provision of cost-effective preventive oral health services 

delivered by hygienists in comrnunity settings (Manga & Campbell, 1994). This example 



dernonstrates the potential for dental hygiene to create a public demand for its services and 

an opportunity for advancing the professional project. 

A second example cited by participants involves the potential for an increase in 

direct public access to dental hygiene care in the private sector. Although only a few 

independent dental hygiene practices exist in British Columbia, participants postulate that if 

these practices are successful over time, public demand for these practices may be 

stimulated in other jurisdictions. The advantrige for rnembers of the public is a reduced cost 

for preventive and clinical oral hygiene care because the requirement for dentist supervision 

and related costs would be removed. The literature on heaith care economics refers to this 

type of care mode1 as "health human resources substitution" (Fulton, 1988: Blishcn. 199 1 ; 

Manga & Campbell. 1994). Again, despite the fact that many participants do not envision 

independent practice as a highly critical factor in dentd hygiene's project, they do 

acknowledge that it will raise the profile of dental hygienists as health care providers. 

Under the category of 'players' in the advancement of dental hygiene's project, 

participants referred to the Crinadian Dental Hygienists Association and other dental 

hygiene organizations, govemment, and individual dental hygienists. Participants 

identified the role of professional dental hygiene organizations such as CDHA as king one 

of leadership, vision, and "community". A responsibility of these organizations, in the 

view of participants, is to provide the structure and the incentive to bring memben of the 

occupation together to share ideas. to develop and reinforce the "culture" of dentd hygiene. 

to "mobilize" the membership in the occupation's growth, and to be the collective "voice" 

of dental hygienists. While acknowledging the important role of dental hygiene leaders in 

articulating the professional project, participants identified the role of individual hygienists 

in "shaping" the "professionalism" of dentai hygiene by their attitudes and behavion in the 

workplace and in the community. This view is illustrated in the following excerpt: 

Researcher: in your opinion, will dental hygiene self-regulaiion result in 
professionaiizution ? 



Partiicipant: Not unless hygienists themselves make the effort to make a 
cornmitment to professionalizution. Self- regdation in and of itself won ' t  do 
it for them. There are a lot of self-reguluted groups out there that aren't 
really that terribly professional .... We get back to this defnition of wiio and 
wha t we are. Comrnunicating the defnition. .. transla ting thut definition into 
a delivery of skills, care in the environment, care to the client. (ParnCpmir 
24, Managerfiader) 

While individual hygienists are viewed as critical 'players' in dental hygiene 

professionalization, participants also expressed concem about the impact of those 

individuals in the dentd hygiene community who either do not appear to have an interest in 

the professional project, or who view themselves as technicians rather than as 

professionals. 

A final player in the professional project is govemment. Participants stated that 

govemment recognition and support are crucial to dental hygiene's professional 

development. Ultimately, the state must decide whether or not particular occupations will 

be ganted rights, privileges, and powers to conduct themselves as professions 

(Macdonald. 1995). Based on the perceptions of participants. dental hygiene must seek the 

right 'opportunity' to utilize the political process in order to lobby govemment on their 

behalf. 

I think we need to know how governrnents operate so thar rve cm be more 
rffrctive in orir govemrnmt relations. When rve go tu talk to government, 
wr need to knoiv hoiv they are driven. where thrir decision points are and 
the wu? in which p u  bring about change. (Participant I S ,  
Managerhader) 

This participant, and others, pointed to the fact that dental hygienists are not accustomed to 

utilizing the political process and must learn to do so in order CO be effective in their 

Iobbying efforts. 

m i l e  participants described strategies for the progression of dental hygiene's 

professional project, they did not hesitate to discuss their perceptions of the barrien to this 

project. These findings are reported in the next and final category in this section. 



Bamiers 

Three recurring patterns emerged from the interview data in participants' discussion 

of barriers to the professional project of dental hygiene: dental hygienists thernselves, 

organized dentisuy as well as individuai dentists. and gender issues harnper 

professionalization effons. Gender issues are interrelated with the other pattems. 

Generally. participants were reflective and straightfonvard in their depictions of dental 

hygienists and the occupation. In spite of the fact that in their candor. they found 

themselves being critical of sorne of the practices and behaviors of their colleagues, they 

spoke openly about their personal views. Aithough participants were. by and large. quite 

condemning of some aspects of dentistry and the behaviors of dentists themselves, they 

were equaily sensitive to the actions of dental hygiene and hygienists. 

Participants perceive that there is a sub-culture within dental hygiene, comprised 

mostly of private practice practitioners. that has a negative influence on the 

professionalization of the occupation. Individuals within this sub-group are descnbed by 

some of the infamants as: having a poor professional self-concept. king apathetic about 

the value of their work, choosing to be dependent on (male) dentists for clinical decisions 

that they are educated to make. and Ming to uphold their professionai values in the face of 

adversity and interprofessional conflict . One participant stated: 

I tliink t h  if dental hygienists don't internalize and believe in themselves 
and in the ivorth of the work that they can do with clients, then. yoii know, 
thnt ' s  the forindation. i fwe don 't have that then, you k~iow, al! the schools 
and al1 the self-regidution and al1 the "trimmings" won 't amount to anything 
becarcse it really hns to be how we work one-to-one with clients or groups 
that 's going to make the dzrerence and we can P ivork effectively if w e 
don't have the confidence in what we have to offer. (Participant 42, 
Community Health Practitioner) 

This passage speaks to the idea that the actions and behaviors of individuals within an 

occupation are equally important to the activities of the occupation itself. 

Another participant reflected upon the intemal struggle that some hygienists face 

when their own values conflict with those of their employer. 



The conrtruints will be from within. Ir's very hard ru have these 
professionnl goals when you know that i f y u  take a stand ethically in your 
workplace, you are going to lose your job. Altruism and survival are in 
conflict. (Participant 14, Diphma Educator) 

Participants indicated that in their experience many hygienists are faced with the situation 

described above. When they are forced to make difficult decisions. hygienists' sense of 

professional wonh is undermined. and this often prevents them from developing 

professionally. Another frequent observation made by participants is that dental hygienists 

do not appear to "think" about their own professional development or the professional 

project of the occupation. Participants posit that if hygienists are not thinking about 

professional goals of importance to them, then change will not occur. An important 

question to be considered here is whether or not enough members of the dental hygiene 

community are sufficiently in tune with the goals of dental hygiene's project for these to be 

pursued (Macdonald, 1 995). 

Participants perceive that the domination of dental hygienists by dentists in the 

workplace. the supervision of hygienists' work by dentists. 'and even reference to dental 

hygienists as "girls in the office", are some of the realities that have marginalized the 

professional role of the hygienist in the public's view and the perceptions held by other 

professionals, including dentists. Many participants referred to dentists as "gatekeepers". 

who control al1 aspects of dental hygiene practice. One key informant described 

"gatekeeping" from the perspective of her clients. 

I think they have full confidence that we treat them rvell. Most of the tirne 
they comment on the fact that the dentist spends rnavbe two minutes with 
titem. Mosr times i f ' s  popping his hend in and saying "Hella, how are vou? 
Did youfind anything when you looked in there?" and if the hygienist-sa- 
"No", he's gone again. Clients see no need for it. They want it to be a 
choice for them, whether they choose to see both on t h  appointment or 
whether they choose to see one and see rite dentist less frequently. 
(Participant 32, Managerfiader) 

A cornparison may be drawn here from the statement above, between Foucault's 

conception of the power of the "physician's gaze" and the dentist's disciplinary power as 

the final authority (exerted through a "glance") over the patient's state of heaith. 



Additiondly, Foucault's concept of "surveillance" addresses the ultimate dimension of 

disciplinary power. In this instance, the dentist imposes a form of surveillance as he 

oversees and contïrms the work conducted by the hygienist. 

Participants daim that organized dentistry has no intention of relinquishing any of 

its monopoly over dental services or its authority over hygienists and their work. One 

participant expressed this view in the following quotation: 

Tlipre ore o h v i o u s ~  eonomic and power and gender issues berween 
dentistry and dental hygiene that makes dentists perceive ut this time, it is in 
their best interests if the? can do "anything" to irnpede the 
professionalization of dental hygiene. Thev see this as a threat and I don 'r 
tizink ir 's a surprise to anybody. (Pariicipmt 2 7, Managermder) 

Many hygienists also stated that the concentration of women in dental hygiene continues to 

plague the occupation's efforts to "get the attention" of mostly male govemment officiais 

and policy makers, and others who may be significant 'players' in their professional 

project. Participants perceive that aspinng professions comprised mostly of women do not 

have sufficient influence on "men in power" and that they sometimes succumb to 

patriarchy. Several informants also discussed the fact that traditional female roles, such as 

wife and mother, limit the amount of time that women hygienists dedicate to their own 

professional growth or invoivement in their profession outside of work and home life. 

To conclude, several dimensions of the professional project of dental hygiene have 

been examined in this major study theme. Participants provided substantial details about 

their perceptions of a professional person, in paticular the characteristics and role of the 

professional dental hygienist. Generally, they were less precise in their discussion of 

professions and in articulating the goals of dental hygiene's project. Informants identified 

dental hygiene as an emerging profession which, in their view, possessed some of the 

traditional attributes normally associated with a profession, such as self-regulation, a code 

of ethics, and clinicd practice standards. They also described dental hygiene as a "modem" 

profession. In the occupation's efforts to achieve professional status, participants 



emphasized the need for dental hygiene to have autonomy from dentistry. The data 

revealed that autonomy doesn't necessarily imply dental hygiene practice independent of 

dentists. but rather improved working relationships and the opportunity for expanded work 

senings for hygienists including independent practice, for those who choose it. 

Participants believe that making dental hygiene known to the public and others is critical to 

the attainrnent of professional status. Factors that may contribute to the professional project 

were identified, as well as barriers. 

The final snidy theme to be considered in this chapter is Dental Hygiene Education. 

Participants' perceptions of the current and past status of dental hygiene education in 

Canada will be presented. This theme is connecird to the previous themes discussed. For 

example. the education of dental hygienists is related to the development of a professional 

self-concept. to dental hygiene practice, to the formation of relationships with dentists. and 

to the role of individual hygienists in the professional project of dental hygiene. 

Dental Hygiene Education 

The perceptions of participants concerning dental hygiene education were derived 

primarily from their experiences as students. The findings in this theme relate to education 

in the past. meaning fifteen or more years ago. as well as facets of current and future dental 

hygiene education. Sirnilarities and differences between past and present dental hygiene 

prograrns were uncovered through the interview data. 

The Past 

Generally, those participants who graduated from dental hygiene over 15 years ago 

were satisfied with their education and felt that it prepared them well for practice. Of the 34 

participants who graduated in the past, 26 attended university programs and 8 attended 

community college programs. They commented on the fact that the length of their 



programs (two years) was 

knowledge and skills. Basic 

adequate, giving hem suficient time to leam requisite 

sciences were a major component of the cumculum. This 

may be because die university programs were afiliated with dental schools. where basic 

science dental faculty participated in instmcting dental hygiene students. Dental educators 

had direct involvement in the developrnent of dental hygiene curricula. They played a large 

part in shaping dental hygiene practice and in creating the structure of the relationships 

between dental hygiene and dental practitioners. Generally, the nature of these 

relationships stressed the subordinate and auxiliary role of hygienists to dentists. When 

dental hygiene and dental students interacted in the Iearning environment. these roles were 

reinforced by dentd and dentd hygiene instructors. One participant States: 

Well, I think again I was trained to be an operator in a dental office. 2 
wasn 't trnined to think about what I was doing. I wasn 't trahed to p ~ t  
together a plan of care for a hrrman being. I was trained tu trnke orders from 
a dentist. not to question it but to perfonn it and ta get al1 the calculics off. 
That's how I was trained. Gee, I remernber thinking to myselfafrer being in 
pmctice 6 months - "lsn't anybody ever going to ask me rny opinion about 
anything". I remember snying t h t  ut home. Nobody Id ever nsked. 
( Prirîicipant IO, Degree Student) 

Another participant communicated a similar expenence. 

... it ruas pretty clear whar the working relationship was even at dut rime ... 
the hygienist was m adjmct to the dentist and there was really more of a 
kind of s~ipervisor/supervisee relationship, emp loyer/emplqee. No t as 
much of a colleginl relationship thar you might jïnd today in prnctice, but at 
that time. that's the learning I had. We were v e y  rnrich more in cm 
"assistant" capacity (Participant 22, Diplma Educator) 

This participant suggests that relationships between hygienists and dentists today are 

somewhat more collaborative. While that might be tnie, many other participants indicated 

that the predominant relationship continues to be a dependent one. It appears thai in the 

past, die content and structure of dental hygiene education were consistent with the realities 

of practice. In other words. students were educated for a particular role (primarily clinical) 

dunng lheir training period that was virtually identical to the role they assumed in the 

workplace. These roles today do not appear to be as clearly defined or agreed upon by 

dental hygienists and dentists. 



As has been discussed previously in this chapter under the theme Develupment and 

Profile of Dental Hygiene, participants emphasized the influence of their instructors as 

"strong" role modeis in the development of a professional self-concept. They also 

distinguish between the inculcation of "professional" values in the past and the present. 

Participants reveaied that in the past. students came to understand the professional 

appearance of the dental hygienist largely through "symbolic meanings" such as the "cap". 

the uniform and white shoes. Consistency in "professional appearance" was ernphasized, 

individuality was not. Participants claim that today. this type of symbolism has al1 but 

become extinct. In the past, students learned professional behaviors mostly through 

instructor role model h g .  These behaviors were large1 y defined by interactions with 

patients. In discussing the status of current dental hygiene education prograrns with 

participants. they expressed many of the same ideas. 

The Present and Future 

Most of the participants who graduated from dental hygiene within the past fifteen 

years had attended university based programs. Generally, al1 participants were positive 

about their educational experiences. However, informants within this group of more recent 

graduates, as well as many of the participants who graduated in the past, were critical of 

some facets of dental hygiene education king offered currently. These criticisms relate 

mostly to the relationship between dental hygiene education models and the professional 

project of dental hygiene, as well as to emerging trends in dental hygiene practice. 

Although not explicitly stated by the participants. the analysis of the interview data 

suggests chat dental hygiene education programs may not be adapting program content 

quickly enough to keep Pace with changes in practice, developments in the profession such 

as self-regulation, the alteration of working relationships between hygienists and dentists, 

or the evolution of newer dental hygiene roles such as manager or client advocate. if these 

perceptions are accurate, there may be a few reasons for this. First, al1 of the university 



based programs are still affiliated with dental schools. In this setting, dental educators and 

administrators continue to influence the development of dental hygiene cumcula and are 

often involved in the instruction of dental hygiene students. If dental acadernics do not 

support changes proposed by dental hygiene programs, they c m  serve as a barrier to the 

advancement of dental hygiene education. Second. aithough community college based 

programs are not associated with dental SC hools, educational institutions may still be 

influenced by the politics of organized dentistry and by the authority of provincial 

ministries in health and education. These programs may be obligated to follow guidelines 

conceming admission requirements. enrollment levels, and program duration. 

Several participants. including educators themselves. perceive that many dental 

hygiene programs continue to mode1 cumculum after traditional dental practice settings. in 

which the dental hygienist is an employee. subordinate to the dentist. and works under 

supervision. They argue that programs must meet the challenge of altering the leaming 

environment for students to include curriculum content that prepares hygienists to practice 

in expanded work settings such as personal care homes. acute and chronic care facilities. or 

in independent practices. These participants claim that the current education system in 

dental hygiene places too much emphasis on the dental hygienist's clinical role and 

dependence on the dentist. This system has created and perpetuated the subordination of 

dental hygienists to dentists. An Alberta diploma educator States: 

I'm not sure ifthis is cynicism or accurate but it seems tu rne t h t  we creuse 
dental hygienists that when they 're out in practice, they becorne very 
cornfortable ivith in the dental office environment where they are essentially 
" t h n  care of '  and work for somebody else ami I griess I feel that une of 
the limitations of practicing hygienists is that they seem to me to have a very 
narrow vision, and so I think educational institutions have a great 
responsibility in helping tu create a Young professional .... I think it is the 
responsibility of educatioml institutions to really creute a d-ynamic mode1 
and I think if yori look m most institutions they still put Iiuge emphasis on 
their clinical practice programs far beyond what is actually needed to create a 
competent professional .... we figured out whar amount of time y u  need 
to make a person clinically competent and then m t h  point, put them into 
other more rneaningfirl independent collaborations, perhaps with other 
groups, or in other seiîings that we would expose h e m  much more thm we 
do. (Participant 29, Diploma Educator) 



The perceptions of this participant appear to reinforce what other participants comrnunicated 

about the need for educators to take a more active role in teaching students to have the 

confidence in their knowledge, skills. and professional self-worth to uphold their 

professional values in the transition from school to the workpiace. Many participants 

support the notion of a lengthy professional socialization process during the education of 

dental hygiene students. Another diploma educator from British Columbia states: 

I thkk an indiridual thar has a good strong background with nlflcient time 
is much more iikeiv to be able to sriccessfiiliv promute those values in a 
procrice thnt ma? be a lot diffèrent than whot the dentist 's vaiiies are. I think 
ifyu have n real short program p u  have concepts of supetvision, control, 
al1 of those kind of issues that i f s  really easy to lose those good values 
when vou get into a dental practice. (Parîicipant 26, Diplonla Ediicotor) 

Related to participants' views on adequate time in dental hygiene cumculum for 

formai socialization to occur. were their concems about the current dental hygiene 

education model in Ontario. The length of dental hygiene programs in this province is one 

year, in cornparison with most other Canadian programs that are a minimum of two 

acadernic yean in duration. These participants perceive that there is insufficient time in 

these programs to allow students to intemalize professional values and behaviors, and to 

prepare graduates for "careers" versus "jobs". 

Overall, participants were supportive of degree programs in dental hygiene, but not 

al1 participants believed that the current diplorna model should be replaced with 

baccdaureate level education to prepare dental hygienists for entry to practice. Some 

hygienists felt that the lengthy education provided through degree education would resolve 

the issue of two subcultures in dental hygiene: professional persons and technicians. 

Degree education would serve to eliminate the notion of technicians by cumculum that 

emphasized the dimensions of a profession, such as research, critical thinking, and absuact 

knowledge. Graduates of degree programs would be expected to contnbute to the 

professionalization of dental hygiene. Other informants perceive that the Iength and nature 

of degree education would serve to address the current unmet needs in diplorna programs. 

such as prepaiing graduates for contemporary dental hygiene practice and working in 



partnership with other health professionals. Although at present, the Canadian Dental 

Hygienists Association hasn't recomrnended a shift from diplorna to degree education for 

entry into practice, document analysis reveded that this organization supports the 

establishment of baccaiaureate and graduate programs in dental hygiene (CDHA, 1997, 

1 999a). 

In short, participants suggest that the function of dental hygiene education is citical 

in exposing graduates to role models and cumculum content that embrace the 

responsibilities of the contemporary professional. that is. a professional penon who is 

adaptable, possesses problem-solving skills, and can function in both autonomous and 

collaborative work environments. They believe that some curent programs fail to mect this 

goal. In the view of participants, dental hygiene education is a fundamental enabling factor 

in the professional project of dental hygiene. Educators "set the path" for dental hygienists 

to be prepared as professionals. to understand and "live" the professional role, and to 

contribute to the profession. 

This chapter has detailed the four major themes of the study, Development and 

Profle o f  Dental Hygiene. Relationships between Dental Hygiene and Denristy, 

Dimensions of the Professional Project of Dental Hyg iene. and Dental Hyg iene Edlication. 

Data analysis of interview transcnpts and selected documents uncovered the participants' 

conceptuaiization of the dental hygiene culture (practice, organizational structure, 

educational profile of members) and the status of the occupation (history, relationships, 

professionalism). While the findings reveal that dental hygiene is an occupation 

undergoing change, the participants provided nch accounts of their individual experiences 

and perceptions of the occupation, its members, accomplishments, aspirations, and 

struggles. Symbolic interactionism, the concephial framework of the study, supports this 



outcome whereby the development of one's beliefs, values, and perceptions evolve from an 

individual's lived experience. The developrnent and cunent statu of this relatively young 

occupation appears to be the product of strong links between the historical foundation of 

dental hygiene, its relationships with dentistry, the imbaiance in the membership. the 

feminized nature of the work of dental hygienists, and public perceptions. The 

understandings, experiences, and perceptions of dental hygienists and students, who 

represent vanous constituent groups within the dental hygiene community, wrre found to 

be similar. An introspective and critical analysis of these findings in relationship to the 

literature on professions will be presented in the next chapter. 



CHAPTER SIX 

DISCUSSION 

The focus of this study was an exploration of the culture of dental hygiene and its 

occupational status. This was done through in-person interviews with 48 members of the 

dental hygiene cornmunity and extensive analysis of relevant documents. During the 

conduct of the research, a large volume of data was collected followed by intensive 

analysis. While Chapters Four and Five presented the findings of this study. Chapter Six 

offers an analysis of these findings as they relate to the literature and to the theoreticai 

perspectives introducrd in Chapters One and Two. This chapter begins with a bnef 

summary of the findings followed by presentation of each theme as it relates to theory and 

the literature. The chapter concludes with the implications for future research. 

Surnmary of the Findings 

The results of this study show that the perceptions of key informants and non-key 

informants are based largely on their lived experiences rather than on critical reflection on 

their environment. Almost no variations were found in the perceptions of participants 

across sample groups, which may be a reflection of the sirnilarity in their experiences. 

Although participants freely described the circumstances of their professional lives in 

relation to their work, interactions with others, and the occupation of dental hygiene, many 

of hem do not appear to anaiyze the realities of their circumstances to any great extent, or 

the impact of these realities on dental hygiene's professionalization. Many private practice 

practitionen are caught up in a restricted environment (dental office setting) and that world 

becomes the bais  of their perceptions. However, during the course of study interviews, a 



nurnber of participants stated that they intended to reflect further on their discussions with 

the researcher. 

Data analysis revealed that the occupation of dentai hygiene is undergoing a 

transformation (Dental Hygiene in Transition). Evidence of this transforrnation was 

documented as participants repeatedly spoke of perceived changes in practice. the 

occupational status of dentai hygiene. increasing professionalism, and advances in 

education. Dental hygiene documents confirmed that dental hygiene is in transition. This 

key theme was found to be central to the development of four other related major thrmes 

uncovered during the course of interviews and document analysis: Development and Profile 

o l  Dental Hygiene, Relationships Between Dental Hygiene and Dentistry, Dimensions of 

the Professional Project of Dental Hygiene. and Dental Hygiene Education. 

The findings of this research suggest that while dental hygienists were able to 

provide meaningful descriptions of dental hygiene's culture in response to interview 

questions. they did not present a shared understanding of its professional project. Indeed. 

in many instances, individual participants were unable to articulate. or even hypothesize 

about a collective notion of dentd hygiene professionalization. On the other hand. 

organized dentd hygiene has attempted to document an occupational vision for dental 

hygiene. The findings of the study suggest that as part of this vision. dental hygiene has 

attempted to define a particular jurisdiction of professional work (Abbott, 1988) or an 

occupational niche that sets them apart from the work of other professionals, particularly 

dentists. This jurisdiction. as described by participants and revealed through document 

analysis, pertains to preventive and therapeutic oral hygiene care. 

Further, dental hygiene is attempting to constmct a particular cognitive domain or 

theory that supports their "specialized" work. This finding c m  be understood in ternis of a 

neo-Marxist interpretation of professions and capitdist institutions, particularly the work of 

Larson (1977) who daims that a professional project is normaily tied to the creation of a 

professional market and a link between a formal knowledge base and a particular market 



service (Witz, 1992). However, in this study, the perceptions of participants with respect 

to evolving dental hygiene theory and a distinct market for dental hygiene services are not 

well defined. Generally though, participants perceive that expanded work settings. such as 

comrnunity clinics and long-tenn care facilities will provide a new market for the services 

of hygienists in the future. The establishment of such a market however. would require a 

change in the state sanctioned authority of dentists over dental hygienists that currently 

exists in most jurisdictions, as well as widespread consumer support for independent dental 

hygiene services. Further. applying the concept of 'cornpetitive capitalism', dental 

hygienists would. in d l  probability, need to secure direct reimbursement for their services 

through insurance carriers. At present, only dentists are remunerated for dental hygiene 

services. 

In this investigation, the culture of the dental hygiene occupation was conceived to 

be cohesive in terms of organizational assets such as professional associations, practice 

standards, and educational guidelines, but sub-divided with respect to its individual 

members and their attitudes and beliefs about the dental hygienist role and the occupation 

itself. Generally. participants perceive that within the dental hygiene community. there are 

hygienists who see themselves as professionals and are engaged in dental hygiene's 

professional project, and others who view themselves as technicians whose only purpose is 

to deliver a service, and not to pursue professionalism. Diploma students did not comment 

on this finding, likely because they had not been exposed to dental hygiene practitioners in 

the workplace. Based on neo-Marxist and neo-Weberian concepts of professionalization. 

professionais possess similar motives related to social and economic status, but not al1 

members of a profession may actively pursue the professional project. Macdonald ( 1995). 

in his investigation of the sociology of professions, extends this idea by stating that "the 

elite of the group articulate its objectives and set in train the work needed to achieve them. 

and aithough the individual members may pursue their own persona1 ends and may not be 



fully conscious of the group goals, they are normally sufficiently in tune with the group 

objectives for these to be pursued" (p. 188). 

The findings of this research suggest that the composition of the dental hygiene 

community in Canada is not comprised of elite and individual members who are al1 

cognizant of, and committed to. professionalization. Rather, there appears to be dental 

hygienists (representing every constituent in the cornrnunity) who are supportive of dental 

hygiene professionalization. and othen (limited to private practice practitioners) who are 

not engaged in professionalism and have not chosen to pursue professional status. Based 

on the perceptions of participants. these hygienists have entered dental hygiene for the soie 

purpose of being salaried technicians. Further, it may be hypothesized that these dental 

hygienists choose to work under the direction and supervision of dentists. Exarnples of 

divided occupational cultures can also be found in nursing (Bullough, 1995: Parkin, 1995: 

Davies. 1996). In a recent investigation of the professional development of the nursing 

occupation (Dent & Burtney. 1997) the concept of "professional segmentation" was appl ied 

to the study of practice nurses in the English Midlands. In this study. two different types 

of practice nurses were discovered, those who actively engaged in a professional discourse 

in order to extend their role. and those referred to as the 'rank and file' segment who 

passively accepted the doctors' definition of their role. Similarly, this study has presented 

evidence of a segmented dental hygiene cornmunity. An expianation for this segmentation 

rnay be related to the recmit's non-professional image of the dental hygienist pnor to 

entenng the occupation, dental hygiene's failure to adequately enculturate its rnembers, or 

perhaps the structure and focus of some dental hygiene education programs that emphasize 

the technical aspects of the hygienist's role, rather than professionai dimensions. 

The importance of the finding of a subdivided c u i ~ r e  in understanding dental 

hygiene's professional project can be related to Larson's (1990) notion of "collective 

mobility". In Larson's conceptualization of a profession, the significance of the link 

between the aspirations of individuals and the collective action of an occupational group is 



underscored. Further, she places great importance on the relations between 'rank and File' 

mernbers and the elite of a profession. If in fact the success of a professional project is 

dependent, in part, on the collective actions of members of an occupational group then the 

results of this study point to shared professional aspirations of dental hygiene's elite, 

narnely. managers, leaders, and educators, and to dissimilar aspirations of some, but not 

d l ,  of its grassroots members. This lack of ideological cohesion arnongst the members of 

the occupation rnay compromise dental hygiene professiondization. 

Study Themes 

As a rneans of coordinating this discussion of the results. and in the interest of 

examining the major findings within each of the study themes that are most relevant to the 

research problem, the core theme and each of the major themes will be discussed 

individually. Litenture in sociology, education, law and health care were reviewed in 

order to locate the study within the context of the study of professions, and what was 

known about the professional development of the dental hygiene occupation. Thesc bodies 

of literature were consolidated within the tïrst two chapten. Minimal research has been 

conducted in dental hygiene with respect to the professional project of this heaith 

occupation. One Canadian study investigated the perceptions of Alberta dental hygienists 

and dentists regarding the status of dental hygiene through the analytical perspective of 

attnbute theory (Lautar, 1993). Several other studies conducted in the United States have 

examined V ~ ~ O U S  aspects of the professional socialization of dental hygiene recruits 

(Kraemer, 1986, 1990: Wayman, 1986). 

This research presents a first effort at documenting the perceptions of 

representatives of each constituent group within the dental hygiene cornrnunity in Canada. 

The scope of the study, its qualitative design, and theoreticai complexity allowed the 

researcher to explore, in depth, the perceptions and experiences of individuai participants. 



Unlike past stuclies that employed atmbute theory, this study has gone beyond 

documenting the charactenstics of dental hygiene as an emerging profession to incorporate 

the voices of dental hygienists themselves. As well, the qualitative methodology of this 

research allowed the participants, in particular the non-key infomants, to ponder and 

reflect upon the topics introduced by the researcher. For example, a number of non-key 

infomants were surprised when introduced to certain topics such as the culture of the 

dental hygiene occupation. From these insights offered by the participants, the core theme 

and the major themes emerged. 

Dental Hvgiene in Transitioii 

Evidence of the core theme Derital Hygiene in Transition was revealed by 

participants' responses to the following two research questions: "What are the beliefs held 

and shared by members of the dentai hygiene occupation with respect to an rmergent 

ideology of dental hygiene?" and "What are the daims made by members of the dental 

hygiene occupation with respect to the occupation's professional status"? 

There is minimal research on the substance of professional ideology, but claims of 

knowledge and skill often function as an occupational ideology (Freidson. 1994). 

Ideologies of skill and public service are often advanced by workers attempting to gain 

control over their work and working conditions. In response to the fint question cited 

above, participants identified a developing ideology in dental hygiene by way of their 

descriptions of a changing knowledge base, one that was moving from a technical 

foundation to research oriented and evidence based knowledge. They extended these 

perceptions by claiming that this new knowledge would be utilized in an advanced process 

of care that would emphasize a holistic approach to treating clients. 

It may be assumed from these claims that this developing knowledge as applied to a 

modified type of dental hygiene care would ultirnately improve the services provided to the 



public by hygienists. While the perceptions of participants conceming an emergent 

ideology appear to be dnven by dtruism, they may also be related to the occupation's 

desire to define its knowledge in relation to the specialized skills of hygienists. If one 

accepts that knowledge and power are intertwined (Macdonald, 1993, then the occupation 

of dental hygiene appears to be detennined to define its increasing professionalization in 

relation to its developing knowledge. Dental hygiene is searching to create knowledge that 

is grounded in science but yet has practical value for clients. Dental hygiene draws on 

several discipline areas that explain dental hygiene practice and the special skills of 

hygienists themselves (caring, humanitarian, communicative). Here, the notion of 

'discoune' can be imponant in explaining this source of professional power. That is. 

those individuds who cm define and daim for their own, the language and ideas to be used 

in a particular area of social/professional life have derived power from knowledge 

(Macdonald, 1995; Miller. 1998). The developing ideology in dental hygiene appears to be 

influenced by evolving dental hygiene theory that supports the 'preventive' practices of 

dental hygienists as weil as the increasing emphasis on the 'caring' aspects of dental 

hygiene practice. 

Participants' response to the second research question identified above. conceming 

the occupational status of dental hygiene, was that it is in transition, that dental hygiene was 

an "emerging profession" and that a number of ment developments contributed to this 

status. For example, the perception of study informants was that changes in the replation 

of dental hygienists, leding to self-govemance in several jurisdictions had elevated the 

status of the occupation. In actual fact, while self-regulation provides for a level of 

occupational control over the discipline of members, the administration of registration and 

licencing procedures, and responsibility for establishing requirements for practice, other 

aspects of professional practice may be outside the occupation's boundary of authority 

(Felton, 1998). For instance, participant interviews reveaied that generally, dental 

hygienists have minimal control over their work because of direct dentist supervision. 



In the case of dental hygiene self-regulation, supervision requirements are still in 

place in some jurisdictions. Although the state has recognized the value and specialization 

of dental hygiene work, in the view of the participants, public awareness and positive 

attitudes towards hygienists remain Iow. Data analysis also revealed that in the experience 

of many participants, dentists' perceptions of the role of the dental hygienist is as a 

technician rather than a professional. This finding is supported by Lautar's ( 1993) study of 

the perceptions of Aiberta dentists and dental hygienists. Many informants claimed that for 

dentists. the relationship between individual hygienists and dentists was an econornic one. 

that hygienists provide a service from which dentists derive incorne. Larson ( 1990) refers 

to this as a monopoly in the market for services and a profession's costrol over Oie 

producers of the service. In combination, these two factors result in econornic and social 

status. It is in dentistry's favor to control the work of dentai hygienists and the conditions 

under wh ich dental h yg iene services are provided. 

Claims by participants also made reference to the association between an improved 

status for the dental hygiene occupation and wornen's increasing status in society. 

However. based on the findings in the study that detailed many participants' views of the 

continued gendered and stereotypical behaviors of male dentists towards female hygienists, 

it is not certain if these gender issues have k e n  reconciled or have al tered. It appears that 

while, at an occupationai level, dental hygiene has experienced some advancement such as 

self-regulation, at an individual level, the relationships between practicing hygienists and 

dentists have barely altered over tirne. 

The impact of the patriarchal structure of dentistry is witnessed at many levels. In 

addition to the nature of working relationships, participants described what may be termed 

'patnarchal discourse', used by dentistry to legitimate a whole range of barriers to prevent 

the professional development of dental hygiene (Walby & Greenwell, 1994; Macdonald, 

1995). For example, study findings revealed that dentists often refer to hygienists as girls 

in the prescnce of patients and that hygienists feel demeaned by this language. This 



patriarchal practice would appear to keep the hygienist in her place while reinforcing to 

patients the low position of the hygienist in the labor hierarchy of the dental office. 

Another example of such a practice is observed in the content of the Nova Scotia Provincial 

Dental Board (1992) regulations pertaining to dental hygienists. From 

postmodernist/poststructuraIist perspectives, the deconstmction of language in this 

document that refers to the 'direct supervision' of hygienists. 'delegation' of tasks to 

hygienists. and the 'responsibilities' of the dentist for the work performed by a hygienist. 

point to the entrenched powers of dentistry that are, in this case, embedded in legislation. 

Poststructural feminists clairn that every definition 'deconstructs' itself, that is. it tends to 

unwind as the definition is probed beyond the surface to its foundation (Agger, 199 1 ). It 

may be concluded that despite the perceptions of participants conceming possible changes 

to gender and power relations between dental hygiene and dentistry. these relations 

continue to be unequai. dominated by dentistry and seemingly impervious to eradication. 

Develo~meni and Profile of Dental Hyiene 

The study questions that focused on the major theme Development and Profile of 

Dental fhgiene are: "What is the dental hygienist's professional self-concept? How does 

formal education influence the dental hygienist's professional self-concept'? How does 

workplace socialization influence self-concept?" and "1s the practice of dental hygiene 

'women's work' and how is this relevant to dental hygiene's professional project?" The 

second question is aiso addressed in the discussion of the major theme Dental Hygiene 

Education. 

In response to the questions pertaining to the development of the dental hygienist's 

self-concept, participants ernphasized the importance of their dental hygiene education in 

shaping their understanding of their professional roie. Instructor role models were seen as 

the most critical factor in this process. This claim is supported by the literature on 



professionai socidization. Study 

hygienist's role as a caring one. 

participants, without exception, descnbed the dental 

Strong interpersonal and clinical skills. the desire to 

educate people about their oral health, and the ability to facilitate individual responsibility 

for health were cited as the basis for the dentai hygienist's professional self-concept. 

Although many participants stated that their dentai hygiene educational experience led to the 

development of a positive self-concept and a high Ievel of skill, several were critical of the 

fiict that despite their qudifications, they were instntcted by dental hygiene teachers to 

assume a subordinate role to the dentist and take direction. Another important finding in 

relation to self-concept is that for some participants. the positive self-concept that they 

developed during their education was negatively affected by their relationship with an 

employer dentist in the workplace. That is, an individual's confidence and self-esteem were 

replaced with self-doubt and a poor self-image because of 'surveillance' strategies imposed 

on them by the dentist , for example, 'checking' their work and detemining dental hygiene 

cûre pians (Foucault, 1980; McNay, 1997). 

When the professional experiences of participants were explored within the 

Framework of symbolic interactionism, it was discovered that rnany dental hygienists 

developed their understanding of the culture of dental hygiene primarily through their 

interactions with dentists in their work environment, and with dental hygienists outside of 

their workplaces. Participants often referred to the isolation of dental hygiene practice. 

This means that because of the structure of most dental offices, that is, solo dental 

practices, a dental hygienist rarely has the opportunity to work with another hygienist. 

Consequently, their beliefs and cognitions are shaped in the workplace in part through their 

relationships with dentists, rather than hygienists. These perceptions are further influenced 

by their relationships with other hygienists who they intenct with outside of work. in 

situations suc h as at conferences, association meetings, or at continuing education courses. 

It would appear, based on the perceptions of participants, that rnany practitioners do not 

have regular opportunities to engage in professional discourse with dental hygienist 



colleagues. This may negatively influence the professional growth and development of 

individual members of the dental hygiene comrnunity, and the momentum of the 

professional project. 

The 'caring' nature of the work of occupations such as dental hygiene and nursing 

is tied to social perceptions of low-status work, meniai tasks, routinized work, and 

domestic duties and consequently fails to be recognized as having any marketable scarcity 

value (Parkin, 1995). From the perspective of neo-Marxist feminist writers. dental 

hygienists are taken for granted as being basically 'vocational', their work is viewed as an 

extension of the work of wives and mothers. The physical and emoticinal work of caring is 

seen as women's natural work (James. 1992; Smith, 1993) and as such no great financial 

reward or autonomy are justified. Davies ( 1996). in her discussion of ideas related to old 

and new professionalism, claims that professionalism remains tied to nineteenth century 

ideas about masculinity which emphasize the active, competitive person rather than the 

more reflective. interdependent. and caring one. This author is cnticai of nurses for 

assuming that they have a monopoly on altruism. caring, and cornmitment when "what they 

are doing is replacing the celebration of cultural mascuiinity in professions with an 

alternative celebration of fernininity rather than transcending the two" (p. 56). Macdonald 

(1995) connects caring and pauiarchy by assening that the caring professions, such as 

dental hygiene. are a classic example of the way the values of patriarchal society are built 

into institutions and practices. While the participants in the study applaud the caring nature 

of hygienists and hold it up as the foundation of their practice, it serves to marginalize the 

work of hygienists because it bas k e n  constructed by dentistry to reflect subjective, 

uncomplicated and non-restorative care. The work of professionals, on the other hand, is 

constituted by objectivity, science and restoration and curing. The caring feature of dental 

hygiene has devaiued the importance of the work and the providers of the service. 

Most participants, in response to questions about dental hygiene and gender, 

expressed the view that dental hygiene work was not 'women's work', that men were 



equally capable of k i n g  competent and caring dental hygienists. However, they 

acknowledged that gnder played a large part in the perceptions of the public and others 

with respect to the dental hygienist 'stereotype'. Repeatedly, participants emphasized their 

perceptions of the impact of the gendered nature of dental hygiene work, the gender 

composition of dental hygiene, and the interrelationships between female dental hygienists 

and male dentists. Data analysis revealed that informants generally are unable to separate 

these gendered facets of dental hygiene from the occupation's aspirations for professional 

status or its curent status. Gender plays a critical role in the working lives of hygienists 

and in the professional project of dental hygiene. 

Relationships Between Dental Hveiene and Dentistry 

One study question was related to the major theme Relationships Behveen Dental 

Hygiene Nid Denrisr?: "How cm the relationship between the occupations of dental 

hygiene and dentistry be defined with respect to structure. hierarchy, organization. 

occupational boundaries. power. gender. and professional roies?" 

In response to the question above, data analysis presented a consistent view of 

participants with respect to their perceptions of the relationships between individual dental 

hygienists and dentists, and between dental hygiene and dentistry. Key informants and 

non-key informants who practiced dental hygiene described their own working 

relationships with dentists as king favorable and collegial. This meant that they had the 

freedom to exercise their professional skills and knowledge in the dental practice setting 

without a great deai of interference from the dentist. It is interesting to note that the dental 

hygienists in the study, most of whom were selected by the researcher and others who 

volunteered to participate, experienced positive relationships with dentists. An explanation 

for this might be that these particular participants are comrnitted to their professional role, 



or they are selective in their choice of an employer dentist whose beliefs are similar to 

theirs. 

Symbolic interactionism may be applied here to explain how gaduate hygienists 

have learned and conceptualized their relationships with others, particularly dentists. Study 

findings in this regard suggest that for those participants who attended a dental hygiene 

program that was affiliated with a dental school, their interactions with dental students and 

dental instructon taught them to be subordinate to dentists and to conceive of themselves as 

'auxiliaries'. In addition to these interactions, the rneaning of symbols such as gestures, 

gendered language, and a dress code were intemalized by participants. Male dental 

educators communicated to femaie dental hygiene students that 'women' rightfully assurned 

the dental hygienist's role. They came to understand their auxiiiary role and position in the 

dental office setting dirough leamed behaviors dunng their dental hygiene education. Often 

these behaviors were not negotiated between students and teachers so much as they were 

'ordered'. dentai hygiene students were directed to act in certain ways. It rnay be 

suggested here that students sometimes see themselves as vulnerable individuals in the 

learning setting. The way in which novices choose to make sense of their relationships 

with others is often through reflection. Many study participants indicated that over the 

course of their working lives they have refiected on their initial student experiences and 

have sought to renegotiate their subordinate position in the workpiace. 

Participants claimed that many hygienists work under the strict and direct 

supervision of dentist employen who frequently assert their authority as the employer by 

ordenng hygienists to shorten appointments and mat more clients in a day in the interests 

of income generation. Here, conflict between the traditionai socialization of women in 

society which fosters cornpliance and the principles of professional dental hygiene ethics 

rnay be expenenced by practicing hygienists. At the occupational level, participants 

discussed the power of organized dentistry (structure, influence of leaders, political clout) 

to battle against the initiatives of organized dental hygiene to raise its professional statu. 



Informants described the efforts of provincial dental organitations to thwart any action on 

the part of dental hygiene associations to seek self-regulatory stabs, to expand the scope of 

dental hygiene practice, or to obtain the legal right to offer dental hygiene services outside 

of dentists* offices. 

The neo-Marxist concept of professionai dominance, as described by Turner 

(1987), is an important element in any analysis of the transformation of an occupation to a 

profession, for it represents a significant bmier for most occupations wishing to 

professionalize. Wiiz (1992) claims that the institutions of a traditional and modem 

patnarchal society sustain the institutionalization of male power and privilege within the 

medicd division of labor between medicine and related occupations such as nlining or 

dentistry and dental hygiene. The sociology of dental hygiene is not as well documenied as 

is the case of nursing. However, the subordination of dental hygiene to dentistry. as 

described by the study participants, follows some of the same patterns as nursing to 

medicine. Subordination is a mode of professional dominance that occurs relative to 

historical and social factors (Turner. 1987; Willis, 1989; Blishen 199 1 ). Historical and 

structural similarities in the development and everyday lives of dental hygienists and nurses 

involve occupationai and patriarchal subordination, lack of autonomy and control over 

work, and gender and power imbalances that prevent these occupations from achieving 

professional independence. Smdy participants frequently discussed the gendered 

subordination of hygienists to dentists, beginning with the creation of the dental hygiene 

occupation in Canada in the 1950s. A classic example of this was the fact that the 

University of Toronto permitted only women to enter into dental hygiene tr~ning, thereby 

establishing dental hygiene as a women's occupation and the work of hygienists as 

women's work. 

The occupational status of dental hygiene and relationships between dentistry and 

dental hygiene can also be examined within the neo-Weberian frarnework of closure theory 

(Parry & Parry, 1976; Parkin, 1979; Freidson, 1986, 1994; Witz, 1992; Macdonald, 1995; 



Brockman, 1996; Cant & S h m a ,  1996). Applying this perspective, dominant 

professional groups, such as dentistry, employ exclusionary and demarcationary strategies 

to achieve inter-occupational control over subordinate workers, that is, dental hygienists. 

These strategies include the regulation of producers, the establishment of jurisdictional 

boundaries. and the establishment of a monopoly of skills. Data analysis revealed that each 

of these strategies was identified by participants as the means by which dentistry dominates 

dental hygiene. and exercises professional hegemony in the dental division of labour. For 

example. hygienists described the continuous efforts of provincial dental organizations to 

maintain legal authority over the regulation of dental hygienists. who are the pnmary 

producers of dental hygiene services. Also, participants perceived that any encroachrnent 

by independent dental hygienist practitioners into the dentist dominated oral health services 

market posed an enonnous threat to dentistry's monopoly and social and economic control 

over thrse services. Witz's (1992) mode1 of occupational closure adds a gendered 

dimension to closure strategies, suggesting that maie dorninated professions such as 

dentistry do not exclude women, but are inclusive of female dental hygienists in the 

occupational division of labor through methods of discrimination and subordination. 

Social closure theory suggests that subordinate occupational groups. such as dental 

hygiene. may use inclusionary and dual closure strategies to resist the tactics of dentistry 

(Freidson, 1970; Witz, 1992). These strategies require a subordinate group to resist the 

demarcation strategies of a dominant group as well as establish a position within a division 

of labour by employing exclusionary tactics itself. Evidence of closure strategies employed 

by dental hygiene is illustrated by the participants' narratives of inter-occupationai disputes 

between provincial dental hygiene and dental organizations. In particular, dental hygiene 

managerslleaders and educators spoke about conflict that arose out of dental hygiene's 

pursuit of self-regulation. It is interesting to question why the impetus for this aspect of 

dental hygiene's professional project began decades after the establishment of the 

occupation and its domination by dentistry. This might be explained by more recent 



heightened efforts on the part of the leadership within dental hygiene organizations, or by 

the increased status of women in society, or improved political and public support for 

emerging professions. 

In terms of a duai closure strategy, severai study participants spoke about dental 

hygiene's efforts to redefine the market for its services, thereby altering its position in the 

division of labour. That is, these hygienists referred to alternative work settings for 

hygienists such as community clinics. institutions, acuteAong-term bealth c m  facilities. 

and home care. In these settings practitioners would provide service as part of a 

multidisciplinary health care tearn without king supervised or directed by dentists. This 

would likely alter the subordinate status of dental hygienists and redefine their relationship 

with dentists. As a result. dental hygiene's position in the division of labour rnay be 

improved to some extent. but would probably not alter dentistry's monopoly on the range 

of orai health services it currently delivers. Part of consolidating this position would 

require dental hygienists to contest the demarcation strategies of any occupation that might 

infringe on dental hygiene's occupational scope of practice. In this investigation 

participants referred to the atternpts of organized dentistry. in some jurisdictions. to rxpand 

the clinicai practice of dental assistants to incorporate scaling techniques. By doing so, 

dentistry would be employing a fom of deskilling (Turner, 1987) and closure strategies to 

prevent dental hygiene from establishing any sort of rnonopoly on the provision of cliniciil 

oral hygiene services such as scaling. Dentistry, in this instance. would be regulating the 

producers of a similar service. In turn, this may impact employment oppominities for 

hygienists as well as potentiaily lowering the cost of the service, and the income of dental 

hygienists. Although study participants did not provide evidence that dental hygiene had 

employed exclusionary strategies to prevent dental assistants from acquinng the skill of 

scaling, they alluded to the fact that dental hygienists might be resistant to this 

encroachment into their speciaity area of practice. This king the case, dental hygiene 

would then be employing similar tactics to dentistry in order to protect its jurisdiction. 



Dimensions of the Professional Pro!ect of Denial Hvgiene 

Several research questions were associated with the theme Dimensions of the 

Professional Project of Dental Hygiene. They include: i) "Wat is meant by the phrase 

'professional project of dental hygiene'? Who is engyed in this project and why? Are 

dental hygiene's professionalization strategies like or unlike similarly placed professional 

projects of occupations such as nursing? How?", ii) "What are die barriers ro the 

professionalization of the dental hygiene occupation? What are the influencing factors?', iii) 

'To what extent are dental hygienists involved in personally and professionally relevant 

activities related to professionalization which are outside of the work setting'?", iv) "What 

are the perceptions of dental hygiene students with regard to the dental hygienist's 

professional role, and are these consistent with the perceptions of dental hygiene 

representatives" ? 

Two significant findings conceming the professional project of dental hygiene (in 

addition to the barriers previously discussed under the other major themes) were uncovered 

through content analysis of interviews and documents. First. participants did not appear to 

have a clearly defined or consistent notion of what the attainment of professional status for 

hygienists or the occupation would mean. References were made to a 'collection of desired 

changes' in the working lives of individual hygienists such as improved working 

relationships with dentists, less restrictive practices by dentists over dental hygiene work 

(greater autonomy for dental hygiene), and the oppominity for independent dental hygiene 

practice. At the occupational level, the national association of dental hygiene (CDHA) has 

articulated professionai goals related to self-regulation, and greater opportunities for dental 

hygiene research and advanced education. 

The concept of a professional project, when aligned with a Weberian action 

approach, offers a means of understanding how knowledge-based occupations undertake 

their goal of king accepted in society as professions. Macdonald (1995) has recently 



modified Larson's original conception of the professional project to make sense of 

professions in modem society. In Macdonald's view. several aspects of "the project" offer 

a theoretical framework for the study of occupations aspiring to be professions. 

Occupations must have a special relation with the state in order to achieve a monopoly and 

these relations are influenced by the political culture or the political power network (Mann, 

1993). Once a profession secures a monopoly over its services it still cornpetes in the 

marketplace rigainst others who c m  provide similar or complemcntary services. X 

profession must continually defend its jurisdiction. While professionals are largely seen by 

society as providing important services for the public's well being, the actions of 

professional bodies are more likely viewed as self-seeking. Nonetheless. professional 

organizations must be able to convince legislators and the public chat professions are 

motivated by public good. Finally. social closure allows the ovenll strategy of a 

professional group to be understood. This concept provides a basis for understanding die 

progress of the professional project, the nature of the relations between and within 

occupations. and the way that the discriminatory actions of a particular occupation 

contribute to the structured disadvantages of gender. 

The researcher has identified dental hygiene's efforts at professionaIization as 

described by study participants, as a professional project. The occupation's actions relative 

to self-governance, disputes with dentistry, developing theory. and the establishment of a 

few independent dental hygiene practices suggest that the occupation is seeking 

professional status. When applying Lanon's and Macdonald's conceptualization of the 

project to the research results, it can be concluded that dental hygiene has had sorne success 

in state relations, as demonstrated by participants' discussions of self-regulation. Although 

participants adrnitted that. generaily, dental hygienists are not politically astute and have 

oniy recentiy become farniliar with the political process. In terms of a professional 

monopoly, dental hygiene services are not the monopoly of hygienists, and at this point in 

time it doesn't appear that dental hygiene has established a widespread and distinct market 



for its services outside of the practices of dentists. One might speculate that should dental 

hygiene establish a jurisdiction in the future, it would be continually threatened by 

dentistry's professionai dominance in the division of labor, and potentiaily, by the actions 

of related oral health personnel such as dental assistants. 

Occupational closure strategies. in part, explain the nature of the confiict between 

dental hygiene and dentistry. Dental hygiene is pursuing a course of increasing self- 

regdation in order to achieve some level of autonomy from dentistry, whiie dentistry 

works at sustaining its professional monopoly and dominance over ail workers in the 

division of labour. Witz (1992) adds another dimension to the concept of the project. that 

is, the gendered aspects of professional projects. She places dominant professions such as 

dentistry and medicine within the context of class and gender relations. and asserts that at 

the core of fernale professional projects, are the constraints of patriarchai structures both in 

society and within professions. The snidy findings provide substantial evidence of gender 

struggles between individual hygienists and dentists as well as at the occupational level. In 

speaking of the everyday lives of hygienists, participants described workplace 

circumstances that demonstrate the authority. control, and gendered domination of dental 

practitioners over dental hygiene practitioners. 

A second important finding within this major theme was that. although the 

participants did not have a cornmon standpoint on dental hygiene professionaiization, they 

framed their discussion of dental hygiene's development by descnbing it as a 'modem day' 

profession. For rnost participants, this was conceptualized as something different than 

established professions such as medicine and dentistry in terms of knowledge and practice 

ideals, and somehow related to women professionals. The research results, in terms of 

participants' discussions of modem professional dental hygiene practice and dental hygiene 

professionals themselves, may be understood relative to pst-modemist theory. Post- 

modemism considers multiple perspectives of phenornena such as professionaiism, it is 

ami-reductionistic, and rejects grand narratives about history, society and perhaps, the 



traditional notion of professions. For example, in a recent study of modem day nursing, 

Davies ( 1996) distinguishes between old and modem professionalism. S he posits that 

mastery of knowledge has ken  transcended by reflective practice, that unilateral decision 

making has been replaced with interdependent practice, that autonomy and self- 

management have shifted to supported practice, and that the practice of being "engaged" in 

client care is more desirable than practitioner "detachment". Davies argues that the concept 

of a health professional has been modelled on a masculine world view which stresses the 

active, cornpetitive person rather than the more reflective. interdependent one. 

The study participants, through their descriptions of dental hygiene practice and 

self-perceptiws of hygienists, articulated a vision of the modem day hygienist that appears 

to refiect a post-modernist perspective. For example. they spoke of dental hygiene 

practitioners as caring and highly interactive with clients. a form of reflective practice. In 

this light, knowledge is seen as rncompassing uncertainty and drawing on experience. 

rather than only being formal and abstract in nature. Also, many participants referred to a 

transition in dental hygiene practice towards an interdisciplinary (the application of multiple 

knowledge bases) and multidisciplinary approach (multiple team members) to the delivery 

of dental hygiene services. The results of this research suggest that at the sarne time as the 

dental hygiene occupation is engaged in a professional project. the traditional concept of 

profession and occupational rnonopolies is in some instances k i n g  questioned by semi- 

professions (especially female dominated occupations). the public, and by govemrnent in 

light of health care reforrn, increased consumer awareness, and women's desire for 

increased status. The challenge for dental hygiene, and other simiiarly placed occupations 

such as nursing, may be society's willingness to consider a newly constructed definition of 

profession. one that dismantles patriarchal and traditional views of the professional person. 



Dental Hypiene Education 

Study findings related to the final major theme Dental Hygiene Ediccation were 

revealed in response to questions pertaining to the development and profile of dental 

hygiene as well to the following research question: "How does formal education influence 

the dental hygienist's professional self-concept'?". 

Participants' responses to this question were addressed in the earlier section on the 

Developrnenr and Profile of Dental Hygiene. The finding relevant to this discussion of the 

status of dental hygiene is: the current mode1 of dentid hygiene education does not appear to 

adequately prepare hygienists for advances in the occupation and changes in practice. 

Some dental hygienists have suggested that the current system of dental hygiene education 

in Canada may be fosterïng the production of both 'technical' and 'professional' graduates. 

Ultimately, this culture reinforces the present low occupationai status of dental hygiene by 

way of a sub-group of hygienists that has no interest in furthering the professional project 

of dental hygiene. 

An important issue related to the findings on dental hygiene education and the 

professional project is the location of training. In the neo-Weberian tradition, Freidson's 

( 1994) conception of professions emphasizes the importance of the linkages between tasks. 

advanced training, and markets. This view presupposes that institutions of higher 

education, narnely univenities, are above dl the reposiiories of expert and specialized 

knowledge. Study participants were not consistent in their perceptions of the influence of 

the current system of dental hygiene education on the professional project. Many felt that 

the length and type of training should be consistent, but did not suggest that university 

programs were more appropriate locations for dental hygiene programs than community 

college sites. Others indicated that degree education was important to dental hygiene's 

professional development, but did not imply that it rnust necessarily be the standard for 

entry to practice. At present, most dental hygienists are prepared in two year programs in 



comrnunity college settings. The perceptions of many participants conceming the 

development of dental hygienists' expert knowledge fall short of a neo- Weberian theoretical 

perspective of education and its relationship to the creation of a market for expert services. 

What may be suggested here is that the current mode1 of dental hygiene education in 

Canada. which is not consistent across jurisdictions. may be limiting dental hygiene's 

ability to be recognized for having an advanced and legitimate body of knowledge, that is 

needed to establish a distinct market for its services. Also. 3s suggested by study 

participants. variations in program length and shortened socialization periods may 

contribute to the creation of a sub-divided culture (professionals/technicians) in the graduate 

population of dental hygienists. 'Jltimately. this may have a negative impact on the 

collective actions of dental hygiene's professional project. 

Theoretical and Methodological Insights 

Recent literature on professions has tumed to the study of 'professional projects'. 

Some of these studies continue to focus on traditional theories of professions. others 

embrace more contemporary concepts. and yet others draw on both (Bullough. 1995; Cam 

& Sharma, 1996; Keogh. 1997; Parkin. 1995; Freidson, 1994; Macdonaid, 1995; Walby 

& Greenwell; Dent & Burtney. 1997). The analyticai framework for these studies 

encompasses a variety of approaches including research that examines historical contexts. 

the construction of knowledge and its reiationship to claims for legitimacy. authonty and 

status in the heaith care market, attribute theory, the relevance of autonomy, and the social. 

politicai. and cultural context of occupations. 

Contemporary paradigrns of the systern of professions have increased our 

explanatory and analytical powers to contemplate the question of professional 

transformation. Conflict perspectives infomed by neo-Marxist and neo-Weberian theories 

have forced scholars to consider history and structure, class and economic determinants of 



professionalisrn. Modem critiques have placed the development and growth of professions 

within the context of broader societal factors and events. More recently, theorists have 

recognized the relevance of gender politics, postmodemisrn. and discourse analysis in 

relation to the study of professions and professionai projects, particularly those of female 

occupations. 

Professions, in contrat to occupations. have a position of dominance in the 

division of Iabor, are not limited in their work, and have authonty to control and direct the 

practice of others: usually subordinates. In the case of dental hygiene. hygienists are 

dependent on dentists to carry out their work. Generaily, the services they provide assist 

rather han replace the tasks of diûgnosis and treatment assigned to dentists (Freidson. 

1970; Abbott. 1988). Powers (political, social, economic, legal) and the capability to CO- 

opt the support of the state have sustained professional hegemony. Power is realized 

through ideology and knowledge. Professions possess ideologies which are coherent and 

sophisticated ways of thinking and feeling. 

The complexities of the structure and organization of professions and their relations 

to broader societal contexts prevent us from being certain or making predictions about the 

fate of various occupational groups. The findings of the study have documented evidence 

of the increasing professionalisrn of the occupation of dental hygiene. Successful 

endeavors include for example. self-regulation in some jurisdictions, degree level 

education, and independent practice in one province. However, in spite of these facts, 

dental hygiene remains an occupation with the status of semi-profession. In the absence of 

public demand for dental hygiene services or an established jurisdiction, lack of widespread 

control over work, subordination to dentistry and controlling patriarchal practices, dental 

hygiene is not likely to attain full professional status, but may obtain a measure of 

independence and occupational autonomy as modem day professionals. Dentai hygiene 

may move from a marginalized occupation to a place of enhanced Iegitimacy. Perhaps until 



patriarchal structures in society and gendered notions of professions are altered in favor of 

women, professional male domination will prevail. 

The present study has contributed to the literature on professions in a number of 

ways. First, it has examined one of the least researched health occupations, that of dental 

hygiene. Second, rather than relying on a single theoretical framework, multiple 

approaches were employed as a means of explaining both individual and structural issues 

pertaining to the culture and occupationai status of dental hyeiene. Third. this research has 

presented significant insights and information regarding dental hygiene in Canada. It is 

sugpested that future research on the topic of dental hygiene professionalization utilize 

theoretical perspectives that allow for the study and analysis of the unique features of this 

occupation such as gender, its position in the division of labour. and its movement within a 

patriarchal society . 

The qualitative design of this study allowed the researcher ro explore the topic and 

to document the perceptions of the participants as a first step in conceptualizing the culture 

and status of the dental hygiene occupation. The findings of this research have provided a 

basis for a future study involving a larger sample of dental hygienists. A random sample of 

hygienists using quantitative methods may provide further empirical evidencr of the culture 

and status of dentd hygiene. As previously noted this researcher has been involved in rhe 

profession of dental hygiene for over 20 yem in practice. in education and administration. 

Consequently, this study was undertaken with in-depth knowledge of al1 sectors of the 

occupation. Despite this insider knowledge, some of the information and experiences 

shared by the participants about the segmentation of the dental hygiene culture was 

unexpected and unknown. As such, some of the insights presented in this dissertation are 

tmly inductive in nature. 



Implications of the Study for Dental Hygiene 

This study has provided a frarnework for beginning to understand the occupation of 

dental hygiene from the perspective of its own members. The findings of this research 

point to severai areas for further consideration. Generally, data analysis reveded that 

participants have concems about various aspects of dental hygiene practice and education. 

and the culture itself. At the same time, they have identified areas for discussion and 

development. 

In their description of dental hygiene practice. participants spoke about the disparity 

between the educational preparation of dental hygienists and what is learned about dental 

hygiene practice and the clinical role. and the realities of practice in the private practice 

dental office setting. In school. dental hygiene students leam to develop critical thinking 

and independent decision making skills conceming the care of clients. However, based on 

the perceptions of participants. dental hygienists in practice are often guided or directed by 

dentists. They are made to feel unskilled and unprofessional; they may lose confidence in 

their special expertise and their self-esteem may be damaged over time. Their leamed ruid 

intemalized professional values and ethics are often challenged. Ultimately. these realities 

impact negatively on individual hygienists and on the status of the occupation as a whole. 

Dental hygiene educators and representatives of organized dental hygiene should examine 

this issue and look for ways to bridge or resolve the lack of congruence between advances 

in dental hygiene education and the realities of work settings that are not supportive of a 

professional role for the dental hygienist. Further, the leadership in dental hygiene at the 

provincial and national levels should continue to use the politicai process to promote 

changes in the regulation of dental hygienists through legislation that would result in greater 

powen for hygienists over the control of their work. 

The narratives of participants conceming dental hygiene practice also pointed to the 

"isolation" that many practitionen feel in their day-to-day work lives. Here, there may be a 



role for local, provincial or national dental hygiene professionai associations to play in 

creating ways in which individual dental hygienists can interact and network on a regular 

basis, outside of participation in conferences held periodicaily. Participants identified the 

lack of a coherent sense of a professional identity amongst members of the dental hygiene 

community. The development of strategies aimed at reducing the issue of "isolation" 

would also facilitate a greater "sense of belonging to the larger group" for many practicing 

hygienists. 

A significant finding of the study was the revelation that dental hygiene appears to 

be a sub-divided culture consisting of two types of dental hygienists: professional and 

technical. Severa! participants called for dental hygiene educators to examine this issue 

closely in terms of the curent model(s) of dentai hygiene education with respect to 

admission requirements, length of program. mode1 of dental h ygiene practice. program 

type (diplomddegree) and the critical role of faculty in preparing recruits for advances in 

practice. work settings. and dental hygienists' professional development. Dental hygienists 

in the study suggested that students in dental hygiene have to be "raught to stand up to" 

dentist employers who challenge dental hygiene practices and professional conduct. It is 

interesting to note here chat although participants identified a shift from educaton to 

organized dentd hygiene as a 'major player' in the professional project of dental hygiene, 

the y frequen tl y retum to the comrnunity of educators for direction and assistance. 

A final comment on the implications of the study pertains to the importance of 

continued research in dental hygiene - research that will inforrn the practice of dental 

hygiene, contribute to a citical understanding of the social. culturai and professional lives 

of dental hygienists, the connection between education and practice and the relationship 

between gender, patriarchy, dentistry and the underpinnings of the occupation of dental 

hygiene. This research has documented the need for dental hygiene to continue to record, 

examine and analyze its professional joumey from the "inside" and the "outside". 



Recommendations for Future Research 

This snidy was undertaken in order to concepnialize the culture of dental hygiene 

and to explore the connection between an occupational culture and its professional project. 

The findings in this research are based on the perceptions of the dental hygienists and 

dental hygiene students who participated in the study. Representatives of the occupation 

under study were chosen as a first systematic step in examining dental hygiene initidly 

frorn the perspective of its own membership. Their perceptions and lived expenences have 

contnbuted to this analysis of dental hygiene. In order to rxtend this analysis it is 

recommended that future research consider these study findings in light of the perceptions 

of other persons and groups associated with dental hygiene, for rxample, dentistry and 

govemment officiais. 

A recumng topic in the study that is docurnented in the discussion of two of the 

major themes, Development and Profile of Denrd Hvgiene and Dimensions of the 

Professionnl Projecf of Dental Hygiene is participants' perception that public awareness 

and recognition of dental hygienists and their services is minimal. Research should be 

undertaken with members of the Canadian public to determine their levels of awareness, 

their views conceming the value of dental hygiene services. and their preferences 

conceming the delivery of preventive and therapeutic oral hygiene services. 

The study sarnple was comprised pr imdy of key infomants, that is, 

managersfleaders, educators and comrnunity health practitioners. and a smaller number of 

non-key infomants (pnvate practice practitioners). An unexpected finding in this research 

was that participants perceive that the culture of dental hygiene is segrnented by hygienists 

who view themselves as professionals, and those who view themselves strictly as 

technicians. These technicians were identified by participants as "gras rooü" hygienists. 

In future research on dentai hygiene professionalization, this sub-divided culture should be 



studied Further to obtain a greater understanding of what determines membership in the 

group described here as technicians. 

The notion of 'gender' has dominated the discussion of the study findings. 

Participants described the far-reaching impact of interprofessional relationships between 

male dentists and female dental hygienists on dental hygiene education and practice, the 

historical development of the occupation, the development of the 'professional self, and on 

the professionalization of dental hygiene. Aithough the proportion of mde dental 

hygienists is very small compared with a predominance of female hygienists, it is important 

to understand the expenences and perceptions of male members of the occupation. Similar 

research should be undertaken with male representatives of the constituent groups in dental 

hygiene to add to our understanding of gender relations in this occupation. In a similar 

vein. a study devoted to a feminist analysis of the findings in this research is needed to 

fully comprehend the extent to which patriarchy and the institution of dentistry pervadr 

every facet of dental hygiene. 

Study participants repeatedly spoke of 'developing dental hygiene knowledge' . In 

their effons to describe the occupation of dental hygiene as a modem-day profession. they 

referred to the appropriateness of 'evidence-based' research. This was understood to mean 

an examination of dental hygiene practices from a multitude of disciplinary perspectives. 

the goal of which is to establish efficacy in treatment choices. It is recommended that 

dental hygiene researchers be encouraged to develop studies of clinical practice in al1 dentai 

hygiene work settings (private practice, community health, institutions, short-term and 

long-term care facilities, home care). It is important to demonstrate that dental hygiene 

services are effective and important within the sphere of health and wellness. 

Finally, comparative studies of similarly placed occupations to dentai hygiene such 

as nursing and occupational therapy should be conducted for the purpose of adding breadth 

to this analysis of dental hygiene. Particularly, the experiences and knowledge of other 



fernale dorninated occupations will assist dental hygiene in clarifjing and making sense of 

its status and its place in health care and in society. 

Conclusion 

The occupation of dental hygiene in Canada is relatively young and vimially 

unstudied. In addition to one national census study of labour force behavior in dental 

hygienists in the late 1980's (Johnson. 1989), scattered research in dental hygiene 

education and practice has been undertaken over the past three decdes. One other study of 

the perceptions of the status of dental hygiene was conducted with dental hygienists in the 

province of Alberta (Lautar, 1993). This study was lirnited by the traditional analyticd 

framework of attnbute theory . 

Despite the fact that dental hygiene has acquired many of the traits nonally 

associated with established professions, for exampie, self-regulrition. a service rthic. 

practice standards. higher education, a code of ethics. and a national professional 

organization. it has, to this point in time, not achieved professional status. In fact, most 

practicing dental hygienists continue to be directed in their work and their services to the 

public and are subject to surveillance by dentists. However, at the occupational level. 

dental hygiene sees itself as a 'semi-profession' moving towards professionalism. 

This study represents a first attempt to document and conceptualize the culture and 

occupational status of dental hygiene in Canada from the perspective of its own 

membership by using a qualitative research design. The findings of this study provide an 

initial understanding of the perceptions of dental hygienists with regard to the historical 

development of the occupation, self-identity, dental hygiene's public image and cultural 

dimensions, the changing nature of dental hygiene, educational practices, the devance of 

the interprofessional relationships between the occupations of dentai hygiene and dentistry, 

and finally the dimensions of dental hygiene's professional project. 



Several theoretical frarneworks and analytical concepts were applied in this study to 

interpret the findings. Symbolic interactionism is a useful frarnework within which a micro 

examination of the perceptions and experiences of individual dental hygienists can be 

conducted. Broader contextual issues of professionalism were explored through the macro 

perspective of neo-Marxist and neo-Weberian concepts, post-rnodemism, and feminist 

literature in an atternpt to make sense of the culture and status of the fernale dorninated 

occupation of dental hygiene. 

The study of professions is reflected in an enormous body of literature and an 

immense arnount of research on complex issues. This research has discovered that 

individual dental hygienists are committed to providing quality care to their clients. Thry 

search for ways to improve the delivery of care within the confines of the dental practice 

setting and in the face of frequent interprofessional conflict with dentists. At the 

occupationai level, dental hygiene is pursing a professional project to increase its status and 

establish some level of autonomy from dentistry. In its pursuit of professionalization it is 

exploring its knowledge base. professional role. alternative work settings, and other 

opportunities to advance this project. All of this is occurring in the absence of a clear 

understanding of what the 'profession of dental hygiene' means or how it may resemble a 

modem-day profession. Further research is necessary to expand the current study to test 

the validity of the findings and refine Our knowledge of dental hygiene's culture and 

changing occupational status. This study has revealed the complexities of dental hygiene. 

It is hoped that this analysis will provide an initial understanding of the occupation's 

growth and its goal of professionalization. 
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APPENDIX A 

Glossary of Terms - Issues of Professionalism 

Occuaationd Closure: Modes of occupational closure are "different means of mobilizing 

power in order to stake claims to resources and oppominities" (Witz, 1992. p.44). 

Occupationai closure strategies used by members of professional projects include 

exclusion. inclusion. demarcation, and dual closure. Exclusionary and demarcationar); 

strategies are employed by dominant professional groups in the hierarchy to achieve intra- 

occupational and inter-occupational control. Subordinate occupationai groups utilize 

inclusionary and duai closure techniques in response to domination by other professions. 

A11 closure strategies are related to mechanisms of control conceming matters of entry into 

occupations. occupational regulation. division of labor, and rnonopoly of skills and 

knowledge (Parkin, 1979). 

Division of Labor: The division of labor in professional work has two pnmary feanires; it 

involves a hierarchy and the domination of one group over others. Freidson (1976) 

descnbes the division of labor in health as "a process of social interaction in the course of 

which participants are continually engaged in attempting to define, establish, maintain and 

renew the tasks they perform and the relationships with others which their tasks 

presuppose ... (since) most of the time the limits to interaction posed by consensual 

conceptions of 'scientific' necessity and legal propriety are sufficiently broad and 

permissive that a variety of bargains is possible for the participants" (p. 3 1 1). 

Professional Dominance: Professional dorninance in heaith care is enforced at three levels: 

dominance over a profession's own work, over the work of others, and dorninance in the 

wider health sphere. Dominance at the first level is referred to as autonomy, which means 

that a profession has the exclusive right to practise, and the profession is not accountable to 



other occupations. The second level denotes a relationship of authority and involves 

supervising and directing the work of others. At the highest level, a profession is dominant 

in relations between the health sector and the wider society and its rnernbers are viewed as 

experts on a11 mattee pertaining to heaith (Willis. 1989). 

Secondarv Deskilling: Secondary deskilling results when certain health occupations are 

legdly prevented from canying out certain tasks which are deemed to be the exclusive 

temtory of the dominant profession (Turner, 1987). For example, optornetrists cannot 

legally diagnose ocular pathology which is the exclusive purview of opthamo1ogists.- 

Gendered Nature of Professional Work: Neo-Marxist feminists argue that in the traditional 

household women cheapen the costs of labor by their domestic work. In the health care 

division of labor, this work is reproduced by women as they continue to function in 

subordinate positions in the system, primarily to reduce the costs of labor in heaith care. 

Feminist theory argues that "women are exploited as nurses because they are socialized into 

a doctrine which equates nursing with mothering and sees the hospital setting as an 

extension of the domestic sphere of labor" (Turner, 1987, p. 149). Witz ( 1992) emphasizes 

the importance of demarcation closure strategies in understanding how inequitable gender 

relations are developed and sustained within an occupational hierarchy in the health division 

of labor. This author claims that the institutions of a traditional and modem paviarchai 

society sustain the institutionalization of male power and privilege within the health care 

division of labor between medicine and related occupations such as nuning. 

Functional Autonomv: Functional autonomy refers to non-supervised, independent 

practice and the ability to sustain such practice by recruiting clients on a non-referral basis. 

Freidson (1970) asserts that the potentiai for conflict is present when health occupations 



hold some degree of autonomy and the nature of their professional work overlaps with the 

work of a dominant profession. 

Subordination: Subordination involves a situation in which the character and açtivities of 

an occupation are delegated by memben of a dominant profession with the resuit that the 

occupation has littie scope for independence, autonomy, and self-regulation. For example. 

nursing and mid-wifery are subordinated to medicine (Turner. 1987). 

InterAntra Professionai Conflict: Professional conflicts aise from rnatten pertaining to the 

regulation of occupational members, the establishment of a rnonopoiy of skills. the 

establishment of jurisdictionai boundaries, the nature of professional work. professional 

dominance and autonomy (Freidson. 1970). 



APPENDIX B 

Request to Participate - Dental Hygiene Managerbeader, Educator, 

Practitioner in Community Health 

I m a doctoral student at the University of Manitoba in an intcrdisciplinary 

program. As a part of my Ph.D. studies, 1 will be conducting a research study. The 

primary question to be addressed in this study is "What are the perceptions, beliefs. and 

expenences of representatives of the dental hygiene community with respect to the 

professionalization of dental hygiene?" 

Little research has been conducted to determine and understand the complex culture 

of dental hygiene in relationship to its professionalization. A formal investigation of the 

professional views. beliefs, perceptions, experiences, and attitudes of members of the 

dental hygiene community has never been carried out. Using a qualitative method of 

inquiry. the occupation of dental hygiene will be studied in a systematic fashion in order io 

conceptualize the culture of dental hygiene and to understand the structure, organization, 

inter-occupational relationships, work roles, and sociaiization factors involved in dental 

hygiene's professionalization. 

The sample chosen for this study includes dental hygienists and dental hygiene 

students. 1 have selected you as a potential participant in this study because of your 

experience and background in dental hygiene. As a participant in this snidy you will be 

asked to be involved in an in-penon interview with myself which will 1 s t  approximately 

one to one and one half hours. You will be asked to discuss your views. thoughts, beliefs, 

perceptions and experiences as a dental hygienist. This interview will be audio recorded 

with your consent. You may also be asked io participate in a second telephone interview 

which will focus on validating a concept map ( a visual description on paper of your 



thinking about the culture of dentai hygiene) which you will receive from me pnor to this 

interview. If during the course of the interviews you find that you do not wish to answer a 

particular question, you may decline to answer at any time. As well, you are free to 

withdraw from participating in the study at any time. Both interviews will be scheduled at 

your convenience. 

It is important for you to understand that any information that you provide during 

the course of the study will be kept confidentid. Only 1, the members of my advisory 

comrnittee, and a transcriber will have access to the tapes, notes. and transcripts of the 

interviews. These tapes, notes and transcripts will be identified witli a code number only 

and your name will not appear on any of this information. 

I will cal1 you within the next week to determine your willingness to participate and 

to answer any questions that you may have. If you choose to participate. we will set a time 

and place (your city of residence) for the first interview. Pnor to this interview you will be 

asked to sign a Consent Form (attached), indicating that you have agreed io be in the study. 

You will receive a copy of this fom for your records. 

Thank you for considering this request. 1 look forward to speaking with you. 

Sincerely . 

Ellen Brownstone, Dip.D.H., M.Ed. 



APPENDIX C 

Consent Form - Dental Hygiene ManagerKeader, Educator, 

Practitioner in Community Health and Private Practice 

This confirms that 1, , having met the 

conditions for this study. agree to participate in the study. Specifically, 1 understand and 

agree to the following: 

I . The purpose of this study is to determine how dental hygienists and dental 

hygiene students conceptualize the professional cultwe of dental hygiene. 

Specificaily , the study will attempt to elicit an understanding of the thoughts beliefs. 

perceptions, and expenences held by dental hygienists about the professionalization 

of the dental hygiene occupation. 

2.  The study is being conducted by Ellen Brownstone as part of her prognm 

requirements for her doctoral degree. The rnembers of the advisory comrnittee 

include: Dr. Alexander Segall, Advisor and Dr. Karen Grant (University of 

Manitoba, Department of Sociology, and Dr. Wesley Pue (University of British 

Columbia, Faculty of Law). 

3 .  1 have received a written explanation of the study. 

4. 1 understand that my participation in the study involves one in-person interview and 

possibly one other telephone interview with the principal investigator. The face-to- 

face interview will be audio recorded. Each interview will last approximately one to 

one and one half hours. 



5 .  1 understand that I may withdraw from the study at any time without penalty to me. 

1 rnay rehise to answer specific questions at any time during the interview if 1 so 

desire. 

6 .  1 understand that any information 1 provide during the study will be kept 

confidential. Only the principal investigator, members of her advisory committee, 

and a transcnber will have access to the inteniiew tapes, tnnscnpts, and notes rhat 

are directly related to my participation. The tapes, transcripts, and notes will be 

identified by a code number ooly. My name will not appear on any tape, vanscript, 

note, or in the report of the study. Only the principal investigator will know the 

names of those who participate in the study. Consent forms, tapes, notes. and 

transcripts will be kept in a locked cabinet. After seven years from the cornpletion 

of this study these will be destroyed; printed matter will be shredded and tapes 

erased. Participants will be acknowledged for their contributions to the study as a 

group. 

7 .  I understand that 1 do not face any nsks by participating in this study as the 

principal investigator has no influence over my employment. 

8. 1 understand that 1 will be provided with a copy of this consent form. 

9. 1 understand that 1 may contact Ellen Brownstone, Principal Investigator at (204) 

789-3665 (office) or (204) 475-5432 (home) at any time, if 1 have any questions 

about my participation in this study or Dr. Alexander Segall, Advisor at (204) 474- 

9487, or Dr. Kenneth Hughes, Dean. Faculty of Graduate Studies, University of 

Manitoba at (204) 474-9887. 



My signature below indicates my agreement to participate in the study. 

Participant 

Date 

1 wish to receive a summary of the results of this study. 

If Yes: 

Researcher 

Yes 



APPENDIX D 

Participant Recruitment Advertisement - Dental Hygienist in Private 

Practice 

A STUDY OF THE PROFESSION OF DENTAL HYGIENE 

WOULD YOL? LIKE TO PARTICIPATE IN A STUDY OF THE 

CULTURE AND PROFESSIONALIZATION OF DENTAL HYGIENE?? 

I'M INTERESTED IN HEARING YOUR VIEWS! 

ELIGIBILITY: PART-TIME OR FULL-TIME DENTAL 

HYGIENIST IN PRIVATE PRACTICE 

YOUR PARTICIPATION WOULD INVOLVE AN INTERVIEW 

WITH THE RESEARCHER, ELLEN BROWNSTONE 

IF YOU ARE INTERESTED IN VOLUNTEERING FOR THIS STUDY 

PLEASE RETURN THE BOTTOM HALF OF THIS FORM FOR 1MOR.E 

INFORMATION. NOT EVERY DENTAL HYGIENIST WHO IS 

INTERESTED WILL BE SELECTED FOR THE STUDY. 



STUDY OF THE PROFESSION OF DENTAL HYGIENE 

NAME: 

ADDRESS: 

PLEASE RETURN THIS FORM TO ELLEN BROWNSTONE, APT. B ,  

1055 DORCHESTER AVENUE, WINNIPEG, MANITOBA, R3M 0R2. 



APPENDIX D 

Participant Recruitment Advertisement - Dental Hygiene Student 

A STUDY OF THE PROFESSION OF DENTAL HYGIENE 

WOULD YOU LIKE TO PARTICIPATE IN A STUDY OF THE 

CULTURE AND PROFESSIONALIZATION OF DENTAL HYGIENE?? 

I'M INTERESTED IN HEARING YOUR VIEWS! 

ELIGIBILITY: SENIOR DENTAL HYGIENE STUDENT IN A 

DIPLOMA PROGRAM OR STUDENT IN A DENTAL HYGIENE DEGREE 

PROGRAM 

YOUR PARTICIPATION WOULD INVOLVE AN INTERVIEW 

WITH THE RESEARCHER, ELLEN BROWNSTONE 

IF YOU ARE INTERESTED IN VOLUNTEERING FOR THIS STUDY 

PLEASE RETURN THE BOTTOM HALF OF THIS FORM FOR MORE 

INFORMATION. NOT EVERY INTERESTED STUDENT WILL B E  

SELECTED FOR THE STUDY. 



STUDY OF THE PROFESSION OF DENTAL HYGIENE 

NAME: 

ADDRESS: 



APPENDIX E 

Invitation to Participate - Dental Hygienist in Private Practice and 

Dental Hygiene DiplomalDegree Student 

Thank you for expressing your interest in 3 study of the profession of dental 

hygiene. 1 am a doctoral student at the University of Manitoba in an interdisciplinary 

program. As a part of my Ph.D. studies, 1 will be conducting a research study. The 

primary question to be addressed in this study is "What are the perceptions. beliefs. and 

experiences of representatives of the dental hygiene comrnunity with respect to the 

professionalization of dental hygiene?" 

Little research has been conducted to determine and understand the complex cuiture 

of dental hygiene in relationship to its professionalization. A formal investigation of the 

professional views, beliefs. perceptions, experiences, and aaitudes of members of the 

dental hygiene community has never been cmied out. Using a qualitative method of 

inquiry, the occupation of dental hygiene will be studied in a systernatic fashion in order to 

conceptualize the culture of dentai hygiene and to understand the structure. organization. 

inter-occupational relationships. work roles, and socialitation factors involved in dental 

hygiene's professionalization. 

The sample chosen for this snidy includes dental hygienists and dental hygiene 

students. As a participant in this study you will be asked to be involved in an in-penon 

interview wiih myself which will last approximately one to one and one haif hours. You 

will be asked to discuss your views, thoughts, beliefs, perceptions and experiences as a 

dental hygienist. This interview will be audio recorded with your consent. You may also 

be asked to participate in a second telephone interview which will focus on validating a 

concept map ( a visual description on paper of your thinking about the culture of dental 



hygiene) which you will receive from me prior to this interview. If dunng the course of the 

interviews you find that you do not wish to answer a particular question, you may decline 

to answer at any time. As well, you are free to withdraw from participating in the study at 

any time. Both interviews will be scheduled at your convenience. 

It is important for you to understand that any information that you provide during 

the course of the study will be kept confidentid. Only 1, the members of rny advisory 

cornmittee. and a vanscriber will have access to the tapes. notes. and transcripts of die 

interviews. These tapes, notes and transcripts will be identified with a code number only 

and your name will not appear on any of this information. 

1 will cal1 you within the next week to determine your willingness to participate and 

to answer any questions that you may have. If you choose to participate. we will set a time 

and place (your city of residence) for the first interview. Pnor to this interview you will be 

asked to sign a Consent Form. indicating that you have agreed to be in the study. You will 

receive a copy of this form for your records. 

Thank you for considering this request. 1 look forward to speaking with you. 

Sincerely, 

Ellen Brownstone, Dip.D.H.. M.Ed. 



APPENDIX F 

Thank You Letter To Respondents Not Selected For Study 

Tliank you for your interest in participating in a study of the "Profession of Dentai 

Hygiene". A random selection of participants has been made and unfortunately your name 

was not drawn. An anicle on the results of the study will be published in the Canadian 

Dental Hygienists Association Journal: Probe if you are interested in reading about the 

outcomes of this research. 

Once again. thank you for taking the time to express your interest in this study. 

Sincerely , 

Ellen Brownstone, Dip.D.H., M.Ed. 

Ph.D. Student. University of Manitoba 



APPENDIX G 

Consent Form - Dental Hygiene Diploma StudenVDental Hygiene 

Degree Student 

This confirms that 1, , having met the 

conditions for this study, agree to participate in the study. Specifically, 1 understand and 

agree to the following: 

1 .  The purpose of this study is to detemine how dental hygienists and dental hygiene 

students conceptualize the professional culture of dental hygiene. Specificaiiy. the 

study will atternpt to elicit an understanding of the thoughts, beliefs, perceptions. 

and experiences held by dentai hygienists and dental hygiene students about the 

professionalization of the dental hygiene occupation. 

2 .  The study is being conducted by Ellen Brownstone as part of her program 

requirements for her doctoral degree. The members of the advisory cornmittee 

include: Dr. Alexander Segall, Advisor and Dr. Karen Grant (University of 

Manitoba, Department of Sociology, and Dr. Wesley Pue (University of British 

Columbia, Faculty of Law). 

3 .  I have received a written expianation of the study. 

1. 1 understand that my participation in the study involves one in-penon group 

interview with the principal investigator which will be audio recorded. 1 may also 

participate in a second telephone interview. Each interview will last approximately 

one to one and one half hours. 



1 understand that I may withdraw from the study at any time without penalty to me. 

I may refuse to answer specific questions at any time dunng the interview if 1 so 

desire. 

6. 1 understand that any information 1 provide during the study will be kept 

confidentid. Only the principal investigator, members of her dvisory cornmittee, 

and a transcriber will have access to the interview tapes. transcnpts, and notes that 

are directly related to my participation. The tapes, transcripts, and notes will be 

identified by a code number only. My name will not appear on any tape, transcnpt, 

note, or in the report of the study. Only the principal investigator will know the 

names of those who participate in the study. Consent foms, tapes, notes. and 

transcripts will be kept in a locked cabinet. After seven years from the completion 

of this study these will be destroyed; printed matter will be shredded and tapes 

erased. Participants will be acknowiedged for their contributions to the study as a 

group. 

7. 1 understand that I do not face any nsks by participating in this study as the 

principal investigator has no influence over my educational program in dental 

hygiene. 

8. 1 understand that I will be provided with a copy of this consent fom. 

9 .  1 undentand that 1 rnay contact EIlen Brownstone, Principal Investigator at (204) 

789-3665 (office) or (204) 475-5432 (home) ai any time, if 1 have any questions 

about my participation in this study or Dr. Alexander Segall, Advisor at (204) 474- 

9487, or Dr. Kenneth Hughes, Dean, Faculty of Graduate Studies, University of 

Manitoba at (2û4) 474-9887. 



My signature below indicates my agreement to participate in the study. 

Participant Researcher 

Date 

I wish to receive a summary of the results of this study. 

If Yes: 

Yes No 

ADDRESS: 



APPENDIX H 

Interview Guide - Cote Questions 

1 . What is your image of a dental hygienist? 

2. How do you perceive the professionai role of the dental hygienist? 

3 .  Did (or has) your dental hygiene education contributed to your self- concept of a 

dental hygienist? What specific factors or people in your program helped you 

develop a professional identity? How? 

4. What ideas and objectives do you think are characteristic of the culture of dental 

hygiene? What values guide dental hygiene as an occupational group'? 

5. When you think about dental hygiene gaining professional status. what does 

that mean to you? 

6. What are 3 things that dental hygiene has to do in order to achieve its professionai 

goals? What about individual dental hygiene practitioners, or educators. or others? 

7 .  In your opinion who has been involved in dental hygiene's professionaiization, 

and why? 

8. What do you believe, if anything, will prevent dental hygiene from having full 

professionai status? Why? 

9. What makes dental hygiene a distinct and unique occupation? 



10. Dental hygiene has k e n  criticized for not having its own body of 

knowledge/research and hence has not earned true professional status. Do you 

agree? Why? Why not? 

I 1.  In your opinion, will dental hygiene self-regulation and independent practice 

result in professionalization? Why? Why not? 

12. Can you describe your view or understanding of the relationship between dental 

hygiene and dentistry in the dental division of labor? What is it based on? 

13. Do you think that dental hygiene will ever gain autonomy from dentistry? How? 

14. How would you describe the professional relationship and roles between dentists 

and dental hygienists? Should occupational boundaries remain as they are and 

why? 

15. Does organized dentistry have power over organized dental hygiene? How? 

Do dentists controi dental hygienists in the work setting? How? 

16. Are women best suited for dental hygiene practice? Why? 

17. Does the fact that dental hygiene is predominantly femaie affect the occupation's 

professionalism? Why? 

18. What do you see as dental hygiene's future? 



Additional Questions For Sample Sub-Groups 

Dental Hygienists 

1. Can you tell me about your own experience or involvement in transforming dentai 

hygiene from a serni-profession to a profession? 

2 .  Having discussed what you believe to be the ideas and values of the dental 

hygiene profession, are these put into practice in the "real work world" of dental 

hygienists? Why? Why note? 

3. Can you tell me whether you are personally or professionally involved in 

activities or organizations outside of your work environment which you feel 

contribute to dental hygiene's growth and development'? 

4. How do you feel when you hear a dentist cal1 a dental hygienist the "girl in the 

office"? Why? 

5. In your opinion is the current mode1 of dental hygiene education in Canada 

appropriate? Why ? Wh y not? Please explain. (educators only) 

6 .  Do you feel that today's graduates in dentd hygiene are adequately prepared 

to meet the challenges of practice? Please explain (educators only) 



Students 

1. When did you actually decide on dental hygiene as a career? Why? 

2. Please name 3 issues of importance to the dental hygiene occupation? 

3. How do you envision yourself practising dental hygiene 10 years from now? 



APPENDIX 1 

Analyzed Documents 

(a) Dental Hvgiene: Definition and Scow - Draft (CDHA. 1994~) 

(b) Education Standards - Dnft (CDHA, 1994d) 

(c) Canadian Dental H~ien is t s  Association Code of Ethics (CDHA. 1992a) 

(d) Canadian Dental Hv~ienists Association Constitution/L'Xssociation Canadienne des 

-ienists Dentaire and Bvlaws (CDHA, 1992b) 

(e) Management of Dental H~giene Care Position Statement (CDHA. 1992c) 

(f) "Dentai Hygienists Regulation" (College of Dentai Hygienists of British Columbia, 

1994) 

(g) Regulation No. 7 - Dental Hveienists. Sections 6.2. 6.3 (Nova Scotia Provincial Dend 

Board, 1992) 

(h) Canadian Dental Hvgienists Association MissionNision Statement - Draft (CDHA, 

1995a) 

(i) Boomhour, 1992a, 1992b, 1993a, 1993b, 1993c, 1995; Borowko, 1994a. 1994b, 

1994c, 1995a. 1995b, 199%; Edgar, 1994; Forgay, 1995a, 1995b. 1995~; Frizell. 

1990. 199 1 a, 199 1 b; Goulding, 1990, 199 1. 1993a, 1993b; Guest, 1995: Landry. 

1994a. 1994b. 1994~; Mitchell, 199 1 a, 199 1 b, 1992a, l992b; Pimlott & Zier, 1990; 

Richardson , 1993a, 1993b, 1 9 9 3 ~ ~  1994a, I994b, 1994c 



APPENDIX J 

CONCEPT MAPS OF STUDY PARTICIPANTS 



Concept Map - Participant 2 

PRESENT s FUTURE u 



CONCEPT MAP - PARTICIPANT 2 

COMMUNITY HEALTH PRACTITIONER 

CONCEPTUALIZATION OF DENTAL HYGIENE 

PRESENT 

. Attributes of Dental HygieneDental Hygienists 

- practice standards 

- ethics 

- "cxing" practitionen 

- prevention oriented 

- emphasis on communication 

Professional Roie 

- inter-relationships with nurses. members of dentai cornmunity and other 

heal th professionals 

. Distinct from dentistry re: promotion and "people" skills 

. Wuys of defning dental hygienist re: licensure in Ontario 

Aspects of "orvn " deveiopment of professionai iden t i~:  

- self-image 

- visibility in cornmunity - church, professional dental hygiene organizations 

FUTURE 

Expanded Practice - diagnosis, independent decision-making, community practice, 

outreach 

Increased inter-professional collaboration 



DEVELOPMENT OF DENTAL HYGIENE 

TNDIVIDUAL LEVEL (DENTAL HYGIENTST) 

Dental hygienc student experiences - university traditions and role modeling, 

socialization 

Different than dentists - people oriented and fociis on promotion versris cure 

In the past mostly women ; in the fiiture will be gender neutral 

Self development - in ternalize professional iden tity over tirne 

Importance of mentors 

OCCUPATIONAL LEVEL (DENTAL HYGIENE) 

In Ontario. in past limited to women - shaped by denristry as "womens' work" 

- gender discrimination and subordination 

CDHA has had strong role in developing occupation and narional identity 

Distirzct from denris- re: roles - preventiodproniotion and client centred versrrs 

treatment 

Occupational relationship with dentisty greatly influenced by gender issues and 

hiertrrchical structure 

In the ficture greater autonorny for dental hvgiene related to government support and 

health cure reform 

DENTAL HYGIENE PROFESSIONALISM 

INDIVIDUAL 

. Caring, interpersonal skills, making independent decisions, providing full range of 

dental hygiene services, independent practice (one aspect, but not only aspect) 

. In ternalization of professiund d e  



OCCUPATION 

Developing in ter-professional relationsh ips 

Dental h yg iene prafessionalism 

- Sociological Factors - independence. self-regulation. prnctice standards, ethics, 

continuing education 

- Professional Factors - distinct body of horvledge. emerging profession 

Future - Working in commrinity centres, shift in roles and work settings 

Visibility in communi~  

. Need dental hyg iene leaders/advocates 

RELATIONSHIP WITH DENTISTRY 

In On fa rio. professionai conflict re: econorn ics, status, con trol, domination. roles 

Subordination a dentiste 

Gendered aspects of relationship - mule dominance at individual and occupational 

le vels 

Economic e-rploitation of den ta1 hyg ienists 

Hierarchica 1 at practice levei 

Future - cliallenged bv governmen t initiatives re : healtlz care d e l i v e ~  

Dentists control ways in which hyg ienists practice 

"De-skilling " by dentistry - limiting scope of practice 

lncrease in number of men entering dental hyg iene may alter relationslz ip and working 

conditions 

Historically a patriarchal relationship - stilf ongoing 

Dental hygiene established as "womens ' work" 

ENABLERS 

. RoleofCDHA 



Sev-regulation - most important 

Govemment srippori (such as in Ontario) 

Dental hygiene leadership 

Developing body of knowledge distinct from dentistg 

Movement from dependence to interdependence with dentistry 

Zncrease dental hyg iene education level as basis for pro fessional role 

Independent practice as an element of professionalization 

Incrense education program length allow for professional socialiiation (On ta rio) 

Dental hyg iene positioned well in health care refunn - cost-effective preven tive care 

Public persuasion 

BARRiERS 

Orgonized dentistn, and individiial dentists - control, duminance. have political clo~it 

. Gendered nature of relationships between dentistry and dental hygiene 

. C~irren t working arrangements fo r hyg ien ists under dentistry 

Structure of 3rd party insurance and provincial fee guides influence dental hygiene 

practice 

. "De-skilling"bydentist~(limitscopeofdental~gienepractice) 

DENTAL HYGIENE EDUCATION 

PAST 

. Factors in Leaming Dentai Hygiene 

- importance of "traditional" university programs and a student's development of 

a professional selfconcept 

- own Amencan student experiences re: exposure to professional dental hygiene 

organizations 



- combined classes with dental students - interaction not pemiitted, segregated 

clinics 

- exposure to cornrnunity dental hygiene and other dental hygiene roles 

- importance of theoretical scientific base to practice 

- convol over student dress and appearance re: professional role 

PRESENT 

. Cil rrent mode1 in Ontario inadequate tu prepare ' ~rofessional ltvg irn ist " 

. Present model had changed from longer program length prior ro I WUS 

FUTURE 

. Nerd iizcrease program lengrh in Ontario re: developmenr ofdecisicn-muking skills 

and e.rpainion of dental hvgiene role ( I  year pre-requisites and 2 years dental hygiene 

founda tiun) 

. Movernent towards degree as entn, level - related tu professional statiis of dental 

hygiene 

. Graduate edrrcation important for dental hvgiene occlcpation to have 



Concept Map - Participant 5 

FEATURES OF PROFESSIONAUSM [-- [[) )--] 

I DENTAL HYGIENE IN 
TRANSITION I 

OCCUPATION fj 



CONCEPT MAP - PARTICIPANT 5 

DIPLOMA EDUCATOR 

DENTAL HYGIENE IN TRANSITION 

Evolving role of dental hygiene in communication, promotion, public health, 

multidisciplinary care, home care 

Emerging profession - related to developing theoy 

Changes in regulation will not Zead to complete aittonomv from dentistry 

Working arrangements alte ring - increme in dental hyg iene independent contracting 

Employrnen t setting options should be avaiZabZe in futirre (e. g. ) independent practice, 

comrnunity health centres 

Public awareness of dental hygiene role improving - perception of differences in dentist 

and dental hygienist skill level re: periodontal care 

Curren t and future qualities/truits of dental hyg iene recruits m q  alter dental hyg iene 

roles and prarrice (recruits have increasingly strunger and broader backgrounds) 

DIMENSIONS OF PROFESSIONAL PROJECT 

FEATURES OF PROFESSIONALIZATION 

Expanded employment opportunities re: work settings (community health centres) 

Prima- health care providers - shiff from dependence to independence 

Most important is that the establishment of a profession cornes Rom extemal 

recognition - other professions and the public 

More professionuf development - distance education (Ontario) 

Individual inrrinsic belief in fije-long leaming 

Hygienists with diplornas and hygienists with degrees/advanced degrees 



A "collective" effort of srudents, educators, practitioners and leaders 

Positive intra-professional relationsh ips between hygienists important to 

profissional isrn 

ENABLERS 

Legislutive frnmework to allow for expanded work settings 

Dental hygiene research development - more scient@, less empirical 

IOO% membership in ODHA 

CDHA has ongoing focus on professionaiication 

Parallel benveen feminist movement and dental hvgiene professionalizc?ion 

Self- reg rilation critical 

Leude rs in dental hyg iene g ive occupation direction 

Advocacy groups (e.g. ) DHEAO 

LIMITAmONS 

. Restrictive regulation of dental hyg iene (Ontario) 

. Subordination by dentistry - "auriliary " role 

. Dependent role forced on dental hygienists by dentists 

. Gender issues benveen dentists and dental hygienists - control, supervision. 

dependence ut individual level and "oid boys" network ut orgunized level (ODA & 

CDA) 

3rd party coverage f m r s  re: preventive services will limit dentd hygiene practice 

DENTAL HYGIENE EDUCATION 

Teaching t'individualized caret' 

. Integrate non dental hygiene theon, to expand dental hygiene theory base 

. Should encourage professional membership through programs 



Developrnent of advanced dental iiygiene education and relationship tu expanded roles 

(e.g.) research 

Professiional socialization of stzidents is important role for educators 

Adequate in Ontario in diplorna programs 

Sh@ fm hornogeneous student population to recruits with diverse backgrounds 

IDENTITY OF DENTAL HYGIENE 

NDMDUAL (DENTAL HYGIENTSTS) 

. Characteristics: people oriented, prevention focus . "caring ': embrnce chang P, nltruistic 

, Leaming dental hygiene and development of self-concept 

- influence of role rnodels 

- professional socialization 

OCCUPATION (INCLUDES PROFESSIONAL ASSOCIATIONS AND LICENCING 

AUTHORITY) 

Guided by practice standards and q u a l i ~  assurance 

Developrnent of "deri ta1 hvg iene diagnosis " 

ScientiFc basis for practice - much borrowedfrom otherjïelds 

Relationship with dentistry 

Pmt - 
- dental hvgiene had auxiliav statw 

- g ende r requirements for dental hyg ienists leg islnted (On tario) 

Present 

- many hygienists have "control" over prevention practices in dental ofice 

- organized dentistry dominates organized dental hygiene 



- individual dentists who control hygienist practice - consequences of this 

control 

are professional personal, and ethical 

- dental hygiene has beconie more assertive as "women" have becorne more 

assertive 

Future 

- rnay be more collaborative ai organized and individual levels as dental 

hygiene moves into communiry settings. will gain autonomv 




