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ABSTRACT

Has the new health legislation, the Regulated Health Professions
Act, 1994, changed the social organization of health care delivery
in Ontario? My research has shown that this new legislation, which
governs twenty-four health professions, is a site of power
relations.

The seemingly mundane and ordinary practice of oral health care
delivery is examined to find evidence of change in the social
organization of health care. The relationship between two
providers of services surrounding the mouth and oral health care,
dental hygiene and dentistry exemplify the power relations and the
inherent resistance emerging as the legislation is enacted. The
evidence at this time indicates that the existing professional
monopolies may not be disrupted easily, even with new legislation.
The themes that emerged from the struggle to reframe the relations
between dentistry and dental hygiene under the new R.H.P.A. are:
discourse/language, professional dominance, technologies of
bureaucracy, gender, and power/knowledge.
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STRACT

Has the new health legislation, the Requlated Health Professions
Act, 1994, changed the social organization of health care delivery
in Ontario? My research has shown that this new legislation, which
governs twenty-four health professions, is a site of power
relations. Part of the intent of the R.H.P.A. was to increase the
accountability of professionals and to increase the consumer’s
ability to access affordable options for health care.

Michel Foucault provides this researcher with a way to examine the

initial impact of the R.H.P.A. He respects differences and
acknowledges exclusion in discourse as he analyzes modernity from
various perspectives. He thinks and conceptualizes power as

diffused through multiple social sites, as something that is
exercised, not as something such as a position that is held in a
hierarchical structure. Foucault insists on a close connection
between power and resistance. Resistance is not external to power
but inherent to power relations..

Using personal experience of the professional self-governing
process and Foucault’s approach to power relations, the seemingly
mundane and ordinary practice of oral health care delivery is
examined to find evidence of change in the social organization of
health care. The relationship between two providers of services
surrounding the mouth and oral health care, dental hygiene and
dentistry exemplify the power relations and the inherent resistance
emerging as the 1legislation is enacted. Dental hygiene is
struggling to attain autonomy and is advocating for more
interdependent provision of health services and the public’s
freedom to choose their access point to preventive oral health
services. Dentistry is struggling to preserve the ‘’status quo.’
A ’tug of war’ is taking place between the implementation of more
community based, preventive services of interrelated health care
providers, and the preservation of the traditional, independent,
fee-for-serve treatment practices. However, legislation has
legitimized and enabled many emerging professions such as dental
hygiene to voice their concerns through open consultations and
public forums.

The evidence at this time indicates that the existing professional
monopolies may not be disrupted easily. Thus, distribution of non-
traditional health care providers to alternate practice settings in
urban communities or Northern, remote and rural areas, is not an
immediate result of the passing of this new legislation. The
themes that emerged from the struggle to reframe the relations
between dentistry and dental hygiene under the new R.H.P.A. are:
discourse/language, professional dominance, technologies of
bureaucracy, gender, and power/knowledge.



GLOSSARY OF ACRONYMS

The follo&ing acronyms have been used in the text.

'H. ) L]

H.P.L.R.

M.O.H.

A.D.M.

P.R.B.

HOD-AG

D.H.A.

H.P.R.A.C.

COD'UHQOQ

R.C.D.S.0O.

C.N.O.

O.D.A.

OOD.H.A.

Regulated Health Professions Act, 1994
Health Professions Legislative Review
Minister of Health

Assistant Deputy Minister

Professional Relations Branch
(reports to A.D.M. and .M.O.H.)

Health Disciplines Act (prior to R.H.P.A.)
Revised Statute of Ontario 198 Chpt. 196.,
1976

Dental Hygiene Act, 1991

Health Professions Regulatory Advisory
Council who provides arms-length, non-
binding advice to the Minister of Health on
issues concerning the regqulation of health
professionals. The Council is composed of
7 members from outside government, the
civil service, and the health professions.

College of Dental Hygienists of Ontario
Royal College of Dental Surgeons of Ontario
College of Nurses of Ontario

ontario Dental Association

ontario Dental Hygiene Association

(vii)



CHAPTER 1:
INTRODUCTION

This research was initiated to determine what effect new
health legislation has on the social organization of health care
delivery in Ontario. Does the Requlated Health Professions Act,
19924 in fact change the social organization of health care delivery
in oOntario? As the research progressed, it became evident that
there is a division between the changes for the newly regulated
providers and the changes for consumers. There is a definite
change in social organization for the providers with the
introduction of the R.H.P.A. Legislation has legitimized and
enabled many emerging professions, such as midwifery, nursing and
dental hygiene, to voice their concerns through open consultations
and public forums. Also, it has become apparent that the existing
professional monopolies may not be ruptured easily and that the
distribution of non-traditional health care providers to alternate
delivery settings in urban communities or in Northern, remote and
rural areas will not be immediate and will require consumer
advocacy for freedom to choose previously unavailable or
inaccessible health care services.

As a participant observer, knowledgeable and experienced in
the regulatory process, qualitative research is the method chosen
for this study. Using personal experience and Foucault’s approach
to power relations and the inherent resistances, a seemingly
mundane and ordinary practice, oral health care delivery, is
explored. The study provides an opportunity to 1look at
constrasting perceptions regarding practices surrounding the mouth.

1



The e ated alth rofessions ct 1994, new health
legislation in the province of Ontario, proclaimed December 31,
1993, is a site of power relations and health politics. Included
with this legislation are twenty-one profession specific Acts
regulating twenty-four health occupations (Appendix A). Many of
these health occupations are independently regulated for the first
‘time. This study takes the new legislation as a starting point and
also looks at pre-proclamation events such as previous health
legislation and the findings of the Health Professions Legislative
Review. The R.H.P.A. and the twenty-one profession specific Acts
establish a whole series of power networks that invest in the body.

For the purpose of this study, dentistry and dental hygiene
are used as examples of resistance and, thus, new power relations
that are occurring with this new professional regulatory
legislation. Gross has stated that:

... changes in 1licensing regulations that enhance

competition and accountability will create other changes

which will shape professional services to raise quality,
reduce cost, and increase public self-protection (Gross,

1984: xii).

Looking at dental hygiene’s attempt to regulate itself
independently of dentistry provides, for this researcher, a
starting point and a point from which to stand. As the requlatory
body of dental hygiene (the College of Dental Hygienists) attempts
to have the word ‘order’ removed for prophylaxis, the non-
contraindicated procedures of scaling and root planing, the

possibility for change in the social organization of health care

delivery and the opposition and resistance to the ’‘status quo’



emerge. These two health occupations provide a contrast between
dental hygiene, an emerging preventi\;e/health promotion, wellness-
oriented health care provider, and dentistry, an established,
curative medical treatment-focused health care provider. These two
valued perspectives openly clashed as both regulatory bodies
prepared for proclamation of new health legislation. The study
focuses on dentistry’s attempt to maintain control of dental
hygiene through dentistry’s interpretation of the word ‘order’ in
its regulations, and dental hygiene’s resistance to continued
subordination by its attempt to amend the Dental Hygiene Act. 1t
will be shown that this struggle indicates a change in the social
organization of health care delivery for providers.

Hopefully, this new regulatory system for health care
professionals will result in positive changes in health care
delivery. It is possible that the way society thinks and perceives
of health care in general and oral health éare in particular could
be so different in the future that it would be unrecognizable from
this present stand point. I present my perspective to avoid any
misinterpretation by the reader.

Independent regulation for dental hygiene means increased
accountability and autonomy. My perspective is that this autonomy
does not mean freedom to be entrepreneurs nor freedom to reproduce
the established traditional patterns of hierarchy and patriarchy,
rather it is freedom to form new alliances and to work in non-
traditional practice settings. The freedom to form new alliances

with health care professionals such as nutritionists, chiropodists,



massage therapists, nurses, etc., could provide the opportunity to
re-establish the link between the mouth, the gateway to the body
and the rest of the person. Good oral health is inextricably
linked to good general health. Oral health is not just\a matter of
apperance. The mouth is essential to speech and the digestive
system. Poor oral conditions affect social interaction and
apperance and contribute unnecessarily to pain and erode the
individual’s morale and overall attitude. Oral health problems can
have significant consequences on an individual’s general health and
quality of life. However, the present funding system appears to
separate the mouth from the rest of the body. Countries such as
Norway, Sweden and Scotland recognize that oral health is important
to total health and include oral health in publicly funded health
care programs.

I see a -collaborative approach to health care, one whicﬁ
includes a "circle" of providers of care, not a "ladder" or
hierarchy of curative treatment providers. This freedom will
enable and empower providers to work interdependently in their
preferred location with other health care providers of their
choice. I conceive these alliances perhaps in community health
centres, to be a new version of the "old time" family physician who
knew and understood the family with all of its interactions and its
social, spiritual, physical and emotional components. The body and
person will be recognized as a unified whole, connected to the
external environment. The various health care providers will

collaborate with each other and the client in attempts to achieve



good health and total well-being. So, it is my hope that clients
will have the freedom to choose health care providers in
appropriate practice settings in all communities in all parts of
the province.

Discourse/language can be effective in changing the public’s
perception and awareness of certain practices within society.
However, discourse/language can also perpetuate established
traditions of power/knowledge. The word ‘order’ is an example.
The word ‘order’ is included in a few, mainly female dominated,
profession specific Acts. The word ’‘order’ in the Dental Hygiene
Act acts as a catalyst which reveals two different and valued
perspectives, dentistry (treatment) and dental hygiene
(prevention). The word ’‘order’ carries with it historical,
military language (Appendix B). It is a coded sign of obedience.
It is a word that traditionally differentiates values and levels of
knowledge. Thus, the inclusion of the word ’‘order’ is questionable
in new health legislation as it is impregnated with professional
dominance, power, and the privileges of specialized knowledge,
technologies of bureaucracy, and gender inequities.

The social organization of oral health care is generally
considered a rather ordinary and mundane practice. However,
looking at this rather mundane practice provides the opportunity to
observe speech and language practices that surround the mouth. It
becomes evident to this researcher that the mouth and its care are

examples of the way power is exerciged.



The research reported here shows that this new, multi-health
occupational legislation is a site of power relations with their
inherent resistances. The relationship between two providers of
services surrounding the mouth and oral health care, dentistry, and
dental hygiene exemplify power relations and sites of resistance.
Related themes and patterns emerge. The central themes discussed
are: discourse/language, professional dominance, technologies of

bureaucracy, gender, and power/knowledge.



CHAPTER 2:
METHODOLOGY

As a participant, I was actively involved in the discussions
which comprise much of the data. As a student preparing to develop
a thesis, I studied articles regarding the regulation of
professions, dental care or lack of it in various countries, and
sociological theories. 1In undertaking this research project, I
applied the academic materials to the living experience.

Discourse is central to this thesis as the study of speech and
language in the official documents, meetings, submissions and
correspondence reveals particular themes. These themes and
patterns are supported by theory in the academic literature.
Thesis Question

"Does enactment of the Regulated Health Professions Act change
the social organization of health care delivery?" As the research
progressed, it became evident that there are two aspects to this
question. One involves the providers of services and the other
involves the consumers. On one level, the change in the social
organization of health care delivery is evident as the new,
independently regulated providers such as dental hygiene are
enabled through the 1legislation to publicly contest and resist
established practices. However, it is not yet clear whether the
new legislation will enhance competition, nor whether consumers of
health care sérvices will have increased access to available and
affordable services of their choice, or whether the newly regulated

professions will be permitted to provide services in non-

traditional practice settings.



Parameters of the Study

The parameters of the study are the pre-proclamation period
between November 1992 and December 31, 1993, and, the post-
proclamation period of January 1, 1994, to April 30, 1995.
Qualitative Analysis

Qualitative data analysis is systematic and 1logically
rigorous. It looks for patterns or relationships. There is no
statistical analysis as the data is not in the form of numbers, but
in the form of words:

Words are not only more fundamental intellectually; one

may also say that they are necessarily superior to

mathematics in the social structure of the discipline.

For words are a mode of expression with greater open-

endedness, more capacity for connecting various realms of

argument and experience, and more capacity for reaching
intellectual audiences (Neuman, 1991: 414).

Data Analyszed

Words from official documents, meetings correspondence and
submissions to H.P.R.A.C. will be looked at for emerging themes and
patterns.

As a qualitative researcher, I proceed by extracting themes
and organizing the data to present a coherent, consistent picture.
It is evident that attempts have been made, through legislative
changes, to reorganize health care delivery. In preparation for
legislative enactment, the applications of power and the inevitable
resistances become evident.

Agonism
Granted independence as a regulatory body, dental hygiene was

enabled to contest the existing institution of dentistry and the



practices surrounding the mouth. This liberation allowed for the
complicated interplay involving dentistry and dental hygiene, the
struggle and ‘agonisms.’ An agonism is a relationship which is, at
the same time, reciprocal incitation and struggle, a permanent
provocation rather than a face to face confrontation. It is rather
like a wrestling match; a mental, emotional, and physical contest
in which the opponents develop a strategy of mutual taunting
(Dreyfus and Rabinow, 1983: 221-2). Various data serve to
illustrate the agonisms.
Official documents include:

the Health Disciplines Act 1976;

the Requlated Health Professions Act 1994;

the Dental Hygiene Act 1991;

Striking a New Balance;

proposed amendment to the Dental Hygiene Act;
selections from Legislative committee meetings;

summary of the Professional Relations Branch consultative
process; and,

submissions to the Health Professions Regulatory Advisory
Council.

The Transitional Cpuncil for the College of Dental Hygienists
was a significant factor in dental hygiene’s attempts to initiate
change in oral health delivery. The Transitional Council was
appointed in 1992. Unlike other established regulatory councils
such as dentistry, this particular Council was composed of an equal
number of public and professional members, and was reflective of
the residents of the province; ethnically, culturally,
economically, and geographically. The six public members and six
professional members all agreed that dentistry’s rigid

interpretation of the word ‘order’ was not in the public interest.



Don Page, a public appointee, assumed the role of coordinator
of the Regulations Working Group. Thus, he played a key role in
the attempts to amend the Dental Hygiene Act 1991.

Many meetings were held to resolve dentistry and dental
hygiene’s differences. Some were initiated by the College of
Dental Hygienists and others by the Ministry of Health. Relevant
correspondence was generatgd as a result of many meetings. Some of
these meetings included:

° November 10, 1993 - Ministry of Health Professional

Relations Branch;
o November 24, 1993 - College of Dental Hygienists

(C.D.H.0.), Royal College of Dental Surgeons
(R.C.D.S.0.), and Public Health Dentists;

° December 20, 1993 (a.m.) - Ministry of Health officials,
C.D.H.O. with consultant Jane Fulton;

° December 20, 1993 (p.m.) = C.D.H.O. including Jane Fulton
with the R.C.D.S.O.;

° April 14, 1994 - C.D.H.O., R.C.D.S.0., and Ministry of

Health officials to explain the process for May 25, 1994,
consultation session to prepare for proposed amendment;

° May 25, 1994 - Professional Relations Branch, Ministry of
Health Consultation session;

° August 29, 1994 - Professional Relations Branch and
C.D.H.O.;

) October 18, 1994 - Health Professions Regulatory Advisory
Council, C.D.H.O.;

° December 22, 1994 - C.D.H.O0. and R.C.D.S.O.

Key bureaucratic and other organizations are involved in the
study. The Ministry of Health, Professional Relations Branch of
the Ministry of Health, the Public Appointments Branch, C.D.H.O.,
R.C.D.S.0., O0.D.A., O.D.H.A., Ontario As_sociation of Orthodontists,
Ontario Society of Paediatric Dehtistry, the Ontario Society of
Periodontists, the Ontario Society of Public Health Dentists, the

SHOUT Clinic, and various consumer groups.
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After proclamation, the C.D.H.O. held forums throughout the
province to inform registrants about the legislation and the
implications of the word ‘order’ in their working relations with
dentists and the public. Also after proclamation, the Minister of
Health, in an attempt to resolve the ‘order’ issue through the
Ministerial process, directed the Public Relations Branch to hold
a public meeting of the stakeholders. The C.D.H.O.’s proposed
amendment (Appendix C) was used to initiate discussion at this open-
consultation session. This meeting was convened on May 25, 1994,
by the Public Relations Branch. The regulatory bodies R.C.D.S.O.
and C.D.H.O. were present. Also, the voluntary professional
associations of dentistry (0.D.A.) and dental hygiene (O.D.H.A.)
were present. Presentations were also made by individuals and the
dental specialities of orthodontia; paedodontia, periodontia, and
public health. Written submissions, letters and the P.R.B.’s
subsequent summary of the issues are analyzed.

Political pressure was applied on June 8, 1994, when the
Minister of Health was questioned by opposition M.P.P.s at the
Legislative Standing Committee on Estimates about her process for
dealing with the proposed Dental Hygiene Act amendnment.
Recognizing that the crowded Fall legislative agenda, with its
constrained time frame and the pending provincial election could
result in the death of the proposed amendment, the C.D.H.O. on
September 16, 1994, reactivated its request for a referral by the

Minister of Health to her Health Professions Regulatory Advisory
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Council. The matter was referred and the Minister asked for a
response from H.P.R.A.C. by April 30, 1995.

H.P.R.A.C. circulated questions with a February 28, 1995,
deadline for submissions. In March 1995, H.P.R.A.C. invited
participants to submit any new information or clarifications by
April 18, 1995. It was anticipated that a favourable report would
be submitted to the Minister, preparing the way for increased
access to dental hygiene services and, thus, a change for consumers
in their ability to access dental hygiene services. As this is
being written, the Report has not yet been submitteci to the
Minister, nor is it expected to be submitted until late August or
September 1995. Ihe delay, apparently, is the result of time
constraints and pressures of other referrals such as the Nurse
Practitioner and Naturopathy. Another delay in the legislative
process of amending the Act has been created by the election held
June 8, 1995, when the New Democratic Party of Ontario was defeated
by the Progressive Conservative party. It will take the
bureaucrats some time to brief Jim Wilson, the recently appointed
Health Minister, on the various relevant health issues, including
the proposed Dental Hygiene Act amendment.

Researcher’s Background and Participant Observation

This researcher’s involvement is not one of an uninterested
observer. My father and his father were dentists and my mother was
a dental nurse who, after marriage, stayed home to raise the
family. My socialization in the family provided me with an

understanding and perspective of the institution and practice of
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dentistry. Also, practical experience has placed this researcher
in a longstanding, participatory observation position.

Participant observation involves the researcher being a

participant during the data .gathering process.

Participant observation combines ways of data gathering

such as ... document analysis with direct observation

(Kirby and McKenna, 1989: 76).

In addition to practising dental hygiene for twenty-eight
years with a number of dentists, one half day a week for eleven
years I taught dental hygiene clinical skills. In 1980, when the
R.C.D.S.0. introduced dental hygiene representation, after more
than 30 years of regulating the profession, I was one of two dental
hygiene official observers elected by my peers. I served in this
non-voting position for twelve years. When the Transitional
Council of the College of Dental Hygienists was appointed in
November 1992, I was appointed by the government as a result of my
regulatory experience. From November 1992 until December 1993, I
served as Chair of the Transitional Council of the C.D.H.O. and
after proclamation, as President of the College in 1994 and 1995.

Through many years of involvement with the regulatory system
by dentistry and presently with the developing regulatory
organization of dental hygiene, an understanding of the process and
inside knowledge has been gained. As an insider, I am experiencing
the "agonisms" as dental hygiene struggles to attain actual
independence and self-regulation. This research project provided

an excellent opportunity to complement practical experience with

philosophical and sociological theories.
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To provide options for both providers and consumers, attempts
have been made to permit self-initiation for the controlled acts of
scaling, root planing, and curetting surrounding tissue. All the
members of the Transitional Council of C.D.H.O. encountered both
official and unofficial bureaucracies, professional dominance with
attendant differential access to powers and deficiencies of service
to the public, while advocating for increased public access to
dental hygiene services.

In addition to participating in the data collecting process,
my academic background has provided a perspective from which to
review, study and analyze the data. The themes of power/knowledge,
professional dominance, technologies of bureaucracy and gender
inequities emerge as attempts are made to change the social
organization for the consumers of health care as well as the
regulated providers.

The background to the study outlines differences in the
previdus regulatory system, such as the broad scope of practice for
licensure of professionals, leading to cartel-like functioning, the
lack of peer review of professionals, and the inability of the
consumers to participate on regulatory bodies. With previous
legislation, consumers did not influence policy decision which
ultimately affected the public. The H.P.L. Review, established in
1982, studied regulatory bodies and methods of licensure through
independent research, and held consultation with stakeholders to

achieve proposals for new health legislation that would balance

14



accountability of professionals and accessibility for consumers to
choose their health care providers.

Dental hygiene and dentistry were two such stakeholders and
some details are provided in Chapter 2. Chapter 3 introduces the
theory and 1literature wused to support the discussion of
pover /knowledge, discourse (speech and language), professional
dominance, the medical treatment model, the technologies of
bureaucracy, and gender. The discussion in Chapter 4 builds upon
the theory and 1literature and centres around the themes of
power /knowledge, professional dominance, the medical curative
treatment model, technologies of bureaucracy, and gender.

Chapter 5 is the summary of findings. Here it is shown that
there is a change in the social organization of the regulation of
the providers. New, independently regulated professionals/
providers are enabled through the Regulated Health Professions Act
to publicly resist established practices. At this time, it is not
possible to provide evidence that enactment of the new legislation
has changed the social organization of health care delivery in the
community for consumers.

Research can be continued to determine if increased access and
availability becomes a reality. The R.H.P.A. provides a wealth of
research potential, thus, a section is devoted to some suggestions
for future study. Limitations to the study are also included.

The institution and the practices surrounding the mouth have
received little attention. Thus, this study should make an

additional contribution to the sociological body of knowledge.
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CHAPTER 3:
BACKGROUND TO S8TUDY

Health Professions Legislative Review

New health legislation was proclaimed in Ontario in December
1993. In preparation for this 1legislation, credentialling,
licensing enforcement and regulation had been surveyed worldwide,
to determine if the existing model of regulating professionals
actually protected the public from harm or merely protected the
economic status of the professionals. Prior to January 1994,
medicine, dentistry, pharmacy, optometry, and nursing were granted
the power of self-regulation through the Health Disciplines Act.

The Health Professions Legislation Review, established in
November, 1982, was critical of the Health Disciplines Act, 1976,
as licensed health professions, such as medicine, had a monopoly
over the provision of services by other. health personnel. The
Review noted that there was disparity between what was licensed in
theory and practiced in reality. For example, although work in the
mouth was licensed to dentists, in practice scaling/cleaning was
done by dental hygienists. The Review concluded that many
activities provided in the health care field are not harmful.
Thus, to prohibit caregivers from providing harmless services
because "they are within the scope of a 1licensed profession
maintains a useless fiction" (Schwartz, 1989: 14). Further, it is
almost impossible to enforce an exclusive license to practice. The
Review also concluded that the existing model of the H.D.A.
perpetuated a hierarchical model and, as such, maintained unequal
relationship between the "dominant" licensed professions, the

16



registered professions, and the non-regulated professions. The
hierarchical relationship produces tensions between professions
and, therefore, inhibits cooperation and communication. The Review
states:

Licensure restricts evolution in the scope of practice of

the unlicensed professions and inhibits the development

of new professions. It inhibits innovation in how the

various health professionals can be utilized; this makes

it difficult for institutions 1like hospitals and

community health centres to use combinations of health

professionals that will provide the best service at the

lowest cost (Schwartz, 1989: 14).

The Review decided upon a controlled or authorized acts
concept. Every professional Act would contain a general scope of
practice statement describing what the profession does, the method
it uses, and its purpose. The H.P.L. Review stated that the scope
of practice statement describes for the governing body the area of
practice for which entry requirements and standards of practice are
required. Consumers can identify the proper range of the
professions’ scopes of practice. Educators have a guide to design
and update curricula. Thus, the scope of practice statement will
assist educators in developing curricula that reflect the changing
needs of society in the health care systen.

The Health Professions Legislation Review worked towards
"striking the proper balance between professional independence and
public accountability." The Review was aware that a dismantling of
the professional dominance needed to occur in the new health
legislation if the public was going to have freedom to choose
health care providers within a range of safe options. The new

health legislation was intended to promote evolution in the roles
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played by individual professions and flexibility in the utilization
of professionals so that health services would be delivered with
maximum efficiency (Schwartz, 1989: 2).

The sole purpose of regulation, according to the Review
(Schwartz, 1989: 3), is to protect the public interest, not to
enhance any profession’s economic power or to raise its status.
The public is the intended beneficiary of regulation, not the
members of the profession. The public should have the freedom to
choose its health care services and it has the right to be
protected from unqualified, incompetent and unfit health care
providers.

" Public representation on the professional regulatory Councils
would be just under 50%. It was hoped that the increased public/
consumer participation would encourage the elected professions on
the Councils to govern according to what is best for the public,
not what is best for the profession. Consumers of health care
would have direct input into the regulatory systen. Increased
public representation provides an opportunity for increased
cultural and ethnic diversity. Hopefully, the Councils would
become more representative of the public of Ontario. Also, policy
developed by Councils would focus on the public interest. The
public interest expands with the Regulated Health Professions Act
beyond "do no harm" and includes the matters of equity, access,
accountability and affordability. Service to the individual would
be provided according to their needs and professional standards

(Friedson, 1970: 223-224).
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The need for formal, periodic review of the quality of
performance of professionals’ work also was recognized by the
Review. As this need was identified, it was incorporated into the
R.-H.P.A. The Quality' Assurance programs will require
professionals, by law, to participate in continuous learning.
Hopefully, this assures that the majority of practitioners will
stay competent and current as this is definitely in the public
interest.

Also, an effective Patient Relations program is supposed to
improve the public’s perception of the profession. The public has
placed trust in the health professional and this trust has been
abused by some, for instance, by some members of the profession of
medicine. Thus, the College of Physicians and Surgeons of Ontario
has been severely criticized for ignoring the sexual abuse of
patients by some physicians. To increase the awareness of
professionals and public, every self-regulating College is required
to develop a sexual abuse prevention plan. Hopefully, through this
process, societal change will take place and the social structure
of health delivery will no longer permit behaviours such as sexual
abuse that were overlooked or excused in the past.

The Review established that self-regulation is a privilege,
not a right, of an occupational group. In order to remove the
hierarchical system, professional dominance is being dismantled.
Outside evaluation of professionals and increased public input may

be a means of establishing a balance. The new regulatory model is

19



supposed to increase the autonomy of the health occupations which
have been included in the Regulated Health Professions Act.

Dentistry is an example of one dominant profession that is not
prepared to give up its dominance without a struggle. As Coburn
noted in his research into the R.H.P.A.:

Politically, the more established occupations

(particularly dentistry) have tended ... to resist ...

more state regulation of the professions through the new

proposed system (Coburn, 1993: 136).

Also, dentistry views the increased public participationras a
major "infiltration of public or state power into what was once
purely professional organization" (Coburn, 1993: 129) and an
interference in its regulatory process. Dentistry officially
opposed self-regulation for dental hygienists during the Review.
Through state authority of the H.D.A., dentistry obtained the
political and legal position of professional dominance, protecting
it from the encroachment by dental hygiene. The Royal College of
Dental Surgeons had the power of statute to define and control the
practice of dental hygiene and thus control the conditions of work
of dental hygienists. It determined the qualifications to practice
dental hydiene in addition to influencing the educational process
for dental hygiene. "These professional privileges are legitimized
through the use of professional dental ideology which rationalizes
this extraordinary imbalance of power to be in the public interest"
(Kazanjian, 1992: 18). Dentistry had a tradition of accommodating
public health programs by varying the rules and making exceptions
for dental hygienists in those programs. The sexual division of

labour has served the interests of the dental profession in

20



maintaining the status quo rather than improving the delivery
system to meet the needs of the public (McIntyre). As might be
expected, dentistry did not accept dental hygiene’s autonomy and
independence that was to be granted through legislation. Thus, a
struggle emerges exposing opposing strategies, power relations,
and, what Foucault calls an ‘agonism’:

The voluntary organization, the Ontario Dental Hygienists
Association, became the official spokesperson for dental hygiene to
the Review, strongly supporting dental hygiene as self-regulating.
As early as 1970, in a Report to the Commission of the Healing
Arts, they recommended that dental hygiene be self-regulated and:

self-regulation would remove the conflict of interest

that is present when the governing body is also the
employer. This conflict arises when the regulatory body

that controls scope of practice, education and licensure,

is composed of employers that share the same scope of

practice and control the day to day working conditions.

When dental hygienists request a change or improvement

that may not be agreeable to the dental profession a

strong dental lobby may render the Council ineffective

(OQD.H.A.' 1983)‘

Despite opposition from organized dentistry dental hygienists
were one of the occupations granted self-regulation:

on March 12, 1987, the Minister announced that dental

hygienists will have their own governing body ... Mr.

Elston’s decision reflected the fact that while dentists

and dental hygienists work in close proximity, they are

separate professions. Dental hygiene has evolved to the

point where it is appropriate for hygienists to govern

themselves independently of dentists (Schwartz, 1989: 8).

The Honourable Mr. Elston also noted that the employer-
employee relationship between dentists and dental hygienists led to
regulatory disagreements about supervision requirements. He stated
that dental hygiene self-governance will increase effectiveness and
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allow for mechanisms and authority to address dental hygiene issues
(Elston, 1987).

Once self-regulation was acknowledged by government, organized
dentistry opposed dental hygienists having any licensed/controlled
acts or power to assess teeth and gums. The Ontario Dental
Association took a strong stand in an attempt to maintain dental
monopoly over people’s mouths.

The notion that dental hygienists should undertake
assessment and treatment of teeth and gums without the
order of a dentist is both wrong and dangerous. It is
completely inconceivable that any person with two years
training in a community college can understand the
pathology present in a patient’s mouth prior to
treatment, or, more importantly, the pathology which may
exist in a patient’s mouth after treatment. Since the
procedures involved in ‘'"preventive measures" are
invasive, invariably involve the letting of blood, they
should only be undertaken on the order of a practitioner
who understands both the procedure and the sequelae
(0.D.A., 1986: 6).

The Royal College of Dental Surgeons, in its response of
January 29, 1988, supported the O0.D.A.:

The relationship between dentists and dental hygienists
is well established and not one which neither dentists or
dental hygienists have yet determined should be changed
... In the College’s view, the dentist is and should
continue to be the "gatekeeper" of dental hygiene and it
is therefore appropriate to ensure that the licensed acts
of dental hygiene are performed "“upon the order of a
dentist 1legally qualified to make such an order"
(R.C.D.S.0., 1988: 18).

The R.C.D.S.0. does address the social structure and,
obliquely, the economic structure of dental services.

It is interesting for this writer to note that a section of
fhe R.C.D.S.0. response to the Review stated that:

the College is strongly of the view that dental hygiene
should be treated in accordance with the same principles
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utilized for other professions of similar type
(R.C.D.S.0., 1988: 18).

The profession of "similar type," not surprisingly, is
nursing. It is interesting to note, and this thesis will address
the issue of gender directly, that the professions that have an
'‘order’ in their Acts are Dental Hygiene, Medical Laboratory
Technologists, Nursing, Respiratory Therapists, and Rédiologists -
all predominantly female.

The R.C.D.S.0. response continues:

The Review has indicated to the College (R.C.D.S.0.) that
it is able to ensure that the independent practice of
dental hygiene is controlled by regulations in the
professions’ specific legislation for both dentistry and
dental hygiene. 1In the view of our legal counsel, the
ability to 1limit the independence of the practice of
dental hygiene through regulation having regard for
licensed acts which clearly establish the right to
practice independently is questionable... (R.C.D.S.O.,
1988: 19).

It is the interpretation of this writer that the Review
intended to legitimize the autonomy of dental hygiene and, thus,
increase the access of consumers to oral health care through the
new legislation.

Dentistry

"Dentistry historically has emphasized the identification
of disease and injury in order to determine the dental
diagnosis and treatment through the use of medication and
invasive methods (restorative therapy and surgery). 1In
dentistry, dental health has been operationally defined
as the mechanical elimination of disease, or the
correction of the injury by the dentist, however
temporary, fostering a dependent role for the client."
(Darby, 1990)

Dentistry, like medicine, has a tradition of organized

autonomy. Previous legislation, the Dentistry Act and the H.D.A.,
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granted dentistry exclusive organizational power over the mouth.
Dentistry maintained professional dominance and autonomy in its
control through regulations and organization of the work of its
personnel. Over the last hundred years, the normal range of dental
services provided has remained fairly constant. Also, under the
existing system of private practice, self-regulation and
professional dominance, "the dental profession has achieved too
little in Canada in the way of distributing its members to areas
where they are needed and wanted" (Stamm, 1981: 72-73).

There are ten dental schools in Universities in Canada, two in
Ontario. The Faculties of Dentistry at the University of Toronto
and Western University graduated in 1991 a total of 133 dentists
(Health Canada, 1993: 58). The number of active licensed dentists
full-time and part-time in Canada in 1991 was 14,621 and in
Ontario, 5,988. The population per active licensed dentist in
Canada in 1991 was 1,934 and in Ontario it was 1,760. In 1991,
there were 34 specialists certified in dental public health in
Oontario, no change since 1989. 1In 1991, there were 128 specialists
certified in periodontics, an increase of 5 since 1989 (Health
Canada, 1993: 48.54). Most graduate, licensed dentists are male,
and are in fee-for-service practices in urban areas. It is
estimated that approximately 85% of Canadian dentists are in
private practice (Stamm, 1981: 72).

Unlike medicine, dentistry has managed to avoid government
interference in its private |practice, financially, and

organizationally. Unlike medicine, which is funded through
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government programs, dentistry has managed to avoid third party
governﬁent payment plans. Most financial transactions with
patients are direct payment, fee-for-service, or third party
payment plans underwritten by private insurers. One out of every
four dollars spent on dental care in private dental offices comes
from non-government, third party dental coverage (Stamm, 1981: 72~
73).

The dental profession’s income is generated in private
practice from individual patients who have sought treatment. More
money is generated in a private practice by increasing the number
of patients that are treated and increasing the number of services
to each patient. (Dental hygienists add to dentistry’s income as
they can provide many services. Examinations, X-rays, scaling,
polishing, root planing, etc., and are done by the hygienist while
the dentist is performing other procedures, or merely
"supervising.") The dentist usually charges according to the
Ontario Dental Association fee guide which is the same fee that
would be charged if the dentist performed the service. Dental
hygienists generally are paid on a daily basis, excluding benefits.
This amount seldom reflects the amount of the fees charged to the
patient/client for the dental hygienist’s procedures.

Croucher documents the fact that the dominant profession of
dentistry and its curative medical model can, in fact, be an
obstacle to good oral health. In Saskatchewan, dentists lobbied to

have Government cease employing dental nurses who were very
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effectively providing dental treatment for school children
(Croucher, 1988: 346-361). Croucher states that the College of
Dental Surgeons of Saskatchewan stressed the parochial issue of the
autonomy of the dentist. Dentistry referred to the greater need
for supervision of subordinate personnel along with a preference
for a service modelled on the existing private practice fee-for-
service model (Bolaria, 1988: 311).

Directing and controlling the preventive and periodontal work
of the subordinate occupation of dental hygiene was characteristic
of the autonomy attached to the professional dominance of
dentistry, which is predominantly male (Health Canada, 1991: 59).
Dentistry chose to delegate oral domestic maintenance:

... specific job functions in health care have become

associated with traits perceived to be male or female

attributes, and the traditional diversion of labour
between men and women in the family has been transferred

to the health labour force ... (Kazanjian, 1992: 15).

The "mouthkeeping" procedures (i.e., oral domestic
maintenance), are carried out by dental hygiene. These acts are
essential for good oral health and well-being. Early education of
children is important to impart health knowledge of the mouth, the
gateway to the body, if general good health and well-being is to
last a lifetime.

Dental Hygiene

Dental hygiene, since its inception, has emphasized the
prevention of oral disease and the role of the client in
controlling factors which cause disease. Dental
hygiene’s commitment is to promoting human health,
welfare and quality of life through knowledgeable dental
hygiene services. It is dental hygiene that uniquely
views the client as being actively involved in the
process of care because it is ultimately the person who
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must use self-care to obtain and maintain oral health
(Darby, 1990: 90).

The original design of the educational/training program for
dental hygienists at the Faculty of Dentistry University of Toronto
codified a patriarchal structure. Admission to dental hygiene was
limited to women over the age of 18. The basic diploma program was
established as two years, although most university courses were
three years in length and graduates were awarded degrees. Two
years were considered enough time to train a young woman for the
delegated tasks of dental hygiene. In this time, she could acquire
a sufficient knowledge base without having been ascribed undue
status.

It is alleged that female employees, psychologically, are

quite content and happy to work under authority whereas

the male is not so inclined. Secondly, it is contended

that the male would be much more likely to operate beyond

the scope of his legal authority or locate in areas

independent of the supervision of a dentist thus creating

problems in the enforcement of the Dentistry Acts ...
lastly it seems to be generally agreed that the female is

prettier than the male (Dunn, 1961: 19-23).

By statute, dentistry was given the legal monopoly over the
mouth and who would work in it. The Royal College of Dental
Surgeons granted dental hygienists a licence to practice duties
within the practice of dentistry. Dentistry had the power to
define and control the practice of dental hygiene and, thus,
control the employment conditions of dental hygienists.

Subject to the approval of the Lieutenant Governor in

Council, the Council may make regulations, a) providing

for the establishment, development, regulation and

control of an ancillary body known as dental hygienists;

b) regulating the conditions and prescribing the

qualifications for admission to such body; c) prescribing

the admission and annual fees payable by members of such
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body; and, d) generally, for the defining, regulating and
controlling of the practice of dental hygiene (Health
i nes Act, 1976).

Licensure provides the profession with a legal monopoly over
the performance of some strategic aspects of its work and
effectively prevents free competition from other occupations
(Freidson, 1970: 134). Licensure provided dentistry with a legal
monopoly over its own work and professional dominance and authority
over dental hygiene’s work. Regulation 447 under the Health
Disciplines Act set out in paragraph 50(1) what specified acts
dental hygienists could perform in the practice of dentistry under
the supervision or direction of a dentist'in Ontario.

Dental hygienists were granted a license to practice giving
the profession of dental hygiene the illusion of autonomy.
However, printed on the back of the dental hygiene license, were
listed 13 duties of a dental hygienist:

1. Preliminary examination of the oral cavity and surrounding

structures including the taking of a case history, periodontal
examination and recording of clinical findings.

2. Complete prophylaxis, including scaling, root planing,
subgingival curettage and polishing of fillings.

3. Topical application of anti-cariogenic agents, and other
materials designed to assist in the prevention of cavities.

4. Taking impressions for study models.

5. Maintenance of a patient’s oral hygiene.

6. Placement and removal of rubber dam.

7. Application and removal of periodontal dressings.

8. Removal of sutures.

9. Placement and removal of arch wires previously fitted by a
dentist.

10. Separating of teeth prior to banding by a dentist.

11. Cementation and removal of bands or brackets or both for
orthodontic purposes that have been previously fitted by a
dentist.

12. Application of topical anaesthetics.

13. Topical application of desensitizing agents.
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Also on the back of the license was the statement, "the above
duties must be performed in the same office suite as a dentist who
is supervising the dental hygienist" (R.C.D.S.0. Licence, Item 129,
1993). 1In reality, the license was a right to work in a dentist’s
‘closed shop.’ Under the H.D.A., dentistry defined dental
hygiene’s scope of practice as a list of duties. However, the fact
it granted a 1license acknowledged an arena of dental hygiene
practice and initiated the evolution of the profession of dental
hygiene.

Through state authority of the H.D.A., dentistry obtained the
political and legal position of professional dominance, protecting
it from the encroachment by dental hygiene. Dentistry granted the
license and determined the qualifications to practice dental
hygiene in addition to influencing the educational process for
dental hygiene.

... powers of professional self-regulation comprise not

only professional autonomy but also the privilege to

define the conditions of work of other personnel
associated in that profession’s division of 1labour.

These professional privileges are legitimized through the

use of professional dental ideology which rationalizes

this extraordinary imbalance of power to be in the public

interest (Kazanjian, 1992: 18).

Under the H.D.A., dental hygiene had no statutory authority to
discipline its own members. Dental hygienists were restricted in
dentists’ practice settings due to the interpretation of
supervision by the dentists’ governing body (R.C.D.S.0O.). A
dentist had to be present in the same suite of offices in which the
dental hygienist was working. This limited access to dental

hygiene care by the public as it is financially impractical for
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institutions to hire both a dentist and a dental hygienist. One of
the public members serving on the R.C.D.S.0. for six years said
that

the profession has done little to improve the dental care

of the institutionalized. I firmly believe that the most

important factor in correcting this situation would be a

change in the attitude of some members of the profession

towards the meaning of supervision (Monteith, 1984: 52).

The H.D.A. maintained the status quo and perpetuated the
professional dominance and the medical treatment model of health.

The control of the educational curriculum was an effective
social control which enforced the occupational hierarchy in dental
practice. In the late 1970’s, the dental hygiene program was moved
from the University of Toronto to the Community Colleges because
they were non-degree granting. Dental hygiene was no longer a
direct entry program. Ontario Community Colleges offered a
"ladder" approach to dental hygiene education, with the first year
of training providing the requirements for dental assisting.

With self-governihg autonomy, dental hygiene, itself, can
evaluate the curriculum to ensure that it reflects the profession’s
scope of practice statement:

The practice of Dental Hygiene is the assessment of ﬁeeth

and adjacent tissues and treatment by preventive and

therapeutic means and the provision of restorative and

orthodontic procedures and services (Dental Hygiene Act,
1991),

and; it prepares the dental hygiene graduate to provide oral health
care to a changing society. Undergraduate dental hygiene programs
in Ontario are offered at thirteen institutions. The education and

training takes place in a variety of communities throughout the
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province; Ottawa (2), Sudbury (2), C.F.B. Borden, North Bay,
Thunder Bay, Oshawa, London, Toronto (2), Orillia, and Windsor.
Courses are provided in French and English at Cambrian College in
Sudbury. LaCité Collegiale in Ottawa provides dental hygiene in
French only. The Community College system offers diverse
occupational courses and dental hygiene students have direct
contact with people from various socio-economic cultural and
occupational groups. On the other hand, dentistry in Ontario is
taught in English only in the urban areas of Toronto and London at
the Faculties of Dentistry.

The dental hygiene process of care (assessment, planning,
implementation, and evaluation) incorporates decision-making,
problem-solving and critical thinking. Students are exposed to
clinical experiences that are client-centred and comprehensive in
nature. The Program emphasizes the prevention of oral disease and
the role of the client in controlling factors which cause disease.

Now it is recognized that dental hygienists’ formal training
and preparation make them excellent candidates for independent
practitioner roles (Kazanjian, 1992: 15). Although dental
hygienists are trained to be skilled, knowledgeable, and competent
to provide primary health care, they have played a powerless role
in the professional dental orgénization of private practice. Even
though they provide a major pivotal role in delivery of services,
generally they have no direct involvement in the major decisions
involving the practice. Although there is a fee code for oral

hygiene instruction, non-treatment items of prevention are seldom
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paid—for by third party insurance plans. Therefore, dentists
generally do not direct those non-paid procedures to be
implemented. In many cases, dentists control the scheduling of the
dental hygiene procedures. Although an assessment by the dental
hygienist may determine that the client requires, for instance,
four hours of periodontal therapy and extensive oral health
promotion, the dentist may not support the dental hygienist’s
recommendation. Frequently, the determination for care is based,
not on a differential diagnosis, but on the patient’s private
dental insurance plan. Thus, further ’‘agonisms’ may surface if the
dental hygienist’s ability to provide dental hygiene care as set
out by the standards of practice of the governing body is hampered
by third party payment determinations.

Dental hygienists are trained and educated to emphasize the
prevention of oral disease and the participation of the client in
their own health. Therefore, dental hygiene is consistent with the
paradigm shift from the medical treatment model to the disease
prevention/health promotion wellness model. Clients are encouraged
to become actively involved in the health care process, not just
through compliance or dependence on the dental hygienist but in the
form of partnership or collaboration. Dental hygiene 1leaders
recognize that the future health care providers will not be on a
ladder of hierarchy rather there will be "a circle of providers
with different skills and roles" (Woodall, 1992).

According to Health and Welfare Canada, there were 9,665

(Health Canada, 1993: 34) licensed dental hygienists in Canada in
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1991, an increase of 833 since 1990. As of October 1991, 3,970 of
the dental hygienists were in Ontario (Health Canada, 1991: 34).
The population per licensed dental hygienist in Canada was 2,925 in
1991, a decrease of 240 since 1990, and in Ontario was 2,654, a
decrease of only 43. In 1991, there were thirty-one schools in
Canada that trained dental hygienists (Health and Welfare Canada,
1993: 34-37). There have been added in Ontario two French language
programs, once at La Cité Collegiale in Ottawa, the other at
Cambrian College in Sudbury. Also, several American dental hygiene
schools train a number of Ontario residents who return to Ontario
to practice after successfully completing the Ontario written and
practical registration examination. The Faculty of Dentistry at
the University of Toronto offers a post diploma program for dental
hygienists. The Bachelor of Science in Dentistry (Dental Hygiene)
Program requires University of Toronto entrance requirements, thus
making it inaccessible to the majority of Ontario’s Community
College graduates whose entrance requirements do not meet those
standards.

The Word ‘Order’

Nursing and dental hygiene are two predominaﬁtly female health
occupations which have the commonality of an overseeing dominant
profession, medicine and dentistry. However, there are major
differences. In the employment circumstances, nurses generally are
employed and paid by non-profit, publicly funded institutions, not
by physicians. Dental hygienists, on the other hand, are employed

and paid generally by private practice dentists. Physicians and
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nurses have traditionally worked with orders and standing orders in
institutions. oOrders were foreign concepts for private practice
dentists and dental hygienists. An effective lobby on the part of
dentistry just prior to the passage of the R.H.P.A. and Dental
Hygiene Bills resulted in the word ’‘order’ in the Dental Hygiene
Bill being required from a dentist so that hygienists could carry
out the controlled/authorized acts:

4. In the course of engaging in the practice of dental

hygiene, a member is authorized, subject to the terms,

conditions, and limitations imposed on his or her certificate

of registration, to perform the following:

1. Scaling teeth and root planing, including curetting
surrounding tissue.

2. Orthodontic and restorative procedures.
5. (1) A member shall not perform a procedure under the

authority of section 4 unless the procedure is ordered by a
member of the Royal College of Dental Surgeons of Ontario.

(Dental Hygiene Act, 1991)
Although the Dental Hygiene Act, 1991 sets out the dental

hygiene scope of practice, which includes assessment and the
authorized acts of scaling, root planing, including curetting, and
restorative and orthodontic procedures, these authorized acts are
limited by the legality that requires them to be ‘ordered’ by a
dentist. The requirement of an ‘order’ restricts dental hygiene
care as dental hygienists no longer self-initiate, i.e., start
scaling without asking a dentist for permission. "It is wholly
inappropriate to permit one profession to exercise such influence
over another, particularly when there is evidence that the

constraints are unneceésary in the public interest" (Wagner, 1994).
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The legislation as it stands is antithetical to the original intent
and does not reflect the realities of dental practice prior to
proclamation of the R.H.P.A. Also, the R.-H.P.A. was expected to
result in increased options for consumers of health care services.
The Dental Hygiene Act as it stands fails to do so.

Prior to proclamation of the R.H.P.A., dental hygienists self-
initiated scaling, root planing including curetting uﬁless there
wvere contra-indications to the treatment. However, dentistry
lobbied to have dental hygiene’s authorized acts initiated by the
word ’‘order’ of a dentist because dentistry fought to maintain the
‘gatekeeping’ function.

... by becoming a gatekeeper to what is popularly valued

the professional gains the additional sanction of being

able to make taking his advice a prerequisite for

obtaining a good or service valued independently of his

service (Freidson, 1970: 117).

The word ‘order’ is dentistry’s attempt to continue
gatekeeping dental hygiene. The public members who made up half of
the first Council of the College of Dental Hygienists were a
driving force behind the proposed amendment to remove ‘order’ from
the Dental Hygiene Act, 1991. The public members saw the inequity
and injustice in the word ’‘order’ requirement in the legislation.
The ’‘order’ requirement is interpreted by the C.D.H.O. as a barrier
to choices and options in accessing oral health care. One public
member stated that the R.C.D.S.0. policy was unacceptable because
it appeared to be more concerned with protecting the economic

interests of dentists in private practice and totally unconcerned

with several public interest issues (Page, 1994: 1). The amendment
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will enable dental hygienists to develop working relationships
outside of private practice dentistry.

Choices for hygienists has a public benefit as well,

since as hygienists are able to widen their practice

arrangements, so more choices are made available to the

public (Page, 1994: 4).

The following motion passed by a vote of eight to seven at the
R.C.D.S.0. Council meeting and it maintained dentistry’s
"gatekeeping" function. Also, it sustained the professional
dominance and dentistry’s control of the social organization of
oral health care delivery. It also perpetuated the medical
treatment model of dentistry.

_That in respect of the proposed regulations on "Orders,
Delegation and Assignment of Intra-Oral Acts," every new
patient, or patients who have not been seen for at least
one year, must be examined and assessed by the dentist
before any order can be given (R.C.D.S.0., June 1993).

Order is an attempt of dentistry to maintain its power/
knowledge relation of the mouth.

D. Page, Coordinator of the Regulation Working Group for the
Transitional Council for the College of Dental Hygienists, wrote to-
C. Jefferson, Chair of the Health Professions Regulatory Advisory
Council, about the R.C.D.S.0. proposal regarding order:

if implemented it would maintain control by dentists of

the delivery of dental hygiene services to a degree that

contravenes the intent of the new R.H.P.A., i.e., to

provide efficient, more affordable, and safe health
options to the public of Ontario (Page, 1993).

Public Interest

Fortunately for those people favouring a greater public access
interpretation as one of the objectives of the new legislation and
the newly self-regulated bodies, some changes have occurred since
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the Review began in 1982. When Christie Jefferson, Chair of
H.P.R.A.C., spoke to the R.C.D.S.0. Council in April 1993, she
addressed the fact that the social and political climate in which
self-regulation of health professionals is taking place has changed
dramatically in the last five to ten years. Jefferson said that
health professionals carrying out their statutory responsibilities
to serve and protect the public interest, must consider equality,
equity, access, and fair treatment. Regulated professionals must
regulate in the public interest. Empowered consumers will settle
for nothing less (Jefferson, 1993).

In preparing for the proclamation of the R.H.P.A. and the
Dental Hygiene Act, 1991, the C.D.H.0. Council became aware of
potential problens. Attempts were made to achieve mutual
accommodation with the R.C.D.S.0. so that their regulations
reflected the realities of the current dental hygiene practice in
private dental practices and public health. However, the C.D.H.O.
was unable to reach agreement with the R.C.D.S.0. So, on October
22, 1993, the C.D.H.O0. wrote to the Minister of Health, Grier,
advising her of the problem with ‘order,’ and asked the Minister to
amend the Dental Hygiene Act, 1991 to resolve the situation "in a
manner consistent with the public interest in the area of Dental

Hygiene" (Page, 1993).
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CHAPTER 4:
EORY I TURE REVIEW

Many sociologists have written about power, professional
dominance and gender. For the purpose of this study, three
particular theorists have been chosen. Some ideas of Foucault,
Freidson, and Smith are included as their work has helped this
researcher develop the themes of power/knowledge, discourse,
professional dominance, technologies of bureaucracy and gender.
An Introduction to Foucault

Michel Foucault is an extremely relevant theorist for today.
He respects differences and acknowledges exclusion in the
discourse. He analyzes modernity from various perspectives on
modern discourse and institutions. He re-thinks power as diffused
through multiple social sites as something that is exercised, not
held in hierarchical structures. Thus, he provides a way to re-
think our present institutions, organizations and practices.

As he examines and discusses new disciplines of social
regulation, he breaks through disciplinary boundaries, rigid.
definitions, and categorizations. His workf is of an
interdisciplinary character, for instance the fine meshes of
médicine, philosophy and sociology, thread through a common human
web. His approach "teases" the reader into looking at things in
new ways, and the opaqueness in his writing encourages further
questioning and thinking about the various areas in today’s
society. For instance, power, as embodied in the law in sfatute,
is written in negatives consisting of taboos; ‘thou shall not.’
Generally, power relations are considered to be clearly visible in
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hierarchical structures. Foucault’s thought differs from this
generally accepted concept. His approach is anti-structuralist
(Foucault, 1980: 114).

Human beings are not autonomous subjects defined by some
intrinsic nature, but subjects only insofar as they are shaped and
molded as subjects by the events that comprise personal histories.
Foucault focuses on power and his objective is to create a history
of the three different ways that human beings are made subjects.
First, the scientific mode of inquiry is an objectification and
turns human beings into subjects. Second is the objectification of
the object whereby the subject is either divided inside her or
himself or divided from others, for example, the sick and the
healthy. In medical practice, people tend to define themselves as
objects, i.e., a medical problem. Third, the way a human turns her
or himself into a subject.

The perception of self-changes through the various ages. Who
am I? in medieval is "I believe;" in Cartesian, "I think;" in
Romantic, "I feel;" in Existential, "I choose;" in Freudian, "I
dream." When looked at this way, it becomes evident that the self
is a position in language.

The point of understanding power is to understand how it
shapes humans and the primary way power shapes humans is to make
them subjects of a certain sort. Once it is understood how persons
become subjugated, then it can be understood how their actions are
constrained in many areas of life. It becomes evident that humans

are not coerced by externality rather we are governed by
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internalized norms of our own making. We are, ourselves, products
of our discourses, practices and history.

For Foucault, the individual is not a pregiven entity.
Rather, the individual is the product of a relation of power
exercised over our bodies, multiplicities, movements, desires, and
forces. Truth is a product of power, and a person is a product of
power. What each of us is, is what our activities and history have
made us.

The