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Abstract

Introduction Opportunistic oral cancer screening during visits to the dentist is a non-invasive and accessible option
for detection of pre-malignant lesions and early-stage malignancies. The objective of this study was to investigate the
knowledge, practices, and attitudes towards oral cancer screening among dentists.

Methods A 42-item survey was sent to 650 dental professionals affiliated with the University of Toronto. Data regard-
ing training/practice characteristics, knowledge of oral cavity cancer, current screening practices, attitudes towards
screening, and remuneration were collected.

Results Ninety-one dentists responded. Most obtained their dental degree from Canada (71.4%) and were practicing
in large urban centers (87.9%). Most dentists correctly identified the oral tongue (87.8%) and floor of mouth (80%) as
the two of most common sites of oral cavity cancer but only 56% correctly identified the most common presentation.
91% performed intra/extra oral examinations at every patient visit. Only 9.9% of dentists discussed the risk factors of
oral cancer and 33% were not familiar with resources for smoking cessation and alcohol abuse. International medical
graduates were more likely to discuss risk factor management than Canadian medical graduates (p <0.01). Over 80%
of dentists referred to a specialist when a suspected lesion was found. The greatest barrier for oral cancer screen-

ing was lack of time. Almost all dentists (98.8%) reported that their screening practices do not differ depending on
the patient’s insurance status and 63.8% reported compensation would not influence their decision to perform oral
examinations.

Conclusion Most dentists have a good knowledge of the presentation and risk factors associated with oral cavity
cancer. Most dentists perform screening with every patient, with no influence from compensation and insurance
status. Dentists are therefore an excellent first contact for oral cavity cancer screening for the general public and for
high-risk populations.
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Introduction

Oral cavity and oropharyngeal cancer have the sixth
highest incidence rate of all cancers globally [1]. Oral
cancer has a~50% mortality rate and accounted for
177,000 global deaths in 2020 [2, 3]. In Ontario, despite
decreases in oral cavity cancer incidence and increases in
5-year survival rates, oral cavity cancer still has a mor-
tality rate of 2.9 deaths per 100,000 individuals based on
2020 data [4, 5].

Early diagnosis of oral cancer is associated with
improved overall survival; however, most cases present
with advanced disease [6]. Oral cancer is detected at
early stages in only 30% of cases, and survival rates can
improve by 50% when it is detected at localized stages
[7]. Early diagnosis is not only the most effective way to
improve quality of life and decrease morbidity and mor-
tality, but it can also reduce therapy-related limitations in
speaking, eating, and swallowing for patients [8, 9].

Visual examination of the oral cavity for screening of
cancer allows for early detection of malignant and pre-
malignant lesions that is time-efficient, painless, and
non-invasive [10, 11]. Dentists are increasingly involved
in the detection of oral cancer and precursor lesions [10].
During routine interactions with their patients, dentists
have an opportunity to intervene and perform opportun-
istic oral cancer screenings [11-14]. Literature has sug-
gested that dental based providers detect oral squamous
cell carcinoma at earlier stages than physician colleagues
[15]. Oral cancer screening leading to early diagnosis and
improved mortality, a gap in knowledge and practice has
been demonstrated amongst dentists, suggesting underu-
tilisation of comprehensive oral cancer screening in prac-
tice [16-22].

There is limited data assessing the knowledge, atti-
tudes, and practices of dentists regarding oral cancer
screening. Previous studies conducted in Ontario have
examined the role of oral and maxillofacial surgeons in
the management of oral cavity cancer, the involvement
of dentists in the diagnosis of oral cavity cancer, the role
of dental hygienists, and barriers faced by dentists in
screening [10, 23—-25]. The objective of this study was to
assess (1) the knowledge, barriers, and attitudes towards
screening of oral cancer among dentists, (2) current prac-
tices of oral cancer screening and remuneration patterns,
and (3) to compare screening practices among Canadian
medical graduates (CMGs) and international medical
graduates (IMGs).

Methods

This study was a prospective cross-sectional survey
distributed to community dentists and dental hygien-
ists affiliated with the University of Toronto, Depart-
ment of Dentistry. This study received ethics approval
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(REB#5135) from Sunnybrook Health Sciences Center
at the University of Toronto. The Checklist for Reporting
Results of Internet E-Surveys (CHERRIES) criteria was
followed in reporting the survey study findings [26].

Survey design and distribution

The survey consisted of 42 Likert-type and close-ended
questions in 4 sections: demographics and career char-
acteristics (5 items), knowledge of evidence around
screening (3 items), current practices (17 items), attitudes
towards screening (10 items), and remuneration (7 items)
(Appendix I). It was developed using previously pub-
lished studies which assessed the attitudes and practices
of dentist with regards to oral cancer as reference [27—
31]. Modifications to the questions were made to suit the
sampled population.

Demographics encompassed gender, years in practice,
specialty, and location of training, which was classified
as CMGs and IMGs. The knowledge section assessed
awareness of risk factors and common presentations,
the current practices section assessed the frequency and
comprehensiveness of oral examinations, motivators
for screening, follow-up procedures, and management
of suspicious lesions, and the attitudes section assessed
barriers to screening, confidence, and desire for further
training. The remuneration section characterized varia-
tions in billing and reimbursement.

The content and face validity of the questions was con-
firmed by two senior authors (AE, KC). Prior to distribu-
tion, the survey was tested among a convenient sample of
5 dentists to ensure ease of completion, clarity of inter-
pretation, face validity, technical functionality, and time
required for completion.

The closed survey was distributed by the study investi-
gators through the Department of Dentistry between Jan-
uary to March 2022 via e-mail; a total of 3 e-mails were
sent approximately 1 month apart. Participants were
provided with 1 month to complete the survey after the
last e-mail was sent. SurveyMonkey, an online platform,
was utilized to capture responses. There was no track-
ing method for unique participants. Participants were
provided with the length of the survey, the time required
to complete the survey, where data would be stored,
the investigators involved in the study, and the study’s
goals and purposes. Informed consent was obtained
through participation in the survey and participants
were informed that participation is voluntary and of
their responsibilities. The data was anonymous, no iden-
tifiable information was collected, and no incentive was
provided for completing the survey. There were 6 pages:
demographics (5 questions), knowledge of risk factors (3
questions), current practices (17 questions), attitudes (10
questions), and reimbursement (7 questions). The survey
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did not include a completeness check and participants
had the ability to review and change their answers.

Convenience sampling was utilized. The mailing list
included all dentists and dental hygienists affiliated with
the University of Toronto, Department of Dentistry
through teaching or education, including community
affiliated members. Recruitment included 100 dental
professionals with academic affiliations and 550 instruc-
tors. Recruitment of CMGs and IMGs was not done sep-
arately and data was collected in the survey to encompass
location of training.

Statistical analysis

All questionnaires were analyzed. Descriptive statistics
including mean, median, standard deviation and inter-
quartile range were calculated where appropriate. A chi
square test was performed to assess differences in prac-
tices between international medical graduates (IMG) and
Canadian medical graduates (CMG). Statistical signifi-
cance was defined as a two sided p-value < 0.05.

Results

Demographics

The survey was sent to 650 dental professionals associ-
ated with the University of Toronto, with a response rate
of 14% (n=91). Three of the respondents were dental
hygienists and 91 were dentists. Due to heterogeneity and
small sample size, the dental hygienists were excluded
from the analysis. Most of the participants were male
(n=56, 61.5%) and obtained their dental degree from
Canada (n=65, 71.4%) (Table 1). Majority of dentists
were practicing in large urban centers (n =280, 87.9%) and
had >20 years of experience (n=47, 51.6%) (Table 1).

Table 1 Respondent demographics

Responses
(n=91)n
(%)
Female 35 (38.5%)
Male 56 (61.5%)
Number of years in practice
<5 12 (13.2%)
6-10 15 (16.5%)
11-20 17 (18.7%)
>20 47 (51.6%)
First dental degree acquired in Canada 65 (71.4%)
First dental degree acquired in other country 26 (29.6%)
Setting of practice
Small population centers (1,000-29,999) 5(5.5%)
Medium population centers (30,000-99,999) 6 (6.6%)
Large urban centers (100,000 +) 80 (87.9%)
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Knowledge of risk factors

Most dentists correctly identified the oral tongue (n=79,
87.8%) and the floor of mouth (=72, 80%) as the two
of most common sites of oral cavity cancer. Smoking,
betel nut, and alcohol were correctly identified as the
most common risk factors for oral cavity cancer by 98.9%
(n=89), 75.6% (n=67), 65.6% (n=>59) of dentists, respec-
tively. The most common presentation of oral cancer
(a non-healing ulcer) was correctly identified by 55.6%
(n=50) of dentists.

Current practices

Majority of dentists (n="70, 87.5%) believe that oral can-
cer screening through visual examination is an effective
method for its early detection. In dental offices, 49.4%
(n=40) reported that only dentists are responsible for
oral cancer screening, whereas 50.6% (n=41) reported
that both dentists and dental hygienist perform oral can-
cer screening. Intra/extra oral examinations were most
frequently performed in every patient in new patient
appointments (n="74, 91.4%), followed by asymptomatic
patients (n=61, 75.3%), and follow-up patients (n=49,
60.4%) (Table 2). The most frequently reported compo-
nent performed for oral cancer screening was the intra
oral exam (n=75, 92.6%) (Fig. 1). Only 9.9% (n=8) of
dentists discussed the risk factors of oral cancer with
every patient and 12.4% (n=10) counselled on risk factor
management (Table 2).

Dentists - no oral cancer screening

In dentists who did not perform oral cancer screenings
for all patients (n=49), 61.2% (n=30) reported that it
was not necessary for all patients, 36.7% (n=18) reported

Table 2 Oral cancer screening practices at patient appointments

Responses (n=81)—n (%)

Every patientn (%) >50% of <50% of
patients n patients n
(%) (%)
Oral examinations (intra/extra oral)
New patient 74 (91.4%) 4 (4.9%) 3 (3.7%)
Follow up patients 49 (60.4%) 16 (19.8%) 16 (19.8%)
Asymptomatic 61 (75.3%) 11 (13.6%) 9 (11.1%)
patients
Discussion of risk 8(9.9%) 28 (34.5%) 45 (55.6%)
factors®
Counselling of risk 10 (12.4%) 30 (37.0%) 41 (50.6%)

factors manage-
ment

@ Discussion refers to: screening for risk factors during history taking
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Component of examination

Intraoral

Extraoral

History

Oropharynx visualization

Neck palpation

Imaging: X-ray
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Fig. 1 Percentage of dentists who perform each component of the oral cancer screening examination. Note: intraoral examination was listed as
referring to: components of the oral cavity. Oropharynx was listed as referring to: tonsils and soft palate

it was due to time constraints, 4.1% (n=2) reported they
were not trained enough, and 2.0% (n=1) stated it was
not effective.

The greatest motivator for oral cancer screening
amongst dentists who do not perform screening on all
patients (n=27) was the presence of patient risk factors
(n=27, 100%), followed by patient symptoms (n=24,
88.9%), patient age (n=23, 85.2%), and medical history
(n=20, 74.1%) (Fig. 2).

In dental professionals (n=37) that do not perform
oral cancer screening for all patients, the risk factors that
prompted oral cancer screening were smoking (n=35,

94.6%), chew/snuff/dip (n=31, 83.8%), and alcohol
(n=29, 78.4%) (Fig. 3).

Oral cancer screening - IMG vs CMG

There were 22 IMGs and 55 CMGs who responded to
the question regarding frequency of screening. IMGs
were not (20/22; 91%) more likely to screen for oral
cancer at every visit compared to CMGs (54/55; 98%,
p-value=0.13). However, IMGs were more likely to dis-
cuss risk factors (43%) at every visit compared to CMGs
(5%; p-value <0.01).

Influences of oral cancer screening

Performed on all patients

Presence of risk factors

Symptoms

Age

Medical history

Other

Fig. 2 Motivators of oral cancer screening
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Fig. 3 Risk factors that prompt oral cancer screening and examination

Management

Most dentists (n=59, 72.8%) spent 1-5 min performing
intra/extra oral examinations; 9.9% (n=28) spent<1 min
and 17.3% (n=14) spent>5 min. When asked regarding
the management of suspected lesions, 81.50% (1n=66)
directly referred to a specialist, 55.6% (n=45) utilized
photo documentation of the lesion, 49.4% (n=40) biop-
sied the lesion, 38.3% (n=31) scheduled a follow up
appointment, 25.9% (n=21) utilized imaging modalities
(x-ray), 22.2% (n=18) asked the patient to self-monitor,
and 3.7% (n=3) instructed the patient to contact a phy-
sician on their own. While 32.1% (#=26) of dentists
were not familiar with resources for smoking cessation
and alcohol abuse programs to provide to patients, 42%
(n=34) were interested in receiving greater training on
tobacco and alcohol cessation programs.

Attitudes and self-perceived knowledge

Almost all dentists (=69, 86.3%) believed that they
received sufficient training to detect lesions suspicious
of oral cancer, while 13.7% (n=11) believed that they did
not. Dentists expressed they were confident that their

Table 3 Confidence of dentists towards components of oral cancer

current knowledge of oral cancer is up to date (n=38,
47.5%), in detection of oral cancer (n =40, 50%), and their
ability to perform a comprehensive oral examination
(n=32, 40%) (Table 3). Concerning how dentists would
rate their knowledge on oral cancer detection and pre-
vention, 72.5% (n=57) rated their knowledge as good,
25% (n=20) rated it as “satisfactory’, and 2.5% (n=2)
rated it as “poor”.

Barriers to screening and education

While the greatest barrier to intra/extra oral examina-
tions that dentists reported was the lack of time (n=33,
41.3%), 35% (n=28) of dentists reported no barri-
ers as they performed screenings for every patient
(Fig. 4). Half of dentists (#=40) attended a continu-
ing education course on the screening and manage-
ment of oral cancer within the last 2-5 years; 21.2%
(n=17) attended < 12 months ago, 20% (n=16) attended
5+vyears ago, and 8.8% (n=7) never attended a course.
Most dentists (n=62, 77.5%) had an interest in attending

Responses (n=80) n (%)

n (%) Very confident Confident Satisfactory Not confident
Ability to perform comprehensive oral 42 (52.5%) 32 (40%) 5(6.2%) 1(1.3%)
examination

Detect oral cancer 18 (22.5%) 40 (50%) 20 (25%) 2 (2.5%)
Knowledge on oral cancer 18 (22.5%) 38 (47.5%) 19 (23.8%) 5(6.2%)
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Fig. 4 Reported barriers to oral cancer screening

continuing education courses on the detection and coun-
selling of oral cancer.

Renumeration

Most dentists (n=66, 82.5%) reported that they cannot
bill insurance companies or the patient for oral cancer
screening and 65% (n=>52) reported that billing for a rou-
tine examination at an initial appointment includes the
oral cancer screening exam. Almost all dentists (n="79,
98.8%) reported that their screening practices do not dif-
fer depending on the patient’s insurance status and 63.8%
(n=51) reported compensation would not influence their
decision to perform oral examinations as they screen
every patient.

Most dentists (n=48, 60%) are unsure if they can bill
for smoking and alcohol cessation. One fifth (n=16) of
dentists stated that they can bill for smoking/alcohol
counselling, while one fifth (n=16) stated that they can-
not. One third (n=24) of dentists reported they would
not counsel patients on risk factor management more
often if they were paid as they screen every patient.

Discussion

This is the first study to assess oral cancer screen-
ing barriers and remuneration attitudes amongst den-
tists in Ontario. In this survey of 91 dentists from the
greater Toronto area and affiliated with the University
of Toronto, knowledge of the presentation and risk fac-
tors associated with oral cavity cancer was good. Most
dentists believe that oral cavity cancer screening is effec-
tive and are performing it in their offices, independent
from insurance policy or compensation as this activity is
largely non-remunerated. The greatest reported barrier

to screening is a lack of time. Over 75% of dentists were
interested in attending a continuing education course
on detection and counselling of oral cancer. Our work
should therefore inform future continuing education
events among dental professionals in Canada.

Oral cavity cancers present late, with significant
impacts on morbidity and quality of life [32]. Oppor-
tunistic oral cancer screening during visits to the den-
tist or dental hygienist is a feasible, non-invasive, and
accessible option for detection of pre-malignant lesions
and early stage malignancies [11, 13, 14]. Visual screen-
ing for oral cancer not only improves detection, but
can also reduce mortality in high-risk individuals [33,
34]. Oral cancer screening is also cost-effective, par-
ticularly in high-risk populations, and dental provid-
ers can detect oral squamous cell carcinoma at earlier
stages than physician colleagues [15, 35, 36]. In a previ-
ous study assessing the opinions and attitudes of den-
tal professionals in the United Kingdom on oral cancer
screening, almost all participants strongly believed that
visual screening is effective for the early detection of
cancer and that a national-based screening program
would be effective to improve morbidity and mortality
of oral cancer [37]. Similar results were found in other
studies. Dentists employed in the public system in Bra-
zil recognized the importance of preventative measures
for oral cancer and over 95% of respondents performed
full mouth examinations for screening of oral cav-
ity cancer [38]. As it relates to screening, dentists are
typically the first health care professionals to examine
the oral cavity, which provides an optimal opportunity
to screen for oral cancer [39, 40]. Oral cancer screen-
ing by dentists appears to be time effective as majority
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in this study reported spending between 1-5 min on
oral exams. Most dentists were found to refer to spe-
cialist or perform a biopsy when a suspicious lesion
was detected. This is not unreasonable as biopsies are
often not performed by general dentists but by oral and
maxillofacial surgeons, oral pathologists, or oral medi-
cine specialists and often reviewed by oral pathologists.
While many general dental offices do not accept gov-
ernmental insurance plans, such as Ontario Disability
Support Program, specialists work without directly
billing the patient. Financial barriers likely play a small
role in specialist referrals, however, regional barriers
may exist as fewer dental specialists exist in remote and
rural areas compared to urban regions. Over 90% of
dentists in this study were performing oral cavity can-
cer screenings in new patients, compared to a previous
studies conducted in 2019 and 2017 reporting 43.6% of
dentists in Japan and 51% in Australia [17, 18]. From
the patient’s perspective, oral cancer screening is wel-
comed and well-perceived [41]. While they are gener-
ally unaware of oral cancer screening being performed,
they are happy to take part in the screening processes
and would like to be informed regarding the signs of
oral cancer [41]. Patients would also like help from
their dentist to reduce their risk of developing oral
cancer [41].

The greatest risk factors for oral cavity cancer are
tobacco and alcohol use, both of which are modifiable.
This suggests that counselling may play an important role
in improving outcomes in this population. In this cohort,
only 12% of dentists were providing risk factor counsel-
ling at patient appointments. Alcohol and smoking were
found to be the greatest risk factors prompting dentists
to perform screening. Also, IMGs were found to be more
likely to discuss risk factors with their patients. There is a
high prevalence of oral cavity cancer in Asian countries
and particularly in Southeast Asia, which could explain
why IMG-trained dentists are more likely discuss risk
factors given higher use of these substances internation-
ally [42, 43]. Interestingly, patients from Southeast Asia,
are considered a high risk population even when they are
second generation immigrants and therefore may war-
rant additional screening even in the North American
context [44].

Most dentists in this survey were interested in attend-
ing a continuing education course for oral cavity cancer
screening. Similarly, a cross-sectional survey of dentists
in Yemen found that majority believed they need greater
training in oral cancer screening, suggesting that contin-
uing educational programs for the early prevention and
detection of oral cancer is highly recommended [45]. In
a survey of dental students, recent graduates, and dental
practitioners in the United Arab Emirates, it was found
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that participants did not exhibit a satisfactory diagnos-
tic capability in recognizing mucosal changes consistent
in oral cancer presentations [46]. Additionally, there is a
need for increased and improved educational methods
for undergraduate dental students to identify oral cancer
and premalignant lesions [46].

Smoking cessation counselling from health care provid-
ers can assist smokers in quitting [47, 48]. In a previous
study on dentist views on smoking cessation counseling,
it was found that 50% of dentists believe that they have a
role in smoking cessation, but lack of training and time
were reported barriers [49]. Dentists who implement
smoking cessation programs in their offices can achieve
cessation rates up to 10-15% each year amongst patients
who use smokeless tobacco or smoke [48]. When consid-
ering alcohol, dentists noted lack of knowledge and lack
of referral resources as barriers to addressing alcohol ces-
sation amongst their patients [50]. In this study, almost
half of dentists were interested in receiving greater train-
ing on alcohol and smoking cessation programs and over
75% had an interest in attending a continuing education
course on oral cancer detection and counseling. Given
that dentists recognize the importance of risk factor
counseling, it may be an important topic to be addressed
in future continuing education courses [50]. Interestingly,
there were variations with regards to remuneration for
risk factor counselling; over half of dentists were unsure if
they could be compensated for counselling, whereas 20%
were billing for it. Standardization of billing practices to
encourage dentists to perform oral cancer screening is
going to be particularly important as there is renewed
interest in providing government-funded dental care to
those most in need.

In Ontario, over a quarter of patients reported not vis-
iting a dentist in the last year [51]. Socioeconomic status,
self-reported oral health, and general health behaviors
are known to be associated with dental care use and
overall oral health [51-54]. Indigenous status, low edu-
cational attainment, smoking status, low household
income, and poor oral health were found to be associ-
ated with decreased likelihood of visiting the dentist, and
only visiting for emergency care [51]. These factors are
also risk factors for oral cavity cancer; it is vital that those
who are least likely to use dental care are also screened
for oral cavity cancer when they are assessed. However,
dental care in Canada is not publicly funded, serving as
a barrier for patients who may be most at risk for oral
cavity cancer. A new dental coverage plan in Canada is
set to be in place by 2025 and will aid in providing dental
care and exams for low-income families. Families earn-
ing below $90,000 CAD and lacking dental insurance
are proposed to be eligible for coverage and those earn-
ing below $70,000 CAD would have some dental fees
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fully covered [55]. However, it is still unclear what will
be covered and how this will be implemented. While it
was found that compensation or insurance status did not
influence dentists’ decision to perform oral examinations,
such coverage can allow for more patients to be captured
with oral cavity screening. With the expansion of publicly
funded dental care in Canada, it is critical to consider the
incorporation of oral cancer screening in dental practices
for the public.

This study has several limitations. Firstly, given that
it was a cross-sectional study, it is subject to recall bias.
This could possibly lead to an under or over report-
ing of the variables in the survey. While the survey was
developed using similar studies as a reference guide and
tested amongst a convenient sample of dentists, the spe-
cific internal consistency of the survey was not meas-
ured. Nonetheless, during the trial period of the survey,
we did assess face validity and ease of interpretation
both of which were well received by our testing sample
of dentists. Secondly, the experiences of dental profes-
sionals with academic affiliations were investigated.
While this could limit the generalizability of the results
to dental professionals working in community or rural
settings, dentists employed within community settings
(small and medium-sized cities) participated in the sur-
vey and 12% of participating dentists were employed in
cities with populations below 99,000. While our data may
only be generalizable to dentists in a large metropolitan
city in Canada, it is unlikely that dental practices sig-
nificantly differ in smaller communities and other prov-
inces given similar training and funding. Nonetheless,
the results must be interpreted with caution. Also, while
several attempts were made to recruit participants (maxi-
mal allowable by research ethics approval), there was
a relatively low response rate (14%), limiting the gener-
alizability of our study. However, this response rate is in
keeping with that of medical professionals. There is sig-
nificant variation in response rates across different pro-
vider types, and amongst dentists and other healthcare
professionals response rates have been steadily declining
to as low as 2% [56-58]. Also, the results are reflecting
of the current billing and healthcare coverage in Canada
and may not be generalizable to different healthcare
system models. Even with the limitations in generaliz-
ability, there is valuable data that can be used to develop
future studies with mixed methods approaches. Thirdly,
the practices of both general dentists and dental spe-
cialists were captured, and subspeciality of practice was
not specified within the survey. Screening practices may
defer between general dentists and specialists depending
on conditions they most frequently encounter.

This study was able to identify barriers to oral cav-
ity cancer screening among dental professionals and the
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results of this study can be utilized to inform future addi-
tional larger studies. Future studies should investigate
whether dental professionals believe that cancer screen-
ing is within the realm of a dentist’s scope of practice and
whether dentists seek out continuing education courses
if they feel unqualified to detect oral cancer. Additionally,
future studies should seek to identify means to improve
cancer screening in dental offices and to identify modi-
fiable factors that prevent such practices. Prior to pro-
ceeding to such a study, which would likely require a very
large survey administrated through dental societies, a
deeper dive is required into what the limitations are at the
dentist’s office. The best way to capture this data would
be through a qualitative study with semi-structured
interviews which can then inform future survey designs.
Future studies should ideally include both academic and
community dental professionals, best captured through
dental societies, although there may still be a slight bias
towards academic dental professionals even in that set-
ting. Also, future studies should assess both oral cavity
cancer and oropharyngeal cancer, particularly given the
rising incidence of oropharynx cancer and the role of the
dentist and dental hygienist in assessing the oropharynx.

Conclusion

Dental professionals in Ontario have a good knowledge
base for risk factors of oral cavity cancer and are con-
fident in their ability to screen for oral cavity cancer.
Almost all dentists perform oral cancer screening on all
patients, regardless of their insurance status. Lack of time
was the greatest reported barrier for oral cavity screening
and compensation did not influence dentists’ decision to
perform screening. Very few dentists provided risk fac-
tor counselling and were aware of smoking and alcohol
cessation resources for their patients. Future continuing
education events should address these gaps in knowledge
particularly as there is increased interest in providing
publicly funded dental care to those most at need.
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