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Communication Policy
It is the communication policy of the American College of Dentists 
to identify and place before the Fellows, the profession, and other 
parties of interest those issues that affect dentistry and oral health. 
The goal is to stimulate this community to remain informed, inquire 
actively, and participate in the formation of public policy and personal 
leadership to advance the purpose and objectives of the College. 
The college is not a political organization and does not intentionally 
promote specific views at the expense of others. The positions 
and opinions expressed in college publications do not necessarily 
represent those of the American College of Dentists or its Fellows.

Objectives of the American College of Dentists
THE AMERICAN COLLEGE OF DENTISTS, in order to promote 
the highest ideals in  health care, advance the standards and 
efficiency of dentistry, develop good  human relations and 
understanding, and extend the benefits of dental health to  the 
greatest number, declares and adopts the following principles and 
ideals as ways and means for the attainment of these goals.

A.	 To urge the extension and improvement of measures 
for the control and prevention of oral disorders;

B.	 To encourage qualified persons to consider a career in dentistry 
so that dental health services will be available to all, and to urge 
broad preparation for such a career at all educational levels;

C.	 To encourage graduate studies and continuing 
educational efforts by dentists and auxiliaries;

D.	 To encourage, stimulate, and promote research;

E.	 To improve the public understanding and 
appreciation of oral health service and its importance 
to the optimum health of the patient;

F.	 To encourage the free exchange of ideas and experiences 
in the interest of better service to the patient;

G.	 To cooperate with other groups for the advancement of 
interprofessional relationships in the interest of the public;

H.	 To make visible to professional persons the extent of their 
responsibilities to the community as well as to the field of 
health service and to urge the acceptance of them;

I.	 To encourage individuals to further these objectives, and to 
recognize meritorious achievements and the potential for 
contributions to dental science, art, education, literature, 
human relations, or other areas which contribute to 
human welfare—by conferring Fellowship in the College 
on those persons properly selected for such honor.
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Nanette Elster, JD, MPH, FACD 
Content Director, American College 
of Dentists and Editor, eJACD
Associate Professor, Neiswanger 
Institute for Bioethics
Loyola University Chicago 
Stritch School of Medicine

“Of all the forms of inequality, injustice in health is 
the most shocking and the most inhuman . . .”  
–Rev. Dr. Martin Luther King Jr.  (1966) 

This quote, from over a half century ago, unfortunately still 
rings true today. Health encompasses both physical and 

mental well-being and, as such, cannot and must not exclude the 
mouth. Barriers such as cost, physical location, language/health 
literacy, previous trauma, provider and patient biases, disability, 
childcare, hours of service are just some of the limits to accessing 
oral health that perpetuate inequality and injustice.

Barriers to 
Accessing Oral 
Health: Past, 
Present and Future 
Considerations
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FROM THE EDITOR

This issue of the eJACD examines the broad issue of 
access to oral health from a range of perspectives – 
past and present with a look to the future. The issue 
begins with a personal narrative from guest editor, 
Earl Sewell, about how systemic bias tied to race, 
socioeconomic status, education and disability led 
to personal bias, resulting in delayed care and irre-
versible damage. 

What follows is a discussion of the importance of 
bolstering the dental safety net for the most vulner-
able in the population. Using lessons learned from 
COVID and prior catastrophic events, Professor Amy 
Martin, calls for a firm commitment to repairing and 
strengthening the dental safety net in preparation 
for what catastrophic event(s) may come next so as 
not to exacerbate the inequities of those most vul-
nerable in society.

The next two articles consider access to oral health 
and its barriers from the perspectives of both a new 
dentist and a retired dentist with almost 40 years 
of practice experience. New dentist Josh Bussard 
reflects on the lessons he learned during his time 
in dental residency working at a Federally Qualified 
Health Center (FQHC).  He stresses the need to con-
sider what is at the root of health disparities to be 
better equipped to find solutions to improve health 
outcomes.  Dr. Bussard’s reflections is followed by 
Dr. Kathleen Nichols’ reflection on her experience 
as a newly retired dentist volunteering her time 
to serve a traditionally underserved community in 
Post, Texas which is located about 40 miles outside 
of Lubbock, Texas.  Post is a community with limit-
ed access to care, diverse residents and a staffing 
shortage. Dr. Nichols reflects on the value of work-
ing in this community not only for the residents but 
for her own personal growth as well. 

In seeking a solution to improve access beyond a 
safety net approach, Dr. Stephen Pachuta offers an 

analysis of how the military health system can serve 
as a model for promoting a more universal health sys-
tem that better integrates healthcare for all.  He iden-
tifies the advantages of such an integrated universal 
healthcare delivery system as well as the challeng-
es that might be encountered, concluding that the 
model of the military system can serve as a valuable 
guide in efficiently improving access to care for a di-
verse population.

To frame the issue of access, this issue includes 
an article from 1978 found in the ACD archives. In 
viewing this piece from today’s perspective, one can 
see how persistent (and consistent) barriers to care 
are. Dr. House, like Dr. Pachuta, discusses universal 
health care as a way to improve access, but he, too, 
notes the challenges and tradeoffs that it presents. 
His piece is prescient and nicely contextualizes the 
impediments that have limited notable improve-
ments in access to care. 

This issue concludes with a thought-provoking arti-
cle by Dr. Larry Jenson and Dr. Joel White that an-
alyzes the ethics of student-to-student training in 
dental education. The authors consider the ethics 
from a range of perspectives including the student 
learner, the student patient, the educational institu-
tion, the faculty at the institution, the general public 
and the profession as a whole. They address both 
the challenges and the benefits, concluding with a 
framework that is designed to balance the interests 
of all of the 6 identified stakeholders.  

I want to thank Earl Sewell for guest editing this is-
sue on a topic that continues to confront not only 
dentistry but healthcare as a whole. By combin-
ing personal and professional perspectives as well 
as academic and systemic analysis, he provides a 
well-rounded discussion by the authors which high-
lights the ACD pillars of excellence, ethics, profes-
sionalism and leadership in dentistry.   
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Fear and Antiquated  
Belief Systems: 
A Barrier to Oral 
Healthcare Access
Earl Sewell, MFA

Earl Sewell is a healthcare advocate and has written, published, and narrated over 
forty non-fiction and fiction works. He has also taught writing and public speaking 
for colleges and universities across the United States.

REFLECTION

After World War II, America was experiencing an 
economic boom. Resources were abundant, jobs 
were plentiful, and many citizens were exiting 

urban America to develop suburban communities to start 
families and live the promise of the American Dream—
health, wealth, and prosperity. 
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During this same era, my grandmother Lorraine was 
in her 20s and looking forward to living the same 
dream and beginning a family with her husband, 
John Perry, Sr., a World War II Veteran. Although her 
economic opportunities only extended to domestic 
work in suburban communities, she was hopeful that 
she and John would do well through his part-time 
employment at multiple Fruit Docks in Chicago, 
where he unloaded trucks. With the help of the G.I. 
Bill, John and Lorraine purchased a modest urban 
home to begin their family.

Their first child John Jr. was born in 1948 with Ce-
rebral Palsy. Medical science at the time believed 
the condition to be psychological and presented 
John and Lorraine with parental emancipation doc-
uments and advised them to place John in a mental 
institution and move forward with their lives. With 
a lack of financial resources, no medical insurance, 
and no family support to care for John, Jr., the op-
tion seemed practical. However, Lorraine refused to 
give up parental rights to her child. She suspected 
that her newborn baby would become the subject 
of medical experiments, perhaps like those at Tuske-
gee during the period. She declined the recommen-
dation, which marked the beginning of her mistrust 
of practitioners. The life stressors and emotional 
struggles of war-induced, post-traumatic stress syn-
drome that followed caused the marriage to fail, and 
Lorraine found herself existing in abject poverty as 
a single mother. For the next 60 years of John and 

Lorraine’s life, trauma, social determinants, lack of 
knowledge, and generational poverty exacerbated 
access to care barriers, ultimately resulting in ad-
verse oral and overall health outcomes.

In the book Bridges Out of Poverty Strategies for 
Professionals and Communities, Ruby K. Payne 
states, “to better understand people who struggle 
with poverty, the definition of poverty will be the ex-
tent to which an individual does without resources.”1

Society automatically defaults to the belief that re-
sources are only linked to financial ability. However, 
Payne defines eleven resources that are not nec-
essarily obvious to healthcare practitioners serving 
the public that can influence an individual’s willing-
ness to seek care and therefore impede access to it. 
Those resources are as follows, “Financial, Emotion-
al, Mental, Language, Social Capital, Health, Spiri-
tual, Integrity and trust, Motivation and persistence, 
Relationship/Role Models, and Knowledge of Hid-
den Rules.”1 

In the 1940s, medical knowledge about Cerebral 
Palsy was not what it is today. There was scarce 
support within marginalized communities for strug-
gling families. Compounding the problem was the 
societal stigma of giving birth to a child who was 
different. Lorraine found herself seeking healthcare 
for her child in non-traditional settings. Like many of 
us who receive an adverse health report or have to 
undergo surgery of some sort, we embrace our faith 

“�You never really understand a person until you 
consider things from his point of view.”

			   – Atticus Finch in Harper Lee’s, To Kill a Mockingbird
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in a higher power. We may begin praying more than 
usual or offer prayers to help the healing process of 
others going through a medical hardship.

Lorraine decided to use spirituality, her most signifi-
cant resource, in hopes of medical healing. Payne de-
fines this resource as “Believing in divine purpose and 
that you are part of something larger than yourself.”1 

Having been raised in a Southern Baptist Church, Lor-
raine had a strong belief in a higher power that was 
greater than herself and whom she could bring her 
burdens to and ease the suffering her child. This was 
a powerful belief because it allowed her to see herself 
as resourceful rather than helpless. 

Lorraine heard about a revival taking place in her 
community under a large tent. Soon, stories began 
circulating throughout the neighborhood about 
people on crutches and in wheelchairs suddenly 
walking again after seeing the faith healer. Lorraine 
took John Jr. to the revival, hoping for the miracle 
she and others had prayed for. It did not work, but 
Lorraine took John Jr. to as many of them as she 
could, her heart filled with hope. Eventually, it be-
came clear that quackery was being practiced at 
these events.

As John Jr. grew older and had to seek the assis-
tance of professional healthcare practitioners, the 
only option available to Lorraine that she was aware 
of and had access to was a teaching hospital. There, 
the resources of integrity and trust were once again 
tested. Payne defines these resources as “Having 
the ability to keep your word, honoring the laws that 
govern you, and making decisions based on high 
ethical standards. It is equally important to be able 
to trust others to act with integrity.”1 Whenever John, 
Jr. was brought into the accessible teaching hospi-
tal for any type of medical examination, Lorraine felt 
pressured by medical science to institutionalize her 
son or allow experimental surgeries to be performed 
to figure out what was wrong with no assurances her 
son would survive. The pressure manifested into 

emotional trauma and eroded trust in all specialties 
of the medical profession. This mistrust ran so pro-
foundly that Lorraine taught her son never to allow 
any doctor to do anything to him, especially cut or 
work on him for any reason.

“Knowledge of Hidden Rules is crucial to belonging 
in the socioeconomic class in which the individual 
wishes to live. Hidden rules exist in poverty, in mid-
dle class, and in wealth, as well as in racial and ethnic 
groups and elsewhere. Hidden rules are about the 
unspoken understandings that help signal to mem-
bers of the group that an individual does or does not 
belong to the group. In all classes there are hidden 
rules about food, dress, decorum, etc.”1 Within the 
African American community, hidden rules still exist 
around not trusting practitioners due to America’s 
history of medical experimentation on marginalized 
communities. Lorraine used this rule to protect her 
son from potential medical harm.

By the 1970s, I was a young lad, and John, Jr., my un-
cle, was in his 30s. John, Jr., having no genuine histo-
ry of seeing a dentist, had pungent breath that never 
went away, even after using mouthwash or brush-
ing his teeth. In addition, his gums were noticeably 

REFLECTION
Fear and Antiquated Belief Systems: A Barrier to Oral Healthcare Access   
Earl Sewell
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swollen, and his teeth were distinctively dark yellow 
and brown. According to the American Dental As-
sociation, “Bad breath that just won’t go away or a 
constant bad taste in your mouth can be a warning 
sign of advanced gum disease, which is caused by 
a sticky, cavity-causing bacteria called plaque.”2 At 
the time, access to oral healthcare information was 
non-existent and exacerbating this was a household 
with a low literacy rate. 

By the early 2000s, Lorraine had passed away, and 
extended family members were left to care for 
John, Jr. By this time, John, Jr. had also developed 
Type 2 Diabetes which compounded his ongoing 
oral health problems. According to the American 
Dental Association, “Diabetes is a chronic disease 
which affects your body’s ability to process sugar. 
The resulting high blood sugar can cause problems 
with your eyes, nerves, kidneys, heart and other 
parts of your body. Diabetes can also lower your 
resistance to infection and can slow the healing 
process. If you have diabetes, you are at greater 
risk of developing some oral health problems, in-
cluding gum disease.”3

When discussing seeking treatment at a health cen-
ter for his oral health condition, John was adamant 
about not seeing a doctor out of fear of being ex-
perimented on. He used the knowledge of hidden 
rules to remind family members of what Lorraine 
had said about doctors wanting to harm him. The 
antiquated belief system had become his access to 
care barrier.

Eventually, the family could no longer ignore John’s 
oral health condition and were forced to take him in 
for treatment. His gums were bright red with inflam-
mation, and in some areas, the gums had turned 
black. When John arrived at the clinic, the terror in 
his eyes was heartbreaking. He felt betrayed and 
that experimentation and death were imminent. His 
blood pressure skyrocketed to a level that prevent-
ed treatment, and his family had to reschedule. 

More time passed, and John’s oral health condi-
tion harmed his overall health. As he aged, John 
lost several teeth, making it difficult for him to chew 
and break down food before it entered his digestive 
system. Eventually, this led to an obstruction in his 
intestines. To save his life, doctors operated.

Ultimately, after a lifetime of carrying a belief system 
that was not serving him and prevented him from 
accessing the healthcare available, John consented 
to have a portion of his oral health needs addressed 
before passing in 2016.

In this case, access to care ran much deeper than the 
ability to reach safety net healthcare services, trans-
portation issues, or chronic appointment cancella-
tions. Fear, outdated attitudes, and society at large 
conditioned Lorraine and John to view themselves 
as others. As a result of this belief system and so-
cietal reinforcement, self-imposed limitations were 
enacted for protection even though the actions led 
to adverse outcomes.

REFERENCES
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Access to Care 
for Vulnerable 
Populations at 
Times of National 
Crises: State and 
Local Resources
Amy Martin, DrPH, MSPH

Chair & Professor, Department of Biomedical and Community 
Health Sciences, James B. Edwards College of Dental Medicine, 
Medical University of South Carolina
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DISCUSSION

Based on a Presentation given April 2, 2022 
at the PFA/ACD Spring Conference
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The COVID pandemic revealed 
many vulnerabilities in the dental 
safety net. It also provided oppor-

tunities for dentistry to re-evaluate how it 
is organized and financed, especially for 
vulnerable Americans. Most of us have 
normalized our professional and person-
al lives since the apex of the pandemic. 
This new chapter in the American land-
scape may mean many of us are return-
ing to pre-pandemic priorities. As such, 
our best intentions for strengthening 
the dental safety net could be replaced 
with complacency and distractions from 
competing advocacy agendas. To keep 
momentum for ensuring a robust dental 
safety net, this paper revisits a presenta-
tion I gave at the PFA/ACD Spring Con-
ference in Asheville, NC on April 2, 2022. 

What do we mean by dental  
safety net? 
Many of us are familiar with the published works of 
Dr. Howard Bailit and his commitment to finding 
solutions for strengthening the dental safety net,1 
which is defined by specific providers, patients, 
and payers of care. Providers usually identified in-
clude Federally Qualified Health Centers (FQHCs), 
free clinics, emergency rooms, Colleges of Dental 
Medicine, primary care providers, and public school-
based oral health programs. Providers in these set-
tings have unique business and clinical models that 
provide dental and oral health services to vulnerable 
patient groups which are usually identified as Med-
icaid and Medicare enrollees, uninsured, children 
living in poverty, communities with high infant mor-

tality rates, and communities described as economi-
cally distressed or underserved.

Many dental safety net providers such as those in 
FQHCs and rural providers receive an alternative re-
imbursement from their state Medicaid providers, or 
can sponsor National Health Service Corps (NHSC) 
practitioners if they are located in areas designat-
ed as Health Professional Shortage Areas (HPSAs) or 
Medically Underserved Areas (MUAs). Both of these 
designations are determined by the U.S. Department 
of Health and Human Services, Health Resources and 
Services Administration.2 The chief criticism of den-
tal HPSAs is that they do not adequately measure 
access to care. While an imperfect measure, the des-
ignation brings cost-based reimbursement for many 
providers, especially in rural areas, without which 
they would be unable to remain financially viable. 
Since its inception, there have been many efforts to 
improve HPSAs scoring to improve its accuracy. Po-
liticos know that HPSA designations are the fulcrum 
for incentivizing providers to practice in underserved 
areas because of enhanced reimbursements, feder-
al loan repayments, and NHSC provider placements 
it can bring. Changes to how we designate under-
served areas should be considerate of its impact on 
the many policy levers tethered to it.

Measuring Vulnerability. 
The aforementioned dental safety net dimensions 
along patients, providers, and payers serve as a 
proxy for vulnerability. But what does it mean for a 
community to be vulnerable? The Centers for Dis-
ease Control and Prevention3 have made available 
an online tool to provide this very definition. Its web-
site uses 16 variables from the U.S. Census to quan-
tify a county’s social vulnerability . Interactive maps 
are available for users to understand their counties’ 
levels of vulnerability and the drivers of that vulnera-
bility. Measures of vulnerability include factors linked 
to socioeconomic indicators, household characteris-
tics, race and ethnicity, housing, and transportation 
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needs. Our team is currently completing a study to 
determine how, if at all, dental HPSAs and commu-
nity social vulnerability indices are correlated. Our 
hope is that this analysis will better inform how com-
munity vulnerabilities intersect with availability of 
dental care.

In addition to social vulnerabilities, economic vulner-
ability measures can also help oral health advocates 
focus their agendas. The Appalachian Regional 
Commission (ARC) provides an exemplar method for 
quantifying economic vulnerability. Annually, they 
categorize the 423 ARC counties in 13 states based 
on their economic distress.4 

Lessons Learned from Previous States 
of Emergency. 
Quantifiable vulnerability measures can serve as 
useful tools for evaluating and prioritizing advoca-
cy efforts. Often times, it is the anecdotal and not 
the empirical data that influences policy and deci-
sion-makers to take action. We offer three exam-
ples from previous states of emergency: climato-
logical, economic, and environmental. As a resident 
of a hurricane-prone region, Hurricane Katrina and 
its aftermath had a generational impact on how 
many of us in rural and oral health think about 
policy responses to natural disasters. While faculty 
at the University of South Carolina’s Rural Health 
Research Center, our team, led by Dr. Jan Probst, 
was asked to weigh in on $10 billion in proposed 
Medicaid cuts to offset the cost to restore New 
Orleans. While there was universal support for the 
restoration of one of the nation’s most beloved and 
economically relevant cities, such a solution would 
have obliterated the region’s safety net. At the 
time, the following statistics contextualized why the 
proposed Medicaid cuts were not a viable solution:

•	 534 counties were declared FEMA disaster ar-
eas as a result of Hurricanes Katrina and Rita. 
Nearly two-thirds, 62% (n=331), were rural 
counties.

•	 Of the 331 counties that were both rural and 
FEMA disaster areas:

•	 170 (51%) were within the top national quar-
tile for percent African American population

•	 183 (55%) were within the top national quar-
tile for percent Hispanic population

•	 233 (70%) were within the top national quar-
tile for percent population living in poverty.

Within the 331 rural, disaster declared counties, 
there were 477 rural health clinics and 155 FQHCs 
providing safety net medical and dental services. 
Cutting their Medicaid dollars would have resulted 
in the collapse of what was a fragile system of care 
prior to the hurricanes.

The second example is the impact of the Great Re-
cession on utilization of dental services, which has 
been well examined by the American Dental Asso-
ciation’s Health Policy Institute.5 Despite growth in 
both the total U.S. population and dental workforce, 
the Great Recession showed how abrupt changes in 
the economy can have seismic impacts on how den-
tal care is used. The Great Recession drove scores 
of Americans away from private practice dental of-
fices and into hospital emergency departments and 
FQHCs. In fact, during this time in U.S. history, it was 
people with Medicaid and Medicare who had the 
greatest buying power of health services, including 
dental. The surge in dental services during this time 
ultimately led to the greatest expansion of FQHC 
dental clinics in the program’s history. This would 
later prove to be essential infrastructure in the re-
sponse to the COVID pandemic.

The third example comes from my home state of 
South Carolina. In the middle of the night in 2005, a 
switch misalignment caused a freight train collision 
in the small, rural town of Graniteville. The train de-
railment resulted in a chlorine spill, killing 9 people 
and forcing the evacuation of 5,400 residents in a 
1.5 km radius. The train collided with Avondale Mills 
which had to close after 160 years of operation, tak-
ing with it 1,600 jobs from the rural town. While the 
primary surge into emergency departments by resi-
dents concerned they had been exposed to chlorine 
gas was anticipated, the secondary surge of people 
with undiagnosed and untreated chronic disease 
was not.6 The secondary surge continued for two 
years after the train derailment.
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Often times when we discuss safety net policy, we fo-
cus on unmet needs that have been identified. What 
we learned from the tragic events in Graniteville was 
identified unmet need was the tip of a safety net 
iceberg. The volume of people with undiagnosed 
hypertension and diabetes was truly unanticipated. 
Our nation’s financial and policy investments in the 
safety net are funded by measurable need. Based 
on the Graniteville experience, this is flawed logic, 
which is why the previously described measures of 
vulnerability may aid considerably in strengthening 
and growing the safety net to meet need during 
times of predictability and times of crisis. Three im-
portant lessons can be learned from previous na-
tional and state crises:

•	 Vulnerable communities are usually the first 
targets of reactionary policy and economic 
corrections.

•	 An unstable safety net negatively impacts the 
broader healthcare system.

•	 The disproportional response – the impact of 
crises are typically felt over a longer period of 
time in vulnerable communities compared to 
more resilient ones.

Post Mortem on COVID and the 
Dental Safety Net. 
With the past as prologue, we may be able to ap-
praise how COVID impacted the viability of the 
dental safety net. The most recent event to which 
we can compare effects is the Great Recession. The 
table below summarizes themes of what we have 
observed in our individual communities, as well as 
published trends. (See table next page)

Other than the obvious differences between the two 
catastrophic events (economic vs. pandemic), there 
were important policy and program actions taken 
between the Great Recession and the COVID-19 
pandemic that may have averted greater erosion to 

the dental safety net during the pandemic. It is dif-
ficult not to attribute some resiliency to the Afford-
able Care Act and its expansion priorities, especially 
Medicaid and FQHC access points. More than 1,200 
new points of care we expanded nationally. While 
many consider the ACA a partisan bill, support for 
FQHCs has historically been bi-partisan. President 
George W. Bush, for example, led one of the coun-
try’s largest FQHC expansion efforts during his time 
in office. Approximately $156 million was invested 
in 2016 to support FQHC expansion, including more 
than 70 new dental clinics. The ADA’s Health Pol-
icy Institute closely tracked dental clinic capacities 
for both private offices and FQHCs. Their analy-
ses showed private practices were faster to reopen 
“business as usual” and with uncompromised capac-
ity, compared to FQHCs.7 By December 2020, only 
38% private practices were open but with reduced 
capacity, compared to half of FQHCs. Without an-
tecedent investments, the outcomes may have been 
likely more disparate.

The second policy that likely contributed to preserv-
ing elements of the dental safety net is the Action 
for Dental Health Act (2018). This legislation reau-
thorized initiatives that increased access to oral 
health treatment and prevention services, especially 
for underserved communities. It too received bipar-
tisan sponsorship from Senators Scott (R, SC); Hiro-
no (D, HI); Booker (D, NJ) and Cassidy (R, LA). This 
legislation accomplished the following:

•	 Reauthorized oral health promotion & disease 
prevention activities at CDC such as school-
based sealant programs & community water 
fluoridation

•	 Established an Action for Dental Health Pro-
gram to improve oral health education; and

•	 Reauthorized HRSA oral health workforce 
grants

While anteceding legislation likely cushioned the 
impact the pandemic had on the dental safety net, 

DISCUSSION
Access to Care for Vulnerable Populations at Times of National Crises: State and Local Resources   
Amy Martin, DrPH, MSPH



15 2023  Volume 90, Number 2

reactionary policy may have exacerbated fractures. 
The Coronavirus Aid, Relief, and Economic Se-
curity (CARES) Act allowed for direct payments to 
health care providers.8 This $100 billion provider 
relief fund (PRF) has been thoroughly examined for 
medical providers, but not dental. We published a 
single-state study that showed no differences, with 
regards to who received PRF funds, between rural 
and urban dentists, and no differences been Med-
icaid and non-Medicaid accepting practices. Our 
results indicated that the PRF effectively distributed 
resources needed to keep some practices in opera-
tion. The missed opportunity may have been need-
based distribution of resources. 

Are We Ready for the Next Storm? 
The answer to this question largely depends on how 
well we use the data and evidence available to us, 
and the call to action from the Oral Health in Amer-
ica report, which challenges us all to consider the 
following:

•	 “Policy changes needed to reduce or amelio-
rate oral health inequities that affect behaviors 
and access to care;”

•	 “Dental and other providers must work to-
gether to offer integrated care in a variety 
of settings: schools, FQHCs, nursing homes, 
medical and dental clinics;”

•	 “Strengthen the workforce through diversifi-
cation, reduce education costs, and a strong 
research enterprise dedicated to improving 
oral health.”9

For those of us who conduct research, NIDCR has 
clearly communicated its priorities, which align 
nicely with the Oral Health in America report:9

In closing, we have the blueprint and evidence, 
along with the strategic plan for our nation’s lead-
ing research enterprise. The dental safety net took 
a demonstrable hit during COVID and is slowly 
recovering and rebuilding its workforce and ca-
pacity.  I encourage us all to not grow complacent 
by contributing to its full recovery and expansion 
through our unique contributions as practitioners, 
educators, researchers, and policymakers. The next 
national disaster is always looming on the horizon.  
Let us commit to not weathering it on the backs of 
vulnerable communities.

Thematic Area The Great Recession (2007 – 2009) COVID-19 (2020 – Present)

Private Practice 
Utilization

General dental visits dropped to 38.4%
Volatile data trends due to seasonality of 
community spread

Workforce Minimal disruption to dental workforce Considerable disruption to dental workforce

Preventive Care Hygiene services for cleanings increased
Hygiene services difficult to access due to 
workforce shortage

Medicaid’s Value
Medicaid’s value was greater compared to 
private insurance due to economic factors.

Medicaid’s value increased during the 
pandemic but is seeing disruption and 
retraction three years post outbreak.
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Unmasking Oral 
Health Disparities in 
Vulnerable Populations: 
Reflections of a  
New Dentist 
Joshua D. Bussard, DDS, FACD, FPFA

Oral health care accessibility continues to present global challenges. 
A plethora of untreated dental needs is a daily reality and difficulty 
accessing care usually affects the most vulnerable populations. 

My viewpoint stems from active involvement attempting to reduce these 
circumstances by providing care for impoverished populations throughout 
dental school, working in Federally Qualified Health Centers (FQHC) during 
an Advanced Education in General Dentistry (AEGD) residency program, 
and treating populations with limited finances and significant dental 
insurance limitations as a recent graduate. This article aims to highlight 
vulnerable populations, discuss obstacles hindering dental care access, 
and showcase ongoing initiatives to mitigate oral health disparities. 

Joshua Bussard is a generalist in private practice, fellow of the Indiana University 
Orthodontic Fellowship for the General Practitioner, graduate of an Advanced 
Education in General Dentistry Residency program, Regent Intern on the 
American College of Dentists Board of Regents, and is a member of the Journal 
of the American College of Dentists Editorial Board. 
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Vulnerable and underserved populations encom-
pass cohorts lacking access to dental care. These 
populations include individuals living in rural ar-
eas, people with special needs, children, geriatric, 
uninsured, lower socioeconomic status, pregnant 
women, ethnic and racial minorities, immigrants, 
veterans, and others.1-6 Vulnerable populations face 
many challenges such as transportation, education, 
insurance limitations or lack of insurance, limited 
offices accepting insurance and/or Medicaid, work 
flexibility for dental appointments, minimal finances, 
treatment cost, and child care.1-6 As dental profes-
sionals, we have a commitment to improve the oral 
health of the public under the ethical principle of 
beneficence.7 The dental profession has attempted 
to find and is actively seeking ways to minimize bar-
riers to care by developing programs and advocat-
ing for dental coverage improvements. However, it 
is disheartening to witness our attempts resulting in 
a revolving cycle of patients and their families having 
repeated patterns of dental challenges which leads 
me to pose the question. Are our efforts to improve 
access to care actually addressing the source of oral 
health disparities or are we establishing solutions to 
combat the outcomes of these increasing concerns?

Dental students and programs recognize the neces-
sity of improving access to care and several nonprof-
it clinics have been born as a result. After attending 
the Society of Student Run Free Clinics (SSRFC) as 
a representative from the Indiana University School 
of Dentistry Student Outreach Clinic (IUSD-SOC) in 
2017, I was encouraged to witness dental participa-
tion, however, participation was minimal compared 
to other health professions. My involvement on the 
IUSD-SOC Executive Board opened my eyes to an 
excellent example of a clinic operating in an under-
served neighborhood while collaborating with stu-
dents and faculty members from other disciplines. 
The IUSD-SOC is a volunteer clinic providing dental 
care for people without dental insurance that has 
eliminated transportation concerns by operating 
within walking distance from the patients it serves. 

This type of experience is also unique in that it pro-
vides follow-up care by regularly operating as a den-
tal home for a consistent patient population, and in-
stills the values of helping underserved populations 
in developing oral health care professionals. 

On a similar note, FQHC’s and public health safety 
net programs maintain a similar mission of address-
ing the untreated oral health needs of vulnerable 
populations. Government supported clinics often 
employ providers from multiple disciplines and en-
courage interprofessional care by positioning dif-
ferent providers in close proximity to one another.2 
Strategic provider placement facilitates collabora-
tion and provides a foundation for treating patients 
more holistically. Oral health is closely linked to 
overall health and fostering a support system be-
tween medical and dental professionals encourages 
improved comprehensive health outcomes as well 
as patient awareness.2,5 In order for society to un-
derstand the importance of oral health and overall 
health, we must educate our patients and support 
our colleagues. Although this may seem like a log-
ical concept, multiple challenges are presented 
when implementing and maintaining this structure. 
Many providers are often discouraged when work-
ing with underserved populations due to multiple 
failed appointments, lack of patient understanding 
and/or motivation to receive care, unruly behavior, 
and limited financial reimbursement to cover the 
expenses of services provided.6 In spite of possible 

In order for society to understand 
the importance of oral health and 

overall health, we must educate our 
patients and support our colleagues. 

Although this may seem like a 
logical concept, multiple challenges 
are presented when implementing 

and maintaining this structure. 
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frustrations, reminding ourselves to consider possi-
ble sources of these reactions should fuel our desire 
to address the origins. 

Challenges exist in providing ideal treatment with 
limited finances and minimal to no insurance cov-
erage in dental private practice settings. Patients 
with dental insurance have tendencies to proceed 
with care solely covered within their covered bene-
fits. These situations emphasize the importance of 
informing patients of all of their options regardless 
of insurance coverage, documenting all conversa-
tions, and allowing patients adequate time to re-
flect and make an informed decision based on clin-
ically acceptable treatment options that best align 
with the patient’s goals and values. In instances 

where patients without dental coverage are expe-
riencing dental emergencies, dental professionals 
have a duty to stabilize and manage health threat-
ening conditions regardless of the setting and pa-
tient finances.5,7 

The dental profession has an ethical and profession-
al obligation to continue  to work toward addressing 
oral health disparities. Vulnerable populations face 
significant challenges and it is essential to address 
the source of these challenges rather than the ef-
fects. If we continue targeting the outcomes, we will 
always have a repeating cycle and similar frustra-
tions will persist as a profession as well as for those 
we serve.

The dental profession has an ethical and professional obligation 
to continue  to work toward addressing oral health disparities. 

Vulnerable populations face significant challenges and it is essential to 
address the source of these challenges rather than the effects.
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I have provided vacation coverage for dentists in 
Lubbock (population of about 300,000), but recent-
ly I was asked to cover for a practice in Post, Texas 
(population 5,700). Post is a community originally 
started by Charles Post of the Post Cereal Company. 
The city is about 40 miles from Lubbock and has a 
large geographic patient base of cotton farmers and 
ranchers (cattle, wind, oil). There is an extreme ac-
cess to care issue in this area. 

Patients tend to drive more than 2-3 hours for den-
tal and medical care as well as groceries and other 
essentials. Dr. Xochitl Anderton is a dentist with a 
true servant’s heart for the underserved, opening 
her practice in Post after serving as the Lubbock 
Dental Director of the Lubbock FQHC (Federally 
Qualified Health Center). Dr. Anderton grew up 
with her family obtaining care in the Community 
Health Center environment and found her purpose. 
She returned to the clinic after dental school grad-
uation to serve her community.  She later opened 
her practice in Post. The small community, eager 
to have a dentist (the previous dentist had retired 
after 40 years), offered her a rent concession. Cur-
rently Dr. Anderton is the only dentist in the county 
and many of the surrounding counties, finding that 

she can blend her desire to serve the underserved 
and still live in the larger city with the 45 commute 
to the community not that different than a typical 
commute in a large city during rush hour. 

My recent experience in Post has caused me to re-
flect on the convergence of my past and present.

Having practiced all my years in what some might 
call a “high end fee for service” dental practice, I 
was really looking forward to spending the week in 
Post. During dental school I spent summers and a few 
months after graduation at La Clinica de los Campes-
inos, a Texas migrant council clinic in Wisconsin, be-
fore opening my practice in Texas. The clinic served 
the migrant farmworkers and their families. I felt I was 
coming back to my roots… so I thought. 

In my practice I was not in-network with any plans, 
however, the rural practice in Post is in many net-
works and is also a Medicaid provider.  The patient 
population in Post ranged from the owners of the 
mega farms and ranches to the farmworkers and oil 
field workers to teachers and families. I found the pa-
tients to be so very thankful and humble for the care 
they received, very patient and tolerant of delays 
or possible discomforts. This was in stark contrast 

2022 was not only the year I chose to retire from my dental practice in Lubbock, 
Texas, but also when I dedicated myself to “Repurposing.” What more is there 
after 38 years of practicing clinical dentistry? Am I done? Where can I channel 
my experience and love of dentistry? In a little over a year, I have had two 
articles published in the Journal of the American Dental Association, lectured, 
and started a young dentist mentoring group in my local community. I am 
also part-time clinical faculty at the University of Texas – Houston School of 
Dentistry. West Texas, where I practiced, has traditionally been an underserved 
area. In Lubbock, if a dentist needed to be away from practice for health 
or vacation reasons, our community of dentists reached out to help cover a 
practice to the best of everyone’s ability. But the practice still suffered. Finding 
an Ad Locum dentist was next to impossible. One of my strongest plans was to 
provide coverage for practices in need. In my area that need was great because 
dental practitioners historically chose to practice in the “big cities”. Our large 
geographic area had and still has a huge unmet need for dentists. 
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to the needy and high maintenance patients I often 
encountered in other practices. I saw strong family 
units that were often headed by the Spanish-speak-
ing grandmother who was raising the grandchildren 
or caring for them while the parents worked. 

Staffing was another interesting issue. Yes, there are 
shortages, but the current staff of the practice were 
amazing. All were from Post or the surrounding local 
communities. One assistant had spent 13 years driv-
ing the 40+ miles to and from Lubbock every day for 
work. Her quality of life was significantly improved 
when she could work in her hometown and pick her 
kids up from school. Another was hired having just 
had a weekend assistant course, receiving on the job 
training in the practice and then going on to earn 
her expanded dental assistant certification. A job 
she never could have attained without the dental 
practice in her community. Many patients are sole-
ly Spanish-speaking or speak English as a second 
language, and Dr. Anderton and the majority of her 
team speak Spanish. I, on the other hand, have limit-
ed dental Spanish left over from my La Clinica days, 
but it was fun to get to use it again. 

Utilizing expanded duty dental assistants (coronal 
polishing and sealants) in underserved areas cre-
ates an ideal adjunct to extending dental care to an 
even broader patient base. This model allows the 
one hygienist and the dentist to provide exams and 
cleanings in a more efficient manner. The dentist 
can perform, for example, a child exam and x-rays, 
subgingival scaling as needed, parent and child ed-
ucation then leave the expanded duty dental assis-
tant to perform the coronal polishing, sealants, and 
fluoride application.  

To compensate for the higher than usual no-show 
rate, the hygienist is double-booked. This approach 
concerned me; however, the staff is very flexible and 
adept at working with the above model to accom-
modate the patients. I also found that most of the 
patients were very amenable to delays in scheduled 
appointment times, patiently waiting for their turn to 

be seen. Being laid back in their lifestyles and their 
expectations is such a comfortable way to practice.

The Medicaid model really works for this practice and 
the patients that they serve. Babies are seen starting 
at 6 months for their first exam. The baby’s mouth is 
examined but most importantly is the dialogue that 
is started with the parent. Early education is critical 
to low caries incidence. The baby returns every three 
months with great emphasis placed on weaning, oral 
care, and diet conversations. Toothbrush prophylaxis 
occurs once teeth erupt along with fluoride varnish 
application. The 3-month frequency occurs till the 
age of 3 when visits change to every 6 months. This 
child practice model as well as the high fluoride con-
tent of the ground water found in the wells helped to 
decrease the caries incidence in the area. 

One mom came in with her two pre-teen children. 
They found it difficult to obtain regular dental care 
due to two main access issues. One was that they 
did not have a dentist in their county and the second 
was based on financial reasons. The mom shared her 
frustration and feelings of guilt that while both par-
ents worked, the kids did not qualify for Medicaid 
and paying out of pocket meant that they were not 
able to be seen regularly and had untreated caries. 
She shared that she grew up with Medicaid and nev-
er had any cavities which she attributed to her ac-
cess to care. She was thrilled to have found a dental 
home for her and her family. This experience in Post 
exposed me to the working poor, great families, but 
many who struggle with access to care. 

The rural dental office often doesn’t compare to the 
bright and shiny offices found in big cities. I really 
think that the simple décor and less complex ap-
pearance may be more patient-friendly. Addition-
ally, this simplicity contributes greatly to decreased 
overhead. Quality, however, is not compromised in 
any way. The quality of the dental care provided is 
exceptional even in humble surroundings. Modern 
digital technology from radiographs to scanners to 
intraoral imaging as well as computerized front desk 
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duties were all still in place exemplifying that simple 
décor did not mean lack of current technologies. 

There are advantages of rural dental practice for the 
community as well as for the dentist, and I believe 
they far outweigh the disadvantages. Clearly the com-
munity engagement and support are immeasurable. 
Local medical districts and other services often help 
to supplement the costs of rent and equipment to de-
crease rent and other overhead as well as less need 
for opulent décor. Staffing seems less of an issue as 
there are plenty of people wishing to have good jobs 
within their community. On the job training is plenti-
ful in the dental office. Currently an adjacent county 
has approached the dentist to open another office in 
their county as they currently do not have a dentist. 
They have offered to establish the clinic and staff it. 
The opportunities are endless for a dentist looking to 

practice. Many new dentists and hygienists are not in-
terested in practicing in these rural areas and as such 
it is difficult to find associates. My experience showed 
me, however, that providing care to underserved, re-
mote communities while living in the bigger city, even 
with a 45-minute commute from home, can be as re-
warding if more rewarding than that same time com-
mute in the bigger cities. 

Every morning and evening driving home through 
the plains of west Texas was glorious with colors and 
the sights of the changing landscapes and views of 
windmills and oil wells and miles of cotton fields. 
These breathtaking views allowed me to recenter my 
thoughts and give thanks for our wonderful profes-
sion and all that it provides us but, more importantly, 
the communities we serve. 

Many new dentists and hygienists are not interested in practicing in these rural 
areas and as such it is difficult to find associates. My experience showed me, 

however, that providing care to underserved, remote communities while living in 
the bigger city, even with a 45-minute commute from home, can be as rewarding 

if more rewarding than that same time commute in the bigger cities. 
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The United States is one of the few modern, indus-
trialized countries in world that does not offer some 

type of universal healthcare system to address the health-
care needs of its residents. There are dynamic forces at 
play in developing a workable system to address access 
to healthcare. The escalating costs of healthcare in con-
junction with the expectation of who pays for the care, or 
who pays for the insurance that provides for healthcare, 
remains one of the primary challenges and barriers to ac-
cess. Whether healthcare costs are self-funded, covered 
by public or private insurance, or by state and federal 
government programs, funding is a significant challenge. 

To look at advancing a universal healthcare system, understanding 
the goals of a universal healthcare system are important. These goals 
include access to safe high-quality healthcare for all members of the 
served population thus minimizing gaps in access to care, a focus on 
primary healthcare and preventive services, options for affordable pre-
scription medications, as well as cost containment of overall healthcare 
expenditures. The Military Health System has been aggressively imple-
menting clinical and business practices to address these specific areas 
of its healthcare system. 

This article examines applying the successes and best practices of a large, 
federally operated healthcare system, the United States Military Health 
System, as a model for advancing a universal healthcare system. 

  

The escalating costs of healthcare in conjunction 
with the expectation of who pays for the care, or who 
pays for the insurance that provides for healthcare, 
remains one of the primary challenges and barriers 
to access. Whether healthcare costs are self-funded, 
covered by public or private insurance, or by state 
and federal government programs, funding is a 
significant challenge. 
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INTRODUCTION
Community healthcare leaders recognize the bene-
fits of a comprehensive healthcare system that ad-
dresses access, quality, safety, and cost.1 To better 
understand the opportunities of a universal health-
care system, reviewing how gaps in access and 
quality develop is relevant. The social determinants 
of health as defined by the World Health Organi-
zation“ are the non-medical factors that influence 
health outcomes. They are the conditions in which 
people are born, grow, work, live, and age, and the 
wider set of forces and systems shaping the con-
ditions of daily life.”2  There are many challenges 
related to social justice and the social determinants 
that impact access to healthcare.3 Social status gen-
erally determines one’s ability to not only access 
health care, but also determines the amount and 
type of healthcare that can be accessed.4 

The costs of healthcare and who pays for it must be 
considered. Currently, those with means (jobs, finan-
cial security, health insurance, etc.) have a different 
tier of access than those without means.5 Address-
ing the inequities, the costs and the gaps in access 
to safe, high-quality healthcare for all, regardless of 
demographic or social determinate is challenging.

Gaps in access to healthcare, as well as in the 
quality of the care provided that exist across eth-
nic, racial, and social economic status are defined 
as health disparities.6 Multiple strategies exist for 
mitigating health disparities associated with the 
social determinants of health.7 Economic stability 
is closely aligned with employment, income, and 
debt management.3 Physical environment focuses 
on housing, transportation and physical geography 
and is connected to food security and the ability to 
access a healthy diet.3 Social integration and com-
munity engagements are closely connected to the 
social determinants especially as it relates to stress 
management and social support systems.3 Educa-
tion is integral to accessing programs that facilitate 
expanding one’s ability to grow personally and pro-

fessionally and thus improve employment and fu-
ture economic opportunities3 Improving on any or 
all, of these areas of social determinants of health 
can contribute to addressing social injustices. 

Some of the factors that are driving the transforma-
tion of healthcare include challenges to access to 
care, health disparities, undesired outcomes, and 
unsustainable costs.8 More money is spent on physi-
cian and clinical services, prescription medications, 
and administrative services per person in the United 
Sates than in any other peer industrialized country 
in the world.9 Challenges related to the affordabil-
ity of health insurance is the reason people do not 
obtain coverage.9 Focusing on specific areas of the 
healthcare system, including access to care, health-
care coverage costs, and quality of care provides 
an opportunity to address some of the challenges 
related to universal healthcare. 

The Military Health System is modernizing its clinical 
and business practices to improve access to care, 
quality of care and enhanced options for purchased 
care.10  Many of these best practices from the Unit-
ed States Military Health System can be utilized to 
advance a universal healthcare system. 

UNIVERSAL HEALTHCARE
Approximately 37 million Americans are without 
health insurance and an additional 41 million Amer-
icans do not have sufficient access to healthcare.11 
Several factors contribute to lack of insurance and/
or access to healthcare, including the costs of 
healthcare, reimbursement and the costs associated 
with advances in medicine.12 The Affordable Care 
Act expanded health coverage by offering various 
coverage options through a network of private in-
surance options and by expansion of Medicaid to 
attempt to close the gaps in access across ethnic, 
social, and racial demographics.13 The Affordable 
Care Act focused on expanding access to care, pro-
viding opportunities for insurance coverage, em-
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Approximately 37 million Americans are without health  
insurance and an additional 41 million Americans do 
not have sufficient access to healthcare. Several factors 

contribute to lack of insurance and/or access to healthcare, 
including the costs of healthcare, reimbursement and 

the costs associated with advances in medicine.11
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phasizing prevention, improving quality and overall 
health system performance, and curbing escalating 
healthcare costs.14 The Affordable Care Act also led 
to health insurance reforms and created cost-shar-
ing options for premiums and copayments which 
resulted in expanded opportunities for purchasing 
health insurance for individuals and families.15 Pa-
tients had choices as to the type and amount of cov-
erage they purchased. The Affordable Care Act was 
designed to improve access to care and the quality 
of healthcare as well as the affordability of health-
care.16 Though not a comprehensive solution, it was 
considered a starting point for insuring many unin-
sured Americans. 

Several health insurance systems have been iden-
tified as possible models for universal healthcare. 
One model, the Beveridge system, provides for uni-
versal healthcare coverage for all residents and is 
paid for by the government and financed by gov-
ernment taxes.9 In this system the government op-
erates a majority of the hospitals and employs the 
staff providing the care.9 Examples of this system 
are the United Kingdom, Italy, and the United States 
Veterans Health Administration.9 Other models for a 
universal healthcare system include expanding cur-
rent government programs such as a Medicare for 
all type of program or a combination of a govern-
ment or private single-payer insurance-based pro-
gram.9 These models employ various programs that 
require some form of compulsory enrollment or em-
ployer provided private insurance coverage. Financ-
ing can be self-funded, employer funded, govern-
ment funded or a combination of funding sources.9  

A universal healthcare system could provide an 
opportunity to address access to care, healthcare 
coverage and the quality of care provided. Though 
debated, the most important piece of healthcare 
legislation since the creation of Medicare and Med-
icaid is the Affordable Care Act.16 Although the Af-
fordable Care Act was not a universal healthcare 
system, it addressed many of challenges facing the 
healthcare system in the United States related to 

access, cost and quality.16 These factors align with 
many of the goals of a universal health system.13 

The United States Military Health System is one of 
the largest and most complex health systems in 
the world.17 The Military Health System has multi-
ple interrelated missions to include readiness or the 
ability to provide highly trained medical personnel 
and equipment to deliver medical care on the bat-
tlefield in support of global combat operations and 
the delivery of comprehensive healthcare as part of 
the medical benefit to care for eligible beneficia-
ries.17 The Military Health System provides medical 
treatment through a system of 700 global military 
medical treatment facilities.10 It utilizes the Tricare 
network to provide for integrated care between 
military treatment facilities and a network of civilian 
healthcare providers which are operated by man-
aged care support contractors around the world.18 
Together the direct care system and the purchased 
care system provides care to 9.6 million active-duty 
personnel, military retirees, and their family mem-
bers around the world.17 The Military Health Sys-
tem also provides medical education and training, 
conducts medical research and development, and 
ensures the medical readiness for 1.4 million active 
duty and 331,000 reserve personnel.17

The Military Health System is a health equity system 
of care, in that regardless of military rank, position 
or demographic, patients have access to compre-
hensive healthcare.19 The Department of Defense is 
America’s largest government agency.20 The Military 
Health System, as an organization within the De-
partment of Defense, highlights that a high-quality 
healthcare system can be operated by the Federal 
government. Access to care is provided to a large, 
diverse population that is not based on financial sta-
tus, ability to pay, race, or gender.19 The provision of 
primary care in the Military Health System is through 
a system of patient-centered medical homes fo-
cused on access, prevention, health, wellness, and 
cost containment.
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The Veterans Health Administration (VHA) is not part 
of the Military Health System.10,22 The Military Health 
System is funded, staffed, and overseen by the De-
partment of Defense, whereas the Veterans Health 
Administration is funded, staffed and overseen by 
the Department of Veterans Affairs.23 It is composed 
of 170 medical centers and 1074 outpatient clinics 
forming the largest integrated healthcare system in 
the United States.24 In discussions regarding univer-
sal healthcare, “the Veterans Health Administration 
is emerging as a local (domestic) model for the US 
national healthcare system.”25 

There are four reasons why the Veterans Health Ad-
ministration is considered a workable model for a 
U.S. national healthcare system:25 

1) 	 a centralized healthcare administration 
organizational and leadership structure

2) 	 a focus on primary and preventive care

3) 	 a networked electronic health record and 
robust health informatics system 

4) 	 an evidenced based pharmacy plan 
that provides for affordable prescription 
medications

Many of the reasons identified in the Veterans Health 
Administration system has advantages for a univer-
sal healthcare system mirror the same reasons that 
the Military Health System is also a successful model 
(Table 1).

The concept of using an existing government pro-
gram and supplementing it with private insurance 
could be developed utilizing business practices of 
the Military Health System. Some of the best practic-
es of the Military Health System provide an opportu-
nity to focus on access to care, quality and opportu-
nities for cost containment.10

DISCUSSION
Developing a comprehensive universal healthcare 
system requires strong leadership and a robust part-
nership between government and private industry. 
A focus on justice is critical in a universal healthcare 
system. Justice, one of the four principles of bioeth-
ics, is the fair distribution of resources and benefits 
while considering the risks and costs of the benefit.26 
Considering gaps in access to healthcare that arise 
from social injustices, the principle of justice is inte-
gral to any discussion on universal healthcare. 

The cost of healthcare in the United States contin-
ues to increase.27 National healthcare expenditures 
in the United States were $3.8 trillion in 2019 and 
were estimated to increase to $4.0 trillion in 2020.27 
It is projected that national healthcare expendi-
tures will reach $6.2 trillion by 2028. As a percent 
of gross domestic product, this reflects an increase 
from 17.8% in 2019 to 19.7% in 2028 for a total of 
one-fifth of the United States total Gross Domes-
tic Product.27 It is estimated that 31% of healthcare 
expenditures are related to administrative opera-
tions.28 One-third of healthcare expenditures are 

 TABLE 1 Military Health 
System

Veterans Health 
Administration

A Domestic Model  
for a National Health  

Care System.25

Centralized Administration Yes Yes Yes

A Primary and Preventive 
Care Focus Yes Yes Yes

Networked Electronic 
Health Record Yes Yes Yes

Comprehensive Pharmacy 
Plan Yes Yes Yes
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related to hospital services. Clinical services ac-
count for an additional 20% of expenditures with 
pharmacy services accounting for 9% of expenses.9  

Considering the challenges of establishing a univer-
sal healthcare system, strong executive and organi-
zational leadership are essential. If done correctly, 
universal healthcare provides an efficient health sys-
tem focused on prevention and treatment, afford-
able access, appropriate pharmaceuticals, and suffi-
cient fiscal and human resources.29 

With universal healthcare, all people have access 
to the health services they require.2 This type of 
open access to care is a key feature of the Military 
Health System.30 The Military Health System pro-
vides healthcare through a direct care system (care 
delivered in the military treatment facilities) and a 
purchased care network (Tricare network).18 Direct 
care is provided by an interconnected system of 
military medical treatment facilities that are staffed 
and operated with a specific mission of treating eli-
gible beneficiaries. Due to the large number of the 
Military Health System treatment facilities, the orga-
nizational structure is regionalized into specific re-
gions or service markets for oversight and manage-
ment of specific geographic populations. If access 
to care needs cannot be met by a treatment facility 
in the regionalized direct care system, patients can 
be referred to a network provider. The Tricare health 
plan provides a managed care type of plan and a 
preferred provider option network plan.10 This dual 
option type of plan for purchased care should be 
considered a best practice for a universal healthcare 
system. One proposed plan for universal healthcare, 
examines maintaining and improving the Affordable 
Care Act; keeping and strengthening the current pri-
vate insurance system as well as establishing a gov-
ernment healthcare insurance program; or possible 
expanding Medicare to every American who does 
not have healthcare insurances.31

Affordable prescription medication is also important 
in a universal healthcare system. The cost of pre-

scription medications is the fastest growing medical 
expense for patients.32 The Department of Defense 
Tricare Program and the Veterans Health Administra-
tion both negotiate prices for prescription drugs.33 
A universal healthcare system, that builds on best 
practices of the Military Health System would have 
an opportunity to negotiate with the pharmaceuti-
cal industry for best pricing options for medications. 
The result would be a more affordable pharmacy for-
mulary for patients.  

To receive healthcare treatment in a military facility, 
a patient must be eligible for care as an active-duty 
member, family member or retiree.34 There are ex-
ceptions for civilians who require emergency treat-
ment to receive care in a military facility, however 
non beneficiaries are billed for the care they receive. 
In 2020, the proposed Financial Relief for Civilians 
Treated at Military Hospitals Act cancels all pre-exist-
ing medical debt incurred by civilians at military hos-
pitals and prohibits military treatment facilities from 
billing future civilian patients who receive emergen-
cy care in military hospitals.35 Though not enacted, 
the proposed Act was referred to the Senate Armed 
Services Committee for action.36 The significance of 
this type of legislative action is that it could open 
the door for expanding access to care in the Military 
Health System to non-military beneficiaries. 

Any initiative to open access to care in the Military 
Health System for non-military beneficiaries must be 
weighed against the impact to the mission of the 
Military Health System. “Maintaining readiness and 
medical skills is the primary mission of the MHS and 
will always take highest priority.”10

CONCLUSION
The Military Health System and the Veterans Health 
Administration demonstrate that a high-quality 
healthcare system can be operated by the Feder-
al government. The Military Health System and the 
Veterans Health Administration provide access to 
care for a large, diverse patient population that is 
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not based on financial status, race, gender or any 
other demographic other than to have beneficiary 
status in the military service. 

The United States is frequently referred to as the 
only industrial nation in the world that does not 
have some form of a national, universal healthcare 
system.9 The current system of systems is expensive, 
restrictive, has limited access, and by most accounts, 
fiscally inefficient.5 The United States pays more for 
the administration of healthcare and for pharmacy 
services than any other similarly developed country. 
The widening gap between those with access and 
those without access to affordable, safe, high-quali-
ty healthcare, serves to highlight some of the social 
injustices with the current United States healthcare 
system. Transitioning the existing healthcare system 
in the United States to a universal healthcare system 
will cause disruption in the healthcare industry.9

Leadership, organizational structure, and funding 
are essential to establishing a universal healthcare 

system. Access, quality, and safety are essential to 
the success of a universal healthcare system. The 
organizational successes and best practices of the 
Military Health System should be considered when 
advancing a universal healthcare system for the 
United States. 

To more fully understand the feasibility of utilizing 
the successes and best practices of the Military 
Health System to advance a universal healthcare 
system, further study will be required. A detailed 
analysis should include a review of health outcomes, 
quality metrics and cost projections related to ad-
ministrative operations, enrollment, staffing, health 
insurance, facility infrastructure and pharmacy ben-
efits. The costs and outcomes analysis should then 
be contrasted and compared to Medicare, Med-
icaid, the Military Health System and two to three 
large peer civilian health systems and health insur-
ance providers. 
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Only until the last few years has the nation’s 
health become a major policy issue. Con-
gressmen hope the Carter administration 

will propose a national health plan which would 
control health care costs and improve access to 
care to those now restrained by various economic 
and sociological barriers. Some attempt to further 
the notion that adequate health care is an Ameri-
can right—not a privilege. But before one can in-
telligently assess these issues, one must appreciate 
the present market forces that determine health 
care costs and the resulting economic barriers to 
access to care. This paper briefly examines present 
barriers in the dental market and discusses the de-
terminants of these barriers.

Barriers to access to dental care are a natural conse-
quence of our capitalistic system. Although ours is 
a rich nation by world standards, we are not bless-
ed with enough goods and services to go around. 
Economists have long realized that individuals seek a 
balance among needs and desires for the near-end-
less list of commodities available in today’s market-

place. Dental care is only a very small fraction of all 
purchased items in the family budget. (The average 
family spends less than 1% of its income on dental 
care.) And although dentists, with good intentions, 
frequently voice concern over the segment of the 
population with poor oral health, these individuals 
are reacting to market barriers, choosing little or no 
dental care in return for more from other markets. 
Their numbers are significant.

The National Health Survey of 1969 indicates that 
6% of the population over five years of age had nev-
er seen a dentist. Approximately 55% of the pop-
ulation had not seen a dentist within the past 11 
months. And 13% indicate that their last visit was 
at least 5 years prior to the interview. There may be 
many reasons one might present in explaining why 
some rarely seek professional dental care. Surely 
several psychological factors play a part, including 
patient fear and anxiety. But from an economic per-
spective, dental fees and patient time create bar-
riers that deserve examination. This paper focuses 
upon these two economic barriers.
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DENTAL FEES
Fees represent the most commonly noted econom-
ic barrier. Families are aware of their household in-
come and the significance of the financial sacrifice 
that dental care requires. Third party payments 
currently provide only a small contribution toward 
relaxing the fee barrier. In 1976, consumers on av-
erage financed 81¢ out of every dollar in dental 
bills—a marked contast to the 9¢ paid out of every 
dollar in hospital bills.2 To be sure, the household 
inevitably receives the entire bill in the form of tax-
es, insurance premiums, and reduced wages. But it 
is out-of-pocket expenses, the 810, that remains a 
prime determinant of dental care utilization and a 
significant economic barrier. 

The levels of dental fees represent the single de-
terminant of fee barriers for most individuals and a 
significant determinant of out-ofpocket expenses 
among those enjoying third-party participation in 
paying dental bills. These fee levels are determined 
by market forces—specifically the interaction of sup-
ply and demand. The economic literature does not 
yet include many studies of these market forces in 
the dental market, but two recent publications pres-
ent noteworthy attempts in identifying both supply 
and demand in dental markets. Paul J. Feldstein in 
1973 used ADA survey results of U.S. regions be-
tween 1955 and 1967, 3 and two years later Alex 
R. Maurizi used 1962 results from the ADA Survey 
of Dental Practice.4 More research in this area is 
on-going, and unless contrary evidence is discov-
ered, economists look to the conventional market 
forces (i.e., supply and demand) to explain changes 
in dental fees. 

Once fee levels are determined, it is useful to iden-
tify those individuals or households to whom fee 
barriers appear to be most restrictive. For this, we 
need only to seek the low income families with lit-
tle or no third-party coverage. With fewer dollars to 
spend, dental care receives a low purchasing prior-
ity and rarely does the family allocation of dollars 
reach dental needs. For instance, in 1969, an esti-

mated 16 1/2% of the population with incomes less 
than $3,000 had never seen a dentist as compared 
to only 5.3% with incomes in excess of $15,000.1

The number of individuals that fall into the low in-
come brackets is easily determined. The Bureau of 
the Census reports some 5,109,000 families main-
tain incomes below the official poverty level as of 
March 1975. This amounts to 9% of all U.S. families. 
However, it is more difficult to identify the extent 
of third-party coverage among these individuals.5 
Many are eligible for dental benefits under Medi-
care programs while others receive dental prepay-
ment as an employee fringe benefit. One would 
expect that these income-poor families enjoy the 
bulk of the government-provided dental benefits 
(during fiscal year 1976, government supplied $469 
million representing 5.4% of the total dental bill), but 
they may receive little dental prepayment coverage 
since only about 30% of family heads either have or 
seek employment and their unemployment rate ap-
proaches 17%-3 times the national average. (Today, 
virtually all dental prepayment is offered as employ-
ee benefits.)

PATIENT TIME
The time barrier to access to dental care has only 
recently received attention in the economics liter-
ature and is commonly ignored among many who 
study dental care behaviors. In short, the time bar-
rier reflects the patient’s time spent in receiving 
dental care, both at home and in the dentist’s of-
fice. For professional care, the time barrier includes 
the value of the patient’s transportation time, wait-
ing time, and treatment time. In this regard, dental 
care is not unlike any other service; successful de-
livery of the service requires the consumer’s time. 
Unlike the fee barrier, third party payments cannot 
significantly alter the time expense of receiving 
professional dental care. 

As an illustration of the time expense, consider an 
hourly wage earner that leaves his place of employ-
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ment for his periodic dental visit with treatment lim-
ited to a routine oral exam and prophylaxis. Sup-
pose he earns $3.60 per hour and must spend 30 
minutes travel time to the dental office. Once at the 
office he waits 20 minutes before treatment and 50 
minutes with the hygienist and dentist. In total, the 
visit required two hours and ten minutes of his time. 
Assume that the dental bill is $25 in fees. His total 
cost of the dental visit includes both fees and the 
value of his time. Since he gave up $3.60 per hour 
at work, his value of the time spent equals $7.80 (2 
hours and 10 minutes times $3.60 per hours). His to-
tal expense is $32.80.

The patient time cost of dental care is, like dental 
fees, market determined. This is, it requires a balance 
among the relevant market forces. For a clearer un-
derstanding of the determinants of the three compo-
nents of patient time (transportation, waiting, treat-
ment), an examination of each is presented below. 

Patient transportation time reflects a locality’s modes 
of transportation and the dentist’s practice-location 
decision. Each dentist has an economic incentive 
to locate his practice where patient transportation 
time is minimized (i.e., in the vicinity of his patients). 
This location decision, however, is affected by other 
considerations such as land values, area zoning, and 
the dentist’s transporation time. A dentist, residing 
out in the country, is often encouraged to maintain 
an office in town, thereby making his services more 
convenient for his clientele.

Patient waiting time, the second time catagory, is also 
of concern to both dentist and patient. The dentist 
spends most of his time treating patients, but from 
time to time he is idle due to patient tardiness or 
no-shows. To him, this time is quite expensive. Not 
only does he lose dental fees during idle time, but 
he also must meet his payroll demands which are 
largely independent of patient flow. If a patient miss-
es a scheduled appointment, the dentist faces little 
reduction in practice costs but a large reduction in 
gross income. Hence, the dentist must create an “in-
ventory” of patients as a means of reducing idle time 
produced by patient tardiness and no-shows. On the 
other hand, if waiting time gets excessive, the patient 
will either change dentists or limit his dental visits to 
a bare minimum. Accordingly, the patient’s waiting 
time balances his desire for short waiting times and 

the dentist’s desire for large patient inventories.

Lastly, treatment time often represents the largest 
time expenditure. Historically, treatment time has 
changed slowly through the years, but its chang-
es, however slight, can be explained as an exam-
ple of economic behavior. As time becomes more 
valuable to both patient and dentist, there exist 
greater incentives to develop and implement faster 
treatment techniques. Four-handed dentistry rep-
resents an important innovation in this regard as 
well as the high-speed hand piece. But if time were 
not as valuable, fewer dentists would have imple-
mented these technolgies.

As with the dental fee barrier, the examination of 
the time barrier leads to an identification of individ-
uals to whom the time barrier appears most restric-
tive. With this examination, one soon realizes that 
the patient time cost is greater among those with 
the greater hourly earnings. The hourly wage earner 
in the above example lost $3.60 per hour for time 
away from the job. In contrast, an attorney with a 
successful business could lose up to $80 per hour in 
net income during the dentist’s office hours. Conse-
quently, the time cost is greater for the attorney—
not the wage earner. One might further consider the 
unemployable welfare recipient who merely gives 
up daytime T.V. during a dental visit. His time cost is 
indeed minimal. 

GOVERNMENT POLICIES
Today, the government is an active participant in the 
economy and especially in the health care markets. 
Its activities are extensive, ranging from medical 
research to funding and controlling expansions of 
hospitals. Beyond the health care markets, the gov-
ernment redistributes income through public assis-
tance and social security programs and redistributes 
goods and services through agencies responsible 
for food stamps, public housing, etc. Almost all of 
these contribute to changes in dental care utiliza-
tion.

Government participation in dental markets, as men-
tioned previously, amounts to the control of 5.4% of 
dentists’ services. Most (83%) is funded under Med-
icaid programs with the remaining being funded 
under the direction of the Veterans Administration 
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(12%), Maternal and Child Health Services (3%), De-
partment of Defense (1%) and General Hospital and 
Medical Care (1%).2 It must be noted that virtually all 
funding is directed to a relaxation in the dental fee 
barrier. Among those enjoying the benefits of these 
programs, dental fees become only trivially import-
ant and the major economic barrier separating recip-
ients from professional dental care is the time barrier. 
Inasmuch as most recipients (especially those eligible 
under Medicaid) place a relatively low value on their 
time (i.e., low or no wages), economic barriers would 
seem to play but a minor role in restricting dental 
care utilization among these individuals.

The government, in addition to dental programs, af-
fects dental care through income transfers whereby 
recipients receive a higher income. Economists have 
determined that as individuals’ incomes increase, 
they purchase more professional dental care. That 
is, as families receive more income, the fee barrier to 
access to dental care becomes less restrictive. One 
of the earlier examinations of this relation was pub-
lished by Ronald Andersen and Lee Benham. Their 
study found that if family income increases by 10%, 
dental care expenditures will increase by 10%.6Sev-
eral later studies confirm these results.3.4’7 Again, 
one expects that the major recipients of the income 
transfer programs are those with little income and a 
relatively low time valuation. 

Other government programs include a multitude of 
in-kind transfers whereby the government distrib-
utes goods and services (such as food stamps). Each 
of these programs potentially affects dental care uti-
lization among recipients. But the impact of these 
programs depends upon how recipients value the 
goods and services distributed. Frequently there is 
a major loss of value in these programs. Recipients 
often do not value the government benefits as they 
would value an equal amount of income. If a family 
receives a $400 a month apartment from the gov-
ernment, but privately would only pay $250 for it, 
its receipt has the same impact as if $250 in income 
were distributed. The dental care purchases would 

increase as if income had increased $250 per month 
instead of $400/month.

The Federal government has established legislation 
that is designed to reduce the economic barriers to 
access to care for the provider side of the market. 
The Health Profession Educational Assistance Act of 
1976 (PL94-484) attempts to increase the supply of 
dentists, improve their productivity, and alter den-
tists’ location decisions. The recent act first broad-
ens capitation grant support to dental schools in or-
der to insure increasing supplies of new dentists. For 
example, during the 1978-79 school year, each par-
ticipating dental school will receive $2000 for each 
full-time student. (A school participates if among 
other requirements, it does not decrease its total 
enrollment in the current year below the preceding 
year’s level or the 1976-77 level, whichever is great-
er.) Further, the act finances education of expand-
ed function dental auxiliaries which should increase 
the pool of trained dental auxiliaries.8 Studies have 
already recorded the increase in dentists’ produc-
tivity with employment of dental auxiliaries.8These 
results partially offer a rationale for such legislation. 
To alter location decisions, the act supports the Na-
tional Health Service Corps wherein recipients of 
Corps scholarships are obligated for service for a 
minimum of two years. A portion of those obligated 
are sent to establish a private practice within a gov-
ernment-defined “shortage area”.

The success of the act in reducing economic bar-
riers to access to dental care remains to be seen. 
Supposedly, the increase in the number and pro-
ductivity of dentists will increase both fee and time 
barriers. With more productive dentists, the mar-
ket requires lower fees in order to balance market 
forces (in the absence of compensating increases in 
demand for dental care). Moreover, with more den-
tists, the average travel time to the dentist should 
decrease, especially in the “shortage areas”. Con-
sequently, supporters of the act expect increased 
utilization of dental care as a result of reductions in 
both economic barriers. 
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PATIENT RESPONSE TO BARRIERS
A patient, through his own activity, can reduce the 
restrictiveness of both barriers to access to dental 
care. Obviously, an individual can earn more income 
by working longer hours or seeking eligibility for 
government programs. Each of these would reduce 
the fee barrier. But beyond these obvious options, 
the individual can 1) seek employment that offers 
dental prepayment as a fringe benefit and 2) search 
for less expensive dental care. 

The economics literature includes several theoret-
ical and empirical examinations of the demand for 
health insurance. Currently union and non-union 
employees alike appear to be demanding more 
insurancetype benefits in lieu of more wages. And 
dental prepayment is becoming a popular benefit 
in today’s labor markets. There appears to be two 
major factors behind this current trend. 

First, in the face of rising health care prices, more 
individuals seek insurance as a means of decreasing 
the probability of unwanted major health care ex-
penditures. By pooling risks among relatively similar 
individuals, premiums for insurance packages can 
be reduced below what is available to the public at 
large encompassing all types of health conditions. 
Hence, it is economical to obtain coverage through 
one’s place of employment. 

Second, tax laws strongly encourage a switch from 
wages to in-kind benefits as a form of remuneration. 
With such high income tax rates, the employee can 
sacrifice taxable wages and receive a greater value 
in insurance-type benefits. For example, at a 20% 
tax rate, the individual can decrease his gross in-
come by $200 and receive an equal value in den-
tal prepayment coverage for he and his family. But 
while premiums equal $200, the employee gives up 
only $160 in after-tax income. Consequently he re-
ceives an extra $40 in benefits to the dismay of the 
government treasury. If the family is entitled to $190 
in dental benefits for the year, the family in effect 
enjoys an extra $30 worth of dental care financed di-
rectly by the treasury simply by receiving dental pre-
payment as a fringe benefit. Additionally, individuals 
shop for the least expensive dental care offered in 
the market-place. Such shopping does not mean 
that each individual spends several hours compar-

ing fees among all dental offices in the community. 
Indeed, the lowest dental fee may not be the least 
expensive. But individuals choose the dental office 
which minimizes the sum of the dentist’s fees and 
the patient’s time cost. The typical family chooses 
a dentist relatively close to the family residence—
an example of this shopping activity. By reducing 
transportation time, the restrictiveness of the time 
barrier is reduced. Beyond the transportation time, 
patients seem to recognize a market trade-off be-
tween dentist’s fee and waiting time. At least one 
study shows that physicians, charging higher fees, 
often require patients to wait less time before treat-
ment.1° An attorney can reduce the total  expense 
of physician care by paying $10 more in fees and 
reducing waiting time by one-half hour. A welfare 
recipient can reduce his total expense by saving $10 
in fees and waiting an extra half-hour. Statistics illus-
trating this relation within dental markets have not 
yet been collected. But it is generally expected that 
the same pattern exists. 

DENTIST RESPONSE TO BARRIERS 
The individual practitioner, providing dental ser-
vices in a viable market place, faces market forces 
that create incentives to minimize the barriers to ac-
cess to care for the public at large. While profession-
al integrity certainly plays an important role in the 
determination of barriers, the economist recognizes 
a profit motive, produced in the market place, which 
encourages the behavior that one most admires 
among those of the highest professional integrity. 
Such is the beauty of the private practice system. 

First, as mentioned previously, the dentist is en-
couraged to reduce patient transportation time by 
locating the dental office within close proximity to 
patient residences or places of employment. This, 
from the dentist’s perspective, promotes growth in 
the size of the practice. 

Second, the dentist cannot establish fee levels out 
of line with the other competing dentists within the 
community. While on paper it would seem that a 
$200 fee for an initial exam would substantially in-
crease practice income, patients quickly realize less 
expensive alternatives and the dentist is left with 
both a clientele too small to support a practice and 
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a well-deserved reputation in the community that 
would discourage any growth in the practice even 
if fees were reduced. On the other hand, the den-
tist cannot establish fee levels that are too low. A 
“reasonable” level of profits (or net income) is a 
necessary condition for the market system to work. 
Only if the net incomes of dentists are sufficiently 
high will any undergraduate student desire to enter 
the profession with total dedication. For example, 
if dentists incomes were near poverty levels, few (if 
any) talented students would sacrifice four years of 
income during dental school, tuition expenses, etc., 
and start-up investments to attain such a standard 
of living. By spending those talents in a closely re-
lated endeavor the student attains a substantially 
improved lifestyle that he and his family can enjoy.

In this context, dentistry must compete with all oth-
er professions in order to attract capable individuals 
in quantities necessary to meet the public demand 
for dental care. And the only way in which dentistry 
can meet this demand is to establish fee levels that 
insure an adequate supply of dentists. 

Third, the dentist must offer a reasonable waiting 
time for the patient. While the dentist’s idle time 
is reduced with larger inventories of patients (and 
therefore longer patient waiting times), his prac-
tice prospers with the growth of a stable clientele 
who consistently relies upon the dentist’s advice as 
to frequency of visits and type of treatment. If pa-
tient waiting times are too long, they will seek al-
ternative dental practices where the wait is not as 
long and unpredictable. Consequently, the dentist 
has sufficient economic incentives to reduce patient 
waiting time and hasten the growth of a stable clien-
tele which offers a prosperous practice and a long 
lasting personal rapport with patients. If patients 
frequently wait 45 minutes before treatment in one 
office, and 10 minutes in all other offices, they have 
every incentive to change dentists.

Lastly, the dentist, from time to time, adjusts dental 
fees when the patient’s ability to pay is in question. 

While we have no substantial evidence of the fre-
quency of either unpaid or reduced bills, it is com-
monly understood that this does take place. Eco-
nomic theory suggests that dentists can effectively 
increase their net incomes by offering service at a 
lower fee to low income families and charging the 
higher income families the higher fee. In contrast, 
such activity could likewise be explained by pure 
philanthropic motives. (Certainly net income is not 
improved when the dentist chooses not to charge a 
low-income family for services rendered.) While con-
vincing arguments could be offered supporting ei-
ther view, the effect of the behavior is the same. The 
fee barrier is reduced for those to whom it is most 
restrictive. And such behavior is strictly voluntary. Its 
consequence is expected to be a higher utilization 
of dental care among low income families.

ECONOMIC BARRIERS 
IN THE FUTURE 
The future should bring changes in the barriers to 
access to dental care, especially if some form of 
a national health insurance program passes Con-
gress. If such a program is established, not all of 
its effects

will necessarily be beneficial. For many years now, 
American laborers have become more productive. 
Accordingly, their hourly earnings have improved—
directly affecting the time cost of consuming dental 
care. With no other changes, we should expect an 
increase in earnings and income which decreases 
the importance of the fee barrier but increases the 
importance of the time barrier (i.e., an individual’s 
time is more valuable). 

With a national health insurance program in effect, 
one can predict several consequences. If the pro-
gram is all inclusive, providing regular dental care 
to a significant number of individuals, the fee barri-
er will be reduced for program recipients. Accord-
ingly, we would expect their utilization to increase. 
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But, as a consequence, patients will wait longer at 
the dentist’s office, especially if the program pro-
vides sufficient dental benefits to low income fam-
ilies with relatively low earnings. 

Dentists, however, could introduce a partially off-
setting effect through improvements in treatment 
time. However, these depend upon technological 
advances that are impossible to predict. Certain-
ly, the further use of dental auxiliaries will improve 
treatment time, but there is a logical limit to these 
improvements without technological change even 
though we currently have room for significant ad-
vances in this area.

On the whole, the net impact of national health insur-
ance upon barriers to dental care remains in ques-
tion. While on the surface it appears that patients, 
increasing utilization through expanded third party 
payments, will necessitate longer waiting times in 

dentists’ offices, dentists may respond by increasing 
productivity through technological advances, fur-
ther use of auxiliaries, and more intense use of their 
time. Waiting times may not increase. 

Since, in the future, patients will value their time more 
on average than they do today, dentists will pay more 
attention to patient waiting time in order to maintain 
a successful practice. If national health insurance re-
duces the fee barrier for dental care, legislators will 
find that decreases in dentists’ fees have much less 
impact on utilization than do reductions in patient 
waiting time. These alterations in the marketplace 
should be considered in present discussions of alter-
native delivery systems (such as public clinics, closed 
panels, etc.). A system that is designed to reduce fee 
barriers may be somewhat successful today in in-
creasing utilization. But its future performance in a 
market where patient time is a major determinant of 
utilization may be much less satisfactory.
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I.  Introduction

Student-to-student dental training has a long and 
robust tradition in both US and European dental 
schools. Surveys of dental schools throughout the 
years, consistently show that the practice is preva-
lent and well supported by both dental faculty and 
dental students.1-10 Student-to-student training, the 
practice of having dental students perform clinical 
procedures on each other before they are attempt-
ed on actual clinic patients, includes such learning 
experiences as: role-playing patient interviews, 
examination of oral tissues, health history review, 
charting of findings, plaque disclosing and index-
ing, risk assessment, periodontal probing, oral hy-
giene instruction, impression taking, local anesthe-
sia, and nitrous oxide administration. While most 
of these activities may seem at first to be morally 
unobjectionable, the administration of pharmaceu-
tical agents in the case of local anesthesia and ni-
trous oxide administration has raised obvious eth-
ical concerns and certainly justifies more scrutiny 
of this practice. This article will focus on the most 
ethically contentious student-to-student training 
practice: local anesthesia administration. We will 
examine the factors that contribute to a broader 

understanding of the ethical issues involved and in-
troduce a framework that will help to clarify these 
issues. We have identified six stakeholders in this 
issue: the student-as-patient, the student-as-stu-
dent, the university, the faculty, the general public 
and the profession. We believe that the scope of 
the discussion regarding student-to-student train-
ing has been unreasonably restricted to considering 
the impact that it has on only one stakeholder: the 
student-as-patient. Only in this artificially restricted 
consideration does the practice appear to be un-
ethical. Lastly, we will argue for the conclusion that 
the practice of student-to-student training in local 
anesthesia administration is ethically justified. 

II.  Arguments against the practice of student-
to-student training

Several authors have raised the issue of ethical and 
legal problems with these activities.1,2,6,8,11-13 While 
most have simply acknowledged that the practice 
is ethically problematic, only one has attempted to 
comprehensively analyze the ethical issues involved. 
Before these arguments are considered it would be 
helpful to address three relatively weak arguments 
often encountered in the discussion of this issue. 

This article will focus on the most ethically contentious student-to-
student training practice: local anesthesia administration. We will 
examine the factors that contribute to a broader understanding of the 
ethical issues involved and introduce a framework that will help to 
clarify these issues. We have identified six stakeholders in this issue: 
the student-as-patient, the student-as-student, the university, the 
faculty, the general public and the profession.
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II.1 The medical school argument

One of the first objections to the practice of stu-
dent-to-student training in dentistry is the apparent 
fact that student-to-student training does not occur 
in medical schools. These objections often come 
from those who have also trained in a medical school 
environment, namely oral surgeons, who are rou-
tinely assigned the responsibility for local anesthesia 
training at their dental schools.  If it is unacceptable 
to medical schools, the argument goes, how can it 
be justified in dental schools?  We feel it is important 
to address this criticism before delving into the actu-
al ethics involved in the practice.

First, some student-to student training does indeed 
occur in medical schools. Some medical schools cur-
rently use Peer Physical Examination (PPE) activities 
wherein medical students examine partners to gain 
experience in the procedure.14,15  It is beyond the 
scope of this paper to investigate the specifics of 
medical school curricula, but no doubt, similar ethi-
cal concerns have been raised about the PPE.

Second, we argue that comparing the education-
al environment of medical and dental school is a 
mistake. Medical and dental schools have radically 
different goals for their pre-doctoral programs and 
thus should not be compared in order to question 
the moral basis of student-to-student training. Den-
tal schools are responsible for producing competent 
dentists who are prepared to practice unsupervised 
immediately upon graduation from school while 
medical schools rely on internships and residency 
programs to assure that graduates are competent to 
see patients unsupervised. Unlike medical schools, 
dental schools are responsible for preparing dental 
students for supervised patient care very early in 
their education in the school’s clinics. Whereas den-
tal students are expected to be responsible for the 
patients assigned to them and to actually perform 
surgery on those patients from the very beginning of 
their third year or earlier, medical students have no 

such expectations placed on them. Thus, the practice 
of student-to-student training in dental school must 
be seen from the larger perspective of the urgency 
required of the dental school curriculum to prepare 
students for practice. Though there is a developing 
trend towards more integration between dental and 
medical curricula, until there are sufficient residen-
cy programs in which all dental students will receive 
additional training prior to practicing unsupervised, 
the substantial differences in educational goals will 
remain the same.

II.2 The tradition argument

Though not specifically argued for in the literature, 
there is a general perception among many in the 
field of dentistry that because the practice has a long 
tradition it ought to be continued. This is a poor ar-
gument in favor of such practices. With a little reflec-
tion, we can all identify any number of traditions that 
have gone unexamined from a moral perspective 
and continue, nonetheless. Consider, for example, 
the medical school practice of performing pelvic ex-
ams on anesthetized patients without the patient’s 
consent in order to train medical students. A prac-
tice that is clearly unethical yet apparently continued 
as a tradition even though some states have made 
the practice illegal.16   

III.3 The alternatives argument

Another approach to deciding the ethics of the 
practice is to avoid the ethical issues all together by 
suggesting that alternative educational techniques 
such as the use of manikins, cadavers, and virtual 
reality, are just as good as student-to-student train-
ing. As this argument goes: if alternatives are just 
as good as student surrogates, why continue a po-
tentially harmful and ethically problematic practice 
at best? This is an obvious research question:  Are 
the alternatives just as good? At this point in time, 
studies have not shown this to be the case. In fact, 
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the few studies that have been done suggest an ad-
vantage for student-to-student training. Wong et 
al. (2019) conclude: “Overall, students did not feel 
confident learning from the manikin simulation mod-
els alone. They did not feel competent without the 
close supervision and guidance by their educators, 
which was opposite the perceptions reported in the 
student-to-student-trained cohort.”12 Wong, et al. 
(2020), when comparing student to student training 
to training on manikins, found that when surveyed, 
66.6% of students felt sufficiently prepared for clin-
ic as compared to 45.2% of those trained on mani-
kins.2,6,12 We will argue later that alternative teaching 
techniques show promise as important adjuncts to 
student-to-student training but on their own, lack the 
other educational advantages of the student-to-stu-
dent training experience.

IV.4  Ethical arguments in the relevant literature

Morton Rosenberg, et al. (2009) identify two import-
ant ethical aspects of student-to-student training.8 
The first of these is the potential for dental students 
to feel coerced into submitting to a procedure that 
they would not normally choose to do if they were 
not in dental school. Due to the obvious power dy-
namic between the dental school and faculty and 
the students, the student’s ability to fully consent 
to student-to-student training ought to be, at least, 
questioned. Even without the power imbalance, 
students would be reasonably susceptible to peer 
pressure. Whether or not truly voluntary consent can 
ever be had in these situations is an open question. 
As mentioned and cited in the introduction, student 
surveys over the years show an overwhelming sup-
port of this practice. For example, Hossaini (2011) 
found that 84.2 percent of the students surveyed 
agreed or strongly agreed with the statement that 
students should practice dental injections on each 
other.6 Given the support this practice has among 
both students and graduates, it is hard to imagine 
that a significant portion of students actually feels 
coerced in these situations: surveys, even with the 
potential for bias due to the student-instructor pow-
er dynamic, show that only a small percentage of 
students self-report the practice of student-to-stu-
dent training to be ethically objectionable and that 

a large majority of students believe the practice is 
important if not essential to their development as 
dentists.2,6,8 With informed consent and the option 
to not participate, the ethical concerns about this is-
sue would seem to be adequately addressed.

The second ethical issue Rosenberg et.al. point 
out is that in a student-to-student training activity 
the student becomes, in fact, a dental patient and, 
as patients, deserve to be treated as any patient 
would be within the ethical standards of the profes-
sion. These standards derive from a variety of nor-
mative ethical theories and Rosenberg et.al. dis-
cuss the most common ethical principles from the 
ADA Principles of Ethics and Code of Professional 
Responsibility (ADA Code) and in medical ethics in 
general.  Beneficence, autonomy, and non-malef-
icence are the relevant principles usually applied 
in this situation though one could as easily invoke 
a consequentialist approach with similar results. As 
there are known risks and costs to local anesthesia 
and nitrous oxide administration, however small the 
risks may be, the question remains: can we ever jus-
tify having students inject a student-patient when 
no dental therapeutic benefit is to be expected? 
The short answer is no; the risks, costs and benefit 
analysis from a strictly dental therapeutic perspec-
tive cannot justify these activities. Though Rosen-
berg et.al. do not explicitly say that student-to-stu-
dent training is unethical, their conclusions on the 
matter are apparent. Though we generally agree 
with them from a restricted perspective, we must 
object to their conclusion that: “as with most ethi-
cal dilemmas, the correct answer lies in the individ-
ual”. This is a strong relativist position on the issue 
and is contrary to our position that ethics is most 
assuredly not whatever a given person thinks it is. 
Our position is that through reasoned discussion, 
within a professional community, scholarly debate 
can and does eventually reach a consensus. We be-
lieve there are answers to ethical questions.  

The longer answer to the question of whether we can 
ethically justify student-to student training requires a 
more profound and broader look into the ethics and 
legal issues involved and perhaps a broader perspec-
tive of what is ethically at stake in this type of training.

http://et.al
http://et.al
http://et.al


Journal of the American College of Dentists 46

Alexander Holden (2018) provides an important ad-
vance in this type of analysis.13 He identifies several 
ethical and legal issues regarding student-to-student 
training that must be considered in any discussion of 
this practice:

1.	 The issue of the potential for coercion as we 
have already discussed. Holden rightly adds 
the notion of the quid pro quo nature of the 
practice that contributes to this concern.

2.	 The issue of the of informed consent: without a 
clear therapeutic benefit, is the practice outside 
the limits of consent from a legal perspective? 

3.	 The issue of boundaries: are students being 
taught the wrong (unethical) message 
regarding the treatment of people who are 
friends or family?

4.	 The issue of addiction: are students in jeopardy 
of future addictive behaviors based on an early 
experience of nitrous oxide?

5.	 The issue of confidentiality: For students to 
ethically treat a classmate as a patient, the 
standard of care demands a thorough medical 
history review and comprehensive dental 
examination, leaving open the possibility that 
information discovered is not kept confidential. 
This applies to medical history information and 
diagnostic findings.

6.	 The issue of student safety: what are the actual 
risks and costs of such a procedure as local 
anesthetic injections and are they significant?

7.	 The issue of competency: how much can 
we expect from student-to-student training 
in preparing students for their first clinical 
experience with an actual patient? Following 
such training, are students safer, more 
confident, less anxious, and more empathetic 
following such training?

We defer to Holden’s legal expertise as our paper fo-
cuses on the ethics involved and acknowledge that 
laws may differ in different jurisdictions.  However, it 
is important to note one of his legal conclusions: in 
assessing the potential harms that a local anesthetic 
injection might produce, none, in Holden’s analysis 
rise to the legal level of grievous bodily harm. Hold-
en concludes: “Therefore, the use of local anesthet-
ic outside of its typical therapeutic purpose, but for 
teaching and learning is not outside the limits of con-
sent.”13 Our interpretation of this conclusion is that 
from a legal perspective, students can consent to and 
participate in such a practice without a battery being 
committed even though there is no therapeutic value 
to be had. Importantly, Holden also notes that even 
though the risk of harm to students is quite low (risks 
of severe adverse effects are generally reported as 
less than 1% and less than 5% for low to moderate 
adverse effects)17 and because there is no therapeu-
tic value to be obtained, students, unlike regular pa-
tients, should be fully informed and consent should 
be obtained before receiving local anesthesia.

Overall, Holden’s analysis clearly concludes that 
the practice of student-to-student training is high-
ly problematic and difficult to support ethically. We, 
however, disagree with this conclusion and instead 
of taking his concerns point by point would like to 
broaden the overall discussion and introduce an eth-
ical framework and argument that supports the prac-
tice and thereby address the concerns that Holden 
and others have rightly raised.  Our framework builds 
on the ideas of Ozar and Sokol in “Dental Ethics at 
Chairside” (2002), wherein they emphasize the im-
portance of identifying stakeholders in their ethical 
decision making protocol.18
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III.  The argument in support of the practice of 
student-to-student training

III.1  Who counts as a stakeholder?

In any discussion of what constitutes an appropriate 
ethical action, the first step is to identify the stake-
holders: those entities impacted by the decision 
to be made. The second step is to address those 
stakeholders (or their interests) in the decision-mak-
ing process. In this case, we identify six primary 
stakeholders: the university, the faculty, the gener-
al public who will be served by the future clinicians 
trained at the university, the student-as-patient, and 
the student-as-student, and the dental profession. 
Unfortunately, most inquiries into the ethics of stu-
dent-to-student training have not considered these 
six entities adequately. Moreover, we have no evi-
dence that dental schools routinely involve all these 
stakeholders when considering action that affect this 
type of education. However, there have been calls 
for dental schools to consider the “student voice” in 
educational policy.19 We should be clear that our po-
sition is that institutions have moral obligations and 

are morally accountable for their decisions.  The lit-
erature supporting the notion of institutions as moral 
agents is lengthy and robust but beyond the scope 
of this paper. It is our position that dental schools, 
in making ethical decisions about educational pol-
icy must include the concerns of all stakeholders 
in the issue. It would be hard to argue that the stu-
dent-as-patient concerns supersede the concerns of 
all other stakeholders.  The concerns about the health 
and well-being of the student-as-patient are most 
certainly important but only part of the story.

III.2  What counts as a benefit?

Given that there are multiple stakeholders in the con-
versation, we must accept a much broader notion of 
what counts as a benefit in this situation. What each 
stakeholder considers to be a benefit of the prac-
tice of student-to-student training must necessarily 
be considered separately such that the total of po-
tential benefits can be legitimately weighed against 
total of risks and costs of the practice. We must also 
note that benefits can include both potential and 
actual benefits. The reality is that potential benefits 

In any discussion of what constitutes an appropriate ethical action, 
the first step is to identify the stakeholders: those entities impacted 
by the decision to be made. The second step is to address those 
stakeholders (or their interests) in the decision-making process. In this 
case, we identify six primary stakeholders: the university, the faculty, 
the general public who will be served by the future clinicians trained 
at the university, the student-as-patient, and the student-as-student, 
and the dental profession. 
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may never accrue, and actual benefits are some-
times difficult to quantify. Still, we can make a good-
faith effort in these discussions to include benefits 
that are reasonably important to the discussion. We 
have already established that any dental therapeutic 
benefit is unavailable to the student-as-patient.  Let 
us now consider the other stakeholder benefits.

Benefits to the Student-as-Student:

Various authors have pointed to potential educa-
tional and personal benefits of the students involved 
in this type of training, some are potential, and some 
have been empirically measured.  

1.	 Safe environment: The student has the 
benefit of performing a procedure for the 
first time with close supervision wherein 
direct feedback can be given immediately 
and without embarrassment.2,6 

2.	 Competency and Confidence: The student 
gains competency in the procedure before their 
first clinical encounter with the public. 2,12,20

3.	 Anxiety: The student gains confidence in the 
procedure thus improving their performance 
and reducing their anxiety before their first 
clinical encounter with a patient.2,4,12,21 

4.	 Empathy: The student gains insight 
and empathy into the experience from a 
patient perspective. They are better able 
to communicate expectations to patients 
and alleviate anxiety in the patient. 2,4,12,21

5.	 Professionalism: The student gains 
valuable experience in being a professional: 
learning the process of informed consent, 
maintaining confidentiality, standards 
of care and communication skills.

6.	 Sacrifice: The student gains valuable training 
in what it means to be a professional, 
namely, that they will be called upon to make 

sacrifices for the benefit of their patients and 
others. In becoming a dentist, one takes on 
a variety of obligations that necessarily entail 
sacrifices. For example: dentists are obliged 
to make themselves available for emergency 
treatment of the patients in their practice. This 
automatically means that there will be times 
that the dentist will be called away from family, 
friends and other pursuits to attend to this 
obligation, i.e., they must sacrifice personal 
needs and wants. There are other sacrifices 
that one accepts in becoming a professional 
including the increased risk of contracting 
diseases, the risk of being sued and the loss of 
autonomy in certain situations. The student’s 
first sacrifice might well be participating in 
something that exposes them to slightly 
more risk than they usually would have while 
keeping the best interests of future patients in 
mind.  For a student to object to the practice 
of student-to-student training simply because 
it is inconvenient or disagreeable is not a 
professional attitude. Students are largely 
insulated from professional obligations and 
sacrifice in the student clinic as the faculty and 
university assume all legal and professional 
duties for patient care. Student-to-student 
training is an excellent introduction to the 
other sacrifices that they must eventually 
make to become a dental professional.

7.	 Student’s voice is heard: Surveys show 
that students overwhelmingly desire 
this type of training.6,11,19 Having their 
educational preferences heard and 
respected is of no small benefit.

Benefits to the University 

For the university, there is little question that any 
educational practice that enhances the educational 
mission of the school, namely, ensuring competency 
upon graduation, is of benefit. Schools clearly be-
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lieve that student-to-student training is and has been 
a valuable educational tool: it might well be the least 
problematic, least expensive, most comprehensive, 
and most effective way to accomplish the school’s 
goals in this area. Such competencies as profession-
alism, communication skills, and ethics are built into 
the process of student-to-student training and are all 
part of the expressed goals of the school’s accredita-
tion process So much more is at stake educationally 
as listed above in the student-as-student benefits.

Benefits to the Faculty

For the faculty, one must keep in mind that it is only 
under their supervision and their professional license 
that any patient care by students can take place at 
all. Any educational practice that enhances the fac-
ulty’s comfort and confidence in allowing students to 
treat other patients would have to be considered a 
benefit. Moreover, the nature of student-to-student 
training affords a level of interaction with the stu-
dent that is not ordinarily available with patients in 
the school’s clinic. In our experience, faculty mem-
bers feel freer to give more immediate feedback to 
students than they would in a normal school clinical 
setting.  Clinical faculty often need to talk to stu-
dents away from the patient in order to support the 
student-patient relationship; this is often awkward 
and not as effective, in our opinion, as pointing out 
issues as they happen. Though this type of teaching 
satisfaction is difficult to estimate we think it is sig-
nificant; the lack of research on the subject merely 
points out how little this important stakeholder has 
been considered.

Benefits to the Public

What is too often over-looked in dental education 
curriculum development is the impact that the cur-
riculum decisions will ultimately affect the public, 
i.e., the patients for whom care will ultimately be 
provided.  There is no doubt that there is an implied 
covenant between the public and the schools that 

the public’s interests will be protected. These deci-
sions are unavoidably ethical ones as they will have 
an impact on the safety of the public. The public de-
fers to and trusts that dental educators will do their 
job and not graduate anyone that does not meet a 
certain standard: they trust in the degree on the wall. 
Unfortunately, the public, arguably the most import-
ant stakeholder here, is rarely included in talks about 
curriculum development. What would the general 
public think about student-to-student training? Their 
voice simply has not been heard.  It isn’t hard to 
imagine that if asked, they most assuredly would like 
the idea of students practicing on each other before 
they begin practicing on the public. Would the pub-
lic think that the risks to the student-as-patient is ac-
ceptable given the ultimate objective of producing 
dentists that pose as little risk as possible to them?  
This is an empirical question, but our assumption is 
that the answer is in the affirmative.

Benefits to the Dental Profession

The dental profession has an ethical obligation to 
oversee the training and education of its members 
and thus has an important stake in this issue. The 
Commission on Dental Accreditation (CODA), an ex-
tension of the leading dental professional organiza-
tion, the American Dental Association (ADA) serves 
the dental profession by developing accreditation 
standards that promote and monitor the continuous 
quality and improvement of dental education pro-
grams. CODA relies on educational experts in the 
field to establish these standards.  The benefit to the 
profession of student-to-student is that it assures that 
new practitioners are properly trained and ready to 
treat the public. The practice of student-to-student 
training is a time-tested process that assures minimal 
competency in the essential skill of local anesthesia 
administration. No research has shown that it is an 
ineffective method of training, and no educational 
research has shown that alternative methods of in-
struction are equal to or superior.  
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III.3 The risks, costs, and benefits analysis of 
student-to-student training.

With this expanded notion of relevant stakeholders 
and benefits, we can now take the final step in the 
ethical analysis of the issue. Do the potential and ac-
tual benefits of student-to-student training outweigh 
the risks and costs? We realize that we have identi-
fied many benefits that have yet to be empirically 
validated. Future discussion of this topic will need 
to incorporate findings from educational studies that 
try to answer these questions. Weighing risks, costs 
and benefits unavoidably relies on judgment. There 
is no formula here for determining this judgment. 
We can only hope that reasoned debate, informed 
by empirical research will continue to shed light on 
the subject and reasoned debate will further evolve 
the consensus on what ought to be done.  

The risk and costs to the student-as-patient have 
been discussed and documented. We see minimal 
or no risks and costs to the student-as-student in 
continuing this practice; students overwhelmingly 
agree that it is an invaluable learning experience 
and in no way detracts from other educational ac-
tivities.  Currently, we see no risk or costs to the 
public in the practice of student-to-student training. 
As for universities, we appreciate that they are per-
petually under legal threat from students, and this 
must be considered as a risk.  Students may, and no 
doubt have, sued their schools for damages based 
on coercion or breaches of confidentiality or physi-
cal complications of the practice. We suggest that 
if this is the only consideration in discontinuing the 
practice and not a part of a more extensive analysis 
of the risks, costs and benefits outlined here it is not 
ethically justifiable. We believe that the economic 
concerns of the university should not be a deciding 
factor in this discussion.

We see no risk to the profession in continuing this 
practice. On the contrary, the risk and ultimate cost 
to the profession in discontinuing this practice is an 
erosion of public trust in its ability to maintain prov-
en educational standards.  

Given the many benefits of student-to-student train-
ing to each stakeholder and the relatively few risks 
and costs to these stakeholders, we conclude that 

the practice of student-to-student training has more 
benefits than the risks and costs and is therefore eth-
ically justified. 

IV. Our prescription for an ethical approach to 
student-student training.

What is the most ethical educational environment 
for student-to-student training?  We will present in 
a follow-up paper a detailed prescription for the 
specific conditions under which student-to-student 
training can be ethically accomplished. For now, we 
outline the considerations:

1.	 Students participating in student-to-
student training should be treated 
as full-fledged patients.  

2.	 Students must be fully informed 
and consent to participation.

3.	 Students must be given the option 
of not participating in the training 
without academic repercussions. 

4.	 Student-to-student training should be 
augmented by other teaching modalities  
such as using virtual reality platforms, injecting 
on manikins and injecting on cadavers.

Conclusion

With the holistic perspective regarding what counts 
as a benefit and who counts as a stakeholder out-
lined above, we maintain that the widespread prac-
tice of student-to-student training in dental schools 
is, indeed, ethically justifiable when specific basic 
steps are taken to ensure that students have every 
option not to participate. Moreover, schools that 
choose to discontinue this practice without involving 
the students, faculty, public, and the profession, who 
are the stakeholders in any such decision are acting 
in an ethically unjustifiable fashion. Too much educa-
tional advantage and patient benefit is to be lost if 
schools take a narrow perspective on student-to-stu-
dent training. Future discussions about the ethics of 
student-to-student training will need to incorporate 
the results of empirical studies that compare stu-
dent-to-student training with other modalities of lo-
cal anesthesia administration education. 
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