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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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Importance of Education  
in Dentistry and the Role  
of the College
Michael A. Graham, Executive Director

The American College of Dentists mission of “advancing 
excellence, ethics, professionalism, and leadership 
in oral health” is strongly rooted in education. 

Whether it’s formal or informal, in the classroom, online 
or in a mentoring capacity, education is how dentists, 
students and even the public learn about the value of our 
four pillars and their impact on what we do every day.

July 23, 2024
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With that in mind, the College’s Board of 
Regents recently developed and approved 
a five-year strategic plan with goals and 
related activities that promote and advance 
educating dentists and students on those 
aspects that make up the College’s mission. 

At the very top of the plan’s agenda is 
refreshing the College’s website on dentale-
thics.org that has provided dentistry with on-
line courses and instructional videos that can 
be used in the classroom or independently 
by clinicians. In 2023 alone, over 39,000 
ethics courses were completed, and more 
than 23,000 ethics videos were viewed on 
the website. But as educational programing 
requires continuous updating, we must do 
the same. Our goal is to make the website a 
“best in class” resource for all of dentistry to 
utilize whether in the classroom or online.

The College also is developing and imple-
menting a leadership training program for 
Fellows. This past spring the College held 
its first such training program with nearly 30 
participants. A similar leadership program is 
planned for the spring of 2025 – already we 

have a waiting list. The good news is that we 
are planning other local and regional leader-
ship training programs to meet the anticipat-
ed demand. This is an exciting opportunity 
for our Fellows as leadership has always been 
one of our four pillars but activities around 
leadership have not been formalized.

Lastly, we are starting to plan for a second 
meeting that would be held in the spring, 
in addition to our fall annual convocation 
meeting. The primary purpose of this spring 
meeting will be to promote and educate our 
Fellows on the activities and topics that help 
our strategic plan to achieve its goals. 

Through all these educational opportunities 
we hope to build engagement and excite-
ment for our Fellows in the work of the 
College in promoting our mission!

This JACD issue focuses on education 
through the lens of dental educators  
and administrators, dental students, and  
ACD Fellows. I hope you enjoy this issue  
of the JACD. 

EDITORIAL

In 2023 alone, over 39,000 ethics courses were completed, and 
more than 23,000 ethics videos were viewed on the website. But as 
educational programing requires continuous updating, we must do 
the same. Our goal is to make the website a “best in class” resource 
for all of dentistry to utilize whether in the classroom or online.

http://dentalethics.org
http://dentalethics.org


Opportunities Out of 
Challenges in Dental Education: 
Two Deans’ Perspectives
Clark M. Stanford, DDS, PhD, MHA  
Dean and Professor of Prosthodontics,  
Edwin B. Green Chair in Leadership Studies  
College of Dentistry, University of Iowa

David Johnsen, DDS, MS 
Professor of Pediatric Dentistry,  
Dean Emeritus  
College of Dentistry, University of Iowa

PERSPECTIVE
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Leading a college or school of dentistry in the United States 
has many rewarding attributes and occasional frustrations. 
The two authors collectively represent the experiences of 

almost 36 years as deans leading dental colleges. The University 
of Iowa, (UIowa), being in a small college town, serves a rural 
state with many of the health issues seen in large urban centers. 
No school or college is the same, but we all encounter common 
significant issues. While dental education has challenges (be it 
a public or private), we prefer to see them as opportunities (or 
at least as job security). In general, interest in dentistry is strong, 
with a record number of applicants even with the increasing 
number of new schools and expanded legacy programs. 
Second, the profession is rapidly evolving with new business 

and clinical delivery models, academic, clinical, and research 
technologies, a changing demographic face of the profession, 
and multiple new workforce choices for dental graduates. Yet, 
ethics and professionalism, a core mission of the American 
College of Dentists, is a key touchstone as young providers deal 
with all the rapid changes around them. The clinical delivery 
service models of our clinics continue to expand, providing 
a range of opportunities, including access to care needs for 
our patient populations. The service safety net is a vital public 
good that we serve, even though our funding model is not 
designed to address uncompensated costs. Further, discovery 
research continues to rapidly expand the science of dentistry, 
underpinning our profession and enhancing diagnostics and 
therapies. While we have challenges, we choose to see them as 
opportunities. In this discussion, we begin with a challenge and 
reframe each into an aspirational opportunity.

No school or college is the same, but we all encounter 
common significant issues. While dental education has 
challenges (be it a public or private), we prefer to see 
them as opportunities (or at least as job security). In 
general, interest in dentistry is strong, with a record 

number of applicants even with the increasing number 
of new schools and expanded legacy programs.
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Dental education is a specialized medical field 
requiring a balance of contemporary theoretical 
knowledge, practical skills, and adaptability to 
evolving medical practices and technologies. At 
least in North America, there has been the thought 
that the formal phase of education occurs in a 
3–4-year period following a baccalaureate fusing 
the elements of a medical education with a clini-
cal residency. It is the responsibility of the faculty 
and the curriculum that upon graduation, a new 
dentist is prepared to diagnose, treatment plan, 
perform, or manage anything under the practice 
act of Dentistry (one could call this our Prime Di-
rective, in the parlance of Star Trek). This is much 
different from human medical school education, 
leaving veterinarian medicine education as the 
closest to Dentistry. We must assure the public that 
the longitudinal set of didactic and clinical assess-
ments during dental school creates an honest and 
in-depth outcomes assessment of our students. 
We must assure public safety for future dental 
care, measured not as an average of the class 
but by assessments of the character, knowledge, 
and skills deployed by each individual graduate. 
Dentistry is far more than a set of procedures; it is 
the application of the five core American Dental 
Association (ADA) ethical principles that sets us 
apart. On a daily basis, these principles must be 
inculcated into every graduate. In this case, the 
best measure may be what a student approach-
ing graduation does on an observed day-to-day 
basis. The application of knowledge, skills, and 
attitude are key to the ability of the public to trust 
a healthcare provider and thus are foundational to 
the use of entrustable professional activities (EPAs). 
EPAs are far more than clinical procedural compe-
tencies. They are a reproducible demonstration 
of knowledge and skills overlaid with measures 
of ethical character and independent application 
of the five core ethical principles of the profes-
sion (referred to as attitude). This creates steep 
learning curves. The burden of this learning curve 
has only become steeper with the advancement 
of knowledge, learning tools, and applications.  

So, what keeps a dean up at night? Many things. 
Depending on the institution, a dean is the CEO 
of a large academic unit, a dental hospital, and 
research units and must be nimble to address short 
and long-term challenges occurring in each of 
these areas. All of the following challenges dis-
cussed in this paper have kept both of us up from 
time to time. At present, the recruitment and reten-
tion of faculty of the highest caliber is a significant 
concern because this is core to our mission. We are 
doing well, but we are in an “arms race” between 
colleges which should not exist. Faculty reflects the 
reputation of the college, the culture, the bud-
get, the respect of students and patients, and the 
long-term sustainability of the college and literally, 
the profession. Faculty are also central to research 
activities, transforming materials, applications, pro-
cedures, and clinical trial documentation into the 
best evidence for our patients. For multiple rea-
sons, higher education in the United States does 
not attract many US citizens to join a dental college 
as faculty on a full-time basis. In part, this is due to 
educational debt, the current profitability of private 
practice, unawareness of the advantages of an 
academic career, American culture, and family and 
life pressures, among many others. Students also 
look to role models, and perhaps we do not always 
do a good job being leaders of the profession. We 
could do better. The ADA, which recognizes the 
value of faculty role modeling, has recently created 
several significant efforts to engage dental faculty 
and bring them firmly into the practice community. 
This will be very helpful.

In this paper, we have chosen to highlight issues 
around curriculum development, technological in-
tegration, financial constraints, clinical training, and 
the mental health of dental students as areas that 
dental education must continue to focus on. Each 
has kept us up at night.

Curriculum Development
One of the primary challenges in dental education 
is ensuring the curriculum remains relevant and 

Clark M. Stanford; David Johnsen

Opportunities Out of Challenges in Dental Education: Two Deans’ Perspectives
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comprehensive. This takes an ongoing environ-
mental scan of changes in clinical practice based 
on foundational evidence-based best practices. To 
change and revise curricular content implies that 
the curriculum will be “managed” or overseen by 
the faculty and that revisions will be made and/
or content will be removed. For some faculty, this 
is anathema (yes, we were all taught things we 
no longer do or believe). Yet, we must evolve as 
disease rates change in subpopulations. This in-
cludes employing preventive strategies (e.g., silver 
diamine fluoride (SDF)) based on individualized risk 
factors and embracing a range of surgical and re-
storative therapies addressing the patient’s needs, 
choices, and desires.1-3 For example, the deploy-
ment of diagnostics and digital therapies has 
continued to be impacted by science as it evolves. 
To apply contemporary science to practice means 
we must be rigorous in applying critical thinking 
throughout the curriculum, building entrustable 
activities as the novice clinician becomes more 
and more independent.4-6 In this way, it becomes 
inculcated into the provider and is more a mental 
reflex rather than an exercise of focused judgment. 
However, this is easier said than done.

1.	 Keeping Up with Advancements: Diagnostic 
and therapeutic dental technology and meth-
odologies rapidly evolve and come with high 
costs. As an investment, we use a process of 
technology assessment, but once a choice is 
made, the fixed cost of an investment depre-
ciates on an exponential scale.7 For example, 
how often do intraoral scanning systems need 
to be replaced? How many units are needed, 

and what is the infrastructure cost each time 
a change is made? The cost of staying “con-
temporary,” while important, is also a cost the 
student providers do not recognize, and at an 
enterprise size of a dental hospital (340 op-
eratories at our current college), the scale of 
the investment, determination of breakeven, 
service costs, replacement costs, etc., are all 
important and can be learning opportunities 
for our students. Receiving gifted equipment or 
software comes with complex ties (administra-
tive, technical, or financial), often not evident 
when the offer is made. The opportunities 
here are to teach dental students how to make 
decisions on investment in technologies (go/
no go), to know the fixed and variable costs 
upfront along with ongoing costs relative to 
one’s practice revenues, and the type of re-
turn on investment (ROI) they should expect.1,8  
Incorporating the latest advancements, such as 
digital dentistry, laser treatment, and advanced 
imaging techniques, into the curriculum is an 
opportunity in this “go/no go/not at this time” 
decision-making process for any dentist or edu-
cational institution and is a great lesson for the 
student to observe the process. 

2.	 Balancing Theory and Practice: Dental ed-
ucation requires a delicate balance between 
theoretical knowledge and practical skills. 
The evidence of the rationale and the “why” 
a disease has occurred (genetic, epigenetic, 
environmental, and/or behavioral) leads to 
the potential for a mechanistic understanding 
of the process. Once novice clinicians begin 

For multiple reasons, higher education in the United States does not 
attract many US citizens to join a dental college as faculty on a full-time 
basis. In part, this is due to educational debt, the current profitability of 
private practice, unawareness of the advantages of an academic career, 
American culture, and family and life pressures, among many others. 
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to understand the why, they can then ask why 
not and how the process can be prevented, 
stopped, or reversed. How does a current ther-
apy help or worsen the etiology (think compos-
ite resin restorations as a treatment for caries 
in a high caries individual without addressing 
the caries process)? Ensuring that students are 
proficient in understanding the why is the first 
step.9 The next is the sufficient performance 
of a skill with contextual feedback (a.k.a., 
deliberative practice) to be able to self-reflect 
along with the expert assessment of the skill 
performance, allowing the development of 
cognitive skill assessment to become reflexive 
“muscle memory”.10-12 Ericsson emphasizes 
the role of reflective feedback in developing 
psychomotor skills and emphasized the need 
for provider autonomy to practice (and fail) and 
rigorous feedback to become better at any 
skill.13-16 Note that an important emphasis here 
is deliberate practice and feedback without 
one-time high-stakes assessments, which do 
not capture the progressive performance of the 
provider.16 The dental school curriculum, there-
fore, must continue connecting rigorous per-
formance in both the theory (why or why not) 
and progressive procedural skill performance.  

3.	 Interdisciplinary Approach: Modern dental 
education increasingly emphasizes an interdis-
ciplinary medical approach with a focus on the 
connections of oral and systemic health and 
underlies the role of dentistry as a key member 
of the primary care team.1 Maintaining health 
and integrating biomedical knowledge allows 
dentistry to be allied partners with primary 
medicine, nursing, pharmacy, and the related 
allied health sciences. Together, a comprehen-
sive prevention-based primary health team is 
the future for a significant component of oral 
health care. Given the historic separation of the 
health professions in North America, steps are 
being made to bridge common curriculums to 
enable improved collaborative communication 
and best practices in primary health care.17   

Technological Integration
The integration of novel technologies in dental 
education presents both opportunities and chal-
lenges.

1.	 Access to Cutting-Edge Tools: Ensuring stu-
dents have access to the latest dental technol-
ogies, such as CAD/CAM systems and 3D print-
ing, is essential for their education. Partnerships 
with industry are helpful and supportive within 
reason.18 The primary purpose of incorporat-
ing new technologies needs to be based on a 
measurable improvement in outcomes (quality, 
efficiencies, reduced cost, improved learning/
unit time).19 As mentioned, the high cost of 
these tools can be prohibitive given the rapid 
obsolescence. Second, the technology tools 
used in the education of didactic content 
(Curriculum Management Systems), electronic 
assessment systems, and various simulations 
like artificial intelligence and augmented reality 
(AI/AR) technologies in the simulation phase 
of education are all technologies that may be 
useful. Still, the ROI/student and the measur-
able outcomes derived from the investment are 
unclear.20-24 Yes, high-tech simulation can be a 
selling point to attract students, but does AR/
Robotic simulation improve the development 
and skill acquisition of novice learners? Time 
will tell.

2.	 Training Faculty/Educators: One of the road-
blocks to technology is us. Educators them-
selves need to be proficient with new technolo-
gies to teach effectively. As new workflows are 
deployed, it’s easy to say students will pick this 
up, but faculty need to be onboard.2 Humans 
like consistency, and constant change can be 
disruptive when faculty feel the focus should 
be on principles, not technologies. Regardless, 
all technologies are tools, like a chalkboard, to 
assist in self-discovery for each novice clinician. 

When considering faculty development, it is 
also important to expand faculty awareness 

Clark M. Stanford; David Johnsen
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One of the roadblocks to technology is us. Educators 
themselves need to be proficient with new technologies 
to teach effectively. As new workflows are deployed, it’s 
easy to say students will pick this up, but faculty need 
to be onboard.2 Humans like consistency, and constant 
change can be disruptive when faculty feel the focus 
should be on principles, not technologies. Regardless, 
all technologies are tools, like a chalkboard, to assist in 
self-discovery for each novice clinician. 

and application of knowledge around learn-
ing styles and approaches to engaging the 
adult learner. This involves technologies and a 
better understanding of the learner. Our dental 
student learners are typically in their mid-twen-
ties and are adults, neurocognitively. We must 
shift from knowledge transfers (the lecture) to 
contextualized learning that means something 
to the learner (the educational field of andrago-
gy). This is partly happening with the expanded 
use of small group learning, team-based learn-
ing, and project-based learning approaches 
in higher education. We must have our faculty 
prepared for these changes.

Thus, continuous professional development 
and training programs are necessary and are 
opportunities to recruit highly talented clinical 
providers from private practice. One aspect of 
faculty development is the recognition faculty 
will enter (and exit) the academy at different 
points in their careers.

A key observation has been as providers approach 
the twilight of their clinical career, teaching part-
time at a college can be an amazing career-extend-
er (a term coined by Dr. Mert Aksu, Dean of Detroit 
Mercy School of Dentistry). Nothing refreshes more 
than wanting to give back and working with incred-
ibly smart young people. Seeing the realization of 
a complex concept or the joy on the face of a nov-
ice provider when they have managed a difficult 
situation is simply remarkable.

3.	 Virtual Learning: The COVID-19 pandemic 
highlighted the importance of virtual learning 
platforms.3, 25-27 New approaches to learning 
hold the promise to allow more inter-institution-
al sharing of content and avoid replication, as 
well as allowing students to access a variety of 
resources they can repackage into content that 
means something to them.22 One of the largest 
cultural issues arising from the advent of virtual 
learning is shifting the focus to the student as 
an adult learner, shifting the focus away from 
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the faculty as the sole content expert, and em-
phasizing lifelong learning from day one of pro-
fessional education. This underscores the ethics 
of the profession to take personal responsibility 
for one’s learning and to contextualize the con-
tent in ways that are meaningful to the learn-
er.28 The learner must be held accountable for 
mastering higher levels of learning, far beyond 
lecture knowledge. Professional education 
must prepare the novice learner to understand 
the anticipated stages of professional clinical 
development over one’s career, recognizing it 
will take years to become an “expert.”29-31      

Financial Constraints
Financial issues are a significant challenge in dental 
education, affecting both students and institutions.

1.	 Tuition: Dental education is expensive to 
deploy.32 While a full discussion on student 
debt is beyond the purpose of this paper, it is 
important that the reader understand the total 
cost of educating one student. It typically costs 
a college about $120,000 (in 2024 dollars) to 
educate one DDS/DMD student per year (or 
about ~$480,000/dental graduate). Part of 
this is the nature of a combined academic and 
novice clinician performing irreversible surgi-
cal procedures on human beings. The level of 
supervision and guidance are key for patient 
safety and competent clinical experiences, but 
these come at a significant cost. Given this, 
tuition (public or private) has risen over the past 
twenty years, with tuition now covering about 

50% of the cost of educating and training a 
general dentist (DDS or DMD). This was not the 
case in the past. The reasons for this cost shift, 
especially in public institutions, are multiple but 
include political choices made in states to cost 
shift to the recipients of the education. Second, 
University budgets are squeezed, and units 
having other revenue streams (e.g., clinical 
revenues, certificate programs, residency pro-
grams, faculty practices) are seen by the central 
campus as opportunities to transfer costs to 
the local unit (another thing that keeps us up at 
night).32-35 Finally, universities see robust den-
tal applicant pools for the number of available 
training slots and see opportunities to start new 
programs (at a profit). The result is the financial 
debt to enter the profession (about $300k in 
2023 based on the American Dental Education 
Association (ADEA) senior survey: https://www.
adea.org/data/Seniors/2023-Survey/) for the 
average new dentist. More worrisome is the 
psychological barrier for talented first-genera-
tion students or students from disadvantaged 
households from even considering dentistry as 
a profession. In part, this has led to an increase 
of 12% in the past two years in students grad-
uating without debt, implying there may be a 
shift in students who are even contemplating 
the profession (https://www.adea.org/data/Se-
niors/2023-Survey/).

2.	 Funding for Institutions: Dental schools re-
quire significant funding to maintain facilities, 
acquire new technologies, provide care, and 
hire highly qualified faculty and staff. Funding 

Clark M. Stanford; David Johnsen

Opportunities Out of Challenges in Dental Education: Two Deans’ Perspectives

While it is more challenging to assess the qualifications of international 
candidates, the expanded networks have allowed highly educated, 
talented clinicians who are wonderful and engaging as educators to 
come to and support US education. They bring a high respect and 
dedication to their roles, a rich cultural diversity of clinical and research 
experiences, and many clinical advancements to America. 

https://www.adea.org/data/Seniors/2023-Survey/
https://www.adea.org/data/Seniors/2023-Survey/
https://www.adea.org/data/Seniors/2023-Survey/
https://www.adea.org/data/Seniors/2023-Survey/
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takes the form of operational, program, and 
capital funding. Conventionally, dental schools 
rely on tuition, clinical revenues, and some 
state support for operational costs. Most of 
the costs are human resource related (typically 
70%). In a service-related operation, hiring and 
retaining highly qualified faculty and staff is 
expensive – and thus, a dental college budget 
looks very different than a private practice. 
Philanthropy fulfills an important aspect of fac-
ulty recruitment, retention, and program sup-
port, but it can rarely be used for operational 
costs. Capital projects are typically funded us-
ing multiple sources (e.g., state, university, clin-
ical revenues, philanthropy, and debt service), 
but these are one-time projects and need con-
siderable ongoing operational support to cover 

costs. The challenge is securing long-term 
adequate funding to reduce reliance on tuition.  

One approach to this is a cultural shift of a 
dental school or college from being viewed as 
a “training facility” where patients receive care 
at a lower cost to one where the institution is 
a “dental hospital.” In a dental hospital (com-
mon around the world), a government-owned, 
multispecialty facility provides direct primary 
and advanced care, allowing supervision of 
novice providers. The novice provider’s efforts 
are billed under the faculty (the common med-
ical model). Another way to think about this is 
that dental colleges or schools are essentially 
large multispecialty Dental Service Organi-

zations (DSOs) operating with a large group 
of inexperienced providers where part of the 
cost of care is defrayed by the novice pro-
vider (called tuition). What if the faculty were 
principally responsible for most of the care 
in this DSO model and student learners were 
guests? This faculty-provider model focuses 
on faculty clinical service with robust clinical 
programs and emphasizes a role in clinical 
production (and less on other attributes of the 
academy). Yes, there are risks with this mod-
el. These systems evolved in many countries 
through a combination of government policy, 
investment, and a societal culture of the high-
est respect for faculty professors as providers 
of care. Much like a medical hospital, learners 
are guests, and there are a range of learners at 

different levels providing care as the primary 
mission, and education is seen as an import-
ant complement to clinical care delivery.   

Given the faculty shortage in US colleges, we 
have seen a significant shift to internationally 
trained full-time faculty. While it is more chal-
lenging to assess the qualifications of interna-
tional candidates, the expanded networks have 
allowed highly educated, talented clinicians 
who are wonderful and engaging as educators 
to come to and support US education. They 
bring a high respect and dedication to their 
roles, a rich cultural diversity of clinical and re-
search experiences, and many clinical advance-
ments to America. The impact on teaching, 

Clinical training is a cornerstone of dental education, supplying both educational 
and public services to the community. An advantage of many clinics is the ability 
to provide underserved communities with high-quality oral health care.36 This 
service mission is vital to communities, the relationship of the university as a 
partner, and to gaining an understanding for each student as to the impacts of 
the determinants of health on oral and systemic health are invaluable.
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research, and excellence in patient care reflects 
the excellent educational programs in their 
home countries. It allows us to benefit from 
them as ambassadors of dental education.   

3.	 Scholarships and Financial Aid: Providing 
sufficient scholarships and financial aid oppor-
tunities to students is crucial for maintaining 
diversity and accessibility in dental education. 
The impact of scholarships may be more for 
rural students, veterans, first-generation stu-
dents (no dentists in the family), or those from 
under-resourced families.  

While everything helps, the promise of schol-
arships is supportive of and a small piece of 
multiple funding sources to assist students 
in debt management. Higher education also 
recognizes the impact of debt on alumni 
choices and uses debt management education 
and counseling while in school, and provides 
comprehensive information on opportunities 
in the public sector (military service, commu-
nity health centers, FQHCs, and academic 
careers) as options to help service debt loads.  

Access to Clinical Training
Clinical training is a cornerstone of dental ed-
ucation, supplying both educational and pub-
lic services to the community. An advantage of 
many clinics is the ability to provide underserved 
communities with high-quality oral health care.36 
This service mission is vital to communities, the 
relationship of the university as a partner, and to 
gaining an understanding for each student as to 
the impacts of the determinants of health on oral 
and systemic health are invaluable.1,36,37 To provide 
adequate and equitable access to clinical experi-
ences poses several opportunities.

1.	 Comprehensive Care, Clinical Procedures, 
and Requirements: One of the challenges of 
traditional dental education is an expectation 
of a set number of specific procedures (a.k.a., 
“requirements”) to graduate. The ethical and 

moral challenges with this traditional no-
tion are, first, the assumption that a pre-set 
number of procedures somehow determines 
“competency,” second, the approach reduc-
es each patient to a procedure in the mind 
of the student (“she’s my denture patient”), 
third, it creates gaming amongst students with 
ghosting/hiding/paying or reserving patients 
and, fourth, it creates challenges assessing the 
patient volumes needed to be managed when 
a technical procedure is required less and less 
(e.g., the three-unit bridge). The focus should 
be on robust and varied student clinical expe-
riences in the contemporary dentistry world, 
not on the restorative norms of a previous 
generation. One additional challenge oc-
curs in colleges with large advanced clinical 
specialty programs. In this case, patient care 
experiences may start with a pre-doctoral stu-
dent only to move the clinical experience to 
the specialty clinic. This creates tension, resis-
tance, resentment, and complaints of a lack of 
experience (e.g., molar endodontics). Worse, 
it undercuts the reciprocal relationship of 
respect between the generalist dental student 
and the specialist resident. These emotional 
lessons, in turn, can be carried into practice. 

2.	 Quality of Clinical Training: Ensuring that 
each student has a comprehensive set of 
clinical experiences with high-quality training 
can be challenging when the patient vol-
umes available do not match the number of 
pre-doctoral student providers. A uniform set 
of experiences for each student is a funda-
mental part of the Commission on Dental Ac-
creditation (CODA) accreditation process for 
US and Canadian schools and colleges of den-
tistry. This has led some schools to increase 
regional clinics to enhance the diversity of 
clinical experiences and to serve specific pop-
ulations with travel and scheduling needs.20 

3.	 Geographical issues related to clinical care: 
Patients in underserved areas will often have 
access to care issues related to Medicaid ac-
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ceptance, state policies, and the ability to find 
providers. In turn, they will travel long distances 
to seek care at a regional dental school/col-
lege, creating uncertain transportation issues, 
cost of time off work, delayed care, canceled 
appointments, etc. This unpredictability im-
pacts clinical student experiences, and with a 
lack of clinical experience comes frustrations 
and anxiety in accomplishing the time-based 
requirements to complete the program. A 
potential opportunity is partnering with local 
community health clinics (CHC) and Federally 
Qualified Health Centers (FQHC) to provide 
access to care and enhanced student experi-
ences. The challenge here is the level of assess-
ment allowed at these sites, especially under 
the current CODA accreditation standards.  

Mental Health and Well-Being
The demanding nature of dental education has 
been shown to impact student wellness and mental 
health status. This is in addition to the stress creat-
ed by the 2020 pandemic and is a recognition of 
the role of provider health and the neurodiversity 
of the student body. In addition to physical myofas-
cial pain, many neurodiverse students present with 
anxiety, depression, Attention Deficit Hyperactivity 
Disorder (ADHD), dyslexia, autism spectrum, and 
related mental health issues. The role of embedded 
mental health counseling and student academic 
career advising has become well recognized.   

1.	 High Stress Levels: A professional dental cur-
riculum is challenging in terms of depth, scope, 
and time commitment. Students rarely come 
from a baccalaureate taking multiple large 
classes, being in class almost all the time, and 
with the same classmates for four years. The 
nature of many students interested in dentistry 
tends to be detailed perfectionists, and now, 
grouped together, creates a high level of per-
formance anxiety. Added to this is the constant 
rate at which content material is presented to 
the student, and the ability to contextualize 

and frame the content in a way they can relate 
to is limited to non-existent. Attempts are be-
ing made to modernize the binge/purge nature 
of memorization. There have been calls to 
streamline curriculum, create open study times, 
and shift away from knowledge-based lectures 
to allied team-based and small-group learning 
models. One aspect that has been occurring is 
to reconsider the timeframe of dental educa-
tion. Moving to measures of entrustable pro-
fessional activities (or Milestones) may provide 
opportunities to shift away from the lock-step 
model we have been in. We already see a siz-
able number of students requiring assessment 
accommodations and extended curriculums 
(a.k.a. altered curriculums) that are challenging 
to support with our older systems. Our accred-
itation process (CODA), licensing boards, and 
physical/cultural aspects of colleges impact 
this flexibility, too. Yet, students are changing 
and to encourage the best & the brightest to 
our profession we need to provide multiple 
pathways to success. Each of these approaches 
is useful to explore if the outcome of reducing 
stress can be achieved.  

Part of the challenge of “work-life 
balance” is that it means something 
different to different students and 
something else to the faculty. The 
focus, though, needs to be on out-

comes. Can the learner demonstrate 
higher learning knowledge, skills, 
and attitudes? Is this seen through 

applications of current best evi-
dence and approaches gathering, 
applying, evaluating, and critiqu-

ing the outcomes of care from their 
clinical decision-making process?  
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2.	 Work-Life Balance: Dental students often 
struggle to maintain a healthy work-life balance 
due to the demanding nature of their studies 
and clinical training. In part, allowing students 
to own the content and have the flexibility 
of controlling their schedules is a step in this 
direction. The use of pre-recorded presenta-
tions and student notes that the student can 
repackage to create their own learning podcast 
is one example of owning the content. Part of 
the challenge of “work-life balance” is that it 
means something different to different students 
and something else to the faculty. The focus, 
though, needs to be on outcomes. Can the 
learner demonstrate higher learning knowl-
edge, skills, and attitudes? Is this seen through 
applications of current best evidence and 
approaches gathering, applying, evaluating, 
and critiquing the outcomes of care from their 
clinical decision-making process?  

3.	 Support Systems: Providing students with ad-
equate mental health support and resources is 
crucial. As mentioned, institutions need to offer 
counseling services and/or identify community 
services if this is what is desired, create stress 
management workshops and academic advis-
ing, and maintain supportive environments to 
help students.

Workforce Shortages and Diversity
Ensuring a diverse and adequately staffed den-
tal workforce is another challenge facing dental 
education.

1.	 Faculty Recruitment and Retention: As men-
tioned previously, attracting and retaining 
qualified faculty members can be difficult, 
particularly in specialized areas. Yet, there are 
many opportunities. Part of the shortage of 
faculty is caused by students being unaware 
of the diversity of activities that a faculty does, 
the networking opportunities, the range of new 
ideas, and the camaraderie of the academy. 

This is on us as role models. For some, this 
constant change of activities (teaching, patient 
care, research, committee work, etc.) leads to 
greater fulfillment since one knows they are 
impacting the next generation. As mentioned, 
North American institutions have benefited 
from recruiting some of the best faculty talent 
in the world, which has greatly expanded our 
educational programs’ academic diversity. This 
is something to cherish and respect. In addi-
tion, the ability of private practice clinicians to 
help the academy towards the later stages of 
their own clinical career can be a significant ca-
reer extender and refreshes the clinician. There 
are lots of opportunities when one works with 
highly talented young people!  

2.	 Diversity: Promoting diversity within the stu-
dent body and faculty is essential for fostering 
an inclusive learning environment. This ongoing 
societal challenge speaks to the value of role 
models in the community. The ADEA graduate 
surveys repeatedly indicate that 50% or more 
of dental students, including historically de-
fined underrepresented minorities, decide to 
become dentists in the middle to high school 
years (https://www.adea.org/DentEdTrends/). 
Much of this is related to those key role models 
in their community that encourage, mentor, and 
create learning opportunities to show young 
people how they can become members of a 
wonderful profession.  

3.	 Global Health Disparities: Dental education 
must also address global health disparities by 
preparing students to work in diverse environ-
ments and with underserved populations. This 
is an ongoing opportunity as our communities 
change around us and we need to prepare 
culturally aware young providers who recognize 
everyone’s value. This requires a curriculum that 
includes global health topics and opportunities 
for international experiences.
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The ethics and professionalism core, which forms the basis of all 
clinical learning and development, is a vital component of dental 
education. As a result, ethics and professionalism courses are 

included in the curricula of dental schools nationwide. But are dental 
ethics taught before dental school, especially in the context of pre-
dental communities, and if so, in what way? In addition to explaining 
why and how the introduction of The ADA Principles of Ethics and 
Code of Conduct (the ADA code) might be better rooted at an earlier 
stage of learning for those interested in pursuing a career in dentistry, 
this article aims to demonstrate how ethics education appears to be 
lacking in the majority of pre-professional university programs.1

STUDENT PERSPECTIVE
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Professional education in dentistry exists to 
educate future dentists who are equipped and 
committed to helping society gain the benefits of 
good oral health. Ultimately, dentistry depends 
on individuals committed to treating society 
and their patients ethically, thus justifying 
teaching professional ethics in dentistry.2

A survey on academic integrity was sent in 1998 
to the academic deans of 55 US dental schools, 
with a response rate of 84 percent.3 The survey 
showed that reported incidents of academic 
dishonesty occurred in most dental schools, with 
the average school dealing with 1 to 2 cases 
per year, and the most common incidents of 
dishonest behavior involving copying or aiding 
another student during a written exam or writing 
an untrue patient record entry or recording a 
faculty member’s name into a chart.3 In 2007, the 
American Dental Association investigated cheating 
allegations by at least a dozen students from 
several established dental programs nationwide. 
They were alleged to have improperly obtained 
questions for an exam that was an assessment step 
toward fulfilling qualifications for dental licensure.4

In an article published in the 2004 issue of the 
Journal of Dental Education, Dr. Charles Bertolami 
proposed that our ethics curricula do not work 
due to the limitations of didactic education. He 
suggested that ethics should be taught as a 
“pre-curriculum” course prior to entering dental 
school and that dental school ethics courses 
should be elective and consist of small groups of 
students who are guided towards introspection 
to understand their true self-interests.5 In 2023, 
researchers in Iran and Australia developed 
a three-part questionnaire where the specific 
questions included students’ behavior, attitudes, 
and interpretation of cheating statistics at their 
respective schools. The results revealed that 
around 65.6% of students were generally aware 
of a fraud problem in the school, and a further 

55.2% of students believed that instructors should 
do more to prevent cheating during exams.5 

A 2019 Korean study also conducted a survey 
of 375 dental students, in which students rated 
whether they were involved in any cheating 
behaviors and their attitudes regarding each 
behavior. Most students admitted to having 
engaged in at least one cheating behavior 
(92.2%), indicating that cheating behaviors were 
a very serious and prevalent problem at this 
dental college. Of the 28 cheating behaviors, 
the top 6 reasons given for cheating were, in 
order of frequency: leaving class after signing 
the attendance list, shifting patient care to 
peers during exam periods, stealing practice 
items from peers, intentionally skipping waiting 
list turns to avoid difficult cases or certain 
faculty members, submitting peers’ clinical 
assist records as one’s own, and asking a 
classmate to sign the class attendance list.6

A European review of ethics education in the 
dental curriculum looked at inherent teaching 
challenges and the potential for future 
developments. The study concluded that although 
great strides have been made in improving ethics 
in dental education, further dialogue is needed to 
better include patient views and develop a more 
theoretically robust approach to self-reflection.7 

Another review evaluated the dental curriculum’s 
continued ethical education improvement in 
North American and Gulf Cooperation Council 
(GCC) countries. Significant impediments to 
development in North American countries were 
the effects of a compressed four-year curriculum, 
reliance on professional regulations, insufficient 
emphasis on patient perceptions, and a lack of 
a more conceptually sound approach to self-
assessment. In contrast, among GCC countries, 
the most significant barriers to improving 
the dentistry curriculum were identified as 
deficient leadership attributes and low research 
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output. It was found that while both the North 
American and GCC regions would benefit from 
new dental curricula, the process of ongoing 
development of dental curricula is slow, 
particularly in GCC countries.8 As a result, more 
in-depth dental ethics education is required. 

The Institute of Medicine held a meeting on 
the future of dental education in the early 90’s. 
It surveyed dental school seniors’ opinions 
on curriculum components that were under 
or overstressed and found that respondents 
generally felt that ethics education was 
given an appropriate amount of focus within 
the dental school curriculum.9 However, 
it is the opinion of the authors that more 
and earlier ethics education is needed to 
promote professional ethical development 
in dental students. Predental societies have 
the potential to impact ethics education even 
before formal enrollment in dental school.

Topics discussed at predental society 
meetings include things such as volunteer and 
shadowing opportunities, Dental Admission 
Test (DAT) prep, interview prep, extracurricular 
opportunities, and program application 
assistance. However, in the authors’ experience, 
dental ethics is rarely discussed. The authors 
believe that more dental ethics education 
would be valuable at the pre-dentistry level.

The American Student Dental Association 
(ASDA) plays a significant role in helping pre-
dental societies become more cohesive and 
involved in leadership and outreach early on in 
one’s career. Additionally, there is a Predental 
Advisory Committee (PAC) within ASDA, for 
which the pre-dental consultant serves as 
Chair of the National PAC and is a non-voting 
consultant to the ASDA Council on Membership. 
This consultant also receives funding to attend 
the National ASDA Leadership Conference, 
which exemplifies ASDA’s stance that pre-dental 
exposure to leadership and professionalism is 
necessary and beneficial.10 ASDA states that 
its membership provides opportunities to play 
a role in the dental community that otherwise 
may not be available, except through ASDA.11

Many predental students participate in volunteer 
service events. The authors of this paper recognize 
how crucial a background in dental ethics is in 
navigating these events. At Louisiana Mission of 
Mercy (LA MOM), for example, which the authors 
participated in, pre-dentistry volunteers were 
unknowingly immersed in the ADA Code during 
their volunteer experience. In retrospect, the 
principles of patient autonomy, nonmaleficence, 
justice, beneficence, and veracity were clearly 
on display. When seating patients, patients were 
advised on what procedures were treatment 
planned and asked whether they wanted to 
proceed, demonstrating patient autonomy. 

Ultimately, dentistry depends on individuals committed 
to treating society and their patients ethically, thus 
justifying teaching professional ethics in dentistry.



Journal of the American College of Dentists 22

Nonmaleficence was exemplified by dentists and 
hygienists alike, treating patients with competence. 
Because time was short and resources limited, 
dentists triaging patients had to demonstrate the 
principles of justice and beneficence by prioritizing 
dental procedures that would most benefit the 
individual patients and be fair to all patients. 
Finally, transparency was demonstrated between 
the dental care team and patients, demonstrating 
veracity. Without veracity, other principles 
would be compromised, resulting in less-than-
optimal care. This is just one example of why an 
early education in dental ethics is important.

ASDA has developed a Pre-dental Organization 
Toolkit, which covers topics ranging from the 
history of ASDA, leadership roles, and key ASDA 
contacts to how to start a pre-dental chapter 
and maintain the momentum of an existing 
chapter.12 While this Toolkit contains much 
helpful information, it would benefit students 
if ASDA incorporated and linked more ethics 
and professionalism information into it. That 
said, there are valuable resources available to 

gain a heightened awareness of dental ethics. 
One example is a YouTube video on pre-dental 
leadership, entitled “Aspire to Inspire: The Pre-
Dental Way to Leadership,” in which four students 
discuss what leadership means to each and how 
to strengthen oneself for greater personal growth 
potential.13 While leadership benefits students 
of all levels, connecting the five principles of 
dental ethics into leadership conversations is 
necessary. In a report of first-year dental students’ 
perceptions of their primary learning outcomes 
from a course in ethics and professionalism, 
students perceived an increased awareness of 
their roles and more extended obligations as 
professionals immediately following the course.14

The American College of Dentists (ACD), 
as well as its affiliates, the American Society 
for Dental Ethics (ASDE) and the Student 
Professionalism and Ethics Association (SPEA), 
could be valuable resources for helping to infuse 
ethics education into the ASDA model for pre-
dental students. The mission of the ACD is to 
advance excellence, ethics, professionalism, 
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and leadership in dentistry; similarly, ASDE 
strives to lead education and scholarship in 
dental ethics.15, 16 SPEA is the student section of 
ACD, and it has a strong national presence. 

ASDE was responsible for presenting a program 
at the 2023 ACD annual session entitled “ACD 
Ethical Dilemma Videos – a Valuable Tool for 
Practitioners and Educators.” One example of 
how ASDE could influence pre-dental students is 
by promoting these videos for use in pre-dental 
societies’ work groups. These videos present true-
to-life scenarios involving oral health providers 
facing dilemmas in private practice, dental, 
education, and research settings. They are useful 
tools for helping students apply ethical decision-
making models to each situation. Viewing these 
dilemmas and working through these cases can 
bring awareness to issues and help students 
navigate ethical decision-making in dentistry. 

In conclusion, the authors feel that it would be 
of benefit for the ACD and or ASDE and SPEA 
to promote ethics education to pre-dentistry 

students through an organized outreach program 
and open more lines of communication with pre-
dental advisors on college campuses. This would 
enable advisors to serve as better mentors for 
promoting ethics-related learning opportunities 
to their pre-dental students and the societies 
that they may have formed. Moreover, the ACD 
may consider making more ethics dilemmas 
videos indigenous to student dentists, featuring 
them within their own unique clinical environs.

Finally, since one component of the ACD’s 
Strategic Plan 2024 – 2029 is to “Expand and 
enhance our communications to advance the 
ACD pillars – excellence, ethics, professionalism, 
and leadership – with members of the oral health 
delivery team,”17 it might well be in the College’s 
purview to actively promote an understanding 
of dental ethical issues and problem-solving 
at the earliest phase of one’s career. 

While leadership benefits students of all levels, connecting the five 
principles of dental ethics into leadership conversations is necessary. 
In a report of first-year dental students’ perceptions of their primary 
learning outcomes from a course in ethics and professionalism, students 
perceived an increased awareness of their roles and more extended 
obligations as professionals immediately following the course.
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Introduction
Picture this: robots restoring your teeth and 
placing implants, digitally created orthodontic 
treatment plans, 3D-printed dentures, nanohy-
droxyapatite remineralization of early carious 
lesions, artificial intelligence (AI) calculating bone 
loss and identifying potential caries on radio-
graphs, wearable technology providing large 
amounts of health-related data. It is an excit-
ing time for dentistry and dental education!

Now consider this: the greatest number of 
faculty vacancies ever in the modern history of 
dental education, fewer tenured positions than 
ever before, below-market salaries for dental 
educators, continually declining reimbursement 
rates from third-party payers, growing health 
inequities among the richest and poorest patients, 
and an increasingly medically complex and aging 
population of patients. It is also a challenging 
time for dentistry and dental education. 

Both scenarios exist concurrently, and the 
constant tension between trying to keep 
pace with advancements and just trying to 
survive is draining. In a dynamic environment 
with limited resources, happy and engaged 
faculty can drive innovation and inclusivity and, 
ultimately, higher student achievement and 
better oral health outcomes for patients. 

The Diagnosis: Oral Health 
Educators are Unwell
In a recent Nature poll, 75% of respondents 
reduced their work efforts since March 2020, 

with 73% working in academia – a phenomenon 
known as quiet quitting or silent resignation.1 
This trend will likely impact oral health education 
if it hasn’t already. The ADEA U.S. Dental School 
Faculty Open Positions Report shows 645 open 
positions in 2022–23, a 68.4% increase from 
383 in 2018–19.2 In the past four years, seven 
new dental school programs in the U.S. have 
received initial accreditation by the Commission 
on Dental Accreditation (CODA).3 With unfilled 
positions on the rise, where will the dental 
community acquire sufficient faculty for all these 
programs? We need help, but help isn’t coming.

The existing faculty shortage results in many 
dental education institutions operating on 
a ‘hustle culture’ to meet the demands of 
delivering complex competency-based education 
programs.4 Faculty are assigned additional 
roles and responsibilities beyond the scope of 
their job descriptions, not due to qualifications, 
experience, or even interest, but because there is 
no one else to do the work. The workload deficit 
left behind from the majority of open faculty 
positions in U.S. dental schools is redistributed 
among existing faculty.2 When looking at the 
factors that influence the ability of U.S. Dental 
Schools to fill open positions, 37% of respondents 
in 2022–23 cite lack of response to the position 
announcement, up from 14% in 2018–19.2 Fewer 
people are interested in becoming faculty than 
ever before: the hustle is not appealing.

Technology may help, however, an op-ed in 
the Harvard Business Review cautions that, 
“Technology does not purge the need for 
human labor but rather changes the type of 

The ADEA U.S. Dental School Faculty Open Positions Report shows 645 
open positions in 2022–23, a 68.4% increase from 383 in 2018–19.2 In the 
past four years, seven new dental school programs in the U.S. have received 
initial accreditation by the Commission on Dental Accreditation (CODA).3 
With unfilled positions on the rise, where will the dental community acquire 
sufficient faculty for all these programs? We need help, but help isn’t coming.
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labor required.”5 From email to virtual reality, 
many technologies enable work to be done 
asynchronously – it does not reduce work – 
and students and faculty are at risk of burnout. 
Educational advances often require additional 
faculty and/or additional faculty time (consider 
problem-based learning and flipped classrooms). 
Advancement is aligned with overwork, and this 
drive to push beyond our limits in oral health 
education results in burnout and suboptimal 
execution for our students and patients, 
which is neither sustainable nor desirable.

Burnout is an occupational syndrome character-
ized by a high degree of emotional exhaustion 
and depersonalization and a low sense of personal 
accomplishment at work, which can lead to men-
tal health issues such as anxiety and depression.6 
Physical manifestations of burnout include increases 
in chronic illnesses such as hypertension, hyper-
lipidemia, cardiac diseases, and physical pain.7 
Healthcare providers experience burnout as a 
result of prioritizing patients over their own health 
and wellness. However, health educators have an 
additional burden – they also care for students. 

A recent study centered around wellness among 
dental educators suggests that younger age 
groups are more susceptible to burnout risk.8 
Gen Z is the most stressed generation in history, 
and they will be relied upon to fill future open 
faculty positions.9 They will look for jobs that 
provide financial stability, meaningful work/
life balance, and psychological safety. Faculty 
positions that offer this will appeal to them 
and their commitment to serve others. 

A workforce that is well performs better and is 
more adaptable. For example, for many years, 
dental educators have wanted to meaningfully 
address social determinants of health (SDOH) 
for our patients, but this requires additional 
resources. Therefore, we haven’t accomplished 
this. The US Surgeon General advisory cites 
a 2022 survey of over 1,500 physicians that 
found that 61% feel they have little to no time 

and ability to effectively address their patients’ 
SDOH, and 83% believe that addressing patients’ 
SDOH contributes to physician burnout rates.6 

Supporting wellness and well-being for all also 
requires attention to diversity, equity, inclusion, 
and belonging – a sense of community cannot 
be achieved without these values. As oral health 
providers, we made an oath to do no harm – 
how can we be true to that oath when we are 
harming ourselves through overwork and burnout? 
Oral health education institutions have a moral 
imperative to ensure the health and safety of their 
faculty, staff, students, residents, and patients. 
The future of dental education must prioritize the 
wellness of its workforce before it is able to raise 
the next generation of oral health professionals.

The Treatment: Caring for Our 
Own so We Can Care for Others
Some institutions and leaders have accepted that 
educators are unwell. Wellness centers, wellness 
healthcare benefits, meditation classes, and 
resiliency training have been introduced to help 
combat burnout. These initiatives have some 
benefits, but they are often fleeting. They focus on 
personal attributes, which sends the message to 

The US Surgeon General 
advisory cites a 2022 survey of 

over 1,500 physicians that found 
that 61% feel they have little to 
no time and ability to effectively 
address their patients’ SDOH, 

and 83% believe that addressing 
patients’ SDOH contributes 
to physician burnout rates.6
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people that they are the problem and they need 
the fixing. Even if people did try to address these 
personal attributes, we must acknowledge that 
well-being is inextricably tied to power, privilege, 
and inequity. An equity lens drives us to consider 
the ways in which suggestions designed to mitigate 
well-being may be inaccessible or unrealistic for 
some due to racism, classism, sizeism, mental 
health stigma, and other systems of oppression. 

Evidence suggests that we need to shift our 
focus more on fixing our environments so they 
better allow and support the well-being of our 
people, including the creation of a space that 
is inclusive. Workplace environment changes 
are harder to implement because they involve 
input, buy-in, and changes in behavior and 

actions at all levels of an organization. The results 
may not be perceptible immediately, though 
they will be more sustained in the long run.  

The main domains of a workplace environment 
that impact well-being are systems/processes/
policies, culture, leadership, and people (Table 
1). In a workplace that supports well-being, 
systems and processes are efficient, clear, 
reproducible, logical, and evolving as needed.  

In a workplace environment that does not promote 
well-being, there may be a misalignment of what 
an organization says it stands for and what its 
policies and systems actually promote. Take, for 
example, a dental school that has a stated core 
value of diversity and inclusion. Administrators 
work to ensure a diverse pool of candidates for 

Table 1. Domains of Workplace Environment and examples of action items to promote well-being. 

 Example Action Items to Promote Well-Being
Systems/ Processes/  
Policies

Examine systems of evaluation to determine if they 
are grounded in evidence and equitable

Evaluate awards given and determine if they align 
with stated values and desired behaviors

Evaluate policies to assure they align with stated values

Evaluate opportunities for growth for faculty and staff

Culture Survey workplace climate, share results, and identify 
action items to work toward psychological safety

Surveys should be sure to include sufficient demographic 
information to examine any possible trends and to ensure historically 
marginalized groups’ voices are heard and listened to

Provide coaching to leaders to create psychologically safe environments

Management/
Leadership

Evaluate job descriptions and interview processes to deter-
mine if desired personal characteristics are considered

Consider conducting 360 assessments of the leadership team

Provide root cause analysis training to leaders

Say please, thank you, I don’t know, and I made a mistake

Table adapted from Shanafelt and Noseworthy, 2017
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faculty searches, and they hire a new faculty who is 
visibly a minority. The other faculty and the student 
body are largely homogenous. This is where we 
start to see the system misalignment. Literature 
is replete with studies showing that students’ 
evaluation of teaching is flawed and favors older, 
male faculty with a Westernized name. Yet, many 
dental institutions continue to utilize student 
feedback as a primary component of decisions 
related to faculty evaluation, promotion, tenure, 
and merit raises. “Evaluations have been shown to 
be heavily influenced by student demographics, 
the teaching academic’s culture and identity, and 
other aspects not associated with course quality or 
teaching effectiveness.”10 Furthermore, “student 
evaluations are openly prejudiced against the 
sector’s most underrepresented academics, and 
they contribute to further marginalizing the same 
groups universities declare to protect, value, 
and are aiming to increase in their workforces.”10  
Academic institutions are centers of learning, and 
failure to adhere to their purported values detracts 
from the well-being of their community members. 

Psychological safety is a concept that has gained 
much popularity in the last few years but began 
appearing in the business literature over 20 
years ago when psychologists were trying to 
determine team effectiveness.11 Simplified, 
a psychologically safe culture is one in which 
people are not afraid to bring up new ideas, 
ask questions, or admit mistakes. This requires 
trust, respect, and appreciation of different 
perspectives. Psychological safety is a prerequisite 
for academic freedom and diversity of thought and 
opinion. One of the notable benefits of diversity 
in the workplace is to have differing views and 
perspectives at the table, which leads to better 
solutions for complex problems; psychological 
safety must exist for different viewpoints to 
be brought up, heard, and considered.  

A workplace culture that promotes well-being 
also includes healthy food options, an acceptance 
of walking meetings or other movement 
throughout the day, opportunities to get to 

know each other informally, pride and team 
spirit, and having fun and laughing together (not 
at each other’s expense). When the workplace 
culture has these traits, people are healthier, 
happier, more physically and mentally present, 
and less likely to leave the organization.  

When reviewing job descriptions for leadership 
positions at dental schools, we do not see 
“empathic, honest, supportive, growth mindset, 
and open to new ideas” as minimum qualifications, 
yet leadership courses in dentistry and dental 
education teach that these are the “desired” 
traits of a leader. Haden et al (2015) compared 
the skills dental school deans felt were important 
in fulfilling their job versus how well they were 
prepared in those same areas.12 Most deans 
cited communication, conflict resolution, and 
financial management as important. However, the 
deans felt most prepared in the areas of clinical 
education, student relations, and accreditation 
– a severe misalignment. This landmark study 
was repeated in 2021 with very similar results.13

Leaders who promote the mission rather than 
themselves, share credit, and help people rise 
rather than those who take credit and hold people 
down are all traits of leaders who support well-
being. Leaders who create an environment of 
well-being are clear, effective communicators; 
their actions and behaviors align with the 
mission, vision, and values of the organization; 
they take accountability and are transparent; 
they earn the trust of their teams; they apply 
policies equitably and do not play favorites; 
they listen humbly; they continuously learn; 
they are not afraid to make tough decisions 
that are right for the greater good of all.14

Finally, in environments where systems, policies, 
processes, culture, and leaders are built around 
promoting well-being, people will be more 
engaged, bring ideas forward without fear, are 
not afraid to disagree, and always seek to learn 
and improve. Turnover is low, and when vacancies 
do arise, they are competitive and highly desired. 
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People are happier, healthier, and more satisfied 
with their jobs, which improves well-being and the 
organization’s bottom line.14 

 

First, Do No Harm: Our 
Professional Duty
Scholars have proposed varying definitions and 
characteristics of professionalism throughout the 
years. While no single definition persists as fully 
comprehensive, numerous actions and traits, 
such as loyalty to patient trust, accountability, 
respect, compassion, integrity, sound ethics, 
altruism, and truthfulness, have been used by 
healthcare experts and educators to characterize 
professionalism.15-17 The American College 
of Dentists defines professionalism as the 
embodiment of “positive habits of conduct, 
judgment, and perception on the part of 
both individual professionals and professional 
organizations.”18 Scholars note that a key feature 
of a profession is their nearly exclusive rights 
to its body of knowledge, and the right to self-
regulation.19 Thus, dentistry and dental education, 
out of professional duty, owe a responsibility to, 
first and foremost, its patients but also to itself. 

Scholars across various health professions sectors 
have called for a reimagination of professionalism. 
“Key to that reframing is an expansion of previous 
definitions to allow for intervention mechanisms, 
systems, and practices – not simply refraining 
from doing harm but actively interfering or taking 
action if wrong is being witnessed.”20 Research in 
pharmacy education has indicated that students’ 
well-being frequently decreases as they move 
through the curriculum, with more senior students 
reporting increased rates of stress, anxiety, 
and depression.21 Studies have shown women 
physicians with intersecting identities and members 
of underrepresented racial or ethnic groups 
may experience additional, even exponential, 
discrimination, which can negatively affect their 
feeling of belonging, well-being, and stress levels 
at work.22-23 Burnout among women physicians and 

other gender identities from underrepresented and 
systemically excluded backgrounds will remain high 
if health systems and organizations that provide 
education for health professions fail to recognize 
and appropriately address these variables.22-23 

One of the few protective variables that has 
been shown to work in preventing burnout and 
promoting provider well-being is resilience.24-25 
Because it can help them handle emotional 
demands, develop healthy coping mechanisms, 
increase wellness, and foster professional 
progress, resilience may be an especially valuable 
trait for all members of the healthcare team. 
However, caution is needed, particularly amongst 
marginalized and underrepresented identities, 
to ensure that resilience isn’t born from surviving 
toxic work and learning environments.26 Well-
being is not only paramount for both provider 
and patient success but is a clear component 
of one’s ethical and professional duty.

Practical Interventions for 
Front-Line Faculty
Just as oral health educators want an environment 
that supports them, they must also be dedicated 
to providing an environment that supports their 
students’ well-being. Both educators and students 
benefit from teaching and assessment that is 
effective, efficient, clear, transparent, and objective.  
One mechanism for achieving these goals is 

Scholars across various health professions 
sectors have called for a reimagination of 
professionalism. “Key to that reframing 

is an expansion of previous definitions to 
allow for intervention mechanisms, systems, 
and practices – not simply refraining from 

doing harm but actively interfering or 
taking action if wrong is being witnessed.”20
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through a contemporary assessment method 
called Entrustable Professional Activities (EPAs).

Historically, dental students would have to 
complete a certain number of procedures to 
graduate – volume was believed to be aligned 
with competence. Later, competencies emerged, 
and students had to complete high-stakes clinical 
exams, with no faculty intervention, in order to 
demonstrate competence. This was meant to allow 
for progressive independence of students in areas 
where they were deemed competent and focused 
less on volume. However, many dental schools 
layered competency assessments on top of the 
volume requirements, which has not promoted the 
well-being of educators or students. The scoring 
of these exams also leaves room for subjectivity, 
and the high-stakes nature is associated with 
high stress and anxiety in the learner.  

The current conversation around assessing 
dental students using EPAs is based on a medical 
education model of EPAs introduced in medical 
education roughly ten years ago. It is a different 
way of assessing a student’s competence. One 
key difference between the current model of 
competency-based assessment (CBA) and EPAs 
is that CBA is often one high-stakes exam that 
assesses knowledge, skills, and attitudes and tends 
to be operationalized in a manner that centers 
on the technical aspect of a skill rather than the 
patient. On the other hand, EPAs consider the 
patient outcome as the long-term goal, and then 
work backward from there – defining units of 
authentic work called EPAs. Therefore, EPAs are a 
more holistic and authentic method of assessing 
students’ progress toward achieving a good 
patient outcome and provide a clearer roadmap 
to the trainee on the subset of knowledge, skills, 
and attitudes that must converge to achieve an 
authentic work task. This clarity reduces the anxiety 
often associated with high-stakes traditional 
exams. Studies have shown that EPAs can foster 
a sense of accomplishment and confidence in 
students as they see their progress in real-world 
tasks.27 Additionally, by engaging in authentic 

tasks, students develop a stronger professional 
identity and feel more connected to their future 
roles. This alignment with professional practice 
encourages intrinsic motivation and satisfaction, 
which are critical components of wellness.28

For the supervising faculty, there is an opportunity 
to engage with students more meaningfully 
through EPAs. Instead of focusing solely on exam 
scores, they can mentor and guide students in 
the context of actual professional activities - an 
apprenticeship, so to speak. This mentorship 
role can be more fulfilling and less stressful 
than the traditional evaluator role.29 Traditional 
assessments often require extensive assessment 
and can contribute to clinician burnout. By 
focusing on observable, real-world tasks, EPAs 
can streamline the assessment process and make 
it more efficient. This efficiency can reduce the 
workload and associated stress for supervising 
faculty, thereby supporting their overall wellness.30

EPAs foster a culture of continuous improvement 
and mutual respect, which benefits the wellness 
of both students and supervising faculty. 
Collaboration and positive feedback loops are 
known to enhance job satisfaction and reduce 
stress.31 EPAs align with competency-based 
education principles, which emphasize flexibility 
and customized learning. This alignment allows 
both students and supervising faculty to focus 
on mastery of competencies at their own pace, 
reducing the pressure to conform to rigid 
timelines and standardized testing schedules.32 
Since the process of evaluation by EPAs has 

EPAs foster a culture of continuous 
improvement and mutual respect, which 

benefits the wellness of both students 
and supervising faculty. Collaboration 

and positive feedback loops are known to 
enhance job satisfaction and reduce stress.31
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Ethics Handbook for Dentistry: 
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Core Values

(pictured from left)
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The American College of Dentists (ACD) Ethics Handbook 
for Dentists was archived in 2024, and a new version, 
Ethics Handbook for Dentistry, was printed. This marks 

a crucial update since its previous iteration in 2016.This article 
provides an overview of the review process, the content, and 
the updated ACD Core Values.
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This marks a crucial update since its previous 
iteration in 2016.This article provides an 
overview of the review process, the content, 
and the updated ACD core values.

Review Process
The review of the Handbook was a collaborative 
effort involving the American Society for Dental 
Ethics (ASDE), a section of the American College of 
Dentists, and the ACD Foundation. The project, ap-
proved in the fall of 2022, was chaired by Toni Rouc-
ka, ACD At-Large Regent. The workgroup, which 
included Joshua Bussard, ACD Regent Intern; Cath-
erine Frankl Sarkis, ASDE Member; Nanette Elster, 
then Editor of the Journal of the American College 
of Dentists; Matthew Sheriff, ACD Communications 
Director; and Pamela Zarkowski, ASDE Member and 
Liaison to the ACD Board of Regents, met regularly 
to review and update each section of the Handbook. 

The Handbook was revised to highlight the ACD’s 
Four Pillars: Ethics, Professionalism, Leadership, and 
Excellence. The new Handbook also enhances and 
updates the list of Core Values. It includes a section 
on Professional Obligations outlining the dental 
professional’s responsibilities to Patients and Society 
and to Professionals and Co-professionals. A section 
on Ethical Decision-Making remains integral to the 
Handbook, with the addition of a QR code directing 
readers to additional resources that focus on pro-
viding approaches to resolving ethical dilemmas.

The ACD Test for Ethical Decision-Making is includ-
ed on a detachable card in the Handbook. It is a 
well-recognized tool that ACD members value. The 
ACD Test offers prompts to questions that should 
be considered when faced with an ethical dilemma.

Assess
Is it true? Is it accurate? 
Is it fair? Is it quality? 

Is it legal?

Communicate
Have you listened?

Have you informed the patient? 
Have you explained outcomes? 

Have you presented alternatives or 
discussed with team members?

Decide
Is now the best time? 

Is it within your ability?
Is it in the best interests  

of the patient? 

The ACD Test for Ethical Decisions 
prompts questions that should be considered 

when faced with an ethical dilemma.

2024 Volume 91, Number 1



 

ACD’s Core Values
Core Values are principles that guide ACD fellows 
and the dental team. The ACD Core Values expand 
upon the American Dental Association Principles 
of Ethics and Code of Conduct and are not in-
tended to replace them. Accountability, Compe-
tence, Dignity, Collaboration, Advocacy, Reflection, 
Empathy, and Stewardship form the foundation 
upon which ethical dental practice is built. These 
values are practical principles that inform profes-
sional conduct. The core values ensure that oral 
health care is effective, evidence-based, compas-
sionate, and respectful of the diverse needs of all 
patients. By embracing these core values, dental 
professionals commit to lifelong learning, ethical 

care, and dedicated service to their patients and 
the broader community. This commitment fosters 
trust, enhances the quality of care, and upholds 
the tradition of dentistry as a healing and respect-
ed profession. The Core Values were selected to 
reflect ideals that would endure over time. As new 
technologies emerge, cultures shift, and chang-
es occur within dental and health care, having 
values that withstand the test of time is critical.

The Handbook identifies eight values,  
creating the mnemonic ACD CARES:

ETHICS HANDBOOK FOR DENTISTRY

By embracing these core values, 
dental professionals commit to 

lifelong learning, ethical care, and 
dedicated service to their patients 
and the broader community. This 

commitment fosters trust, enhances 
the quality of care, and upholds 
the tradition of dentistry as a 

healing and respected profession. 
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Accountability pertains to patient care and 
the dentist’s actions. Accountability focuses 
on high-quality services that meet profession-
al standards and prioritize patient well-being. 
It suggests that the dental professional is re-
sponsible for their decisions and behaviors.

Competence addresses the dental profes-
sional’s responsibility to demonstrate knowl-
edge, skills, and values that serve the inter-
ests of the patients and communities.

Dignity respects a patient’s values and pro-
vides treatment marked with compassion 
and recognition of individual autonomy. 
It involves the patient in decision-making 
and prioritizes privacy and self-esteem.

Collaboration requires that the dental pro-
fessional work with others, sharing infor-
mation and expertise in the best interest of 
each patient. It encourages a team-based 
approach to patient care, including den-
tal and other health care professionals.

Advocacy includes individual and collective 
activities that support justice, access, and equi-
ty through policy. The dental professional can 
advocate or collaborate with others to advo-
cate for the patient, such as their caregiver.

Reflection allows providers to recognize their 
strengths and weaknesses to guide lifelong 
learning and inform decision-making. Through 
reflection, a dental professional will enhance the 
quality of patient care. Reflection assists in think-
ing about actions before and after, encouraging 
quality assurance within the practice environment.

Empathy is the ability to understand and share 
others’ feelings and experiences. As a value, em-
pathy results in compassionate care for the patient.

Stewardship is the careful and well-managed 
care of a patient. It requires cultivating relation-
ships with patients to assist in safeguarding their 
well-being. It also suggests thoughtful resource 
management.

Using the Handbook
The Handbook is more than a theoretical guide 
but a practical resource that can empower all 
dental team members to embrace their ethics 
and professionalism. It provides a framework 
for a dental provider’s actions, interactions, and 
decision-making. The Handbook can be used to 
develop a practice philosophy and be integrated 
into staff development. Educators can use it to 
foster ethics and professionalism development for 
predoctoral, allied, and graduate students. Dental 
societies can also use it for continuing education, 
demonstrating how the principles outlined in the 
Handbook are applied in real-world dentistry.

Conclusion
The Handbook is adaptable to the rapid 
changes in society, education, and practice. 
Core Values guide practitioners, educators, and 
students who need to make critical decisions, 
take action, or respond to a situation. Using 
the ACD Pillars as a foundation, the guidance 
in the Handbook allows the dental professional 
to reflect and act thoughtfully and ethically.

For a copy of the American College of 
Dentists’ Ethics Handbook for Dentistry, visit 
https://www.acd.org/communications/ethics-
handbook/ or scan the QR Code below.

visit dentalethics.org

https://www.acd.org/communications/ethics-handbook/
https://www.acd.org/communications/ethics-handbook/
http://dentalethics.org
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REVIEW

“Hallucinations,” “Prompt Engineering,” “ChatGPT and Gemini,” “Ledes,” 
“COPE,” and “Super listeners.” These were not just buzzwords, but key 
topics that defined the unique and insightful Dental Editors University (DEU) 
2024 program. Hosted by the American Association of Dental Editors and 
Journalists (AADEJ) on May 1–2, 2024, at the Daniel M. Laskin Institute 
in the American Association of Oral and Maxillofacial Surgeons (AAOMS) 
headquarters in Rosemont, IL, this event offered a wealth of knowledge and 
innovation. The AAOMS provided an ideal setting equipped with state-of-
the-art audio-visual technology and highly functional spaces. The first DEU 
in five years, it had been held once every two years before the COVID-19 
pandemic pause. The next one is planned for 2026.
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The comprehensive program, presented by several 
excellent speakers, ranged from “lessons learned” 
by two experienced journal editors to how to 
leverage social media and podcasting to an inter-
active workshop on writing compelling editorials. 
A key takeaway message throughout the two-day 
program is that AI has been a part of the publish-
ing process for many years and can be a great tool 
when used appropriately; however, ethical and le-
gal issues have not been systematically addressed 
until now. Speakers skillfully integrated demonstra-
tions into their talks, which showed us that AI will 
forever change how we write, evaluate scientific 
evidence, and communicate.

As a first-time attendee and invited speaker, I 
was impressed by the breadth and quality of the 
programming. I also recognized that this type of 
program would have helped me greatly when I was 
a new associate editor at The Journal of the Ameri-
can Dental Association (JADA) a few years ago. 

In this review, I will summarize some highlights of 
the program and then make a case for broader 
membership and engagement with the AADEJ as 
a professional learning community for all involved 
in the dental academic and professional publishing 
arena, including those leading top scientific jour-
nals in dentistry as well as those writing and edit-
ing, or podcasting, to a local audience. We can be 
stronger, meeting the challenges and opportunities 
associated with AI, digital media, and other inno-
vations on the horizon while preserving the ideals 
promoted by William J. Gies in 19161 and by the 
AADEJ since 1931.2

Dr. James Hupp shared “lessons learned” in his 
journey serving as Editor- in -Chief of three publi-
cations: Oral Surgery Oral Pathology Oral Medicine 
Oral Radiology and Endodontics from 2003 to 
2011; the Journal of Oral and Maxillofacial Surgery 
from 2011 to 2022, and the Newsletter AAOMS 
Today, from 2002 – the present. Understanding and 
meeting the needs and expectations of the various 
stakeholders was essential: readers, authors, the 
editorial team, including peer reviewers, society 
staff and leadership, and advertisers. We learned 
about the strategy of sharing the workload with 
a managing editor, guest editors, and associate 
editors. Both journals evolved and flourished under 
his leadership with these approaches. Readers 
want relevant, up-to-date information that they can 
use, including opinions from experts. He highlight-
ed the key elements valued by each group and the 
importance of treating each with respect – which 
includes a transparent and efficient review process 
and easy-to-use publication software.

The common themes throughout the 
program, as illustrated by the various 
speakers, included the importance of:

1.	 Knowing your audience and other 
stakeholders and striving to meet their 
needs and expectations.

2.	 Organized, easy-to-read publications 
with high-quality writing, accuracy, 
proper grammar, and high-quality, clear, 
and impactful images.

3.	 Clear, efficient, and timely processes. 

4.	 Relevant, practical, and accurate 
information.

5.	 Trust and trustworthiness.

6.	 Anticipating and adapting to change in 
publishing, including stakeholders and 
their needs, publishing platforms, digital 
media, and artificial intelligence.
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Dr. Thomas Dodson, Editor-in-Chief of the Journal 
of Oral Surgery, spoke about his 30 years as an au-
thor, reviewer, and associate editor for that journal. 
He highlighted recent changes, including a new 
publisher, new liaisons, and collaborations with 
other Oral and Maxillofacial Surgery Organizations.  
I followed Dr. Dodson with my presentation on 
leadership in academic and professional publish-
ing from the perspective of a dental school dean, 
author, peer reviewer, and associate editor. I en-
couraged editors, especially those of local journals, 
to consider engaging with dental school faculty as 
authors and reviewers and provided insight into 
the importance of scholarly publications and pro-
fessional service in the faculty promotion and ten-
ure process. I echoed the messages of the previous 
speakers about knowing your audience and striving 
to meet their needs. I completed my presentation 
with a call to editors to use their voices to write ed-
itorials that educate and call the reader to action.  

Julie Frantsve-Hawley, healthcare consultant and 
Interim Executive Director of the American Asso-
ciation of Public Health Dentistry, followed with a 
compelling lesson on the responsible and ethical 
use of AI in electronic publishing. In her presen-
tation on integrating evidence and ethics to ele-
vate our publishing standards, including the use 
of reporting guidelines for publication in dental 
journals, AI made its first appearance in the pro-
gram, as she demonstrated the potential for bias 
in generative AI. It is clearly time for guidelines on 
the appropriate use of artificial intelligence, espe-
cially generative AI, in the writing and publication 
process. She reviewed the ethical principles of the 
dental profession and ethical considerations for 
journal editors, editorial boards, and managing ed-
itors. We were also reminded of the many potential 
sources of bias throughout the research, scientific 
review, and publishing process and how to miti-
gate them.

Dr. Frantsve-Hawley was followed by the engag-
ing and memorable Earl Sewell, a professional 

writer, published book author, podcaster, narrator, 
and professor, who talked about leveraging social 
media and podcasting to enhance dental journal 
awareness. Podcasting may provide an opportuni-
ty to reach a younger audience, as approximately 
50% of US podcast listeners are aged 12-34! Most 
podcast listeners tune in to learn new things, and 
dental education increasingly uses podcasting. I 
recalled my first experience with podcasting as a 
faculty member. University of Michigan School of 
Dentistry was the first dental school to offer dental 
podcasting, in a unique partnership with Apple, 
more than 15 years ago.3 Professor Sewell shared 
with us a checklist on what makes a podcast stand 
out and shared strategies on how to reach “super 
listeners,” defined as those who listen more than 
20 hours per week, and how to build an audience 
and a brand. In a nod to artificial intelligence, he 
demonstrated how one can use generative AI to 
do “prompt engineering” to generate hashtags 
and postings on social media to create excitement 
about your content.

Allisun De Kock next shared information about 
the American Dental Association ADA Commons 
Digital Journal Publishing platform, a resource for 
journals to archive their publications to expand 
circulation and promote their content and authors. 
The Michigan Dental Association Journal was high-
lighted as an example of the use of this platform 
for state and local dental journals. As a digital jour-
nal publishing platform, ADA Commons supports 
author submission through peer review and publi-
cation and serves as a searchable repository. It can 
archive a wide variety of data and offers valuable 
metrics and analytics tools.

One of the program’s personal highlights for me 
was the hands-on writing workshop led by Daniel 
Verdon. He provided us with an opportunity for 
collaborative learning, working in small groups 
to apply the concepts presented. Editors have an 
expanding role in a digital world, and we only have 
seconds to make an impact. He shared tips on 

Carol Anne Murdoch-Kinch 

Resurrected Dental Editors University Offers Guidance for  
All Dental Editors and Communicators



41 2024 Volume 91, Number 1

how to write effective editorials for impact: a clear 
purpose, headlines that engage, strong ledes, and 
effective flow. AI is already an important tool in the 
writing process. It can be used to generate ideas, 
organize the writing, and create social media posts 
to generate interest and amplify your message. We 
also learned that AI hallucinates and creates con-
tent that sounds plausible but is false! Yet, gener-
ative AI tools are proliferating: ChatGPT, Gemini, 
and Grammarly are just a few examples.

The AI theme continued on day 2 when Mr. 
Michael A. Parks discussed the legal and ethical 
issues at the intersection of AI and Intellectual 
Property. Ms. Denise Maihofer, Executive Director 
of AADEJ, and Heidi Bonfield, Director of 
Communications and Publications for AAOMS, 
closed the program with a practical presentation 
on design elements and the mechanics of 
publication based on their many years in the 
industry as publishing professionals.

The Dental Editors University 2024 was a com-
prehensive program providing timely, relevant, 
and practical information from trusted experts 
in dental academia, scientific and professional 
publishing, and digital media. The program was 
designed to meet the needs of dental editors 
of state and local publications, dental students, 
authors, and journalists. However, I was surprised 
that there was not more representation from 
experienced editors and authors from the lead-

ing scientific journals in dentistry. The content 
and quality of the presentations were sufficient 
to provide value to many academics who write, 
review, edit, podcast, post, and broadcast scien-
tific and professional information in dentistry. The 
challenges we face as a profession, to be trusted 
by the public as the definitive source for scientific 
information about oral and craniofacial health and 
to support the translation of evidence into pro-
fessional practice, are shared by all members of 
the dental publishing world. The need for stan-
dardized guidelines for the responsible use of AI, 
for example, requires collaboration and sharing 
of expertise. The AADEJ can be the organization 
that represents and serves all dental and profes-
sional publishing if members are engaged from 
across the gamut.

As a Dental School Dean and faculty member who 
has been an author, peer reviewer, associate editor 
of JADA, and editorial board member, I had nev-
er attended an AADEJ meeting or a DEU before.  
After attending DEU 2024, I will recommend that 
my faculty, who serve as editors of leading dental 
journals, participate in future meetings. The AADEJ 
is uniquely driven to convene dental editors and 
journalists to create the future of dental publishing 
by assisting them to adapt to a rapidly changing 
environment, including the challenges of AI, digital 
media, and technological innovations, and to 
uphold the values of the profession and the public 
trust in dental journalism.
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Nudging with Nomenclature 
Revision May Reduce Restorative 
Treatment of Proximal Enamel 
Caries Lesions

ABSTRACT

Restorative treatment of asymptomatic proximal enamel caries lesions 
identified during radiographic screening imposes an unwarranted 
burden upon the patient and healthcare system. Despite guidance 

from a multinational expert consensus panel recommending non-invasive 
management for proximal enamel caries lesions, contemporary dentists 
worldwide continue to provide restorative intervention. A new strategy 
is needed to encourage evidence-based conservative management for 
proximal enamel caries lesions. It is suggested that emulating oncology’s 
linguistic-based strategy of nomenclature revision to encourage conservative 
management of lesions may be an effective, passive, nudging strategy 
to modify dental management of proximal enamel caries lesions.   

S.M. Hashim Nainar, BDS, MDSc
Dr. Nainar is an Associate Professor of Pediatric Dentistry at the Faculty 
of Dentistry, University of Toronto, Toronto, Ontario, Canada.  
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A multinational expert consensus panel 
defined an initial caries lesion as an early-
stage non-cavitated lesion.1 Longitudinal 

data from the Iowa Fluoride Study reported high 
rates of regression of non-cavitated caries lesions 
in permanent teeth between 9 and 23 years of 
age. They concluded that “surgical intervention 
should not be the treatment of choice for incipient 
lesions.”2 It has been stated, “enamel lesions 
in proximal surfaces occur relatively rapidly, 
but the progression into dentine is relatively 
slow.”3 Few caries lesions (10-15%) confined to 
the inner half of the enamel show cavitation, 
and even fewer caries lesions (2-3%) confined 
to the outer half of enamel show cavitation.4,5   

Treatment decisions for proximal 
enamel caries lesions
A systematic review (1983-2014) found that 
21% of dentists would provide restorative 
intervention for proximal caries lesions confined 
to enamel (not reaching the enamel-dentin 
junction).6 A multinational expert consensus panel 
recommended refraining from restorations for 
proximal caries lesions confined to enamel, thereby 
avoiding the ‘restorative death spiral’ of a tooth.7  
Reducing the placement of restorations in the first 
instance is salutary given the magnitude of future 
need for replacement restorations that account for 
most (58%) of all restorations provided by dentists.8 

A new strategy is needed to reduce restorative 
treatment for potentially reversible proximal car-
ies lesions confined to enamel that are asymp-
tomatic and are identified during radiographic 
screening. Recent evidence (2019-2022) from 
multiple countries indicates notable numbers of 
dentists continue to select proximal caries le-
sions confined to enamel as the threshold for 
restorative intervention: Australia (primary teeth 
= 41%, permanent teeth = 28%), Canada (prima-
ry teeth = 71%, permanent teeth = 63%), France 
(primary teeth = 75%, permanent teeth = 68%), 

Jordan (55%), The Netherlands (20%), and United 
Kingdom (27%).9,10,11,12,13,14 A different approach 
to reducing restorative intervention for proxi-
mal enamel caries lesions is needed, given the 
limited success of current strategies to promote 
evidence-based caries management. Attending 
a caries management course within the past five 
years had no influence upon dentist selection of 
restorative intervention threshold for caries le-
sions.14 A 2022 consensus statement emphasized 
the importance of integrating behavioral and social 
sciences in dentistry for the promotion of oral 
health.15 Examining dentists’ clinical decision-mak-
ing for proximal enamel caries lesions using a 
social sciences approach merits exploration. 

Cognitive biases in clinical 
decision-making
When making decisions, individuals tend toward 
heuristic strategies (decisional shortcuts) that 
are prone to cognitive biases (systematic and 
predictable errors in judgment).16 Dentistry lacks 
studies on the influence of cognitive biases and 
heuristics in clinical decision-making, although 
medical literature provides some guidance.16 
A systematic review of cognitive biases in 
surgery found overconfidence, anchoring, and 
confirmation bias to be the most common.17 
Anchoring bias was “associated with inaccurate 
risk-benefit estimations and not considering 
alternative options” in surgery.17 Anchoring bias 
(focus on an initial piece of information) also 
influenced physician decision-making with the 
initial mention of congestive heart failure delaying 
workup and diagnosis of pulmonary embolism.18 

It has been noted that clinicians diagnose and 
determine treatment using automatic pattern 
recognition and non-analytical reasoning, which 
likely happens in caries diagnosis and intervention 
decisions.19 It was suggested dentists’ diagnostic 
and treatment decision behaviors may be altered 
by changing the framework used to diagnose 
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caries and formulate treatment plans.19 It is 
speculated that with proximal enamel caries lesions 
diagnostically anchored within the spectrum of 
chronic progressive disease, risk-averse dentists 
may be making biased judgments that these 
lesions will progress and thus consider it their 
professional responsibility to provide restorations 
to deter further lesion progression. This may be 
particularly true if dentists work with high caries-
risk populations (representativeness heuristic). 
Literature review did not identify studies on 
risk preferences of dentists. Risk aversion is a 
widely observed human behavior with its role in 
medical decision-making recognized with some 
physicians very concerned about the possibility 
of making wrong decisions.20,21 US surgeons 
varied widely in their self-reported risk aversion, 
influencing their clinical decision-making.22 

Nomenclature revision in oncology for 
conservative management of lesions
Recognition of risk aversion in clinical decision-
making highlights the need for a mitigation 
strategy. The terminology used to describe a 
clinical condition acts as an anchor influencing 
clinical decision-making. For instance, medical 
students classified synonyms as ‘disease’ if the 
label was more medical for some conditions 
(myalgic encephalomyelitis vs. chronic fatigue 

syndrome, hypertension vs. high blood pressure, 
and erectile dysfunction vs. impotence) than 
if it was less medical.23 Oncology has been a 
pioneer in recognizing the utility of nomenclature 
revision as a strategy to encourage evidence-
based conservative management of lesions. 

•	 Experts from the US National Cancer 
Institute advocated changing disease 
terminology for indolent lesions with the 
recognition that “the word ‘cancer’ often 
invokes the specter of an inexorably lethal 
process” and noted, “use of the term 
‘cancer’ should be reserved for describing 
lesions with a reasonable likelihood of 
lethal progression if left untreated.”24 

•	 The connection of language to 
thought and action has been discussed 
regarding treatment de-escalation 
for indolent cancers, including 
renaming them as indolent lesion 
of epithelial origin (IDLE).25,26

•	 Nomenclature revision was undertaken 
for “encapsulated follicular variant 
of papillary thyroid carcinoma” 
to “noninvasive follicular thyroid 
neoplasm with papillary-like nuclear 
features” because of its indolent 
behavior to reduce overtreatment.27 

A multinational expert consensus panel recommended refraining 
from restorations for proximal caries lesions confined to enamel, 
thereby avoiding the ‘restorative death spiral’ of a tooth.7 Reducing 
the placement of restorations in the first instance is salutary given 
the magnitude of future need for replacement restorations that 
account for most (58%) of all restorations provided by dentists.
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•	 Use of radioactive iodine for 
management of papillary thyroid 
carcinoma declined due to American 
Thyroid Association treatment guidelines, 
including the use of the term “very low-
risk” for localized indolent lesions.28 

•	 Active surveillance of low-risk prostate 
lesions is the preferred management 
option but has variable uptake.29 
Alternate diagnostic labels for low-
risk prostate cancer lesions have 
been proposed with recalibration of 
diagnostic threshold to narrow the 
criteria for terming lesions as “cancer” 
to those at higher risk of progression.29 

•	 Population mammographic screening for 
breast cancer has increased detection 
of low-risk ductal carcinoma in situ for 
which active surveillance should be 
the management strategy.30 Clinicians 
and patients are reluctant to choose 
active surveillance with epidemiological 
evidence supporting relabeling low-risk 
ductal carcinoma in situ with the removal 
of ‘cancer’ from the diagnostic label.30 

•	 Changing terminology (abnormal 
cells versus pre-invasive breast 
cancer cells) for ductal carcinoma 
in situ impacted women’s concerns 
and treatment preferences.31 

•	 Nomenclature for low-grade prostate 
cancer affected men’s initial perception 
of the disease and was associated with 
a preference for active surveillance.32  

A systematic review examined changing 
terminology for low-risk, screen-detected medical 
conditions as a strategy to mitigate overtreatment 
and found different terminology for the same 
condition influenced management preferences.33 

Nomenclature revision thus influences the 
decision-making of both practitioners and patients. 

Influence of nomenclature revision 
on clinical decision-making
Framing has been shown to influence physicians’ 
judgment and decision-making.34 Australian 
dentists were more likely to select operative 
management when the descriptor term “chronic” 
rather than “asymptomatic” was used for 
endodontic conditions.35 It may, therefore, be 
beneficial to reconsider the diagnostic term, 
initial caries lesion, for proximal enamel caries 
lesions and develop modified terminology 
(e.g., “enamel wound” to connote a reversible 
condition capable of healing) by an expert 
consensus panel with deletion of the “caries” 
label similar to low-risk prostate lesions and ductal 
carcinoma in situ losing the “cancer” label.1,29,30  
Deliberate linguistic dissociation of the early-
stage non-cavitated proximal enamel caries 
lesion from the continuous spectrum of dental 
caries with its cavitation and pulpal pathological 
endpoint may lead to its consideration as a 
discrete entity. It has been observed that “the 
dental clinician’s caries-related decision making 
is a script-matching enterprise in which clinical 
decisions are made on the basis of ‘this-lesion-
needs-this-kind-of-treatment’ reasoning.”36 It 
is postulated that nomenclature revision for 
proximal enamel caries lesions may act as a passive 
nudge to reduce their restorative intervention.  

A ‘nudge” is a concept from behavioral economics 
wherein decision-making is guided without 
limiting personal freedom.37 Passive nudging 
strategies do not require any action by the 
clinician.38 A scoping review of nudges used 
in clinical decision-making observed, “passive 
nudges may be successful in changing the target 
outcome but may go unnoticed by the user.”38 
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Conclusions  
It is timely to address the management of 
proximal enamel caries lesions. Bitewing 
radiographs are used to screen for 
proximal caries lesions that are not clinically 
visualized and help detect initial caries 
lesions, though bitewing radiographs have 
limited sensitivity.39 The ability to detect 
proximal enamel caries lesions is, however, 
improving with new technologies, such as 
with the use of artificial intelligence software 
and reflected near-infrared light.40.41 

In conclusion, adopting the strategy of 
nomenclature revision from medicine with 
consensus development of new terminology 
for proximal enamel caries lesions may 
reduce their restorative treatment and 
encourage evidence-based conservative 
management. It may be salutary for dentists 
and patients to consider proximal initial 
caries lesions confined to enamel as a 
discrete entity – a reversible condition 
requiring non-invasive management.  

It may be salutary for dentists and patients  
to consider proximal initial caries lesions confined  

to enamel as a discrete entity – a reversible  
condition requiring non-invasive management.
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ACD Annual Meeting 
and Convocation 

OCTOBER 16 –17,  2024

“�At the heart of all that we 
believe is that Fellowship is 
the key to our next generation 
of leadership. Our strength 
lies in our commitment to 
our mission and in moving it 
forward, together. On behalf of 
the Board of Regents, I hope to 
welcome you to the Roosevelt 
Hotel in the heart of New 
Orleans for this year’s Annual 
Meeting and Convocation.”

     – Terri Dolan, President of the 
        American College of Dentists

Continuing Education  
Retreat in Texas 

MAY 9–11,  2025 

Gather with the Board of Regents  
as we focus on our strategic plan.

SAVE  
THE  
DATE

FOCUS AREAS

Online Learning &  
Professional Development

Collaboration & Mentoring

Leadership




