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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

T HE 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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Ihave a file folder where I keep some
outsized examples of what other 
people think of me. There are some

complements from students. I have an
overdue notice for a library book from 
a city in South Dakota (one of the two
states in the Union I have never set foot
in). There is the letter accepting my first
dental publication. A Fathers’ Day card
from one of my sons in the fifth grade
on paper he had actually made. Several
attacks on my character I have no hope
of understanding this side of heaven. 

Among the most remarkable is 
a certificate (suitable for framing)
announcing to the world that I have
been selected as a “Top Dentist in
California!” Actually I have been selected
twice. That may come as something 
of a surprise to those who know I am
not a dentist. I have never touched a
patient with therapeutic intent or given
professional advice beyond “floss the
teeth you want to keep” and “I would be
happy to recommend several dentists
who are very well thought of.” 

We have no business indulging the
green sickness for undermining the
recognition we think others may not
deserve. Instead, we are called to point
out the best in what others have done. 
It is my impression that the tidal wave 

of noble acts and exemplary careers in
dentistry vastly exceeds the trickle of
acknowledgement we give it. 

The little comments are the best.
Two or three times a day remarking on
what others have done to make your
world better would be a reasonable 
target. To a colleague at a committee
meeting: “That was a helpful question
about the cost of the project.” To a staff
member: “Very clever idea about
patients who call ‘shopping for price.’”
To a general dentist who has referred a
patient to you as a specialist: “I’m just
phoning to ask a few questions about
Mrs. X. And by the way, I am impressed
with your approach to this case.”

For those who want to get an early
start on your New Year’s resolutions, 
you may wish to consider this pair. 
First, stop passing on little sets of 
e-mail jokes as though this were really
communication; second, replace them
with targeted messages to single individ-
uals stating why you appreciate their
editorial, their stand on an issue facing
the profession, or their support for a
young dentist, or an old one.

For those more drawn to the large
gesture, there is standing for political
office or nominating colleagues to the
American College of Dentists. It is not 
an exaggeration to say that fellowship is
the ultimate recognition for dentists. 
It is an invitation to join a group that
has demonstrated a capacity to improve
oral health and that uses that collective
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Sorry, I Should Have Asked More of You

It is my impression 
that the tidal wave of
noble acts and exemplary
careers in dentistry 
vastly exceeds the trickle
of acknowledgement 
we give it. 
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capacity to accomplish more than any
dentist could do individually.

I also have a folder in my filing sys-
tem with the label: “ACD Nominations.”
This is a working folder, containing doc-
uments used in preparing the fairly easy
electronic nomination process. Each
time I am really impressed by something
one of my colleagues does, I consider
whether this is part of a pattern and
whether this person would be a good
member of the team. If so, I invite a
mutual friend to request a CV or résumé
with the “cover story” that the potential
candidate is being considered to be part
of a group working to improve dentistry.
This approach is important for two 
reasons. First, ACD bylaws specifically
state that the nomination process is
anonymous and unknown to the candi-
date. Second, candidates should be able
to contribute to the future of the profes-
sion. It is more than a recognition for
past accomplishments.

What are the capabilities that distin-
guish Fellows of the College? The short
answer is leadership in improving the den-
tal profession. Here are some examples:
• Teaching, as long as it is innovative

and high quality
• Creation of better ways of providing

oral health
• Public service or elected office

demonstrating the community spirit
of dentistry

• Development of a study club or 
other means for enhancing the 
quality of dentistry

• Research and scholarship judged
sound by one’s peers

• Writing, giving testimony, or 
otherwise engaging in framing
emerging issues

• Substantial service on peer review 
committees or other professional
service

• Elected office or continuous commit-
tee service in organized dentistry

Notice that being a skilled or suc-
cessful dentist is not on the list. That 
is assumed and does not necessarily
mark one as a leader. There are other
organizations that address themselves 
to quality of treatment and to benefits
for dentists. The American College of
Dentists is almost unique in its emphasis
on enhancing the capacity of the profes-
sion to serve the public.

The history of the College illustrates
its distinctive calling. Founded at a time
(1920) when dentistry was struggling to
emerge from its role as a trade dominated
by empiricism rather than science and
commercial success rather than service,
the College initially focused on attracting
young dentists interested in specialty
training and worked with state boards to
develop standards for general practice.
By the 1930s the larger concerns were
continuing education and journalism—
where were practitioners getting their

knowledge and values? Next came 
concerns over scope of practice, then
research, then leadership generally.
Although ethics and professionalism
have always been a standard in the
College, more active engagement of the
profession has become a clear and active
focus in the past 15 years.

Older issues are addressed; new chal-
lenges emerge. The American College of
Dentists continually repositions itself at
the growing edge of the profession and
works to understand and promote the
best from among the new alternatives.
That is what leadership means. If you
know any dentist about whom you can
make a reasonable case that he or she has
the capacity to work for a better future
for the profession you owe it to him or
her, to your colleagues, and yourself to
begin the nomination process now.

3

Journal of the American College of Dentists

Editorial

516602_Text:jacd  10/9/12  1:14 AM  Page 3



Fellows and Readers of JACD,

It has come to my attention that the 
theme of the spring 2012 issue of JACD
(“Auxiliaries Extend the Reach of
Dentistry”) has created concerns among
some of our Fellows. The concerns 
center on the assumption that the 
content of that issue expresses our
endorsement of “midlevel providers.” 

Nothing could be further from the
truth. The American College of Dentists 
is a non-political organization and does
not intentionally promote specific views 
at the expense of others. In fact, the
Communication Policy of the JACD
clearly states “The positions and opinions
expressed in College Publications do not
necessarily represent those of the Ameri-
can College of Dentists or its Fellows.”

The Communication Policy of the
JACD is to identify and place before our
Fellows the issues facing our profession.
The intent is to keep our Fellows
informed, enabling them to participate
in the formation of public policy. The
spring 2012 issue of the JACD was 
simply a presentation of a complex 
issue facing dentistry. In no way should
it be misconstrued as a statement of
position by the American College of
Dentists or its Fellows.

Bert W. Oettmeier, Jr., DDS, FACD
Regent, Regency 5
Chair, Communication Committee
Leawood, Kansas

Dear Dr. Chambers,

The Academy of General Dentistry 
(AGD) applauds the commitment of
Mary Williard, DDS, to improving the
oral health of Native American popula-
tions in Alaska (“The Alaska Native
Tribal Health System Dental Health Aide
Therapist as a Dentist-Centric Model,”
Journal of the American College of
Dentists, Volume 79, Number 1). The AGD
shares that commitment in its support for
innovative methods of increasing oral
health education and for the use of patient
navigators and other community agents
to educate residents and effect change. 

However, contrary to Dr. Williard’s
unsubstantiated, condemning, and accu-
satory assertion that a “high volume of
billable services” is the goal of dentists,
the health and welfare of patients stands
as our primary objective. In 2011, AGD
dentists provided nearly $80,000 in free
care to patients who could not afford
dental services. Unfortunately, Dr.
Williard offers some broad and illogical
correlations to circumvent the simple
fact that when non-dentists treat the
most vulnerable patients—without direct
supervision by dentists—those patients
are subjected to health risks.

Dr. Williard relies primarily upon a
correlation between dental therapists
working under the general or remote
supervision of a dentist and her own
work as a general practice resident
working under the general supervision
of dentist directors. She states, “The
Alaska Native Tribal Health Consortium

DHAT Initiative works something like 
a GPR or an Advanced Education in
General Dentistry program.”

The truth is that the two—dental
therapists and general practice residents
—are nothing alike. 

Dr. Williard acknowledges that a 
general practice resident is a graduate of
dental school, having completed a total
of eight years of collegiate education:
four years of undergraduate study and
four years of dental school. Compare
that with a dental therapist who has
completed only two years of schooling
beyond high school.

A dental school curriculum provides
the education required to attain the min-
imal competence to practice dentistry.
Anything short of this will not suffice.
Yet, as Dr. Williard states, even some
dentists in general practice residencies
“fail to complete their programs because
the director determines that the resident
is not competent to perform at the
required level.” 

A dental therapist is a practitioner
who has completed six fewer years of
education than a first-year general 
practice resident and who could provide,
at times, irreversible procedures to the
most complex and vulnerable of
patients, with remote supervision of a
dentist who, as Dr. Williard writes, may
only “visit once per year.”

To subject our fellow Americans to
this is nothing short of preposterous. 

Howard R. Gamble, DMD, FACD
President, Academy of General Dentistry
Sheffield, Alabama
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Kenneth L. Kalkwarf, DDS, FACD

Abstract
The concept of an implicit contract
between the public and a profession is
used as a foundation for the responsibility
for professions to develop continued 
competency assessment and enforcement
mechanisms that ensure that the public
can expect safe and competent care. 
The literature in medicine, other health
professions, and from other countries is
reviewed. There is concern that the fact 
of continued practice alone does not
ensure continued competency in a changing
profession and that mandatory continuing
education attendance is insufficient.
Public-interest groups that have looked 
at the issue report greater concern among
the public than in the professions that
effective continued competency mechanism
be established and that action be taken
where practitioners who are not competent
are identified. There has been substantial
develop of a variety of approaches in 
medicine, especially through the specialty
boards which account for the majority 
of medical practitioners, in other health
fields, and in several countries.

Society entrusts a healthcare 
profession with exclusivity in its
activities. In return, it expects a

profession to do three things: (a) main-
tain the knowledge and skill base of the
profession; (b) apply them in a fiduciary
manner with each patient and; (c) self-
regulate each of its members (Carlson 
& Kalkwarf, 1997). Health professions
are allowed to self-regulate their practi-
tioners through a licensure process in
return for a pledge to always place the
health needs of society above any needs or
wants of the profession and its members.
Traditionally, the health professions
establish rules of conduct in line with
this covenant and monitor practitioners’
compliance at the state level through a
regulatory agency. 

Entry of an individual as a provider
into a health profession is usually 
managed through these same agencies
by means of an initial licensure process.
This process typically requires evidence
of appropriate education and the passage
of one or more licensure examinations.
In the past, the entry-level licensure
examinations were often the only times
a healthcare professional had his or her
knowledge and skills assessed. It was
assumed that healthcare providers would
naturally enhance their knowledge,
skills, and judgment through practicing
their profession. While it appears logical
to many that prolonged clinical experi-
ence translates into a practitioner having
better safety and health outcomes, 
several studies have shown that this

assumption is erroneous (Swankin &
LeBuhn, 2006). A systematic literature
review in 2005 (Choudhry) of 62 inves-
tigations evaluating the relationship
between a physician’s years of experience
and the quality of his or her perform-
ance showed that 52% of the studies
reported decreasing quality of some 
outcomes in more experienced practi-
tioners, or no association. The review’s
summary “suggests that older physicians
who have been in practice for more
years possess less factual knowledge, 
are less likely to adhere to appropriate
standards of care, and may also have
poorer patient outcomes.” Similar results
have been reported for nurses and 
pharmacists (Aiken et al, 2003; Austin 
et al, 2004).

Through the decades, many individ-
uals have questioned whether a licensure
system, based solely on one initial
assessment of competency, fulfills the
obligation of self-regulation and “protect-
ing the public” (Swankin, 1995; see also
www.cna-aiic.ca/CNA/documents/pdf/
publications/cnpi/tech-report/section2/
02_LegReg_AppendixA.pdf). It was not
until the past few decades that health
professions began to recognize the need
to assure the public that each practitioner
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is competent over his or her practice life.
The concept of continued competency
was created to address this issue.

Continued competency for a health-
care provider has been defined by the
Nova Scotia College of Physiotherapists
as: “The ongoing or continued capacity
of a health care practitioner to integrate
and apply knowledge, skills, and judgment
required to practice safely, responsibly,
and ethically in his or her role or setting,
and which can be measured against
acceptable standards.” (see www.nsphysio.
com/resources/Quality+Practice+Progra
m.pdf). A definition such as this implies
that continued competency:
• Is not a static concept. The profes-

sion’s knowledge and skills change
with the acquisition of new informa-
tion from research, technology
advancements, and evaluation of
treatment outcomes.

• Cannot be absolutely measured. The
full range of possible patient encoun-
ters defined by scope of practice
cannot be assessed with a reasonable
evaluation. Samples of performance
must be used for measurement.

• Programs should focus on assuring
that a practitioner’s knowledge and
skills in his or her area of practice
are sufficient such that safe and 
competent care is delivered.

• Appraisals are complex and require 
a collaborative approach shared by a
variety of stakeholders (regulatory
boards, individual practitioners, 
educators, professional associations,
and other related organizations).

Most health professions initially
addressed the continued competency of
their practitioners by requiring proof 
of continuing education. Almost all state
regulatory agencies continue to rely on

continuing education to fulfill at least
some of their continued competency
requirements. Though easy to adminis-
ter, consumer advocacy groups note that
there is limited, or no, evidence that con-
tinuing education ensures competency,
or that practitioners select continuing
education offerings in areas where they
are deficient (see www.nap.edu/catalog/
12704.html). Most continuing education
programs do not assess whether learning
has occurred or whether the program
had an effect on the provider’s level 
of performance. 

Questions began to arise in the 1990s
about whether mandatory continuing
education for health care providers
assured that a practitioner was compe-
tent (see www.nbcrna.com/recert/
Documents/MeasuringContinuingComp
etence%202000.pdf). Many groups
began calling for more assurance of 
continued clinical competency for all
members of the health professions
(Institute of Medicine, 2001; 2003; and
see www.nbcrnacpc.com/resources/
Documents/4.%20MaintainingImprovin
gCompetence%202004.pdf). The Office
of the Professions for the State of New
York (2000) outlined its belief that the
explosion of information and technology
surrounding the healthcare environment
underscored the importance of a contin-
uum of professional practice. They also
challenged the concept of mandatory
continuing education, stating, “Seat 
time in continuing education programs
does not guarantee learning, and it 
cannot be directly related to a demon-
stration of competence.” 

Some believe that continued compe-
tency assessment should only be used 
for incompetent practitioners, or the 
few “bad apples,” identified through
complaint investigation, referral by
another provider or insurer, or through
some other method of risk assessment
(Swankin, 2006). Others, however, feel
an equally important aspect of continued
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competency assessment is the ability to
actively promote sound practice, prevent
inappropriate care, and raise the overall
quality of health care (Office of the
Professions, 2000). A blended view of
assessing continued competency is a
process “triggered” by events such as
filed complaints or long absences from
practice, while also functioning as a 
continuous improvement model, seeking
to raise the quality of all care provided.

Some (National Board of Examiners
in Optometry, 2001) argue that assess-
ment of continued competence should
stimulate a practitioner to achieve a
higher level of service to patients, not be
a vehicle to deny their practice privileges.
They feel that applying a “self-study”
approach, similar to that used in aca-
demic accreditation, is an appropriate
model for continued competence assess-
ment. Such a process would be designed
to assist the practitioner to identify areas
where improvements can be made to
ultimately enhance their quality of care.

Several discussions (Brunner, 1984;
Chambers, 1998; McGrath et al, 2006;
Vernon et al, 2011) have highlighted the
distinct differences between entry-level
providers (initial competence) and the
continued competency of an experienced
practitioner. They note that continued
competency should go beyond adequacy
of knowledge and skills necessary to
begin safe practice and include the 
complexities of a contemporary health-
care practice.

One must be careful when implying
that a poor outcome from healthcare
treatment is directly linked with a practi-
tioner’s clinical incompetence. There are
many other factors, including the skills
and abilities of supporting staff mem-
bers, patient compliance, and even the
patient’s financial relationship with the
practice, that can negatively impact out-
comes of care. Assuring the continued

competency of the practitioner alone
might not assure consistent delivery of
competent health care (National Board
of Examiners in Optometry, 2001).

Consumer Perspectives on
Continued Competency of Health
Care Providers
From the public’s perspective, it is not 
a matter of determining the competence
of the healthcare provider; it is the impor-
tance of identifying the incompetent
provider (National Board of Examiners
in Optometry, 2001). When consumers
enter the healthcare system, they assume
and expect that they are safe and will
receive high quality care from a compe-
tent provider. However, a 2000 Institute
of Medicine report, To Err is Human:
Building a Safer Health System found
that between 44,000 and 98,000 hospital
patients die each year from preventable
medical errors. The American Association
of Critical Care Nurses report (available
at www.aacn.org/WD/Practice/Docs/
PublicPolicy/SilenceKills.pdf ) stated that
68% of physicians and 34% of nurses and
other clinical care providers had concerns
about the competence of at least one
physician with whom they work.

A 2006 study by the Citizen Advocacy
Center (CAC) commissioned by the
American Association of Retired Persons
(AARP) (Swankin & LeBuhn 2006) rec-
ommended implementing state-based
requirements for continued competency
assurance as a prerequisite for licensure
renewal. A study reported by the AARP 
in 2007 found 95% of Virginia residents
aged 50 and over believed healthcare
providers should be required to show
that they have up-to-date knowledge and
skills necessary to provide quality care
(www.assets.aarp.org/rgcenter/health/
va_care_07.pdf).

The Pew Health Professions Commis-
sion published a report (Finocchio, 1998)
a decade earlier titled, Strengthening
Consumer Protection: Priorities for

Health Care Workforce Regulation, that
recommended: “States should require
that their regulated healthcare practi-
tioners demonstrate their competence 
in the knowledge, judgment, technical
skills, and interpersonal skills relevant to
their jobs throughout their careers.”

PEW contended that licensing 
agencies were not aggressive enough in
protecting consumers against incompe-
tent providers, but instead frequently
eclipsed that responsibility to protect the
members of their profession. The CAC,
AARP, and PEW all agree that licensure
agencies are the appropriate entities to
oversee continued competency but feel
these agencies need to be given more
authority or direction through legisla-
tion and regulation. These groups feel
continued competency assessment of
healthcare providers is critical for main-
taining high quality patient care and
safety. They feel this is what patients
expect but it is not occurring. These
groups consistently encourage state
licensure agencies to evaluate and pilot
other forms of assessing a practitioner’s
continued competency such as examina-
tion, portfolio assessment, peer review,
consumer satisfaction surveys, and
record review. Most favor a combination
of methods. The CAC/AARP report rec-
ommended a new regulatory model that
includes these steps: 
• Periodic assessment of knowledge,

skills, and clinical performance; 
• Development, execution, and docu-

mentation of an improvement plan
based on the assessment;

• Periodic demonstration of current
competence. 

There are limitations to developing
and implementing new methods to
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assess continued competency, especially
if proposed methods are multiple-step
and complex. Expertise and time to
develop and implement them are costly,
making initiation of new directions diffi-
cult in an environment that is trying to 
control healthcare costs. Massaro and
O’Brien, in the 1983 William and Mary
Law Review article, “Constitutional 
limitations on state-imposed continuing
competency requirements for licensed
professionals” encourage states to use
caution and restraint in evaluating the
need for additional regulation. Though
the authors acknowledge that profes-
sional incompetence may be a serious
problem, they contend that the solution
should not impose unreasonable or anti-
competitive requirements that produce
little or no demonstrable benefits. They
feel the courts should scrutinize new
continued competency regulations to
ensure that these regulations incorporate
adequate procedural safeguards.

Massaro and O’Brien make three
interesting observations in their discus-
sion. The first is that healthcare
professionals who commit an egregious
patient error on one occasion may con-
stitute a far less serious threat to public
health and safety than a professional
who consistently performs at a substan-
dard level. Secondly, the present system
provides little incentive for minimally
competent healthcare professionals to
increase, or even maintain, their level 
of competence. Thirdly, the strongest
argument against increased state regula-
tion is that professional state licensing
agencies would not act in the public
interest since 75% of their members are
practitioners licensed in the agencies’
respective professions. They believe 

it is naïve to trust that licensing agency
members can distance their profes-
sional interests from their regulatory
responsibility. 

The History of Continued
Competence and Recertification
beyond Dentistry
Medicine

Medicine began discussing the concept
of periodically assessing a practitioner’s
competency in 1907. However, it took
another decade to create the first med-
ical specialty board. “Specialty boards
were developed to define qualifications
and issue credentials that would assure
the public of the specialists’ preparation
and skill” (Langsley, 1990). The American
Board of Medical Specialists (ABMS),
founded in 1933, states (on its website
www.abms.org/About_ABMS/who_we_
are.aspx) that the purpose of certifica-
tion “to provide assurance to the public
that a physician specialist certified by a
member board of the ABMS has success-
fully completed an approved educational
program and evaluation process which
includes components designed to assess
the medical knowledge, judgment, 
professionalism and clinical and com-
munication skills required to provide
quality patient care in that specialty.”

The medical specialty boards, in 
the early part of the twentieth century,
focused on initial certification of spe-
cialists, and it was assumed that the
credential was valid for life. As medical
specialty boards evolved, they recognized
that the initial certification process was
not adequate to assure career long 
competency. The ABMS Commission on
Medical Education stated in 1940 that
certifying boards might find it “desirable”
to issue time-limited certificates, and
develop the concept of “recertification,”
which ABMS defines as processes “to
assure continued competence.”

The Carnegie Commission on Higher
Education called for formal recertifica-
tion of physicians in 1970 and the ABMS

responded in 1973 by passing its first 
formal resolution on recertification. 
The American Board of Family Practice
(ABFP) was the first board to issue time-
limited certificates, determining at its
inception in 1969 that all certificates
would be valid for only seven years.
However, it was the American Board of
Internal Medicine that administered the
first recertification exam in 1974. The
experiences of these two “early-adopter”
organizations were distinctly different.
Ninety-five percent of eligible diplomats
of the ABFP undertook the recertifica-
tion process, while only 5.5% of ABIM
Diplomates took the exam. This differ-
ence is apparently the result of the
mandatory recertification process for 
the ABFM and the voluntary process for
the ABIM. This experience probably
influenced the ABIM’s decision to imple-
ment required time-limited certificates
(ten years) beginning in 1990. 

Physicians’ concerns during the
1990s focused on reexamination content
and expense, and on questions about 
the ability of a recertification process to
measure physician performance. How-
ever, these concerns were minimized by
a series of studies and reports pointing
to the need for quality improvement in
the healthcare system; a key component
of which was ensuring physician compe-
tence. PEW recommended in 1998
(Finocchio et al) that states should
require each licensing board to develop
and implement continued competency
requirements for regulated health pro-
fessions. The CAC (Swankin, 1995)
questioned whether the public can be
confident in the competence of a health-
care professional years and decades 
after passing a licensure exam that only
measures minimum levels of compe-
tence. PEW again recommended, in 
1998 (Finocchio et al, 1998), that states
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require healthcare practitioners to
demonstrate their competence through-
out their careers.

The University of California, San
Diego School of Medicine established 
the Physician Assessment and Clinical
Education (PACE) program in 1996
(Norcross, 2011). PACE accepts physicians
demonstrating deficient clinical per-
formance identified by medical boards,
hospitals, or other medical groups. PACE
conducts an extensive assessment of
clinical competency, followed by interac-
tive, residency-based clinical experiences
leading to the practitioner creating a
portfolio of evidence of learning and
achievement documenting attainment of
competency. This approach, while bene-
ficial for clinicians identified as deficient,
falls short of assuring society that all
practitioners are practicing competently. 

By 1998, all ABMS boards committed
to recertification by periodically admin-
istering an examination similar to the
original certification examination, and
in 1999 the organization established
new benchmarks for certification. While
this is certainly a big step in assuring 
the public that physicians have up-to-
date knowledge, some recognized it as
inadequate because it is not possible 
for a written examination to document
competence in clinical practice.

To address challenges in the medical
system and the public’s concerns, the
ABMS mandated in March, 2000 that
each of its 24 member boards initiate
specialty-specific Maintenance of Certifi-
cation (MOC) programs built on six core
competencies for quality patient care:
• Patient care
• Medical knowledge
• Interpersonal and communication

skills
• Professionalism
• System-based practice
• Practice-based learning and 

improvement

The 24 boards belonging to the ABMS
currently issue certificates and manage
MOC programs in 145 specialty and 
sub-specialty areas. An ABMS board 
certifies approximately 90% of all 
U.S. licensed physicians, with board 
certification accepted as a major indica-
tor of competence.

Since board certification and parti-
cipation in MOC programs through
specialty boards is not required of all
physicians, the need for practitioners to
maintain competence continues to
undergo increasing scrutiny by hospital
credentialing panels, third-party payers,
and state licensing agencies. The fact
that there is no mechanism for ensuring
that all practitioners remain up-to-date
led to the Institute of Medicine’s recom-
mendation in To Err is Human that
professional licensing boards “implement
periodic reexaminations and relicensing
of doctors…based on both competence
and knowledge of safety practices.” 
This was followed in 2006 by a recom-
mendation from the CAC stating in 
part that “State laws and rules and 
regulations should require that, as a 
condition of relicensure, licensees 
participate in continuing professional
development programs…which must
include…periodic demonstrations of 
continuing competence.”

The Federation of State Medical
Boards (www.fsmb.org/m_mol_
timeline.html) is a national nonprofit
organization representing the 70 
medical boards of the United States and 
its territories. In September 2003, the
FSMB convened a special committee 
that determined medical boards have a
responsibility to the public to ensure 
the ongoing competence of physicians
seeking relicensure. The organization
ultimately created guidelines for state
board administrated Maintenance of

9

Journal of the American College of Dentists

Continued Competency

A blended view of assessing

continued competency is 

a process “triggered” 

by events such as filed 

complaints, or long absences

from practice, while also

functioning as a continuous

improvement model, seeking

to raise the quality of all 

care provided.

516602_Text:jacd  10/9/12  10:04 PM  Page 9



Licensure programs consisting of: 
• Preparation—SMB readiness assess-

ment, preparatory steps, initial
communication to licensed physi-
cians, involvement of stakeholders;

• Component One—Require reflective
self-assessment demonstrated by 
certified and accredited CME;

• Component Two—Require assessment
of knowledge and skills;

• Component Three—Require measure-
ment of performance in practice. 

Certification and recertification in
osteopathic medicine has undergone a
similar evolution, driven by the same
pressures experienced by allopathic 
medicine. The American Osteopathic
Board of Internal Medicine (AOBIM)
became the first osteopathic specialty
board to require recertification when it
independently elected to begin issuing
time-limited certificates to its members
in 1993 (www.aobim.org/WebPageStatic/
Recert_RegsReqProcedures.aspx). The
AOBIM took this step before the Bureau
of Osteopathic Specialists (the certifying
body of the American Osteopathic Assoc-
iation) mandated a recertification process,
which became effective January 1, 2004.
Currently each osteopathic specialty 
certifying board is developing, or has
developed, an Osteopathic Continuous
Certification process (implementation
deadline of January 1, 2013) with the 
following components:
• Unrestricted licensure
• Life-long learning/continuing medical

education
• Cognitive assessment
• Practice performance assessment 

and improvement
• Continuous AOA membership

Other Health Professions

Other health professions, including
physician assistants, dietetics, physical
therapy, pharmacy, respiratory therapy,
occupational therapy nursing, nurse
practitioners, optometry, and chiropractic
care are addressing continued competency
concerns. Multiple approaches, including
knowledge assessments, portfolio assess-
ment, assessment of simulated exercises,
third-party evaluation, peer assessment,
and self-evaluations have been discussed
and evaluated (Burns, 2009; Schroeter,
2009; see also www.nccpa.net/Licensing
BoardGeneralInformation.aspx and
www.aanpcertification.org/ptistore/
control/recert/qualifications).

Approaches to Assessing Continued
Competency in Other Countries 

Other countries have explored and dis-
cussed continued competency of health
care providers. In almost all of those 
discussions, the focus has been on meth-
ods to replace professional regulation
based on the traditional healthcare 
principle of self-regulation (collegiality,
informality, and confidentiality) with
methods creating more formal rules,
greater transparency, and more hierar-
chical forms of accountability to external
authorities. In many countries, periodic
performance assessments, leading to
recertification, revalidation, or reac-
creditation, are in place or are being
developed. Professional licensing bodies,
many times in concert with specialty 
colleges or boards, play a leading role in
developing and applying the assessments.
Third-party payers are also actively
developing ways to improve quality
assurance and accountability (www.wbg
investmentclimate.org/toolkits/public-
policy-toolkit/upload/Health-Professional
-Self-Regulation.pdf). Canada has taken
a relatively aggressive approach to
assessing continued competency of
health care providers. Most of the
provinces have established some form 
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of continuing competency program 
built upon the respective provinces’ or
territories’ standards of practice. In 
addition to the previously mentioned
processes of assessment, some require 
“a minimum number of active practice
hours per year,” and use in-depth 
methods of verification and random
audits (Vandewater, 2006). Canada has
also created a system to identify poor
performance through identification of
statistical outliers, with assessment at
progressive depths when poor perform-
ance is identified.

New Zealand initiated one of the
most aggressive policies for continued
competency assessment when it enacted
its Health Practitioners Compliance
Assurance (HPCA) Act of 2003. The
HPCA Act called for the development 
of mechanisms to assure the lifelong
competence of all healthcare providers,
placing the burden on registration
authorities in the healthcare disciplines
to create methods to certify that practi-
tioners are competent in their scope of
practice when they issue the annual
practice certificate (see www.health.
govt.nz/our-work/regulation-health-and-
disability-system/health-practitioners-
competence-assurance-act). Over the
almost one decade since its passage, the
HPCA Act has initiated much study and
discussion, resulting in modification 
of the guidelines for application.
Implementation may take considerably
more time, as it is clear that there
remains a consistent, underlying tension
within the New Zealand healthcare pro-
fessions concerning the ultimate impact
of the HPCA Act. 

Summary
Health care professions have an inherent
responsibility to assure the public that
all practitioners are clinically competent
to deliver health care throughout their

practice life. When evaluating all the
approaches to verify the continued 
competence, one finds little convincing
evidence that any one method or tech-
nique is more valid or reliable than
another; nor is there evidence clearly
indicating that the use of any one
method leads to better outcomes in
patient safety or health care quality. 

It is obvious, however, there is con-
tinuing and widespread interest within
society to find better ways than traditional
continuing education mandates to ensure
the continued competence of each health
care provider in active practice (Burns,
2009; see also www.nbcrna.com/recert/
Documents/Meaningful%20Assessment
%20of%20Competence.pdf). As the health
care professions continue to address 
this issue, consensus opinion appears 
to favor approaches that use multiple
methods, being combined as appropriate
to meet specific circumstances. It is 
generally felt also that programs should
not only identify incompetent practition-
ers but should also improve the quality
of care provided by all practitioners.

Several common questions arise
when a profession begins investigating
methods to reassure society that practi-
tioners remain competent throughout
their practice lifetime:
• What percentage of providers is not

competent? 
• Who should be assessed?—all practi-

tioners or only those identified by
specific triggers? 

• Should basic competence or special-
ized competence be assessed?

• How will competency assessment be
used in licensure and regulation? 

• Who pays for the assessment?

The question of transparency is also
an issue, as consumer groups strive to

have the results of continued competency
assessment made public, and practitioners
worry about the results being used for
inappropriate purposes. Other questions,
including, whether several methods are
used, should a practitioner have a choice,
how frequently should assessment be
done, and what is the legal status of a
licensee who is unsuccessful? (Whittaker
et al, 2000).

Ultimately, the issue must be: the
individual healthcare provider has a 
primary responsibility for maintaining
his or her competence. ■

References
Aiken, L. H., Clarke, S. P., Cheung, R. B.,
Sloane, D. M., & Siber, J. H. (2003).
Education levels of hospital nurses and
surgical patient mortality. Journal of the
American Medical Association, 290,
1617-1623.
American Board of Medical Specialties.
(1999). Initiatives recommended by the
ABMS Task Force on Competence:
Description of the competent physician.
Evanston Il: The Board.
Austin, Z., Marini, A., Croteau, D., &
Violato, C. (2004). Assessment of pharma-
cists’ patient care competencies: Validity
evidence from Ontario (Canada’s) quality
assurance and peer review process.
Pharmacology Education, 4 (1), 23-32.
Benner, P. (1984). From novice to expert:
Excellence and power in clinical nursing
practice. London: Addison-Wesley. 
Burns, B. (2009). Continuing competency–
What’s ahead? Journal of Perinatal and
Neonatal Nursing, 23 (3), 218-227.
Carlson, E. C., & Kalkwarf, K. L. (1997).
Continued competency—A responsibility 
of the profession. Journal of the American
College of Dentists, 64 (4), 22-25.

11

Journal of the American College of Dentists

Continued Competency

516602_Text:jacd  10/9/12  10:04 PM  Page 11



Carnegie Commission on Higher Education.
(1970). Higher education and the nation’s
health: Policies for medical and dental
education, a special report and recommen-
dations. New York: McGraw-Hill.
Chambers, D. W. (1998). Competency-based
dental education in context. European
Journal of Dental Education, 2, 8-13.
Choudhry, N. K., Fletcher, R. H., &
Souimerai, S. B. (2005). Systematic review:
The relationship between clinical experi-
ence and quality of health care. Annals of
Internal Medicine, 142 (4), 260-273.
Finocchio, L. J., Dower, C. M., Blick, N. T.,
Gragnola, C. M., & the Taskforce on Health
Care Workforce Regulation (1998).
Strengthening consumer protection:
Priorities for health care workforce regula-
tion. San Francisco, CA: Pew Health
Professions Commission. 
Institute of Medicine (2000). To err is
human: Building a safer health care system.
Washington DC. The National Academies
Press.
Institute of Medicine (2001). Crossing the
quality chasm: A new health system for
the 21st century. Washington DC: The
National Academies Press.
Institute of Medicine (2003). Health 
professions education: A bridge to quality.
Washington DC: National Academies Press.
Langsley, D. G. (1990). Medical specialty
credentialing in the United States. Clinical
Orthodontics Research, 257, 22-28.
Massaro, T. M., & O’Brien, T. L. (1983).
Constitutional limitations on state-imposed
continuing competency requirements for
licensed professional. William & Mary Law
Review, 253.
McGrath, P., Anastasi, J., Fox-Young, S.,
et al (2006). Collaborative voices: Ongoing
reflections on nursing competencies.
Contemporary Nursing, 22, 46-58.
The National Board of Examiners in Opto-
metry (2001). Presentation to the Summit
on Board Certification and Continued
Competency. April 29, St. Louis, MO.

Norcross, W. A. (2011). Presentation to 
the Annual Meeting of the American
Association of Dental Boards. Las Vegas,
NV. October 9.
Office of the Professions (2000). A memo
to the members of the board of regents
committee on professional practice.
Albany, NY: The State Education
Department of New York.
Swankin, D. A. (1995). The role of licensing
in assuring the continuing competence of
health care professionals. Washington DC:
Citizen Advocacy Center.
Swankin, D. A. (2006). Implementing 
continuing competency requirements for
health care practitioners. Washington DC:
Citizen Advocacy Center. 
Swankin, D. A., & LeBuhn, R. A. (2006).
Implementing continuing competency
requirements for health care practitioners.
Washington DC: Citizen Advocacy Center. 
Swankin, D. A., LeBuhn, R. A., & Morrison,
R. (2006). Implementing continuing compe-
tency requirements for health care
practitioners. Washington DC: Citizen
Advocacy Center.
Vandewater, D. (2006). Update to best
practices in competence assessment of
health professionals policy paper. Halifax,
Nova Scotia: College of Registered Nurses
of Nova Scotia. 
Vernon, R., Chiarella, M., & Papps, E. (2011).
Confidence in competence: Legislation and
nursing in New Zealand. International
Nursing Review, 58, 103-108.
Whittaker, S., Carson, W., & Smolenski, M.
C. (2000). Assuring continued competence
—policy questions and approaches: How
should the profession respond? Online
Journal of Issues in Nursing, 5 (3). 

12

2012    Volume 79, Number 3

Continued Competency

It is generally felt also 
that programs should not
only identify incompetent
practitioners but should
also improve the quality 
of care provided by all
practitioners.

516602_Text:jacd  10/9/12  10:04 PM  Page 12



James R. Cole, II, DDS, FACD
John S. Findley, DDS, FACD
Max M. Martin, Jr., DDS, FACD
James S. Cole, DDS, FACD
William W. Dodge, DDS, FACD
Ronald L. Winder, DDS, FACD
Stephen K. Young, DDS, FACD
Joel F. Glover, DDS, FACD
Kenneth L. Kalkwarf, DDS, FACD 

Abstract
The responsibility of regulating dental
practice in the interest of public safety 
is vested in the states and is exercised
through delegated initial competency 
evaluation of new graduates, continuing
education attendance requirements, and
investigations of complaints. Questions
have been raised over whether this model
can demonstrate effectiveness and
whether it ensures continuous profes-
sional growth or only identifies the 
clearly incompetent. There have been
reports identifying desireable standards
and there are pilot programs for continued
competency in dentistry. These are
reviewed. A set of criteria for any 
effective program is presented. 

It was unclear before 1926 whether
dentistry in the United States would
become a specialty of medicine or

remain an emerging profession of its
own. That year, Dr. William J. Gies, in his
landmark report, Dental Education in
the United States and Canada, declared
that the practice of dentistry already
was, and would remain, a distinct profes-
sion regulated and restricted within the
boundaries then being established by
state legislatures and courts. [See the
summer 2012 issue of this journal which
contains Chapter III of the Gies Report
on the statutory definition and regula-
tion of dentistry—Editor.]

This regulation of dental practice
would have a profound impact in 
determining both the educational
requirements and the qualifications of
its future practitioners. Regulation of 
the dental profession evolved to become,
and continues to be, accomplished
through the enforcement of 56 distinct
dental practice acts created by dental
licensure boards and agencies in fifty
states, the District of Columbia, and the
territories. These boards and agencies
currently protect the public through
state and regional initial licensure exam-
inations, disciplinary hearings, and
mandated continuing education require-
ments. The charge of regulating the
practice of dentistry was well established
by the 1920s via statutes under the so-
called “police powers of the state.” By
that time, the courts had repeatedly
upheld the right of a state to prescribe
uniform requirements for the admission
to practice most health care professions

within its borders, as well as to establish
the method to qualify for and gain licen-
sure to practice that discipline. These
“states’ rights” were upheld on the basis
that health care, “if conducted ineffec-
tively or in an ignorant manner,” would
endanger the health of a patient and
welfare of the public.

The need for the regulation and
restrictions described above were justifi-
ably predicated because of the manner
in which dentists were previously
trained. Preparation for entering dental
practice at the beginning of the twentieth
century was mainly via preceptorships
offered by practitioners or through 
proprietary schools. The lack of a 
formal accreditation process during the
transition of dental education from a
commercial, proprietary format to non-
proprietary, independent schools and
then again into the universities created 
a diverse educational and professional
quagmire. A state board’s rational to
evaluate the competency of every candi-
date for licensure was well justified.
Clinical examinations became the pri-
mary tool boards used to protect their
citizenry from the consequences of 
poorly educated, under-trained, and
incompetent dentists. The oversight of
these clinical examinations was delegated
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to the state boards of dental examiners.
Public protection was accomplished in
either of two ways, direct examination
or by “special interstate agreements”
called “licensure by reciprocity.” 

Licensure examinations have 
continued to improve over time. With
the evolution of Regional Examining
Agencies during the 1960s, issues 
and concerns previously plaguing the
examination process, validity, reliability,
partiality, and prejudice have been
reduced and the stigma of gate keeping
has disappeared. 

Today, all but two state boards have
effectively removed themselves from the
criticism inherent in a board providing
its own clinical licensure examination.
One or more of five regional examining
agencies now contract with most state
boards to provide examinations, devel-
oped in concert with testing specialists,
that demonstrate improved interrater
consistency, anonymity, fidelity, and
security. Clinical examinations being
administered by the regional testing
agencies have become so similar to 
each other that successful passage of 
any is accepted by several state boards
for initial licensure or credentialing.

Transferring the responsibility of
administering clinical examinations to
regional testing agencies allows state
boards to better focus upon the second
critical component of public protection,
discipline of their licensees. Rarely is the
competence of a new licensee questioned
after completion of initial licensure. It 
is the practicing dentist accused of sub-
stance abuse, insurance fraud, sexual
misconduct, or failure to practice to a
standard of care established by the 
profession that boards are investigating
(American Association of Dental 
Boards, 2011).

Mandatory Continuing Education
to Assure Practitioner Competency
During the 1960s, a third modality, con-
tinuing dental education (CDE) rapidly
gained favor among state dental boards
as a means of enhancing the quality of
care being provided patients and thus
protecting the public (Chambers, 2012).
Fifty of the 52 state dental licensure
agencies responding to the American
Association of Dental Boards (AADB)
annual survey in 2010 reported a
mandatory CDE requirement for dental
licensure renewal. Hourly requirements
vary significantly among these boards.
Mandatory continuing education is 
currently considered by the profession 
as a non-threatening, cost effective, and
easy-to-administer method to help
assure that practitioners are competent.
The program allows the practitioner to
select the time, place, and subject matter.
While most boards provide mechanisms
to control course content, as well as
audit compliance, rarely do the CDE
courses include an outcomes assessment
mechanism to assure transfer of knowl-
edge or skills. There is no assessment 
of the effect of these courses on the 
practitioner’s level of competence.

A 1996 survey by Consumer Reports
showed 80% of consumer respondents
felt their dental work was good to 
excellent, and 96% had confidence in
their dentists’ technical abilities (see
www.newswise.com/articles/most-
americans-very-satisfied-with-dental-
care?ret=/articles/list&category=latest&
page=10637&search%5Bstatus%5D=3
&search%5Bsort%5D=date+desc&search
%5Bhas_multimedia%5D=). However,
little information is available regarding
patient safety and provider competency
in the dental office. This scarcity of data
is due in part to the difference in the
nature of healthcare practices. Many
physicians and nurses practice in a 
hospital setting where outcomes data
are more readily attainable or required
by hospital and federal regulators. In

addition, incompetent medical practice
may frequently lead to more dire 
consequences than incompetent dental
practice. Incompetent dental care may
frequently go unreported, or even 
unnoticed by the patient.

Unlike some healthcare professions,
dentistry struggles with the issue of
assuring the public that all practitioners
are competent throughout their practice
career. When mandatory continuing
education was first proposed as a
method to assure competency, consumer
advocacy groups questioned its impact.
They also doubted the ability of the 
profession to regulate the quality of its
continuing education programs. Many
within the dental profession were also
opposed to mandatory continuing 
education requirements (Chambers &
Hamilton, 1975). Despite these concerns,
Minnesota, in 1969, became the first
state to implement mandatory continuing
education for relicensure. In 1973, the
ADA adopted a statement supporting
mandatory continuing education. 
The profession now generally accepts
adoption of mandatory continuing 
education for relicensure of dentists. 
As in other healthcare professions, the
effectiveness of continuing education 
as a mechanism to assure continued
competency remains questionable. 

The History of Continued
Competency Assessment in
Dentistry
To fulfill their primary mission of protec-
tion of the public, state dental boards
may need to consider a further tool. This
paper discusses that possible tool; a con-
tinued competency assessment program.

The American Association of Dental
Examiners (AADE), predecessor to the
current American Association of Dental
Boards, appointed a committee in 1991,
composed of representatives from the
American Dental Association, the
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American Dental Education Association
(ADEA), and the Academy of General
Dentistry (AGD), to identify criteria for
determining the continued competency
of dentists (American Association of
Dental Boards, 2004; Low & Kalkwarf,
1996). Members of the profession voiced
concern about AADE taking this direction,
stating that only a few practitioners do
not practice competently, and in those
cases their behavior is a result of ethical
and moral lapses (Anders, 1996; 2008;
Seldin, 1997). The opponents of continued
competency assessment also felt that
mandatory continuing education, 
peer-review programs, and state board
licensure regulation programs were 
adequate to identify and regulate incom-
petent practitioners. These beliefs have
been challenged by a series of reports
expressing concerns about healthcare
delivery and the need to better ensure
the ongoing competence of practitioners
throughout their working life (Institute
of Medicine, 2000; 2001; 2003).

The AADE committee recognized
that successful completion of an entry-
level examination to practice dentistry
does not provide assurance of lifetime
competency and developed criteria and
mechanisms to verify quality of care
being delivered by practitioners through-
out their careers. The goal of the
committee was to assess competency in
a manner that was educational, not
punitive, with appropriate remediation
available if deficiencies were identified.
The committee further recommended
that the responsible parties for assess-
ment should be the state boards of
dentistry. Nine models for state boards to
consider as they develop their programs
for assessment were identified (American
Association of Dental Boards, 1994).

The University of Maryland School 
of Dentistry, in partnership with dental
schools at Marquette University and
Louisiana State University, piloted the
Dental Professional Review and Evalua-
tion Program (D-PREP) in 2011-12

(DePaola, 2012). D-PREP, modeled directly
after the PACE program used for physi-
cians (Norcross, 2011), accepts dentists
demonstrating deficient clinical perfor-
mance, identified by dental boards.
D-PREP conducts an assessment of com-
petency, followed by recommendations
for follow-up activities. D-PREP, scheduled
for launch in 2012 will perhaps be
worthwhile for clinicians identified as
deficient. It falls far short, however, of
assuring society that all practitioners 
are practicing competently. 

Dental specialty boards in the United
States now require recertification in
order for practitioners to maintain their
diplomate status. Although the literature
describing the development of continued
competency assessment in the dental
specialties is limited, each board has
implemented a recertification process: 
Dental Public Health
The American Board of Dental Public
Health began a recertification process 
in 2000. All diplomates certified after
January 1, 2000 are asked to show the
equivalent of 100 (CEUs) in a ten-year
period. Credits may be acquired in a 
variety of ways.
Endodontics
The American Board of Endodontics
(ABE) implemented a recertification
requirement for those diplomates who
began the process with submission of
their preliminary application after 1996.
The ABE developed the requirements for
issuance of a new ten-year, time-limited
certificate incorporating the core values
associated with the title of diplomate
(continuing education, authorship, and
teaching). Recertification for those diplo-
mates certified in or after 2010 requires
the accumulation of 150 points that may
be acquired by a variety of activities.
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Oral and Maxillofacial Pathology
Maintenance of certification from the
American Board of Oral Pathology is
directed to those oral and maxillofacial
pathologists with time-limited certificates
issued in 2004 or later. Maintenance 
of certification includes evidence of 
cognitive expertise via a mandatory 
certification maintenance examination
given annually. The exam must be taken
no later than ten years after initial (or
most recent) certification.
Oral and Maxillofacial Radiology
Diplomates of the American Board of
Oral and Maxillofacial Radiology are
required to attain at least 50 CEUs over a
three-year period to retain certification.
The units may be acquired by a variety
of means. 
Oral and Maxillofacial Surgery
The American Board of Oral and Maxillo-
facial Surgery issues time-limited certifi-
cates to candidates who successfully
complete the certification process in
1990 or later. The certificates are issued
for a ten-year period. Diplomates are 
eligible to take a recertification examina-
tion beginning three years before the
expiration of their time-limited certificates.
Orthodontics
The American Board of Orthodontics
instituted a recertification policy for 
candidates who applied for initial certifi-
cation after January 1, 1998. Certification
must be renewed every ten years and
requires passing written and oral case-
based examinations. Subsequent exam-
inations require examination over two
cases ten years later, then one case per
ten-year examining period thereafter.
Pediatric Dentistry
Evidence of cognitive expertise based on
performance on an examination given
by the American Board of Pediatric
Dentistry is a requirement of time-limited
diplomates certified after September

1991. The requirement may be satisfied
by the completion of a Renewal of
Certification Examination. The examina-
tion is based on contemporary general
knowledge topics in pediatric dentistry
and is required every ten years to main-
tain diplomate status.
Periodontics
Diplomates of the American Board of
Periodontology, in active status, must
renew their certification every six years.
They are required to submit a statement
of compliance of continuing education
requirements and other professional
activities directed toward maintaining
current knowledge and competence in
periodontics to meet recertification
requirements. Recertification require-
ments include the completion of the
self-assessment self-study recertification
program. 
Prosthodontics
The American Board of Prosthodontics
implemented a recertification mecha-
nism consisting of both continuing
education and self-assessment in 1996.
All diplomates, except those in life status,
must acquire 40 points in continuing
education by a variety of means and 
successfully complete at least one self-
assessment in an eight-year period.
Progression of continued proficiency is
monitored yearly. 

During the previous decade several
dental insurance networks and third
party payers have advocated and begun
to initiate practice assessment programs
for their network providers. They believe
such assessments, coupled with random
office audits, promote the health and
safety of both patients and staff.

The Western Regional Examining
Board (WREB) followed up on the work
of the AADE committee and published its
In-Office Audit for Dental Competency in
2007. WREB determined that an in-office
audit was the best method to assure a
consumer of dental care that their
provider was competent. The In-Office
Audit for Dental Competency provides a

random chart review to assess quality 
of care in a formalized peer evaluation
program. Criteria and outcomes for the
In-Office Audit for Dental Competency
were established, and a detailed evalua-
tion model, consisting of competency
guidelines for each area of dental 
practice, was created. Evaluator selec-
tion, evaluator calibration, and scoring
were also outlined.

Many of the Canadian provinces
have established continued competency
programs for dentistry, but none to date
involve an in-office evaluation (College
of Dental Surgeons of British Columbia,
2011; Province of Alberta, 2001). Other
countries have also established continued
competency requirements for dentists,
but they are limited to proof of continuing
education (Best et al, 2005a; 2005b).
Several states have established continued
competency guidelines; however, require-
ments may be satisfied with continuing
education. Guidelines for more sophisti-
cated assessments are merely proposals
(Lau, 1997; Meskin, 1999).

Organized Dentistry’s Perspective
on Continued Competency
Assessment 
Dentist’s obligation to remain competent
in their areas of practice is unchallenged
and unquestioned by individual practi-
tioners and by their professional organ-
izations. From that point on, however,
the accepted ideal becomes mired in 
politics and policy. Significant movement
toward documenting the continued 
competency of dental practitioners has
been difficult to achieve. The issue will
be ultimately addressed, if not by the
profession, then by governmental 
regulatory agencies or legislative bodies
with an interest in assuring appropriate
provisions of care. The challenge for a
national organization, such as the ADA,
hoping to be relevant and professing to
be the authority on the provision of care
is how to bring all the stakeholders (AADB,
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ADEA, AGD, and individual practitioners)
together to create a common goal and
uniform direction for achievement.

Dentistry—The Model Profession,
published in 2010 by the ADA, is an
effort to inform readers about the profes-
sion’s activities. The document addresses
the fact that, along with other issues,
professional competency is a part of
assuring that quality care is provided to
the public. The article states that legal
responsibility for determining such 
competence falls within the realm of
state boards of dentistry: “These state
boards of dentistry ensure that licensed
dentists maintain competence and 
practice in accordance with the law.” It
continues, “The dental profession has
taken the lead and has long had process-
es in place to ensure the professional
competence…of dentists…to protect the
public.” This statement is followed with
a listing of accreditation of educational
programs, initial licensure through state
boards, ethics, continuing education,
specialty certification, and recertification.

Other examples of the ADA’s view 
on continued competency are found in
Current Policies of the American
Dental Association. The ADA House of
Delegates, broadly representative of the
association’s members, is the final deter-
mining authority of ADA policy and is an
effective influence regarding this issue. 

The proposition that continued 
competency assessment in dentistry
already exists is prevalent within the
profession and the ADA. They point out
that this is accomplished through con-
tinuing education and lifelong learning,
by state boards of dentistry through
practice regulation, by activities of the
profession such as establishing ethical
standards and promoting lifelong learn-
ing, and by specialty boards establishing
certification and recertification programs.

It is quite clear in ADA policy that while
the association encourages “various
methods of demonstrating continuing
competency,” it does not support other
more restrictive and definitive methods
of assessing competency, such as in-office
audits and written examinations, as a
requirement for license renewal. Most
reflective of this position is policy that
the ADA will “promote and defend” this
philosophy in “any and all discussions
concerning the issue of competency.”

The Dental Practitioner’s
Perspective on Continued
Competency Assessment
How does the practicing dentist view
continued competency assessment? 
If a representative cross-section of practi-
tioners was polled, opinions from one
extreme to the other would be found.
Anders’s (2009) description of the
California Dental Association’s continued
competency program suggests that there
is no need for continued competency
assessment and, in fact, the impetus for
continued competency assessment in the
state of California was being initiated by
the dental schools as a means to raise
revenue. In addition, he contends that it
is a “lack of ethics and morality” that is
actually the problem. A problem that
continued competency assessment can-
not address. In a response to an article
in the Journal of the California Dental
Association, Anders (2009) states 
“competency is more a result of integrity,
ethics, and morals than improper train-
ing or knowledge.” Winland (1996)
refers to continued competency assess-
ment as “a test in autolysis” in his
editorial in the Academy of General
Dentistry Impact.

Others have voiced support for con-
tinued competency. Meskin, in a Journal
of the American Dental Association
editorial supporting the 1998 Pew
Health Professions Commission report
(Finocchio et al, 1998) stated, “Ideally,
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such a program would be constructed 
in a format that was neither intrusive,
threatening, nor punitive.” Conley
(1999), responding to Meskin’s editorial,
said that a continued competency assess-
ment is one of the “right things” that the
profession of dentistry must ultimately
come to an agreement upon. He refered
to the California Dental Association’s
four-year development of its voluntary
assessment program and subsequent CDA
position paper, when he emphasized,
“The CDA should make every effort 
possible to have a proactive and partici-
patory role in the process of researching,
defining, and developing such [continued
competency assessment] programs.”
Carlson and Kalkwarf (1997) called
assessment of continued competency a
“responsibility of the profession” when
they commented on the 1994 AADB Con-
tinued Competency Committee’s report.

Potential Methods of Assessing
Continued Competency in Dentistry
Any discussion of continued competency
must address potential methods for
assessment. There are generally six to
nine methods listed in the literature that
could be used for assessing the continued
competency of a dentist. The methods
most often discussed come from several
sources, including the AADB’s Criteria
and Mechanisms for Continued
Competency in Dentistry and the report
of the Deputy Commissioner for the
Professions for the State Education
Department, The University of the State
of New York. Each assessment model
outlined has inherent strengths and
weaknesses related to its validity, relia-
bility, and fidelity. Some demonstrate
good potential as an assessment tool to
measure continued competency, others,
little potential. The authors perceive 
that in order to provide a meaningful

assessment of continued competency 
in dentistry, the ideal model would 
be educational, not punitive, provide
remediation tools, and should include:
• A written or computer-based exami-

nation in which the licensee
demonstrates awareness of the 
contemporary knowledge base
expected of peers with a similar
scope of practice;

• Evidence of the application and 
integration of that knowledge base
into their practices via a mandatory
self-assessment tool;

• Random in-office audit or on site
peer chart reviews to evaluate actual
performance when the licensee
repeatedly fails to meet the expected
outcomes of either the written or
computer examination or self-
assessment tool;

• Mandated initiation when discipli-
nary action indicates the need to
access a licensee’s competency. 

It is imperative that whatever agency
is providing the assessment collect
appropriate data and that the reliability
of the assessment model can be ade-
quately evaluated over time.

Summary and Conclusions
The charge of protecting the public 
from incompetent dentists remains the
paramount mission of state boards of
dentistry. By itself, the completion of 
CE courses is neither a measure of 
competency, nor does it ensure a transfer
of knowledge that brings additional 
protection to the public.

Continued competency assessment 
is the additional tool that state dental
boards should now consider using to 
fulfill their primary mission of public
protection. Why must we insist that
those entering our profession demon-
strate entry-level competence to protect
the public and not require evidence of
continued competency of our current
licensees for the same reason? The
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issuance of a time-limited license, coupled
with defined methods of assessing 
continued competency at specific time
intervals (eight to ten years) would 
address what society expects of a 
health profession.

When initiating a continued compe-
tency assessment program, state boards
should consider grandfathering all 
dentists holding a current license prior
to the issuance of time-limited ones.
Grandfathered licensees would be 
eligible to participate in a continued
competency assessment program and
receive recognition for successful 
completion on a voluntary basis.

Dentistry has been allowed to sit on
the sideline during the continued com-
petency debate. Potentially increasing
government involvement in the delivery
of health care and growing interest from
third-party payers to assure quality of
care may eventually draw the profession
into addressing this issue. Federal and
state regulators, third-party payers, and
consumer advocacy organizations will
continue to demand increasing account-
ability. The most important question is:
“Should the profession wait for these
groups to create models attractive to
state legislatures or take a proactive 
position in addressing continued 
competency by exploring models other
than continuing education to assess
competence?” By adopting a proactive
approach, the dental profession can
determine how it can best be accom-
plished. If the profession continues to
drag its feet or worse yet, obstinately
opposes the concept of continued com-
petency assessment, it may eventually
discover itself functioning in a system
created by others. Who better to lead the
charge than the dental profession itself?
It is time to move forward. ■
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White S. Graves, III, DDS

Abstract
Continued competency of professionals 
can be approached either by expecting 
participation in processes such as 
continuing education or by inspecting 
outcomes demonstrating current capacity
to practice. Examples of performance-
based approaches to continued competency
in dentistry include periodic written 
examinations, presentation of cases, 
office visits, and record audits. While
these methods appear to offer a more 
valid determination of current competency,
they are costly, time-consuming, and 
intrusive. The American Association of
Dental Boards engaged in a detailed study
of approaches to continued competencies
beginning about two decades ago and 
prepared and adopted guidelines for 
alternative approaches to this process.
Implementation of changes is the 
responsibility of individual state 
licensing jurisdictions. 

The American Association of Dental
Boards (AADB) has long been
interested in the best way to

approach the determination of continued
competency in the dental profession. 
As with all healthcare professions, 
scientific advances, public demands for
services, changes in the focus of dental
practices, access to care, and delivery
methods are ever-changing. Although a
dentist may be proficient in most areas
upon initial licensure, there is concern
over whether or not a practitioner remains
up-to-date as the profession evolves.

Most states require continuing 
education for relicensure, but there is
some concern over whether or not the
instruction received helps to ensure 
continued competency. The courses
selected by many dentists do not neces-
sarily result in a change in the way they
deliver services and what services are
provided. The feasibility of recertification
has also been researched but is not a
popular solution to guarantee continued
competency; time involved and cost being
the two most often cited reasons for not
implementing a recertification program. 

AADB Guidelines
As early as 1989, the AADB began look-
ing into ways of helping state dental
boards ensure that “today’s” dentistry
was being practiced. By 1991, the AADB
had formed a committee to address this
problem and soon received support from

the American Dental Association, the
American Association of Dental Schools
(now the American Dental Education
Association), the Academy of General
Dentistry, and the U.S. Department 
of Health and Human Services. The 
committee conducted extensive research
on the best ways to ensure continued
competency and produced two compre-
hensive guideline documents that were
accepted for information purposes by
the General Assembly at the 116th AADB
(formerly AADE) Annual Meeting,
October 8, 1999: Standardized Licensee
Case Presentations: A Primer of
Guidelines and Criteria for Use by
State Agencies Licensing Dental
Professionals to Assess Continuing
Competency and Guidelines for the
Implementation of an In-Office Audit
System for Continued Competence.

The state board primer for assessing
continued competency provided boards
with a cafeteria-style assortment of ways
to assess the delivery quality of dental
procedures, specifically endodontics, 
oral maxillofacial surgery, orthodontics,
pediatric dentistry, periodontics,
prosthodontics, restorative dentistry, and
dental hygiene. The committee came 
up with nine models for state boards to
consider as they develop their particular
continued competency programs:
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1. A state or regional (a) clinical or (b)
simulated clinical assessment (entry
level of recertification)

2. Part II of the National Dental Board
Examination

3. Academy of General Dentistry (AGD)
Fellowship examination or the 
written or oral examination for the
Certifying Board of General Dentistry
(CBGD)

4. An oral or written examination 
leading to diplomate status or 
renewal of that status by any of the
ADA recognized specialties

5. Credentialing through a federal 
uniformed service or the Veterans
Administration

6. An in-office audit
7. Case presentation submitted by 

the licensee
8. Standardized, simulated case 

evaluation
9. Continuing dental education 

programs with measurable outcome
assessment

Efforts were made to outline standard-
ized methods of case presentations that
would be appropriate for general dentists
as well as specialists and hygienists. It
was suggested that all case presentations
would include: a written portion con-
taining a comprehensive dialogue of 
the patient’s record; photographs—
pre-treatment and post-treatment facial
images of the patient; pretreatment and
post-treatment radiographs, and diag-
nostic casts to assess the success of the
treatment. Specific assessment criteria

were drafted for each of the procedures
mentioned above. The purpose of the
document was to provide boards with 
a choice of standardized ways to assess
systematically continued competency.

The second document refers to 
in-office audits and includes a recom-
mendation for state agencies to review
patient charts and perform limited
observations of office policies and 
practices. According to the guidelines,
“The audit is designed for a more global
assessment of overall patient care, as
opposed to a highly prescriptive evalua-
tion of specific treatments or services.
The audit methodology is best used as 
an interactive tool to educate and guide
practitioners toward accepted practices
and standards of quality care.”

Implementation of Guidelines
These documents were made available 
to all state dental boards but recent
inquiry suggests that few states have
used them to form a program that focuses
on continued competency. Earlier this
year, the AADB conducted a survey of
dental boards to determine what, if any,
continuing education is required for 
relicensure and what groups provide
acceptable CE. The results were varied:
Of the 39 states that responded to the
survey, seven states indicated that they
had no formal policies or requirements
identifying the types of providers whose
courses would be accepted by the board
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to meet CE requirements. In fact, for 
the most part, states seemed to be very
general about the types of courses neces-
sary for relicensure, indicating that
continued competency might not be
high on the list of expectations. As long
as a practitioner completes the prescribed
number of CE hours in various subjects,
no further demonstration of competency
is required. Among those states that
mandate continuing education courses,
there is no accountability indicating
whether or not a dental practitioner 
benefitted from the course or whether or
not the course will improve or expand
the delivery of services and the courses
still do not have a measurable outcome
assessment as was suggested in the
AADB’s state primer. If constructed 
properly, however, continuing education
courses can be valuable instruments
which will enhance and increase the
practitioner’s knowledge base.

The measurement of competency is
becoming an increasingly important
topic in the healthcare arena, especially
with the renewed federal government
interest in monitoring certain aspects of
health professions to ensure the safety of
the public. Many associations, including
not only the American Association of

Dental Boards but also the American
Nurses Association, the American
Physical Therapy Association, the
American Veterinary Association, and
the American Medical Association, have
formed committees to research workable
continued competency programs, but, to
date, have run into problems regarding
the cost of such programs, staffing, and
the amount of time involved—especially
if peer review or in-office audits are 
conducted. This particularly holds true
for larger states such as California with
more than 41,000 dentists. Even if a
third of the practitioners were audited
every three years, the number of man-
hours required to audit nearly 14,000
dentists would be prohibitive. It has 
been suggested that the costs of recerti-
fication programs, in-office audits,
licensee case presentation, and simulated
case evaluations could be borne by 
the licensee.

Other methods, such as continuing
dental education programs with measur-
able outcome assessments might be a
more practical way to pursue the deter-
mination of competency. The question
arises, however, regarding how to form
questions that would be appropriate 
for both a general dentist who chooses
not to offer prosthodontic treatment in
his or her office, for example, and a 
general dentist who does provide prostho-
dontics services. Streamlining a CE
course with measurable results applicable
to all general dentists as well as general
dentists with limited practices and spe-
cialists is a daunting undertaking, but
one that might prove to be the most 

cost-effective in the long run. The AADB 
committee on continued competency
suggested that individuals should be
examined on a wide range of informa-
tion, to include the full scope of clinical
practice and a determination, on a 
standardized national scale, be made 
as to the adequacy of knowledge. The
committee recommended the following:
1. Pre-curriculum examinations 

should cover a wide range of subject
material, to levels of significant
depth. The broad scope of the dental
professions parameters of care
should be adequately addressed.

2. Examinations should be constructed
to determine the participant’s depth
of knowledge. 

3. Generalists and specialists should 
be held accountable to different 
levels of knowledge; each should 
be held accountable for the entire
scope of his or her practice.

4. Specialists should be examined not
only within their specialty but also
on a body of general dental health
knowledge.

5. Examinations should be standardized
on a national basis.

6. If a candidate is successful in 
completing the assessment covering
the candidate’s scope of practice 
no further CE would be required for
that licensing period.

7. Should the examinee fail to meet
standards, a specific curriculum
would be prescribed prior to 
reexamination.
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The committee further recommended
that all continuing education providers
should be approved by some regional or
national provider or sponsor approval
program. Each CE program should pro-
vide pretesting and posttesting (or some
other outcomes assessment mechanism)
to ensure that the education program
has been effective in the transference 
of knowledge and skills. The following
criteria are suggested:
1. Pre-testing should measure depth 

of the participant’s beginning 
knowledge in the specific area 
being studied.

2. Educational objectives and goals
should be defined for each educa-
tional program. Pre-testing should
examine the discrete body of 
knowledge that is listed in the 
program offerings.

3. Pre- and post-examinations should be
appropriate and consistent in scope
with the education activity. (For
example, if the educational objective
includes the acquisition of a clinical
skill, some form of direct observation
of the practitioner’s ability to perform
that skill is appropriate.)

4. Standardized scores of achievement
should be used in assessing the 
participant’s performance.

5. “Credit” for the program should only
be given upon the successful comple-
tion of assessment. Provisions should
be made to accommodate retesting.

These documents, developed by the
AADB over a decade ago, still hold value
today. Given the federal government’s
increased involvement in overseeing the
delivery of health care, it becomes each
state board’s responsibility to ensure 
the competency of its practitioners. All
health professionals need to put contin-
ued competency programs into place.
The AADB led the way in the early 1990s
by producing these guidelines which
could be adapted to all professions.
These documents are in the process of
being reviewed and will be available in
the AADB’s online store at www.dental
boards.org. Most of the work has been
done, but state dental boards need to
step up to the plate. After all, the mission
of all state boards is to ensure the safety 
of the public. That job can only be done
by promoting life-long learning and 
periodically assessing practitioners to
determine its effectiveness. ■

23

Journal of the American College of Dentists

Continued Competency

Most of the work has been

done but state dental boards

need to step up to the plate.

516602_Text:jacd  10/9/12  10:04 PM  Page 23



David S. Gesko, DDS

Abstract
Large group practices and any other
arrangement of dentists who depend on
the quality of care provided by their associ-
ates have an inherent interest in continued
competency as a means of raising the
standards for the entire group. Doing it
together offers advantages. The dental
component of HealthPartners is a multi-
specialty, multi-clinic system with about 
60 dentists. Regular components of den-
tists’ experience include mentoring, both
conducting and experiencing chart audits,
and participation on quality assurance
teams. Because continuous competency 
is grounded on the organization’s computer 
system, regular outcomes data are 
available for comparison against both 
evidence-based guidelines and norms of
what others are accomplishing. The
approach to continued competency goes
beyond the knowledge and skills of 
individual dentists to include the entire
delivery system, the office team, patient
behavior patterns, network relations, 
and even equipment.

The words “competency assessment
following licensure” might give a
seasoned dentist pause—a concept

that sounds uncomfortable or, at the
very least, complicated. Thinking back 
to initial personal and professional
goals, I can imagine myself squirming at
the thought early in my own professional
development. As a new dentist, I knew
what competence would look like when
it arrived—it would mean applying my
own freshly-minted knowledge base, 
free from the constraints, dictates, and
dogma that are part and parcel of dental
school—free to treat my patients accord-
ing to my expertise with my best skills 
at the ready. I would be “a doctor” with
competence implicit. Recalling that naïve
self-assurance—a necessary greenness
that gives us the courage to take those
first, daunting steps—how quickly I was
faced with the persistent reality that, in
fact, our entire career (and life) provides
rich opportunities for developing the
sometimes elusive expertise demanded
by our profession. The adage that the
more we learn, the less we actually
know, rings truer each passing year.

Thinking back to that pivotal time in
my career, however, I am reminded how
surprised I was when, with that vision of
independence actualized, I felt intensely
that something was absent. I was free to
do as I pleased, indeed…with absolutely
no knowledge of how my skills measured
up, how I might improve, or best continue
to develop potential exhibited in my
training. Starting in a solo practice after
a year in a Veterans Administration 

general practice-residency (GPR), what 
I was sorely missing in private practice
was the structured opportunity to pursue
and ensure continuous growth and
development, an opportunity that is not
impossible as a self-directed initiative,
but that comes more naturally when one
is part of a larger system of care delivery.
I knew then, that I had what I have
since referred to as the “group practice
gene,” and it changed my life path. 

Today when I think about the 
assessment of continued professional
competency, I do so in the context of 
the setting I now call home. As Director
of the HealthPartners Dental Group, I
have the privilege to share activities 
that dentists participate in within the 
organization which are emblematic 
of such a process.

Organizational Background
Founded in 1957, HealthPartners is the
nation’s largest consumer-governed
medical and dental collaborative organi-
zation. Based in Minnesota, Health-
Partners includes a medical group and
comprehensive medical plan and a 
dental group and a dental plan. Also 
part of the HealthPartners family is a
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pharmacy, a hospital system including
Level I trauma center, JourneyWell
Health Promotion, and an independent
HealthPartners Institute for Education
and Research.

Medical quality guru Daniel Berwick
refers to the organizational “integrator”
as one that “accepts responsibility for…
at least five components: partnership
with individuals and families, redesign
of primary care, population health 
management, financial management,
and macro system integration (D. M.
Berwick, T. W. Nolan, and J. Whittington
(2008), The Triple Aim: Care, health, and
cost, Health Affairs, 27 (3): 759–69).
Quality care by the currently accepted
highest standards is the goal of all
health professionals, whether in solo,
group, or corporate settings. What can
make a difference is having a support
system in place to ensure this happens
on a systematic basis. 

Pursuing a vision for the highest
quality in healthcare provision, afford-
ability, and patient experience (triple
aim), HealthPartners Dental Group
(HPDG) has established many innovative
programs and initiatives in line with
quality aims. These initiatives stand to
benefit a sizeable population of patients.
HPDG consists of 21 HealthPartners 
dental clinics across the seven-county,
greater Twin-Cities metropolitan area
and serve more than 125,000 patients. 
It is an interdisciplinary, multi-specialty
group practice of some 60 dentists in 
our “internal” clinic structure. In the
broader community of the upper-Midwest,
more than 2,200 dentists participate in

the HealthPartners Preferred Provider
Organization (PPO) network and prac-
tice throughout Minnesota, Wisconsin,
North Dakota, South Dakota, and Iowa. 

Mentoring
A new dentist is, in the eyes of our 
professional organization, someone ten
or fewer years out of dental school. On
the generous side of that equation, one
could be fully one-third through his or
her career and still warrant the label.
Certainly context also plays a role.
Dentists in a new practice setting are
faced with the challenge of understand-
ing and engaging their new colleagues
and patients, comprehending new 
systems, and refreshing or developing
new skills. 

Understanding one’s place in the
social and clinical milieu is supported
through dentist-dentist mentoring of 
all new dentists. Part of this mentoring
includes an evaluation of and structured
conversation about clinical and organi-
zational decision-making: guideline-
oriented risk assessment and treatment
planning, patient communication,
record keeping, referral principles, 
coding, lab use…the list goes on. With
human resources a highly-valued asset
(as it is in any practice), staff relations
and expectations and clinic-related poli-
cies and procedures are also discussed
and explained. Often the conversation
about why one needs to know is as 
critical as what specific knowledge or
skillset are expected. 
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Mentoring is organized by the Chief
of Professional Services at each clinic or
by the group’s Associate Dental Director,
all of whom would agree they too benefit
from and renew their own competencies
in the process. In that same spirit, 
dentists more experienced in their career
can also benefit from mentoring as 
professional challenges and situations
requiring better expertise present them-
selves. As anyone engaged in such a
process can testify, if you wish to learn
something better yourself, try teaching 
it to someone else. Very quickly, one 
realizes that concepts, principles, and
details must be clarified in one’s own
mind in order to best articulate informa-
tion to another. The process is therefore
a mutually beneficial one for the indi-
viduals involved, as well as a systems-
improvement opportunity. 

Mentoring has been recognized by
many organizations in dentistry and
widely in other professions as a corner-
stone of professional development. Any
program that structures and regularly
supports this kind of sharing among
experienced and their less experienced
colleagues is bound to add to continued
competency.

Defining and Upholding a 
Care Agenda
The patient of a skilled, current, and 
caring dentist might still experience gaps
in care. Perhaps the problem is another
team member who is not on the same
page. Maybe it is an aspect of the office

routine that worked well in the past, but
is now a hidden impediment. A systems-
based approach can often raise quality 
to a higher level than can individual
efforts. A privilege and subsequent
responsibility of a multi-specialty, multi-
clinic orientation is to continuously
evaluate those systems and to put into
place performance metrics that ensure
high quality care. 

Evidence-based decision making 
has been an underpinning value in the
development of HealthPartners’ care
delivery agenda. Responsiveness to
authoritative guidelines is therefore
expected of clinicians. HealthPartners
makes its guidelines publicly available
and continues to update them based on
current best evidence (www.guideline.
gov, keywords: “HealthPartners Dental
Group”). Annual performance evaluation
in the dental group adheres to this 
principle. Clinical metrics pulled from 
a well-established and comprehensive 
electronic dental record system allow for
administrative reporting that informs
review of a dentist’s compliance with
expectations for regular risk assessment
and preventive intervention, appropriately
consistent treatment planning (with 
reasonable variation expected according
to patients’ individual needs and desires),
and recordkeeping. Subjective evaluation
rounds out the performance evaluation
with specific attention devoted to other
equally critical competencies: patient
communication, responsiveness, flexibility,
respectful workplace attitudes and
behaviors, positive participation in 
work-related activities, and even an
opportunity to participate in research.

While individual data remain confi-
dential to preserve professional privacy,
aggregate results are reported back to
clinic teams, including dental assistants,
dental hygienists, clinic supervisors, and
regional managers. The competence of
the entire team is improved with this

strategy. As an example, system-wide
risk assessment for caries, periodontal
disease, and oral cancer (which requires
the collaborative effort of both dentists
and hygienists) is reported regularly.
Consistently, 90% of HPDG patients in 
a category of moderate or high risk 
for caries, periodontal disease, and oral 
cancer are provided with appropriate
interventions to mitigate this risk.
Monitoring of this process of assessment
and intervention is conducted in an
ongoing fashion and providers are 
kept abreast of expectations regarding
this measure.

Quality Assurance
Quality assurance in our program is a
formalized process that involves ongoing
random chart audits. All 60 HealthPartners
dentists participate in chart review. A
new dentist may, in his or her first month
of employment, be asked to review the
charts of a more senior colleague. The
process is a participatory and equitable
one, meant not to be punitive, but to
establish expectations for all that are
fair, reasonable, and useful in assuring
and improving quality. Findings from
chart audits are organized, evaluated,
and acted on quarterly by a Quality
Assurance Committee of approximately
eight representative dentists. All dentists
in the group rotate through the Quality
Assurance Committee, allowing for not
only the opportunity to provide input, but
also full comprehension of the process.
The issue of cost surfaces regularly in
the national discussion of continued
competency. At HealthPartners this is
built into the system. As Phil Crosby, a
quality expert popular in the 1960s
remarked: “The only cost associated with
quality is not doing it right the first time.”
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There are many dentists who
upgrade their competence continuously
out of a personal sense of responsibility.
Being part of an organization with a
structured quality assurance program
makes this easier and ensures that 
everyone participates.

Research
HealthPartners Institute for Education
and Research is a 501c (3) non-profit
organization dedicated to improving
health through discovery, the translation
of research, and health professional edu-
cation. Oral health and dental research
has contributed uniquely to this portfolio
and the profession’s body of knowledge,
but has also positioned HealthPartners
dentists to be a part of the research
process and for HealthPartners Dental
Group to facilitate research findings and
products into practice where appropriate.

As an example, a recent study com-
petitively awarded with federal funds
examined a tool to support computer-
assisted tobacco intervention in dental
encounters. Patient-centered outcomes
helped to illustrate the competency of
both dentists and dental hygienists in
implementing strategies outlined in the
U.S. Public Health Service clinical prac-
tice guideline for healthcare providers
on treating tobacco use and dependence.
Another research projects allowed for
independent and scientifically rigorous
examination of the quality of restora-
tions placed by dentists when compared
with dental assistants and hygienists
with special training to place select
restorations (when certified and under
the supervision of a dentist). 

Again, the examination of competency
in HealthPartners expands to include 
not only an individual dentist, but also
the entire dentist-led team of clinicians 
delivering treatment. It is, after all, this
collective expertise that benefits the 

individual patient and their comprehen-
sive treatment needs. Our underlying
motivation is that in order to continu-
ously evaluate competence and quality of
care it is critically important to have high-
quality practice-based research findings
and subsequent evidence-based practice
guidelines as a baseline for comparison.

Conclusion
Robert Frost’s poem about the seemingly
small choices that shape our entire 
lives seems to fit my professional career:
“Two roads diverged in a wood, and 
I—took the one less traveled by, and that
has made all the difference.” I do not
know why so many continue to practice
without the benefit of comparing their
work with the emerging standards of 
the profession, but I do know that being
open to systematic colleague-generated
improvement on a continuous basis 
“has made all the difference.” 

It is rewarding to reflect on the pur-
suits of the HealthPartners organization
to ensure continued competency of 
dental practitioners, the highest quality
care for patients, and a general pursuit
of excellence. I am reminded of those
early realizations about my own need 
to pursue the same to achieve personal
satisfaction. Turning the mirror on the
profession broadly, it is my hope that
continued competency evaluation will 
be embraced by dentistry as a proverbial
“road not traveled,” one we will all be 
better for having taken. ■
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Kent Palcanis, DDS, MSD, FACD
Marilyn Lantz, DMD, PhD, MSD, FACD

Abstract
The competency approach to education
requires demonstration of a set of knowl-
edge, skills, and values appropriate to the
current practice situation. The Commission
on Dental Accreditation requires that den-
tal educational programs provide evidence
that predoctoral programs, postgraduate
dental education, dental hygiene, and 
specialty programs provide evidence 
that their programs make it possible for
candidates to achieve competence, assess
competence and provide remediation, 
and deny degrees or certificates to those
who do not possess competence. All nine
specialty programs recognized by the
American Dental Association require 
additional periodic assessment for contin-
ued competence. These programs continue
to experiment with cost-effective means
for assessing competence at higher levels
and on a continuing basis. Dental educa-
tion programs also require demonstrations
of on-going competence in the areas of
teaching and scholarship, typically through
formal peer-review processes. 

The dental profession widely accepts
the notion that it is critically impor-
tant to assess the competence of

dentists to practice at the “gateway”
moment of granting initial licensure 
to practice. Therefore, nearly all state
dental boards, most in collaboration
with regional dental examining boards,
require candidates for a license to 
practice general dentistry to pass a state-
endorsed examination as one indication
of the candidate’s attainment of compe-
tence. Once a dentist is licensed to
practice general dentistry, most states
use the vehicle of requiring them to
engage in self-directed continuing 
education as the main mechanism for
assuring competence for licensure
renewal. We describe below current
thoughts on the definition of competence
(competency), some of the approaches
used by the dental specialties and in 
academia to attempt to foster and ensure
maintenance of competence, as well as
professional growth, across the profes-
sional lifetime. In addition, we explore
some of the challenges and opportunities
in assessing continued competence in
the specialties and in academia. 

Competence and Competency
The competency approach to education
was introduced in dentistry in 1993 by
Chambers who defined competency as
“the skills essential to beginning the
practice of dentistry and allied dental

practice. Competencies combine 
appropriate supporting knowledge and
professional attitudes, and they are 
performed reliably in natural settings
without assistance” (Chambers, 1993, p.
791). The following statement appears
in the Introduction to the Accreditation
Standards for Dental Education
Programs most recently approved in
August 2010 by the Commission on
Dental Accreditation (CODA) of the
American Dental Association:

Competency is a complex set of
capacities including knowledge,
experience, critical thinking, 
problem-solving, professionalism,
personal integrity, and procedural
skills that are necessary to begin 
the independent and unsupervised
practice of general dentistry. These
components of competency become
an integrated whole during the 
delivery of patient care. Professional
competence is the habitual and 
judicious use of communication,
knowledge, critical appraisal, clinical
reasoning, emotions, values, and
reflection in daily practice for the
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benefit of the individuals and 
communities served.

The latter sentence is a definition of
“professional competence” that was ini-
tially proposed by Epstein and Hundert
(2002) and has been widely accepted
across the health professions. 

Moreover, the following definition
appears both in the CODA Accreditation
Standards for Dental Education
Programs and in recent revisions to
accreditation standards for advanced
education programs in the dental 
specialties: 

Competent: The levels of knowledge,
skills and values required by the
new graduates to begin independent,
unsupervised dental practice.

These definitions of competence and
competency are grounded in the model
of competency-based education (CBE).
(See www.adea.org/adeacci/Campus-
Liaisons/Liaison-Ledger/GuestPerspective
/Pages/November2008CCIGuestPerspecti
ve.aspx for a review.) In our opinion, the
view that competence or competency is
a complex set of capacities (and abilities)
has several implications for designing
good methods to assess practitioner
competence. One is that it is highly likely
that multiple assessments (over time
and using different types of assessments)
will be required to assess practitioner
competence, and a second is that at 
least some of these assessments must be
performance-based. Assessment should
require performance of tasks that are as
close as possible to those performed in
practice in an environment that is as

similar as possible to the actual practice
environment (so-called “authentic assess-
ment”) (Chambers & Glassman, 1997).

Assessment of Competence in the
Dental Specialties 
The nine dental specialties approved by
the American Dental Association Council
on Dental Education and Licensure are
required to maintain certifying boards
through which dentists, who have 
completed formally approved specialty
education programs, have the opportu-
nity to seek board certification (diplomate
status) (American Dental Association,
2009). It is important to note that 
specialty certification is not required 
of practitioners in any specialty. Board
certification is mandated in some 
specialties in order to obtain hospital
privileges and in all specialties if the 
specialist wishes to serve as director of
an advanced education program. It
should be noted that some state boards
issue specialty licenses and that of these,
some require passage of a state board
specialty examination and that of these
some accept diplomate or national 
specialty board certification in lieu of 
the state board specialty examination
and some do not (American Dental
Association, 2012).

The specialty board certification
process, a “gateway” assessment of 
initial competence in a specialty, varies
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somewhat among specialties, but in all
cases it is an intense, time-consuming,
and costly process. The majority of 
specialties require an initial written or
“qualifying” examination followed by an
oral examination (American Dental
Association, 2012). All certifying boards,
with the exception of oral and maxillo-
facial pathology, conduct oral examina-
tions in which candidates meet face to
face with their examiners to discuss
cases, protocols, or other scenarios 
specific to that specialty. All boards have
policies that permit candidates who 
fail these examinations to remediate 
and re-take them, but these policies vary
among the specialties.

Some specialty boards have an addi-
tional component to the certification
process that requires candidates to submit
cases completed in their practices. Finally,
some boards impose time limitations for
completing the certification process. 

Recertification is a process generally
thought of as a mechanism to ensure
continued competence. All of the nine
dental specialties require diplomates 
to periodically obtain recertification,
although recertification procedures and
policies vary among the specialties. For
example, the required recertification
interval ranges between three and ten
years among the specialties, with the
great majority maintaining a ten-year
time frame. All specialties presently
include continuing education or scholarly
activity as one of the requirements for
recertification. Moreover, several boards
issue time limited certificates. Failure to
recertify by the expiration date either
places diplomates in an inactive category
—which prevents them from holding
themselves out as a diplomate—or
revokes their diplomate status such that

they must re-challenge the entire initial
certification examination process to
regain diplomate status. 

Several boards require self-assessment
activities for recertification while others
include an examination as part of the
process. Some boards maintain a
“grandfather” clause which exempts
diplomates certified prior to a certain
year from the recertification process. 

Recertification in some specialties 
is clearly a “high stakes” proposition. 
For example, failing a recertification
examination in the final year of a time-
limited certificate may result in loss of
diplomate status and loss of hospital
privileges when those are based on 
holding the “board certified” status. 

All dental specialties offer the oppor-
tunity for and encourage their members
to participate in continuing education 
at the local, state, and national levels.
The hours accumulated as a result of
taking these courses and seminars may
be used to meet recertification require-
ments and also to meet individual state
licensure renewal requirements. While
participation in continuing education
may assist specialists in maintaining
competence, keeping their knowledge
and skills current and in enhancing
their knowledge and skills, participating
in self-directed continuing education
alone, for reasons described below, is
likely insufficient in most cases to 
ensure continued competence.

Challenges to Assessing Continued
Competence in the Specialties
Currently, approaches to assessment of
continued competence in the specialties
include practitioner self-assessments,
written examinations, oral examina-
tions, and peer-assessments of
performance in practice. As described
above, competence is widely viewed 
as a complex capability that requires
integration of knowledge, skills, and 
values to address clinical problems in 
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the moment, as encountered. Measuring
such capabilities requires the use of 
reliable and valid assessments of 
practitioner competence, and specialty
boards and practitioners alike should 
be concerned that assessments in use
meet these standards. In addition, 
assessments of continued competence
need to be acceptable to boards and to
practitioners and feasible in terms of
cost and administration.

A number of studies have been 
published that provide evidence for the
limitations of physician self-assessment
in assessing competence (Davis et al,
2006; Hodges et al, 2001; Regher & Eva,
2006). These data suggest that physicians
have difficulty accurately assessing their
own competence across all domains, and
that in general, self-assessment abilities
are least developed in the areas in which
an individual most lacks competence. 
In other words, based on these data, it
appears that many of us simply may not
know what we do not know. If the
results of studies generalize to dental
specialists, then it is fair to say that a 
system of certification of competence
that relies exclusively on practitioner
self-assessment and continuing educa-
tion is likely inadequate. Moreover, a
recent study suggests that even when
self-assessments are supplemented by
the provision of external feedback, 
individuals vary in their ability to receive
this feedback and use it to improve 
their performance (Eva et al, 2012). 

Written examinations have long
been considered the “gold standard” for
assessment of knowledge. Whereas 
written examinations can definitely be
used to assess higher-level cognitive
skills, and oral examinations offer the
opportunity to follow up with questions
that further probe knowledge and 
cognitive skills, such tests should be 
supplemented with performance-based

assessments of competence, ideally in
the working environment, to assess 
continued competence. A method 
previously in use by the American Board
of Pediatric Dentistry (ABPD) appears 
to have been directed at the goal of 
using this type of performance-based
assessment. In this assessment, calibrated
experts spent several days in the specialist’s
practice observing them treat patients
and examining their office procedures
and record keeping. The ABPD has
phased out this option over time because
of cost and manpower requirements. 

Academia 
In addition to maintaining competence
as practitioners, dentists who are signifi-
cantly engaged as dental school faculty
members also need to be competent as
educators and often additionally as
researchers. Dental school faculty mem-
bers are subject to policies governing
faculty at their parent universities, such
as promotion and tenure policies and
policies and procedures for faculty devel-
opment. The cornerstone of university
promotion and tenure processes is peer
review, and faculty members engaging
these processes are required to provide 
a body of work (often in a portfolio 
format) for evaluation by peers. This
includes self-assessments, samples of
scholarly work, peer and student assess-
ments of teaching, and documentation
of other forms of professional growth
and development. Often, these processes
foster the continuing competence of
practitioners. 

Additionally CODA’s Accreditation
Standards for Dental Education
Programs, as well as those for advanced
education programs in the dental spe-
cialties, mandate faculty development. 
A specific standard that applies to each
dental school as a whole, states that
“The dental school must show evidence
of an ongoing faculty development
process.” In general, faculty development
programs are intended to foster continued

competence in the various responsibilities
of the individual faculty member. They
may include learning and development
opportunities in the domains of teaching,
clinical practice, research, and adminis-
tration, offered to groups of faculty or to
individuals. Faculty members who desire
to progress through the academic ranks
generally have to demonstrate excellence
in some or all of these areas and they
generally welcome and take advantage
of development opportunities. Moreover,
most dental school administrators realize
that accomplishing the mission and goals
of dental schools requires the efforts 
of a talented and competent faculty, 
so schools generally strongly support
faculty development. 

Achieving tenure and promotion 
not only brings recognition to a faculty
member, it is also often accompanied 
by increases in salary which provides
additional motivation for faculty to
approach their development as educators,
practitioners, and scholars with vigor.
Academic advancement in most dental
schools carries with it a requirement for
the production of scholarly work and
engagement in such work, with feedback
provided by the peer review process, 
generally supports a faculty member’s
continued competence. 

Other factors in the academic 
environment also support continued
competence of dental faculty. Both in
dental school clinics and in dental
school faculty practices, the practice of
faculty is in a way more “public.” In this
setting, a practitioner is regularly teach-
ing and practicing in close proximity to,
in view of, and often in collaboration
with his or her peers and scrutinizing
and discussing the work of one’s peers 
is often encouraged. Going forward, 
this climate will likely be enhanced by
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the incorporation of interprofessional 
education and practice into many 
dental school curricula. In addition,
guiding and mentoring students requires
faculty to stay abreast of new informa-
tion in their field. Thus the dental 
school environment arguably puts 
some pressure on faculty members to
maintain competence. 

Opportunities
It is clear that dental specialty boards are
using recertification processes and that
they are attempting, with varying levels
of success, to addressing the need for
acceptable, feasible, reliable, and valid
assessments of practitioner competence.
Specialty boards should strive for such
assessments, and practitioners required
to recertify should insist on them.

We believe that this is an opportune
moment for the dental specialties to
advance this agenda, and that in spite of
the uniqueness of each of the specialties,
significant gains might be realized if
work on developing these assessments
could proceed collaboratively. Some of
the more promising assessment methods
available for assessment of competence, in
addition to direct observation of practice
by calibrated examiners, include the
Objective Structured Clinical Examination
(OSCE) and portfolio-based examination
processes that would require practitioners
to collect, reflect on, and critically evalu-
ate the care they provide, and their work
products and processes, including patient
outcomes, in their practices. The portfolio-
based model is currently in place in the
medical specialties and in the recertifica-
tion procedures of a few of the dental
specialties (www.abms.org/about_
board_certification) and are used as 
part of Maintenance of Certification
(MOC) programs. 

It is our view that such assessments
should be used with the goal of support-
ing and encouraging the growth and
development of colleagues in a positive
process that also serves to ensure contin-
ued competence for recertification. 
Such an approach would strengthen 
our profession and enhance the public’s
perception of our profession’s ability 
to self-regulate. ■
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In addition to maintaining
competence as practition-
ers, dentists who are
significantly engaged as
dental school faculty
members also need to be
competent as educators
and often additionally as
researchers. 
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Abstract
This paper summarizes steps taken by 
a large U.S. commercial dental plan 
to meet measurement challenges through
development of a program designed to
assess and improve the practices of 
dentists enrolled in a large preferred
provider network. 
Data collected by trained evaluators who
assessed 1,428 dental offices using a
structured office assessment instrument
were subjected to psychometric analysis 
by UCLA researchers. Results suggested
that the optimal structure for an office
assessment instrument consisted of 71
items organized into 10 scales (clusters 
of measures) reflecting key aspects of 
dental practice. 

There is a growing “measurement
mandate” in the field of health care
(JCAHO, 1993). This mandate to

measure the actual performance of
healthcare providers and systems in 
the application of health care’s science
and art, and to monitor and evaluate 
the resulting outcomes of patient care
activities is not new. However recognized
leaders in the field of healthcare evalua-
tion generally agree that more rigorous
efforts need to be carried out to adequately
fulfill the measurement mandate (Gamm
et al, 2007). 

Growing demands for information
concerning the performance of public and
privately funded programs and individual
healthcare providers have prompted the
development of measurement systems 
to generate valid and reliable data that
can serve as indicators of quality and
value and form the foundation for 
quality improvement efforts. Plans that
administer benefits under contractual
arrangements increasingly are being
asked to share in this responsibility. 

Serious efforts to establish a rational
basis for improving healthcare perform-
ance require that important attributes 
of health care be identified, and that 
reliable and valid measures of those
attributes be developed (JCAHO, 1993).
The initial dominant focus of health 
care measurement on the structural
attributes of health care settings has
shifted to greater emphasis on processes
and outcomes of care and structure
process outcome relationships. This shift
has been motivated by the recognition
that structural measures generally reflect

only the potential or capacity to provide
quality care, whereas process and out-
come measures facilitate assessments of
actual performance (Institute of Medicine,
1990). As structure, process, and out-
comes have come to be viewed as three
interrelated dimensions of care, and as
the limitations of single dimension
assessments have been recognized
(Donabedian, 1988), increased attention
has been focused on the development 
of assessment approaches that facilitate
examination of interrelationships among
key attributes that comprise all three
major dimensions. 

Systems for measuring and assessing
care provided in dental practices have
evolved largely as by products of efforts
in medicine (Morris et al, 1982; Crall,
1991). Recognizing the complex and 
varied nature of dental practices, efforts
have been directed toward developing
multi-attribute measurement instruments

33

Journal of the American College of Dentists

Development and Implementation of 
a Dental Office Assessment Program

Continued Competency

Dr. Crall is in the Division of
Public Health & Community
Dentistry at the UCLA School
of Dentistry; Karen Spritzer
and Dr. Hays are in the
Division of General Internal
Medicine and Health Services
Research, UCLA Department 
of Medicine.

Support for psychometric testing and analysis of 
the initial MetLife office assessment instrument
was provided by the Metropolitan Life Insurance
Company. The authors would like to acknowledge
the thoughtful critique of this manuscript provided
by Dr. James E. Kennedy. 

Dr. Crall is a member of the MetLife Dental
Advisory Council. 

516602_Text:jacd  10/9/12  10:04 PM  Page 33



to field data on important aspects of 
the care provided in diverse settings.
Although a number of dental practice
assessment instruments have been devel-
oped (AETNA, 1987; Morris et al, 1988;
Schoen et al, 1989; Demby et al, 1990;
CIGNA, 1992), little attention was devot-
ed to analysis of the scoring metrics or
analyses of the psychometric properties
of these instruments during their devel-
opment. An exception is the instrument
that was developed and field tested by
Morris and colleagues at the University
of Pennsylvania (Morris et al, 1988) for
the Development of Evaluation Methods
and Computer Applications in Dentistry
Project, hereafter referred to as the 
DEM instrument. 

Initial analyses by Morris and 
colleagues (Morris & Bohannan, 1987;
Morris et al, 1987) demonstrated that
the DEM instrument produced normally
distributed scores for composite meas-
ures of structure, process, outcome, and
overall practice attributes when field
tested in 300 general dentists’ practices
in 14 states. Additional analyses of the
instrument by Crall and Morris (1988)
demonstrated correlations ranging from
0.40 to 0.79 among aggregate structure,
process, and outcome dimension scores,
indicating reasonably high structure
process outcome linkages relative to
reports in the healthcare evaluation 
literature (McAuliffe, 1979). Results of
initial field testing also indicated that
structure-process-outcome relationships
were consistent across practice type
(solo vs. group) and location (rural vs.
urban facilities). In contrast to these
favorable reports, Crandall (1988) 
criticized the DEM instrument after 
conducting assessments of its reliability
and validity. Prominent among the 
concerns were the grouping of items

into “scales” by combining ‘”subscales”
that had different ranges of possible 
values and the approach used to weight
item and scale scores. Crandall (1988)
suggested that the instrument be revised
by establishing its psychometric proper-
ties through scale and item adjustment. 

Crall (1994) conducted additional
assessments of the psychometric proper-
ties of the original DEM instrument and
explored the formulation of alternative
structures that could improve its psycho-
metric properties, thereby providing 
the basis for more reliable and valid
measures of dental practice attributes.
Analyses revealed that less than half (9
of 19) of the original DEM scales demon-
strated a level of internal consistency
considered adequate for group compar-
isons. Further psychometric evaluation
of the DEM instrument suggested that
the component scales comprising the
original field test version were con-
structed with greater emphasis on
efficient data collection than on concep-
tual and psychometric considerations.
Exploratory factor analysis suggested a
revised instrument structure consisting
of ten factors or scales containing 
alternative groupings of the items in 
the instrument. Application of multi-trait
scaling analysis demonstrated that a
revised instrument containing 90 of 
the original 242 non-duplicated items
organized into 12 scales met accepted
standards for scale internal consistency
reliability, and displayed satisfactory
item discrimination across scales. This
abbreviated version (shown in Table 1)
also was responsive to concerns regard-
ing a more efficient set of measures. 
The revised, condensed instrument
based on these psychometric analyses
reduced the proportion of structural
measures in the revised instrument from
54% to 42% (Crall, 1994). 

The remainder of this paper focuses
on steps taken by a large commercial
dental plan, MetLife’s Preferred Dentist
Program (PDP), to meet the measure-

ment challenge outlined above through
development and testing of dental office
assessment instruments, and implemen-
tation and refinement of a program
designed to assess and improve the 
practices of dentists enrolled in the 
PDP network over time. These efforts
contribute to ongoing work that seeks to
use psychometric analyses and various
data analytic approaches to develop
practice assessment instruments that
provide reliable and valid measures of
attributes considered to be important
aspects of contemporary dental practice.

Development and Implementation 
of MetLife’s Initial Office
Assessment Instrument 
MetLife’s Preferred Dentist Program
(PDP) is a large commercial dental 
benefits program based on a preferred
provider organization model (MetLife,
2007). The PDP program provides dental
benefits coverage for services delivered
in over 180,000 participating dentist
locations for over 17,000,000 enrollees 
in all 50 states and the District of
Columbia. PDP dentists are subject to 
initial credentialing and ongoing utiliza-
tion review processes. As part of its
Quality Management Program, MetLife
initiated an Office Assessment Program
in 1997 whereby 200 PDP general dentist
offices are evaluated annually by trained
dentist evaluators using a structured
office assessment instrument. 

The initial MetLife office assessment
instrument was developed using the
results of psychometric analysis of data
generated during testing of the original
DEM instrument (Crall, 1994). It was
designed to enable an office assessment
visit to be conducted by a trained dentist
evaluator in no more than three hours,
rather than the 6.2 hours required for
the original DEM instrument. Items
eliminated from the original DEM 
instrument included those related to 
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Structure

Office Design and Appearance
Building and grounds
Entrance
Reception room furnishings
Reception room ambiance
Business office size
X-ray area size
Number of treatment rooms
Treatment room ambiance
Treatment room cleanliness
Patient traffic flow
Staff traffic flow
Personnel appearance

Operatory Equipment and Size
Modern treatment chair
Modern treatment light
Two operating stools
Size of treatment rooms

Support Lab Equipment
Soldering torch
Venting for fumes
Casting machine

Dental Hygiene Support
Dental hygienist
Dental hygienist Room
Two X-ray units
Multiple phone lines

Office Policies and Protocols
Personnel manual
Job descriptions for staff
Administrative protocols
X-ray minimization policy
Prevention protocol
Office philosophy and policies
Patient support protocols
Dental emergency system
Medical emergency system
Dental specialist referral system
Medical referral system
In-service training

Record Design & Data Collection
Dental history section
Head & neck exam section
Heriodontal disease section
Occlusion analysis section

Process

Record Design & Data Collection
Medical history recorded
Dental history recorded
Head & neck exam recorded
Existing treatment recorded
Occlusion analysis recorded

Radiographic Technique
Most current films mounted
Adequate full-mouth series
Film exposure
Film angulation
Film processing
Interdental bone coverage
Periapical bone coverage
Interproximal surface coverage

Diagnostic Accuracy
Carious lesions
Periodontal disease
Bone pathology

Treatment Plan Design &
Implementation

Treatment plan sequence
Treatment plan completeness
Treatment plan appropriateness
Treatment plan implementation
Treatment plan recorded
Periodontal treatment included

Restoration Technical Quality
Anatomic form restored
Marginal integrity

Infection Control
Assistant avoids hand contamination
Dentist avoids hand contamination
Assistant washes hands
Dentist washes hands
Dental unit disinfected
Handpiece sheaths disinfected
Hoses and couplings disinfected
Drawer handles disinfected

Outcome

Patient Satisfaction
Explains treatment
Explains costs
Costs are fair
Assistants responsive
Hygienist treatment
Dentist is concerned
Dentist is thorough
Pain is minimized
Dentist is interested
Recommend dentist
Committed to quality
Anxiety is minimized
Like oral appearance
Like oral health
Receptionist is nice
Emphasizes prevention
Emphasizes education
Emergency access
Staff is attentive

Table 1. Optimal Revised DEM Instrument Structure
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A.  Facilities (15 single-item variables) 

1 Office setting 
2 Reception room/area 
3 Business area/office 
4 Radiographic facilities 
5 Treatment rooms/modules 
6 Traffic flow 

B.  Equipment (34 single-item variables)

1 Radiographic 
2 Treatment rooms 
3 Treatment support 
4 Office business management support 
5 Patient support 
6 Environmental hazard control 

C.  Personnel (5 single-item variables)

1 Numbers—care support 
2 Hygienist 
3 CPR training 
4 Continuing education staff 
5 Continuing education doctor 

D.  Administration (25 single-item variables) 

1 Administrative patient care support system 
2 Administrative protocols or guides 
3 Material for patients 

Table 2. Initial MetLife Office Assessment Instrument  (Total items = 168) 

E.  Practice Management (11 single-item variables) 

1 Receptionist/appointment control 
2 Appointment book 
3 Personnel management

F.  Sterilization/Infection Control (46-single item variables)

1 Related to instruments/equipment 
2 Related to staff and patients 

G.  Radiographic Evaluation (9 items for 8 patient records = 72 variables)

1 Administrative considerations 
2 Radiographic techniques 
3 Diagnostic value/coverage 

H.  Data Collection (14 items for 8 patient records = 112 variables)

1 Organization/legibility of patient records 
2 Completeness of records 

I.  Diagnosis (2 items for 8 patient records = 16 variables)

1 Carious lesions 
2 Periodontal disease 

J.  Treatment Plan (3 items for 8 patient records = 24 variables)

1 Sequencing 
2 Completeness 
3 Appropriateness 

K.  Treatment (4 single items, 2 items for 3 patients, 2 items for 8 patients = 26 variables) 

1 Restorative 
2 Endodontic 
3 Oral medicine 

the direct examination of patients, patient
satisfaction questionnaires, evaluation 
of dies from crown preparations and
inventories of hand instruments, and
certain equipment items. Several addi-
tional items reflecting changes in
practice guidelines that had emerged
since creation of the original DEM
instrument (e.g., use of surgical gloves,
protective garments, management of
sharp instruments and disinfection of
impressions) were included in the initial
MetLife instrument. Advice and guidance
in the development of the instrument
were received from MetLife’s Dental

Advisory Council, which is comprised 
of practicing network dentists, dentists
from dental academic institutions and
two representatives of major corporations
that have selected MetLife to administer
dental benefits programs for their
employees. The practice attributes and
organizational framework reflected in
the initial MetLife instrument are shown
in Table 2. 

Recognizing that the success and
value of any office assessment program
are dependent on the performance of
the evaluators who conduct assessment
visits, MetLife recruited and trained a set
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Item-Scale Correlations  

Item scale correlations (corrected for item
overlap) for the ten scales, correlations
among scales, alpha internal consistency
reliability, and item and scale distribu-
tion statistics were estimated. Item scale
correlations (with alpha coefficients
shown in parentheses) ranged from
0.39-0.60 for items in the Office Policies
scale (0.85), 0.33-0.60 for Staff Training
scale items (0.79), 0.23-0.71 for Patient
Records scale items (0.81), 0.33-0.59 for
Facilities scale items (0.79), 0.65-0.76 
for Hand Contamination scale items
(0.86), 0.25 -0.51 for Disinfection scale
items (0.69), 0.18-0.35 for Diagnosis
scale items (0.42), and 0.49 -0.79 for 
X-ray Value scale items (0.82). The
item scale correlation was 0.84 for the 
2-item Nitrous Oxide scale (alpha =
0.91) and 0.57 for the 2 item Lines/
Hand Pieces Flushed scale (0.72).
Items with low item-scale correlations
were deleted from the revised instrument
based on these results. 

New Scales-Initial Scales
Correlations 

Next, correlations between the new
scales generated by the factor analysis
(shown in CAPS) and scales from the
initial instrument structure were 
calculated. Correlations of > 0.90 were
observed for three pairs of unweighted
NEW scales with initial scales (Facilities
—Facilities, Office Policy—Administration,
Patient Records—Data Collection).
Correlations ranging from 0.75-0.90
were observed for three additional pairs
of NEW scales and initial scales (Staff
Training—Personnel, Patient Records—
Treatment Plan, X-ray Evaluation—
Radiographic Evaluation). Correlations
for two additional pairs of scales were

37

lying dimensions (scales) supported 
by the observed data. Commonly used
criteria suggested the possibility of 9-12
factors. We subsequently examined 9-
12 factor solutions and decided that the
11 factor solution produced the most 
reasonable simple structure. We then
performed a series of multi-trait scaling
analyses and determined that there were
10 distinguishable dimensions represent-
ed in the data, which we labeled: (a)
Office Policies [comprised of 12 items];
(b) Staff Training [10 items]; (c)
Patient Records [11 items]; (d)
Facilities [13 items]; (e) Hand
Contamination [4 items]; (f)
Disinfection [7 items]; (g) Diagnosis
[7 items]; (h) Nitrous Oxide [2 items];
(i) Lines/Handpieces Flushed [2
items]; and 1(j) X-ray Value [3 items]. 

Internal Consistency and Reliability 

From a psychometric perspective, scales
ideally should be constructed from items
that measure the same underlying con-
struct. Determination of the adequacy
with which a set of observable variables
measures a particular construct is a mat-
ter of empirical investigation, generally
involving tests of how well items that are
hypothesized to cluster together actually
correlate with each other. A summary
indicator of inter-item correlations for a
scale that provides an indication of inter-
nal consistency reliability is Cronbach’s
coefficient alpha. Alpha coefficients of
0.70 or higher (maximum is 1.0) are
considered acceptable for group compar-
isons. The internal consistency reliability
for all scales from the initial instrument
exceeded the 0.70 threshold with two
exceptions. The reliability of the Disin-
fection scale was just under the 0.70
threshold at 0.69, and was deemed to
have acceptable consistency reliability.
The reliability of the two item Diagnosis
scale (0.42) was below the threshold. 
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of office evaluators during an intense
four day training session in March, 1997.
Methods used to calibrate the evaluators
were similar to those published previously
(Morris et al, 1987). On the final day of
training, pairs of evaluators performed
assessments of six private offices in cen-
tral New Jersey. Comparability between
scores independently developed by 
evaluator pairs ranged from 94.2% to
99.6%. Subsequent training and recali-
bration of evaluators are conducted 
on a biannual basis. 

Psychometric Evaluation and
Refinement of Initial MetLife Office
Assessment Instrument 
MetLife has evaluated 200 dental offices
annually since inception of its office
assessment program some 15 years ago.
Data on the first 1,428 offices from
across the U.S. that participated in the
office assessments were provided to
researchers at UCLA for psychometric
analysis. The data were generated by
trained evaluators who visited dental
offices on behalf of MetLife and completed
an office assessment instrument consist-
ing of 11 sections representing key aspects
of dental practice identified by the
designers of the initial MetLife instrument
(See Table 2). Raw data produced by the
evaluators were entered into a database
by a data management contractor and
converted into item, subsection and 
section scores for each of the 11 multi-
item scales.  Thirty-four items from 
the initial MetLife instrument were not
included in the analysis due to low 
variability or because of changes that
were made to the instrument in 2001. 

Factor Analysis 

Several procedures were carried out to
assess various psychometric properties
of the initial MetLife instrument. First,
we conducted an exploratory factor
analysis to identify the number of under-

516602_Text:jacd  10/9/12  10:04 PM  Page 37



between 0.60-0.75 (Staff Training—
Practice Management, Disinfection—
Sterilization/Infection Control). And 
correlations for the three remaining 
initial pairs of scales were < 0.60:
Nitrous Oxide—Equipment (0.52),
Diagnosis—Diagnosis (0.50) and
Diagnosis—Treatment (0.26). Similar
results were observed when weighted
scores were used.

New Scales Correlations 

Spearman rank order correlations
between the ten new scales at the office
level ranged from 0.00 (Nitrous Oxide
with Hand Contamination) to 0.39
(Staff Training with Office Policies),
indicating relatively low overlap in terms
of what the scales measure. In other
words, the NEW scales represent distinct
information and measure different 
practice attributes. 

Summary of Psychometric Analyses 

Psychometric analyses of data obtained
from administration of the initial
MetLife office assessment data suggested
that the optimal psychometric structure
for a revised instrument (using the 
variables provided for our analysis) 
consisted of 71 items organized into ten
scales (see Table 3). Sixty-six items con-
tained in the initial MetLife instrument
did not meet standard psychometric 
criteria for item scale correlations, and
therefore were deemed to be of little
value from the standpoint of measuring
the aspects of practice represented by the
ten scales identified via the factor analy-
sis or distinguishing differences among
practices. The low internal consistency
reliability of the DIAGNOSIS scale sug-
gested that the items within this scale
were very heterogeneous and did not
strongly tap the same dimension.
Interpretation of this scale in its initial
form would be problematic given the

lack of internal consistency of the items
constituting it. However, improvements
in internal consistency reliability of this
scale could be achieved by adding new
items that are highly intercorrelated. 

Based upon the results of the above
psychometric results, MetLife has taken
steps to further refine its Office Assess-
ment Program. A revised instrument
based on results of the psychometric
evaluation and addition of items reflecting
changes in generally expected practice
behavior that have emerged since 
creation of the initial MetLife office
assessment instrument (e.g., items
reflecting recent CDC and OSHA guide-
lines) has been developed and is
currently in use. Table 3 depicts the
revised instrument structure showing
items included in the respective cate-
gories reflecting 13 practice attributes. 

Discussion 
This paper highlights an iterative
process employed by a large commercial
dental benefits program to assess dental
practices and care delivered through its
extensive preferred provider network.
Dental practice assessment instruments
have been developed, tested and revised
based on psychometric analyses of data
collected from in office evaluations of
1,428 general dentists’ offices from
across the U.S. and periodic input 
from MetLife’s Dental Advisory Council
concerning important aspects of con-
temporary dental practice. Information
obtained from these evaluations and
assessments of 200 additional dental
offices annually are used by MetLife to
evaluate the performance of dentists
who participate in its PDP network 
and to identify issues to be addressed
through its quality improvement and
provider education programs activities
which are extended to the entire PDP
network of over 180,000 dentist locations. 

Over 60 Quality Resource Guides
(QRGs) have been developed on topics
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Serious efforts to 
establish a rational basis
for improving healthcare
performance require that
important attributes of
health care be identified,
and that reliable and 
valid measures of those
attributes be developed.
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I.  Diagnosis (7) 

Radiographs frequency 
Radiographs mounted 
Radiographs exposure 
Radiographs processing 
Bitewing radiographs angulation 
Caries diagnosis 
Periodontal disease diagnosis 

II.  Disinfection/Sterilization (30)

X-ray heads, switches & controls 
Unit/chair switches & controls 
Light & drawer handles/hoses & couplings 
Work areas & electronic equipment surfaces 
Reusable materials containers 
Barrier protection 
Spills clean-up 
Radiographic equipment & film/sensors 
Handwashing & gloves 
Instrument cleaning & sterilization 
Sterilization monitoring 
Laboratory cases & impressions  

III. Facilities (14)

Parking & transportation 
Building & grounds 
Access for physically challenged 
Reception room size & ambiance 
Business office size 
Treatment rooms number, size & appearance 
Traffic flow

IV.  General (10) 

Radiograph duplication 
Scrap amalgam storage 
Hazardous chemical labeling 
Universal precautions 
Personal protective garments 
Nfood/drinks in work areas 
Cleansable work area surfaces 
X-ray shielding 

V.  Handpiece/Water Lines (2) 

Handpieces & air/water syringes flushed

VI. Nitrous Oxide (2) 

Nitrous oxide available & scavenging used

Table 3. Revised MetLife Office Assessment Instrument Structure  
(Total items = 154; number of items related to respective categories shown in parentheses below) 

VII. Patient Care (24)

Medical emergency preparedness 
Office policies & protocols 
Educational materials & patient instructions 
Protective eyewear for patients 
Appointment scheduling 
Radiographs taken after examinations 
General health evaluation & medical alerts 
Informed consent 
Record keeping 
Radiation & infection protections 

VIII. Patient Records (15)

Organization 
Dental history & pre-existing treatment 
Caries charting & caries risk 
Periodontal charting & periodontal risk 
Occlusion 
Head & neck examination 
Treatment plan 

IX. Policies & Administration (17)

Recall system 
Emergency coverage 
Systems for physician and specialty referrals 
Personnel policies & evaluations 
Protocols for administrative tasks 
Policies for immunizations & medical mgt. 
Policies & protocols for patient safety 

X. Quality of Procedure (4)

Operating field illumination & magnification 
Restorations 
Endodontic treatment  

XI. Radiographic Value (5)

Positioning devices 
Film selection & placement 
Quality of images 

XII. Staff Protection (10) 

Personal protective equipment 
Sharps, needle capping, eye-wash station 

XIII. Staff Support (15) 

Personnel numbers, types & training 
Staff immunizations 
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related to: Anesthesia, Sedation and 
Pain Control; Assessment, Diagnosis and
Treatment Planning; Cariology and
Caries Management; Dental Materials/
Biomaterials; Emerging Technologies 
in Dentistry; Endodontics, Esthetic
Dentistry; Geriatric Dentistry; Implant-
ology; Infection Control and Dental
Waste Management; Medical Emergencies
in the Dental Office; Oral Medicine, 
Oral Pathology and Systemic Disease;
Oral and Maxillofacial Surgery; Oral
Radiology, Imaging and Photography;
Orthodontics; Pediatric Dentistry;
Periodontics; Pharmacology and
Therapeutics; Practice Management and
Risk Management; Restorative Dentistry;
Systemic Disease; and Temporomandi-
bular Disorders. The QRGs are available
at no cost through the internet at
https://metdental.ecepartners.com/
courses.aspx. ADA CERP-approved con-
tinuing credit also is available to both
PDP and non-PDP dentists via this site;
and over 35,000 credit hours have been
awarded since 2001. QRGs also are 
used to educate dentists and their staff
members when in office assessments or
practice self assessments identify practices
at variance with network standards. 

As noted in the introduction, several
developments over the past two decades
have intensified demands for greater
measurement and accountability in 
the field of health care. Health services
research has produced compelling 
studies that raise important questions
regarding quality of care (Shine, 2002).
Concerns about the continuing escalation
of healthcare costs have led to proposals
for systematic health care reform
(Commission on a High Performance
Health System, 2007; Thorpe, 2007).

Although the ultimate impact of these
forces on the delivery of health care
remains uncertain, most anticipate that
greater emphasis on measurement and
management will be integral to future
health care arrangements (Shine, 2002). 

History suggests that the initial
thrust of these efforts will occur predom-
inantly in healthcare sectors outside of
dentistry. However, related efforts are
beginning to gain attention within the
oral healthcare sector. One recent 
example relates to identification of core
measures to be used throughout the U.S.
to assess the performance of programs
charged with providing health benefits,
including dental care, for children
enrolled in Medicaid and the Children’s
Health Insurance Program (AHRQ,
2009). Another initiative that is just 
taking shape with leadership from 
representatives from private and public
stakeholders is a Dental Quality Alliance
(DQA). An announcement summarizing
the ADA’s decision to participate in the
DQA noted that “the ADA considered the
impact such a group could have on the
profession’s responsibility to monitor
and regulate itself” and concluded that
such steps are necessary for the profes-
sion to maintain its longstanding
leadership role in quality assessment
and improvement (Furlong, 2009). 

Moreover, it is increasingly apparent
that health care purchasers and payers
are determined to know what they are
purchasing and assess its value. They
intend to use data to select and reward
provider organizations and caregivers;
and they intend to use the best data
available to evaluate performance and
influence health care delivery (O’Leary,
1993). The processes and results
described in this paper represent the
efforts of one large dental benefits plan
to respond to those marketplace
demands. Additional findings from 
these office assessments and details
about the steps taken to address practice
performance issues are beyond the 

scope of this paper and will be described
in subsequent publications. 

Current approaches to assessing 
outcomes of care and structure-process-
outcomes linkages have been constrained
by systems and technical factors which
include but are not confined to the 
following: limited use of electronic
patient records in dental practice; delays
in implementing a universal dental 
diagnostic coding system; relatively little
investment in the development and use
of psychometrically sound instruments
and data collection mechanisms for
assessing consumers’ feedback about
care provided by individual practitioners,
programs (e.g., Medicaid, CHIP, com-
mercial benefits plans) and different
approaches to financing and delivering
oral health care. However the combina-
tion of technological advances and
recent policy developments have created
incentives and resources aimed at estab-
lishing or transforming systems that will
facilitate access to quantities and types 
of outcome data that heretofore have 
not been available (Kocher et al, 2010).
Access to such data will undoubtedly fuel
the development of new methods for
assessing and improving oral health care
practices and systems of care. ■
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Alexander J. Schloss, DDS

Abstract
Ethical dilemmas are becoming increasingly
common in dentistry and periodontics.
Clinicians, challenged with such dilemmas,
may not know how to apply the appropriate
moral reasoning needed to resolve these
situations especially when any of the five
fundamental principles of ethics that form
the foundation of the American Dental
Association Principles of Ethics and Code
of Professional Conduct—patient autonomy,
nonmaleficence, beneficence, justice, and
veracity—come into conflict with each
other. The author describes one clinical
case that presented with an ethical 
dilemma. An analytic framework, used in
medicine, is introduced and used to solve
the clinical case on whether to proceed
with periodontal surgery on a patient who
is not aware of his terminal prognosis from
metastatic prostate cancer. Upon using 
the analytic framework, recommendations
are made on the ethically appropriate path
for the periodontist to follow in providing
care for the patient’s periodontal problem
consistent with the principles of patient
autonomy, respect for persons, and veracity. 

Treating a Patient with a Terminal Prognosis

A Systematic Format for Resolving Ethical
Issues in Clinical Periodontics
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Because of advances in medical
technology, ethical dilemmas in
medicine are an everyday occur-

rence and are becoming increasingly
common in dentistry. Accordingly, the
American Dental Association’s Principles
of Ethics and Code of Professional
Conduct has promulgated five funda-
mental principles of ethics that can be
used by dentists to resolve ethical dilem-
mas connected to clinical cases. These
principles are—patient autonomy, non-
maleficence, beneficence, justice, and
veracity. In addition to providing dentists
with these principles, the Journal of the
American Dental Association presents
a monthly discussion of issues of ethics
related to dentistry in order to provide
dentists with a better understanding of
how to apply these principles in their
professional lives in a manner consistent 
with the high ethical standards of the
profession. Because of the increasing 
frequency of ethical problems in clinical
dentistry, it is important that periodon-
tists, and all dentists, develop skills in
recognizing ethical problems and under-
stand how the principles of bioethics 
can be used to resolve them (Rule &
Veatch, 2004).

Farah and colleagues (2004) propose
that the “goal of ethics is to replace 
case-by-case intuitions with principled
decisions.” Ethical principles help disen-
tangle uncertainties when intuitions
vary from person to person. The success
of an ethical analysis depends on its 
ability to apply principles in a consistent,
systematic framework that brings clarity
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to cases of uncertainty.
There has been limited reporting 

of ethical issues in the journals of the
American Academy of Periodontology
and such discussions have been limited
to issues of research ethics: Many issues
of research and regulatory ethics were
discussed at the 1996 Joint Symposium
on Clinical Trial Design and Analysis in
Periodontics and reported in 1997 in 
the Annals of Periodontology. Using a
PubMed search of the first one hundred
listings of the MeSH words for common
ethics terms, the author could find no
presentation of an appropriate format
for clinicians to use in analyzing ethical
dilemmas in clinical cases in the journals
of the AAP or the ADA. [A systematic
approach for addressing ethical dilem-
mas was presented in the autumn 2011
issue of the Journal of the American
College of Dentists. Workshops for prac-
titioners are regularly presented at the
ACD convocation. The College also has a
range of online resources for managing
ethical problems on its website at
www.dentalethics.org. —Editor]

A Structure for Analyzing Dilemmas
In journals of clinical ethics, systematic

formats have been presented for use by
clinicians in resolving cases with ethical
dilemmas. Bioethicists Rhodes and
Alfandre (2007) have developed a sys-
tematic methodology to help medical
clinicians use moral reasoning to guide
problem-solving when confronted with
ethical issues. Rhodes and Alfandre 

suggest the following step-by-step guide
on how to approach a clinical ethical
problem:
• Collect all relevant data that could

help to resolving your question.
• Identify the basic principles involved

and explain how they relate to 
the case.

• Consider whether principles conflict
in this situation or whether there is
uncertainty about what a particular
principle directs you to do.

• Formulate a question that reflects 
the conflict, if one is detected. 

• Decide which principle should have
priority in this case and support that
choice with factors relevant to the
case or find an alternative that
avoids the dilemma. 

• When uncertainty persists, note
whether there is some missing 
information that would help you to
resolve the dilemma. Which informa-
tion? How will it help to resolve 
the dilemma?

• Evaluate your decision by asking if it
is what a consensus of exemplary
doctors would agree to do.

• Plan the practical steps that you
should take, focusing on the details
of the case and the future issues that
you foresee.

Bioethicists Orr and Shelton (2009)
have proposed a format for analysis and
reporting such ethical dilemmas. Upon
gathering all relevant demographic
information (patient’s name, date of
birth, contact information, and source of
information), the clinician should docu-
ment an ethics question, a narrative, 

43

Journal of the American College of Dentists

Issues in Dental Ethics

Because of the increasing

frequency of ethical problems

in clinical dentistry, it is

important that periodontists,

and all dentists, develop 

skills in recognizing ethical

problems and understand

how the principles of

bioethics can be used to

resolve them.

516602_Text:jacd  10/9/12  10:05 PM  Page 43



an assessment, a discussion, and recom-
mendations for resolving the dilemma.
The ethics question captures the exact
dilemma confronting the clinician. The
narrative presents the medical and social
history, the patient’s values and wishes,
and when relevant, the wishes of the
other healthcare professionals treating
the patient and also when relevant, the
contrary wishes of family members. The
assessment is a brief synopsis of both 
the clinical situation and the ethical
issue. The discussion entails two parts:
first, it clearly states the clinical ethics
principles relevant to the issue in question
and it then identifies the consensus on
the issues specified in the assessment;
and second, it applies these principles to
the issue in question to help the clinician
resolve the issue. Finally, the recommen-
dations section gives the clinician a
strategy and coherent plan for moving
forward in providing treatment. It is
important to emphasize that the recom-
mendations section lays out boundaries
of both permissible and impermissible
actions for the clinician. This ethical
analysis should be documented in the
patient’s record. This format is summa-
rized in the following list:
• Collect all demographic information.
• Formulate an ethics question.
• Present a narrative of the patient’s

medical and social history, including
the patient’s values and wishes.

• Present a brief assessment of the clin-
ical situation and the ethical issue.

• Present a discussion of the ethical
principles relevant to the issue in
question, identifying the priority
principle and apply that principle to
the issue in question. 

• Present recommendations providing
a coherent path for moving forward.

The Rhodes and Alfandre model
allows the clinician to approach the 
ethical dilemma from the perspective of
classical bioethics, thus enabling the 
clinician to identify and apply principles
of bioethics to resolving the dilemma in
the case in question. The Orr and
Shelton model provides the clinician
with a narrative format for documenting
all discussions in the patient’s record. 

An Example of Analyzing a Dilemma
The following is an analysis of a 
clinical case with an ethical dilemma
patient presented for treatment in 
private practice. 

CLINICAL ETHICS CONSULTATION

Patient: AN 
Attending physician: Dr. Oncologist
Request: Dr. Periodontist 
Date: April 2, 2010

QUESTION:
Should we proceed with periodontal 
surgery on this patient who is not aware
of his terminal prognosis? Who is the
appropriate decision-maker?

NARRATIVE: 
This 51-year-old male with known 
periodontal disease for many years
returned to arrange out-patient 
periodontal surgery. During the 
consultation, Mr. N stated that since 
he had last seen his periodontist for a

dental prophylaxis eight months earlier,
he had been diagnosed with adenocarci-
noma of the prostate with metastases to
the sternum. Mr. N said that his oncolo-
gist had recommended chemotherapy
with intravenous Zometa, to begin in
three weeks. Mr. N. stated that Dr.
Oncologist had also said that one of the
possible side effects of Zometa is
osteonecrosis of the jaw for untreated
dental disease. The patient told the
oncologist that he had a long history 
of periodontal disease for which he 
had always refused the periodontist’s
recommendation of periodontal surgery.
Dr. Oncologist then strongly recom-
mended that he seek treatment for the
periodontal disease prior to commence-
ment of chemotherapy. 

To determine the severity of the
periodontal disease, Dr. Periodontist
took a new full-mouth series of radi-
ographs and did a comprehensive
periodontal examination (American
Academy of Periodontology, 2011). He
also administered a prophylaxis. A
review of his medical history showed
that Mr. N had two coronary stents in
addition to quadruple bypass cardiac
surgery. His cardiologist was treating
him with Plavix, aspirin, and Carvedilol,
and Mr. N stated that his cardiologist 
recommended a regimen of amoxicillin
500 mg four times per day for one week
following any oral surgery.

Mr. N told Dr. Periodontist that, “I
want maximum periodontal treatment
so that I will have my teeth in ten years,
and I need to complete this treatment
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within the next three weeks.” When
asked about his cancer prognosis, he
said “I expect to be back at work as soon
as I complete the chemotherapy.” 

The dental examination revealed
that Mr. N had a full dentition except for
missing all third molars, his maxillary
right second molar, his maxillary right
central and lateral incisors, and his 
maxillary left central incisor. He had a
six-unit fixed bridge extending from
canine to canine to replace his missing
incisor teeth. Mr. N’s periodontal status
was diagnosed as moderate to severe
chronic periodontitis. The maxillary
right first premolar had a hopeless 
prognosis and the maxillary left second
molar had a questionable prognosis with
severe bone loss around the disto-buccal
root. All other teeth had a good long-
term prognosis. When Mr. N asked 
about saving the hopeless tooth and the
questionable tooth, Dr. Periodontist said
that keeping the hopeless tooth would
put him at constant risk for infection
and the questionable tooth could be 
kept by removing the disto-buccal root
followed by endodontic therapy.

Based on the information obtained
during the comprehensive periodontal
examination, Dr. Periodontist was 
uncertain about Mr. N’s cancer prognosis.
With the patient’s permission, he called
the oncologist. Dr. Oncologist stated 
that Mr. N’s life expectancy with chemo-
therapy was six to twelve months, and
though the oncologist had not shared
this information with the patient, she
had informed the patient’s wife. The
patient’s wife told the oncologist that

her goals of treatment were to slow the
spread of the adenocarcinoma and 
maximize patient comfort. Accordingly,
Dr. Oncologist had recommended pre-
chemotherapy periodontal treatment to
minimize dental issues that may cause
end-of-life discomfort. The patient’s wife
told Dr. Periodontist that treating the
dental issues would help foster the
patient’s hope that he would defeat 
the cancer. 
ASSESSMENT:
This patient has a terminal cancer 
prognosis and will start chemotherapy in
three weeks. He has serious periodontal
issues that may be exacerbated by the
chemotherapy that could cause signifi-
cant end-of-life oral discomfort if the
periodontal disease is left untreated.
Without knowing about his terminal
prognosis, the patient consented to 
periodontal surgery. The patient’s wife
also consented to the periodontal surgery.
Dr. Periodontist wants to know if he
should proceed with the surgical treat-
ment based on this consent process. 

DISCUSSION:
According to the bioethics consensus
statements published by the American
Hospital Association (Wilson et al, 1993),
the following precepts of bioethics are
relevant to this case:
• The goals of medical care are to cure

disease, restore function, eliminate
suffering, and prevent illness. 

• The competent and informed patient
has the right to refuse (or accept)
any form of treatment, regardless of
whether he or she is terminally ill. 
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If a patient is to give informed con-
sent or refusal to treatment, he or she
must have decision-making capacity; the
information about the treatment that a
reasonable person would need to make a
decision; the ability to comprehend the
information; the knowledge regarding
treatment alternatives and the risks and
benefits of all treatment options; an
understanding of the implications of
refusing (or accepting) all treatment;
and voluntary action without coercion. 

For a patient to have decision-making
capacity, he or she must be able to
understand the need for treatment, the
information given about treatment alter-
natives and the implications of receiving
or refusing treatment, and must have
the ability to relate that information to
personal values and then to communi-
cate a decision. 
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If a patient lacks decision-making
capacity, a family member or significant
other may act as the patient’s surrogate. 

This patient’s oncologist had made 
it clear to this patient that he needed 
periodontal treatment prior to starting
chemotherapy with IV Zometa in order
to minimize the risk of dental infection
and avoid potential suffering from
osteonecrosis of the jaw. Accordingly,
this patient voluntarily sought treatment
from his periodontist. It is universally
accepted that physicians and dentists
may not render care to patients without 
their informed consent. This places a
responsibility on doctors to ensure 
that their patients have given a valid
consent before proceeding with care. 
Dr. Periodontist’s ability to ensure that 
this consent process was valid was com-
promised by the patient not knowing
that he had a terminal prognosis. Dr.
Periodontist was faced with an ethical
dilemma—the principle of veracity had
been compromised.

This patient and his wife were 
given information about the patient’s
periodontal disease and the risks and
benefits of treatment. The patient under-
stood the implications of both accepting
and refusing the recommended treat-
ment and he was able to apply the
information given to him to his value
system—the patient placed a priority on
having functioning (and asymptomatic)

teeth in ten years. Both the patient and
his wife communicated their consent to
Dr. Periodontist. This patient’s under-
standing and appreciation of his
periodontal problem as related to his
adenocarcinoma, is sufficient such that
his decision-making capacity should be
affirmed and respected. However,
the premise upon which the patient’s
consent had been given was not valid.
This patient had not been given informa-
tion that a reasonable person would be
expected to want to know to make a
decision about proceeding with peri-
odontal surgery. He did not know that
he had a terminal prognosis, and knowl-
edge of such a prognosis might have a
significant impact on his choosing to
accept or reject the recommended surgi-
cal therapy. Proceeding with periodontal
surgery under these conditions would 
be disrespectful of the patient and would
thus be a violation of the principle of
veracity. According to the American
Dental Association’s Principles of Ethics
and Code of Professional Conduct, 
the principle of veracity “expresses the
concept that professionals have a duty to
be honest and trustworthy in their deal-
ings with people. Under this principle,
the dentist’s primary obligations include
respecting the position of trust inherent
in the dentist-patient relationship, 
communicating truthfully and without
deception, and maintaining intellectual
integrity.” It would be ethically inappro-
priate for Dr. Periodontist to proceed
with periodontal surgery based on a
faulty consent process. It would also be
ethically inappropriate for Dr. Periodontist
to proceed with surgical treatment based

on a fully-informed surrogate decision-
maker’s (the wife) consent when the
patient has decision-making capacity.
Though the wife is a well-meaning 
surrogate decision-maker, she has no
decisional authority as long as her hus-
band retains decision-making capacity.
The wife’s desire that Dr. Periodontist
proceed with periodontal surgery with-
out informing the patient about his
terminal cancer prognosis, in order to
foster the patient’s hope that he would
defeat the cancer, though well-meaning
is a deception that would compromise
the trust inherent in the dentist-patient
relationship. It is the goals of the patient
with capacity that are determinative 
of Dr. Periodontist proceeding with the
surgical treatment.

For Dr. Periodontist to proceed with
the recommended surgical treatment, 
it is necessary for the patient to know
that he has a terminal prognosis and to
give consent to the surgery based on
that knowledge. It is Dr. Periodontist’s
responsibility to take whatever steps are
necessary to ensure that the patient is
fully informed.
RECOMMENDATIONS:
The appropriate decision-maker in 
this case is the patient. It would be ethi-
cally appropriate for the Dr. Periodontist
to rely on the fully-informed patient 
to make specific decisions about 
his treatment.

As the patient has decision-making
capacity, his autonomy should be
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respected and it would be ethically inap-
propriate for Dr. Periodontist to proceed
with periodontal surgery based on the
consent of the patient’s wife (the fully
informed surrogate decision-maker.)

It would be ethically appropriate for
Dr. Periodontist to suggest to Dr. Oncologist
to have a candid conversation with the
patient regarding the patient’s terminal
prognosis prior to commencing the 
indicated periodontal surgery.

Conclusions
Advances in medical and dental tech-
nology have increased dentistry’s 
understanding of the diseases that affect
the oral cavity and their relationship to
total patient health. The technology has
also helped us provide new products and
services to our patients that would have
seemed like miracles just one generation
ago. The advent of this technology has
also brought ethical issues to the every-
day practice of dentistry. Issues such as
patient autonomy, respect for persons,
veracity, beneficence, competence, and
decision-making capacity, have entered
the daily practice of dentistry. The
author presents such a format, adapting
it from a widely used format used by
clinical ethics consultants in resolving
issues of ethics in medicine. 

A clinical periodontal case, with
issues of patient autonomy, decision-
making capacity, and veracity, has been
presented and analyzed using the widely
used Orr-Shelton model for analyzing
clinical cases with ethical ramifications.
This model, when used by the clinician,
insures that a thorough investigation

into relevant questions of ethics has
been conducted so that a morally appro-
priate course of treatment is provided by
the clinician to the patient. It is hoped
that periodontists and dentists can 
utilize this framework when confronted
with cases having ethical concerns. ■
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Abstract
Practice is fundamentally built on a sense
for what is the case. Ideally, there is a 
scientific or at least rational overlay. But
practice is inescapably grounded in flash
judgments made by professionals trained
to do so. There is virtually no scientific 
literature about this most basic type of
clinical knowledge. Sensing is instanta-
neous, uncensored, never in doubt,
meaningful, and emotion-laden. It grasps
relationships as a whole pattern, with 
no moving parts. When it is put into words
or when justifications are offered, these
are add-ons that are not part of the 
original sensing. The way we navigate in
the world is often a sandwich of sensing,
then thinking, then sensing. We can even
“know” in both ways at the same time, 
but the result is not always harmonious.
For example, rational activity is impaired
by distraction, but sensing is not and there
are gaps between what we sense and
what we report about what we sense. 
In general humans are spontaneously 
non-objective; over-diagnose the likelihood
of complex conditions; misremember things
in the past in self-serving ways; express
too much confidence in what we think we
know; make too optimistic estimates for
project completion; and ignore baseline
information when given even faulty bits 
of partial evidence. Professional judgment
is often inaccurate, compared with 
objective alternatives, but professionals
seem to prefer it that way. 

We hear so much today about
dentists not being scientific
enough that we overlook the

essential role of professional judgment.
This essay is an apology for the look 
and feel of practice, those things experi-
enced practitioners know because they
“sense” them.

Dentists are continually looking to
get the sense of the situation. Whether
the crown fits, whether the dark spot on
the radiograph is a lesion, even whether
the patient will come back for a second
appointment. These are all judgment
calls. Dental students can do health his-
tories, charting, and diagnostic workups
by the end of their second year in school.
Practitioners continue to sharpen their
diagnostic acumen based on years of
experience. The literature and its rational
application helps. But it is not a substi-
tute. No dentist every practiced very long
or very well without good judgment.
And the best of them have honed their
dental sense.

Aristotle offered two definitions of
man, only one of which is correct. The
definition circulating among academics
is that man as a rational animal. It
would be closer to the truth to say man
is a rationalizing animal, quite adept at
thinking up something to say after we
have decided about things. But we are
not Homo rationalis. Our species is
Homo sapiens. We are the wise creature,
not the thinking one. The wisdom, the
sapience, of being a master practitioner
is to know which features in the
patient’s mouth matter most and when
the job has been well done. It is not a

matter of evidence about this technique
or that material. It is all about reading
the lay of the land. Aristotle’s alterative
definition, the one that does work, is
that man is a featherless biped.

I will use the terms “sensing” and
“judging” more or less interchangeably
to refer to the instantaneous recognition
of situations, including the simultaneous
grasping of what the situation means.
The human brain does not see, think,
and then assign meaning to what it
comes to recognize. The correct order is
seeing and judging as a single act, with
rational manipulations coming later, if
at all. We see the world as making sense
or not and there is an emotional dimen-
sion in every perception. There is no
“because” in sensing, but there is always
a “therefore.” We already know what is
good and bad, useful or problematic,
good enough or in need of consideration
before we think about it. In fact, that
instantaneous value-laden perception is
what determines whether we need to 
go farther and think about things at all.
Most of the time, we get on quite well 
in life without calling in the heavy 
cognitive apparatus. Sensing takes place
in the 10 to 100 microsecond range. To
produce anything like a logical thought
requires from 100 microseconds to 10
seconds. Whoever first talked about 
love at first sight knew a thing or two.
Whoever thinks patients do not form
instant judgments about their oral 
condition or the dentist is mistaken. And
good dentists know beautiful restorations
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when they see them. It is a sign of 
inadequate professional maturity to 
have to ask why one case is magnificently
handled and another is questionable.

It is fashionable these days to 
discuss and teach ethical reasoning as a
complex skill on a par with scientific
reasoning. It is always possible to labor
over alternative interpretations and 
principles for as long as anyone remains
interested. But for the most part, we
sense immediately what is right and
good. Generally we get most of our
moral work done at the sensing level,
and only engage reflection when we hit
the rare rough spot or when we are in
artificial circumstances where we are
talking about ethics instead of actually
being moral. 

We Literally See Meaning
I am reminded of a cartoon about a 
dentist preparing to administer a local
anesthetic. The patient is gripping the
arms of the chair. The caption reads,
“Don’t worry, it will just feel like pain.”

One of my professors in graduate
school was Jerome Bruner. He was well-
known as an educational theorist, but
some of his early research was in the
relationship between perception and
value. He constructed a small booth
where a circle of light could be projected
on a screen, with the size of the image
being controlled by a lens connected to 
a dial. Children in the study turned the
dial to adjust the size of the projected
image. Their job was to match the size of
various circular objects they were shown
by controlling the size of the projected
image using the dial.

First the subjects were given various
grey circles to match, ranging in diameter
from about half an inch to just over an
inch. On the whole, this was an easy
task, with only a slight tendency to over-
estimate the size of the largest disks. But
when subjects were asked to continue
the experiment by estimating the sizes 
of various coins—from a dime through a
fifty-cent piece—systematic distortions
emerged. Of course the coins were exactly
the same sizes as the grey disks whose
size was accurately judged before, but
something new had been introduced.
There was exaggeration across the
board. The penny was seen as larger
than the grey disk which was the same
diameter as the penny. But the distortion
was even greater for the dime. The 
fifty-cent piece was consistently and
noticeably enlarged. And children from
the poorer neighborhood of Roxbury in
central Boston simply “saw” all the
money as being physically larger than
did the children from the relatively 
better off suburb of Cambridge.

Bruner’s observation that physical
perception is value-laced and dependent
personal characteristics has been repli-
cated so often now in research that no
manuscript showing this effect would 
be worthy of publication. This is also
consistent with common experience.
Running one’s tongue across the space
where a tooth has been extracted can
give the impression of a gap of enormous
size. When I returned at age 60 to the
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house I grew up in, I was struck by how
small the front yard seemed. Being
assigned to mow it as a child seemed like
a life sentence to hard labor. The patient
complains that she was treated “rudely”
by the office staff; the dental team is
shocked by this accusation. The dentist
envisions a functional masterpiece in 
the case presentation; the patient hears
cost and inconvenience. It would be
beside the point to ask for “neutral”
descriptions of the facts or to ask whose
perception was the real one.

The big and obvious point is that
people interpret situations based on
their own experiences and needs and
that they respond to the world as they
see it, not the world as others see it.
Professionals who have spent years 
perfecting a specialized way of seeing
the world recognize some things much 
better than others and systematically
overlook alternatives. But there is a
deeper lesson in Bruner’s little demon-
stration. In the discussion section of the
paper where this study is reported,
Bruner makes much of the fact that
there was no verbal dimension in the
children’s assessments of size. In fact,
children were never actually asked to 
say how big the disks or coins were.
Everything remained at the perceptional
rather than the rational or cognitive
level. Bruner was dealing with sensing,
not with reasoning. 

It would be possible to address a 
different question: what is the diameter
of a quarter? There are undoubtedly a
few people (those who collect coins or
work in mints) who know the answer 
to that question. It might be possible to
find this kind of information through an
Internet search. Coins can actually be
measured, although that opens the door
to debates about tolerances in measure-
ment. There are no bare facts. There are
conferences devoted to ensuring that the

definition of the meter that is housed in
Paris continues to be what we think it is.
So-called scientific objectivity is the
result of a process, not the ground level
givens of experience. 

Whole Patterns
Our rational mental processes make
comparisons among several impressions
of what we see and even across modalities
including what we were expecting to
see, what we saw before, what we hear
or smelled, and many other inputs. We
use short term memory to take things
apart and reassemble them and even to
bring in previous knowledge or consider
what is not but might be. Rationality 
has at hand, in case it is necessary, the
capacity to compare counterfactuals—
what has never been sensed before but
might be the case under various hypo-
thetical conditions. That is why thinking
takes so much longer than judging and
why some of us seem to lose our sharp-
ness in thinking as we get older. 

Sensing operates on a different 
principle. There are no moving parts in
sensing. We either see the whole picture
at once or we do not. The very stern
British Prime Minister Margaret Thatcher
was convinced that her way of succeed-
ing in the world would suit everyone else
just fine. Her detractors circulated the
story that she had assigned one of her
protocol officers the duty of explaining
jokes to her. Those who find even the
slightest bit of humor in this will realize
that humor is all about judgment and
not about reason. If one has to have the
joke explained, it is not a joke.

Dentists know what various impres-
sion materials feel like, they see a
beautiful smile line, they recognize a 
difficult case. These judgments often
cannot be put into words; often when
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they are, the true sense of what is
involved is shifted. Diagnosis can be
taught as a rational and rule-based
sequential and logical process. It is prob-
ably most often practiced as pattern
recognition. We say, “This sense of the
facts is a better fit than the alternatives.”
One sees it or one either misses the 
point or has to accept it on rational faith.
One may be called upon to give a verbal
explanation of one’s judgments, but the
order is always judgment first, justifica-
tion after the fact, if at all. 

Occasionally sensing and rationali-
zation do not match. I have watched a
number of times in preclinical lab as 
faculty members help students who were
struggling. They take the typodont and
in a few quick moves accompanied by a
brief description, they produce what the
student had been trying so long and so
unsuccessfully to accomplish. The faculty
member walks away in triumph, but 
the student remains perplexed. Even I, a
non-dentist, could see that the verbal
explanation did not match the gestures.
Doing dentistry and talking about doing
dentistry are not exactly the same thing.
At the school where I teach, we eventually
stopped inviting prominent dentists to
lecturer on practice management. The
two talents did not always align: running
a good practice and telling a good story
about running a practice.

A psychologist who has studied the
“all at onceness” of judgment is University
of Chicago professor Christopher Hsee.
He asked subjects in one of his experi-
ments to imagine they were music majors
with between $10 and $40 to spend in 
a bookstore on a music dictionary. 
Some of the subjects were offered a used
dictionary, published originally in 1993,
with 10,000 entries that was in like-new
condition. On average, subjects said they
would pay $24. Other subjects were
offered another dictionary, published in
the same year, with a slightly torn cover
and 20,000 entries. This group, who

only saw the larger dictionary with the
torn cover, was prepared to part with
$20 for the book. Most people have 
experience with books that have torn
covers and those that do not, and they
prefer those in better condition. This was
reflected in the price respondents were
willing to pay. Very few people have any
notion how many entries should be in a
good music dictionary. In consequence,
this dimension of the judgment carried
little weight.

The interesting question is what 
happened in Hsee’s study when subjects
are allowed to do a little comparison
shopping. When offered both dictionaries
side by side, subjects priced the larger
dictionary with the torn cover at $27.
That is more than either dictionary in
the no-comparison case. The “like-new”
dictionary with half the number of
entries dropped in value to $19. That is
less than either dictionary in the no-
comparison case. When there is a way to
“see” the difference in content it becomes
“relevant.” It ceases being a meaningless
feature of the general context and becomes
a meaningful part of the foreground.

It would be a mistake to explain this
effect by saying that the subjects had
sharpened their pencils and figured out
the better deal. The subjects who priced
the pair of dictionaries were not the
same subjects who priced each separately.
In all cases these were value perceptions.
The difference is that the perceptions
were of two different worlds: one con-
tained a relationship that was not present
in the other case. Subjects saw the rela-
tionship more so than calculating it.
They saw the difference that was not
there to be seen in the first case. It is still
an open question whether insects are
smart enough to know that frogs have
eyes that are a bit vague about distinguish-
ing direct objects but are magnificent 
at detecting motion. But this is a fact 
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about the way frog’s optical systems
work. Smart insects have a better chance
of hiding in plain sight, if they just keep
still. The frog is better at seeing changes
in things than at seeing things themselves.

Sensing-Thinking-Sensing
Judgment provides the basic material for
rational thinking. We may say that the
undefinable grimace on the patient’s
face does not look like the expression 
of a satisfied customer and then go 
off ransacking our brain for possible
explanations. After trying a few things,
we recognize that the patient is more
relaxed. This is a sensing-thinking-
sensing sandwich. A judgment is always
the start of a computer search in the 
evidence-based literature. And the final
step in the process is also always a 
judgment—“I have what I need” or “Oops, 
I wasn’t watching the time”. Mathema-
ticians may develop a 60-step proof. But
the first step is curiosity and the final
one is satisfaction. 

It is possible to “know” something 
in the direct way of sensing it and at the
same time to know it as the conclusion
of a rational process. A dentist may sense
the correct shade match for a veneer or
may calculate it by means of rules or
may simply read it off the electronic
gadget. Consider the famous Müller-Lyre
illusion shown below.
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We can simultaneously “see” the 
top horizontal line as longer than the
horizontal line below it and also “know”
that the two lines are the same length
because we have been fooled by this 
illusion before. This should be proof
enough that there are two processes—
the instantaneous sensing and the
superimposed rational evaluation—
operating when we try to make sense of
the world we encounter. A practitioner
may know what the EBD literature says
and at the same time know it is better
not to follow those recommendations.
But both sensing and rationation can 
be wrong. Get your ruler out. The hori-
zontal line on the bottom really is, in
actual objective fact, longer than the 
horizontal line on top. The rest of this
essay will be devoted to a light sampling
of what research has been able to tell 
us about the relationship between the
world we sense and what we think
about the same world.

Interpreting Judgment
Strange to tell, our judgment system 
can always make sense of the world at a
glance. The errors enter when we start
thinking about what our judgments
mean. Fatigue, hunger, and other 
distractions compromise our rational
activity. They pull attention away from
monitoring the most important things.
We misinterpret and misunderstand. 
Our sensing self goes on as normal. 

Psychologists like to do studies
where they distract subjects to see what
activities are compromised. A favorite
technique is to require some subjects to
perform a task while trying to recall a

nine-digit number. In one example, sub-
jects play a game with both cooperative
and competitive features. They are then
asked to decide on how to divide the pot
of winnings from the game, including
the possibility of shortchanging either 
or both their fellow players and the
“bank,” represented by the experimenter.
Subjects who must come to agreement
on the division of the pot while distract-
ed by remembering a nine-digit number
invariably go for the “everyone gets
equal shares” solution. Those given the
time and freedom to indulge in a little
mischief, are more likely to discover
justifications for cheating. It has been
suggested on the basis of this research
and other studies like it that morality—
sensing intuitively what is fair—is a 
matter of whole-piece instant judgment
and that ethics—finding justifications 
for special circumstances that play in
one’s favor—is a rational process.

Judgment is never stumped. If the
world seems to be asking a question that
is too difficult, it instantly substitutes a
challenge that is easier. If asked to tell
whether one object feels heavier than
another, the mind always comes up with
an answer. When looking in the mouth
of a patient who has been abused by a
previous dentist, the sense that some-
thing is wrong is spontaneous. It is the
rational censor that prompts us to substi-
tute a different question, something like
“what can I say about the sense I am get-
ting that will not be embarrassing in the
future.” When we express uncertainty or
a desire to withhold our opinion, it is the
rational part of us talking. Our sensing
part has already made up its mind.

The problem comes when judgment
is reported out. The rough spots have to
do with being asked to describe judgment,
to compare it with other judgments, to
recall or predict, to say how confident
we are in our judgments, or to use it as
the basis for a choice. Although we can
answer questions such as how tall would

Ralph have to be in order to be as tall as
Mable is intelligent, or how much should
be charged for this difficult case, we are
not very good at it.

Trouble with Objectivity

Neurologically, judgment takes place 
distributed across the cortex with partic-
ular connections to the amygdala and
the prefrontal cortex. That means that
judgment is reaching out to the emotion-
al centers of the brain and, at the same
time, to the part that tracks what we
value. It sees the world in terms of
whether it poses any challenges to us. 
All that is really necessary is a signal.
Everything is fine or something poten-
tially disturbing or threatening is
happening that required a change of
course. The thinking part of the brain
gives an understanding of what the
threatening situations is and what 
might be done, but it is activated first 
by judgment.

Mr. C and Mr. T share a cab to the
airport following a meeting. The traffic
is horrid because of a demonstration in
the center of town and an accident just
before the freeway. The travelers are
scheduled on different flights, but both
leave at half past the hour. They sprint to
the gates, but it is hopeless. They are 30
minutes late. Mr. C learns that his flight
left as scheduled. Mr. T finds out that his
flight was delayed for technical reasons
and just left five minutes ago. Who is
more upset? 

Trouble with Diagnosis

One of the most famous and often cited
studies in this field is simply called
“Linda.” That is because there is a little
story that goes along with it describing 
a college student named Linda. She is
pleasant, pretty good with numbers,
active in student protests, and hard
working. Subjects are asked to rank order
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the likelihood that statements such as
“Linda lives in California”, “Linda is a
bank teller”, or “Linda is active in the
feminist movement and is also a bank
teller” are true. There is no requirement
to actually express probabilities as a
number, just ranks. Almost all individuals
rank the chances that Linda is a bank
teller and active in feminist causes higher
than either that she is a bank teller or
that she is active in the feminist move-
ment. Think about it for a minute. It is
logically impossible that the conjunction
of two probabilities can be greater than
either of the probabilities that go into it.
That would be like saying that it is more
likely that a patient is a gay man with
HIV than that he is a gay man or that he
has HIV. Many people have tried to prove
that this is a trick, but it is only the trick
our mind plays on all of us.

Other research has shown that 
people are willing to pay more for flight
insurance to protect them against 
terrorist attacks than against all forms 
of mishaps. It is surprising to find how
many people think there were more
murders in Detroit in 1998 than in
Michigan during the same year. Many
people even believe that it is more likely
that a daughter has blue eyes if her
mother does than that both events are
equally likely. Patients get very confused
over treatment options that have more
than one part.

Our judgment assigns a probability
to various impressions. This is done
independently when there are various
alternatives because the mind gauges
roughly how likely each part of the initial
description is before the thinking equip-
ment has a chance to get involved to
start making comparisons. When we get
the further question about relationships
we add together our rough impressions
of the individual judgments. The correct
response is to multiply the probabilities,
but our minds do not work that way. As
a result we overestimate the likelihood 

of joint events. This makes diagnosis of
oral conditions that have multiple signs
rather torturous. If the general inspec-
tion of a patient’s oral condition suggests
a moderate likelihood of a condition and
the lab test comes back positive, there is
a strong pull for overdiagnosing the case. 

Trouble with Memory

The inability to manage related impres-
sions of the world as though they were
independent affects memory as well. 
We recall clusters of happenstance as
though they were inevitably related
parts of a pattern. In fact, memory is not
static and it works away subconsciously
to organize history so it will seem more
rational than it really is. We mentally
rewrite the memory narrative so it is
both easier to remember and more 
flattering to ourselves. Notes in the chart
are never as consistent as we remember
the case. Estimating the likelihood of
future events is post-dictition that is
almost always made more inevitable
than is warranted.

I may have told the story before
about the English psychologist who was
knighted for discovering the parlor
game we call “telephone.” Recall that a
straightforward message of a few words
is given to one person, who passes it
along privately to another, and so forth.
The message that comes out at the 
other end is often humorous, but never
the same as the message that started 
the sequence. 

Frederick Bartlett’s actual more 
serious research involved, among other
experiments, showing subjects a some-
what ambiguous line drawing that
might be recognized as an asymmetrical
barbell or an overly symmetrical chicken
drum stick. Each picture was labeled
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with the word “Barbell” or “Drum Stick”
at the bottom of the page when it was
shown to subjects. The picture was iden-
tical in both cases and equally likely to
be one or the other. After various time
delays, from a week to months, subjects
were asked to draw their recollection of
the picture they has seen. Independent
judges who had no idea what this was
all about sorted the drawings into two
piles: barbell or drum stick. Subjects
who saw the original picture with the
word “Barbell” under it drew figures 
that looked more like barbells—they
exaggerated the symmetry and knobbi-
ness of the figure. Those who saw the
identical drawing, but associated with
the label “Drum Stick,” made reproduc-
tions more nearly resembling a chicken
part. Repeated drawings and drawings
that took place after longer time delays
were more exaggerated. Do not be so
quick to laugh about the parlor game 
of telephone: we play it with ourselves
routinely and with the same result. 

Memory does not store an objective
image of the stimuli it encounters.
Modern brain research shows that 
memory images are actually stored as
patterns or connections in scattered
parts of the neural cortex. Recall is a
reconstruction of these distributed 
patterns. “Memory” is likely to shift
based on the purposes and needs at the
time of initial storage, intervening
events, and the purposes and needs at
the time of retrieval. Because the brain 
is lazy, or at least it acts as though there
is a premium on storage space that 
justifies consolidation, memory drifts
toward stereotypes. The training of a

master dentist includes development of
the very best stereotypes for sensing 
and recalling what is observed. 

Trouble with Confidence
One of the most surprising effects of
reporting out judgment has to do with
confidence. We are profligate. Of the
things we say we are 98% certain are
facts, only about 80% turn out to be so.
We are modest about very unlikely
events, but for the rest, we overestimate
our knowledge. In particular we tend 
of overestimate dramatic events, the
occurrence of any disease or accident
that is discussed on the news, and our
past successes. The critics who fault
practitioners who base their treatment
choice on recollections of what has been
successful in the past have a point. The
same bias exists in our recollection of
the literature.

We are especially prone to the error
of basing estimates of likely success on 
the number of past successes. We also
need to consider the times an approach
failed and the number of times other
approaches worked as well. A history of
unbroken success is actually not worth
much. As one wag put it: certainty that
we are right accumulates more quickly
than does justification for that conclu-
sion. Experts happen to be as likely to
make this mistake as are amateurs. New
information stops giving justification for
actions at a certain point. But confidence
that we are right continues to increase.

The more complex the situation we
are asked to evaluate, the more likely 
we are to exaggerate our confidence in
it. Students will inflate their projected
scores on a multiple choice exam more
than on a true-false exam covering the
same material. As the student works
through a multiple choice question, it is
apparent that something is known about
many of the distractors, even if the best
alternative is not obvious. Students give
themselves partial credit for what they
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do know even if it does not contribute
directly to their score. It is human nature
to pat ourselves on the back for what we
do know, even when it is not part of the
challenge we face. 

Trouble with Planning

A notorious case of mismanaging sense
input when converting it to thoughts is
estimating project completion. It is 
disaster to break the project into planned
small steps and estimate the amount 
of time needed for each. That inflates
the sense of control we have. We add
probabilities after we have analyzed thin
sections. And it is not uncommon for 
the likelihood of success to exceed 1.0.
The correct approach is to multiply the
prospects for each step. It is obvious that
even highly likely probabilities quickly
approach a joint probability close to 0.0
if there are several steps. 

The best method is to ask an outside 
person who has had experience with 
the type of project in general to make a
guess based on other similar projects.
Incidentally, the literature shows a 
modest correlation between project 
projections and project completion.
Those who say they will have the work
done on time are late; those who say
they will be late are very late.

Trouble with Using Evidence

Another famous experiment is called
“Tom W.” It is revealed only that Tom W
enrolled in a nearby college and subjects
are asked to estimate the probability 
that he is in one of several majors. The
chances for Tom W pretty much match
the actual distribution of enrollments of
men by major, with business topping the 
list. Later he is described as being hard
working, having a good GPA, shy, and
good with formal matters. The new task
is to assign probabilities to the chances

that Tom W is applying to various 
graduate programs. Engineering and
computer science jump to the top of the
list. Business is near the bottom. Bad
logic. One can make money betting on
business against the “egghead” special-
ties with small enrollments.

This is a classic case of using one set
of information (our vague memory of
the distribution of college students by
major in general) to get a reasonably
accurate prediction and then substituting
new information that is precise but of
rather doubtful value to get a mediocre
prediction. The appropriate approach is
to combine the two sets of information,
weighting each for its expected reliability.
There are formulas for doing this (called
Bayesian statistics), and most people can
get fairly close by a little intuitive guess
work. We simply do not do that. When
we rely on our judgment, the new picture
takes the place of the previous picture.
We are especially vulnerable to this 
problem when the test information is
vivid, concrete, precise, or something we
actively sought. When the background
information is statistical in nature, it 
has little chance.

This is called the baseline problem.
We dramatically underestimate the base-
line and place too much weight on new
evidence. There is a sense in which EBD
is inherently biased. My colleagues and 
I published a paper in the Journal of the
American Dental Association a few years
ago showing that dentists have no idea
what to do with baseline data that are
available. In that respect they are pretty
much like physicians. The typical radiol-
ogist changes his or her mind in 20% 
of the radiographs that are read twice.

Trouble with Professional Judgment

In the 1960s Paul Meehl, a friend of 
my mentor Lee Cronbach, performed a
devilish experiment. He asked clinical
psychologists to describe the most basic
rules they use in making diagnoses 
of mental patients’ disorders. He pro-
gramed these into a computer and
offered a challenge: who would be 
more accurate in diagnosing real new
patients: the clinicians themselves or 
the computer using the clinicians’ algo-
rithms? The computer won. Generations
of graduate students have done their
doctoral dissertations trying to prove
that this was a fluke. The computer con-
tinues to win about 60% of the time. Of
course we do not use the more accurate
method. That would be unprofessional.
We also continue to use interviews and
letters of recommendation for admitting
students to dental school despite their
abysmal correlation with anything. 

This is known as the Colombos effect
after a Columbia University physician
who wrote in the Journal of the
American College of Dentists in the
1960s that physicians prefer vague 
information that allows them to be in 
a privileged position to be close to the
eventual correct diagnosis without 
letting others intervene. In a word, 
professionals recognize that there are
advantages beyond objective accuracy in
using judgment and sense making.
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Recommended Reading

The selections below will be of interest
to those seeking a deeper understand-
ing of how we make sense of the world.
This is a special compilation of back-
ground material. In addition to the
popularization by Gladwell, the four
canonical texts in the “heuristics and
biases” or “System 1 and System 2” 
literature are summarized in compre-
hensive detail. The four items with
Daniel Kahneman’s name on them
are detailed notes from what is now
the standard collection. These are my
working notes and they run to 59
pages of single-spaced text summariz-
ing 2750 pages describing 157
research papers and reports. These
summaries are available from the
ACD Executive Offices in Gaithersburg.
A donation to the ACD Foundation 
of $15 is suggested for the set of 
summaries on sensing; a donation 
of $50 will bring you summaries for
all the 2012 leadership topics. 

Thomas Gilovich, Dale Griffin, and
Daniel Kahneman (Eds.) (2002)
Heuristics and Biases: The
Psychology of Intuitive Judgment.* 
Cambridge, UK: Cambridge University
Press. ISBN 0-521-79679-2; 857 pages;
about $45.
This is a classic compendium of research
on how individuals make judgments. In

42 chapters and 800 pages, the leading
researchers summarize studies showing
that human judgment, ranging from
preference for pop tunes to physician
diagnosis, follows rules of approximation
that are highly situation-specific and are
often wrong and invariably overconfident.

Malcolm Gladwell (2005)
Blink: The Power of Thinking
Without Thinking.* 
New York, NY: Back Bay Books. ISBN
978-0-316-01066-5; 320 pages; about $16.
Our brains use two different strategies to
make sense of situations: one is nearly
instantaneous and works with patterns,
the other is logical and takes longer. 
If we can control the environment in
which rapid cognition takes place, we
can control rapid cognition. On straight-
forward choices, deliberate analysis is
best. When questions of analysis and
personal choice start to get complicated
—when we have to juggle many different
variables—then our unconscious thought
process may be superior. 

Daniel Kahneman (2011)
Thinking Fast and Slow.* 
New York: Farrar, Straus and Giroux,
2011. ISBN 978-0-374-27563-1; 497
pages; cost $30.
This is Nobel Laureate Kahneman’s 
personal and popular retelling of his
intellectual journey, along with his com-
panion Amos Tversky, who died before
the Nobel Prize in Economics could be
awarded, to understand how we make
sense of the world. 

Daniel Kahneman, Paul Slovic, and
Amos Tversky. (Eds.) (1982)
Judgment under Uncertainty:
Heuristics and Biases.*
Cambridge: Cambridge University Press,
1982. ISBN 978-0-521-28414-1; 555
pages; price unknown.
This is a collection of papers, most of
them previously published in scholarly
journals, concerning the way people

actually make judgments. Most of the
papers are summaries of other published
research, so the points flow logically.
Still the reading is technical and difficult.
This line of research has become quiet in
recent years, in part due to the complexity
of new findings and, perhaps, in part
due to the unpopular nature of these
conclusions, many of which fly in the
face of our experience and certainly our
cherished views of ourselves as rational
beings. 

Daniel Kahneman and Amos Tversky
(Eds.) (2000)
Choices, Values, and Frames.* 
Russell Sage Foundation, Cambridge,
UK: Cambridge University Press. ISBN 
0-521-62749-8; 840 pages; about $45.
The decision theoretic framework is 
one where choices are made between
gambles or lotteries as interpreted by
decision makers. The classical model of
expected value calculations is not right.
Individuals make choices based on per-
ceived changes rather than the absolute
value of states. Gambles are framed, or
edited, by somewhat predictable mental
operations. True objects of evaluation
and choice are neither objects in the 
real world nor verbal descriptions; they
are mental representations. Richard
Thaler [who won the Nobel Prize with
Kahneman] includes a time dimension
in mental accounting, where emotion 
or value is related to length of time a
mental account is open. An implication
of this insight is that people can to some
extent control their own rewards and
punishments by choosing whether to
close an account or keep it open as well
as deciding when to evaluate it. The
ubiquity of framing effects demonstrates
that the human mind is not designed to
achieve coherence. Violations of invari-
ance provide a compelling reason to
separate descriptive from normative
models of choice. A common tendency 
is to frame decisions too narrowly.
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