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Strategic partnerships between academic

dental institutions and communities
Addressing disparities in oral health care

Bradford R. Johnson, DDS, MIHPE; Peter M. Loomer, DDS, PhD, MRCDC; Sharon C. Siegel, DDS, MS;

Elizabeth S. Pilcher, DMID; Janet E. Leigh, BDS, DVID; M. Jane Gillespie, PhD;
Raymond K. Simmons, DDS, DMISc; Sharon P. Turner, DDS, JD

he challenges facing den-
tistry in the first part of
the 21st century are
many and complex.
Improving access to oral
health care is widely recognized as
one of the highest priorities. The
2000 report by the U.S. surgeon
general, Oral Health in America: A
Report of the Surgeon General,
highlighted the importance of oral
health to overall health and well-
being and the urgent need to
address oral health care dispar-
ities.®* Emerging evidence to support
the connection between oral health
and systemic disease has increased
public awareness of the value of
good oral health.5'®* Academic dental
institutions should be expected to
assume a leadership role in
responding to the challenges and
opportunities identified by the sur-
geon general’s report. However,
dental institutions are operating in
an environment of declining govern-
ment support and rising costs. In
many communities, dental institu-

Background. A landmark report from the U.S. surgeon general identi-
fied disparities in oral health care as an urgent and high-priority problem.
A parallel development in the dental education community is the growing
consensus that significant curriculum reform is long overdue.

Methods. The authors performed a literature review and conducted a
series of structured interviews with key institutional and community
stakeholders from seven geographical regions of the United States. They
investigated a wide range of partnerships between community-based
dental clinics and academic dental institutions.

Results. On the basis of their interviews and literature review, the
authors identified common themes and made recommendations to the
dental community to improve access to care while enhancing the dental
curriculum.

Conclusions. Reducing disparities in access to oral health care and the
need for reform of the dental curriculum may be addressed, in part, by a
common solution: strategic partnerships between academic dental institu-
tions and communities.

Practice Implications. Organized dentistry and individual practi-
tioners, along with other major stakeholders, can play a significant role in
supporting reform of the dental curriculum and improving access to care.
Key Words. Dental curriculum; access to care; disparities in oral
health care.
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tions already assume the role of “safety net” for
oral health care provision.'**® Most dental institu-
tions today are managing a delicate balancing
act—struggling to remain financially viable (and
therefore not viewed as a liability to the parent
institution) while providing reduced-fee or uncom-
pensated oral health care to the underserved
patient population and still meeting the educa-
tional needs of their students.

A parallel development in dental education is
the growing consensus that significant cur-
riculum reform is long overdue.'®* The tradi-
tional instructional model at most academic
dental institutions has not changed in any mean-
ingful way in the past 50 years.?* Decades of
research in educational psychology support the
benefits of actively engaging adult learners in a
manner that allows for practical application of
new knowledge.??* Spencer and Jordan® outlined
several basic principles of adult
learning in health professions edu-

TRENDS|

objectives of the academic dental institution.
While it is beyond the scope of this article to iden-
tify and address all potential barriers to the
delivery of optimum oral health care, we feel that
dental institutions may be able to play an even
larger role in the provision of care to underserved
populations and, at the same time, enhance the
dental educational experience through active
engagement of students and faculty in nontradi-
tional learning environments. In particular, we
offer recommendations for the development of
successful partnerships that meet the needs of
the academic dental institution and the commu-
nity, identify impediments to the development
and implementation of partnerships, discuss
strategies to ensure sustainability of partner-
ships, and suggest how members of the local
dental community may contribute to successful
partnerships. We based our recommendations on
a literature review of current pro-
grams and on information collected

cation, including relevance, active
involvement, focus on problems,
building on previous experience and
practical applications. Moving part
of the dental curriculum out of the
traditional classroom, laboratory
and dental school clinic settings and
into community-based clinics may
improve students’ acquisition of clin-
ical skills, integration of interdisci-
plinary course material, and appre-

Can two
seemingly unrelated
problems—access to

care and the need for
fundamental changes
in the dental
curriculum—be
addressed in part by
the same solution?

through a series of structured
interviews with key institutional
and community stakeholders from
seven geographical locations in the
United States.

COMMUNITY-BASED DENTAL
EDUCATION PARTNERSHIPS

A recent survey of North American
dental institutions revealed that at
least two-thirds of U.S. and Cana-

ciation for social and cultural
aspects of oral health. Toward this
end, in 2004, the Commission on Change and
Innovation in Dental Education was established
by the American Dental Education Association to
enable dental educators, representatives from
organized dentistry, the dental licensure commu-
nity, the Commission on Dental Accreditation,
the American Dental Association Council on
Dental Education and Licensure, and the Joint
Commission on National Dental Examinations to
coordinate their efforts to improve dental educa-
tion and the nation’s oral health.?

Can these two seemingly unrelated problems—
access to care and the need for fundamental
changes in the dental curriculum—Dbe addressed
in part by the same solution? The purpose of this
article is to demonstrate how partnerships
between academic dental institutions and com-
munities can better serve the oral health needs of
the public, as well as augment the educational

dian dental school predoctoral cur-
ricula include some form of com-
munity-based clinical experience, with a median
time spent in community-based clinics of only
approximately 11 to 15 days.?>?" The trend to
increase the use of community settings for a
larger portion of the clinical education experience
is a common theme internationally and in all
health professions.?® Programs typically are devel-
oped to reach underserved groups such as rural
and low-income inner-city populations, children
at high risk of experiencing oral disease, pris-
oners, nursing home patients and other groups
with limited access to care. Clearly, many, if not
most, of these patients would not receive oral
health care without the existence of community-
based clinics and outreach programs. The student
clinicians gain improved confidence, speed and

ABBREVIATION KEY. FTE: Full-time equivalent.
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time management skills; improved communica-
tion skills; and increased cultural competency
owing to exposure to a diverse patient population.
In addition, students gain knowledge of alterna-
tive career pathways in the dental profession and
a greater appreciation for the role of oral health
care.”® In general, students express satisfaction
with their extramural experiences, and some evi-
dence suggests that these experiences have a pos-
itive impact on their understanding of ethical and
social issues related to oral health care.?-* Per-
haps not surprisingly, students find the most
value in community-based clinics that more
closely approximate a private practice setting and
less value in clinics in institutional settings (such
as prisons).?> We will expand on the potential
implications of this finding later in this article.
Even though we can agree readily that patients
served by community-based clinics will benefit as
do the students who participate in these pro-
grams,?” the advantages to the academic dental
institution are less tangible. On the positive side,
academic dental institutions have an opportunity
to raise their public visibility and image in diverse
communities while fulfilling a moral obligation to
help meet the needs of underserved populations.
This expectation is particularly relevant for insti-
tutions that receive state financial support for
their academic programs. However, some loss of
control over faculty-directed clinical education, as
well as uncertainty regarding costs associated
with running the academic aspects of community-
based education programs, including loss of clinic
revenue within the dental school, are concerns for
many dental faculty members and administrators.
(We discuss these issues later in this article.)
Several successful community-based partner-
ships have existed for decades®3¢; however, recent
interest in the access-to-care issue from philan-
thropic organizations has provided a jump-start
for 15 U.S. dental schools. Funding from The
Robert Wood Johnson Foundation, the California
Endowment and the W.K. Kellogg Foundation
resulted in the development of a program called
“Pipeline, Profession, and Practice: Community-
Based Dental Education.” The funding agencies
selected 15 dental schools to participate in a five-
year program designed to reduce disparities in
access to oral health care.?” The program’s objec-
tives state that senior dental students will spend
at least 60 days per year treating patients in a
community-based clinic; the dental school will
provide didactic and clinical courses to prepare

1368 JADA, Vol. 138 http://jada.ada.org October 2007

students for community experiences; and recruit-
ment of underrepresented minority and low-
income students will increase.

Participants in this program already have pro-
vided care to thousands of low-income patients
through 247 community-based clinics (further
information is available at “www.dentalpipeline.
org”). At the end of the five-year grant, the
schools’ programs are expected to be sustainable
without continued external support. Financial
sustainability of community-based partnerships
is one of the critical issues found consistently in
our review of the literature and interviews with
key partnership stakeholders.

LESSONS LEARNED: THE VALUE
OF DEVELOPING AND SUSTAINING
SUCCESSFUL PARTNERSHIPS

There are no specific guidelines or recommenda-
tions for the development of successful
community-based partnerships. Even less infor-
mation is available regarding the impact of these
partnerships on curricular design and clinical
education. Our literature review identified
numerous reports of community-based partner-
ships in dental education, but a surprising
absence of input from many of the most important
stakeholders. That is, the majority of articles on
the subject were rather narrowly focused and lim-
ited in perspective and scope.

In an attempt to help address this gap in our
knowledge of community-based partnerships, we
developed a structured interview process and
completed interviews with key stakeholders at
each of seven geographically diverse locations.
The locations selected represented the home insti-
tutions of seven authors of this article (Table). We
obtained institutional review board approval at
each of the seven institutions. To ensure repre-
sentation of the perspective of the academic insti-
tution, we interviewed high-level university
administrators (such as the president, the chan-
cellor and the academic provost, or people in
equivalent positions), the chief executive officer of
the medical center or hospital and the dean of the
dental school. To represent the perspectives of
organized dentistry and the community in each
geographical location, we interviewed the execu-
tive director of the state dental society, the
director of the state department of dental health
and state legislators from underserved areas. We
conducted each interview by using a standardized
set of questions (Box).

Copyright ©2007 American Dental Association. All rights reserved.
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As we had expected, we  TABLE
found virtually unanimous
agreement that partner-
ships between academic
dental institutions and INSTITUTION PUBLIC/PRIVATE LOCATION TYPE
communities were desn“'- Louisiana State University (New Orleans) Public Urban
able and valued. Intervie-
. Medical University of South Carolina Public Urban
wees commonly cited (Charleston)
increased recognition of
. . . Nova Southeastern University Private Urban
the dental institution as (Fort Lauderdale, Fla.)
an important member of
. Southern lllinois University (Alton) Public Rural
the local community. They
also generally agreed that, University of California, San Francisco Public Urban
at least in pI'lHClpl(Jj, dental University of Illinois at Chicago Public Urban
students should gain an
. University of Nevada, Las Vegas Public Urban
educational benefit by par-

ticipating in community-

based care. Almost universally, the
interviewees considered the key element
in sustaining a partnership to be
securing an ongoing source of funds to
maintain a community-based clinic.
They stated that the ability of a
community-based partnership to attract
and retain key administrative personnel
was critically important, second only to
funding. When asked how a community-
based partnership developed, intervie-
wees most commonly credited one or two
particularly motivated people. These
“founders” usually came from within the
dental institution, although in several
instances a community leader had
approached dental school administrators
with the idea of developing a
community-based clinic. When partner-
ships failed, it almost always was due to
a loss of funding, key personnel or both,

and only rarely was it related to the perception
that the partnership was no longer important or

needed.

Only a few of the community-based partner-

BOX

Standardized list of questions used for
the interviews with key stakeholders
at each location.

What does a partnership with a dental or medical school do for
the community?
What do strategic partnerships with communities do for the
dental or medical students and for the university?
What types of strategic partnerships with communities currently
exist in dental and medical education in your state?
How did these partnerships come about?
How long did it take to establish these partnerships?
How are these community-based partnerships funded?
What are the risks of and impediments to the establishment of
these partnerships?
Were there any partnerships that were attempted and failed?
If so, why did they fail?
What partnerships between the dental or medical school and
community would you like to see, and what are the perceived
needs for community-based partnerships in your area?
What are the costs versus benefits of community-based
partnerships in dental or medical education?
Is there anything else you might like to share regarding strategic
partnerships?

issues of common importance could be an impedi-
ment to the expansion of community-based part-
nerships and educational opportunities.

As a group, the state legislators we interviewed

ships were completely self-sustaining. Obviously,
maintaining financial viability beyond the five-
year funding period will be one of the major chal-
lenges for the programs supported by the Robert
Wood Johnson Foundation and California Endow-
ment grants. We also found that key stakeholders
often were unaware of the issues deemed to be
most important by the other stakeholders.
Although we were not surprised by this finding,
we are concerned that the lack of communication
and understanding among stakeholders regarding

had limited knowledge of community-based part-
nerships available to their constituents. Only two
of seven legislators could identify a specific part-
nership in their districts. However, all seven sup-
ported the concept of community-based partner-
ships, and some recognized the potential for the
development of dental students as future commu-
nity leaders. Because state legislators often have
a significant influence on the availability of funds
for community-based partnerships, their support
should be cultivated by academic dental institu-
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tions, community leaders and organized
dentistry.

An additional key ingredient for the expansion
of community-based partnerships is the develop-
ment of programs that meet the educational
needs of dental students and are, at the very
least, revenue-neutral to the parent institution.
We feel that a solid evidence base is developing to
support the educational benefits of student par-
ticipation in well-run community-based clinics.?”3
Concerns about maintaining clinical quality
standards and consistency in student evaluation
can be addressed by ensuring proper creden-
tialing and training of community-based precep-
tors. At least one institution already has a suc-
cessful long-term history of pairing dental
students with private practice preceptors.? Stu-
dents in this program spend six months during
their senior year working in community-based
practices. However, there is no question that
transferring senior dental students from their
school clinics to community clinics during their
most productive months has a negative impact on
school revenue. Although several of our inter-
viewees suggested that community clinics might
be able to provide some remuneration to the
dental school to compensate for loss of clinic rev-
enue, we believe this is an unlikely option in
most cases.

Establishing partnerships with federally quali-
fied health centers that offer dental services is
one option that may allow some schools to obtain
partial compensation for services rendered by
senior dental students. Bailit and colleagues?
recently proposed a model for financing clinical
dental education that could generate new net rev-
enues for a dental school if senior dental students
spent 70 percent of their time in community-
based clinics. This model predicts that the loss in
clinic revenue would be more than offset by the
savings in clinic instruction expense and oper-
ating overhead. The model is conceptually sound,
although the authors admit that there would be
costs associated with transitioning to a new edu-
cational model, and their assumptions will not
apply equally to all institutions.

Perhaps the most important question related to
the expansion of dental student involvement in
community-based dental health partnerships is
what potential impact this new model will have
on reducing disparities in oral health care.
Although it is not possible to predict with cer-
tainty the outcome of these proposed changes, we

1370 JADA, Vol. 138 http://jada.ada.org October 2007

can estimate the approximate number of full-time
equivalent (FTE) general dentists who would be
added to the work force in underserved areas.
There are approximately 4,500 senior dental stu-
dents each year in U.S. dental schools. If two-
thirds of these students provide dental services in
community-based clinics for three months during
their senior year, and we assume their produc-
tivity is approximately one-half that of experi-
enced dentists, the result will be the equivalent of
adding 375 FTE general dentists to underserved
areas each year. We feel that this is a reasonable
midrange estimate and actually may underesti-
mate the impact of moving a significant portion of
the dental curriculum to community-based clinics.

CONCLUSIONS

We feel that it is reasonable and possible for aca-
demic dental institutions to develop partnerships
that help address disparities in oral health care
while enhancing the clinical educational experi-
ence of their students and maintaining financial
viability. Organized dentistry and individual
practitioners, along with political and community
leaders, can play a significant role in supporting
reform of the dental curriculum and improving
access to care. However, to establish and sustain
successful partnerships, institutional leaders
must accomplish several goals:

== Educate political leaders so that they realize
that the dental profession alone cannot solve the
problem of disparities in oral health care. The
solution will require long-term commitment and
financial support.

= Educate community leaders so that they have
realistic expectations and are willing to spend
time and political capital in the support of
community-based clinics.

== Work with organized dentistry to encourage its
continued support and assistance in the develop-
ment of community-based partnerships and inno-
vations in clinical education.

== |1 addition to traditional community-based
clinics in underserved areas, consider broadening
our definition of community-based partnerships
to include a mix of experiences in fee-for-service
private practice dental offices. These partnerships
are more likely to be financially sustainable and
will provide a more realistic working environment
for students.

== [dentify a core group of private practitioners in
each community who are willing to serve as pre-
ceptors and take students into their offices.

Copyright ©2007 American Dental Association. All rights reserved.
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== Encourage dental faculty members and admin-
istrators to take risks and experiment with new
models of clinical education.

Throughout this article, we intentionally and
repeatedly have referred to the relationship
between academic dental institutions and
community-based clinics as a partnership. This
reflects the one consistent theme uncovered in our
literature review and interview process: suc-
cessful unions between academic dental institu-
tions and communities require an ongoing willing-
ness to understand and meet the needs of all
participants. =

The authors thank the faculty and staff of the American Dental Edu-
cation Association Leadership Institute and especially Dr. Karl Haden
for his tireless support of and valuable contributions to the planning of
this project.
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