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Dental Education and Special-needs Patients: Ciiallenges and Opportunities
DennisJ. McTigue, DDS, MS

Abstract: Pediatric dentists hove, by tradition and defouit, provided care for persons with speciai health care needs (PSHCN), regardiess of age. Deinstitutionai-

ization of PSi-iCN in the i960s, however, overwheimed the dentai care system, and orai heaith care became one of the greatest unmet needs of this popuiation.

This presentation foiiows the history of training for dentists in this aspect of care, from the first demonstration programs in the i970s to the current educationai

programs in U.S. dentai schoois. Today's dentai students must be competent in assessing the treatment needs of PSi-iCN, but accreditation standards do not re-

guire competency in the treatment of this group of patients. Recommendations to rectify this indude revising dentai schooi curricuia to be more patient-centered,

improving technoiogy in schools, eariier dinicai experiences for dentai students, and the use of community-based dinics. (Pediatr Dent 2007;29:129-33)

KEYWORDS: PERSONS WITH SPECIAL HEALTH CARE NEEDS, DENTAL EDUCATION, ACCREDITATION, EDUCATIONAL STANDARDS

Formal dental education in the treatment of persons with
special health care needs (PSHCN) has evolved over the last
half century. In 1957, Cosmo Costaldi reported that a course
in the treatment of "handicapped children" was relatively
new to the dental curriculum.' Prior to that time, the few
practitioners who recognized the tremendous dental needs
of these patients struggled hy trial and error to provide care.
"Pedodontists" were most likely to treat these patients he-
cause most PSHCN didn't live heyond childhood. If they were
fortunate, those who lived into their adult years with non-
progressive conditions such as cerebral palsy, mental retar-
dation, and autism continued with the dentists who treated
them as children. More seriously disabled people were insti-
tutionalized and did not seek dental care in the community.
What oral health care they received was provided through
their institution's medical care system.

This changed in the early 1960s when deinstitutional-
ization began mainstreaming patients into the community.
The few dentists who had previously treated PSHCN were
not able to meet the demand, and the resulting lack of access
quickly made oral health care one of their greatest unmet
health needs,"^

Insufficienttrainingofdentalcareproviderswasidentified
as one of the major barriers preventing access to care for this
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population.3'^ In an effort to address this problem, the Roh-
ertWood Johnson (RWJ) Foundation in 1973 funded a 4-year
demonstration grant that supported model educational pro-
grams in 11 dental schools. These programs were designed to:

1. heighten students' awareness of the dental problems of
PSHCN;

•2,. improve their technical skills in treating PSHCN; and
3. positively influence them to accept PSHCN in their

practices,5
The early reviews of this experiment were wildly opti-

mistic, prompting one author to declare "We may conclude
that the principal barrier to dental care for the handicapped—
an inadequate supply of providers—has virtually been elimi-
nated as a result of this demonstration program,"^ If only that
were true.

The Robert Wood Johnson program and the enthusiasm
it engendered, however, did put treatment of PSHCN on the
academic map. The American Dental Association adopted
a resolution to support training programs for PSHCN, the
American Association of Dental Schools (now the 7\merican
Dental Education Association [ADEAJ) developed curricu-
lum guidelines. Importantly, the Council on Dental Educa-
tion—precursor to the Commission on Dental Accreditation
(CODA)—also included education on PSHCN in accredita-
tion standards. This action was key because, resolutions and
guidelines notwithstanding, the only way to mandate inclu-
sion of a topic in a dental education program is to incorporate
it into accreditation standards of the discipline in question.
Then, theoretically, the institution is held to the standard
through review by a site visit team every 7 years.
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Cetting a desired topic into accreditation standards is
just a first step, however. Prior to the late 1990s, programs
only needed to demonstrate that a topic was taught to meet
the standard. They didn't have to show that students actually
learned the topic or could complete a technical procedure.
Furthermore, there were many standards and common ac-
creditation practice was to grant full accreditation to pro-
grams even if they did not meet them all. The programs were
required to report their progress in complying, but it was not
uncommon in those days to see similar deficiencies in aca-
demic programs persist from accreditation cycle to accredi-
tation cycle.

In 1998, the accreditation of dental education programs
changed dramatically with the adoption of competency-
based curricula. No longer was it acceptable to include a list
of clock hours taught or numbers of procedures completed.
Now, dental schools had to identity outcomes measures and
demonstrate that their students actually learned required
concepts and could perform specified tasks. The US Dept of
Education (USDOE) raised the stakes for accreditation when
it forced accrediting organizations, including CODA, to grant
full accreditation only to only those schools that met every
standard. The modern concept was for each program's faculty
to define the core expected educational outcomes and then
build the dental curriculum to prepare students to perform
the necessary skills independently to meet those outcomes
upon graduation.'

What did this move to competency-based dental educa-
tion do for PSHCN or their access to oral health care? It is
very difficult to tell. CODA continues to conduct clock-hour
surveys to record the content of dental programs, and the av-
erage number of lecture hours devoted to PSHCN populations
deceased 60% in the 1990s.''' Furthermore, almost 70% of
dental schools reported fewer than 10 hours of clinical in-
struction in this area.' More current data show a continued
decline in the last 6 years.'°" The ADEA survey of senior den-
tal students graduating in 2005 noted that the provision of
oral health care to PSHCN is among the top 4 topics in which
they are least prepared."" Notably, a recent survey of general
dentists found that only 10% routinely treat children with
special needs and only a quarter of those reported receiving
any hands-on experience with PSHCN in dental school."

There are also excellent examples of predoctoral pro-
grams providing significantly greater amounts of instruc-
tion both didactically and clinically'3 and some data dem-
onstrating that the graduates of those programs provide
more care to PSHCN in their practices''*-'̂  Several authors
have reported that prior experience with a disabled popula-
tion led students to be more likely to feel comfortable pro-
viding their care."^"'° Kuthy showed that students were 10
times more likely to see mentally retarded patients in their

offices if they had had previous experience.'' Clearly, it is
critical that dental students are taught to treat PSHCN—but
how does one assure that it occurs in every dental school?

As noted earlier, the only way to mandate inclusion of a
topic in a dental education program is to incorporate it into
accreditation standards. In the 1980s through the mid mid-
1990s, the standards explicitly stated that programs must
provide "(a) clinical experience designed to complement di-
dactic instruction in the dental management of handicapped
and medically compromised patients...".'' With the move to
competency-based curricula and the USDOE requirement to
meet every standard, however, any specific reference to the
treatment of PSHCN was lost and the new language in 1998
stated that schools must ensure that:

" (a)t a minimum, graduates are competent in provid-
ing routine care within the scope of general dentistry,
as defined by the dental school, for the child, adoles-
cent, adult, geriatric and medically compromised pa-
tient...".''"
Civen the wide latitude afforded dental faculties in de-

termining competency-based curricula, many felt that this
new language diminished education in the treatment of
special needs. To address that concern, a group of dentists
under the auspices of the Special Olympics petitioned CODA
in 2001 to add rigor to the standards by explicitly including
treatment of PSHCN in the general competency statement.
They requested that the standard be modified to read:

"Ataminimum, graduates must be competent in pro-
viding routine care within the scope of general den-
tistry, as defined by the dental school, for the child,
adolescent, adult, geriatric, medically compromised
and mentally/physically disabled patient..."

The review committee that considered this request was com-
prised primarily of dental deans. It told the commission it
believed that dental programs did include treatment of dis-
abled patients in their didactic and clinical curricula. The
review committee was also concerned that not all programs
would be able to provide enough significant patient experi-
ences to assure that each graduate is competent in the treat-
ment of both mentally and physically disabled patients."" It
recommended that the proposed change to add explicit lan-
guage on PSHCN be rejected, and a majority of the commis-
sion agreed. Dissenters on the commission, however, were
able to convince the group to seek alternative language as-
suring that institutions included special needs in their cur-
ricula. A separate new standard was drafted, and after 2, years
of open hearings, committee meetings, and a survey of den-
tal schools' curricula, the commission adopted the following
compromise language'"':

"Graduates must be competent in assessing the treat-
ment needs of patients with special needs."
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The accompanying intent statement for this standard is:
An appropriate patient pool should be available to
provide a wide scope of patient experiences that in-
cludes patients whose medical, physical, psychologi-
cal, or social situations may make it necessary to mod-
ity normal dental routines in order to provide dental
treatment for that individual. These individuals in-
clude, but are not limited to, people with develop-
mental disabilities, complex medical problems, and
significant physical limitations. Clinical instruction
and experience with the patients with special needs
should include instruction in proper communica-
tion techniques and assessing the treatment needs
compatible with the special need. These experiences
should be monitored to ensure equal opportunities
for each enrolled student.

Additionally, the commission adopted the following de-
finition:

Patients with special needs: "Those patients whose
medical, physical, psychological, or social situations
make it necessary to modity normal dental routines in
order to provide dental treatment for that individual.
These individuals include, but are not limited to, peo-
ple with developmental disabilities, complex medi-
cal problems, and significant physical limitations."
This action of CODA was a strong step forward because

it highlighted special needs issues in a separate standard and
added a definition to clarity the targeted population, but even
this was a compromise. The original language proposed for
this new standard stated that students must be competent
to treat PSHCN. This stronger statement was opposed be-
cause of a concern that not all dental schools would be able
to provide care to a needy population without adequate funds
to cover eosts. Since the 1970s and the Robert Wood John-
son attempt, dental schools have seen resources devoted to
dental health of the public rapidly decrease. State support
of public schools has been slashed, and while Medicaid re-
imbursement for the care of adult disabled patients varies
among states, it is essentially nonexistent. Furthermore, the
Graduate Medical Education funds for dental school-spon-
sored general dentistry and specialty education programs
have been eliminated. Clearly, the financial disincentives
discourage dental schools from providing services to vulner-
able population groups, including those with complex needs
and limited resources.

Dental schools must provide affordable, quality educa-
tion about PSHCN, but that is not likely to occur with today's
curriculum. It is badly in need of reform, and there are signif-
icant challenges to overcome in making the needed changes.
Many of these are noted in the Institute of Medicine's 1995
report. Dental Education at the Crossroads: Challenges and

Change.''^ Among them are the need for much greater inte-
gration of dentistiy with medicine and health care at all lev-
els. Oral-systemic interactions are significant for the SHCN
population, and our curricula must begin to address the need
for interdisciplinary care.'* Clearly, medical practitioners
could include oral health promotion in their interactions
with these patients. Dentists with better education regard-
ing the systemic health of these patients will be more likely
to treat them in their practices.'^ An innovative program de-
signed by the American Academy of Developmental Medi-
cine and Dentistry seeks to address this need by establishing
post-residency fellowships for dentists and physicians."5

Our dental curricula continue to be largely procedure-
based rather than patient-centered. The technical expertise
required by clinical licensing exams tbat eveiy dentist must
take to practice continues to drive this phenomenon. The very
tangible outcome of board pass rates leads dental curriculum
planners to devote enormous portions of the predoctoral
curriculum to technical skill acquisition. Complicating this
dilemma is the challenge in just 4 years to incorporate abun-
dant new information into the curriculum while continuing
to teach procedures which, though declining in frequency,
are still in clinical use.

Improving technology may allow schools to increase the
efficiency of their technical instruction. Data indicate that
laboratory simulators can quickly identify both technically
gifted and challenged dental students. This could enable fac-
ulty to more rapidly advance some students while targeting
resources for more technically needy students.

Clinical education should be incorporated into the den-
tal curriculum in the first year. While Part I of the National
Board Dental Examination drives most schools to load didac-
tic courses in the first 2 years, interaction with SHCN patients
where they live or work could do much to educate students
about their needs. Exposing students to persons with dis-
abilities early in their training and allowing them to observe
those who treat them is as important as their providing the
dental treatment themselves. The clinical skills they acquire
treating able patients are essentially the same for PSHCN, but
early exposure to an experienced clinician who demonstrates
the willingness to listen to a caregiver and to be patient, flex-
ible, innovative, and creative in providing customized care
for the patient based on his/her needs is critical.

Using community-based clinics remote to the dental
school can increase the efficiency of the clinical years (ie,
have students go where the patients are rather than having
these patients go to special clinics. Bertolami supports such
a distributed method of clinical education where a mentor-
protege system is used similar to the medical model.'' In
other words, a professor-practitioner mentors a small group
of students and may provide the clinical care or supervise
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care completed hy a student. Furthermore, there is evidence
that students working in well-run community clinics can
significantly increase their productivity.""^

A mandatory postgraduate year (PGY l) for all dentists
has heen suggested to enhance the residents' education and
to increase access to patient care through their training pro-
grams."^ The premise that hetter-trained dentists will treat
more disahled patients, however, remains unproven. In-
deed, in 3004, Casamassimo et al reported that dentists with
1 year of general practice residency or advanced education in
general dentistry were not more likely to care for children
with special needs than dentists without this education."

Declining faculty numbers pose a further challenge to
implementing significant curriculum change. Given the cur-
rent curriculum model, will there be enough faculty to teach
treatment of PSHCN to dental students?

Clarification is needed regarding what to teach dental
students about PSHCN. There is currently a dearth of well-
documented evidence on the appropriate care for these
patients relative to the type of treatment, alternative treat-
ments, and behavior management, among many other is-
sues. A comprehensive review of the current "best practices"
in managing sick or disahled patients is needed, and those
recommendations should be widely circulated.

Data clearly show that students exposed to both didactic
and clinical education are more likely to treat PSHCN upon
graduation than those who are never taught. Rut will increas-
ing the exposure to all dental students compel them to ac-
cept these patients in their offices, or will some actually be
dissuaded based on their exposure?"' One answer may he to
develop selective/elective programs on the clinical care of
PSHCN and award credit toward graduation to those students
inclined to treat these patients.

Summary
Predoctoral or postgraduate dental education, no matter how
comprehensive or well designed, cannot alone solve the ac-
cess problem until the enormous financial factors affecting
both the patient and the dentist are addressed. A large per-
centage of the PSHCN is dependent on puhlic financing for
medical and dental care, and these resources have continued
to decline. Care of PSHCN will not occur without better edu-
cation at the predoctoral level, but education alone does not
guarantee that dentists will treat PSHCN in their practices.
Until the reimbursement system is fixed, access problems
are certain to continue.
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Preterm Birth Weight and Periodontal Disease
This study explored the effect of non-surgicai periodontal treatment on preterm birth. Women between 13 and 17 weeks of gestation were recruited to undergo

scaiing and root pianing either before 21 weeks (413 patients in the treatment group) or after delivery (410 patients in the controi group). The gestationai age at the

end of pregnancy was the prespecified primary outcome Secondary outcomes were birth weight and the proportion of infants who were smaiifor gestationai age.

Results: In the follow-up analysis, preterm birth (before 37 weeks of gestation) occurred in 49 of 407 women (12.0%) in the treatment group (resulting in 44 iive

births) and in 52 of 405 women (12.8%) in the control group (resuiting in 38 live births). Although periodontai treatment improved periodontitis measures (P<.001),

it did not significantiy aiter the risk of preterm deiivery (P =.70: hazard ratio for treatment group vs. controi group, 0.93:95% confidence intervai [dj, 0.63 to 137).

The authors concluded that treatment of periodontitis in pregnant women improves periodontai disease and is safe but does not significantly aiter rates of preterm

birth, low birth weight, or fetai growth restriction.

Comments: This was an NIH sponsored, multi-center study with a sample size of 823 patients. The resuits deariy demonstrate no association between maternal

periodontal heaith and the risk of pre-term or iow birth weight This caiis into question the role of pediatric dentists in counseling expecting mothers regarding

the periodontai disease-low birth weight reiationship untii future studies prove otherwise. As a separate issue, the treatment of periodontal disease is safe during

pregnancy. SL
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