Chapter 3.3 Global Congress on Dental Education September 2007

Chapter 3.3

BALANCING THE ROLE OF THE DENTAL SCHOOL IN TEACHING, RESEARCH
AND PATIENT CARE; INCLUDING CARE FOR UNDERSERVED AREAS

W Peter Holbrook*!, P&l Brodin*® Irena Balciuniene®, Vilma Brukiene®, Mirela V
Bucur®, Esmonde Corbet®, Jack Dillenberg®, Dragoslav Djukanovic’, Kumara
Ekanayake®, Harald Eriksen®, Julian Fisher'®, Guy Goffin'!, Peter Hull*?, Thongnard
Kumchai®®, Philip Lumley'*, James Lund®™, Vijay Mathur'®, Arthur Novaes Jr'’, Alina
Puriene®, Valérie Roger-Leroi'?, Isao Saito'® Sharon Turner®, Lamek Mabelya?.

'University of Iceland, Reykjavik, Iceland; 2University of Oslo, Norway; >Vilnius
University, Lithuania; “University of Bucharest, Romania; ®> Faculty of Dentistry,
University of Hong Kong; °AT Still University, Mesa, Arizona, USA; ’Faculty of
Stomatology, Pancevo, Serbia; 8University of Peradeniya, Sri Lanka; 9University of
Tromsd, Norway; '°FDI, Ferney-Voltaire, France; 'Procter & Gamble Professional
Oral Health, Geneva, Switzerland; 12University of Manchester, UK; 13University of
Chiang Mai, Thailand; University of Birmingham, England; “*McGill University
Montreal, Canada; °All India Institute of Medical Sciences, New Delhi, India;
YUniversity of Sao Paulo, Brazil: **University of Clermont-Ferrand, France; **Nigata
University, Japan; *°University of Kentucky, Lexington, Ky, USA; ?Universitry of Dar-
es-Salaam, Tanzania.

# Chairperson
*Rapporteur

1-13



Chapter 3.3 Global Congress on Dental Education September 2007

Abstract

Inequalities within dentistry are common and are reflected in wide differences in the
levels of dental health and the standard of care available both within and between
countries and communities. Furthermore there are patients, particularly those with
special treatment needs that do not have the same access to dental services as the
general public. The dental school should aim to recruit students from varied
backgrounds into all areas covered by the dental health-care team and to train
students to treat the full spectrum of patients including those with special needs. It is
essential, however, that the dental student achieves a high standard of clinical
competence and this cannot be gained by treating only those patients with low
expectations for care. Balancing these aspects of clinical training is difficult.
Research is an important stimulus to better teaching and better clinical care. It is
recognised that dental school staff should be active in research, teaching, clinical
work and frequently administration.

Conclusion: Maintaining a balance between the commitments to clinical care,
teaching and research while also taking account of underserved areas in each of
these categories is a difficult challenge but one that has to be met to a high degree in
a successful, modern dental school.

Key words: Dental education, research in oral health sciences, patient care,

underserved areas, special health care needs, under-represented minority
recruitment,
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The dental school in the context of a university: acquisition of competences by
dental students

Dental schools should be placed within universities closely associated with the other
health sciences. This does not necessarily need be a physical closeness but it should
at least have links to the other health sciences in the areas of teaching, delivery of
clinical care and research. Dentistry is a health science with its own strong scientific
base. As well as having a background in numerous areas of human biology and
medicine, some dental subjects, especially dental materials, relate closely to the
natural sciences and engineering. Management of dental diseases and prevention
are closely linked to the social as well as the basic sciences (1, 2). Consequently
dentistry should interact with several other university disciplines and this will vary
according to the different emphases existing in different dental schools.

It is important for university and health authorities to recognise the seemingly obvious
point that the mouth is part of the human body and that the separation of dentistry
from medicine should only be one of administrative convenience. There is a need in
all models of health care to recognise the need to integrate dentistry into the whole
structure of health care on an equal footing with the other health care disciplines.
This may have been more easily achieved in those countries where stomatology was
the discipline covering dental subjects but where a strong link to medicine was
maintained. Many recent developments in dentistry have not, however, been
sufficiently adopted into stomatology models and so the dental model is the one
currently most favoured, with due acknowledgement to the creation and maintenance
of links to other health care disciplines (3). Where traditional dental curricula have
been revised to meet current needs of competency, care has been taken to ensure a
proper integration of medical subjects into several areas of the dental curriculum (4).
It is often not sufficient, however, merely to adopt parts of the medical curriculum for
dentistry without adapting these courses specifically for dental students and other
students in oral health disciplines, such as dental hygienists or therapists. One
example of the need for curriculum revision is that of the changing dental needs of
the elderly, in many developing as well as developed countries, where members of
this section of the population have increasingly retained many of their natural teeth
and require numerous special treatments in order to maintain oral health and function
(5, 6).

In many countries the dentist is likely to work increasingly as leader, of a dental team
comprising dental assistants, hygienists, therapists and technicians. Training of
people in these complementary professions to dentistry should be integrated, at least
in part, into the dental school in order to emphasise the concept of training for
provision of all aspects of oral health care. Perhaps the time has come for a new
name for the dental school, in order to reflect the clinical, academic and scientific
changes that have occurred in recent decades. Such an institution may be better
termed a school or institute of oral health.

Clinical training may be carried out in different forms not only in a distinct and
separate dental school clinic/institute of oral health but also more closely linked to a
medical school and general hospital. This should reflect an increase in collaboration
and not, merely, a geographical link. While such collaboration may be beneficial for
patients themselves as well as the professions of dentistry and medicine, it is not
certain that medicine and the other health-care professions are yet prepared for
increasing collaboration. Some, or even most, of the clinical training of dental health-
care professionals may increasingly be carried out in community and outreach clinics
(7, 8). The aim of such clinics is to reinforce the idea of training members of a
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dental/oral health team and to help solve the problem of a shortage of suitable
patients in traditional dental school clinics. Outreach clinics of this type should,
nevertheless, be closely linked to the mother institution in order to ensure quality
control of the teaching and that the dental student attains the necessary
competences. It is also necessary to consider carefully how research will be
integrated into dental training when the clinical work is performed in outreach clinics.
Different forms of such clinics will develop, as circumstances will differ between
countries and even communities within any given country. As with medical training,
exposure of dental undergraduates to the work of qualified specialists in various
dental fields is highly desirable as it helps students appreciate the limits of their own
skills and the circumstances where referral to a specialist is necessary.

Patterns of dental health and disease vary markedly between communities, countries
and world regions. This provides considerable challenges to educators as relevant
subjects for teaching may vary between countries and regions within them but also
will vary with time in any given area. The working group wished to emphasise this
factor that illustrates the need for regular review of curricula in individual dental
schools or other institutes of oral health To this end modern communications and the
establishment of networks, such as the Global Network of dental educators proposed
by IFDEA (http://www.ifdea.org; Valachovic, personal communication) should help
even under-privileged areas to keep up with relevant developments in the field of
dental science and practice. Recruitment of students to dental school from
geographical areas thought to be underserved with respect to dental manpower, may
be an effective way of increasing the level of dental care in their home communities
but this is a policy that requires constant vigilance if it is to be effective (9).

Dental education is closely linked to research in the oral health sciences (4) and as
such, dental schools frequently serve as centres of excellence in this field for the
communities they serve, examples would include epidemiological research and
research into treatment outcomes. Furthermore, the local needs of the community
where the dental school is situated often figure largely in determining the clinical
material available for teaching purposes. This should then enable dental schools to
tailor their teaching to the communities where the graduates will be seeking
employment. The towns or cities where training is obtained as well as the place of
secondary education have been shown to influence the place of practice of the dental
graduate. (10, 11). Specialists are also drawn to practice in close proximity to where
their training took place (12). While this may have many advantages for local
provision of oral health care, dental schools need to ensure that the teaching, both
clinical and theoretical, is adequate for the students to attain the necessary
competences required of a new dental graduate in most or all of the major areas of
clinical dentistry (13). This is particularly the case in Europe where mutual recognition
of dental qualifications within the European Economic Area is mandatory and yet no
checks are made on the training of new graduates or the competence of individual
dentists to practise in the area of their choice. Having acquired the necessary
competences for practice, the dentist should be aware of the need for continuous
professional development and how to achieve this (14). The role of dental schools in
providing high quality lifelong learning relevant to the community and profession was
an area that the working group felt could be further developed.

With respect to graduates from underserved areas, there is a possibility that the
opportunities afforded in the place of training may lure these graduates away from
returning home, thus producing a “brain drain” (15, 16). This problem may only be
solved with regulation or legislation but human rights issues also figure in the debate
that is not confined merely to dental training. There is a need to have international
policy on migration of trained manpower (17).
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Specialist care and specialist training in dental hospitals

Dental schools and hospitals are often responsible for providing specialist care in
most or all areas of dental specialisation. Such care sometimes requires
collaboration between disciplines both within dentistry and with medical colleagues.
Numerous clinical advances are also appropriately placed within dental schools and
hospitals at least in the initial years of their development. This gives opportunity for
advanced clinical training and research and is the environment in which further
training in dentistry is appropriately placed. Here senior academics will oversee the
continued development of junior and intermediate colleagues in research, teaching
and clinical specialisation. The dental school and hospital thus plays a vital role in the
continuing development of the profession. Such a role can only be fulfilled by the
relevant authorities recognising the needs of the dental school beyond the
undergraduate teaching programme and ensuring that funds, staff and facilities are
appropriate for the dental school to fulfil this wider role.

Underserved areas of clinical treatment

Needs of the underserved patient

Students should be exposed to the needs of underserved patients (18, 19). This
broad category of patients includes those that have been unable to obtain standard
dental care within the community where they live for socio-economic reasons. In
addition there are patients with special needs for oral and dental care. These patients
include those with underlying diseases or disease risk that may be exacerbated by
oral and dental disease as well as those patients with an underlying disease and/or
taking medication that causes exacerbation of oral and dental disease. Some
examples of underserved patients in this group are given below. Patients in this
category may only require treatment similar to that given to ordinary healthy patients
provided as a part of general dental and oral health care, while others may require
special treatments such as relative analgesia or anaesthesia for otherwise routine
dental procedures. There are also patients with special needs who may require
special dental treatment (20), potentially throughout the life of the patient.

It is clear that dental students and other members of the dental team should be
exposed to the needs of such patients in undergraduate and postgraduate training.
The experience gained by the dental student from treating underserved patients is
often considerable, but the working group emphasised that it should not be part of
health care policy merely to allow patients from these groups to form the learning
material for clinical dental students. The dental school teaching clinics should not be
regarded as a means of providing low cost dental care to underserved patients. Often
socio-economically disadvantaged patients, for example, have low expectations for
oral health and will thus be less demanding for the type of quality treatment to which
the student and the dental school should be aspiring. Compromises often have to be
made but the dental student should train treating patients selected on the basis of his
or her educational needs. Provision of dental care for patients not meeting the needs
of teaching should be treated in the health or social services. Once a patient has
been selected as suitable for treatment by a student, however, the needs of the
patient should be the primary focus of the dental student and the teaching should
then emphasise comprehensive care, so that both the patient and the student come
to appreciate the need for achieving total oral and dental health and not just the
satisfactory completion of a few specific items of treatment.
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Members of the working group felt that there was a need for more time to be made
available in the dental curriculum for teaching the care of patients with special needs,
for researching these patients and their needs and for setting up appropriate patient
care regimens suitable for teaching purposes. More pro-active teaching of the dental
and oral health-care needs of underserved sections of a given population has been
shown to lead to improvements in the provision of health care to these underserved
segments of society, not least by the dentists on graduation (21). This issue caused
some intense discussion within the working group. The need of the student to attain
the appropriate diagnostic and treatment competences in order to become a modern
dentist is not necessarily compatible with the need of the community to provide
dental care for that community. This is especially true with respect to some patients
with special needs, those with low expectancies for dental care (22) and patients
unable or unwilling to undergo treatments that are, perhaps, expensive whilst being
regarded as being an integral part of modern dentistry. Such a dilemma can really
only be solved by the dental student carrying out procedures dictated by the need to
acquire necessary competence in a wide range of dental treatments while hospital-
grade staff (or equivalent) carry out those treatments that are not going to advance
undergraduate training. Finance to the dental school should distinguish between the
funds required for academic training and the finance required for routine clinical work
that is not part of academic training. The problem of introducing dental students to
the treatment of patients with special needs is increasingly covered in the literature
(19, 23, 24). Such patients may provide useful experience for undergraduates if they
were assisting an experienced clinician or specialist. Learning the limitations of
general dental practice and when to refer patients to specialist clinics is a valuable
part of dental training.

Providing for patients with special needs can be met in some situations with outreach
clinics, sometimes in areas of deprivation, or in specific clinics for patients with
special needs. Again some of the treatment would have value in undergraduate
teaching while most would be more appropriate for clinical postgraduate training or
non-academic clinical work. Setting up elective studies with patients having special
needs is one way to introduce the problem to the dental undergraduate. Assisting
specialists is often fruitful, but the academic training needs first and foremost to meet
the criteria of clinical competence and this should have priority for the undergraduate.

Patients without ready access to dental care

Although patients may be examined, investigated and a treatment plan drawn up
there was often no guarantee that this treatment would be forthcoming as many
dental schools were solely teaching and research institutions without the budget to
run extensive clinical services, or the obligation to treat all types of patients. This is
usually a matter for the relevant health authorities and not the dental school.
Providing dental services in rural and remote areas can be difficult as there is often
insufficient work to keep a dentist in full employment.

Sometimes the geographical areas where patients existed that were known to require
treatment were unsafe and dental students and, indeed clinical staff, were not willing
to work in outreach clinics in areas perceived as being dangerous. The “Institute for
Oral Health” should ensure that care is available for all sections of society and types
of patient. Not all require treatment of a dentist and it should be possible to utilise
other members of “the dental team”, where such exists, to provide at least some
types of care for these groups of patients to improve their access to care.
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Types of patient

Many dental and oral diseases are strongly linked to lifestyle. Patients with special
needs were often disadvantaged and unaware of the effects of their lifestyle on their
general health. Often such patients have low expectancies/ aspirations with respect
to their oral and dental health and are, consequently, not suitable for the purpose of
teaching some of the more advanced forms of clinical dentistry. There is a dilemma
in trying to resolve the educational and ethical issues in patient care that are often
incompatible in the case of patients with special needs. As a result, treatment of
patients with special needs is, too often, merely a subject taught theoretically without
the possibility of much clinical practice. The dental school and hospital has an
obligation to teach ethical considerations associated with dental practice, even if the
opportunities and, especially, the necessary finance, for transferring these ethical
considerations into practice in any particular dental school are limited.

Specifically, dental schools may have particular patient groups that are underserved
in the student clinics.

Examples of patients with special needs that may seek treatment in _a dental
school:

Medically complex patients

This type of patient is increasingly encountered in dentistry and consequently the
modern dental student needs to learn how to cope with the special problems (25).
History taking, cooperation with medical and other colleagues in the health-care
sector can help to assess the patient properly and to determine the possibilities for
treatment.

Elderly

The needs of the elderly are rarely adequately represented in dental school clinics
(19, 26, 27). Some provision of healthy elderly patients may be made but the
institutionalised elderly patient rarely features in the patients treated in a dental
school (28). While whole patient care with no age limits may be a format for teaching
clinical dentistry in a manner resembling private dental practice, it is probably
necessary to seek out specific patient groups, such as institutionalised patients,
residents of nursing homes in order to meet the needs of a modern, broadly-based,
clinical curriculum. Paedodontics is an accepted discipline within dentistry but
gerodontics has not yet achieved the same level of recognition, or the necessary
degree of inter-disciplinary care and interaction with medical colleagues (29).

Phobic patients

Patients with odontophobia are common, especially among those receiving little or no
dental treatment. Students need to be taught to recognise these patients (30), and
help them overcome their problem as well as ensure that the necessary treatment is
carried out. Often there are financial problems as the extra costs and time involved in
treating odontophobic patients may not be fully covered by the relevant health
system.

While some educational institutions may meet the challenges of odontophobia, it is

clear that this remains a serious challenge for which the new dental graduate is often
ill prepared (31, 32). A consequence of this is that such patients may not be willingly
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accepted by the new dental graduate in his or her own dental practice. Teaching
dental student’s methods of sedation may be helpful up to a point but students need
also to learn that sedation is not a way to solve the problem of odontophobia in all
cases.

Cranio-facial disorders

One of the most common cranio-facial disorders is that of cleft palate. The
involvement of medical, dental, nursing and other specialist disciplines in the
integrated treatment of these cases is necessary. Involvement of dental students,
even as observers, is probably too little in many cases (33).

Balancing the needs of the patient and the teaching/ learning needs

It is important to focus on the needs of the patient. Although sometimes the patient is
suitable for the student it is often the case that the student is simply available to treat
the patient, without much thought being placed on the teaching or learning value of
the contact. Balancing these different needs is difficult. Over-treatment, in order to
meet demands of the curriculum and/ or the student, must be avoided; so should the
use of students as mere service-providers. Patient-orientated teaching may be
appropriate but care has to be taken to see that the student has the opportunity to
demonstrate a wide range of competences. Clinical service provision, for example by
trainee specialists or employed dentists may enable a teaching unit to provide
necessary dental care for patients while transferring suitable patients to a student
clinic for procedures that have value in training the dental student.

Costs to the patient may also limit treatment possibilities. The type of patient seeking
care may not have the level of expectancies from their treatment that the dental
school wishes to impart to its students. Assessment methods will need to be adjusted
if a dental school moves from teaching-led care to patient-led care. Maintaining
progress and high standards is difficult when the expectations of the patient are
limited. Recent advances in clinical simulation may help resolve this problem by
providing close-to-realistic experience of clinical procedures for which suitable patient
material is not available to the dental student. Such simulation also has an important
place in continuing education of the dentist.

Student experience must be recorded in order to judge the competences
accumulated. Sharing patients may be necessary in order to get experience to as
many students as possible although this has the disadvantage of removing the
benefit for the student of having completed whole patient care.

Research

The question is often poised as to why do clinical teachers need to do research, both
clinical research and basic biological research. Research is widely regarded,
however, not only as being useful per se but should also serve as a stimulus to
teaching by providing new ideas and information. Teaching of dental students should
take place in a research environment. This will enable students to understand
scientific methods in order to be able to have an evidence-based practice. Student
research projects can be very stimulating and encouraging for staff and students.
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Funding for research in dentistry is not usually of the same scale as in medicine
although, again, exceptions exist. Clearly it is difficult to encourage academic staff in
dental schools to carry out research if the necessary financing is lacking.
Collaboration between researchers is likely to lead to more productivity in this aspect
of dentistry. There should be a scientific partnership that in order to stimulate junior
staff to do research where basic science is used to answer clinical problems.
Research levels are perhaps lower in dental schools than other schools/departments
within any given University but there is certainly a huge variation between output of
research between countries (34). It is not surprising that larger countries produce
more research in total but smaller countries tend to produce more publications per
capita. The working group agreed that the research profiles of dental schools should
not be identical to one another but particular research strengths should be
encouraged wherever they exist. Scientific quality as measured by weighted impact
factor gave results not entirely consistent with quantity in the study of Gil-Montoya et
al.,, (34). Often basic biological and materials science is strong whereas clinical
research to the doctoral (PhD) level is less strong. However, exceptions to this
certainly exist, however. Student research projects are often stimulating to the
student but finding supervisors is difficult and funding is usually a problem.
Furthermore, there is no clear answer to the question as to whether or not student
research leads to an increase or decrease of the overall research activity of the
Dental School.

The increase of MS and PhD students from less developed areas of the world
developed countries may establish links for the future and help speed up the
development of dental schools in less developed countries. Collaboration between
developed and developing countries for research purposes should always meet
exacting the ethical standards expected of the developed country. In order to
guarantee that no exploitation is occurring in the research, it should clearly be for the
mutual benefit of both communities.

Promotion within dental schools based purely, or largely, on research is not a good
thing as there are so many areas within dentistry that should be stimulated by
promotion. A career pathway should include teaching, research and clinical practice
with flexibility to concentrate on any one or more of these.

The International Association for Dental Research has a variable membership fee
structure (see http://www.iadr.org) that is based upon the wealth classification of the
World Bank (http://siteresources.worldbank.org). This means that members from the
poorest countries of the world only pay a registration fee that covers the marginal
cost of being a member. This type of policy is helpful in trying to balance out some of
the problems faced by low resource countries in attempting to participate in the world
forum of dental research. Access to journals in printed or electronic formats is also a
problem for many dental schools in underserved areas of the globe. Cooperation
between countries or regions in dental research is a potent method of stimulating the
underserved communities. Strategies are urgently needed for collaborative research
efforts between the developed and developing areas of the world in the various fields
of dentistry.

It is to be hoped that the inequalities present today in the provision of dental care,
provision of dental education and the quantity and quality of dental research will be
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reduced considerably in the near future through active international collaboration and
the application of knowledge already acquired by one section of the population to
assist and speed development in those areas of the world and population groups
where the best current knowledge and practice is not yet fully applied.

10-13



Chapter 3.3 Global Congress on Dental Education September 2007

10.

11.

12.

13.

14.

15.

References

Douglass CW. Is dental practice science based? J Am Coll Dent 1994:61:13-
16.

Valachovic RW. Making science clinically relevant J. Dent Educ 1997:61:434-
436.

Bucur MV, Shanley DB, Claffey N. Contents of stomatological curricula in
Europe. Eur J Dent Res 2006:10:61-66.

Kerosuo E, Ruotoistenmaki J, Murtomaa H. Report on the development of a
new dental curriculum at Helsinki. Eur J Dent Educ 2001:5:23-30.

Vilstrup L, Holm-Pedersen P, Mortensen EL, Avlund K. Dental status and
dental caries in 85-year-old Danes. Gerodontology 2007:24:3-13.

Unluer S, Gokalp S, Dogan BG. Oral health status of the elderly in a residential
home in Turkey. Gerodontology 2007: 24: 22-29.

Elkind A, Blinkhorn AS, Blinkhorn FA, Duxbury JT, Hull PS, Brunton PA.
Developing dental education in primary care: the student perspective.
Br Dent J 2005:198: 233-7.

Eaton KA, deVries J, Widstrom E, Gait TC, Bedi R, Meyers |, Feldman CA,
Hobson R. “Schools without walls?” Developments and challenges in dental
outreach teaching-report of a recent symposium. Eur J Dent Educ
2006:10:186-191.

Osborne PB and Haubenreich JE. Underserved region recruitment and return
to practice: a thirty-year analysis. J Dent Educ 2003: 67: 505-508.

Sjostrom O. Dentists’ work location in relation to their origin. Swed Dent J 1996:
20: 69-73.

Fyffe HE, Pitts NB. Origin, training and subsequent practice location of
Scotland’s General and Community dentists Community Dent Oral Epidemiol
1989: 17: 325-329.

O'Brien KD, Roberts C. An analysis of the effects of place of childhood,
undergraduate and postgraduate education upon the regional distribution of
specialist orthodontic practitioners. Brit Dent J 1991: 171: 280-282.

Seale NS and Casamassimo, PS. U.S. predoctoral education in pediatric
dentistry: its impact on access to dental care. J. Dent Educ 2003: 67: 23-30.

Davenport ES, Fry H, Pee B, Woodman T. Learning throughout life: can a
progress file help? Br Dent J 2003; 195: 101-105.

Sweis LE, Guay AH. Foreign-trained dentists licensed in the United States:
exploring their origins. J Am Dent Assoc 2007: 138: 219-224.

11-13



Chapter 3.3 Global Congress on Dental Education September 2007

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Holtshousen WS, van Wyk PJ. F: a profile of South African qualified dentists
registered with the General Dental Council. J Dent Assoc S Afr 1997: 52: 593-
596.

Parkash H, Mathur VP, Duggal R and Jhuraney B. Dental Workforce Issues: A
Global Concern J Dent Edu 2006: 70(suppl): 22-26.

McTigue DJ. Dental education and special-needs patients: challenges and
opportunities. Pediatr Dent. 2007: 29: 129-33.

Baumeister SE, Davidson PL, Carreon DC, Nakazono TT, Gutierrez JJ,
Anderson RM. What influences dental students to server special care patients?
Spec Care Dentist 2007: 27: 15-22.

Dao LP, Zwetchkenbaum S, Inglehart MR. General dentists and special needs
patients: does dental education matter? J Dent Educ 2005: 69: 1107-1115.

Smith CS, Ester TV, Inglehart MR. Dental education and care for underserved
patients: an analysis of students’ intentions and alumni behaviour. J Dent Educ
2006: 70: 398-408.

Haden NK, Catalanotto FA, Alexander CJ, Bailit H, Battrell A, Broussard J,
Buchanan J, Douglass CW, Fox CE, Glassman P, et al., Improving the oral
health status of Americans: roles and responsibilities of academic dental
institutions. J Dent Educ 2003: 67: 563-582.

Pine CM, McGoldrick PM. Application of behavioural science teaching by UK
dental undergraduates. Eur J Dent Educ 2000: 4: 49-56.

Elkind A, Potter C, Watts C, Blinkhorn F, Duxbury J, Hill P, Blinkhorn AS.
Patients treated by dental students in outreach: the first year of a pilot project.
Eur J Dent Educ 2005: 9: 49-52.

Radfar L and Suresh L. Medical profile of a dental school patient population.
J Dent Educ. 2007: 71: 682-6.

Strayer MS. A description of dental public health programs for the elderly.
J Public Health Dent. 1993: 53: 83-87.

Mohammad AR, Preshaw PM, Ettinger RL. Current status of predoctoral
geriatric education in U.S. dental schools. J Dent Educ 2003: 67: 509-514.

Gil-Montoya JA. Oral health protocol for the dependent institutionalized elderly.
Geriatr Nurs. 2006: 27: 95-101.

12-13



Chapter 3.3 Global Congress on Dental Education September 2007

29.

30.

31.

32.

33.

34.

Fabiano JA, Waldrop DP, Nochajski TH, Davis EL, Goldberg LJ. Understanding
dental students’ knowledge and perception of older people: toward a new
model of geriatric dental education. J Dent Educ 2005: 69: 419-433.

Cardosso CL, Loureiro SR, Neslon-Filho P. Pediatric dental treatment:
manifestations of stress in patients, mothers and dental school students. Braz
Oral Res. 2004: 18: 150-155.

Okawa K, Ichinohe T, Kaneko Y. Anxiety may enhance pain during dental
treatment. Bull Tokyo Dent Coll. 2005: 46: 51-8.

Milgrom P, Weinstein P, Smith T. The union of dental behavioural and clinical
science: educational and research prospectives. J Dent Educ 1984: 48: 192-
195.

Sykes LM. Prosthodontic treatment of the edentulous adult cleft palate patient.
SADJ. 2003: 58: 64-72.

Gil-Montoya JA, Navrette-Cortes J, Pulgar R, Santa S, Moya-Anegon F. World
dental research production: an ISI database approach (1999-2003). Eur J Oral
Sci 2006: 114: 102-108.

13-13



