
J Invest Clin Dent. 2019;10:e12329.	 wileyonlinelibrary.com/journal/jicd	   |  1 of 5
https://doi.org/10.1111/jicd.12329

© 2019 John Wiley & Sons Australia, Ltd

 

Received: 12 July 2017  |  Accepted: 30 December 2017
DOI: 10.1111/jicd.12329

G U E S T  E D I T O R I A L
Special Issue

Could dental school teaching clinics provide better care than 
regular private practices?

Summary
Dental school clinics (DSC) consist of unlicensed dental students de-
livering care under the supervision of licensed dental professionals. 
Care delivery is slow due to inexperience of the provider and the 
series of supervisory checks that are necessary. Cost of care to the 
patient is less. To date, there has been no evaluation of the benefits 
of receiving care in a DSC beyond reduced fees. Research has shown 
the value of teaching hospitals in medicine, and the purpose of this 
article was to evaluate the total sum of benefits (the value proposi-
tion) of receiving dental care in a DSC.

1  | INTRODUC TION

In the dental profession, we are privileged that many patients choose 
to seek care in DSC, which facilitate the training of future dentists 
and the sustenance of our profession. DSC are unique environments. 
Unlicensed, novice providers deliver care to patients under the su-
pervision of licensed dental professionals. Utilization of novice pro-
viders is in conflict with financial sustainability goals of the academic 
institution. A DSC can have 30, 40, or more dental chairs, and this 
environment is quite different to a private dental practice setting. In 
dentistry, patients value their relationship with their primary care 
provider, and the constant transition of dental school providers (as 
they graduate) is another challenge to building a sustainable busi-
ness model. Although there is a growth in the number of group prac-
tices,1 only 34.7% of UK practice operate in practices with four or 
more dentists.2 In the USA, approximately 70% of dental offices are 
sole proprietors.3 This is a different environment compared to the 
structure of DSC.

2  | OBJEC TIVE

A review of dental academic institution websites across the world 
suggests that, collectively, we do poorly at marketing the unique 
product DSC offer to their patients. The definition of a value propo-
sition of a product is the sum benefits a consumer will gain from pur-
chase of the goods or services being marketed; it is the reason why a 
consumer should purchase a product. Some dental academic institu-
tions focus on reduced cost as the only value proposition of care in a 
DSC. No dental academic institution website in the UK or USA uses 
a marketing strategy that highlights the true value proposition their 

DSC offers customers. The objective of this article was to highlight 
the numerous benefits of receiving care in a dental school; the value 
proposition of a DSC.

3  | SHARED GOAL S

Dental schools are highly-structured organizations with mission 
statements and guiding principles. Time magazine has reported 
on the importance of mission statements, and describes how they 
can form a framework for self-evaluation and help employees 
focus their efforts toward company goals.4 Most private dental 
practices are small entities that do not have a mission statement 
that is explicitly stated; this creates the risk of acting in conflict 
with your mission and values. For example, the goals of the den-
tal profession are to optimize the oral health of the population at 
large. However, some activities of the profession might seem in 
conflict with this; for instance, an Office of Fair Trading investi-
gation revealed that dentists have “deliberately misled” 500 000 
patients to pay private practice fees when they were eligible for 
National Health Services coverage in England.5 As a result of such 
conflicts globally, dentists have been criticized for being corrupt 
and money hungry, rather than interested in the oral health of the 
population.6

4  | HIER ARCHY OF ACCOUNTABILIT Y

Clinical operations at dental schools are coordinated by deans of 
clinical affairs. These deans often have a broad range of administra-
tive support staff and report to the dean of the school. The school’s 
dean, in turn, is held accountable by the board of the school, the uni-
versity provost, and president. This large hierarchy of accountability 
means that patient care is always considered, patient outcomes are 
regularly reviewed, and patient satisfaction is constantly evaluated 
by various individuals and committees.

In contrast to this relatively high level of accountability in DSC, 
a private practice dentist graduates from dental school and is never 
subject to any further checks or accountability for the rest of their 
careers. Although severe breaches of standards can start a cascade 
of events, including legal action, and intervention by the Boards of 
Registration in Dentistry and Dental Associations, a mediocre den-
tist with no severe breaches faces no barriers in continuing their 
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career. Literature reveals that the simple existence of a hierarchy of 
accountability (regardless of how effective it is) can result in bet-
ter performance in operations, including patient care, known as the 
Hawthorne effect.7 If this monitoring system is effective, it can have 
an exponential effect on quality in DSC.

5  | QUALIT Y

The Commission on Dental Accreditation (CODA) accredits US 
dental schools. Standard 5 addresses patient care services in den-
tal schools, and its intent is to promote patient-centered, evidence-
based care.8 These goals result in the formation of quality assurance 
and quality improvement committees that routinely evaluate patient 
satisfaction, clinical outcomes, and error rates, and monitor a dash-
board of critical measures. This results in robust, quality programs, 
where error rates are proactively studied and remake rates are moni-
tored for negative trends. Commonly, no such monitoring system ex-
ists in smaller private practices.

Moreover, DSC require student providers’ work to be checked 
by a licensed dentist at regular intervals. These regular evaluations 
serve as checkpoints, which have been shown to improve care in 
surgical procedures by preventing error and reducing distraction.9-11 
Hospital research has even demonstrated a reduction in mortal-
ity rate with the use of checklists that serve as checkpoints.12 The 
University of Michigan DSC use an electronic system to request fac-
ulty evaluation and feedback. Evaluation of this data (Institutional 
Review Board [IRB] approval from University of Michigan Medical 
School Committee on Human Research, no. HUM 00131029) 
demonstrates that between October 2015 and April 2017 there 
were 29 974 unique patient visits and 131 248 requests for faculty 
checks. This means that each patient visit had 4.38 faculty check-
points on average.

In private practice, the dentist is fully licensed and not subject to 
any formal checks. They rely on self-assessment; however, research 
has proven that self-assessment is very poor.13 In fact, research has 
shown that those who are weak at a given task are also poor at self-
assessment of that task,13 which creates the risk of being “unskilled 
and unaware”.14 It is true that protection exists in terms of reporting 
of providers suffering from substance abuse and legal frameworks 
for frank incompetence. However, mediocre and substandard care 
that does not result in legal intervention or other critical incidents 
cannot be flagged in the current system where dentists are their 
own evaluator. It can be argued that the structure of constant eval-
uation and quality review has potential to facilitate superior care in 
a teaching practice.

6  | PATIENT OUTCOMES

Teaching hospitals have been shown to have higher quality, safety, 
and better patient outcomes in many areas compared to non-
teaching hospitals.15,16 Hospitals are certainly different to DSC; 

however, consider the similarities. For example, the University of 
Michigan School of Dentistry (a medium-sized dental school) had 
close to 200 000 outpatient visits last year. As the population ages 
and lives longer with chronic disease, DSC are regularly called upon 
to deliver complex care to complex patients. In medicine, there are 
many examples of a shift from inpatient procedures to outpatient 
care,17,18 which suggests that the differences between teaching hos-
pitals and DSC are reducing.

Research in medicine has demonstrated that high-volume 
hospitals perform better in patient outcomes. These hospital 
learn from errors and near errors, and perfect the process to opti-
mize outcomes. Bhatia et al. found that patients who receive care 
for heart failure in hospitals with lower admission rates for heart 
failure have higher rates of re-admission and emergency room 
visits.19 However, in an interview, Bhatia went on to say: “Larger 
community and academic hospitals are more likely to have better 
access to specialty physicians, diagnostic testing, and bed avail-
ability”.20 These advantages are not unlike the advantages of a 
DSC. In the DSC at the University of Michigan School of Dentistry 
between 1 April 2016 and 30 April 30 2017, there were 333 com-
plete lower dentures fabricated (IRB approval from University of 
Michigan Medical School Committee on Human Research, no. 
HUM 00131160). While complete lower dentures can be very 
challenging to construct, large academic centers are able to learn 
from a high volume of cases and use continuous improvement to 
provide high-quality care. Even if a small private practice deliv-
ered one complete lower denture every single business day of 
the year, it would fall short of the volumes reached in the DSC of 
University of Michigan School of Dentistry (UMSOD).

Meguid et al. conducted a study on close to 50 000 patients un-
dergoing lung resection as a result of lung cancer, and found mor-
tality rates to be lower at teaching hospitals.21 The investigators 
concluded that disseminating the processes of care in these teaching 
hospitals to other hospitals “may improve quality of care for lung 
cancer patients”.

Laucis et al. studied knee and hip arthroplasty and found that 
each successively higher volume hospital had lower complication 
rates.22 Shahian et al. studied how mortality for acute myocardial in-
farction, heart failure, and pneumonia varied across teaching hospi-
tals and non-teaching hospitals. They found that, for each condition, 
teaching hospitals provided a 10% relative reduction in the adjusted 
odds of mortality for patients admitted to teaching hospitals, and 
this was regardless of the teaching intensity.23 Therefore, even the 
presence of a small amount of teaching improved outcomes at the 
hospital.

There is no study in dental medicine examining the impact of re-
ceiving care in a high-volume DSC versus a small private practice. A 
challenge in dentistry is that clinicians tend to use experience, rather 
than guidelines and evidence, to make clinical decisions.24 It works 
“in my hands” is a common mantra touted by many in our profes-
sion. In academic dental institutions, we are charged to teach our 
students evidence based dentistry and ensure that they learn how 
to distinguish good and bad evidence.
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7  | PATIENT SATISFAC TION

One might presume that smaller private practices consider and man-
age patient satisfaction at superior levels. However, it is worth recog-
nizing that few dentists in private practice actually measure patient 
satisfaction.25 However, without acquiring and synthesizing feed-
back, it is impossible to improve the experience of the customer.26 
DSC have robust processes for measuring patient satisfaction. At 
UMSOD, three types of surveys are administered every year for a 
total of approximately 4000 surveys. Every patient who completes 
a treatment plan has the opportunity to complete a patient satisfac-
tion survey. UMSOD also sends 200 surveys to patients who have 
chosen to discontinue care, and 750 point-of-service (POS) surveys 
are given to individuals who have just completed an appointment 
in the DSC. In our last administration of the POS survey, we had 
179 responses out of 250 surveys (71.6% response rate), and we 
found that 97.5% said they had a good understanding of their treat-
ment plan (IRB approval from University of Michigan Medical School 
Committee on Human Research, no. HUM 00131160); however, the 
percentage was lower for new patients, which means we need to 
improve our education of new patients.

Moreover, CODA site visitors will review if findings from these 
surveys affect change at the DSC. Therefore, patients will have their 
voices heard, and one can be assured of constant improvement 
based on patient feedback at a DSC. No such process to ensure pa-
tient satisfaction is gathered and affects change is in existence in 
private practice.

8  | ACCESS TO C ARE

Dental schools can be huge organizations with hundreds of care pro-
viders and dental chairs. Access to care is extremely broad; although 
your own provider might not be able to help you, any DSC will have 
a myriad of providers who are capable of providing emergency care 
on any given day. Smaller practices cannot offer this level of service 
to its customers. Many DSC are also moving to offer regular appoint-
ments outside business hours. Moreover, DSC have a tight support 
network for after-hours emergencies. For example, at University of 
Michigan School of Dentistry, general practice residents are on call 
after hours and are supported by the division of hospital dentistry. 
Through the hospital, there is also access to oral surgeons and the 
emergency room doctors.

Shahian et al. found that major teaching hospitals are more likely 
to offer care to minorities and patients who need to be transferred 
from other hospitals for advanced care.27 Both are essential to an 
equitable and high-quality regional health-care system. In fact, a 
study in dental medicine has shown that few dental students intend 
to treat complex patients with special needs unless they had this 
experience in the protective and supportive environment of their 
dental school.28

Large teaching hospitals more often provide care to underserved 
populations. In fact, according to the Association of American 

Medical Colleges, teaching hospitals provide a “disproportionate 
amount to care to the country’s medically underserved”.29 As a 
dental equivalent, consider the example of Massachusetts (which is 
one of the few states that makes insurance distribution publically 
available), where approximately only 1400 dentists accept Medicaid 
insurance out of the 6301 professionally-active dentists.30,31 This is 
only 22% of all active dentists. At UMSOD, only 32.9% of patients 
have private insurance: 22.4% have Medicaid, 9.5% have Affordable 
Care Act (ACA) plans, and 28.8% are uninsured (IRB approval from 
University of Michigan Medical School Committee on Human 
Research, no. HUM 00131160). It should be noted that the ACA in 
the USA mandated that dental insurance must be offered, but did 
not mandate that it should be accepted, thus many remain without 
dental insurance in the USA.

9  | RESE ARCH

Dental schools are the center for research and innovation in den-
tal medicine. Universities are primary sites for scientific discovery 
and clinical trials, and piloting new technology. Research has shown 
that hospitals participating in clinical trials have better overall out-
comes.32 The Majumdar et al32 concluded that hospitals participating 
in clinical trials had lower mortality rates (not just for the condition in 
the clinical trial) and provide better care. The highly-structured envi-
ronment of DSC is more suited for implementing research protocols 
and could produce better outcomes, because structure and reduced 
variability have been shown to reduce error rates and complications 
in hospitals.33,34

Additionally, dental schools tend to utilize new technology 
sooner (through research grants and expanded buying power) than 
smaller practices, and might be able to offer cutting edge standards 
of care sooner.15

10  | MULTIPERSPEC TIVE DECISION-
MAKING

Many faculty will complain about how slow decision-making and im-
plementation in an academic institution can be in comparison with 
a small private practice. Moreover, faculty who remain connected 
to private practices might lament on how they make decisions with 
little conflict in their practice compared to academic institutions. 
However, literature has shown that multiple diverse opinions lead 
to more conflict and ensure better decision outcomes.35 Dentist in 
smaller private practices are the chief executive officer, chief op-
erations officer, and chief financial officer. As such, her/his power 
is all encompassing, and employees are not usually empowered to 
provide conflicting opinions. Literature has described how powerful 
Chief Executive Officer can obliterate dissension,34 and the problem 
is that multiple perspectives are not considered and final decisions 
might not assess all the important factors. Many private dental of-
fices might run like this and utilize weak decision-making processes. 
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This is a strength of a DSC; that multiple opinions from individuals 
with various backgrounds (socioeconomic, academic, racial, and eth-
nic) are available for every important decision.

Moreover, within the DSC, a student might acquire several 
consultations (including specialists) in order to make a treatment 
decision; these consults are usually at no additional fee to the pa-
tient. For example, when the general dentist faculty wants a prost-
hodontic, periodontic, or endodontic consultation, they can ask a 
colleague, and usually do not charge the patient an additional fee. 
This adds value in two ways. First, more than one opinion is sought, 
which strengthens the final decision; and second, an expert opinion 
can be gained without additional fee to the patient. Such partnership 
in care is rarely available to the patient in the private practice model, 
even less so without additional fee.

11  | CONCLUSION

Academic institutions have greater resources than small private of-
fices and are able to provide administrative support to clinic opera-
tions. For instance, DSC have administrators to review quality data, 
quality assurance committees to synthesize that information, and 
quality improvement groups to implement change when needed. 
DSC also have a hierarchy of accountability, better access for un-
derserved individuals, formal checkpoints to reduce error, and mul-
tiple perspectives considered for all important decisions. The value 
proposition of DSC is much broader than simply inexpensive care. 
Academic dental centers should market their product as a compara-
ble service to teaching hospitals, which are highly regarded for bet-
ter outcomes in medicine.
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