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For over a century, allied dental healthcare pro-
viders have played critical roles in meeting the
nation’s oral health needs. Dental assistants and

dental laboratory technicians have worked closely
with dentist practitioners since the nineteenth cen-
tury. In 1907, dental hygiene was legally recognized
in Connecticut as an adjunct to dental practice, and
in 1916, Connecticut passed legislation specially
describing the practice of dental hygiene. Thirty-four
states followed Connecticut by 1935. By 1951, prac-
tice acts of all states, as well as the District of Co-
lumbia and the Commonwealth of Puerto Rico, in-
cluded provisions for dental hygiene practice. All fifty
states, plus the District of Columbia and Puerto Rico,
now require that practicing dental hygienists be li-
censed. Certification or licensure for dental assis-
tants is also required in some states. Voluntary certi-
fication for dental assistants has been available since
1948 through the Certifying Board of the American
Dental Assistants Association, now known as the
Dental Assisting National Board.1 In 1958, the first
Certified Dental Technicians (CDTs) were tested.

Today, the National Board for Certification tests more
than 1,700 technicians annually. More than 500 Cer-
tified Dental Laboratories exist in the United States.

Like dental education, allied dental education’s
history includes a transition from apprenticeships and
proprietary school settings to dental schools, com-
munity colleges, and technical colleges. Throughout
the twentieth century, allied dental education pro-
grams were most frequently started in dental schools,
community colleges, and technical colleges. In 1945,
thirteen of the sixteen dental hygiene programs that
existed were part of schools of dentistry. The num-
ber of new programs grew dramatically throughout
the 1960s, but by 1974 only thirty-seven of 158 den-
tal hygiene programs were affiliated with dental
schools. In 1947, the American Dental Association
(ADA) Council on Dental Education, now the Com-
mission on Dental Accreditation, adopted the first
accreditation standards for dental hygiene programs.1

In 1957, the ADA Council on Dental Educa-
tion sponsored the first national workshop on dental
assisting. Practicing dentists, dental educators and
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dental assistants participated in the workshop to de-
velop recommendations pertaining to the education
and certification of dental assistants. These recom-
mendations became the first “Requirements for an
Accredited Program in Dental Assisting Education,”
which were approved by the ADA House of Delegates
in 1960. Prior to 1960, the American Dental Assis-
tants Association (ADAA) approved courses of train-
ing for dental assistants. After the adoption in 1960
of the first accreditation standards, the ADA Coun-
cil on Dental Education granted provisional approval
to those programs that had been approved by the
ADAA and that were at least one academic year in
length until site visits could be conducted. Twenty-
six programs appeared on the first list of accredited
dental assisting programs published in 1961.3

The ADA House of Delegates adopted the first
standards for the education of dental laboratory tech-
nicians in 1946. These standards were rescinded and
revised requirements were approved in 1957. Since
then the accreditation standards have been revised
five times, most recently in 1998, to reflect the
profession’s changing needs and educational trends.
According to the National Association of Dental
Laboratories (NADL), forty-six states have no laws
to set minimum requirements for performance of
dental technology or the operation of a dental labo-
ratory. However, to qualify for certification, candi-
dates must have completed a two-year dental tech-
nology program (or the equivalent) and must pass
written and practical examinations.2

Allied dental educators were officially recog-
nized as a constituency in the American Association
of Dental Schools (AADS) in 1967 when the AADS
House of Delegates revised the Association’s bylaws
to create a membership classification for dental hy-
giene education. This official recognition of dental
hygiene education meant that dental hygiene educa-
tors received a voice in the Association’s policy-mak-
ing activities by virtue of their presence in the AADS
House of Delegates. In 1969-1970, the Council of
Auxiliaries was established as a part of an Associa-
tion restructuring effort. The Council of Sections was
also formed during this time, and included sections
in dental assisting education, dental hygiene educa-
tion, and dental laboratory technology education. In
1988, the Council of Auxiliaries became the Coun-
cil of Allied Dental Program Directors in accordance
with a resolution passed by that year’s AADS House
of Delegates.

Most recently, the 2000 AADS House of Del-
egates voted to change the name of the Association
to the American Dental Education Association. The
Association’s new name more accurately reflects the
breadth of its constituencies. Currently, ADEA’s al-
lied dental education institutional membership in-
cludes programs from sixty-one universities and col-
leges, twenty community colleges, twelve technical
colleges, and two advanced programs. Twenty-nine
U.S. dental schools have programs in at least one of
the allied dental professions. The Association’s Coun-
cil of Sections includes sections on dental assisting
education and dental hygiene education and the lat-
ter is ADEA’s largest section with nearly 500 mem-
bers at the present time. The dental assisting section
currently has almost sixty members. This Associa-
tion Report is an effort to understand the trends that
are shaping the future of allied dental education, to
comprehend emerging issues, and to consider a fu-
ture that builds on past successes, minimizes mis-
steps, and serves as a framework for advancement
and innovation.

The Allied Dental Workforce
Demand for allied dental personnel in dental

assisting and dental hygiene has consistently been
strong throughout the twentieth century. The size of
the allied dental workforce has continually increased
since the 1960s. According to the Bureau of Labor
Statistics, dental assistants held about 229,000 jobs
in 1998. The American Dental Hygienists’ Associa-
tion states that there are more than 100,000 dental
hygienists registered in the United States. The Bu-
reau of Labor Statistics estimates that 143,000 den-
tal hygienists held jobs in 1998. The National Asso-
ciation of Dental Laboratories’ “mid-range estimate”
is 48,000 for the number of dental laboratory techni-
cians, while the Bureau of Labor Statistics projects
that dental laboratory technicians held 44,000 jobs
in 1998.2,9 The Bureau of Labor Statistics notes that
the reported number of jobs held in allied dental fields
exceeds the actual number of personnel, since allied
dental professionals hold more than one job. Figure
1 shows the percentage of dentists that currently
employ at least one dental assistant, dental hygien-
ist, or dental laboratory technician.
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Based on the ADA’s 1999 Workforce Needs
Assessment Survey, two-thirds of private practitio-
ners employ full-time chairside assistants, while more
than half employ part-time chairside assistants.11

Thirty-three percent of respondents planned to hire
chairside assistants into new positions within the year
following the time of the survey, while 10 percent of
those surveyed indicated that they anticipated an in-
crease in the number of hours for currently employed
chairside assistants. Nearly 60 percent of the respond-
ing dentists employed part-time dental hygienists.
One-fourth of the respondents employed full-time
dental hygienists. Because dental laboratory techni-
cians have moved the primary location of effort from
the dental office to the independent commercial labo-
ratory, the fact that dentists express a low demand
for dental laboratory technicians is not surprising.
In the ADA workforce survey, less than three per-
cent of respondents employed full-time laboratory
technicians and fewer than two percent employed
part-time laboratory technicians.

The 1999 ADA Workforce Needs Assessment
Survey indicates that chairside assistants, on aver-
age, receive approximately $12.50 per hour and den-
tal laboratory technicians earn, on average, just over
$15.50 per hour. The average workweek for both
groups is thirty-two hours. In comparison, dental hy-

gienists earned an average of $29.26 per hour for an
average twenty-four-hour workweek. Thirty-seven
percent of dental hygienists work between twenty-
one and thirty-two hours per week. It should be noted
that these data are averages, and that variations exist
within geographical regions and specific localities.
In general, the Pacific and the New England regions
provide the highest compensation, while the East
South Central region provides the lowest.11

Number of Allied Dental
Education Programs

The number of dental hygiene programs in-
creased steadily throughout the past decade. The
number of dental assisting programs decreased from
1990 to 1995, but since 1995 the growth in dental
assisting programs has more than made up for those
programs lost during the first half of the decade.
From 1990 to 2001, the number of dental laboratory
technology programs has decreased nearly 43 per-
cent. According to the ADA Commission on Dental
Accreditation, there are currently 255 dental hygiene
education programs, 258 dental assisting programs, and
28 dental laboratory technology programs (Table 1).3

Figure 1. Number of Practitioners Employing at Least One Allied Dental Personnel

Source: American Dental Association. Dental Health Policy Analysis Series: 1999 Workforce Needs Assessment
Survey. Chicago: American Dental Association, 2000.
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The majority of allied dental education pro-
grams exist in the community college and technical
college settings (Table 2).Approximately 90 percent
of all allied dental education programs are in institu-
tions classified as public.

Applications, First-year
Enrollment, and Capacity

All allied dental education suffered substantial
enrollment declines in the 1980s. Dental assisting
and dental hygiene programs have recovered from
the declines of the 1980s, although the number of
applications and enrollments continue to drop in den-
tal laboratory technology. In dental hygiene educa-
tion, from 1994-1995 to 1998-1999, the number of
first-year enrollees grew from 5,567 to nearly 6,100,
a 9.5 percent increase. During the same time period,
the number of applications increased significantly,
from 21,800 in 1994/95 to 27,500 in 1998/99, a 26
percent growth (Figure 2). Judged by the growing
number of applications, there is an increasing inter-
est in the dental hygiene profession, probably driven
by strong workforce demand and competitive sala-
ries. It is important to note, however, that the num-
ber of applications is not equivalent to the number of

Table 1.  Number of Accredited Allied Dental
Education Programs, 1990-2001

Dental
Dental Dental Laboratory

Year Hygiene Assisting Technology Total

2001 255 258 28 541
2000 256 257 30 543
1999 250 251 33 534
1998 237 250 34 521
1997 230 240 35 505
1996 223 237 35 495
1995 215 230 35 480
1994 214 231 38 483
1993 208 231 41 480
1992 209 228 43 480
1991 204 242 47 493
1990 202 244 49 495

Source:  ADA Commission on Dental Accreditation, 2001.

Table 2. Educational Setting of Allied Dental Education Programs, 1998/99

Type of Program School of Separate Community
Allied Health Dental Dental or Junior Technical Vocational

Sciences School Department College College School Other

Dental Assisting 8 4 1 127 68 32 8
Dental Hygiene 30 24 5 139 25 0 14
Dental Laboratory 4 1 0 15 7 2 7
Total 42 29 6 281 94 34 29

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental Association, 2000.

Figure 2. Applications, First Year Enrollment and Capacity, Dental Hygiene

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental
Association, 2000.
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individual applicants. Many applicants apply to more
than one program. Moreover, the number of applica-
tions does not indicate the number of qualified ap-
plicants, which may partially explain that in spite of
the growth in applications and enrollment, the ag-
gregate capacity for first-year enrollment in dental
hygiene programs exceeds the actual number of en-
rollees. In 1998-1999, capacity exceeded enrollment
by about 6.5 percent.

In contrast to the growth in dental hygiene edu-
cation applications, the number of applications to
dental assisting programs has remained relatively
constant from 1994-1995 to 1998-1999 (Figure 3).
However, first year enrollment declined during the

period, from just over 6,600 to 6,162, a seven per-
cent decrease. Capacity has fluctuated over the same
time period, but consistently exceeds enrollment, al-
most 49 percent above actual enrollment in 1998/99.

Dental laboratory technology has experienced
steady declines in applications and first-year enroll-
ment since 1994-1995. Applications have fallen from
1,470 in 1994-1995 to 1,100 in 1998-1999, a 34 per-
cent decrease, which may be correlated with a 31
percent decrease in first-year enrollment, from 1,118
to 856 during the time period. In 1998-1999, dental
laboratory technology programs enrolled only 48 per-
cent of capacity.

Figure 3. Applications, First-Year Enrollment, and Capacity, Dental Assisting Education

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental
Association, 2000.

Figure 4. Applications, First-Year Enrollment, and Capacity, Dental Laboratory Technology

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental
Association, 2000.
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Excess capacity in allied dental education pro-
grams is primarily found in community or junior
college settings and in technical college and insti-
tute settings (Table 3).

Number of Graduates
The number of graduates from dental assisting

programs grew steadily throughout the 1990s, from
3,960 in 1989-1990 to a peak of 5,032 in 1996-1997,
a 27 percent increase (Figure 5). Likewise, the num-
ber of dental hygiene graduates grew consistently

throughout the 1990s, from just over 3,900 in 1989-
1990 to nearly 5,300 in 1998-1999, a 36 percent in-
crease. In contrast, the number of graduates from
dental laboratory technology programs has decreased
throughout the past decade, with slight fluctuations
in 1993-1994 and 1994-1995. In 1989-1990, there
were 722 graduates compared to 490 graduates in
1998-1999, a 47 percent decrease.

The type of academic credential awarded by
dental assisting programs varies from basic diploma
to associate degree. During the 1998-99 academic
year, ninety-three dental assisting programs offered
a diploma, 149 offered a certificate, and six offered

Table 3. Comparison of First Year Student Capacity Versus Enrollment By Educational Setting 1998/99

School of Separate Community Technical
Allied Health Dental Dental or Junior College/ Vocational

Sciences School Department  College Institute School Other Total

Dental Assisting 8 4 1 127 68 32 8 248
Number of 202/128 282/210 40/11 3804/2877 1844/2737 1716/888 382/204 8270/7055
Institutions
Capacity/
Enrollment

Dental Hygiene 30 24 5 139 25 0 14 237
Number of 977/892 807/759 142/121 3471/3306 695/626 0/0 379/383 6471/6087
Institutions
Capacity/
Enrollment

Dental Lab
Technology 4 1 0 15 7 2 7 36
Number of 46/16 12/11  0/0 353/239 230/126 46/20 339/75 1026/487
Institutions
Capacity/
Enrollment

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental Association,
2000.

Figure 5. Number of Graduates from Allied Dental Education Programs, 1989/90-1998/99

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental
Association, 2000.
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the associate degree. Among dental hygiene pro-
grams, eight offered a certificate, 199 the associate
degree, twenty-four the baccalaureate degree in den-
tal hygiene, and four the baccalaureate degree in a
related area. Eight programs offer the master’s de-
gree in dental hygiene (MSDH), while eight other
programs offer master’s degrees in related areas. Ac-
cording to the American Dental Hygienists’ Asso-
ciation, fifty-four programs offer post licensure op-
portunities for dental hygiene students to receive a
baccalaureate degree in dental hygiene or a related
area.10 The majority (n=22) of dental laboratory pro-
grams provide the associate degree, while three of-
fer a diploma, and nine, a certificate.12 Data on attri-
tion rates in allied dental programs are not readily
available. Based upon first-year enrollment trends
in comparison to graduation trends, there is signifi-
cant attrition across allied dental education programs.
The extent of and reasons for this attrition require
further investigation.

Gender, Race, and Ethnicity
 In 1998-1999, white students represented 70

percent of the total dental assisting enrollment and
86 percent of the total enrollment in dental hygiene
programs (Tables 4 and 5). When examined in terms
of gender and race, programs in dental assisting are

69 percent white female, while those in dental hy-
giene education are comprised of 84 percent white
female students. Minority groups comprise only a
small percentage of total enrollments in dental hy-
giene programs (Table 5). Dental assisting has a sub-
stantially larger percentage of Black, African-Ameri-
can, Hispanic/Latino, Native American, and
Asian-American than dental hygiene. In contrast,
dental laboratory technology enrollments reflect an
equitable distribution of the sexes, with approxi-
mately 51 percent of total enrollment being female
and 49 percent male. Moreover, the student popula-
tion is significantly more diverse in dental labora-
tory technology than that of dental assisting and den-
tal hygiene education (Table 6).

The Cost of Allied Dental
Education

Figures 6-8 show the average costs for tu-
ition and fees for dental assisting, dental hygiene,
and dental laboratory technology programs. In real
numbers, tuition and fees have increased for all stu-
dents in dental assisting, dental hygiene, and dental
laboratory technology. For in-district dental assist-
ing students, over the five-year year period from
1994-1999, the average tuition and fees have in-

Table 4. Total Enrollment in Dental Assisting Programs by Ethnicity/Race and Gender, 1998/99

Full-Time Full-Time Part-Time Part-Time Total Total Grand
Ethnicity/Race Male  Female  Male  Female Male Female Total Percent

White  66 4234  3 149  69 4383 4452  70
Black  62  693  1  17  63  710  773  12
Hispanic  38  494  4  35  42  529  571  9
Native American  1  52  0  2  1  54  55  1
Asian  16  201  0  19  16  220  236  3.7
Unknown  3  277  0  0  3  277  280  4.4
Total Enrollment 186 5951  8 222 194 6173 6367 100

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental Association,
2000.

Table 5. Total Enrollment of Dental Hygiene Programs by Ethnicity/Race and Gender, 1998

Full-Time Full-Time Part-Time Part-Time Total Total Grand
Ethnicity/Race Male  Female  Male  Female Male Female Total Percent

White 128 5059  83 5071  211 10130 10341  86
Black  24  187  8  158  32  345  377  3
Hispanic  32  281  16  235  48  516  564  4.7
Native American  0  37  0  21  0  58  58  0.5
Asian  32  259  24  246  56  505  561  4.7
Unknown  6  42  5  82  11  124  135  1
Total Enrollment 222 5865 136 5813  358 11678 12036  100

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental Association, 2000.
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Table 6. Total Enrollment of Dental Laboratory Technology Programs by Ethnicity/Race and Gender, 1998

Full-Time Full-Time Part-Time Part-Time Total Total Grand
Ethnicity/Race Male  Female  Male  Female Male Female Total Percent

White 126 143 106 116 232 259 491  54.6
Black  25  58  20  22  45  80 125  14
Hispanic  17  31  28  34  45  65 110  12
Native American  0  0  0  0  0  0  0  0.0
Asian  31  29  36  22  67  118 118  13
Unknown  25  8  25  4  50  56  56  6
Total Enrollment 224 263 215 198  439  461 900 100

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental Association, 2000.

Figure 6. Average Costs for Tuition and Fees in Dental Assisting Programs by Category 1994 -1998

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental
Association, 2000.

Figure 7. Average Costs for Tuition and Fees in Dental Hygiene Programs by Category 1994/95 to 1998/99

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental
Association, 2000.
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creased nearly 49 percent. An “in-district” student is
one who lives within the county or counties that pay
taxes to support a given community or technical col-
lege. This increase for in-district dental assisting stu-
dents compares to a 27 percent increase in average
tuition and fees in dental hygiene education and a
slightly less than 12 percent increase in dental labo-
ratory technology programs. Students who live both
in the state and in the district in which a program is
located receive the lowest tuition and fee costs, while
those who live in the state but in another district in-
cur costs from 7 to 16 percent higher in 1998-1999.
From 1994-1995 to 1998-1999, average costs for out-
of-state students have frequently been more than

twice that of in-district students in dental assisting
and dental laboratory technology programs. Through-
out this time period, the difference in average costs
for tuition and fees in dental hygiene for in-state stu-
dents and their out-of-state peers has gradually de-
creased, from 86 percent in 1994-1995 to 75 percent
in 1998-1999.

There are no aggregate data on allied dental
student debt. Presumably student debt, which in-
cludes costs incurred by students during the time of
their education that go beyond tuition and fees, has
risen over the past decade with the rise in tuition and
fees and cost of living.

Figure 8. Average Costs for Tuition and Fees in Dental Laboratory Technology Programs by Category 1994 -1998

Source: American Dental Association. 1998/99 Survey of Allied Dental Education. Chicago: American Dental
Association, 2000.

Table 7. Number of Full- and Part-Time Allied Faculty 1992-2000

Source: American Dental Association, Survey Center, Surveys of Allied Dental Education, 2001
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Allied Dental Faculty
Recent anecdotal observations from allied den-

tal program directors indicate that some are experi-
encing a shortage of qualified faculty. Table 7 shows
the number of full-time and part-time faculty as well
as the total FTEs for the past ten years across allied
dental education.

These data indicate that, nationally, the aver-
age number of faculty per program has remained rela-
tively constant across allied dental education pro-
grams. Even with the increase in the number of dental
hygiene programs, FTEs have ranged from an aver-
age of 6.6 in 1992-1993 to a high of 7.2 in 1999-
2000. The situation is similar in dental assisting pro-
grams, with growth in the number of programs, the
average number of FTEs has ranged from 2.6 in 1992-
1993 to 3.2 in 1999-2000. For both dental hygiene
programs and dental assisting programs, the average
number of full and part-time faculty has also re-
mained relatively constant, keeping pace with the
growing number of programs. For example, the na-
tional average number of full-time faculty per dental
hygiene program has remained at approximately 4.2
faculty members since 1992-1993 to the present. For
dental assisting, this number ranges from 1.91 in
1993-1994 to 1.99 in 1999-2000. Unlike dental hy-
giene and dental assisting programs, the number of
dental laboratory technology programs have declined
from forty-three in 1992-1993 to thirty-three in 1999-
2000. The effect has been a steady increase in the
national average of FTEs per program, from 3.3 in
1992-1993 to nearly six per program in 1999-2000.

National averages may not, however, be indica-
tive of faculty employment trends in a given geo-
graphic locality. The extent to which programs are
relying on faculty who are not graduates of allied
dental education programs or who lack the desired
level of academic credentials is not indicated by the
data. As noted above, first-year enrollment in dental
hygiene programs increased 9.5 percent from 1994-
1995 to 1998-1999. The effect of the change in fac-
ulty-to-student ratio brought on by increased enroll-
ment in dental hygiene combined with a relatively
constant number of faculty is unknown.

There are little extant data to elucidate the cur-
rent profile and status of allied dental faculty. In 1999,
Harrington conducted a survey of allied dental edu-
cators focused on faculty recruitment and retention
in allied dental education. Two hundred and fifty-
seven allied dental program directors responded, rep-

resenting nearly 50 percent of all accredited allied
dental education programs in the U.S. In addition,
402 allied dental faculty responded, approximately
30 percent of allied dental faculty at that time. Ac-
cording to Harrington’s research, the average num-
ber of full-time faculty members per program was
small: two for dental assisting; four for dental hy-
giene and dental laboratory programs; and six for
combined programs. She noted that dental hygiene
and combined programs relied heavily on part-time
faculty. Harrington found that dental hygiene pro-
grams located in universities or health science cen-
ters, on average, employed more dental hygiene fac-
ulty than two-year programs: 5.5 full-time faculty
and thirteen part-time faculty. Harrington reported
that the mean faculty age in allied dental education
was forty-six years in 1998. Dental hygiene and den-
tal assisting faculty were over 95 percent female,
while males comprised 82 percent of dental labora-
tory technology faculty. 13

Harrington asked respondents about the num-
ber of faculty positions available in their programs
over the past five years. Tables 8-9 includes her find-
ings. Based on Harrington’s research at that time,

Table 8. Number and Mean Number of Applicants
per Available Full-Time Position 1993-1998

DA DH DLT DA/DH Total
N=32 N=82 N=6 N=9 N=139

Qualified 232 479 49 75 835
applicants for
each available
position

Mean 5.52 5.84 8.17 8.33 6.01
applicants per
program

Source: M. Harrington. Presentation to the ADEA Council
of Allied Dental Program Directors at the American
Association of Dental Schools annual session, Vancouver,
British Columbia, Canada, March 1999.

Table 9. Number and Mean Number of Available Full-
Time Faculty Positions, by Program Type 1993-1998

DA DH DLT DA/DH Total
N=43 N=87 N=6 N=10 N=146

Full time faculty 72 182 13 18 265
positions available
over the past
5 years

Mean positions 1.67 2.09 2.17 1.80 1.82
per program

Source: M. Harrington. Presentation to the ADEA Council
of Allied Dental Program Directors at the American
Association of Dental Schools annual session, Vancouver,
British Columbia, Canada, March 1999.
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she concluded that the need for faculty in allied den-
tal education was not as critical as in dental educa-
tion. Her research also indicated that most programs
received a sufficient number of qualified applicants
for vacancies to fill them within approximately six
months. Major factors influencing the hiring of new
faculty included salary, workload, and benefits. Ma-
jor reasons for faculty departure included retirement,
relocation of a spouse or the faculty member, per-
sonal or family reasons, and promotion “up and out.”
Considerations important to recruiting and retaining
an adequate number of qualified allied dental fac-
ulty will be explored in the discussion below.

Discussion

The Allied Dental Workforce and
Access to Oral Health Care

Based on responses published in the 1999 ADA
workforce survey report, 65 percent of private den-
tal practitioners believe there is an inadequate num-
ber of chairside assistants and dental hygienists in
their area, while 80 percent of the respondents be-
lieve there is an adequate supply of dental labora-
tory technicians.11 The perceived shortage of dental
hygienists has led to efforts by the ADA House of
Delegates to create “alternative pathways,” educa-
tional tracks other than completion of an ADA Com-
mission on Dental Accreditation approved program,
for those entering the dental hygiene profession. In
1999, the ADA Joint Commission on National Den-
tal Examiners voted to allow dental hygiene gradu-
ates from non-accredited programs to take the Na-
tional Boards, another action to address the perceived
shortage. The Joint Commission’s decision has since
been rescinded. ADEA responded to these initiatives
by affirming its long-standing policy that supports
dental, advanced dental, and allied dental education
programs accredited by the Commission on Dental
Accreditation. As a part of this policy, ADEA op-
poses preceptorship and other non-accredited meth-
ods of training. As noted above in trends in appli-
cants, enrollments, and capacity, there seems to be a
reserve capacity in the nation’s accredited programs
to educate allied dental professionals in dental as-
sisting, dental hygiene, and dental laboratory tech-
nology. The perception of a shortage of dental hy-
gienists and of dental assistants warrants further

investigation by both the education and the practic-
ing communities.

As policy makers consider future dental
workforce needs, they will inevitably reflect on the
declining ratio of dentist-to-population in the light
of oral health care disease prevention and access to
oral health care. Nowhere is this concern more evi-
dent than in the recent report Oral Health in America:
A Report of the Surgeon General. The Surgeon Gen-
eral warns that: “The trend in the reduction of the
dentist-to-population ratio and the absolute number
of dentists implies a shortage of dentists in the fu-
ture. This trend may, however, be offset by innova-
tion in dental practice. However, if the impact of fu-
ture technology changes is similar to that produced
by changes over the past twenty to thirty years, it
will not substantially affect the projections.” The Sur-
geon General is clear in stating that the challenge
facing the health professions is to expand commu-
nity-based disease prevention and personal oral health
care to meet the needs of populations. He states that
problems of access and barriers to care must be ad-
dressed and adequate solutions found to ensure that
there is care for all who seek it.

Last year, ADEA formed a Commission to ex-
amine the role of dental schools and other academic
dental institutions in addressing access to oral health
care and reducing oral health care disparities. The
Association is currently seeking external funding to
support the Commission’s activities. One of the pri-
mary areas to be investigated is the role of allied den-
tal providers in addressing access to oral health care.
Also in 2000, ADEA worked closely and success-
fully with the American Dental Hygienists’ Associa-
tion and others to ensure the inclusion of dental hy-
giene programs in the Ryan White Care Act Dental
Reimbursement Program. Federal support for this
important program increases access to oral health
services for HIV infected and persons with AIDS,
and at the same time, provides students and dental
residents the education and training necessary to
deliver oral health care to HIV/AIDS patients.

The current dental workforce is thought to have
reserve productive capacity, in large part through its
utilization of allied dental personnel. As the ratio of
dentists to population declines and the demand for
dental services increases in the national aggregate
or through programs to specific/underserved popu-
lation groups or areas, there will be a need to draw
upon and expand that reserve capacity through a more
extended use of allied dental personnel. This expan-
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sion in productivity capacity will likely include not
only a more intensive utilization of allied dental per-
sonnel to the extent allowable by current state dental
practice acts, but the examination of new roles and
responsibilities in a less restrictive delivery system,
that would further augment the output of the dental
team and extend the availability of oral health care.
Through the ADEA Commission and educational and
public policy efforts, the Association will continue
to investigate and formulate policy to guide allied
dental education programs in their efforts to ensure
that allied dental personal are utilized to their full
potential.

Applications, Enrollment, and
Capacity

The decline in the number of enrollees in den-
tal assisting programs probably reflects the fact that
most chairside dental assistants receive their train-
ing on the job or complete a six-to-nine month,
postsecondary, school-based program. In 1993,
DeVore warned that there are few incentives for those
who wish to pursue formal education and certifica-
tion in dental assisting. No nationally recognized stan-
dards or credentialing system for dental assistants
exists, and dentist employers often are willing to hire
dental assistants who have no formal training or cer-
tification.

Neither has dental laboratory technology
achieved specific educational requirements for en-
try into practice. As independent commercial labo-
ratories continue to recruit the majority of dental labo-
ratory technicians, and as on-the-job training for
dental laboratory technicians grows, further declines
should be anticipated in the number of dental labo-
ratory technology educational programs and enroll-
ees. DeVore’s conclusion in 1993, that the lack of
recognition for graduates of the educational system
in dental assisting and dental laboratory technology
will make it difficult to attract sufficient numbers of
qualified students to maintain these programs, ex-
plains the trend of decline in first-year enrollments
and growing excess capacity in dental assisting and
dental laboratory technology.

The competence of entry-level allied dental
health providers and the quality of care rendered to
patients is safeguarded by formal education in ac-
credited programs, licensure, and certification. As
stakeholders consider the best strategies to address
perceived shortages of allied dental personnel,

whether these shortages are isolated to specific lo-
calities or national in scope, policy makers must en-
sure that any educational process results in a compe-
tent professional. In 1999, ADEA adopted as policy
a document entitled, “Competencies for Entry into
the Profession of Dental Hygiene.” These guidelines
describe the abilities expected of a dental hygienist
entering the profession. This policy is available on
the ADEA website (www.adea.org).

As noted above, ADEA has also had a long-
standing policy that states unequivocally the
Association’s commitment to dental, advanced den-
tal, and allied dental education programs accredited
by the Commission on Dental Accreditation. As a
part of this policy, ADEA opposes preceptorships and
other non-accredited methods of training.14 Accredi-
tation ensures that programs meet rigorous educa-
tional standards developed by dental educators and
the profession. Accreditation is the means to objec-
tively evaluate programs and to ensure uniform stan-
dards across geographical boundaries.

ADEA is currently exploring the feasibility of
Central Application Service for dental hygiene pro-
grams. A small number of programs have agreed to
participate in beta testing of the service, and an
ADEA task force is currently developing a pilot ap-
plication form. A national application service for
dental hygiene education might also serve as a model
for dental assisting and dental laboratory technol-
ogy programs in the future. In addition to streamlin-
ing the application process through one source, a
national application service will also provide impor-
tant data that are now missing; for example, the num-
ber of applicants and racial and ethnic diversity of
applicants to allied dental programs. These data could
be crucial in establishing policies to guide in the re-
cruitment of allied dental students.

Race, Ethnicity, and Gender

If the percentage of the U.S. population is an
indication of the benchmark for the desired racial
diversity in allied dental education, dental assisting
programs and dental hygiene programs are chal-
lenged to implement significant changes. In 2000,
nearly 13 percent of the U.S. population was Black/
African American, 11.4 percent Hispanic/Latino, 4.1
percent Asian/Pacific Islander, and less than one per-
cent Native American/Alaska Native. By 2050, esti-
mates are that 24.5 percent of the population will be
Hispanic/Latino, 15.4 percent will be Black/African
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American, and 8.7 percent will be Asian/Pacific Is-
lander. The percentage of white, not Hispanic, popu-
lation is expected to decrease from 72 percent in 2000
to 53 percent in 2050. Data show that patients are
more likely to visit dentists who are of the same race.
The diversity of the oral health workforce does and
will likely continue to impact the care of a diverse
population. This preference in dentists may also be
reflected in allied dental health providers.

There are no aggregate data to determine the
number of under-represented minority applicants to
allied dental education programs. The lack of such
data makes it difficult to understand the interest of
under-represented minority students in allied dental
education fields and how likely under-represented
minority applicants are to gain acceptance into al-
lied dental programs. In U.S. dental schools, the per-
centage of all minorities as dental school applicants
and first-year enrollees grew from about 13 percent
in 1980 to over 36 percent of the applicants and 34
percent of the first-year enrollees in 1999. Most of
the growth has occurred through Asian/Pacific Is-
lander applicants and enrollees, who increased from
about five percent of the applicants and enrollees in
1980 to 25 percent of the applicants and 24 percent
of the enrollees in 1999. Underrepresented minority
applicants (Black/African American, Hispanic/
Latino, and Native American) and enrollees increased
slightly between 1980 and 1999, from about eight
percent to 10.5 percent of the applicants and 10.2
percent of the first-year enrollees. Allied dental edu-
cation programs show comparable diversity in over-
all enrollment to dental schools, although allied dental
education programs have a substantially smaller per-
centage of Asian students.

As noted in a recent ADEA Association Re-
port on dental school application trends, ADEA is
pursuing a number of initiatives to address the prob-
lem of under-represented minorities.20 In 1993 the
American Association of Dental Schools House of
Delegates created a division in the Central Office
committed to addressing minority and gender issues.
ADEA is a member of Health Professions for Diver-
sity, a coalition of more than fifty-one medical,
health, and education organizations with the goal of
ensuring that health professions schools continue to
have the freedom to consider race, ethnicity, and gen-
der as important factors in student selection. ADEA
is active in the Health Professions Partnership Ini-
tiative (HPPI). HPPI challenges health professions
schools to collaborate with colleges and school sys-
tems to improve curricula and educational programs.

By improving student achievement, the goal is to
equip a larger number of underrepresented minority
students to enter into the health professions pipeline.

Women have traditionally dominated allied
dental careers. This history is clearly evident in the
current ratio of women to men in allied dental edu-
cation programs. In contrast, dentistry and medicine,
historically dominated by male students and practi-
tioners, are undergoing a change in gender diversity.
The number of women applicants and first-year en-
rollees in U.S. dental schools has ranged between 35
and 39 percent over the last ten years. In 1999, women
comprised about 38 percent of the applicants and
first-year enrollees. Dental education trails medical
education in gender diversity. In medicine, women
applicants and enrollees have continued to increase.
In 1999, women comprised almost 46 percent of the
first-year class in medical schools.20 Nursing has
made some gains in gender diversity over the past
decade, with the percentage of male first-year en-
rollment moving from 7.3 percent in 1990 to 9.1 per-
cent in 2000. At present ADEA has no ongoing ac-
tivities for increasing gender diversity in allied dental
education programs, but this issue warrants exami-
nation by ADEA allied dental education leaders.

Allied Dental Faculty

As noted, many allied dental education program
directors have recently indicated difficulty in filling
open faculty positions. It is unclear whether these
difficulties are national, isolated to certain localities,
or problems for specific types of program or pro-
grams within specific types of institutions. The most
recent ADA data would indicate that nationally, al-
lied dental education programs have been successful
maintaining a constant number of full and part-time
faculty. In 1996, Wilder conducted a survey of den-
tal hygiene program directors to ascertain their per-
ceptions of graduate dental hygiene education and
future faculty needs. Seventy-six percent of the den-
tal hygiene programs at that time responded, for a
total of 161 responses. Wilder found that 61 percent
of the respondents had had a full-time faculty va-
cancy in their program between 1994 and 1996, while
27 percent had their last vacancy between 1990 and
1993. Wilder found that nearly one-half of the re-
sponding programs require a master’s degree for full-
time tenure track faculty positions. Nearly 80 per-
cent of program directors preferred master’s degrees
for full-time non-tenure track positions. At the time



May 2001 ■ Journal of Dental Education 493

of her survey, just over half of the respondents be-
lieved that the number of M.S.D.H. programs was
inadequate to meet the full-time faculty needs of
dental hygiene education.23

At the time of Wilder’s research and at present,
eight M.S.D.H. programs exist. These eight programs
graduated between sixteen and twenty-four students
per year, many of which pursued research or private
industry positions. Wilder concluded: “Even if those
eight accepted students to capacity, they would gradu-
ate only about thirty per year. Presumably, this num-
ber would not meet the faculty needs of all the den-
tal hygiene programs.”23

A recently formed ADEA Task Force is cur-
rently working to conduct a new survey of allied den-
tal education programs to ascertain a profile of al-
lied dental faculty and to determine the current status
of allied dental faculty recruitment and retention. The
Task Force is comprised of members from the ADEA
Council of Allied Dental Program Directors and the
sections of Dental Assisting Education, Dental Hy-
giene Education, and Minority Affairs from the
ADEA Council of Sections. Table 10 delineates the
survey’s overall purpose. The Task Force expects to
present preliminary findings at the ADEA Annual
Session in March 2002.

In alliance with its corporate members, ADEA
actively supports allied dental educators through a
variety of fellowships and scholarships. In 2000,
ADEA offered five fellowships and scholarships,
totaling nearly $30,000, exclusively for allied dental
faculty members and allied dental students pursuing
academic careers in allied dental education. Table 11
lists these fellowships and scholarships, along with

a brief description of each. Two of these fellowships
provide funding to participate in the ADEA Leader-
ship Institute, a year-long program designed to de-
velop the nation’s most promising dental and allied
dental faculty to become future leaders in dental, al-
lied dental, and higher education. The ADEA Lead-
ership Institute, now in its third year, has graduated
three dental hygiene educators. The class of 2001-
2002 includes a dental hygiene program director and
a dental assisting program director.

Conclusion
This year marks the thirty-fourth annual ADEA

National Dental Hygiene Program Directors’ Con-
ference. This conference has become one of the larg-
est meetings held by the Association each year, with
more than half of the dental hygiene program direc-
tors in the United States attending. At the thirty-third
annual ADEA National Dental Hygiene Program
Directors’ Conference in June 2000, more than 150

Table 10. Selected Issues to be Addressed by the
ADEA Task Force Study on Allied Dental Faculty

1. What are the demographics of current allied dental
faculty including:
• age
• race
• ethnicity
• full/part-time status
• degree(s)
• discipline
• tenure or contract status of current faculty
• length of employment
• faculty rank
• years of graduation
• years of clinical experience

2. Is there a shortage of faculty (full/part-time)?
3. Separations and reasons for separations?
4. Are programs increasing the number of faculty and

program size?
5. What type of appointments are most common?

Contract length?
6. What factors influence recruitment?

Table 11. ADEA Fellowships, Scholarships and Awards
for Allied Dental Educators

ADEA/Colgate Allied Dental Educator’s Fellowship
Provides the opportunity for an allied dental educator to
focus on a broad range of issues affecting allied dental
education such as, but not limited to, policy, research,
budget and finance, faculty advancement, legislation,
gender, and workforce issues. The recipient may partici-
pate in the ADEA Leadership Institute as a part of the
fellowship.
ADEA/Crest® Dental Hygiene Teaching Excellence Award
Recognize faculty who have shown their strong interest in
preventive dental care through creative teaching strategies
that motivate their students to learn about preventive
dental care, community outreach projects that promote
preventive dentistry, and/or leadership in developing and
implementing continuing education programming in the
area of preventive dental care.
ADEA/Oral-B Dental Hygiene Education Academic
Career Scholarship
Supports dental hygiene students who are pursuing
education beyond the associate’s degree and who have an
interest in an academic career.
ADEA/Sensodyne® Leadership Institute Fellowship for
Allied Dental Faculty
Provides the recipient with the opportunity to participate
in the ADEA Leadership Institute. The Institute is year-long,
four-phased program designed to develop future leaders in
dental, allied dental, and higher education.
ADEA/Young Dental Manufacturing Company Dental
Hygiene Development Grant
Supports the research of a dental hygiene faculty member
related to the completion of an advanced degree (Master
of Science degree in dental hygiene, Ph.D., or equivalent
degree).
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of the U.S. dental hygiene program directors partici-
pated in a session to envision the future of dental
hygiene education and to develop strategies for mov-
ing toward this vision. The ideas generated during
this session are also applicable to dental assisting and
dental laboratory technology education. Among the
most prominent themes arising from the session were
the following:

1. Establishing higher levels of academic creden-
tials for the practice of dental hygiene.

A major theme that emerged from the session
was a strong emphasis on degree programs. Some
program directors suggested that the bachelor’s de-
gree become the point of entry into dental hygiene.
To accomplish this, more degree completion pro-
grams would need to be created. In addition, certifi-
cate programs will be needed to retrain faculty, with
an increase in faculty with master’s degrees and doc-
torates. Many program directors also envisioned a
universal core curriculum with standardized courses
that integrate dental health education and promote
interdisciplinary learning. To this end, there should
be more collaborative efforts between dental students,
dental hygiene students, dental assisting students, and
lab technologies students.

2. Creating greater public awareness of the role
of dental hygienists, including the role dental hy-
gienists play in providing improved access to oral
health care.

A large number of participants indicated an
increased role for dental hygiene for improving ac-
cess to oral health care and reducing oral health care
disparities. Program directors observed that there is
a need to expand manpower in rural areas through
public clinics and to increase care to a diverse pa-
tient pool, such as the poor, disabled, medically com-
promised, and elderly through rendering care through
nursing home and home health care settings. Pro-
gram directors noted that this expanded access will
broaden the scope of dental hygiene while enhanc-
ing public perception of the role of dental hygien-
ists.

3. Developing technological competencies and in-
frastructure to enhance distance learning.

The use of advanced technologies to benefit
the profession and dental hygiene education was a
prominent theme emerging from the working groups.
Directors envisioned the use of both internet-based
technologies and other technologies, including “tele-

mediated” courses, case-based instruction through
interactive computer simulations, and virtual clinics.

4. Reforming licensure.
Many program directors envisioned the future

of dental hygiene as one in which the profession gov-
erns and regulates itself, with its own state and na-
tional boards. Complementary to this vision, many
program directors identified the need for compe-
tency-based, national licensure as well as reciproc-
ity at the national level for licensed dental hygien-
ists, providing greater mobility throughout the United
States.

5. Integrating dental hygiene education with other
health and allied health education for interdisci-
plinary learning.

For the future, many program directors con-
ceived of a more integral role for dental hygienists
as a part of the oral health care team and the overall
health care team. Dental hygienists would contrib-
ute to the development of a more holistic approach
to health care through collaboration with other health
professions. Therefore, oral health care would take
on an oral medicine perspective and involve an in-
terdisciplinary approach to health care services.

Through ADEA’s policies and educational pro-
gramming, the Association addresses each of these
areas. For example, in addition to activities noted
above, ADEA supports licensure reform to eliminate
the use of human subjects and to increase reciproc-
ity for all dental and allied dental professionals. The
ADEA Technofair has become one of the best-at-
tended meetings at the ADEA Annual Session, and
includes a variety of strategies, applications, and ex-
amples for enhancing education through technology.
The ADEA National Dental Hygiene Program Di-
rectors’ Conference and the ADEA Annual Session
include a number of timely educational programs and
policy forums especially for allied dental educators.
This year’s ADEA National Dental Hygiene Direc-
tors’ Conference includes a session specifically ad-
dressed to interdisciplinary issues as they related to
the changes affecting all allied health professionals
and allied health educational programs.

ADEA is the only national organization whose
sole purpose is to speak on the behalf of all dental
education, including allied dental education. Through
the ADEA Council of Allied Dental Program Direc-
tors, one of seven councils that comprise the ADEA
House of Delegates, the Association provides the
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forum for allied dental programs and allied dental
faculty members to have a national voice on issues
affecting them and the profession. ADEA will con-
tinue to seek new initiatives and to maintain existing
ones to serve the needs of allied dental education.
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