Women’s Health in the Dental School Curriculum 2012:
Survey Report and Recommendations

November 30, 2011

Colleagues:
The National Institutes of Health Office of Research on Women’s Health is pleased to provide
you with a copy of Women’s Health in the Dental School Curriculum 2011: Survey Report and
Recommendations. This comprehensive study looks at how women’s health and gender-related
issues are taught in the basic and clinical sciences in dental schools. The report is also a very
important effort to follow up on its earlier study of women’s health in dental education and to
broaden the examination of women’s health in health professions education.
The report includes the analytical results of a survey of U.S. dental schools conducted during
2011 by the American Dental Education Association (ADEA). It documents how women’s
health and oral health issues are addressed in the curriculum. It also presents an annotated
bibliography of research involving oral and craniofacial health and disease in women, as well as
articles and other documents related to dental education and women’s health.
We acknowledge the vital effort of ADEA, its staff and faculty fellows in the preparation of this
resource document and especially the leadership of the project coordinators for bringing this
effort to fruition. The report significantly contributes to the understanding of the educational and
clinical aspects of women’s oral health, expanding the concept of women’s health in dental
education.
We hope that this report will be of value in efforts to incorporate women’s health issues
throughout health professional education.
Sincerely yours,

Janine Austin Clayton, M.D.
Deputy Director, Office of Research on Women’s Health
National Institutes of Health
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Part I. Background and Introduction
Major policies and national reports1,2,3,4,5 have contributed to the advancement of women’s health
in the context of a science base for women’s health and access to care. This study is expected to
contribute to the evidence-based dentistry, which will capture the emerging promise of research
and technological advances that will enable dentists, allied dental professionals, and other health
professionals to provide care to an increasingly diverse U.S. population and women across the
life span.
This study does not address specific curriculum elements that answer clinical questions such as
what is taught related to dental treatment for pregnant women during various gestational periods
or what are students taught about the role of the dentist in addressing the national epidemic of
obesity in the United States. These are content-specific issues that remain in the domain of dental
school curriculum committees. This study is expected to contribute to the understanding of the
emerging science base for women’s health and its potential value to the health education and
outcomes of women in the future.
Milestones

The 1990s ushered in a decade in which major efforts contributed to actions related to inequities
in the United States by scientists, clinicians, policy makers, legislators, and the public. The
recognized inequities were inadequate attention to gender differences in research, barriers to
assessing health care services, lack of funding for women’s health concerns, lack of focus on
women’s health in public health care and health professional education, and the dearth of women
in senior medical and scientific positions in federal and academic institutions. A congressional
directive in 1993 provided the basis for major efforts to address the longstanding inequities that
had existed in the education of health care providers for women. In a report for the fiscal year
ending September 30, 1993, related to the budget for the U.S. Department of Health and Human
Services (HHS), the Senate Committee on Appropriations stated: “To date, there is no medical
specialty [that] provides comprehensive primary health care to women. The Committee requests
that the [NIH] Office of Research on Women’s Health (ORWH) in cooperation with the Health
Resources and Services Administration (HRSA) and the Public Health Service’s Office on
Women’s Health, evaluate a random sample of medical school curricula to determine the extent
to which women’s health issues are addressed ...” (Senate Report No. 102-397, 1992 [see
Appendix A]).
The Office of Research on Women’s Health (NIH/ORWH) was established in September 1990.
An Office of Women’s Health was created in the Office of the Director of the Health Resources
and Services Administration (HRSA) in 1994 (Senate Report Number 103-143, 1993 [see
Appendix A]). The HRSA directive was to “ensure that women’s health is given the highest
priority through HRSA programs in training, research, treatment and service.” The first
NIH/ORWH agenda-setting report, Report of the National Institutes of Health: Opportunities for
Research on Women’s Health (Commonly referred to as the Hunt Valley report) was published
in 1992.1 The Hunt Valley model included broad public participation in the process of prioritysetting from the spectrum of health care specialties and scientific disciplines. This model has
been used for both professional and public commentary regarding women’s health issues during
1

the past 20 years. Four benchmarks of achievement by ORWH during the 20-year period have
been identified in the Strategic Plan for 2020.2 The “four benchmark areas: (1) policies have
been developed and implemented to ensure the inclusion of women in NIH clinical research; (2)
women’s health and sex differences research has increased; (3) new programs have been
implemented to prepare researchers to conduct women’s health research; and (4) there has been
new focus on interdisciplinary career development and sex differences research across the
research continuum. Consequently, reports on sex and gender-related factors in health and
disease and analysis of clinical trials by sex of participants have steadily increased in the
scientific literature.”
Reports by M. Redford and D. O’Mullane, H. Whelton, and N. Galvin in 1993 brought a new
focus to women’s oral health through analyses of conditions and diseases that document riskfactor variables and social determinants affecting health outcomes (Appendix B).
The seminal report, Dental Education at the Crossroads: Challenges and Changes, published by
the Institute of Medicine (1995)3 presented sweeping recommendations across issues and
controversies in dental education. The report has been the major catalyst for curriculum change
in the United States, although it lacks gender reference except in the area of prevention.
Recommendation 10 of the report, to build research capacity and pursue collaborative research
strategies, has been used to support advancements in basic science, clinical, and health services
research across all disciplines and interests.
The first dental report by a U.S. Surgeon General (2000)4 and the subsequent report, A National
Call to Action to Promote Oral Health (2003),5 linked oral health to Healthy People 2010.6
These two reports are not gender-specific, but the recommendations and action plans include
strategies “to increase diversity, capacity, and flexibility applied to all components of the
workforce: research, education, and both private and public health administration and practice.”
The Institute of Medicine (IOM) report, Exploring the Biological Contributions to Human
Health: Does Sex Matter? (2001),7 examined the evidence base of sex and gender differences.
This report established the credibility of biologic differences affecting the health and health
outcomes of both men and women. The report has helped expand the parameters of women’s
health beyond reproductive science to include discovery in diseases or conditions unique to, or
more prevalent in, women. This report acknowledged the value of gender-related research to the
understanding of biologic concepts affecting both genders.
Two ORWH (NIH/Office of Research on Women’s Health) working groups on oral health have
contributed to the understanding of women’s oral health and the progressive consequences of
oral disease in physical, economic, social, and psychological dimensions. The Oral Health
Working Group (1999) focused its report on Content Areas in the Study of Women’s Oral Health
(Chestney and Ozer) and gaps in knowledge across a spectrum of diseases (Appendix C). The
Oral Health and Systemic Conditions Working Group (2010) addressed women’s oral health
across a life span, identifying gaps in knowledge and future research needs in oral and systemic
disease in women with an emphasis on oral-systemic links during the perinatal period; early
childhood caries; Sjogren’s syndrome; temporomanibular disorders and chronic pain; salivary
diagnostics; bisphosphonate-associated osteonecrosis of the jaw; and oral cancer (Appendix C).
2

The emerging recognition of women’s oral health as a scientific discipline has its origins in the
understanding of biologic foundation knowledge.7 The unique health needs of women and
children8 are issues that will benefit from scientific discoveries that expand knowledge and
influence health therapies and health outcomes in the future.
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Part II. Survey on Women’s Health in the Dental School Curriculum:
An Update

Survey on Women’s Health in the
Dental School Curriculum
An Update
American Dental Education Association
Washington, DC
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Executive Summary

Appreciating the imperative that women’s health issues must be fully integrated into the dental
school curriculum and learning of dental professionals, in 2011, ADEA revisited a survey on
Women’s Health in the Dental School Curriculum.
The Survey: Objectives and Description

The survey description below was extrapolated from the report, Women’s Health in the Dental
School Curriculum, where the initial survey and its description are offered.1
The survey had the following objectives:
1. To determine what is currently taught about women’s health and oral health issues in
dental school curricula
2. To determine the degree to which these issues are included in instruction
3. To examine how dental school curriculum is addressing interprofessional education
After briefly describing the survey process and determining the individual(s) that would be
completing the survey, ADEA administered the survey electronically with all respondents being
able to submit hard copies of survey responses.
The survey covered eight specific areas of interest:
1. General Themes
2. Biological Considerations
3. Developmental and Social Issues
4. Approaches to Health Behavior/Health Promotion in Women
5. Sexual and Reproductive Function
6. Etiology, Prevalence, Course Treatment, and Prevention of Particular
Conditions/Disorders in Women
7. Impact of the Use of Medications
8. History, Physical Examination, and Patient Communication Skills
A section with selected topics concerning health and oral health issues within and across ethnic
groups, of elderly women, of women with a disability, of lesbian health issues, and of legal and
ethical matters, followed the specific sections listed above. In addition, several questions
assessed attitudes and beliefs about dental education. While the survey measured attitudes and
beliefs about dental education by assessing the degree of agreement with statements about dental
education on five point rating scales, all other topics were covered using a five-step process.
For each issue of interest, the survey first assessed whether the material was covered as part of a
required course, as a separate required course, or as an elective. A second question determined in
which of the four years of the dental curriculum the material was presented. Questions followed
related to the format in which the material was presented (lecture, small group/conference or
laboratory, case-based, or tutorial), the disciplines involved in the teaching of subject matter, and

1

Women’s Health in the Dental School Curriculum: Report of a survey and recommendations. Bethesda,
MD: U.S. Department of Health and Human Services, Health Resources and Services Administration, and
National Institutes of Health, 1999.
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the method of assessment used for the topic (such as multiple choice questions, oral examination,
observation, or objective-structured clinical exam).
This approach allowed ADEA to determine not only which topics were covered but also to
gather extensive data about the degree to which these matters were included in the curricula and
how this curriculum inclusion was achieved.
Descriptive Categories

The survey included the following categories of questions and options:
 Women’s health and gender-related issues are covered in our dental school curriculum:
R
= as part of existing required course
SR
= as a separate required course
E
= as an elective
NO
= not offered


Topics are taught during Academic Year:
1
= first year
2
= second year
3
= third year
4
= fourth year



Topics are taught in the following Format:
L
= lecture
SG
= small group/conference
LB
= laboratory
CB
= case based
T
= tutorial
Other/please list



We assess competence and effectiveness for topics using:
MCQ = multiple choice questions
OE
= oral examination
OB
= observation
OSCE = objective structured clinical exam
Other/please list
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The survey specifically sought to examine whether women’s health and gender-related content
were covered as part of the required or elective curriculum. For material that was a part of the
curriculum, the survey sought to assess the following:
1. In which academic period of the predoctoral dental program these issues were covered
2. How this material was presented (lecture, small group or laboratory, case-based, or
tutorial)
3. By which disciplines the material was covered
4. Which methods of assessing the outcomes (such as by multiple choice questions, oral
examinations, observation, or objective-structured clinical exam) were used
The survey was sent electronically to 60 U.S. dental schools in March 2011. There was a 60%
response rate.
Respondents reported the integration of women’s health and gender-related topics in multiple
disciplines including oral pathology, operative dentistry, pedodontics, geriatric dentistry,
molecular biology, anatomy, histology, infectious diseases, prevention, oral health management,
prosthodontics, geriatrics, developmental biology, radiology, biomaterials, and pain
management.
Often, instruction of these topics was blended into the curriculum, in which topics were either
covered as a part of a lecture, seminar, or other instruction and might not necessarily have been
stand-alone topics in the curriculum. Topics covered may also have been taught in a number of
formats and assessed in various ways during instruction. Methods of assessment may have
included either single methods or combinations of methods over the course of all four years. For
example, a format might have included both lecture and case-based instruction followed by a
small-group discussion for gender-related content.
Respondents reported that content related to women’s health and gender-related issues may have
occurred at any time during the four years. Also, the degree to which the topics were covered
varied greatly. For example, one school may have covered more topics than another school in
Year 1 of instruction, but both schools covered equal amounts of content in Year 4.
Schools did report that no particular guidelines delineated which areas of gender-related content
should be taught during certain years and how that content should be assessed. Not having such
guidelines made it difficult in some instances for schools to establish didactic indicators for
instructors. Lack of guidelines also made it difficult for schools to compare gender-related
content across different areas of instruction.
The survey found that only one of the U.S. schools and none of the Canadian schools had an
office or program for coordinating and monitoring the integration of women’s health and genderrelated issues into the curriculum. Twenty-five percent of the schools did not offer information
on women in their basic science courses, and 50% did not consider the life span of the
individual. In addition, developmental and psychological issues of women were not present in
the curricula of 25% of dental schools. Sexual and reproductive functions of women were not
addressed in 25%. Less than 50% of the schools instructed students in obtaining a history of
violence and abuse or in considering gender in formulating treatment plans (See Table 1).
7

The study concluded that, while dental curricula covered a number of women’s health and oral
health issues, the curricula of many dental schools lacked conscious or studied inclusion of
gender.
As the original survey identified in 1999 to 2000, several gender-related topics continued to
receive very little attention in the dental curricula of the responding U.S. dental schools.
Some of those issues were women’s oral health issues within and across ethnic groups, oral
health consequences of disabilities in women, adolescent pregnancy and parenting, and
legal/ethical issues in women’s health. Other issues receiving little attention were intentional and
unintentional injuries and effects of maternal health and health practices on the health of the
fetus and newborn.
Lastly, while 100% of respondents reported agreeing or strongly agreeing that educating future
dental health care providers about women’s health issues was important, 86% of respondents
disagreed or were neutral on whether major changes would be made to increase the coverage of
women’s health issues in the dental school curriculum. This discrepancy suggests that underlying
administrative and leadership issues relevant to gender-related health issues in dental education
must not only be fully delineated but must also be addressed.
Summary Points

1. All respondents felt that educating future providers about women’s health issues was
important.
2. Eighty-six percent of respondents felt that educating future providers about women’s
health issues would contribute to their professional effectiveness.
3. Survey respondents were asked questions related to coordination and monitoring of the
integration of women’s health and gender-related issues into the school curriculum. Most
of the respondents reported that they were not actively coordinating and monitoring the
integration of women’s health and gender-related issues into the school curriculum. Two
schools indicated that they were actively coordinating and monitoring the integration of
women’s health and gender-related issues into the school curriculum through either an
Office of Equity and Diversity or an Office of Education and Curriculum. In both
instances a Curriculum Committee was responsible for curriculum coordination and
monitoring.
4. Only three of the responding schools indicated that they had a mechanism to assist
faculty in increasing their competence in women’s health and in incorporating women’s
health and gender-related issues into their teaching. These schools provided in-service
training, workshops, and peer conferences. Some of these activities were supported by
on-campus university resource centers, including Centers for Teaching and Learning for
instructors.
5. Dental schools should be made aware of the newly recommended core competencies for
interprofessional education in the health professions and action strategies to implement
them in their respective institutions. According to respondents, less than half have
8

interprofessional education competencies as required courses. Regarding specific areas of
interprofessional education, for example, osteopathic medicine and optometry were
disciplines in which there were no schools that required these areas, and dentistry,
nursing, pharmacy, and psychology were only marginally included in the curricula of
responding schools.
6. Topic areas covering sexual reproduction, health screenings, and health promotion were,
on average, the least integrated topics. Respondents reported that, unless the topics were
shown to specifically cover or be related to clinical practice or clinical outcomes, they
were unlikely to be covered. For example, at least three schools commented that issues
related to birth control and antibiotic use were covered in the curriculum, but birth
control use related to oral health was not covered. As another example, specific issues
such as human papillomavirus (HPV) and oral cancer were discussed in pathology;
pregnancy and related issues on oral health of the mother and child were discussed in
pediatrics, periodontics, and general pathology; and osteoporosis and bisphosphonaterelated conditions were discussed in pathology, oral surgery, and prosthodontics.
7. According to respondents, women’s health and gender-related areas that were most likely
covered in required courses were biological considerations, developmental issues,
etiology, and gender-related disease prevalence.
8. Several respondents suggested that the recruitment and placement of more women in the
faculty or educational collaborations with women’s studies departments would encourage
instruction of women’s health and gender-related issues in dental schools.
9. Some respondents suggested that, with women making up half of the class size, or in
some schools more than half, students should raise content questions and encourage
instruction of topics on women’s health. A survey of students’ interest and knowledge of
women’s health and gender-related issues could help clarify this suggestion.
10. Gender-related psychosocial issues continued to be underdeveloped in the areas of rape,
anxiety disorders, and depression.
11. Female sexuality and sexual dysfunction were not included in 100% of the responses.
12. Lesbian health issues were also not included in required course content.
Recommendations

Based on the information provided by this survey and in anticipation that the survey will
generate interest and action with regard to women’s health in dental school curricula, the
following recommendations are put forth.
1. There is a need to improve access to dental school curricula among dental school
faculties and academic administrators by using database methodology and technology to
facilitate content review, reporting, and revisions.
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2. The Joint Commission on National Dental Examinations (JCNDE) should review its
three examinations to ensure adequate assessment of competency in the knowledge and
skills requisite to providing comprehensive care for women across the life span.
3. ADEA and the American Dental Association Commission on Dental Accreditation (ADA
CODA) should collaborate to further develop educational programs that address issues of
women’s health at all educational levels. Continuing dental education should provide
opportunities for practicing dentists to correct any deficiencies in their knowledge and
practices with respect to women’s health issues.
4. Dental school faculties should develop clinical simulations of the health problems most
critical to the comprehensive care of women in all age and racial or ethnic groups. The
subsequent nationwide assessment of knowledge and problem-solving abilities would
help dental educators identify the clinical simulations to be included in dental school
curricula.
5. The future of curriculum changes emphasizing the instruction of women’s health issues
should also integrate core competencies for interprofessional collaborative practice.
6. Changes in dental education and training should take into account the impact of the
changing demographics of the population and recognize the special needs of
economically, socially, and culturally marginalized populations.
7. Dental schools should ensure that women are full participants in the institutional,
community, regional, and national changes occurring in oral health care; facilitate and
encourage collaborations between existing community and national health care groups
and student and faculty organizations.
8. Interdisciplinary fellowship programs in women’s health should be established to allow
dentists and allied health professionals to acquire additional skills and training in the
comprehensive care of women and in gender-relevant research. Although the programs
would vary in emphasis and design, depending on the characteristics of participating
institutions, each would have a core program that would introduce fellows to basic
principles and knowledge essential to an integrated understanding of women’s health and
to the scientific methods used in women’s health research.
9. ADEA and ADA CODA should collaborate to establish a curriculum-development team
to do the following:
a. Develop a set of educational competencies specific to sex and gender health
differences that would provide the basis for development of dental education
materials and courses.
b. Develop and disseminate recommendations for specific strategies for
incorporating concepts related to women’s health into the dental school core
curriculum, including developing a set of recommended, required, and elective
courses on women’s health in dentistry.
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c. Develop teaching resources on women’s health in dentistry and make the
resources2 readily available via the ADEA website to all dental school faculty and
academic administrators.Encourage dental school faculty and academic
administrators to collaborate with women’s studies programs to strengthen the
teaching of sex and gender health differences in the dental school core
curriculum.
d. Seek student perspectives in developing a set of recommended, required, and
elective courses on women’s health in dentistry (e.g., exit interviews and
surveys).
e. Offer evaluation standards of student performance related to women’s health that
include assessment criteria to identify and correct deficiencies in knowledge,
clinical management, and health outcomes of women patients.
10. ADEA should assess systematically the knowledge base within the disciplines of dental
education to determine what is being taught concerning gender issues and how new
information is being incorporated. ADEA should use this information to help improve the
understanding and teaching of women’s health issues and to make recommendations for
change.
11. ADEA and ADA CODA should collaborate to promote, through a public statement
promulgated by the deans of the dentals schools, the incorporation of content specific to
recommended, required, and elective courses on women’s health in dentistry.

2

Such resources would include syllabi, readings, data sets, case examples, and teaching and assignment
modules.
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Survey Results
General Themes
Required Course (%)

Academic Period (%)

R

SR

E

NO

YR1

YR2

YR3

YR4

67

8

8

17

40

10

40

10

The impact of race/ethnicity/ culture on
health status, health beliefs, health care &
oral health care utilization

73

18

0

9

40

20

40

0

The impact of poverty/socio-economic
status on health status & oral health care
access

82

9

0

9

40

10

40

10

The impact of gender on oral health and
health issues across the life stages

Required Course: R= Required; SR=Separate Required; E=Elective;
NO=Not Offered
Academic Period: YR1=first year; YR2=second year; YR3=third year;
YR4=fourth year.

Method of Assessment (%)

Format (%)

MCQ

OE

OB

OSCE

L

SG

LB

CB

T

The impact of gender on oral health
and health issues across the life
stages

90

0

10

0

80

10

0

10

0

The impact of race/ethnicity/ culture on
health status, health beliefs, health
care & oral health care utilization

90

0

10

0

60

30

0

10

0

0

60

30

0

10

0

The impact of poverty/socio-economic
status on health status & oral health
90
0
10
care access
Method of Assessment: MCQ= multiple choice questions;
OE= Oral Exam; OB= observation;
OSCE= objective structured clinical exam;
Format: L=lecture; SG=Small Group; LB=Laboratory;
CB=Case Based; T=Tutorial.
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Biological Considerations
Required Course (%)

Academic Period (%)

R

SR

E

NO

YR1

YR2

YR3

YR4

Normal & abnormal female anatomy/
physiology

90

0

0

10

90

10

0

0

Female reproductive biology

80

10

0

0

82

11

7

0

Pharmacokinetics of drugs in women

75

25

0

0

11

78

11

0

Gender differences in pathogenesis of oral
disease and oral disease mechanisms

75

20

5

0

11

67

22

0

Gender differences in epidemiology of oral
disease and oral disease rates

70

10

20

0

20

40

40

0

Gender differences in the aging process

75

15

0

10

0

20

50

30

Required Course: R= Required; SR=Separate Required; E=Elective;
NO=Not Offered
Academic Period: YR1=first year; YR2=second year; YR3=third year;
YR4=fourth year.

Method of Assessment (%)

Format (%)

MCQ

OE

OB

OSCE

L

SG

LB

CB

T

Normal & abnormal female anatomy/
physiology

100

0

0

0

100

0

0

0

0

Female reproductive biology

100

0

0

0

100

0

0

0

0

Pharmacokinetics of drugs in women

100

0

0

0

100

0

0

0

0

Gender differences in pathogenesis of
oral disease and oral disease
mechanisms

100

0

0

0

100

0

0

0

0

Gender differences in epidemiology of
oral disease and oral disease rates

100

0

0

0

100

0

0

0

0

Gender differences in the aging
process

100

0

0

0

100

0

0

0

0

Method of Assessment: MCQ= multiple choice questions; OE= Oral
Exam; OB= observation; OSCE= objective structured clinical exam;
Format: L=lecture; SG=Small Group; LB=Laboratory; CB=Case Based;
T=Tutorial.
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Developmental and Psychosocial Issues
Required Course (%)
R

Academic Period (%)
SR

E

NO

YR1

YR2

YR3

YR4

Pubertal development & changing health
issues in young women

75

0

0

25

57

14

29

0

Gender identification and sexual
orientation

14

0

0

86

0

0

100

0

Psychological effects of major changes in
reproductive hormones (puberty,
pregnancy, peri/post menopause)

62

0

0

38

17

50

33

0

Oral health issues during pregnancy

89

0

0

38

22

67

11

0

Oral health issues during menopause

67

11

0

0

12

75

12

0

Oral health issues during peri/post
menopause

67

11

0

22

12

75

12

0

Required Course: R= Required; SR=Separate Required; E=Elective;
NO=Not Offered
Academic Period: YR1=first year; YR2=second year; YR3=third year;
YR4=fourth year.

Method of Assessment (%)
MCQ

Format (%)
OE

OB

OSCE

L

SG

LB

CB

T

Normal & abnormal female anatomy/
physiology

90

0

10

0

100

0

0

0

0

Female reproductive biology

80

10

10

0

100

0

0

0

0

Pharmacokinetics of drugs in women

100

0

0

0

100

0

0

0

0

Gender differences in pathogenesis of
oral disease and oral disease
mechanisms

90

10

0

0

100

0

0

0

0

Gender differences in epidemiology of
oral disease and oral disease rates

100

0

0

0

100

0

0

0

0

Gender differences in the aging
process

100

0

0

0

100

0

0

0

0

Method of Assessment: MCQ= multiple choice questions; OE= Oral
Exam; OB= observation; OSCE= objective structured clinical exam;
Format: L=lecture; SG=Small Group; LB=Laboratory; CB=Case Based;
T=Tutorial.
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Psychosocial Issues
Required Course (%)

Impact of societal role expectations on
women’s health
Effect of the aging population on oral
health care needs & services

R

SR

E

NO

50

0

0

50

89

0

0

11

Health and Oral Health Consequences of
Trauma Experienced by Women (%)
Child sexual/physical abuse

100

0

0

0

Domestic violence

100

0

0

0

Rape/other criminal victimization

71

0

0

29

Elder abuse

89

0

0

11

Impact of the Following on
Oral Health and Oral Health
Utilization (%)

Influence of Gender on the
Following Conditions (%)
R

SR

E

NO

R

SR

E

NO

Anxiety disorders (panic/phobia)

75

0

0

25

78

0

0

22

Depressive syndrome

71

0

0

29

78

0

0

22

Eating behaviors/disorders

88

0

0

12

89

0

0

11

Addictive behaviors/disorders

88

0

0

12

89

0

0

11

Required Course: R= Required; SR=Separate Required; E=Elective;
NO=Not Offered
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Approaches to Health Behavior/Promotion
in Women

Approaches to Health Behavior/Promotion
in Women

Required Course
(%)

Summary
Yes

No

Adaption to stress

38

62

Physical fitness & weight
management

25

75

Nutrition

62

38

Intentional and unintentional
injuries

38

62

Smoking initiation and cessation

62

38

Alcohol & other substances
use/abuse

62

38

Cancer prevention & screening

50

50

Oral cancer prevention &
screening

25

75

Cardiovascular risk prevention &
screening

50

50

Caries risk & prevention

67

33

Periodontal disease risk &
prevention

67

33

Oral self-care assessment &
behavior modification

50

50

Occupational & environmental
health hazards

50

IF ANY of the Approaches to Health Behavior / Health
Promotion in Women ARE offered as a Required
Course, generally are they offered in which Academic
Period?
Year 1
50%
Year 2
25%
Year 3
25%
Year 4
0%
Not Offered
0%
IF ANY of the Approaches to Health Behavior / Health
Promotion in Women ARE offered as a Required
Course, generally in what Format is the course offered?
L
100%
SG
0%
LB
0%
CB
0%
T
0%
Not Offered
0%
IF ANY of the Approaches to Health Behavior / Health
Promotion in Women ARE offered as a Required
Course, generally what is the Method of Assessment?
MCQ
100%
O
0%
OB
0%
OSCE
0%
Not Offered
0%
IF ANY of the Approaches to Health Behavior/Health
Promotion in Women ARE NOT offered as Required
Courses, are any offered as Elective Courses?
Yes
12%
No
88%
IF ANY of the Approaches to Health Behavior / Health
Promotion in Women ARE offered as Elective Courses,
generally are they offered:
Frequently
0%
Somewhat Frequently
0%
On Occasion
25%
Rarely
0%
Not Offered as Elective Course
75%

50

IF ANY of the Approaches to Health Behavior / Health
Promotion in Women ARE offered as Elective Courses,
generally are they taken by students:
Frequently
0%
Somewhat Frequently
0%
On Occasion
0%
Rarely
33%
Not Offered as Elective Course
67%
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Sexual and Reproductive Function
in Women

Sexual and Reproductive Function
in Women

Required Course
(%)

Summary

Yes

No

Normal menstruation

62

38

Pre-menstrual syndrome

38

62

Dysmenorrhea

25

75

Adolescent pregnancy &
parenting

57

43

Effects of maternal health
on the health of the fetus
& newborn

75

Effects of health practice
on the health of the fetus
& newborn

50

50

Consequences of
surgical/natural
menopause

29

71

Risk/benefits of hormone
replacement therapy

62

38

Female sexuality

0

100

Sexual dysfunction

0

100

IF ANY of the topics on Sexual and Reproductive
Function in Women ARE offered as a Required
Course, generally are they offered in which Academic
Period?
Year 1
Year 2
Year 3
Year 4
Not Offered

62%
12%
25%
0%
0%

IF ANY of the topics on Sexual and Reproductive
Function in Women ARE offered as a Required
Course, generally in what Format is the course
offered?

25

L
SG
LB
CB
T
Not Offered

100%
0%
0%
0%
0%
0%

IF ANY of the topics on Sexual and Reproductive
Function in Women ARE offered as a Required
Course, generally what is the Method of
Assessment?
MCQ
O
OB
OSCE
Not Offered

100%
0%
0%
0%
0%

IF ANY of the topics on Sexual and Reproductive
Function in Women ARE offered as a Required
Course, are any offered as Elective Courses?
Yes
No

17

0
7

0%
100%

Epidemiology, Etiology, Treatment, &
Prevention of Conditions/Disorders in
Women

Alveolar bone loss in
postmenopausal women

100

0

Fibromyalgia

78

12

Chronic fatigue

75

25

Required Course
(%)
Yes

No

Breast Cancer

89

11

Alzheimer’s disease

75

25

Pelvic inflammatory disease

88

12

Anemia

75

25

Cervical dysplasia/cancer

88

12

Coronary artery disease

89

11
Systemic Lupus
Erythematosis

89

11

Scleroderma

89

11

Sjogren’s syndrome

89

11

Rheumatoid arthritis

89

11

Thyroid disorders

89

11

Pemphigoid, pemphigus

89

11

Immunologic Disease:

Stroke syndrome
Hypertension
Diabetes

Obesity
Lipoprotein disorders

88
89
88

89
88

12
11
12

11
12

Lung cancer

88

12

Oral cancer

88

12

HIV and related disorders

88

12

Sexually transmitted
diseases

88

12

Osteoporosis

100

0

Migraine/other headache
disorder

88

12

Temporomandibular joint
disease

89

11

Dental implants

89

11

Dentures

75

25

Periodontal disease & tooth
loss

88

12
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Epidemiology, Etiology, Treatment &
Prevention of Conditions/Disorders
in Women

Epidemiology, Etiology, Treatment &
Prevention of Conditions/Disorders
in Women

Impacts of the Use of the Following Medications
(Rx &OTC)
Required Course
(%)
Yes

No

Contraceptives

100

0

Antihypertensives

100

0

Antianxiety

100

0

Tranquilizers

100

0

Antibiotics

100

0

Dietary Supplements

100

0

Weight Control
Obesity

88

12

Summary

IF ANY of the topics on condition/disorders in women,
specifically etiology, prevalence, treatment &
prevention ARE offered as a Required Course,
generally are they offered in which Academic Period?
Year 1
Year 2
Year 3
Year 4
Not Offered

0%
100%
0%
0%
0%

IF ANY of the topics on condition/disorders in women,
specifically etiology, prevalence, treatment &
prevention ARE offered as a Required Course,
generally in what Format is the course offered?
L
SG
LB
CB
T
Not Offered

100%
0%
0%
0%
0%
0%

IF ANY of the topics on condition/disorders in women,
specifically etiology, prevalence, treatment &
prevention ARE offered as a Required Course,
generally what is the Method of Assessment?
MCQ
O
OB
OSCE
Not Offered

100%
0%
0%
0%
0%

IF ANY of the topics on condition/disorders in women,
specifically etiology, prevalence, treatment &
prevention ARE offered as a Required Course, are
any offered as Elective Courses?
Yes
No

0%
100%

IF ANY of the topics on Impacts of the Use of
Medications (Rx & OTC) ARE offered as a Required
Course, generally are they offered in which Academic
Period?
Year 1
Year 2
Year 3
Year 4
Not Offered
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0%
86%
14%
0%
0%

IF ANY of the topics on Impacts of the Use of
Medications (Rx & OTC) ARE offered as a Required
Course, generally in what Format is the course
offered?
L
SG
LB
CB
T
Not Offered

History, Physical Examination, & Patient
Communication Skills
Required Course
(%)

100%
0%
0%
0%
0%
0%

100%
0%
0%
0%
0%

IF ANY of the topics on Impacts of the Use of
Medications (Rx & OTC) ARE offered as a Required
Course, are any offered as Elective Courses?
Yes
No

0%
100%

IF ANY of the topics on Impacts of the Use of
Medications (Rx & OTC) ARE offered as Elective
Courses, generally are they offered:
Frequently
Somewhat Frequently
On Occasion
Rarely
Not Offered as Elective Course

33%
0%
0%
0%
67%

IF ANY of the topics on Impacts of the Use of
Medications (Rx & OTC) ARE offered as Elective
Courses, generally are they taken by students:
Frequently
Somewhat Frequently
On Occasion
Rarely
Not Offered as Elective Course

No
22

Taking an appropriate
medical and
medication history

100

0

Taking a complete
dental history

100

0

Obtaining a history of
traumatic events (i.e.
domestic violence,
rape, incest)

56

44

Understanding how
gender/cultural
background influence
the patient/doctor
relationship

89

11

Understanding how
gender role
expectations influence
treatment planning &
oral health behaviors

89

11

Understanding the
influence of violence
and abuse on medical
and dental history

89

11

Understanding the
influence of violence
and abuse on dental
fear/phobia

67

33

Understanding the
impact of esthetic
concerns on treatment
planning

89

11

HIV testing and
counseling

57

43

Counseling concerned
with dentures versus
dental implants

100

0

Oral health promotion

100

0

Taking a complete
medical and
medication history
including sexual and
reproductive history

IF ANY of the topics on Impacts of the Use of
Medications (Rx & OTC) ARE offered as a Required
Course, generally what is the Method of
Assessment?
MCQ
O
OB
OSCE
Not Offered

Yes
78

33%
0%
0%
0%
67%
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IF ANY of the topics on History, Physical Examination
& Patient Communication Skills ARE offered as
Elective Courses, generally are they taken by
students:

History, Physical Examination & Patient
Communication Skills
Summary

Frequently
Somewhat Frequently
On Occasion
Rarely
Not Offered as Elective Course

IF ANY of the topics on History, Physical Examination
& Patient Communication Skills ARE offered as a
Required Course, generally are they offered in which
Academic
Period?
Year 1
Year 2
Year 3
Year 4
Not Offered

11%
56%
33%
0%
0%

IF ANY of the topics on History, Physical Examination
& Patient Communication Skills ARE offered as a
Required Course, generally in what Format is the
course offered?
L
SG
LB
CB
T
Not Offered

78%
11%
0%
0%
0%
11%

IF ANY of the topics on History, Physical Examination
& Patient Communication Skills ARE offered as a
Required Course, generally what is the Method of
Assessment?
MCQ
O
OB
OSCE
Not Offered

71%
0%
14%
14%
0%

IF ANY of the topics on History, Physical Examination
& Patient Communication Skills ARE offered as a
Required Course, are any offered as Elective
Courses?
Yes
No

0%
100%

IF ANY of the topics on History, Physical Examination
& Patient Communication Skills ARE offered as
Elective Courses, generally are they offered:
Frequently
Somewhat Frequently
On Occasion
Rarely
Not Offered as Elective Course

0%
0%
0%
0%
100%
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0%
0%
0%
0%
100%

Select Topics in Women’s Health
in Dentistry

Select Topics in Women’s Health
in Dentistry
Summary

Required Course
(%)

Yes

No

Women’s health
issues within & across
ethnic groups

50

50

Women’s oral health
issues within & across
ethnic groups

75

25

Health issues of
elderly women

75

25

Oral health issues of
elderly women

88

12

Lesbian health issues

0

100

Health consequences
of disabilities in
women

62

38

Oral health
consequences of
disabilities in women

62

38

Women’s oral health
issues

62

38

Gender differences in
medical/dental
decision making

38

62

Gender-specific
communication styles

43

57

Effects of gender
discrimination and
sexual harassment

29

71

Legal/ethical issues in
women’s health

43

IF ANY of the Select Topics in Women’s Health in
Dentistry ARE offered as a Required Course,
generally are they offered in which Academic Period?
Year 1
0%
Year 2
71%
Year 3
14%
Year 4
14%
Not Offered
0%
IF ANY of the Select Topics in Women’s Health in
Dentistry ARE offered as a Required Course,
generally in what Format is the course offered?
L
86%
SG
14%
LB
0%
CB
0%
T
0%
Not Offered
0%
IF ANY of the Select Topics in Women’s Health in
Dentistry ARE offered as a Required Course,
generally what is the Method of Assessment?
MCQ
71%
O
0%
OB
14%
OSCE
0%
Not Offered
14%
IF ANY of the Select Topics in Women’s Health in
Dentistry ARE offered as a Required Course, are any
offered as Elective Courses?
Yes
0%
No
100%
IF ANY of the Select Topics in Women’s Health in
Dentistry ARE offered as Elective Courses, generally
are they offered:
Frequently
0%
Somewhat Frequently
0%
On Occasion
0%
Rarely
0%
Not Offered as Elective Course
100%
IF ANY of the Select Topics in Women’s Health in
Dentistry ARE offered as Elective Courses, generally
are they taken by students:
Frequently
0%
Somewhat Frequently
0%
On Occasion
0%
Rarely
0%
Not Offered as Elective Course
100%

57
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Curriculum for
Interprofessional Education
Required Course
(%)
Yes

No

Allopathic Medicine

29

71

Osteopathic Medicine

0

100

Dentistry

43

57

Nursing

43

57

Pharmacy

43

57

Physical Therapy

17

83

Psychology

43

57

Speech-LanguageHearing

29

71

Optometry

0

100

General Questions
Format (%)

Strongly
Disagree

2

3

4

Strongly
Agree

Educating future dental health care providers about
women’s health issues is important

0

0

0

43

57

Educating future dental health care providers about
women’s health issues is a negative topic in our
school’s curriculum

43

43

14

0

0

Overall, dental schools do not address women’s health
issues in their curricula.

14

14

57

14

0

Educating future dental health care providers about
women’s health issues would contribute to their future
professional effectiveness

0

0

14

43

43

Future curriculum changes will aim at increasing the
coverage of women’s health issues in our school’s
curriculum.

0

14

57

14

14

As more women enter the dental profession, women’s
health issues will receive more attention.

0

14

57

14

14

Major changes will be made to increase the coverage of
women’s health issues in our school’s curriculum.

0

43

43

0

14
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Part III. Recommendations
Making Progress

Overall, the survey contains many positive findings—foremost is that women’s health is being
integrated in multiple disciplines across multiple subject areas. Instruction is often blended into
curricula and covered as part of lectures or seminars but not necessarily as part of stand-alone
topics. In 1997, dental schools recognized the responsibility of including general health issues, as
well as oral health, as part of the curriculum ,1 but the focus at that time was primarily on taking
medical/medication history, on normal and abnormal female biology, and on the effects of
aging.2 Similarly, in 1997, it was recommended that the dental curriculum should reflect a “life
span” approach to women’s health—including girls and women from birth through menopause
and beyond.3 While the life span approach has not been fully achieved, more than half of the
respondents in the 2011 survey reported that instruction on the impact of gender on oral health
and health issues across life stages is required.4 In addition, most respondents stated that, overall,
dental schools address health issues in their curricula and that educating future dental health care
providers about women’s health is important.5 Such views are an achievement because in 1997
“schools were uncertain as to the most effective efforts needed to increase women’s health in the
curriculum.”6
One recommendation of the 1997 survey was that “efforts should be made to enhance medical
consultation training with regard to women’s health and the relationship of oral health to general
health. 7 Emerging data related to oral cancer, periodontal disease, low birth weight infants,
obesity and taste, mental health, and other factors that contribute to the health outcomes of
women should be included.”8 A large percent of 2011 respondents stated that they now require
courses on normal/abnormal female anatomy/physiology; female reproductive biology;
pharmacokinetics of drugs in women; gender differences in pathogenesis of oral disease and oral
disease mechanisms; gender differences in epidemiology of oral disease and oral disease rates;
and gender differences in the aging process.9 All respondents to the 2011 survey reported
required coursework on osteoporosis and alveolar bone loss in postmenopausal women.
Fibromyalgia, chronic fatigue, pelvic inflammatory disease, cervical dysplasia/cancer, obesity,
lipoprotein disorders, and lung cancer are among diseases that are required more today in
coursework than in 1997.10
Striking Improvements in Areas of Study Related to Women’s Health

In 1997, less than 50% of dental schools instructed students in obtaining a history of violence
and abuse,11 while in 2011, slightly more than half of the respondents required courses on
obtaining a history of traumatic events. However, most of the respondents required instruction on
understanding the influence of violence and abuse on medical and dental history. Most of the
2011 respondents required instruction on understanding the influence of violence and abuse on
dental fear/phobia.12
Two diseases that affect women disproportionately were also disproportionately excluded from
dental curricula: fibromyalgia and chronic fatigue syndrome.13 A large percent of 2011
respondents included in their curricula fibromyalgia and chronic fatigue syndrome.14
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In 1997, less than 25% of dental schools considered women’s health issues within and across
ethnic groups.15 In 2011, half of respondents required courses on women’s health issues within
and across ethnic groups.16
In 1997, slightly more than half of the respondents required a course on health issues of elderly
women,17 while in 2011 most dental schools required a course on health issues of elderly
women.18
The 1997 report recommended that dental curricula should redefine the scope of women’s health
beyond “diseases and disorders occurring only in women or disproportionally in women” to
include those that adversely impact health and well-being of women across the life span.19 In
2011, a majority of respondents required instruction on the impact of gender on oral health and
health issues across the life span.20
Still, Improvement is Needed

The 199721 and 2011 reports recommend that dental school faculties and academic administrators
need to improve access to dental curricula by using database methodology and technology to
facilitate content review, reporting, and revisions. There is no indication that this has occurred on
any large scale, although as stated above, many 2011 respondents stated that, overall, dental
schools address health issues in their curricula and that educating future dental health care
providers about women’s health is important.22
Current dental educators believe that educating future dental health care providers about
women’s health issues is important, but future curricular changes in this direction will not likely
be pushed.23
Still, today, most respondents were not actively coordinating and monitoring the integration of
women’s health and gender-related issues.24 Only a small percent of respondents indicated they
had a means for helping faculty increase competency in women’s health and incorporating
women’s health and gender-related issues into teaching.25
In 1997, adolescent pregnancy, female sexuality, and sexual dysfunction were the least covered
sexual and reproductive function issues.26 In 2011, female sexuality and sexual dysfunction 27
remained the least covered sexual and reproductive function issues.
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Part IV. Women’s Health Curriculum Development
Council of Graduate Medical Education (COGME)

COGME is authorized in Section 762 (Part E Title VII of the Public Health Service Act), as
amended by Public Law 105-392, the Health Professions Education Partnerships Act of 1998,
Section 104(b). Under the authorization, COGME, serving in an advisory capacity, provides an
assessment of physician workforce trends and recommends appropriate federal and private-sector
efforts to address identified needs. According to COGME findings, women’s health had focused
on reproductive issues in adolescent girls and adult women. As such, the reference for women’s
health care had been primarily confined to disciplines pertaining to reproductive health and
childbearing. A 1995 report of COGME titled Women & Medicine1 addressed the “difficulty
women have in receiving comprehensive and coordinated care as a result of deficiencies in
physician training and fragmented care.” COGME recognized that multiple populations,
including women, have multiple and unique health care needs. A limited perspective of women’s
health does not recognize demographic, social, cultural, and political influences on women’s
health or their approach to health care. COGME has developed a rationale for the development
of a core women’s health curriculum that incorporates the 1985 U.S. Public Health Service Task
Force definition of women’s health. The task force defined women’s health issues broadly as
“diseases or conditions that are unique to or more prevalent or serious in women, have distinct
causes or manifest themselves differently in women, or have different outcomes or
interventions.2
COGME has adopted 11 Basic Principles Underlying the Concept of Women’s Health
(Appendix D). The principles affirm that “women’s health requires a multidisciplinary approach
that integrates content from various disciplines such as nursing, nutrition, dentistry, women’s
studies, psychiatry and the behavioral sciences.” Also, the “evolution of a curriculum must
reflect the diversity of the population.”
Content Areas in the Study of Women’s Oral Health have been identified (Appendix C). The
seven areas depicted in the women’s oral health paradigm (Chesney and Ozer) are Oral
Influences on Systemic Health, Systemic Influences on Oral Health, Women and the Health Care
System, Diseases More Common in Women than in Men, Oral Diseases Affecting the Most
Women, Gender Influences on Health Risk, and Social Influences on Women’s Health. The
paradigm supports an integrative approach to women’s health across a life span.
Dental School Curricula

The William Gies Report in 1926 helped establish dental education as a university discipline and
accomplished for dental education what the Flexner Report had accomplished for medical
education in 1910. Both reports continue to influence the educational environment. Major
curriculum reviews for dentistry have occurred in 1961 (Hollinshead) and in 1976 (ADA,
Council on Dental Education) with the assistance of ADEA (then known as the American
Association of Dental Schools [AADS]). The IOM report, Dental Education at the Crossroads
(1995) includes a well-documented report by Dr. Lisa Tedesco related to evolution, trends, and
educational standard-setting for dentistry.3 Dental curriculum content is influenced today by the
Commission on Dental Accreditation and Licensure4 standards, which were revised in August
2010 and will be implemented in 2013. The CODA Accreditation Standards for Dental
Education Programs are comprehensive and applicable to all institutions that offer dental
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education programs. Standard 2, which deals with educational programs, does not include
gender-specific language. Curriculum guidelines, previously developed independently by AADS,
provided useful models not intended to constitute curricular regulatory requirements. ADEA has
endeavored to support change by developing curriculum guidelines and competency statements
and by holding a variety of meetings and conferences. Curriculum guidelines for women’s oral
health do not exist.
Dental Curriculum Surveys

The ADA conducts an annual survey of dental educational institutions.5 Section IV of the survey
uses clock hours as the best indicator of the scope of curriculum content. General comparisons of
overall program length, breadth of curriculum content, and the degree of emphasis are made
from the ADA survey data. The mean number of clock hours as reported in the 2008-09 survey
(4,887.5) is depicted in Appendix E. Twenty-four clinical disciplines are included in the ADA
survey. However, the survey does not include women’s health among the disciplines listed. On
an average, 76.6% of all instructional time is devoted to dental/clinical science. Biomedical
science is 16.9% of the curriculum, and 6.5% of the time is assigned to behavioral, social,
information, and research sciences. In the 2008-09 survey, the range of total clock hours of
instruction for schools with full operations was 3,531–6,954.
Other Considerations Related to Curriculum Development in the Future

In addition to the Basic Principles Underlying the Concept of Women’s Health (COGME, 1995),
several other avenues of progress contribute to the growing interest in, appreciation for, and
importance of women’s health and sex differences research. An array of collaborative research
across NIH’s institutes and centers during fiscal years 2001-10 includes 14 priority research
areas. The National Institute of Dental and Craniofacial Research (NIDCR) reports a range of
women’s health clinical initiatives in fiscal years 2009 and 2010. Temporomandibular Joint
Disease, periodontal disease during pregnancy, and Sjogren’s syndrome are among the wide
range of investigations reported (Appendix F). Outcomes from the research from the various
scientific disciplines will contribute to new knowledge and therapeutics for the benefit of both
men and women.
Women’s focus groups, such as the Women’s Health Information Network (WHIN), have
provided insight into the range of women’s health issues of concern to women dental
practitioners. WHIN was an ADEA-sponsored project with support of The Procter & Gamble
Company to enhance access to health information using emerging data resources. The focus
group met in 2003 to explore opportunities to elevate the importance of women’s oral health and
disseminate women’s health information to both patients and health professionals. The group
suggested 23 topics for inclusion in the WHIN. The topics cover a broad range of biologic,
social, cultural, and behavioral issues that are synchronous with the need for a coordinated,
multidisciplinary approach to the understanding of the health of women across the life span
(Appendix G). An outgrowth from the WHIN network has been the Women’s Health Resources
2011 database, initially developed by Dr. Wendy Hupp (2005) and updated in 2011 (Appendix
H). Dr. Hupp was the ADEA Enid A. Neidle Scholar in 2003.
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U.S. Department of Health and Human Services/Health Resources and Services
Administration (HRSA) Data

HRSA documents the emerging issues and trends for women’s health in the U.S. population.
The 10th edition of the annual data book Women’s Health USA 2011 was released in
November 2011. This edition identifies priorities, trends, and disparities in women’s health.
It highlights new topics affecting the health of women, including secondhand tobacco smoke
exposure, Alzheimer’s disease, preconception health, unintended pregnancy, oral health care,
violence against women, and barriers to health care. The special population section, for the first
time, includes data on the health of lesbian and bisexual women and Native Hawaiian and other
Pacific Islander women. The report also features health data for American Indian and Alaska
Native women. The HRSA data are a major resource for health priorities and policy development
in the United States. HRSA data indicate that preventive care and increased access to vital health
services and other resources can promote the health and well-being of all women. Women’s
Health USA 2011 is available in print and online at http://mchb.hrsa.gov/whusa11.
HRSA/Maternal and Child Health provides additional data by state for women’s health-related
priority needs in State Women’s Health Profiles 2010, available at
http://mchb.hrsa.gov/womenshealth/titlevneedsassessment.
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Part V. Women’s Health Policy and Programs
The Division of Women and Minorities, established in 1993, evolved from the Office of Women
and Minority Affairs within the American Association of Dental Schools (AADS). In 1998, it
became the ADEA Center for Equity and Diversity. The Center, through its eight-member
Advisory Committee (Women’s Affairs Advisory Committee [WAAC]) implements programs
and activities as approved by the ADEA Board of Directors. The Women’s Affairs Advisory
Committee provides advice to the Board of Directors that will assist ADEA and its Center for
Equity and Diversity in developing program priorities and pursuing activities that promote the
advancement of women in dental education.
The WAAC subscribes to the ADEA Policy Statement I. Education, A. General, 2 as its
underlying philosophy and strategic direction: “Dental education institutions should identify,
recruit, and retain underrepresented minority students; identify and recruit women and
underrepresented minorities to faculty positions; and promote women and underrepresented
minorities to senior faculty and administrative positions.”
Specifically, WAAC advises the ADEA Board of Directors regarding the following:
1. Policies that support ADEA’s mission statement “to lead individuals and institutions of
the dental education community to address contemporary issues influencing education,
research, and the delivery of oral health care for the health of the public” especially as
related to women’s issues
2. Matters that promote the understanding and enhancement of human diversity in dental
education (Bylaws objective number 7) especially as related to women’s issues
3. Annual budget support for enhanced initiatives in the areas of recruitment, retention, and
advancement of students and faculty with emphasis on women (22-93-H)
4. Activities that promote the advancement of women in dental education, research, and
administration
5. Legislative activities related to women’s issues
6. Informatics applications that, if implemented, would promote the committee’s mission,
initiatives, and actions
7. Marketing, membership, and other activities that enhance the participation of women in
ADEA activities
8. External sources and resources for funding and other collaborative opportunities
9. Other related policy matters that may be referred to the WAAC by the Board of Directors
or other standing committees through the Board of Directors
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The members of WAAC (Appendix I) endorsed cooperation with HRSA and NIH in efforts to
address women’s health issues in research, education, and health clinical services. The Survey of
Women’s Health in the Dental School Curriculum was approved for implementation in 1997 and
published in 1999. In 2010, WAAC approved the current Survey on Women’s Health in Dental
School Curriculum: An Update. In an advisory capacity, WAAC informs the Center for Equity
and Diversity in its operational and programmatic activities that support both women and
minority programs. ADEA policy development that enhances the advancement of women in
dental education applies equally to the advancement of minorities in dental education.
ADEA Competencies

The ADEA House of Delegates approved the ADEA Competencies for the New General Dentist
in 2008 (Appendix J). In contrast to the 1997 ADEA Competencies, the Competencies in 2008
reflected the 2002 IOM core set of competencies for enhancing patient care quality and safety.
They illustrate current and emerging trends in the dental practice environment and are divided
into domains that are now linked to requisite foundation knowledge and skills. In 2011, the
ADEA House of Delegates approved a new document, ADEA Foundation Knowledge and Skills
for the New General Dentist. This policy document included 39 competencies and the foundation
knowledge and skills that support each competency (Appendix K). Competency 6 is the only
gender-specific competency—Patient Care, 6.1: “Manage the oral health of the infant, child,
adolescent, and adult, as well as the unique needs of women, geriatric, and special needs
patients.” This gender inclusion in a competency is a major milestone for the health of women as
well as a challenge. This competency covers the full range of assessment, diagnosis, treatment
planning, implementation, and outcomes assessment.
The ADEA Center for Educational Policy and Research (ADEA CEPR) oversees curriculum
development through the ADEA Commission on Change and Innovation (ADEA CCI). The
ADEA CCI was formed in 2005 to oversee and guide ADEA’s educational change efforts.
ADEA CCI activities involve building consensus and leading change to prepare graduates for an
undiscovered future. Advances in women’s oral health curriculum development will benefit from
the support of ADEA CCI in the future.
The ADEA Center for Public Policy and Advocacy (ADEA CPPA), through recommendations
of its Legislative Advisory Committee, secures federal funding for dental education, training,
and research; influences legislation and regulatory issues affecting oral health and dental
education; and advocates for federal funding for programs that assist students in loans,
scholarships, and tax incentives. Appendix O includes a list of legislation related to women’s
health introduced in 2011.
ADEA Women’s Programs

ADEA Women’s Affairs Program Strategies (2011-12) cover a wide range of activities that
include development, advancement, mentoring, and meetings (Appendix L). The strategies are
consistent with ADEA’s mission statement “to lead individuals and institutions of the dental
education community to address contemporary issues influencing education, research, and the
delivery of oral health care for the improvement of the health of the public.” The strategies are
also consistent with ADEA’s Strategic Directions (2011-14), which include four encompassing
categories: (1) Leadership; (2) Teaching and Learning; (3) Research; and (4) Service.
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ADEA held its Fourth International Women’s Leadership Conference in Salvador, Brazil,
September 5-8, 2010. Prior International Conferences were held in Mandelieu, France, 1998;
Goteborg, Sweden, 2003; Montreal, Canada, 2005. Global issues discussed in Brazil were
consistent with UNESCO’s gender “mainstreaming” policy, which ensures that women and men
benefit equally from programs and policy support. General consensus from international women
leaders in Brazil are summarized below:
1. Promote dental health literacy worldwide.
2. Identify and enhance the leadership potential of women and girls.
3. Include the health of children, girls, and families in a public health concept that addresses
women’s health.
4. Address dental curricular modifications that will improve the understanding of gender
differences in health and related therapies.
5. Consider women’s health across the life span.
6. Recognize the value of allied health careers in the health workforce.
Global alliances of women leaders are expected to influence policy development, stimulate
collaborative research, and leverage resources among public and private entities in their
communities throughout the world (Appendix M).
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Gender Issues in Health Professions Education: Implications for the 21st Century
By Paula K. Friedman, D.D.S., M.S.D., M.P.H., Boston University Henry M. Goldman
School of Dental Medicine
Why should gender and gender issues be an area of special interest in health professions
education? The answers to this question encompass demographics of the United States
population, trends in dental education, and leadership in dental education and research.
The purpose of this article is to review some of the seminal changes that have occurred in
addressing issues of women’s health, to review progress made in the recommended strategies in
the 1993 article, and to propose additional strategies to further integrate the area of women’s
health into health professions’ educational programs and curricula.
Demographics of the United States Population

According to data collected in the 2010 census, women comprise slightly more than 50% of the
United States’ population; of 308,745,538 counted, 156,964,212 or 50.8% were female.1
From approximately age 65 and thereafter, the age pyramid (Figure 1) shows an increasing
preponderance of women in the “sex ratio,” i.e., ratio of number of men/100 women.1 In the age
cohort 85–89, women outnumber men by approximately 2:1 (2,346,592/1,273,867). By the age
cohort 100 and over (centenarians), women outnumber men by approximately 5:1
(44,202/9,162). The implication of the prevalence of women in the over-65 age cohorts is that
oral health and overall health issues of the elderly are primarily the oral health and overall health
issues of women.

Figure 1. Population by age and sex, 2000 to 2010; source: U.S. Census Bureau, Census 2000
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Even though the demographics clearly demonstrate the presence, or even prevalence of women
in society, only recently have the health sciences included the health needs of women in research
and in curricula. In a 1993 article, Friedman cited examples of how data from women had been
considered to be “confounders” to research studies in earlier decades, and how later, including
women in clinical and scientific research studies seemed to be the “politically correct” thing to
do.2 Education, science, policy, and politics have evolved significantly over the past two
decades.
In 1991, under the leadership of Dr. Bernadine Healy, the first woman to lead the National
Institutes of Health (NIH), the Women’s Health Initiative (WHI) was launched. The WHI was a
major 15-year research program to address the most common causes of death, disability, and
poor quality of life in postmenopausal women. Clinical trials supported by the WHI included
investigations into postmenopausal hormone replacement therapy (HRT), diet modification, and
calcium and Vitamin D supplements on heart disease, fractures, and breast and colorectal cancer.
Dr. Vivian Pinn, Director, NIH Office of Research on Women’s Health (ORWH), has
championed exploration into women’s health issues, working to ensure that women and
women’s issues are included in NIH research. In addition, the ORWH has gone beyond building
a vast resource of evidence-based literature on the outcomes of studies in calcium and vitamin D
supplements, estrogen-alone trial, estrogen plus progestin trial, colon cancer, heart disease, breast
cancer, and cognitive function.3-13 ORWH has undertaken a capacity-building initiative to
develop scholars and scholarship in clinical and translational research, new technologies—
bioengineering and imaging, sex hormones and disease, genetics and epigenetics, and women in
science careers. The mission statement of ORWH is broad and encompassing:
The Office of Research on Women’s Health serves as a focal point
for women’s health research at NIH in setting and monitoring
policy, promoting and directing research, and enhancing scientific
career development. ORWH mandates are to strengthen and
enhance research related to diseases, disorder, and conditions that
affect women and to ensure that research conducted and supported
by NIH adequately addresses issues regarding women’s health; to
ensure that women are appropriately represented in biomedical and
behavioral research studies supported by NIH; and to develop
opportunities and support for recruitment, retention, re-entry and
advancement of women in biomedical careers.14
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The initiative in women’s health has led to the creation of 20 nationally designated Centers of
Excellence in Women’s Health, with funding from the Office of Women’s Health in the U.S.
Department of Health and Human Services. Among the goals of the Center of Excellence in
Women’s Health at Brown University are the following summaries (modified from the original;
emphasis added), specifically directed at enhancing professional education throughout the
medical curriculum15:
 Facilitating inclusion of gender-specific, problem-based learning scenarios by focusing
on cardiovascular disease, domestic violence, behavioral health, diabetes, cancer
screening, and sexually transmitted diseases, including HIV/AIDS prevention, screening,
evaluation, and follow-up


Expanding gender-specific material throughout the curriculum, with a fundamental focus
on enhancing professional education programs in women’s health and incorporating
evidence-based recommendations in preventive and follow-up care



Promoting inclusion of women’s health, gender-based and culturally competent content
in lectures at all professional levels



Utilizing technology to promote health education through the Center of Excellence
website, the Internet, and telemedicine



Assessment of the curriculum to ascertain current gaps in women’s health curricula and
to devise specific recommendations

Recognizing the need to expand research in women’s health, and to increase the number of
researchers in women’s health and gender-based medicine, in 1999 OWRH launched a capacitybuilding program, Building Interdisciplinary Research Careers in Women’s Health (BIRCWH).
The purpose of the program was to mentor a cadre of outstanding scholars and to provide them
with the support and training needed to develop independent research careers in women’s health.
Interdisciplinary Specialized Centers of Research (SCORs) on Sex and Gender Factors Affecting
Women’s Health were established in 2002. The SCORs support interdisciplinary research from
basic to translational to clinical investigations by accomplished scientists.
A third program, Advancing Novel Science in Women’s Health Research (ANSWHR),
established in 2007, further supports interdisciplinary research.
These three ORWH-initiated programs enjoy continuing co-sponsorship from many of the NIH
institutes, centers, and offices.
Trends in Dental Education

The American Dental Education Association (ADEA) annually provides summaries of data
pertaining to applicants to dental school by gender in one of the reports released under Trends in
Dental Education, available on the ADEA website (www.adea.org). In Table 1, which shows
Applicants by Gender, 2000 to 2010, while the number of applicants to dental school increased
by 54% from 2000 to 2010, from 7,770 to 12,001, the number of women applying to dental
school during the same time period increased by 77%, from 3,133 to 5,551.
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Table 1. Applicants to dental school by gender, 2000 to 2010; Source: American Dental
Education Association
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Figure 2. First-time enrollees by gender, 2000 to 2010; Source: American Dental Education
Association

Figure 2 demonstrates first-time enrollees by gender for 2000 to 2010. The number of male
matriculants has hovered between 2,500 to 2,600 during that period, while the number of women
matriculants has grown from 1,650 to 2,250.
The numbers of applicants and numbers of first-time enrollees indicate that women are
approaching parity with men in undergraduate dental education enrollment. The picture in
advanced dental education programs, however, is quite different. Figure 3 illustrates that, from
1995 to 2010, the number of women in advanced education programs increased by 72%, from
1,383 to 2,378, while total enrollment in those programs increased by 31%, from 4,633 to 6,095.
The number of men in advanced education programs increased by only 14%, from 3,250 to
3,717. The preponderance of increased enrollment in advanced dental education programs
appears to be attributable to the increased number of women enrolling in those programs.
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Figure 3. Total enrollment and women enrollment in advanced dental education programs, 1995
to 2010; Source: American Dental Association 2009–2010 Survey of Advanced Dental
Education Programs
The ADEA data on “Reasons Why Students Pursue Career in Dentistry, 2009” (Figure 4) may
reflect the influence of women in the choice of dentistry as a profession and career. Ranking
“control of time” highest (76%) certainly applies to both genders; however, historically, women
have reported more challenges in work-life balance, and therefore may value the “control of
time” aspect of the profession. Conversely, all dental students seem to value “community
status/prestige” lowest of the seven choices ranked. Both of these trends reflect characteristics of
the “Millennial” generation, whose view of success in life and career is in attaining work-life
balance, not about status, prestige, or financial gain.
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Figure 4. Reasons why students pursue career in dentistry, 2009; Source: ADEA 2009 Senior
Survey
Leadership in Dental Education

Membership in ADEA is inclusive of academic dental institutions in the United States and
Canada. The following data are based on ADEA Institutional Members:
At the time of the earlier article (1993 publication), there were no women dental deans in the
United States or Canada, although there were 27 women with the title of assistant or associate
dean. In 2011, as of the writing of this article, in the United States there are 63 dental schools and
10 women dental deans; 110 women are listed as associate or assistant deans. In 2010, there were
12 women deans. One was appointed as the first woman director of the National Institute of
Dental and Craniofacial Research (NIDCR), NIH, one of the 27 Institutes and Centers of the
NIH, the largest source of funding for medical research in the world. The Office of the Director
of NIDCR is responsible for the overall scientific direction, policy development, program
review, and administrative management of NIDCR.16 The other dean stepped down at the end of
her appointed term, resulting in 10 current women deans. In Canada, there are 10 dental schools,
and no women dental deans; seven women are listed as associate or assistant deans. In less than
20 years, the number of women deans has grown exponentially. A number of factors may have
contributed to the current status of women in leadership positions in academic dental institutions.
Efforts exist within ADEA and outside of ADEA to develop and mentor women as future
leaders.
41

Efforts within ADEA

ADEA, through its Center on Diversity and Equity and under the leadership of its Director,
Dr. Jeanne Sinkford, four initiatives were promulgated in the 1990s to advance women’s
leadership within dental education: the Women’s Affairs Advisory Committee (WAAC), the
Women Liaison Officers, the Enid A. Neidle Scholar-in-Residence Program, and the ADEA
International Women’s Leadership Conference.
The WAAC was established to provide advice to the Board of Directors to assist ADEA and its
Center for Equity and Diversity in developing program priorities and pursuing activities that
promote the advancement of women in dental education. WAAC advisement to the ADEA
Board of Directors includes budget support and external funding for the following programs:
Women Liaison Officers, the Enid A. Neidle Scholar-in-Residence Program, and the ADEA
International Women’s Leadership Conference.
The Center on Equity and Diversity created the designation of a Women Liaison Officers (WLO)
to reflect and represent the interests of women within academic dental institutions and ADEA.
The suggested role and activities for WLOs are described on the ADEA website: 17
1. Receive and disseminate information from ADEA, its Center for Equity and Diversity,
and other agencies that advocate for women in academics and health professions careers.
2. Establish a coaching relationship with junior faculty members.
3. Serve as a liaison with other professional women’s organizations.
4. Consult on issues such as institutional culture, policy, recruitment, and retention of
women faculty and faculty development programs.
5. Facilitate mentoring by establishing or participating in mentorship programs.
6. Initiate programs to assist the professional and personal development of women students,
faculty, and staff.
7. Disseminate information and recruit candidates for scholarship and fellowship programs.
8. Foster the participation of women dental colleagues in campus and community activities
to raise awareness of women’s issues.
9. Encourage participation of dental colleagues in forums that highlight women’s health and
women’s oral health issues.
10. Establish a mentoring program between schools that have higher numbers of women
faculty and those that do not.
11. Identify administrator(s) for recognition of activities that have changed the institutional
culture for women.
WLOs meet annually at the ADEA Annual Session & Exhibition to network and share
professional insights into growth and development opportunities. A number of women in decanal
positions (deans, associate deans, and assistant deans) have emerged from the membership.
Since 1994, ADEA has sponsored the Enid A. Neidle Scholar-in-Residence Program, developed
in honor of former ADEA President Enid A. Neidle (1985–1986). The program promotes the
advancement of women in dental education and provides a unique opportunity each year for a
dental educator to concentrate on issues affecting women faculty. The three-month experience at
ADEA’s office in Washington, DC, provides a mentored experience for scholars to advance
knowledge on issues facing women faculty, including promotion, advancement, and tenure
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policies; entry and re-entry into the workforce; child care and elder care; women’s health;
women’s health in curricula; work patterns; research opportunities; and other gender-related
issues. Past scholars have included dentists, allied dental professionals, a physician, and
researchers. From 1994 to 2011, 13 academic dental institutions affiliated with major universities
in the United States have sponsored scholars in attending this program; five of those institutions
have sponsored two scholars.
The first ADEA International Women’s Leadership Conference was held in Cannes/Mandelieu,
France, in 1998. The conference was attended by women and men from 18 countries and six
continents. Future conferences, which built on the success of the initial meeting, were held in
Goteborg, Sweden (2003), Montreal, Canada (2005), and Salvador, Brazil (2010). Recurring
issues that emerged across all the conferences are highlighted here18–21:
1. Increased numbers of women in the dental profession create an imperative that women be
considered as a vital and valuable intellectual capacity for the future.
2. The advancement of women in academic and research careers requires global attention
and strategies.22-23
3. Leadership of women is important to the advancement of gender-related research,
outcomes, knowledge, and technology transfer.24
4. Mentoring and role modeling are important aspects of leadership and career development
that need to be considered in the advancement of women in academic and research
careers.25-26
5. Building research capacities in developing countries and addressing the special needs of
women researchers are challenges of global interest and magnitude.
Efforts Outside of ADEA

While many leadership and management training opportunities are available in a variety of
settings, two programs uniquely focus on developing leaders in higher education administration
and in academic medicine and dentistry—the Higher Education Resource Services (HERS)
Program and the Executive Leadership in Academic Medicine (ELAM) Program. Each will be
briefly described. HERS conducts programs in Pennsylvania (Bryn Mawr College), Colorado
(University of Denver), and Massachusetts (Wellesley College) for developing leaders within
higher education administration. ELAM, based in Drexel University College of Medicine in
Philadelphia, Pennsylvania, was established to develop women leaders in medicine, dentistry,
and public health.
HERS provides leadership and management development for women in higher education
administration across disciplines in schools and colleges in the higher education community. The
Bryn Mawr and Denver programs are concentrated immersion formats with a residency
structure; the Wellesley program spans four three-day sessions across the academic year. The
curriculum comprises modules on understanding the higher education environment; planning and
leading change in the academy; managing and investing strategic resources; engaging individual
and institutional diversity; and mapping personal leadership development. 27
ELAM was founded under the auspices of Dr. D. Walter Cohen, then president of Medical
College of Pennsylvania (previously known as the Female Medical College of Pennsylvania, the
first medical school for women in the United States); Cohen was also a former dean of the
School of Dental Medicine of the University of Pennsylvania. The program is organized around
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three curricular threads: organizational perspectives and knowledge; emerging issues in
leadership and academic health administration; and personal and professional development.28
Both programs maintain ongoing networking structures for alumnae. ELAM hosts receptions at
ADEA though the Society for Executive Leadership in Academic Medicine (SELAM), of which
several dental alumnae have served as president. ELAM reports that, in 2006, nearly half of all
U.S. and Canadian medical and dental schools had three or more ELAM participants, while
almost 20% had more than six participants per school. Deans also reported that the ELAM
program had a very positive influence on alumnae, increasing their eligibility for promotion.28 In
2008, Morahan reported on a longitudinal study that showed that ELAM alumnae achieved
significantly greater scores on 12 of 15 established leadership indicators, compared to women
who had not sought formal leadership training.29 Seven women U.S. dental deans have
completed the ELAM program.
Strategies for the Future

In the 1993 Friedman article, five strategies were proposed for further consideration, discussion,
and debate on including women’s oral health issues in a meaningful way.2 At this juncture, the
five strategies are revisited, with the current status of each reflected in the narrative.
Strategy 1. Include women’s oral health topics within appropriate ADEA curriculum guidelines
in such areas as biochemistry and nutrition, behavioral sciences, community and preventive
dentistry, oral biology, oral diagnosis, and oral medicine. Inclusion of separate women’s health
guidelines, where appropriate, would highlight the importance of these areas within respective
disciplines.
Status: Women’s health has not been highlighted, to date.
Strategy 2. Specify and include women’s oral health and women’s role in education structure
among accreditation guidelines.
Status: While there is not specific focus on women, the revised ADA Commission on
Accreditation Standards (adopted 2010, with required implementation as of July 2013), the
revised Standard 1 does include, under Institutional Effectiveness, Standard 1-4, diversity among
students, faculty, and staff. The Intent statement says, “Schools could incorporate elements of
diversity in their planning that include, but are not limited to, gender, racial, ethnic, cultural and
socioeconomic.” [Emphasis added.]
Standard 1-4. The dental school must have policies and practices
to:
a. achieve appropriate levels of diversity among its students,
faculty and staff;
b. engage in ongoing systematic and focused efforts to attract and
retain students, faculty and staff from diverse backgrounds; and
c. systematically evaluate comprehensive strategies to improve the
institutional climate for diversity.

44

Intent: The dental school should develop strategies to address the
dimensions of diversity including structure, curriculum and
institutional climate. The dental school should articulate its
expectations regarding diversity across its academic community in
the context of local and national responsibilities, and regularly
assess how well such expectations are being achieved. Schools
could incorporate elements of diversity in their planning that
include, but are not limited to, gender, racial, ethnic, cultural and
socioeconomic. Schools should establish focused, significant, and
sustained programs to recruit and retain suitably diverse students,
faculty, and staff.
Strategy 3. Engender legislative/congressional support for Centers of Excellence for Women’s
Health (COEWH) to be located within schools of medicine, dentistry, osteopathy, and nursing
and identify oral health as a primary area of attention. Stipulate that each center must address
student recruitment; student performance; faculty recruitment, training, and retention;
information resources and curricula; and faculty and student research.
Status: The proposed model was based on tenets of the Centers of Excellence promulgated and
supported by the Health Resources and Services Administration, Bureau of Health Professions,
Division of Disadvantaged Assistance programs, based on the Health Professions Education
Extension Amendments of 1992, Section 739, Public Health Service Act. While the model does
not reflect all components of the Centers of Excellence for disadvantaged students, in 1997, the
U.S. Department of Health and Human Services mirrored the intent of those initiatives and
recognized 21 centers in the United States as a “National Center of Excellence in Women’s
Health,” each serving as a model for best practices in caring for women and reducing health
disparities among women and between women and men.
Strategy 4. Present programs regarding women’s oral health issues at local, regional, and
national professional meetings.
Status: In 1997 and again in 2009, the Office of Research in Women’s Health conducted regional
conferences and scientific workshops on issues regarding women’s health, including differences
among populations of women; factors that contribute to differences in their health status and
health outcomes; career issues for special populations of women; recruitment, retention, re-entry,
and advancement of women in biomedical careers; and sex and gender perspectives for women’s
health. One of the meetings (Providence, Rhode Island) included a working group on Oral Health
and Systemic Conditions and another on Careers in Dentistry, Bioengineering, and Other NonMD Disciplines.30
Strategy 5. Develop courses on women’s oral health for continuing education seminars,
workshops, and symposia.
Status: Many national and regional dental meetings (e.g., American Dental Association, Chicago
Midwinter Meeting, Yankee Dental Congress) now include speakers who specifically address
women’s oral health. In addition, there have been substantial contributions to the literature on the
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importance of women’s oral health,31 with an entire edition of Dental Clinics of North America
devoted to women’s oral health.32 Women’s oral health and women’s overall health are areas of
scholarly research and teaching.
Summary

Women are entering the profession at the predoctoral and advanced education levels in
increasing numbers. The pipeline to the dental profession and to the specialties appears to be
open and welcoming to women. However, future efforts will need to continue to emulate the
successes with women in dentistry in recruiting, supporting, and retaining underrepresented
minorities of both genders to the profession.
Many successes also have been recorded in achieving gender parity in leadership positions in
dental education over the past 20 years, as seen by the number of deans, associate deans, and
assistant deans in U.S. dental schools. Future opportunities for additional achievement in
leadership roles include increasing the number of women deans in Canadian dental schools and
the number of inaugural women deans in the new dental schools opening, and planned, in the
United States. To date, none of the new dental schools, i.e., those created over the past decade,
have appointed a woman dentist as the inaugural dean.
The area of gender in health professionals’ education is now an accepted part of the overall,
comprehensive health professions curricula. Gender-specific health issues are recognized.
However, investigation of gender differences in oral health has not yet been incorporated to the
same degree as in overall health issues.33 As oral health is acknowledged increasingly as critical
to overall health, even more attention may be focused on manifestations of differences in
molecular genetics, pharmacotherapeutics, diagnostic techniques, and prevention strategies
throughout the healthcare continuum.
Increasing attention to interdisciplinary education and interdisciplinary care will be predicated on
the boundaries between oral health education and practice and overall health education and
practice becoming more blurred; eventually the distinctions may disappear. Similarly, the
continuing achievement of women in leadership roles in education and research may minimize
the need for separate leadership training opportunities such as the ELAM and HERS Programs.
The 21st century will continue to see the continuum of women’s issues move forward.
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Part VII. Annotated Bibliography
Cases Studies and Reports
1. Beyond women’s health: incorporating sex and gender differences into graduate
public health curricula
http://mchb.hrsa.gov/womenshealth/publichealthschool.pdf

This report is a comprehensive study that addresses women’s health education in the 34
schools of public health in the US. The aim of the study was to assess how women’s
health is addressed in required and elective courses for Masters of Public Health (MPH)
degree.
The primary recommendation of the project, as informed by the data and with the advice
and expertise from the women’s health expert advisory group, was that MPH core
curricula incorporate the following educational components:
 Knowledge of the major sex and gender differences in health and disease across
the life span, particularly in terms of physiological, behavioral, and societal
factors that influence health behaviors and health status among culturally and
socioeconomically diverse populations;
 Understanding of the similarities and differences between men and women
concerning interaction and communication with the health care system, and the
impact of multiple social roles and life cycle events on shared health care decision
making for self and family; and
 Knowledge of the historical and contemporary social and cultural determinants of
health and wellness across the life span, particularly with respect to sex and
gender roles.
2. Council on Graduate Medical Education. (July 1995). Fifth Report: Women and
Medicine. Rockville, MD: Council on Graduate Medical Education; July 1995. U.S.
Dept. of Health and Human Services publication HRSA-P-DM-95-1.
http://www.hrsa.gov/advisorycommittees/bhpradvisory/cogme/Reports/fifthreport.html
This report issued findings and information identifying special health needs of women
and factors that may influence the future health of women. There were sixteen
recommendations on Women and Medicine and another fifteen recommendations on
Women in the Physician Workforce in the report.
3. Council on Graduate Medical Education. (Sep 2007). Nineteenth report: enhancing
flexibility in graduate medical education. Retrieved Jul 2011 from
http://www.hrsa.gov/advisorycommittees/bhpradvisory/cogme/Reports/nineteenthrpt.pdf
The nineteenth report builds upon the sixteenth report, which detailed the projected
shortfall and need to expand the training pipeline for physicians in the United States. The
current report starts from the premise that, if our overarching goal is to adequately
address the healthcare needs of the nation we need to 1) expand the number of graduate
medical education (GME) trainees and 2) improve how GME is delivered. In order to
address these issues, increased flexibility is needed in terms of how GME training is
structured, designed, accredited, and funded. A series of recommendations is proposed
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that would remove barriers to achieving an expanded and more appropriately trained
physician workforce.
4. Gogna M. Learning to “teach gender” to health professionals. Identifying and
addressing major challenges. Paper prepared for the Meeting on Integrating Gender
into the Curricula for Health Professionals, Geneva: World Health Organization,
Dec 2006. http://www.who.int/gender/documents/GWH_curricula_web2.pdf
The World Health Organization’s department of Gender, Women and Health convened a
consultation on this subject. The objectives of the meeting were to:
 review different approaches used in integrating gender considerations into
curricula to identify strengths and weaknesses and lessons learned;
 develop consensus on the most effective proposed strategies and modalities for
implementation of these approaches;
 develop recommendations based on the findings;
 identify existing materials that can be shared; and
 plan collaborative activities for further work in this area.
This report summarizes the discussion and final recommendations from the meeting.
Based on the background review carried out in preparation for the meeting, Section one
presents an overview of experiences with integrating gender considerations into the
curricula for health professionals. Section two presents case examples describing a range
of initiatives presented during the meeting on integrating gender considerations into the
medical (nursing and midwifery) curriculum. Section three presents the results of
deliberations during the consultation. It consists of a synthesis of lessons learned about
enabling conditions and strategies for integrating gender issues into the curricula of
health professionals; recommendations for core minimum gender competencies for
physicians and public health professionals; and a consensus statement.
5. Highlights of National Institutes of Health (NIH) Women’s health and sex
differences research 1990-2010. Office of Research on Women’s Health in
Collaboration With the NIH Coordinating Committee On Women’s Health. NIH
Publication No. 10-7606-D. Bethesda, MD: NIH, Sept 2010.
http://orwh.od.nih.gov/ORWH_Highlights_2010_508.pdf
This report highlights an achievement of research on women's health and gender and sex
differences in the NIH Institutes and Centers. The works presented represent “snapshots”
of examples from the 20 years of ORWH’s existence. The report covers overarching
themes on genetic and molecular research, clinical trials and translational studies,
prevention research, global health concerns, and minority health and health disparities.
Women’s Health Resources Web Portal- NLM/ORWH
(http://www.womenshealthresources.nlm.nih.gov).
Office of Research on Women's Health ORWH Reports
http://orwh.od.nih.gov/pubs.html.
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6. Institute of Medicine (IOM), Clinical preventive services for women. Washington,
DC: IOM, July 2011. http://www.nap.edu/catalog.php?record_id=13181
This report reviews the preventive services that are important to women's health and
well-being. The report recommends that eight preventive health services for women be
added to the services that health plans will cover at no cost. The recommendations are
based on a review of existing guidelines and an assessment of the evidence on the
effectiveness of different preventive services.
The services include improved screening for cervical cancer, sexually transmitted
infections, and gestational diabetes; a fuller range of contraceptive education, counseling,
methods, and services; services for pregnant women; at least one well-woman preventive
care visit annually; and screening and counseling for interpersonal and domestic violence,
among others. In addition, the report identifies critical gaps in preventive services for
women, as well as measures that will further ensure optimal health and well-being.
At the request of the U.S. Department of Health and Human Services (HHS), the Institute
of Medicine’s Preventive Services for Women Committee identified critical gaps in
preventive services for women, as well as measures that will further ensure women's
health and well-being. The proposed recommendations contribute significantly to state
efforts to improve women’s health overall and support efforts to promote preconception
and inter-conception care for women of child bearing age.
The Institute of Medicine (IOM) recommends that HHS require health insurance plans to
cover the following preventive services for women with no cost sharing:
 screening for gestational diabetes;
 human papillomavirus (HPV) testing as part of cervical cancer screening for
women over 30;
 counseling on sexually transmitted infections;
 counseling and screening for HIV;
 contraceptive methods and counseling to prevent unintended pregnancies;
 lactation counseling and equipment to promote breast-feeding;
 screening and counseling to detect and prevent interpersonal and domestic
violence;
 yearly well-woman preventive care visits to obtain recommended preventive
services;
7. Institute of Medicine (IOM), Women's health research: progress, pitfalls, and
promise. Washington, DC: IOM, 2010. http://www.iom.edu/Reports/2010/WomensHealth-Research-Progress-Pitfalls-and-Promise.aspx
In this report, the IOM finds that women’s health research has contributed to significant
progress over the past 20 years in lessening the burden of disease and reducing deaths
from some conditions, while other conditions have seen only moderate change or even
little or no change. Gaps remain, both in research areas and in the application of results to
benefit women in general and across multiple population groups. Given the many and
significant roles women play in our society, maintaining support for women’s health
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research and enhancing its impact are not only in the interest of women, they are in the
interest of us all.
The IOM describes substantial progress in some areas and less progress in other areas:
 Major progress has been made for breast cancer, cardiovascular disease, and
cervical cancer.
 Some progress has been made for depression, HIV/AIDS, and osteoporosis.
 Little progress has been made for unintended pregnancy, maternal morbidity and
mortality, autoimmune diseases, alcohol and drug addiction, lung cancer,
gynecological cancers other than cervical cancer, nonmalignant gynecological
disorders, and Alzheimer's disease.
 The IOM notes that many of the conditions reviewed are more common or have
poorer outcomes in women who are socially disadvantaged than in women who
are not.
8. Institute of Medicine (IOM). Exploring the biologic contributions to women’s
health; Does sex matter? Washington, DC: National Academy Press, 2001.
http://www.iom.edu/Reports/2001/Exploring-the-Biological-Contributions-to-HumanHealth-Does-Sex-Matter.aspx
Sex differences in health throughout the lifespan have been documented. Exploring the
Biological Contributions to Human Health begins to snap the pieces of the puzzle into
place so that this knowledge can be used to improve health for both sexes. From behavior
and cognition to metabolism and response to chemicals and infectious organisms, this
book explores the health impact of sex (being male or female, according to reproductive
organs and chromosomes) and gender (one's sense of self as male or female in society).
Exploring the Biological Contributions to Human Health discusses basic biochemical
differences in the cells of males and females and health variability between the sexes
from conception throughout life. The book identifies key research needs and
opportunities and addresses barriers to research.
9. Proceedings of the Fourth ADEA International Women's Leadership Conference
(IWLC): Global health through women's leadership. Journal of Dental Education
(Supplement). Mar 2011. http://www.jdentaled.org/content/75/3suppl.toc
Proceedings of the Fourth ADEA International Women’s Leadership Conference
(IWLC): Global Health Through Women’s Leadership has been published as a
supplement to the March 2011 Journal of Dental Education.
This conference took place in Salvador, Brazil in September 2010 and was attended by
women leaders from six continents. The Fourth ADEA IWLC, which focused on
recognition, promotion, and leadership in academic dentistry, dental research, and
organized dentistry, had overarching themes of women’s leadership in education,
research, and service. The conference included keynote presentations, working group
sessions, oral and poster presentations, and skill-building sessions.
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The goal of the Fourth ADEA International Women’s Leadership Conference was to
foster global alliances and deliver leadership strategies that women can use to improve
oral health and overall health in communities throughout the world.
The articles in the publication were written by dental educators, practitioners, health
researchers, and policy makers from the global community engaged in this dialogue. The
articles address topics covered by the eleven conference themes:
 Medical Ethics in a Global Context
 Women’s Oral Health and Women in Research
 Integrative and Complementary Medicine/Oral Implications
 Knowledge and Technology Exchange
 Women, Families and Children—Balancing Career and Obligations
 Women in Dental Education
 Women Leading Change—New Leadership Styles
 Women and Global Development
 Cultural Competency Concepts
 Dental Health Team—Allied Health Component
 Alternative Careers for Women in Dentistry
10. The report called Women’s oral health issues was developed by the American
Dental Association’s Council on Access, Prevention and Interprofessional Relations
(CAPIR)
http://www.ada.org/sections/professionalResources/pdfs/healthcare_womens.pdf
The report discusses hormonal effects on the oral cavity during various stages in
women’s lives as well as the special dental needs and considerations that will be
encountered. Problems such as osteoporosis, Sjögren’s disease, temporomandibular
disorders, eating disorders and thyroid disease, prevalent in the female population, are
addressed. This report was developed for oral health professionals to assist in treating the
oral health of patients with complex medical conditions.
11. National Institutes of Health (NIH). Moving into the future with new dimensions
and strategies: A vision for 2020 for women’s health research—strategic plan. NIH
Publication No. 10-7606. Bethesda, MD: National Institutes of Health, 2010.
http://orwh.od.nih.gov/ORWH_Strategic_Plan_Vol2_508.pdf
This report provides information from a series of five regional scientific workshops and
public hearings on women’s health held between 2009 and 2010.
The format of each of the regional scientific workshops was designed to promote an
interactive discussion involving leading scientists from across the nation, women’s health
advocates, public policy experts, health care providers, and the general public. Opinions
of professionals—from academic institutions, professional associations, advocacy
organizations, and health care facilities interested in biomedical and behavioral research
on women’s health and sex/gender issues—are offered in the report.
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Journal Articles
1. Carnes M, Morrissey C, Geller SE. Women's health and women's leadership in
academic medicine: hitting the same glass ceiling? Journal of Women’s Health
(Larchmt). Nov 2008;17(9):1453-62.
This paper discusses (1) the historical linking of the advances in women's health with
women's leadership in academic medicine, (2) the slow progress of women into
leadership in academic medicine, and (3) indicators that the advancement of women's
health has stalled. The authors make the case that deeply embedded, unconscious genderbased biases and assumptions underpin the stalled advancement of women on both fronts.
They conclude with recommendations to promote progress beyond the apparent “glass
ceiling” that is preventing further advancement of women’s health and women leaders.
They propose the need to move beyond “fixing the women” to a systemic, institutional
approach that acknowledges and addresses the impact of unconscious, gender-linked
biases that devalue and marginalize women and issues associated with women, such as
their health.
2. Cohen LK. Women as leaders. International Dental Journal. Dec 1996;46(6):558-64.
The authors discuss how the role of women as leaders has undergone considerable review
in recent years, both outside and within the dental profession. Growing awareness of
gender as an issue in leadership has focused attention on leadership styles and qualities
with particular emphasis on the differences between male and female approaches. Further
research is proposed, specifically on leadership within the dental profession. Trends are
identified that lead to optimistic conclusions as to the future involvement of women in
leadership in dentistry.
3. Davisson, L, Nuss, M, and Cottrell, S. Women’s health curriculum for internal
medicine residents: development, implementation, and evaluation. Journal of
Graduate Medical Education, Sept 2010:398-403.
The authors discuss the need to improve women’s health knowledge and skills among
medical professionals, namely physicians. The objective of their project was to develop,
implement, and evaluate a women’s health curriculum for an internal medicine residency
program. They assessed institutional factors and developed a curriculum for a
multidisciplinary clinical rotation with a web-based tutorial. Academic physicians were
recruited from several specialties relevant to the care of women to precept for the rotation
and/or to provide teaching materials for the tutorial.
The curriculum for the one-month rotation covered most of the recommended women’s
health topics. Internal medicine residents worked in a variety of clinical settings and were
assigned to a web-based tutorial and a pre- and post-test. The authors conclude that a
women’s health curriculum using a Web-based tutorial with a multidisciplinary clinical
rotation can be successfully implemented in an internal medicine residency. The
curriculum satisfied women’s health training requirements, was associated with
improvements in learning outcomes, and may be a model for women’s health education.
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4. Detman LA, Cottrell BH, Denis-Luque MF. Exploring dental care misconceptions
and barriers in pregnancy. Birth. Dec 2010;37(4):318-24.
This study was to explore Florida women's experience of barriers in obtaining dental care
before and during their pregnancies. Study data were derived from a larger data set of a
study that examined barriers to prenatal care. One month after giving birth, face-to-face
interviews were conducted with 253 African American women, 18 to 35 years old, who
were residents of one of three Florida counties. Interview questions about women's
experiences on obtaining oral health care before and during pregnancy, and recall of
guidance about oral health care during prenatal visits were transcribed and analyzed
qualitatively. Through subject-level content analysis, key themes were assessed about the
participants' perspectives on obtaining oral health care before and during pregnancy.
Most participants did not obtain dental care and did not recall receiving dental
information during prenatal visits. Barriers to dental care included the following: lack of
insurance, difficulty in finding a dentist, low priority given to dental care, misconceptions
about the safety and appropriateness of dental care during pregnancy, and sporadic
anticipatory guidance during prenatal care. The authors conclude that misconceptions
about the appropriateness of oral health care during pregnancy may affect women's
access to and use of this care.
5. Emmons S, Sells CW, Eiff MP. A review of medical and allied health learners’
satisfaction with their training in women’s health. American Journal of Obstetrics
Gynecology. 2002;186(6):1259-67.
For this study, graduating learners from Oregon Health & Sciences University programs
and from the National College of Natural Medicine were surveyed about their attitudes
toward their training in women's health. The survey addressed learner satisfaction with
training in women's health, their preferred learning methods, and their clinical comfort in
managing 17 clinical problems. The survey addressed knowledge of complementary and
alternative medicine. Satisfaction with training in women's health varied by program.
Satisfaction increased with increasing proportion of women seen during training. Clinical
confidence scores increased with increasing proportion of women seen during training.
Physical assault and breast disease were areas of least clinical confidence. All groups
preferred learning in clinical rather than didactic settings. Experience with alternative and
complementary medicine was very limited except among naturopathic students.
6. DePaola DP. The revitalization of U.S. dental education. Journal of Dental
Education. Feb 2008;72(2 Suppl):28-42.
The author purports that revitalization of dental education in the United States is an
imperative, but it depends mainly on the willingness of dental school faculty to make
great changes. The author addresses a system of education of dental professionals in
relation to other health professionals, and advocates for a revitalization of our profession
in order to stand at the fore when it comes to ensuring the health and well-being of the
public. This presentation makes recommendations for rethinking the current system of
dental education in order to elevate dentistry to its rightful place as a vibrant health care
leader. The author recommends that future dentists should be providers of primary care,
yet data suggest that the organizational structure to support this vision is lacking.
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Dentistry and dental education are doing a lot that is good, but we must and can do even
better if the profession is to thrive as a respected member of the health professions
delivering high-quality, evidence-based care to the public. Dental students, faculty, and
practitioners must have command of new and coming scientific advances and
technologies that will have a profound impact on the practice of dentistry. The following
are several recommendations for transformative change in dental education. 1) think
BIG!; 2) involve students in hands-on learning experiences from day one; and 3) provide
students and the profession with the tools to tackle major biomedical, clinical-care, and
societal issues, including access to care, cost of care, HIV, emerging infectious diseases,
elder care, and many others.
7. Gibson-Howell JC. Women's health topics in dental hygiene curricula. Journal of
Dental Hygiene. Winter 2010;84(1):35-42. Epub Jan 1, 2010.
These 2001 and 2007 surveys aimed to investigate (1) the inclusion of women's health
topics in different degree programs (associate/certificate, baccalaureate,
associate/baccalaureate) in United States dental hygiene school curricula and (2) course
status (required or elective). The surveys also (1) identified sources used to obtain
women's health topics, (2) assessed faculty’s continuing education participation in
women's health, (3) determined satisfaction with current curricula, (4) questioned if
change was anticipated and if so in what topics, (5) identified where students apply their
knowledge about women's health and in what ways, and (6) reported progress of dental
hygiene curricula over the six-year time period. These survey results establish a baseline
of women's health topics included in dental hygiene curricula in order to assess
knowledge of dental hygienists in practice.
8. Gibson-Howell JC, Gladwin MA, Hicks MJ, Tudor JF, Rashid RG. Instruction in
dental curricula to identify and assist domestic violence victims. Journal of Dental
Education. Nov 2008;72(11):1277-89.
These 1996 and 2007 surveys aimed to investigate the inclusion of domestic violence
topics in U.S. and Canadian dental school curricula, determine the topics emphasized,
determine beliefs of course directors about domestic violence issues, and report progress
over the 11-year period (from 1996 to 2007) of dental curricula in preparing dental
professionals regarding domestic violence. Surveys were sent to associate deans for
academic affairs of dental schools in the United States and Canada in 1996 (N=64) and
the United States in 2007 (N=56). Each academic dean was asked to forward the survey
to the faculty member who taught this topic. Topics most frequently included and
emphasized in dental school curricula were the responsibility of the health care
professional (HCP) regarding domestic violence, how to identify physical and behavioral
indicators, and how to refer the abused victim. The topics least frequently included and
emphasized in the curricula regarded education of the abused and the impact of domestic
violence on society.
There were four strong beliefs reported by dental course directors: a trusting, professional
rapport is essential for disclosure; the dentist or a dental team member may be the first
HCP to recognize signs of abuse; the dentist has a professional responsibility to refer for
assistance; and domestic violence education should be included in dental curricula.
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The authors identified the need for further course development and made
recommendations to use experiential learning to enhance dental students' interpersonal
and interviewing skills. These strategies may increase dentists' comfort and confidence
when treating and assisting possible victims of domestic violence.
9. Henrich JB, Chambers JT, Steiner JL. Development of an interdisciplinary
women’s health training model. Academic Medicine. 2003;78:877-84.
In response to expanded residency training requirements in women's health, faculty from
internal medicine, obstetrics/gynecology, and psychiatry at Yale University School of
Medicine established an interdisciplinary women's health training and education model,
the Interdisciplinary Women's Health Clinic (IWHC). The model was one component of
a larger, comprehensive women's health program at Yale funded by the Department of
Health and Human Services between 1996 and 2000 under the National Centers of
Excellence in Women's Health (CoE) designation.
This article describes the structure and function of the model, its value to residents and
the institution, and its limitations that led to its closure when Department of Health and
Human Services support ended. The IWHC was designed as a consultation service that
augmented the primary care provided to low-income, minority-group women in an
established outpatient primary care setting. An interdisciplinary team of residents and
faculty provided and coordinated a range of services for patients and participated in a
weekly core curriculum. The model was an important resource to residents and provided
high-level integrated care to patients. The combined educational experience helped refine
a core interdisciplinary women's health curriculum. Despite these benefits, the IWHC
could not be sustained outside the financial and programmatic structure of the larger CoE
program.
This experience suggests that longitudinal models where residents from different
disciplines train in a shared educational and clinical setting may be more durable.
Interdisciplinary models are effective ways to train residents and provide integrated care
to women. The model's success depends on highly developed collaborative relationships
between faculty, nonclinical sources of support, and long-term institutional commitment.
10. Henrich JB, CM Viscoli. What do medical schools teach about women’s health and
gender differences? Academic Medicine. 2006;8(5):476-82.
The purpose of this article was to examine the curricula of U.S. medical schools to assess
the inclusion of women's health and gender-specific information and identify institutional
characteristics associated with this content. Using data from the Association of American
Medical Colleges' Curriculum Management and Information Tool (CurrMIT), in
November 2003 to February 2004 the authors performed a curriculum search of schools
that entered course/clerkships in CurrMIT to identify interdisciplinary women's health or
gender-specific courses/clerkships. A subset of schools that entered comprehensive
information in CurrMIT was searched for a specified list of women's health topics and or
gender-specific content on any topic. Statistical analyses were performed to assess the
relationship between frequency of topics and school characteristics.
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The authors concluded that a few schools offer interdisciplinary women's health
courses/clerkships or include gender-specific information in their curricula. A designated
women's health program may increase this content in schools' curricula.
11. Janssen PA, Landolt MA, Grunfeld AF. Assessing for domestic violence exposure in
primary care settings. The transition from classroom to clinical practice. Journal of
Interpersonal Violence. 2003;18:623–33.
The aim of this study was to evaluate the ability of medical students to apply domestic
violence training in an early clinical experience, a cross-sectional survey was undertaken
among 2nd-year medical students from the University of British Columbia during their
rural family practice practicum. Participants recorded whether they assessed adult
patients for exposure to domestic violence during routine office visits.
Learning to ask about domestic violence involves the modification of attitudes and beliefs
based on acquisition of knowledge and the opportunity to practice skills with appropriate
demonstration and feedback. The findings of this study indicate, however, the need to
ensure that continuing education for community physician preceptors keeps pace with the
undergraduate medical school curriculum.
12. Kacerik MG, Prajer RG, Conrad C. Ethics instruction in the dental hygiene
curriculum. Journal of Dental Hygiene. Winter 2006;80(1):9. Epub Jan 1, 2006.
The purpose of this study was to assess how ethics is taught in the dental hygiene
curriculum. A 17-item survey was designed and distributed to 261 accredited dental
hygiene programs in the United States for a response rate of 56% (N=147). The survey
requested that participants provide information on teaching and evaluation
methodologies, didactic and clinical hours of instruction, individuals responsible for
providing instruction, and the degree of emphasis placed on ethics and integration of
ethical reasoning within the dental hygiene curriculum.
This study reveals that programs have taken measures to employ a variety of teaching
strategies to ensure that students are competent in applying ethical concepts in the
provision of oral health care. However, programs continue to rely primarily on traditional
methods of instruction and evaluation such as lecture, discussion, quizzes, and written
assignments. Inferential analysis focusing on the influence of the type of institution,
showed that in general, the type of institution has little influence on the level of emphasis
placed on teaching ethics in dental hygiene curricula. It is recommended that dental
hygiene programs continue to implement and evaluate instructional methods that simulate
real life experiences and emphasize ethical concepts that promote comprehensive oral
health care.
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13. Magrane D, Ephgrave K, Jacobs MB, Rusch R. Weaving women’s health across
clinical clerkships. Academic Medicine. 2000;75(11):1066-70.
The authors describe three approaches to designing and implementing women's health
curricula and discuss how each might be applied to the topic of domestic violence: adding
free-standing courses to existing curricula, often as electives; delegating pieces of the
women's health curriculum to existing courses; and creating new interdisciplinary
curricula that then are integrated into the general curriculum.
According to the authors, each has advantages and disadvantages. Ideally, models for
curriculum design will reflect the collaborative patient-centered models upon which the
field of women's health is based. Such models enhance program effectiveness by taking
advantage of discipline-based expertise while allowing for the sharing of both
educational responsibilities and educational resources.
14. Rafter ME, Pesun IJ, Herren M, Linfante JC, Mina M, Wu CD, Casada JP. A
Preliminary survey of interprofessional education. Journal of Dental Education.
Apr 2006;70(4):417-27.
The purpose of this article is to review the literature on interprofessional education (IPE)
and report on a preliminary survey of the current status of interprofessional education in
seven academic health centers (AHCs) that have schools of dentistry associated with
them. There is wide variability in interpretation of the term “interprofessional," and many
barriers to interprofessional education exist including already overcrowded curricula in
health professions schools, lack of support from faculty and administration, and financial
constraints. Based on interviews completed at the authors' home institutions, it was
recommended that topics such as ethics, communication skills, evidence-based practice,
and informatics could be effectively taught in an interprofessional manner.
Currently, some academic health centers are attempting to develop interprofessional
education programs, but most of these efforts do not include dental students. Of the seven
AHCs investigated in this study, only two had formal interprofessional educational
activities that involved students from two or more health professions education programs.
Dental school participants in this study professed a strong interest in interprofessional
programs, but many interviewees from other professional schools and AHC
administrators perceived that the dental school was isolated from other schools and
disinterested in IPE.
15. Schilling K, Wiecha J, Polineni D, Khalil S. An interactive Web-based curriculum
on evidence-based medicine: design and effectiveness. Family Medicine.
2006;38(2):126-32.
The authors developed an interactive, Web-based curriculum on key aspects of EBM in
family medicine. Students participating in a 6-week family medicine clerkship (n=238)
were randomly assigned to intervention (n=134) or control (n=104) groups. Both groups
participated in the traditional clerkship experience, but intervention group students
received additional training via an on-line curriculum that included learning modules in
MEDLINE searching skills, EBM skills, and the calculation of the number needed to
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treat (NNT) statistic. The on-line curriculum was evaluated using a case-control design
with a test case at the clerkship's end.
This study demonstrates that an e-learning approach to educating medical students to
effectively search MEDLINE for articles meeting the criteria for evidence-based practice
can result in higher-quality literature search strategies, identification of higher-quality
evidence, and improved confidence in information retrieval and analysis skills.
16. Sinkford JC, Harrison S, Brunson WD, Valachovic RW. Advancement of women in
dental education: expanding opportunities, enriching the pool. Journal of Dental
Education. May 2011;75(5):707-11.
In the recent past, we have seen both the dental student applicant and enrollment pools of
women in the United States increase. There has been an increase in both women
applicants and first-year enrollees from the year 2000. The advancement of women in
advanced educational programs and into dental faculty positions has likewise seen a trend
of increase.
The challenge to dental education is to ensure that the recruitment and advancement of
women to careers in dental education and research in the future are consistent with their
talent, expertise, and career expectations. Within this pool of women are our future
leaders, deans, and researchers. As we consider future faculty needs for all dental faculty
members, we must consider the unique needs of women who must balance their careers
with other societal demands related to their gender.
17. Sinkford JC, Valachovic RW, Harrison SG.Women's oral health:
the evolving science. Journal of Dental Education. Feb 2008;72 (2):131-4.
This report chronicles some of the factors that have and continue to influence concepts of
women’s oral health in dental education, research, and practice. Gender issues related to
women’s health are no longer restricted to reproductive issues but are being considered
across the life span and include psychosocial factors that impact women’s health and
treatment outcomes. The article identifies three major factors that have influenced trends
supporting promotion of the oral health of women: congressional legislation, research
policy, and a major report of the Institute of Medicine National Academies of Science
(288-page Institute of Medicine (IOM) report, Exploring the Biological Contributions to
Human Health: Does Sex Matter?).
These three factors are cited for generating major interest and action, resulting in the
following initiatives: a) Women’s Oral Health: Dental Clinics of North America. This
196-page reference text by Studen-Pavlovich and Ranalli covers a broad array of
women’s oral health topics including psychosocial issues, eating disorders, women’s oral
health across the life span, gender differences in special needs patients, and maternal
oral health; b) Increased Research and Research Documentation. In addition to coronary
artery disease, hypertension, and breast cancer, a host of diseases are emerging that affect
the health of women in disproportionate degrees and across the life span; c) Knowledge
Transfer. The American Dental Education Association (ADEA) is considering the
development of an online data resource for women’s oral health: the Women’s Health
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Information Network (WHIN). Such a resource would be useful for knowledge and
technology transfer related to women’s health/women’s oral health and to establish a
science database for curriculum reform with regard to the diagnosis, prevention, and
treatment of oral and related conditions in women.
18. Silverton SF. Women's health and oral health implications of the curriculum study.
Dental Clinics of North America. July 2001;45(3):603-12, viii.
This article discusses the effect of medical school and dental school curriculum surveys,
which allowed interdisciplinary analysis of the status of women's issues in the health
profession. With this documentation of the status of women's health and oral issues,
changes in the curriculum can now occur to close the gaps in education and training
exposed in the surveys. Changes in the curriculum are aimed at improving clinical
practice by practitioners and lowering barriers to care experienced by women. These
changes must be incorporated into not only the medical school and dental school
curriculums, but also into the practices of the current health care practitioners to be
effective.
19. Zebrack JR, Mitchell JL, Davida SL, Simpson DE. Web-based curriculum: a
practical and effective strategy for teaching women’s health. Journal of General
Internal Medicine 2005;20:68-74.
The aim for this article was to address the need for women's health education by
designing, implementing, and evaluating a self-study, web-based women's health
curriculum. The control group was a cohort of students enrolled in the ambulatory portion
of the medicine clerkship and the comparison group were students who had not yet
completed this rotation. Participants were third- and fourth-year medical students on the
required medicine clerkship (115 students completed the curriculum; 158 completed
patient-related logs).
The authors evaluated this curriculum using anonymous questionnaires, open-ended
narrative comments, online multiple-choice tests, and personal digital assistant (PDA)
logs of patient-related discussions of women's health. Students completing the curriculum
valued learning women's health, preferred this self-directed learning over lecture, scored
highly on knowledge tests, and were involved in more and higher-level discussions of
women's health with faculty. Web-based learning may be particularly suited for women's
health because of its multidisciplinary nature and need for vertical integration throughout
medical school curricula.
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Women’s Health USA 2011: HRSA 2011 Report on the Health Status, Health
Behaviors, and Use of Health Care by U.S. Women
The Health Resources and Services Administration’s Women’s Health USA 2011, the tenth
edition of an annual data book identifying priorities, trends and disparities in women’s health.
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The 2011 edition highlights several new topics, including secondhand tobacco smoke exposure,
Alzheimer’s disease, preconception health, unintended pregnancy, oral health care utilization and
barriers to health care. For the first time, the special population section of the report features data
on the health of lesbian and bisexual women, as well as Native Hawaiian and other Pacific
Islander women. Data on American Indian and Alaska Native women are also featured.
The data indicate that historically underserved sub-populations of women are at increased risk
for multiple negative health outcomes. Preventive care, increased access to vital health services,
supports and resources can promote the health and well-being of all women.
Selected highlights of Women’s Health USA 2011 include the following items:

Health-Related Quality of Life: In 2007-09, women aged 18 and older reported an average of
4.0 days of poor physical health per month, compared to 3.2 days reported by men in the same
age group. Similarly, women reported an average of 3.9 mentally unhealthy days compared to
2.9 days per month for men.
Health Services Utilization: Barriers to care contribute to disparities in health care utilization
and health status. In 2009, almost 20 percent of women aged 18-64 were uninsured. About onethird (32.4%) of uninsured women reported they did not obtain needed care because it was too
costly. In 2007-09, women were twice as likely as men to have an unmet need for mental health
treatment of counseling in the past year (6.7% versus 3.3%).
Oral Health Care Utilization: Cost is a significant barrier to appropriate utilization of dental
care. In 2007-09, more than 15% of women reported they did not obtain needed dental care in
the past year because they could not afford care. Health insurance helps to reduce cost as a
barrier to health care; only about 10% of women with health insurance compared to 42.6% of
women without health insurance reported they did not obtain needed dental care in the past year
due to costs.
Preconception Health: Efforts to improve pregnancy outcomes and the health of mothers and
infants should begin prior to conception. In 2006-08, only about half of new mothers (51.1%) in
a 29-state area reported a healthy pre-pregnancy weight and only 29.7% reported taking a daily
multivitamin prior to pregnancy.
Preventive Care: Pap tests for cervical cancer screening are recommended every 3 years after
the onset of sexual activity or age 21, whichever comes first, up to age 65. In 2008, 81.8% of
women aged 21 to 65 reported receiving a Pap test within the past 3 years. However, nonHispanic Asian women were less likely than women of other racial and ethnic groups to have
received a Pap test in the past 3 years (70.4% versus 81.8% overall).
Special Populations: As indigenous populations with a similar history of disenfranchisement,
American Indian/Alaska Natives and Native Hawaiian/Other Pacific Islanders share some health
disparities related to substance use and chronic conditions, such as diabetes, which was twice as
common in these populations as in non-Hispanic White women in 2007-09. However, American
Indian/Alaska Native women have especially high rates of injury, while Native Hawaiian/Other
Pacific Islanders have higher cancer incidence and mortality.
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Special Populations: Pronounced health disparities exist by sexual orientation. Both lesbian and
bisexual women reported rates of smoking and binge drinking approximately twice as high
heterosexual women. In 2006-08, nearly half of lesbian and bisexual women reported smoking,
compared to less than one-quarter of heterosexual women. Bisexual women were also less likely
than heterosexual women to report having health insurance.
Violence Against Women: In 2009, women were more than four times as likely to experience
nonfatal intimate partner violence than males; females are also more than twice as likely as
males to be killed by intimate partners. African American women experience higher rates of both
fatal and nonfatal violence than White women.
Women’s Health USA 2011 is available in print and online at
http://www.mchb.hrsa.gov/whusa11. The online version now includes individually
downloadable data tables and corresponding figures. Print copies can be ordered through the
HRSA Information Center toll-free at 1-888-ASK-HRSA or online at www.ask.hrsa.gov. For
more information about women’s health visit www.hrsa.gov/womenshealth. Information about
maternal and child health is available at www.mchb.hrsa.gov/researchdata.
Competencies and Action Strategies for Interprofessional Education
Two new reports by six national health professions associations and three private foundations
recommend new competencies for interprofessional education in the health professions and
action strategies to implement them in institutions across the country. By establishing these
competencies, the proponents believe our nation’s health care system can be transformed to
provide collaborative, high-quality, and cost-effective care to better serve every patient.
Core Competencies for Interprofessional Collaborative Practice
http://www.aacn.nche.edu/education-resources/IPECReport.pdf

This report was produced by an expert panel convened in 2009 by the Interprofessional
Education Collaborative (IPEC), a unique partnership of six associations—the American
Association of Colleges of Nursing, the American Association of Colleges of Osteopathic
Medicine, the American Association of Colleges of Pharmacy, the American Dental Education
Association, the Association of American Medical Colleges, and the Association of Schools of
Public Health. Interprofessional education, as defined by the World Health Organization,
involves shared learning among students from two or more health professions.
There are four proposed domains of core competencies needed to provide integrated, highquality care to patients within the nation’s current, evolving health care system. The report also
identifies 38 specific subcompetencies that describe the essential behaviors across the four
domains. Experts on the panel releasing the report recommend that future health professionals be
able to:
 Assert values and ethics of interprofessional practice by placing the interests, dignity, and
respect of patients at the center of health care delivery, and embracing the cultural
diversity and differences of health care teams;
 Leverage the unique roles and responsibilities of interprofessional partners to
appropriately assess and address the health care needs of patients and populations served;
 Communicate with patients, families, communities, and other health professionals in
support of a team approach to preventing disease and disability, maintaining health, and
treating disease.
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Perform effectively in various team roles to deliver patient- and population-centered care
that is safe, timely, efficient, effective, and equitable.

Team-Based Competencies: Building a Shared Foundation for Education and
Clinical Practice
https://www.aamc.org/download/186752/data/team-based_competencies.pdf
The authors developed the following action strategies to implement the IPEC core competencies
and move to a system of educating health professionals to work collaboratively:
1. Communicate and disseminate the core competencies to key stakeholders—academic
deans, policymakers, and health care leaders—and launch an education campaign that
makes the critical link between collaborative health care teams and providing highquality, safe, and cost-sensitive treatment.
2. Prepare faculty for teaching students how to work effectively as part of a team and
encourage all health professions to use the competencies in their fields.
3. Develop metrics for interprofessional education and collaborative care to help advance
team-based competencies in teaching and practice.
4. Forge partnerships among the academic community, health care providers, and
government agencies to advance interprofessional education.
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