
Definition of DPH Workforce

· There is no organized dental public health workforce that recognizes itself as such.

· There are very few non-dental professionals who consider themselves, or are considered by others, as part of a dental public health workforce.

· I find the definition of the “Dental Public Health Workforce” from the overall “Dental Health Workforce” a political separation. And to that end I believe that the separation does not allow for a large enough stakeholder group to support the development of resources that would assist with the acknowledgement of the “Oral Health Workforce” overall. I use “Oral” Health in place of “Dental” Health to recognize the range of providers (dentists, registered dental hygienists, expanded function dental assistants and dental assistants) who are responsible for services and/or direction. It is especially of great concern with the need to recognize the “Oral Health Provider” as a key contributor to over all “Public Health”.

· Too few fully trained and experienced * DPH specialists for all positions that would benefit from such level of expertise, (those whose incumbents are responsible to lead population-focused efforts). The criterion of “fully trained and experienced” is met by Board-certification in DPH.  Other combinations of training, experience, and credentialing may also fulfill this criterion.

· There is an interesting issue around definitions of dental providers who practice in FQHCs, IHS, and PHS Bureau of Prisons. Are we public health dentists? Components of CDH, IHS, BP Dentistry involves public health, but primary role is provision of care.

· What about persons who work in the field of special care and are not just doing clinical practice, but interface with other specialists in dentistry, medicine and public health?

· Poorly known or unknown role and agenda of public health dentistry in dental provider population and general population

· The field of “dental public health” needs to define what it is, (particularly to those outside of DPH circles), and move beyond current professional models.

· DPH exists within a professional model of care delivery and treatment, and tries to utilize practitioners who are fundamentally trained to treat disease and morph them into prevention specialists, rather than train and utilize practitioners whose function is dental public health (i.e. dental therapists, dental public health nurses, etc.) and provide them a working environment that fully supports those efforts as a partnership with the more traditional care delivery. Regardless of DHP professional’s efforts, within the field of public health, dental is seen as an indigent care issue more than a fundamental program area needing assessment, education and prevention specialists. The biggest challenge for the dental public health workforce will be to redefine itself as a force for social change, advocacy and delivery of services.

· Lack of profile for DPH

· Unlike other dental “specialty groups,” the workforce includes other oral health professionals (i.e., dental hygienists), making discussions and decisions about how to address the perceived problem more complex. 

Pipeline Issues

· Resources supporting the education and training of a dental public health workforce are very limited and may not be very flexible, e.g., distance learning programs.  

· Aging DPHers are retiring faster than there are young replacements.

· Little emphasis on developing competencies and experiences (both didactic and clinical) in DPH for dental and dental hygiene students .  

· Faculty knowledge and experience in DPH varies widely between educational institutions. Fewer role models in terms of fully trained DPH faculty members.

· Lack of mechanism for identifying and mentoring dental and dental hygiene students interested in dental public health.

· Retrenchment by federal, state and local government in the dental public health arena resulting in decreased opportunities for practice, forced retirements, and makes career planning difficult.

· Salaries, benefits and working conditions for DPHers (both DDS and RDH) unable to compete with private sector, translates to perceived lack of incentives.

· High indebtedness after school raises importance of income level over other potential benefits

· Post-graduate opportunities in DPH practice extremely limited for both dentists and dental hygienists.

· Some positions in DPH are being filled by non-dentists/hygienists with little or no experience in either PH or dentistry.  Even fewer educational/training opportunities exist for these individuals.

· There is a lack of consistency in the definition of position descriptions. The educational and experience requirements do not reflect the skills required for the role; e.g., ability to write grants, and ability to make presentations to a variety of audiences, community organizations, executive state and federal management, legislators, philanthropic institutions and media  

· Decreased number of dental school graduates (related to decreased number of dental schools and class sizes)

· Few dentists are entering public service (due in part to costs of dental education, allure of private practice, limited reimbursement from Medicaid and public health insurance programs, public service values not taught or valued in school)

· Many programs are not amenable to part-time study

· Little connection or recruitment to DPH in grades K-12

· Not enough dual degree programs available

· Not enough minority representation – lack of targeted recruitment programs starting at the middle school level, traditional dental school selection processes may present barriers for minorities

· Training is expensive. Positions that would prepare for and motivate such training (e.g. those in PH agencies) are relatively low pay.

· Employing organizations may not believe there are benefits justifying support of incumbents to more fully develop their knowledge and skills.

· Too few dentists and dental hygienists in PH positions have formal training to provide broad PH understanding and skills.

i. Attitude among incumbents that PH experience is enough.

ii. Hiring officials may not perceive benefits of formal training.

iii. Hiring officials may not have discretionary resources to pay better-qualified persons.

· Multidisciplinary workforce needed to strengthen DPH (e.g. epidemiologists,

            statisticians, health educators, economists) may perceive other areas of PH to be more 

          “cutting edge” than DPH.

· Dental public health training may not prepare graduates to assume responsibility for a broader array of non-dental public health problems.  This limits their employment opportunities

· Not enough appropriately trained and experienced human resources to fill current positions

· Practice act and supervision restrictions may hamper experiences in dental public health. The role, reporting structure and responsibilities may vary from state to state, which will surely impact the ability to develop a national platform and allow for consistency in practice and responsibility.

·  Not enough interdisciplinary education and teamwork

· Lack of resources at the community level (local/city/county health departments) and in rural areas to support or attract DPH programs and personnel

· Lack of leadership in the DPH community

· Within most public health programs at the masters or doctoral levels there is little or no information provided on oral health and dental public health. So, many dental/oral health professionals who attend these programs won’t have had any “dental public health” experience per se, e.g., oral epidemiology.

· Retention problems for a variety of reasons

· No clear or coordinated recruitment strategy

· DPH workforce is challenged to keep up with latest DPH science as well as maintain PH skills that are common with other PH disciplines.

· Little or no loan repayment option for new graduates

· Lack of a formal mentoring system within the specialty

Perceptions of Oral Health and Dental Public Health

· There is little perception of need for a dental public health workforce by the public or policy makers.

· Dental overlooked within state health structures. Dental directors are generally not powerful in state agencies and health department, and Medicaid directors don’t carry forward their requests for more money to the secretary and governor.

DPH workforce is challenged to keep up with latest DPH science as well as maintain PH skills that are common with other PH disciplines.

· Inadequate demand by government, dental schools and the private sector for dental public health planners, researchers, teachers, administrators and leaders.

· Minimal national investment in dental public health programs

· Fragmented/fraying safety net

· Need to better market oral health programs, ramifications of poor oral health and integration of oral health into total health

· Need for oral health providers/administrators to better raise the visibility of oral health matters; we must better market our programs and the need to supplement available resources for oral health programs.

· Perceptions that dentists and dental hygienists cannot work together to form  collaborative solutions, no matter what setting they are in

· Widening chasm between primary care and oral health – state practice acts and inter professional protectiveness

· Variability of State practice acts, oral health provider licensing and oral health policy.

· Worsening oral health disease and poorer access to services for medicaid and SCHIP populations

· Dental profession constraints on innovative use of other professional groups


State Medicaid group

· Word of mouth, networking, journals, listservs.

ASTDD

· Membership surveys.

AAPHD

· As part of the current strategic plan activities, AAPHD has created a goal committee to address the critical issue of “The future of the dental workforce particularly public health, including a lack of public health principles in curriculum and training”.  The goal for AAPHD in reference to this critical issue is that “AAPHD will identify and disseminate a public health core curriculum model for dental and dental hygiene schools by 2007.”

ASTHO

· ASTDD best practices web site

· Resources from other national organizations including HRSA, the National Governor’s Association, and the Children’s Dental Health Project

CDHP

· Press (News*Bytes)

· Data (internally developed comprehensive oral health state database)

· Reports (including CDHP’s report on Title VII program performance)

· DPH Listserve

· Government Agencies - HRSA’s BHPr and NHSC

· Meetings - NOHC

NACCHO

· none listed

NCSL

· ASTDD, leaders like Bill Maas and Jack Dillenberg, individual state directors, research reports.

CDC

· State synopsis lists state dental directors and their degrees.

· Job descriptions/requirements posted throughout the year reveal low expectations of employing organizations.

· Frequently are asked to review findings of surveys and reports prior to publication.

RWJ Pipeline Project

· The National Program Office of the Pipeline program uses 5 primary methods for keeping current on dental public health workforce issues.

· Monthly review of all the major dental and medical journals concerned with public health, health policy, and health services research.

· Membership and participation in the meetings of medical and dental public health professional organizations.

· Frequent briefings with the important leaders of the dental public health community and majority and minority dental organizations.

· Members of many key public and private sector committees dealing with dental public health issues.

· Original research on dental health policy issues, and publication of the results in peer reviewed journals and presentations at national meetings.

SCD

· Partnerships with other organizations interested in improving oral health for people with special needs, newsletters, bulletins from ADEA, ADA, information from members, government affairs committee, etc.

VIH

· HRSA/Bureau of Health Professions 

· CDC data sources

· ASTDD data sources

· Contacts/communication with health care providers and professional dental organizations.

CMS

· Not aware of any federal attempts to address this issue at CMS

IHS

· Internet-based listservs and websites

· DPH journal and newsletters

· Attendance at meetings/participating in conference calls with committees addressing oral health needs in the public health sector

NNOHA

· Primarily journals, especially JPHD

· Some info through email and list serv

ADHA

· Public Health Publications, Periodicals and List serves

· Communication with public health leaders/attendance at meetings/conferences

· Public Health Networking Session at annual convention

· ADHA Council on Public Health

NACHC

· Contacts with a range of dental health organizations, provider groups and advocacy organizations

· Coalition work with the above organizations

· Publications such as Health Affairs, the APHA Journal, and others, including list serves

AMSA

· none listed

OHA

· Listservs, publications, colleagues, conferences

UCSF-CHP

· Traditional research methods (literature reviews, data analysis)

· Expert interviews 

· Meetings of local, state and national associations and organizations

· News media reports

ACU

· Area Health Education Centers health professional workforce reports

· CDHP NewsBytes

· ACU Membership surveys

· National Oral Health Conferences, Interface meeting proceedings

· Collaborative partnerships with organizations working to increase access to oral health care

· AAP/AAPD workgroup on children’s oral health

AADR

· IADR/AADR does not have resources per se but it does work with, and learn from, other health organizations that are involved in workforce issues. The National Academy of Science, Institute of Medicine conducts periodic assessments of personnel needs in health care delivery, medical research, etc.

HRSA

· Position papers from State and National organizations/foundations

· White papers

· Newspaper articles

· Federal reports (Surgeon General's Report on Oral Health, Office of the Inspector General Reports, Office of Management and Budget Reports, etc.)

ADEA

· See report entitled:  Improving the Oral Health Status of All Americans:  Roles and Responsibilities of Academic Dental Institutions, References, page 18.)

Earl Fox/Urban Institute

· Academic literature

· Board member activities

NRHA

· Our members provide a good source of information.

NIH

· ADEA

· ADA

· HRSA

· AAPHD

· Journals

· Feedback from Directors NRSA programs

ABDPH

· Since one of the primary purposes of ABDPH is examining candidates for specialty status, it relies on its sponsoring organization (American Association of Public Health Dentistry) for much of this information. Since most diplomates are also members of AAPHD, they receive information from the various AAPHD publications (JPHD, Communique, website) and many federal and state sources. 

ADA

· The ADA does periodic surveys to determine workforce status.

AAP

· AAP Section on Pediatric Dentistry

· Pediatric Collaborative Care 

· Oral Health Policy Statements:

~ Oral Health Risk Assessment Timing and Establishment of the Dental Home

   http://aappolicy.aappublications.org/cgi/content/full/pediatrics;111/5/1113
~ Oral and Dental Aspects of Child Abuse and Neglect

   http://aappolicy.aappublications.org/cgi/content/full/pediatrics;104/2/348 

· Community Access to Child Health (CATCH) Grants with oral health focus

· Healthy Tomorrows Partnership for Children programs with oral health focus

· Bright Futures (Prevention and Health Promotion for Infants, Children, Adolescents and their Families)

· Liaison with the American Academy of Pediatric Dentistry

HispDA

· Public Health conferences and seminars 

· Meetings with federal and State legislators

CHCS (RWJ Access Prog)

· Literature, studies, reports, from public and private sector sources including the media. The Center for Health Care Strategies serves as the National Program Office for the Robert Wood Johnson Foundation’s State Action for Oral Health Access Program. In preparation for the development of the Call for Proposal and the implementation of the management of the program, we reviewed all of the above and found the information to be inconsistent and difficult to locate.
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