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Abstract
Purpose: Dental hygienists have increased opportunities as work-force models expand opportunities for the profession.
The purpose of this study was to identify entry-level dental hygiene program directors’ perceptions regarding advancing
accreditation standards in dental hygiene education.
Methods: An electronic questionnaire was distributed via three mailings during the spring semester of 2019 to the 332 entrylevel dental hygiene program directors across the United States for this exploratory, descriptive study. The survey instrument
addressed the various dimensions related to changing the accreditation standard for the entry-level dental hygienists to the
baccalaureate degree. Descriptive statistics and chi-square tests of association were used to analyze results.
Results: A total of 178 responses were received (n=178) for a response rate of 53.6%. Most program directors agreed students
complete three years of college education (n=152, 85.4%), and should be educated to understand current and emerging
workforce delivery models (n=166, 93.2%). More than half disagreed (n=94, 52.9%) with the statement that there is ample
time in the curriculum to prepare students for employment in a variety of oral healthcare settings. Respondents were equally
divided concerning changing the accreditation standard for the entry-level to the baccalaureate degree but were in support
of modifying the standard to require didactic educators to have a master’s degree.
Conclusion: Dental hygiene program directors were divided regarding advancing accreditation standards to the baccalaureate
degree for entry-level dental hygienists. Further research is needed to include dental hygiene educators’ and leaders’ perspectives
to provide comparative information and a greater understanding regarding increasing accreditation standards.
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Introduction
The first dental hygiene school was founded by Dr. Alfred
C. Fones in 1913. Dental hygiene students were educated
in “mouth hygiene” and instrumentation techniques to
remove “plaque, stain and tartar” accretions on the teeth.1
Fones’s vision was for this professional to provide preventive
oral health care in a variety of public health settings, such as
infirmaries, schools, dental private offices, and public clinics.1
The dental hygiene profession continues to have a primary
focus on oral disease prevention in a variety of settings;
however, education in mouth hygiene and instrumentation
alone is no longer sufficient for oral disease prevention.
Significant advances in health science research have
identified a multitude of systemic conditions that contribute
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to oral diseases.2,3,4 It is now understood that localized
biofilm and calculus removal are only one of the factors to
consider in oral disease prevention.5,6,7 Ongoing evidencebased research has established oral-systemic correlations,
including bidirectional relationships between diabetes and
periodontitis;7,8 cardiovascular conditions and periodontal
disease;9,10 increased susceptibility of immunocompromised
patients to oral infection;11,12 and increased caries risk due
to medication induced xerostomia.13,14 These correlations
require dental hygienists to have additional scientific
knowledge to understand oral-systemic relationships and
host-inflammatory responses in order to make appropriate
recommendations for preventing and treating oral disease.
21
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Technology utilized by dental hygienists has changed
dramatically since the profession was established in 1913. The
available consumer options of a few manual toothbrushes has
grown exponentially into an abundance of choices ranging in
size, shape, and bristle type. Power toothbrushes are commonly
used and require a different brushing technique. Over-thecounter rinses, toothpastes, and whitening products require
professionals to be aware of the potential chemical reactions
between products and adverse reactions in the oral cavity.
Oral cancer screening devices have been created to enhance
visualization of abnormalities within the oral cavity,15,16 and
salivary diagnostic testing provides a means to identify specific
microorganisms associated with oral disease.17,18 Oral health
care providers must be able to understand current research in
evaluating the scientific evidence and appropriateness of these
devices and tests for clinical practice.15,16
Advancements in assessment instruments and treatment
procedures require additional training beyond the traditional
methods. Periodontal probing devices now allow the dental
hygienist to enter information by foot or voice controls.19
Clinical procedures within the oral cavity are enhanced
by power driven instrumentation, laser therapy, and
perioscopes.20,21,22 Electronic dental programs are commonly
used to record the patient’s assessment and treatment
information.23
Access to oral health care has increased as a result of
technology supported teledentistry enabling patients in rural
locations to receive oral health care provided by oral health
care professionals while the dentist is in a different location.24
Providing oral health care in remote settings requires an
increased emphasis on the development of critical thinking
skills as part of the dental hygiene education process.25
These skills are particularly important in teledentistry for
the identification of general health conditions requiring
medical referrals as well as the oral conditions for review by
a virtual dental home dentist.25,26,27 Looking beyond patient
care and the clinical role of the dental hygienist, six other
roles or specialty areas for the profession have been identified:
research, corporate, public health, educator, administrator,
and entrepreneur. These roles provide dental hygienists with
increased responsibilities and opportunities to work in a wide
range of settings outside of clinical practice. 28,29
Advancements in oral health care and technology, as
well as expanding professional roles, have required changes
in dental hygiene education standards. The Commission on
Dental Accreditation (CODA) is the current accrediting body
responsible for dental hygiene education. In 1975, the newly
formed CODA established the requirements for dental hygiene
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education programs and identified a two year minimum for
completion.30 While CODA has modified and expanded
education standards, the commission has not made any changes
in the minimum number of years for completion.
Currently, all dental hygiene students are required to
meet the same educational standards, however they are not
awarded the same degree. For example, CODA Standard
2.8 refers to the required inclusion of content specific to
four areas: general education, biomedical sciences, dental
sciences, and dental hygiene sciences. General education
content includes oral and written communication,
psychology and sociology; and biomedical sciences includes
anatomy, physiology, chemistry, microbiology, nutrition, and
pharmacology.30 Both the general education and biomedical
science coursework would be considered pre-requisites prior
to beginning a dental hygiene education program. The
dental sciences include course content areas related to tooth
morphology, oral embryology and histology, oral pathology,
radiography, periodontology, and pain management; while
health promotion, clinical dental hygiene, community oral
health, medical and dental emergencies, legal and ethical
issues, and infection and hazard control management fall
under dental hygiene sciences, all completed as part of the
dental hygiene education program.30 While all dental hygiene
programs must adhere to the education content required
by Standard 2.8, students receive either an associate’s or a
bachelor’s degree upon program completion.
A recent retrospective study identified dental hygiene
students are completing educational requirements exceeding
the degrees granted.31 O’Hehir compared the number of
educational hours currently required for associate and
baccalaureate degree programs in the state of Arizona to
those required in 1945. Historically, educational hours were
discussed as contact hours. For the purposes of comparison,
current credit hour requirements were converted to contact
hours. O’Hehir’s findings showed that a two-year dental
hygiene program required a total of 112 contact hours in 1945
as compared to the current 157 contact hours for associate
programs and 170 contact hours for bachelor programs in
Arizona.31 Dental hygiene students receiving an associate
degree are completing approximately 45 contact hours more
than what was required in 1945 and are dedicating nearly
the same number of contact hours as baccalaureate degree
students. O’Hehir concludes that today’s dental hygiene
student deserves to be awarded the degree that accurately
reflects their education.31
One barrier associate degree students may encounter
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upon completion of the additional required credits for a
baccalaureate degree is the institution in which the dental
hygiene program is located. Various educational institutions
(i.e., community colleges, technical colleges) may not have
the ability to grant a baccalaureate degree. To address this
barrier, two current options are available, dual enrollment and
degree completion. Dual-enrollment is a partnership between
the educational institution offering the dental hygiene
associate degree and another university.32 Students enrolled
in the associate degree program would concurrently enroll
in the partnering university to concurrently complete the
necessary credits for a baccalaureate degree. A second option
is a degree completion program, which does not usually occur
concurrently with the associate degree curriculum. Degree
completion programs are typically intended for licensed
dental hygienist who graduated with an associate’s degree and
would like to earn a bachelor degree.33
The American Dental Hygienists’ Association (ADHA)
recognizes the need for dental hygiene education related
to increased roles, responsibilities and workforce models.
In 2017, ADHA approached the Commission on Dental
Accreditation (CODA) and proposed revisions to Standard
2-1 related to entry level dental hygiene education and
Standard 3-7 related to faculty education requirements
(master’s degree or higher) for teaching didactic courses. In
their response, CODA requested an impact study related
to these proposed changes, including assurance that every
CODA accredited dental hygiene program director had an
opportunity to provide comment.34 As a means to provide
an avenue for all dental hygiene program directors to provide
input on the proposed changes, an electronic survey was
developed to examine viewpoints of entry-level dental hygiene
program directors concerning various aspects of elevating the
degree required for entry into dental hygiene practice to the
baccalaureate degree within their institution as well as their
viewpoints regarding the requirement of a master’s degree or
higher for teaching didactic courses. The purpose of this study
was to identify entry-level dental hygiene program directors’
perceptions regarding advancing accreditation standards in
dental hygiene education.

Methods
An exploratory, descriptive, cross-sectional study was
designed to assess entry-level program directors’ perceptions
of changes to accreditation standards using an original
19-item survey instrument. Variables addressed included
the following: type of entry-level dental hygiene program,
program setting, program director demographics, and
dimensions related to elevating the degree required for entry
into dental hygiene practice to the baccalaureate degree. The
The Journal of Dental Hygiene

survey was reviewed by a subset of expert dental hygiene
faculty, researchers, and participants from the American
Dental Hygienists’ Association (ADHA), to establish content
validity. The survey was also reviewed by a measurement
expert and biostatistician to ensure congruency with survey
items and research questions. Feedback was provided and
modifications were made. The study design and survey
underwent IRB review and was approved by the Idaho State
University Human Subjects Committee (IRB-FY2019-100).
Dental hygiene program directors from 332 entry-level
dental hygiene programs (n=332) were invited to participate
in the survey. Qualtrics® (Provo, UT) was used to distribute
the questionnaire via three electronic mailings during the
spring of 2019. All surveys were confidential and included an
informed consent form. Descriptive statistics and chi-square
analysis were used to analyze results. To hold the familywise
error rate to p=.05, the Bonferroni adjusted criterion for
statistical significance for each test was established as p=.01.
When there were cells with expected frequencies less than 5,
the Bonferroni adjusted criterion for statistical significance
was established as p=.0125.

Results
A total of 178 responses were received (n=178) for a response
rate of 53.6%. A majority (n=164, 92%) of individuals were
female, have been involved in dental hygiene education on
average for 20 years (range: 3-45 years), and have been a
program director for an average of 8 years (range: 1-38 years).
Nearly three-quarters (n=130, 73%) of the program directors
held a master’s degree. Respondent demographics are shown
in Table I.
Program directors were asked to identify the degree
awarded upon completion of the dental hygiene program at
their school, type of institution, and location of the program.
The majority of respondents indicated that their entrylevel programs granted an associate degree (n=139, 78%),
while one-fifth (n=38, 21%) were from baccalaureate degree
programs. The distribution of these results was representative
of the available ADHA data on the U.S. dental hygiene
programs showing that 82.5% (n=274) offer associate degrees
and 17.5% (n= 58) offer baccalaureate degrees. Most programs
(n=102, 57%) were housed in a community college (n=102,
57.3%), located in an urban setting (n=75, 42%).
Perceptions of Dental Hygiene Education
Five items related to dental hygiene education were
presented in a Likert format at the beginning of the survey
(Table II). Respondents were asked to identify the extent to
which they agreed or disagreed with each statement. Most
23
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Table I. Demographic characteristics of dental hygiene
program directors
Characteristics

n*

%**

Female

164

92.1%

Male

10

5.6%

2

1.1%

Master’s Degree

130

73.0%

DDS/DMD

10

5.6%

Other Doctoral Degree

34

19.1%

Associate Degree

139

78.5%

Baccalaureate Degree

38

21.5%

Community College

102

57.3%

Technical School

25

14.0%

University/College with a Dental School

17

9.6%

University/College without a Dental School

32

18.0%

Urban

75

42.1%

Suburban

64

36.0%

Rural

37

20.8%

Degree of Program Director
Baccalaureate Degree

Degree Earned at Institution

Type of Institution

Location of Program

*Not all respondents answered each item; sums may not total 178
**Percent may not equal 100% if the n does not total 178

program directors agreed or strongly agreed that students
enrolled in dental hygiene education programs typically
complete three years of college education (n=152, 85.4%), that
students should not be knowledgeable about all seven roles of
the dental hygienist in their entry-level education program,
(n=147, 82.6%) and should be educated to understand
current and emerging workforce delivery models (n=166,
93.2%). Respondents were divided in agreement on whether
topics essential to 21st century dental hygiene practice can
be taught sufficiently within the two-year entry-level dental
hygiene program, and more than half of the respondents
disagreed regarding the statement that there is ample time
in the curriculum to educate entry-level students to prepare
them for employment in a variety of oral healthcare settings
(n=94, 52.9%). Respondents were provided space within
the survey to comment on any of the five statements and
over 80 comments were made. The majority of comments
were pertaining to the issue of time within the curriculum
to adequately educate entry-level dental hygiene students;
examples are shown in Table III.
A chi-square test of association was used to determine
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whether there was an association between the responses
to the statements regarding dental hygiene education and
degree offered (associate versus baccalaureate) by the entrylevel program (Table IV). Program directors from associate
degree institutions tended to agree that students enrolled in
entry-level programs typically complete three years of college
education (89.2% vs 71%) and while more respondents from
baccalaureate programs tended to disagree with this statement
than those from associate programs (26.4% vs 5.7%).
Respondents from associate degree programs also tended to
agree that topics essential to 21st century dental hygiene can
be taught sufficiently within the two-year entry-level program
as compared to cohorts from baccalaureate programs (47.5%
vs 7.9%). Lastly, more respondents from associate degree
programs agreed that there is ample time in the curriculum to
educate students to prepare them for employment in a variety
of oral health care settings than those from baccalaureate
degree programs (43.9% vs 10.5%).
A chi-square test of association was conducted to identify
whether there was an association between responses to
the statements about dental hygiene education and type
of institution and location of entry-level dental hygiene
program. Statistical significance was found for the statement
regarding the ability to teach topics essential to 21st century
dental hygiene within the two-year entry level dental hygiene
program and type of institution (Fisher’s Exact Test 13.26,
df=4, p=.009, Cramer’s V =.28). Significance was set at .01
level, with a familywise error rate equal to .05. No other areas
of statistical significance were found between the remaining
statements and the demographic variables.
Baccalaureate Degree Option
Respondents were asked if their educational institution/
department offered or have they thought about offering a
baccalaureate degree option for their dental hygiene entrylevel program. Nearly half of the respondents (n=84, 47.2%)
indicated “yes”, while one-third (n=58, 32.6%) replied
“no;”, and nearly one-fifth (n=34, 19.1%) choose “possibly.”
Statistical significance was found regarding the type of degree
awarded (associate versus baccalaureate: X 2 41.40, df=2,
p<.000, Cramer’s V = .485) and the responses to this item.
More respondents from programs granting a baccalaureate
degree have considered offering/offer a baccalaureate degree as
compared to those from an associate degree program (94.6%
vs 35.3%). Statistical significance was also noted between
the responses and type of institution (community college,
technical school, university/college with a dental school,
university/college without a dental school: X 243.70, df=6,
p<.000, Cramer’s V -.353). In this case more respondents
24
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Table II. Responses to dental hygiene education statements*
Statement

Strongly
Agree

Agree

Neutral

Disagree

Strongly Disagree

n

%

n

%

n

%

n

%

n

%

Students enrolled in entry-level dental hygiene
education programs typically complete three years
of college education.

83

46.6%

69

38.8%

8

4.5%

15

8.4%

3

1.7%

Dental hygiene students should NOT be
knowledgeable about all seven roles of the dental
hygienist (i.e., clinician, corporate, public health,
researcher, educator, administrator, and entrepreneur)
in their entry-level education program.

5

2.8%

10

5.6%

16

9.0%

41

23.0%

106

59.6%

Topics essential to 21st century dental hygiene can
be taught sufficiently within the two-year entrylevel dental hygiene program.

24

19.7%

34

19.1%

27

15.2%

45

25.3%

37

20.8%

Dental hygiene students should be educated to
understand current and emerging healthcare
workforce delivery models (i.e., public health
dental hygienists, independent practice dental
hygienists, collaborative practice dental hygienists,
community dental hygiene coordinators, dental
hygiene therapists, teledentistry).

96

53.9%

70

39.3%

6

3.4%

1

0.6%

4

2.2%

There is ample time in the curriculum to educate
entry-level dental hygiene students to prepare them
for employment in a variety of oral health care
settings (i.e., hospitals, long-term care facilities, school
settings, childcare settings, physician practices).

27

15.2%

38

21.3%

18

10.1%

64

36.0%

30

16.9%

*One respondent did not answer item 4 and 5; totals were 177 for these items; percentages do not equal 100.

Table III. Comments related to time within the curriculum
Statements in support of two year programs as is with
no additional time needed

Comments in support of the need for more time
“Two years of professional sequence courses is clearly not enough time to
address the rapidly changing facets of health care and the inter-professional
collaboration of the dental team.”

“I feel that an AS level degree is ample for entry-level dental
hygiene.”

“If we truly strive to provide the quality care to society, then we must move our
dental hygiene curriculum to a BSDH entry-level degree. Two to three years is
simply not adequate to fit the science curricula that needs to be taught in order
to graduate competent dental hygienists with the capability to practice in all
settings and with patients with many complex issues.”
“Dental hygienists are well-educated individuals who often pursue 1-2 years of
classes prior to entering dental hygiene-which is then a two- year program. This
costs lots of extra time and money for the individual, but they graduate with a
degree that doesn’t match the time and effort they put in.
Additionally, the amount of material covered in their courses is enormous and
does not compare to the other associate degree healthcare professions, but rather,
the bachelor degree healthcare professions. In a world where respect is equal
to degree earned, the dental hygienist is left behind many other professionalsdespite the fact that they have an equal or higher educational foundation.”
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“Entry level programs continue to adequately prepare students
for various clinical settings. Graduates of two-year degree
programs have the ability to complete additional education
specific to their interest and desired career track while they
are able to (simultaneously) gain experience as much needed
clinical hygienist.”
“Our students come from very diverse populations. Many of
them are first generation college students. The opportunity
to earn an associate level degree and move into a family
sustaining career is a game changer for many of them. I would
hate to see this opportunity go away.”
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Table IV. Chi square test of association for questions related to perceptions of
dental hygiene education
Likert Statement

Valid n

X2 or
Exact Test

df

p

Cramer’s V

Students enrolled in entry-level dental
hygiene education programs typically
complete three years of college education

177

12.32

4

.009**

.29

Dental hygiene students should NOT
be knowledgeable about all seven
roles of the dental hygienist (i.e.,
clinician, corporate, public health,
researcher, educator, administrator,
and entrepreneur) in their entry-level
education program

177

8.64

4

.054

.23

Topics essential to 21st century dental
hygiene can be taught sufficiently within
the two-year entry-level dental hygiene
program.

177

27.16

4

<.001**

.39

Dental hygiene students should be
educated to understand current and
emerging healthcare workforce delivery
models (i.e., public health dental
hygienists, independent dental hygienists,
collaborative practice dental hygienists,
community dental hygiene coordinators,
dental hygiene therapists, teledentistry).

176

7.62

4

.067

.21

There is ample time in the curriculum
to educate entry-level dental hygiene
students to prepare them for
employment in a variety of oral health
care settings (i.e., hospitals, long-term
care facilities, school settings, childcare
settings, physician practices).

177

15.91

4

.002**

.29

**statistically significant at .01 level and familywise error rate equal .05.

from community college settings chose “no” as compared to the other institution types
(77.6% vs 22.3%) and more respondents from community college settings chose “possibly”
than respondents from other institution types (73.5% vs 26.5%).
A majority of respondents (n=133, 74.7%) made comments related to considering a
baccalaureate degree option for their institution. Of those respondents currently offering a
baccalaureate degree option (n=57, 42.9%) and those offering entry-level, degree completion
and dual enrollment, comments were in favor of having a baccalaureate degree option (n=46,
34.6%). Conversely about one-fifth (n=30, 22.6%) offered comments against having a
baccalaureate degree, entry-level program. Respondent comments were primarily related to
their institution being unable to offer a bachelor’s degree either due to state regulations or
pressure from the dental school, lack of understanding the concepts of articulation agreements/
dual enrollments, higher cost of tuition, and concerns about possible lower enrollment.
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Respondents were also asked
whether there were elements
about a baccalaureate entry-level
dental hygiene education that
would be more valuable than the
current entry-level dental hygiene
education. Most individuals
(n=176) replied to this item with
more than half (n= 95, 53.4%)
responding “yes”, and one-fifth
(n=35, 19.7%) indicating “no”,
and one-fourth (n=46, 25.8%)
indicating “possibly.” Statistical
significance was found related
to type of degree awarded and
responses (X 2 =27.14, df=2,
p<.000, Cramer’s V=.393). More
respondents from programs
offering a baccalaureate degree
responded favorably to this
item as compared to those from
associate degree programs who
answered “yes” to this item
(91.9% vs 43.9%). Of the openended comments (n=119), onefifth (n=24, 20.2%) indicated
feeling that the associate degree
was sufficient for clinical practice
of an entry-level dental hygienist,
and if the graduate wanted to do
something outside of clinical
practice, they could obtain
additional education through
a degree completion program.
Additionally, several individuals
(n=7, 5.9%) stated that the
associate degree was more
valuable because of its reduced
cost to the students. Conversely,
slightly more than half (n= 65,
54.6%) of respondents perceived
the value of a baccalaureate
degree to be more beneficial due
to the increased time to allow
for students to synthesize and
apply materials, develop critical
thinking and professional skills,
and increase career opportunities
following graduation. Others
Vol. 94 • No. 1 • February 2020

(n=23, 19.3%) commented on the added benefits of increased
learning opportunities in a variety of settings and populations
found through baccalaureate education.
Institutional issues related to the consideration of a baccalaureate
degree or a dual enrollment articulation agreement responses and
themes are shown in Table V. The range of comments included:
no issues, policy changes and/or affiliation agreements would be
needed, or there were cost concerns for students and for developing
the program if dual enrollment or a baccalaureate degree were to
be offered.
Table V. Concerns related to considering dual Enrollment
or offering a baccalaureate degree*
Response Theme

n

%

No issues

35

28.5

Policy changes/affiliation agreements needed

34

27.6

Cost (to students and for developing the program)

24

19.5

Not allowed by the state

7

5.7

Students overloaded with credits/may not be
successful in completing the program

5

4.1

Problems with student’s financial aid

4

3.3

Time for developing the program

4

3.3

No issues

4

3.3

*6 comments were unrelated to the item

Accreditation Changes
Another survey item specifically addressed the ADHA proposed
accreditation change to Standard 2-1 elevating the required
entry-level degree for dental hygiene to the baccalaureate degree.
Respondents were asked to indicate whether they could support this
advancement in dental hygiene education. Forty-four percent (n=79)
of the respondents supported the baccalaureate degree for entry into
the profession, while 39.3% (n= 70) did not support the change from
the associate’s degree level, and 16.3% (n=29) responded “possibly.”
A chi-square test was conducted to determine if associations
existed between responses to this item and demographic variables.
Statistical significance found in responses related to type of degree
awarded and the respondent’s academic institution (X 2=40.48,
df=2, p<.000, Cramer’s V= .478). Respondents from programs
offering a baccalaureate degree tended to support the accreditation
change more frequently than respondents from programs offering
an associate degree (89.5% vs 31.7%).
Program directors were offered an opportunity to add
comments (n=114) related to this accreditation change item and
nearly half (n=56, 49.1%) were favorable towards the baccalaureate
degree for entry into the profession. Most comments related to
the need to advance the profession and provide students with
The Journal of Dental Hygiene
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additional time for educational learning. Several
(n=5, 8.9%) program directors stated that it would be
important for students to receive the degree they deserve
from the amount of credits required in their programs.
Conversely, half of the respondents (n=58, 50.9%) did
not support the baccalaureate degree for entry-level.
Regarding maintaining the associate’s degree for entrylevel, 22% (n=13) preferred having both the associate
and baccalaureate options for students while an equal
number (n=13, 22%) did not support the higher degree
due to increased costs to students. Others were concerned
that programs would be closed (n=11,18.6%) or felt
that the associate degree provided sufficient education
for clinical practice (n=10, 17.0%). Several (n=5, 8.5%)
expressed concern that student enrollment would
decrease. Selected respondent quotes are displayed in
Table VI.
Respondents were asked regarding what changes
would be required to maintain CODA accreditation
if they were to offer an entry-level dental hygiene
baccalaureate degree at their institution. Of the 123
responses, one-third (n=41, 33.3%) focused on the need
for a change in curriculum and/or faculty with advanced
degrees, while others (n=20,16.4%) stated they would be
unable to offer a baccalaureate degree and their program
would close. Some respondents (n=14, 11.4%) indicated
that legislative changes and/or affiliation agreements
with neighboring institutions would be required while
a similar number (n=15, 12.2%) were unsure of what
changes would be required.
The survey item asked about revising Standard 3-7
to require all full-time and part-time faculty providing
didactic instruction hold a master’s degree or higher.
Respondents were asked to indicate agreement on the
importance of revision; nearly three-fourths (n=130,
73%) agreed while a little more than one-fourth (n=47,
26.4%) were not in agreement. Statistical significance
was found only related to the respondents type of
institution (X 2=12.77, df =3, p=.005, Cramer’s V=.270).
Respondents from associate degree and technical
programs selected “no” more frequently than those
from programs in university/colleges with or without
a dental school (63.6% vs.15.3%). In general, most
individuals supported changing Standard 3-7 and there
were no differences between the groups in regards to
demographic variables. Over half (65%, n=115) of the
respondents offered comments ranging from agreement
for this change (n=52, 45.2%), already require a master’s
degree for faculty providing didactic instruction (n=30,
Vol. 94 • No. 1 • February 2020

Table VI. Comments related to changes to accreditation Standard 2-1
Comments in support of changes

Comments opposed to changes

“With dental hygiene being an integral part of the access to care
dilemma and part of the solution, it is imperative to prepare students
for alternative practice sites and for interprofessional models of care,
including potential as mid-level providers. This preparation will
require more education, time and advanced training. This is the
way of the future that is already here and we must get onboard and
prepare these practitioners alongside our other healthcare colleagues
in preventing and treating diseases of the total body.”

“The student should have the option to continue with their education
in dental hygiene if they so choose. With a bachelor degree in dental
hygiene, the individual would open our doors if they would desire to
be an educator in a university setting or conduct research in the field.
Not all hygienists desire to continue forward with research or even
teaching hygiene.”

“I strongly support this advancement; however with most of the
hygiene program in the US being 2 year programs, there needs to be
skillful transition into that education system; i.e,, dual enrollment
with a bachelor program while enrolled in a two-year program, or
state license standards that allow someone to obtain one license with
just an AAS degree but do not allow the candidate to renew that
license without a BS degree.”

26.1%), difficult to find qualified educators (n=22,19.1%),
emphasis should be on teaching methodology (n=19, 16.5%).

Discussion
Dental hygiene program directors were provided an
opportunity to respond to statements regarding elevating
dental hygiene education accreditation standards. While there
were variations in agreement and a multitude of comments
provided, two key assertions were noteworthy. First, program
directors discussed time as an overriding concern. It takes
a minimum of three years, not two, to complete the dental
hygiene education program and the majority of students
earn an associate’s rather than a baccalaureate degree for
their investment in their education. Furthermore, there is
not enough time in the curriculum to adequately teach all
of the required concepts. Second, respect is correlated with
the degree awarded. Students may come close to earning
a baccalaureate degree but are not able to command the
respect from other health care professionals because they do
not obtain that degree. They are not comparable with other
health care disciplines nor can they expect to be without the
credentials of a baccalaureate degree. These sentiments have
been expressed since the 1980s.28,29,35
Respondents expressed mixed opinions concerning
proposed changes to Standard 2-1 (curriculum requirements
and degree awarded). Those who responded in agreement
identified increased course requirements, insufficient time for
The Journal of Dental Hygiene

“There is no need to require extra courses for dental hygiene students to
take in order to become skilled clinician. Two years of instruction and
clinical practice is more than sufficient for students to master the skill
of dental hygiene.”

students to synthesize and apply educational materials, and
increase workforce models as the main reasons for agreeing
to the change. It is encouraging that many dental hygiene
educators are aware of the need to increase educational
requirements and prepare professionals capable of becoming
the primary source to address the access to oral health care
problem in America. Over 47 million people in the United
States live in areas with limited access to dental care.36 Poor oral
health increases the risk for a plethora of systemic conditions
including diabetes, rheumatoid arthritis, premature births,
cardiovascular disease (endocarditis), gastrointestinal disorders, and an increased risk for pneumonia in the elderly.36
Due to these correlations, the medical profession is
beginning to identify the need for dental hygienists to be
part of collaborative patient care. In the call to action for
the inclusion of the dental hygiene profession into the U.S.
health care system, Vanderbilt et al. underscored the need for
educational qualifications that will enable dental hygienists
to safely provide the scope of care and services as part of
their expanded professional roles, along with the ability to
effectively participate as members of interprofessional teams.36
In contrast, program directors from institutions not in
agreement with changing the accreditation standards, stated
the associate’s degree is sufficient for a “clinical hygienist” and
graduating students would not be paid more by the dentist if
they had an advanced degree. In addition, many stated if the
student preferred to have a different career besides “clinical
dental hygiene” they should have the choice to seek further
28
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education. Respondents were clear in expressing the opinion
that “clinical hygienists” obtaining associate degrees save
money on tuition. Although clinical dental hygiene remains
an important aspect of the profession, advances have been
made since the time scaling and root planing was considered
the primary treatment for restoring and maintaining oral
health. Currently, 42 states allow dental hygienists to provide
preventive oral health care services without the presence or
direct supervision of a dentist.37 This correlates with 84%
of the states allowing community-based workforce models.
Dental hygiene students should be educated to become
primary care providers for underserved populations.28,29
Other comments opposing advancing the required entry-level
degree was that the institution cannot offer a baccalaureate
degree and would be “shut down.” These perceived barriers
could be addressed by providing more education to program
directors about affiliation agreements, dual enrollment and/
or degree completion programs.
Significant support was identified for the proposed changes
to Standard 3-7 (requirement of dental hygiene educators to
hold a master’s degree or higher). Dental hygiene educators
holding a master’s degree are a valuable asset to students
as shown by the Stanley et al. study, which identified the
importance of evidence-based decision making as a critical
component of the dental hygiene curriculum.38 In this study,
educators with a master’s degree demonstrated an increased
ability and confidence to teach evidence-based decision
making compared to educators with a baccalaureate degree.38
Discussions regarding the baccalaureate degree as entrylevel to the profession have been ongoing since the mid
1980’s when the ADHA published its Prospectus for Dental
Hygiene and dental hygiene practice workshops were provided
to educators and clinicians.35 ADHA policy supporting
baccalaureate dental hygiene education has been in existence
for 33 years;39 when it was acknowledged that health care
and workforce models were changing and dental hygiene
education needed to advance so dental hygiene students
would be prepared to function in new environments and with
other healthcare providers. This scenario has become even
more significant, and if ever there was a time for advanced
education of entry-level dental hygiene students, it is now.
Health care, technology, industry, economy, all will continue
to evolve. Other health care professions have adapted their
education standards to meet these ever-evolving systems. The
question remains when will the profession of dental hygiene
recognize the need to change and adapt irrespective of which
organization controls accreditation standards.
Although this research provided insight into dental
hygiene program directors perspective on the need to advance
The Journal of Dental Hygiene

the entry-level dental hygiene degree, a limitation was the lack
of a validated survey instrument. However, content validity
was established and opportunities for comments were offered
throughout the survey following each item. Additionally, some
respondents may not have clearly understood that the purpose
of this study was to respond to CODA’s request for information
about changes to elevate the accreditation standards. Some
comments reflected concern that the researchers were trying
to change the accreditation standards rather than gather
information to assist another organization (CODA) in their
decision making. Strengths of the study include the response
rate and reflective nature of the comments provided.
This research serves as a reference point for understanding
issues related to entry-level baccalaureate dental hygiene
education and changes to accreditation standards. Further
research should include the perceptions of dental hygiene
educators at large regarding this change. Examining the
perspectives of key leaders in the profession would provide a
dynamic qualitative study. Additionally, a comparison study
of the curriculum of entry-level programs offering associate
degrees versus baccalaureate degrees would be valuable in
determining the extent of differences between courses taught,
and preparation to work as primary care providers in various
workforce models for diverse populations.

Conclusion
Program directors of entry-level dental hygiene programs
were surveyed to determine their perceptions of advancing
accreditation standards. Respondents were equally divided
concerning changing the accreditation standard for the entrylevel degree from an associate’s degree to a baccalaureate
degree, but were in support of modifying the accreditation
standard to requiring educators to have a master’s degree
for teaching didactic courses. Further research is needed
to include dental hygiene educators’ and key leaders’
perspectives to provide comparative information and a greater
understanding regarding increasing accreditation standards.
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