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stract

Over the last 40 years, the proportion of women in dentistry has been rising steadily, raising questions about the effects of this
feminization on the profession. A review of the literature, although limited, highlights potentially important areas related to
gender, including impact on work hours, practice models, professional incomes, the dentist-patient relationship, clinical philos-
ophies, specialty practice, academia and leadership. Although cohorts of predominantly female dentists are only beginning to
enter the workforce and, thus, it is difficult to predict the long-term effects, some trends are evident: women are less likely than
men to own their practice; women may work 4-6 fewer hours a week and see fewer patients; there is a pay differential; female
general practitioners and specialists appear more likely to work in urban centres; and women are less prominent in the special-
ties, academia and leadership roles. Thus, the profession may shift toward less entrepreneurship, more urbanization and, possibly,
fewer clinical hours available to the population as a result of feminization. With the ultimate goal of excellence in patient care,
this may entail increases in student enrolment, formal incentives for practice relocation to rural communities, more business
education and policies to modify advanced education and training for women with children. This knowledge, although still not
robust, is relevant for policy, educational institutions and professional governing bodies.

entistry is a profession domin- in 1991, 28% in 2005 and, in 2010, the
ated by men. Women have been majority of dental students in North

making significant inroads  America were female.’
only since the 1970s,' as a result of Will this shift be paralleled by
professional initiatives and women’s changes to the profession? Some
movements, raising questions about speculate that feminization will have
the effects of feminization on dent- significant implications in terms of

istry, defined as an increase in female  labour supply, practice characteris-
presence and a corresponding shift  tics and professional ideals."* With

in the occupation."” Although most different societal and familial pres-
practising dentists in North America sures, will female dentists have
are men, this will soon change. In different goals and expectations?
Ontario, 16% of dentists were women How will this affect patient care?
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Table 1: Breakdown of Canadian dentists by gender and province/territory in 20082 and 2011°

Province or Women (%) Men (%) Unknown (%)

territory 2008 2011 2008 2011 2008 2011
AB 22.9 24.4 73.9 69.3 3.2 6.3
BC 23.3 24.4 72.0 68.4 4.7 73
MB 21.7 24.8 76.1 71.3 2.2 3.9
NB 28.6 30.0 70.7 67.2 0.7 2.8
NL 25.2 28.3 724 66.7 2.4 5.0
NS 30.9 33.3 68.7 65.6 0.4 1.1
NT 25.0 273 64.3 66.7 10.7 6.1
NU 16.7 333 83.3 66.7 0.0 0.0
ON 25.5 28.6 71.0 67.8 35 3.6
PE 24.6 274 72.3 64.4 3.1 8.2
QcC 374 38.0 61.3 60.9 1.3 1.1
SK 25.7 27.5 73.8 7.4 0.5 1.0
YT 294 25.0 70.6 70.0 0.0 5.0
Total 27.6 29.5 69.4 66.7 3.0 3.8

AB = Alberta, BC = British Columbia, MB = Manitoba, NB = New Brunswick, NL = Newfoundland and Labrador, NT = Northwest
Territories, NS = Nova Scotia, NU = Nunavut, ON = Ontario, PE = Prince Edward Island, QC = Quebec, SK = Saskatchewan, YT = Yukon.
“n=189II

¥ n =19 771 (754 missing records).

Source: Personal correspondence, Mr. Costa Papadopoulos, Canadian Dental Association, June 2011.

Despite minimal data in Canada, a literature =~ \Work Hours
review highlights important areas, including

. . Among the most cited differences between
impacts on work hours, practice models, profes-

sional incomes, the dentist-patient relationship, male and female dentists has been the claim that

clinical philosophies, specialty practice, academia women work less. The average length of the career

and leadership. of a female dentist in Canada is 20 years v. 35
years for men, potentially creating future short-
Demographics ages as more women enter the profession.’ In New

) o Zealand, for example, two-thirds of male den-

In 2008, the proportion of female dentists in . . .
) tists plan to retire after age 60, whereas two-thirds

Canada ranged from 16.7% to 37.4%, with a mean
of 27.6%; in 2011, the range was 24.4% to 38.0%,
with a mean of 29.5% (Table 1). In 2008, 6 of 10

Canadian dental faculties had more female gradu-

of female dentists plan to retire before that age.”
United States labour statistics reveal that, among
dentists younger than 55 years of age, 96% of men
v. 90% of women are still working.*

The 2006 Canadian census indicated that male

dentists in Ontario average 39.5 hours/week and

ates than male (Table 2). Annual data for multi-
year comparisons were not available, nor were
provincial data on the gender of foreign-trained

dentists graduating from Canadian institutions. ~ 47-2 weeks/year, whereas female dentists work
Although in 2008 Ontario had the most gradu- 35.6 hours/week and 44.7 weeks/year.® In contrast,
ates from any advanced Standing degree program when WOrk hours per year were analyzed in a 2002

in Canada (32-41 graduates/year),’ in 2001, 34% survey of Ontario dentists, no overall differences
of female dentists in Ontario were foreign-trained ~ were found.? Gender differences were only evident
versus 15% of men.” for the youngest cohort: 39.2 hours/week for men
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Table 2: Canadian dental graduates by gender and university in 20082

Dental school Women (%) Men (%)

Dalhousie University 59.2 40.8
Laval University 76.9 231
McGill University 59.3 40.7
University of Alberta 46.5 53.5
University of British Columbia 51.9 48.1
University of Manitoba 47.8 52.2
University of Montreal 64.8 35.2
University of Saskatchewan 37.6 62.4
University of Toronto 53.8 46.2
University of Western Ontario 49.3 50.7
Total 54.7 453

“n = 1526 (422 missing records).

Source: Personal correspondence, Mr. Costa Papadopoulos, Canadian Dental Association, June 2011.

v. 35.5 hours/week for women (or 5 fewer weeks of
work per year). A study in Washington State’ found
that female dentists, particularly those aged 25-40,
work 10% fewer days, treat 10% fewer patients and
perform 10% fewer procedures; based on these fig-
ures, for every 5% increase in female dentists, 1.2%
(15 000) fewer patients would be treated annually.
Other research also shows that female dentists see
fewer patients annually.” The US labour statistics*
indicate that, from 1986 to 1999, 30% of women
v. 14% of men worked part-time (i.e., < 32 hours/
week), and 16% of women v. 30% of men worked
more than 42 hours/week. A 2011 US study" found
significantly more male dentists (89%) working
full-time than women (75%).

Adams?® reported that marital status and chil-
dren may influence the observed difference in
work hours between the sexes. Her Ontario study
of dentists found that women aged 25-37 work
3.5-6 hours/week less than men. Unmarried female
dentists work the same hours as men, and those
in the 32-37 and 48+ age brackets work more.? A
US study* reported that marital status of women,
controlling for children, has no impact on work
hours; for male dentists, marriage adds 1 hour/
week of work. However, having children reduces
women’s work time by 7 hours/week, while it has
no impact on men. A physician study reported
that women perform 67% of childcare and house-
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hold duties, compared with 19% of childcare and
26% of household duties for men," demonstrating
that household organization affects work hours. A
survey in the United Kingdom found that 50% of
female dentists work 2 or fewer days/week, mainly
because of childcare responsibilities (65%).'>"

Practice Model

Some speculate that men and women practise
differently. In a US survey,'” 74% of men were the
owner or partner in a practice v. 54% of women.
In Ontario, the 2006 Canadian census indicated
that 83% of male dentists are self-employed (57%
unincorporated, 26% incorporated) v. 63% of
women (48% unincorporated, 15% incorporated),
whereas 17% of male dentists work as employees
v. 37% of women.® Another Ontario study reported
that 55% of men work in solo practice v. 35% of
women.”? It also found that male dentists in solo
and group practice employ more staff than female
dentists.? Women are also more likely to work as
associates (27.2% v. 9.2% of men), especially those
in the youngest cohort (46% v. 22.9%).” Similarly,
a New Zealand survey found that 47.7% of women
work as associates compared with 22.3% of men.”
Women are almost twice as likely as men to work
in a hospital setting (13.1% v. 7.6%). This situation
is also observed in pharmacy, which has also seen
an influx of women, with more women working
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for hospitals and corporate pharmacies than
independent practice.! Female dentists are also

more likely to work in urban centres than men.*™

Income

In 2000, female Ontario dentists made an
average of $84 655 a year compared with $145 304
for men.? This 58% difference may be attributed
to the greater proportion of women working as
associates. A study of Washington State dentists®
found that women’s total annual income is 10%
less ($17 761) than men’s; however, they treat 10%
fewer patients, perform 10% fewer procedures,
treat a higher proportion of pediatric patients and
are 7.9 years younger. No differences were found
in terms of income or number of procedures per
patient. Another study found that after control-
ling for factors affecting income (practice owner-
ship, age, work hours), US female dentists have a
mean net income 22% below that of men ($95 410
v. $121 640).15

Dentist-Patient Relationship

Some argue that female dentists have different
traits, including more empathy and better com-
munication skills.'*'"® Female dentists are perceived
as less rushed, more likely to discuss ailments
with patients and more humane and caring.”® A
comparison of full-time male and female den-
tists revealed no differences in the number of
patients they see per week or the number of days
patients wait for appointments.”’ In terms of deci-
sion-making, female dentists have been reported
to make decisions more based on “feeling” (per-
sonal values, maintenance of harmony, sympathy
and tact) than men, who base decisions more
on “thinking” (logic, consistency, objectivity).”
Female dental students have been found to have
better social skills, to be more emotionally expres-
sive and sensitive, more verbally expressive and
more responsive to patient needs, whereas men
have better emotional control.’® In addition, male
dentists (46%) have been perceived as more likely
to expect the patient to endure pain compared
with female dentists (8%).!

There is also evidence that male and female
dentists are more alike than dissimilar."”"* A survey
of Canadian dentists" revealed that the sexes do
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not differ in their attitude toward pro bono care,
nor in a variety of opinions regarding publicly
financed dental care. A US study* reported no dif-
ferences between male and female dentists in the
number of treated patients with insurance.

Clinical Philosophies

Evidence suggests that male and female den-
tists vary in their approach to clinical practice.
A number of studies show that compliance with
infection control is different: men are less likely
to use gloves, masks and protective eyewear, and
suffer more sharps injuries.? Another study found
that female dentists favour a more preventive phil-
osophy, take a more conservative approach to res-
toration and encourage more preventive strategies
in the early stages of caries.!” Male dentists have
been reported to intervene more often in the case
of enamel lesions in low-risk patients.”’ Female
dentists have been found to be more attuned to
secondary prevention of eating disorders than
male dentists.”> One study® also reported that
female dentists are more likely to refer patients to
specialists for large multi-unit fixed cases, single-
and multi-root endodontics, surgical extractions,
periodontal surgery, maxillofacial pathology and
implants. Female dentists have been found to refer
patients more frequently: 70.3% of simple and
complex surgical cases involving medically com-
promised patients v. 49.5% for male dentists.”

Specialists

In 2001, female dentists made up 23% of gener-
alists and 14% of specialists.” This is not reflected
in medicine, where women represented 43.4% of
postgraduate trainees in specialty programs in
Ontario in 2009.>* With the influx of women into
medicine in Ontario occurring much earlier (1911)
than into dentistry (1950-60s),! gender parity in
that latter profession may be reached in time.

The distribution of women in specialties is
also unequal, with few women choosing oral and
maxillofacial surgery (OMFS) or endodontics.” In
one US study,” 61% of female OMFS respondents
reported gender bias; 48% reported bias within
their practice and 38% reported sexual harass-
ment during their residency. The same survey
found that marriage rates among female OMFS
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practitioners had decreased and divorce rates
increased. A report on medical specialists in
Switzerland®*® indicated that gender was the
strongest factor influencing specialty choice, with
women underrepresented in surgical specialties.

When selecting a specialty, female dental
students are more highly influenced by location
and proximity to family.”” This is reflected in the
uneven distribution of specialists in Ontario, with
female specialists more likely to work in urban
(61% women v. 48% men) than rural centres (0%
women V. 7% men).? Female specialists also appear
to have more conservative attitudes toward profes-
sional issues (e.g., independent hygiene practices
and role of insurance companies in determining
dental treatment).?

The duration of specialty education con-
flicts with child-bearing years and is a potential
reason for the specialist gender gap. Most women
undertake postgraduate dental education before
having children (60.7%) compared with 34.3% of
men.” More male specialists (65%) have their chil-
dren before or during postgraduate training than
women (21.4%). Strikingly, 17.9% of female spe-
cialists have no children v. 0.7% of men. Reduced
flexibility in marital partnerships may contribute
to fewer female specialists. One survey reported
that half of male dentists v. a quarter of women
feel their partner has made career adjustments to
accommodate their career.’

Academia and Leadership

One study® investigated the advancement of
female dentists based on academic appointment,
publication status and leadership within profes-
sional organizations. Among 9 dental journals,
only 13% of first authors and 9% of last (senior)
authors were women; 12% of publishing male den-
tists held both a DDS and a PhD v. 1% of women.
Although the rate of publication by women has
been increasing since 1986, it does not reflect
the number of women entering academia or the
workforce. Since the mid-1990s, there have been
small increases in the number of tenured and
tenure-track women in dentistry, and from 1985
to 2006, the number of female deans increased
from 2% to 18%. Among specialty organizations,
the American Academy of Public Health Dentistry
has had the highest proportion of female pres-
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idents (10%); 3 have never had a female president
(American Association of Oral and Maxillofacial
Surgery, American Association of Orthodontists
and American Association of Pediatric Dentistry).
A review of websites of Canadian dental organiza-
tions also reveals that few leadership positions—
on boards of directors, association councils or
executive committees—are held by women.

In the US, male and female dental faculty do
not differ in terms of hours worked per week, time
spent on research or available grant support.” Yet,
men are more likely to have office space, secretarial
support, protected research time and laboratory
space. Women perceive the work environment to
be less welcoming and report more sexual harass-
ment (32.7% women v. 3.4% men). Female faculty
are less likely to be married or have a partner
(69.3% women v. 90% men) or to have children
(57% v. 87.9%) and are more likely to have fewer
children (1.14 v. 2.1 children). A study of medical
faculty® reported similar findings.

Several organizations and initiatives (e.g.,
American Dental Education Association,
Executive Leadership in Academic Medicine
Program for Women) have the intention of
improving the academic culture for women.* This
is important as there are still incidents of per-
ceived and actual gender bias and harassment of
women in academia.’®*** According to Dannels
and colleagues,” 97% of deans across 29 American
and 4 Canadian dental schools feel that the work
environment is more positive for women today.
A quarter to a third report that there is room
for improvement and that policies are in place in
support of female faculty: 68.8% of institutions
provide benefits for part-time faculty; 46.9% have
an optional delayed tenure clock and 30% have
an automatic delayed tenure clock to accommo-
date childbirth or adoption; 40.6% have childcare
facilities onsite or nearby; and 12.5% have a tenure
option for part-time faculty. Of the 10 Canadian
dental schools, only 1 (Laval University) has had a
female dean (1995-2000).%

Discussion

Male and female dentists differ in a number
of ways. Whether this has major implications for
dentistry is unknown. The effects of feminization
are unclear, as current data are not robust enough
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to draw conclusions. With many variables at play,
studies controlling for such issues as age, marital
status, children, ethnicity, owner v. associate prac-
tice, student v. practitioner must be performed.
Nonetheless, this literature review has uncovered
similar findings across a number of studies: less
practice ownership by women; women work 4-6
fewer hours/week and see fewer patients; there is a
pay differential; female generalists and specialists
appear more likely to work in urban centres; and
women are less prominent in the specialties, aca-
demia and leadership roles.

Thus, the profession may potentially shift in a
direction that involves less entrepreneurship, more
urbanization and, possibly, less patient inflow. In
turn, this could mean future increases in student
enrolment, formal incentives to engage in rural
practice, more business education and policies
to modify advanced education and training for
women with children, to redress pay inequity and
to assess institutional practices and policies.***’

To advance our knowledge of the effects of
feminization on Canadian dentistry, local data
are required. Future research should include sur-
veys of Canadian dentists to identify differences
in work patterns; surveys of Canadian dental stu-
dents to determine career goals and barriers; and
focus groups, as elsewhere,” to identify barriers
faced by female dentists in clinical practice, aca-
demia and leadership and to identify solutions.
These studies will be of importance for deans,
senior administration and governing or regulatory
bodies as they manage the potential changes asso-
ciated with the gender shift. ®
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