
© The Author(s). 2024 Open Access. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License (https://creativecommons.
org/licenses/by-nc/4.0/), which permits unrestricted use, distribution, and non-commercial reproduction in any medium, provided you give appropriate credit to 
the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain 
Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

EXPERT VIEW

In t r o d u c t i o n

Past 2 decades have seen a paradigm shift in healthcare system 
and approach of public toward health. Dental healthcare is 
no exception to this and dental healthcare providers need to 
be prepared as per changing societal needs and archetype.1 The 
existing curriculum for dental graduates in the country was made 
with an aim to make them good dental surgeons by providing 
greater emphasis on surgical skills and lesser emphasis to overall 
health and primary prevention.

Primary oral healthcare remains a priority area in the planning 
process for a country with large population,2 and consequently, 
the role of dental education system is very important. There are 
several concerns with India’s undergraduate dental education, 
such as curricular reforms and faculty development. Programs 
for faculty development tend to focus on enhancing participants’ 
teaching skills; however, there are issues with the system of dental 
education adjustments to the curriculum.

As the dental profession evolves, it is necessary to examine 
current requirements and customize courses for the benefit of all 
stakeholders, including students and the community. Curriculum 
forms the basis of dental education, and there is a need for appreciating 
the necessity of transitioning from traditional to competency-based 
dental education (CBDE) system. The current article lays emphasis only 
on reforms related to curricular aspects, and not on other issues such 
as admission policies, caste-based admissions, religion, economic 
status, privatization in dental education, etc.

Ne e d As s e s s m e n t

In most developing countries, dental education and healthcare face 
significant obstacles in terms of both content and competence.3 
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the dental profession education curriculum through the analysis 
of gazette papers were tallied, which demonstrated the urgent 
need for reform (Table 2).

Rate of Changes and Modifications Done in Alignment with 
Societal Needs and Pace of Reforms in Other Areas of Higher 
Education
There has been a complete shift in other professional educations 
like medicine, engineering, and pharmacy over a period of time. 
The National Council for Professional Education in the country 
remodeled the curriculum as technology replaced manual work in 
engineering sciences. Similarly, there is a complete change in the 
way medical students are being trained—from standard traditional 
teaching to integrated classes, the use of technology, and imparting 
practical training in an objective and structured format. The dental 
profession has been impacted by rapid advances in science and 
technology, and in the future, there may be a transition from 
classroom teaching to self-directed learning for a few topics.

Literature Review/Research Analysis
A research was done to identify current gaps in the medical 
education system and to suggest changes from the viewpoint 
of medical undergraduates.11 Under the guidance of a medical 
education specialist, medical undergrads took part in group 
discussions. Based on demand and the influence on medical 
education, challenges were identified in the scientific paper and 
ranked in order of importance (Table 3). After analyzing the relevant 
material rigorously, consensus was achieved on the best course of 
action by the authors.11

A major shift in how students and teachers are perceived in terms 
of teaching–learning principles is one of the suggested remedies 
for the current problems. In order to create a system of medical 
education that is more effective, it is necessary to emphasize these 
themes to decision-makers and implementers.11 The perception of 
various teaching–learning principles are also applicable and relevant 
to dentistry education in the contemporary situation and, hence, 
should be planned for dental profession education.

Review of Global Scenario of Dental Education
While educational institutions and methods utilized at dentistry 
schools across the world differ, there are many commonalities in the 

The burden of oral diseases is still significant in developing nations, 
that is attributed to poor infrastructure, lack of resources (shortage 
of dental surgeons, an unequal distribution of human resources, 
and access to high-quality oral healthcare), and the standard of 
dental education.4

The administrators and policymakers of the healthcare 
education need to aim at providing young professionals with a 
strengthened foundation to provide primary oral healthcare with 
competence, rather than merely conducting examinations, post 
their training period, to certify their status.5 The current system 
requires skilled and competent dental surgeons. The Dental Council 
of India (DCI), the statutory professional regulatory body, oversees 
dental education in the country (Table 1).6 Having identified that 
dental education has to alter, the DCI has initiated the process of 
transitioning to competency-based curriculum.

To combine the demand for opening new dental colleges while 
maintaining and raising quality standards has proven to be the 
DCI’s biggest challenge. It is suggested that curricula be changed 
in order to systematically address these problems and create plans 
to enhance the system of dental education and oral healthcare 
so that Indian dental graduates meet or exceed international 
norms. The curricular reform’s goals are to analyze and develop a 
roadmap for dental education that is appropriate for a nation in the 
changing contexts: to create strategies that make dental education 
innovative; capable of preparing undergraduates to perform in 
the changing dental science scenario; and to gradually implement 
immediate fixes and propose medium- and long-term strategies 
to modify or improve current dental education.7,8 Additionally, 
other areas like attitude, empathy, compassion, professionalism, 
humanities, and communication skills need to be presented and 
taught in a more organized manner. Curriculum changes that the 
DCI intends to implement should be taken seriously, and every 
effort should be made to make them a reality.9

Policy Analysis (Based on Previous Gazette Documents 
and Amendments)
The primary reason for the need of curricular reforms is the 
continued use of an outdated curriculum designed more 
than a few decades ago that compartmentalizes medical and 
dental specialties rather than providing a comprehensive 
understanding of the topic.10 Academicians and governing 
bodies at all academic institutions have long argued for the 
necessity to introduce extensive curricular changes in dental 
education by adapting it to the requirements and expectations 
of the modern world, but when it comes to taking action, 
policymakers are still moving slowly. The modifications made to 

Table 1:  Governance, functions, and responsibilities of DCI

Governance Functions Responsibilities

DCI To maintain dental education at both the undergraduate and 
graduate levels of a uniform quality
To plan for periodic inspections for reapprovals as well as 
inspections of dental colleges for authorization to open new 
dental colleges, add seats, or launch new postgraduate programs
To establish requirements for and standard curricula for the 
training of dental technicians, dental hygienists, and dentists
To establish the minimal criteria for exams and other conditions 
that must be met in order to be recognized as qualified under 
the act
To monitor all dental institutions and make sure they uphold the 
necessary standards

Recognizing the dental degrees granted by various 
universities and upholding national standards for dental 
education
No dental college is authorized to begin operating until 
the DCI is satisfied by inspections or other means that the 
teaching personnel, equipment, building, etc., given, are in 
compliance with the basic standards as laid out by the DCI 
and approved by the Central Government
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be used at any dental school across the globe. As dental education 
standards converge, the curriculum could be competency-based, 
focused on the subjects listed by the European Union (EU)22 in 
accordance with local and regional criteria, and employing the 
profile and competencies for the European dentist. Basic, clinical, 
and other biological topics can all be introduced as electives.

According to Hendricson et  al.,23 the foundation of clinical 
reasoning and judgment, which represents the expertise of a 
qualified dental professional, is the capacity for critical thought 
combined with problem-solving abilities. Additionally, learning 
techniques such as case-based learning and reviews, in-class 

perspectives of students, staff, and curriculum. One must comprehend 
the significance of promoting global convergence with long-term 
goals for the reciprocal acceptance of international degrees.12 World 
over, key areas have been identified to establish competencies and 
criteria of excellence in dental education (Table 4). The exchange 
of professional viewpoints between nations and interprofessional 
communication will also benefit from global convergence.

According to the Institute of Medicine’s (IOM)19 study of dental 
education, the issue in reforming dental education is not so much 
a lack of agreement on the paths for change as it is a challenge to 
get over roadblocks.20,21 There isn’t a perfect curriculum that could 

Table 2:  Major developments in curriculum reforms of dental education in India

Year Development

1948 On 12th April 1949, the DCI, a statutory body, was established by an Act of Parliament called the Dentists Act, 1948 (XVI of 1948)
1992 The modifications were implemented by an edict that the President of India issued on 27th August 1992. Through this 

ordinance, new sections 10A, 10B, and 10C of the Dentists Act, 1948 were added in order to primarily prevent the mushrooming 
of dental colleges, the addition of seats to any courses, and the launch of new, more advanced programs without the prior 
approval of the Central Government, Ministry of Health and Family Welfare.
The modification took effect on 1st June 1992, as formally announced by the GoI in Extraordinary Gazette of India, Part-II, 
Section-I on 3rd April 1993

2007 In order to be admitted to the BDS program, a student had to be 17 years old on or before 31st December of the admission year. 
For admission to the BDS program, candidates must have passed the 10 + 2 (Higher Secondary Examination)
The BDS program was a 5-year program with either a 6-month or a 1-year paid rotating internship. Admission to the program was 
based on merit (the sum of a student’s marks in biology, chemistry, and physics). Any student who failed the first BDS University 
Examination in any topic within 3 years of their entrance date will be expelled from the program

2011 National Eligibility cum Entrance Test (NEET) for BDS program admission. An applicant must get at least 50th percentile in the 
“NEET” exam in order to be considered for admission to the BDS program
The required minimum score for Scheduled Castes, Scheduled Tribes, and Other Backward Classes is the 40th percentile. 
Candidates with a minimum score of 45th percentile must have a locomotor impairment
The 5th year students were taken out. With 240 teaching days each academic year and a 1-year paid rotating internship at a 
dental institution, the undergraduate dentistry curriculum leading to the BDS degree was to last 4 academic years
The exam schedule was divided into four sections, with the last year being separated into two sections. The 5-year subjects 
listed above were removed. Any student who does not complete the BDS program in its entirety within 9 years, including the 
mandatory 1-year paid rotational internship, will be expelled from the program. Any applicant who failed one topic on an 
examination was allowed to enroll in the next higher class, take the failed subject again, and pass it before being allowed to take 
the next higher exam

Table 3:  Identified lacunae with proposed solution based on problem domains

Classification 
of problem 
domain Identified lacuna(e) Proposed solution(s)

Knowledge Student training should be taken into account second to 
providing healthcare services

Students’ education and training should come first

Using less effective teaching methods Optimizing the student to teacher ratio
Encouragement of self-directed learning following basic 
instruction in a subject and expert responses to questions
The implementation of flipped classrooms and case-based group 
discussions

A lack of application in instruction method Education based on outcomes
An ineffective system of internal evaluation Regular formative evaluations using clinical vignettes
Inefficient use of students’ and teachers’ time as a result of 
bad scheduling

Improving departmental and interdepartmental cooperation and 
scheduling

Skill Insufficient instruction in clinical techniques and ward 
protocols

Starting early instruction in ward procedures and involving 
students in bedside decision-making discussion.

Insufficient emergency training Mandatory emergency duties
Insufficient development of soft skills Promotion of the development of soft skills

Research Undergraduates’ disinterest in and ignorance about 
research

Fostering healthy mindsets and educating pupils about research
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may want to consider upgrading their undergraduate programs to 
meet international standards. A paradigm shift in dental education 
is required so that an Indian dental graduate is on par with an 
international dental graduate.

Role of Stakeholders in Reforms
It takes the engagement and participation of all stakeholders to 
acknowledge the need to transition from the traditional, teacher-
centered, content-oriented style of education to the student-
centered and outcome-oriented dental education system.

Around the world, there have been significant changes in 
dental education. All parties involved must support change, which 
necessitates coordinated and well-planned initiatives. The dental 
education system must undergo significant cultural transformation 
if it is to meet the demands of its professional bodies, regulators, 
students, and patients.

Students and Parents
On completion of the educational experience, the learner should 
be capable of performing any clinical activity autonomously at a 
specific point of healthcare with adequate precision, competence, 
and effectiveness.

Today’s tech-savvy ”Y generation” (Gen Y) and ”Generation 
Z” (Gen Z) have changing educational needs and require more 
varied and dynamic learning techniques that also incorporate 
information technology applications. In order to effectively cater to 
the educational requirements of the students and to motivate and 
rekindle their interest in learning, it is crucial to understand the point 

quizzes with quick feedback, self-assessment, and more have been 
recommended to help students develop their critical thinking 
skills.24 To accommodate the current generation of tech-savvy 
dental students, the tactics and methods used to deliver dental 
education must be appropriately changed. A wide range of tools 
in information and communication technology (ICT) are available 
for use in dental education, including social media communication 
tools like weblogs, compact disks (CDs), and digital versatile disks 
(DVDs), video conferencing, webcasting, podcasts, and virtual 
learning environments.25 The future of teaching and learning 
activities will involve the use of three-dimensional (3D) technology 
in simulation-based virtual environments, the use of avatars and 
role-plays for diagnosis and treatment planning, and access for 
participants from any campus or computer.

In contrast to the current approach we use, which is teacher-
centered and content-based, tests conducted in the west have 
shown that the student-centered, outcome-based manner of 
dental education is more effective. Competency-based medical 
education (CBME) refers to a technique of teaching medicine 
that treats the student as the basic unit and their learning 
objectives or competencies as the endpoints.26,27 A paradigm 
change in CBME involves basing the curriculum on societal/
community requirements. These requirements inform the learning 
objectives or competences. By removing the barriers across 
specializations, the teaching–learning techniques and assessment 
get integrated.28

In order to draw international students to study in India and to 
retain Indian graduates after their training, dental schools in India 

Table 4:  Global recommendations and accreditations pertaining to dental education

Country Body/commission Recommendations/areas of concern

United 
Kingdom

Dearing report Higher education institutions instantly start to create or look for access to programs for 
their staff’s teacher training

United 
States

National Academy of Sciences There is simply a tenuous link between clinical training and experience and basic science 
concepts
The curriculum is not up to date enough with regard to dental science and practice
There are numerous issues with using comprehensive patient care as a model for clinical 
education
There are few links between dentistry and medicine
Lack of space in the dentistry curriculum prevents the development of critical thinking 
abilities

United 
States

American Dental Education 
Association13

The Commission on Change and Innovation in Dental Education advocated various 
significant ideas, such as critical thinking, lifelong learning, and integrating knowledge 
from research into curriculum, with the aim of bringing about new changes in the 
education of general dentists13,14

United 
States

Commission on Dental Accreditation 
(CODA)15

Cited seven factors, including the rise in societal mobility around the world, changes in 
population and profession-level demographics, increased concern over patient access and 
the dental workforce, adjustments to the requirements for licensure, problems with dental 
education, the development of dental specialists, and illegal dental practice, as causes of 
the current upsurge in interest in international accreditation15

Europe DentEd III and Association of Dental 
Education in Europe (ADEE)

DentEd III is working to align dental education with EU guidelines16

ADEE outlined the rationale behind the international dentist profile’s convergence. The 
reasoning for this suggestion was that the EU is made up of 29 separate states, each with 
its own unique culture, language, religion, ethnic group, and educational system17

EU Guidelines for profile and 
competency of a dentist (PCD)

PCD is an acknowledged, international document that offers recommendations for 
curriculum changes in dental schools to converge standards toward a European Dental 
Curriculum while respecting local, national, and regional socioeconomic and cultural 
diversity. It is not a rigid template. When considering all areas of change in regard to 
the undergraduate dental education program in their country, “it is intended to provide 
guidance and reflection to those who deliver dental education”18
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balanced, precise, and goal-oriented feedback, facilitators need to 
develop the necessary knowledge and abilities.37

Another area of concern is the immediate need for more dental 
faculty, worsened by the preference of graduating dentists who 
typically choose clinical practice over academia because it seems 
to be a more profitable career. The Academic Dental Careers 
Fellowship Program survey on faculty interviews by students 
found that factors like the intellectual and scientific challenge and 
a basic interest in teaching were the most important influences 
on their decision to pursue an academic career. In contrast, the 
disadvantages of choosing an academic career were student loan 
debt and lower income compared to private practice.38,39 Refining 
the dental education program will inspire the dental graduate to 
pursue a career in academia.

Management
Management should work with a change management committee 
or specialists during the process of implementing change to 
ensure success. Any organization with a hierarchical structure 
and numerous employees is a company. Hence, dental college 
professors must also be cognizant of transformation planning 
because they are part of such a hierarchy. There are several 
tried-and-true change models, and the majority of them share 
common themes. A model for effective change management that is 
exhaustively defined, the Kotter’s model of change management40 
has been thoroughly studied in many commercial organizations.

Any curriculum redesign requires a significant investment of 
time and money in faculty development, educational tools, and 
ICT. Faculty training is the most crucial component in helping 
them understand the importance of curricular adaptation and 
change.

Management’s involvement is imperative for the long-term 
success of curricular change. It is important to motivate and inspire 
both teaching and nonteaching faculty, as well as students, to 
accept their responsibility for the change’s success. These initiatives 
by faculty and administrators should be supported both cognitively 
and monetarily, along with their needs for resources and funds to 
implement reforms.

Regulatory Bodies and Current Policies
National priorities and policies: To ensure a successful 
transformation, the continual and dynamic process of curriculum 
evaluation should be maintained. All stakeholders, including 
students, teachers, support staff, and alumni, should be asked 
for their opinions on the curriculum. In many nations, renowned 
dental educators visit dental schools seeking accreditation as part 
of expert committees from various educational groups. Prior to 
the expert team’s inspection visit, the dental school is required 
to submit a comprehensive study of their strengths, weaknesses, 
opportunities, and challenges. This process mirrors India, where the 
National Assessment and Accreditation Council (NAAC) evaluates 
institutes. The institution receives a report from its peer team 
detailing strengths, weaknesses, points of strength, points of 
weakness, and suggestions for improvement. Various operational 
policies exist in most countries to ensure curricular changes based 
on societal needs. In our country, higher education is overseen by 
the Ministry of Education, Family, and Healthcare, the University 
Grants Commission, along with professional regulatory bodies such 
as the DCI for dental programs. Forming a task force to implement 
changes, assess obstacles, and devise solutions can be an effective 
strategy.

of view of students and their preferences towards dental education 
in terms of the learning environment, educational methodologies, 
and course content. Appreciating the requirements of dental 
students will enable us to better prioritize aspects of the dental 
industry. This is likely to help in understanding the motivations and 
justifications behind their decision to pursue a career in dentistry. 
The motivations of dental students appear to be influenced by 
factors such as desirable working conditions, where they may set 
their own hours as opposed to medical professionals, monetary 
potential, and the ability to balance work and family obligations.29

Students from dental schools in North America and Canada 
participated in a strengths, weaknesses, opportunities, and threats 
(SWOT) analysis, and they claimed that the teaching techniques 
were boring and relied solely on memory recall rather than being 
problem-based or requiring critical thinking skills. The students of 
today belong to the so-called Gen Y or internet generation, and 
they have high expectations for training that is clearly explained 
and enables the use of readily available resources. They also prefer 
digital learning modalities, such as 3D software and websites that 
teach dental anatomy and provide videos and demonstrations to 
understand their preclinical procedures.30,31 The students’ view 
of the dental school environment has not been very favorable 
due to reasons such as limited interaction between professors 
and students, academic overload, tests, and grades, among 
others. Self-assessment opportunities, collaborative learning, and 
international student exchange programs are suggested ways 
to resolve these issues.32 In a study done at the Harvard School 
of Dentistry, elements of team-based and self-directed learning 
were combined with peer-to-peer teaching, reducing the need for 
rigorous faculty supervision and creating an innovative educational 
program for Gen Y students. Study results revealed that purportedly 
slow learners improved noticeably near the end of the program, 
highlighting that completely unique educational approaches can 
effectively motivate students to learn.33

Parental acceptance and expectations should be considered, 
and assessment survey forms for parents should be created with 
a few open-ended questions. This will facilitate the completion of 
the cycle of curricular reforms.

Faculty
The quality and quantity of dental faculty have a significant 
influence on the dental education system, as the success of 
instruction is heavily reliant on the educators.

To address the issue of the declining number of professors, 
professional organizations and the dental education system must 
work together.34 Apart from other aspects like research funding, 
possibilities for private practice, and room for professional 
development, the dental faculty believes that the work environment 
is the primary factor influencing professional satisfaction. 
Recognizing faculty members’ opinions about their profession 
can help in implementing pertinent initiatives to enhance faculty 
recruitment and retention.35

In CBDE, the teacher’s job is primarily to support students’ 
learning by acting as a mentor.36 Instead of didactic lectures and 
note-taking, more emphasis is placed on small group teaching 
techniques, self-directed learning, cooperative learning techniques, 
and communities of practice. It is the responsibility of the teachers 
to design their lessons to be more interactive and to encourage 
students to clarify their understanding as needed. A key component 
of CBDE is providing students with feedback on their learning. In 
order to effectively give students timely, formative, constructive, 
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is a student-centric educational approach that maps and evaluates 
students’ performance at every stage.

Outcome-based education is a pedagogical approach that 
necessitates changes in curriculum, pedagogy, and assessment 
procedures to focus on higher-order learning rather than simply 
accumulating course credits. This shift, which prioritizes what is 
learned over what is taught, is pivotal compared to traditional 
education. OBE is learner-centered and integrates real-world 
situations, emphasizing the knowledge, skills, and attributes 
students acquire upon completing a course or program. In traditional 
education systems, there is a strong emphasis on standardized 
procedures, with students gathering in one location at specific 
times for teacher-led instruction. Following lectures, students 
typically engage in peer interactions or seek clarification from 
faculty members. The success of this system heavily depends on 
the effectiveness of the instructor and the students’ assimilation 
of knowledge. In contrast, OBE focuses on predetermined learning 
outcomes, highlighting the skill sets students should develop during 
their education. Activities both inside and outside the classroom are 
designed to support students in achieving these goals.

The clarity that OBE promotes is among its most significant 
advantages. Students and their parents can choose a school, 
a program, and a course based on explicitly stated learning 
objectives. What students are expected to accomplish following 
their course or program is determined by the course outcome 
(CO), program outcome (PO), program specific outcome (PSO), and 
program educational objective (PEO), respectively. The quality of 
instruction and delivery across divisions and departments, where 
teachers may better focus their attention, is further reflected in 
this clarity. The next benefit is flexibility, which is possibly the most 
evident one. OBE gives students the freedom to select their own 
courses and methods of learning. In addition to accommodating 
a learner’s strengths and shortcomings, it also gives them enough 
time to become proficient and fluent in the subject. Additionally, 
the model enables students to switch to another university that 
is accredited with the OBE syllabus and transfer their credits. 
Based on this accreditation, institutions are recognized, measured 
against industry standards, and are easily comparable. Therefore, 
every stakeholder gains from the OBE framework.

Ne e d f o r Tr a n s i t i o n f r o m Tr a d i t i o n a l to 
Co m p e t e n c y-b a s e d De n ta l Ed u c at i o n

In a vast and diversified system, it is challenging to gauge 
compliance with DCI standards, and the majority of dental schools 
that deliver subpar education lack adequate standardization and 
quality assurance procedures.43 Since the undergraduate dental 
curriculum is not competency-based, dentists trained in India 
who migrate to other developed nations need additional training.

Under ”aims and objectives,” in the DCI curriculum document 
”Bachelor of Dental Surgery (BDS) Course Regulation 2007,” 
goals are listed under each of the three categories of knowledge, 
skills, and attitude. However, there is currently no way to 
qualitatively and quantitatively evaluate whether these goals 
have been achieved. Knowledge is delivered in a discipline-based 
manner using traditional teaching techniques. The fundamental 
ideas that improve learning44,45—learning through self-study, 
pertinent prior information, learning in context, purposeful 
practice, and favorable conditions—have not been promoted.

The transition to outcomes components requires the most 
attention if the suggested CBDE strategy is to be successfully 

The opportunity to participate in the Global Dental Congress’s 
effort to achieve convergent standards, originally intended for the 
EU, was provided by the DCI’s decision to extend the undergraduate 
dental program to 5 years. However, this decision was implemented 
but later reversed by the DCI.

It is important to place a strong focus on teaching dentistry 
students about attitudes, ethics, and communication. Another 
significant change that the DCI will implement is the addition of 
advanced courses in health professions education for faculty, as well 
as basic workshops on educational technology for all instructors 
in dental institutions. These courses will provide dental educators 
with the necessary information and skills to develop lesson plans 
and implement cutting-edge teaching-learning, assessment, and 
evaluation strategies.
National Education Policy 2020: The Ministry of Education has 
updated the National Policy on Education (NPE), which was created 
in 1986 and was in force for 34 years, with the NEP 2020. The goal is 
to produce graduates who can understand the requirements and 
cultural background of the local community and are capable of 
handling patients at Public Health Centre (PHC) levels. The current 
NEP draft recommends alterations to the length and organization 
of medical courses, as well as emphasizes integrative healthcare 
and preventative medicine.41 The areas of focus are: (1) integrating 
the departments of health services and medical education; (2) 
managing all health systems under one academic umbrella; (3) 
Multidisciplinary Education and Research Universities (MERUs) 
that are model public universities for holistic and multidisciplinary 
education, at par with Indian Institutes of Technology (IITs), Indian 
Institutes of Management (IIMs), etc.; (4) flexibility in medical 
education by allowing the individual to branch off and pursue 
other streams both inside and outside of medicine. Academic 
staff colleges should be developed with diverse cells, including 
those for curriculum design and development, teaching content 
development, and feedback evaluation assessment. Furthermore, 
there is an emphasis on integrating digital technology in teaching, 
learning, and assessment.

While the Indian Medical Association (IMA) expressed concerns 
about the National Education Policy 2020, particularly regarding 
medical education, the policy also hints at exploring possibilities 
of integrating conventional medical curriculum with Ayurveda, 
Naturopathy, Unani, Homeopathy, and Siddha in the future. To 
enhance the core curriculum and accommodate anticipated 
additions, autonomy must be granted to examining universities 
and apex national bodies. The National Medical Commission 
(NMC) and DCI must be empowered to establish the curriculum 
and pedagogy to ensure effective implementation.

Society to Whom Services are Provided
The economic development of the Indian subcontinent has 
resulted in an increase in both the quantity and quality of oral 
healthcare needs. The curriculum should be designed to meet the 
oral healthcare demands of the entire society, similar to how the 
socioeconomic conditions of a nation determine the treatment 
needs of its population.42

Additionally, in order to address this issue, there is a need for 
more numbers of competent graduates and specialists in India to 
meet the needs of the society for oral healthcare.

Need for Outcome-based Educational System vs Time Bound
The goal of outcome-based education (OBE) is to optimize student 
learning outcomes by enhancing their knowledge and abilities. OBE 
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Pr e pa r e d n e s s to In t r o d u c e Co m p e t e n c y-
b a s e d De n ta l Ed u c at i o n f o r 
Un d e r g r a d uat e Cu r r i c u lu m

The guardians of the dental profession are working hard to establish 
a value-based curriculum by introducing novel concepts and ideas 
to make dental education realistic, useful, and student-friendly, 
aiming to produce better dental graduates as oral healthcare 
providers.54

It has been established beyond a doubt that curriculum 
changes have improved students’ understanding and benefited 
teachers as well.55 Medical school curriculum reforms have been 
tried in a variety of settings, with varying degrees of success,56 
but it has also been noted that without sufficient planning, it is 
challenging to sustain any curricular reform.57

Goals and objectives must be set once the targeted learners 
have been identified in order to create the program’s blueprint. 
Although setting learning objectives is a skillful task, getting it 
wrong can have severe effects. Learning objectives serve as a 
roadmap for learning outcomes and guide the selection of teaching 
and learning strategies necessary to achieve desired results. After 
defining the objectives, educational strategies are decided upon, 
including assessment methods and training approaches (both 
theoretical and practical/clinical). The resources needed must 
be considered, including infrastructure, teaching and learning 
resources, tutoring materials, lesson plans, student guides, and 
schedule planning. Once refined, the strategy can be put into 
action.53

For teachers and facilitators to be successful, they must 
have access to continuing dental education programs and 
mentorship opportunities.58,59 Faculty mentoring produces 
inspired, effective, and successful teachers who, in turn, inspire 
students and leave a lasting legacy. Additionally, it helps increase 
faculty satisfaction and retention by fostering a friendly and 
encouraging academic environment.60 This is in accordance 
with Kern’s seven-tier hierarchy of faculty development tactics, 
which emphasizes self-evaluation, participation in courses on 
improving one’s teaching, and mentorship of incoming teachers, 
among others.61

Co n c lu s i o n

Change should be viewed as an opportunity to avoid redundancy. 
Although it may be daunting to step outside one’s usual 
environment, it should be seen as a chance for growth. For the 
benefit of students, faculty, society, and the greater good, it is 
time to embrace change and redesign how we approach dentistry. 
To ensure robust infrastructure and cutting-edge education, the 
DCI and the Union Government should rigorously enforce laws 
and regulations. Educational programs between nations should 
strive for greater uniformity, and a credit transfer system could be 
developed to achieve mutual recognition. Otherwise, we risk losing 
our standing among the world’s leading nations. Preparation for 
collaboration with EU nations should follow the institutionalization 
of curriculum adjustments to international norms. Establishing a 
network among Asian countries could begin within the current 
South Asian Association for Regional Cooperation (SAARC) platform 
for mutual recognition of qualifications. In conclusion, curriculum 
reform is an ongoing process that must address the increasing 
complexity of the dental sector and the evolving needs of the 
public.

implemented. It is important to use a pragmatic strategy that 
combines didactic lectures, case-based learning, small group 
discussions, and self-directed learning. The key elements of 
CBDE include early clinical exposure (ECE), vertical and horizontal 
integration, and a combination of timely formative and summative 
evaluation based on competency statements, using a range of 
assessment instruments. The best teaching and assessment practices, 
backed by theory, must be taught to faculty members through 
faculty development programs.46

The fact that the present syllabus is packed with a lot of 
knowledge components in the cognitive domain with reserved 
emphasis on the psychomotor domain (clinical skills), and almost 
no emphasis on the affective domain (attitude), is one of the key 
concerns.47 The most crucial components of the affective domain, 
including empathy, professionalism, compassion, communication 
abilities, ethics, and humanities knowledge, are neither taught nor 
assessed at most dental schools.48

The use of unreliable and highly subjective assessment methods 
is another area of grave concern. The marks given by the examiner 
are frequently determined by how they subjectively interpret the 
responses.49 Systems like 360° evaluation should be taken into 
consideration because a student who performs exceptionally well 
in a controlled examination setting may not perform the same way 
in a real-world scenario, and vice versa. Therefore, we must conduct 
assessments on the job and verify the student’s competency based 
on how they perform in actual clinical contexts; this is known as 
workplace-based evaluation.50 Therefore, we must ensure that 
graduates possess fundamental skills to exercise their clinical 
abilities competently and independently in specific settings; these 
are known as entrustable professional activities (EPA).51

Ro l e o f t h e De n ta l Co u n c i l o f In d ia  i n 
Pe r c e i v i n g Ne e d f o r (Rat i o n a l e) a n d 
Pr o p o s i n g De v e lo pm e n t o f Co m p e t e n c y-
b a s e d De n ta l Ed u c at i o n i n Al l Sp e c ia  lt i e s 
o f De n t i s t ry

The DCI has made remarkable strides by updating the 
undergraduate dental education curriculum while keeping in 
mind the need for change. The planned CBDE modification 
includes a fundamental shift in how students and teachers 
view teaching-learning principles. It is essential to use effective 
teaching and evaluation strategies that center on competency-
based education. The quality of dental education can be 
dramatically improved with a strengthened feedback mechanism.

To complete Kern’s reform-related measures, implementation 
and program evaluation are necessary.52 The outcomes of 
the evaluation process can also be used for analysis, program 
modification, and program strengthening.

Training academic staff in the teaching of the health professions 
will be a crucial component of this transition.53 In order to 
facilitate other faculty, some of these skilled professors will need 
to form a core group. DCI has already established core groups 
for each specialization to create courses in those fields. This will 
make it possible for the essentially outcome-based teaching and 
assessment methodologies to be uniform.

These actions—proposed, endorsed, and carried out by the 
DCI—will go a long way toward guaranteeing that the nation 
has competent dental graduates, well-equipped and qualified to 
manage the oral healthcare requirements of the society.
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