Clinical Inertia in Dentistry:
A Review of the Phenomenon

Abstract
Aim: Dentistry has been slow to adopt innovations in dental practice even when they are recommended by
national organizations and supported by evidence-based guidelines. The objective of this review is to describe
clinical inertia, a concept described frequently in the medical literature, and to use findings from tobacco
cessation and dental sealant studies as evidence of its existence.
Methods and Materials: A review of the literature published during the past 30 years was conducted to
determine the state of affairs of two very different areas of dental practice, tobacco cessation intervention and
application of sealants, to demonstrate the concept of clinical inertia in dental practice. Factors such as over
estimating services provided, unfounded reasons not to act, lack of adequate training, and competing demands
that account for the inertia were examined.
Discussion: Clinical inertia is a complex concept that needs more attention in dentistry. A variety of strategies
will be required to overcome it in order to provide the best care for the public.
Conclusion: Clinical inertia is a useful paradigm for explaining delays in the incorporation of new knowledge
into clinical practice. It offers a model against which the broader dental community can develop and test
strategies to reduce the delays in translating best practices into daily practices.
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Clinical Significance: The path to providing state-of-the-art care for the public is to engage in the discovery,
dissemination, and acquisition of new knowledge then transform it into evidence-based best practices to be
used in daily clinical practice.
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Introduction
Improvement in clinical care can be limited
by delays in the translation of new scientific
knowledge into clinical practice. Such delays
are not unique to specific healthcare disciplines,
countries, or healthcare delivery systems. All
healthcare disciplines, including dentistry, have
multiple examples of the slow incorporation of
new knowledge and techniques into clinical
practice. Researchers and leaders in dentistry
struggle with how to address this translation
issue. Improvements can only occur if the factors
that contribute to this delay are understood.
Phillips8 described clinical inertia as having the
following three underlying components:

Recent efforts to facilitate an understanding of
new knowledge have focused on the concept of
Evidence-based dentistry (EBD) which includes
the use of systematic reviews and clinical
guidelines to assist clinicians with the best
evidence available in support of clinical practice.1
The EBD effort is designed to provide clinicians
with timely summaries of the current best
evidence available in the literature. However, if
we limit our efforts to these solutions, only modest
improvements will result and other barriers to
translation of research into practice will not be
2
addressed.

1. Overestimation of the treatment and/or
prevention provided.
2. Use of unfounded reasons to justify not
acting. These often manifest themselves as
blaming the patient or attributing inactivity to
lack of reimbursement.
3. The lack of adequate education or training
when newer, more suitable methods are
developed.
In addition to these three primary factors, the
10,11
is proposed
impact of competing time demands
as an additional component of clinical inertia.
Appointment time is limited so any treatments or
preventive actions viewed as a lower priority may
not occur.

Clinical inertia appears frequently in the medical
literature.3-7 It is defined as recognition of a
problem but not acting to treat or prevent the
problem in the desired manner based on current
evidence.7-9 It is manifested in either the failure
to appropriately treat an existing clinical problem
or the failure to introduce preventive regimes to
reduce the risk of future disease.8 Clinical inertia
is a problem of the healthcare provider and the
healthcare system separate from patient related
issues of adherence and other barriers to care.
The cardinal feature of clinical inertia is the failure
of clinicians to recognize the presence of clinical
8
inertia in their practice patterns.

In medicine physicians are often tempted to lay
the blame for clinical inertia on their patients.8
However, there is evidence to suggest the
balance is more heavily weighted toward the
7
physician than the patient.
The concept of clinical inertia and its components
might be better explained using the tobacco
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cessation and sealants as examples. These
examples were chosen because of the availability
of data to facilitate an understanding of the
reasons for slow implementation into clinical
practice. Other examples exist but are not as well
studied.
Methods and Materials
A search of the scientific literature published
during the past 30 years was conducted to
locate articles on tobacco cessation and sealants
focusing on issues of implementation and
translation of research into practice. Articles that
surveyed knowledge, attitudes, and behaviors
of dentists were reviewed. Reports of patient
experiences and perceptions were also included.
All articles were reviewed for evidence of clinical
inertia. The search resulted in 143 smoking/
tobacco use articles and 251 sealant related
articles.

Overestimation of Tobacco Cessation
Services Provided
The evidence suggests dentists are under the
impression they are intervening more often with
tobacco users than the data indicate. Surveys of
dentists routinely find a majority of respondents
endorsing the role of dentists in helping patients
to stop smoking. For example, 82.1% of
dentists in Maryland believe quitting advice is
a dentist’s responsibility.19 In addition, a recent
survey of dentists found strong support (82%)
in favor of dental patients being encouraged
to stop smoking.20 In contrast, the results from
recent regional and national surveys suggest
interventions with tobacco-using patients are
not yet a routine part of dental practice with
current estimates of how often dentists routinely
ask patients about tobacco use ranging from
about 20% to 55%.21-24 Furthermore, only 25% of
dentists report advising patients to quit smoking
at every visit and only half of these dentists had a
strategy to help patients quit.21

Results for Tobacco Cessation
Tobacco users experience increased risk for oral
diseases. Tobacco is a risk factor for oral mucosal
lesions, oral cancer, periodontal disease, and
impaired healing after periodontal treatment.12-15
The U.S. Public Health Service (USPHS) clinical
practice guidelines for smoking cessation
recommends a series of steps clinicians can
take to help their patients quit tobacco.16,17
Despite these suggestions for treating tobacco
use, assistance and support for quitting are
inconsistently delivered to tobacco users in both
medical and dental practices.14,18

Unfounded Reasons to Justify Inaction
Unfounded or soft reasons for not providing
treatment are often ascribed to perceptions of
patient reactions. The most frequently cited
reasons in surveys of dentists involve perceptions
25-31
of patient resistance.
Lack of patient
motivation has also been reported as a source
of concern.28,30,32 Dentists’ concerns regarding
the resistance of patients to professional help is
not supported by patient surveys. In fact, many
patients are interested in quitting and expect
dental providers to discuss their tobacco use.33
Campbell et al.34 provide evidence of a wide
discrepancy between dentists and their patients’
views of cessation counseling. They found 58.5%
of patients believed tobacco should be routinely
discussed compared to 61.5% of dentists who
believed patients were not expecting tobacco
35
cessation services. Solberg et al. observed
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increased patient satisfaction with healthcare
among smokers who were advised to quit
compared to smokers who reported no such
discussion of tobacco use.
Another unfounded reason used by dentists
to support a lack of action with tobacco-using
patients is low counseling efficacy.25,36,37 Blaming
counseling efficacy may be the product of a focus
on quit rates at the expense of treating tobacco
use as a chronic condition requiring multiple quit
attempts and long-term support.25

later, NHANES III, 1988-91 reported among
children ages 5 to 17, only 18.5% had sealants
on any permanent teeth.39 The sealant objective
for Healthy People 2000 was 50% of all children
under age 14 having at least one permanent
40
tooth sealed. This goal was not achieved and
has been pushed forward to the year 2010.

Need for Adequate Training
Dentists consistently identify lack of training
as a key issue in addressing tobacco with
26,38
their patients.
However, surveys of dentists
routinely find an interest in tobacco education or
27,30,32
In a recent study involving fourthcounseling.
year dental students, Yip et al.31 reported formal
training in smoking cessation was associated
with a greater amount of counseling and more
favorable beliefs concerning the role of dentists
in promoting smoking cessation. The conviction
tobacco treatment is beyond their scope of
expertise26,28,32 relates to a lack of tobacco
cessation education.

Recent data from the National Oral Health
Surveillance System found seven of the ten
states surveyed above are approaching 50% of
third graders with at least one permanent molar
having a sealant.41 It has taken 30 years for the
United States to finally approach the goal of 50%
of its children receiving a service estimated to be
effective at preventing 80% of caries.42

The Impact of Competing Demands
Beyond a perception of patient reactions to
cessation services in the dental office, competing
demands are a frequently-reported concern with
dentists. In the context of tobacco cessation
services, competing demands may take the
form of a concern with lack of reimbursement
when there is just enough time to provide other
services. The issue of remuneration as a barrier
to providing cessation services is reported by
26,27,32
dentists in many countries.
Similarly, the
time required to provide services is often cited
by dentists.22,25,27,29,31,38 However, dentists routinely
provide preventive counseling (e.g., brushing
and flossing), for which they are not directly
reimbursed, as part of their normal practice
patterns. Dentists simply include these services
into the fee for the preventive visit.

Overestimation of Sealant Services Provided
Surveys of dentists since the introduction
of sealants as an effective method of caries
prevention have continued to find a higher
proportion of dentists reporting the use of
sealants than the percentages of patients found
with sealants.39,43-47 This suggests even when
dentists are making very limited use of sealants
they perceive themselves as making greater
use of them. This discrepancy might also be
explained if dentists were found to be targeting
sealant placement for those children at greatest
risk of developing caries. However, the opposite
has been observed. Children with the highest
sealant rates are those with the least risk.45,48-50
Unfounded Reasons to Justify Inaction
Often when dentists are asked why they haven’t
been applying sealants, they have responded
parents don’t want them used.43,51 However,
when parents of children with sealants are asked
where they learned about sealants, they are more
52
likely to indicate it was from the dentist. In fact,
it was found that parents who found out about

Results for Dental Sealants
Dental sealants were promoted as a way to
prevent pit and fissure caries by the Council
on Dental Materials of the American Dental
Association (ADA) in 1976. More than a decade
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that clinical inertia exists. Without this
acknowledgement the dental profession is not
likely to make the effort necessary to reduce
clinical inertia.
It is important for dentists to have access to
summaries of the current best knowledge.
Evidence-based dentistry is an effort to provide
a summary of the evidence through the use
of systematic reviews and clinical guidelines.
As dentists, we need to examine our beliefs
and current practice patterns when scientific
evidence tells us something different. Forums
for groups of dentists to discuss the evidence
and the implications for clinical practice might
be useful in examining current practices in
light of the evidence and generate suggestions
on how to align clinical practice with current
evidence. Discussion forms could become part of
a continuing education course or they could be
organized through local dental societies.

sealants from other sources were less likely
to have children with sealants.52 This suggests
many dentists are not discussing sealants with
parents assuming they don’t want them used
on their children. Dentists have also explained
low sealant use rates are a result of the lack of
44
insurance coverage for sealants. This may have
been the case in the early years of sealant use,
but because of the demonstrated cost-benefit of
sealants all state Medicaid programs and most
private dental insurance policies now cover
sealant services. Dentists often suggest sealants
don’t work.43,48 The literature does not support
this belief, provided sealants are monitored and
repaired as needed.53
Need for Adequate Education
Dentists who graduated before the acceptance
of dental sealants as an efficacious method for
preventing caries are less likely to report they
use sealants.43 It also has been reported the
more continuing education on sealants a dentist
receives, the more likely they were to administer
dental sealants to their patients.43 Dentists who
were misinformed and reported a fear of placing
a sealant over a potentially carious pit or fissure
and were worried about poor sealant retention
43
were also less likely to seal children’s teeth.

The introduction of Electronic Oral Health
Records (EOHR) into general practice will not
only affect the structure of the dental visit, it
can be used as a tool to reduce clinical inertia.
When properly used, EOHRs can provide the
dentist with automated clinical reminders that are
focused and appropriate to each patient’s needs.

The Impact of Competing Demands
It is difficult to determine from the sealant survey
data whether dentists provided an alternate
treatment to a sealant. However, the data suggest
dentists who employ hygienists reported they
were more likely to use sealants (80% vs. 92%
to 97%).43

When lack of knowledge is determined to be
a cause of inertia, dentists must then adjust
their continuing education priorities to deal with
the areas of inertia. Ideally, this training would
become a required part of continuing education
offerings.54 It is important for dentists to have
the most current and accurate information in
order to feel comfortable in applying dental
sealants. Dental practitioners need to re-examine
their beliefs when scientific evidence suggests

Discussion
The data support the conclusion that clinical
inertia exists within the practice of dentistry.
The most important first step is to acknowledge
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something different. Dental schools play an
important role in the education of practicing
dentists. They also conduct much of the
research. Therefore, dental schools need to
take a more active role in the educational efforts
required to accelerate the translation of research
findings into clinical practice.10
Medicaid, dental insurance, and public program
reimbursement needs to be synchronized
with desirable practice patterns. Incentive
systems that encourage best practices need
to be developed. Such systems will facilitate
and reinforce the forces of change.55 When
dentists are adequately reimbursed for using
best practices, they are more likely to adopt
them. The development of simple quality
measurements could be used to provide the
dentist with a concrete way to measure elements
of their practice and compare them to the
broader dental community.

Clinical inertia is a complex phenomenon with
several underlying causal factors. It will not be
reduced by a single strategy, but it will require
the coordinated impact of multiple approaches.
Dentistry would benefit by considering the
concept of clinical inertia in the efforts to improve
clinical care.

Conclusion
The examples of tobacco cessation and sealants
provide data suggesting the existence of clinical
inertia in dental practice. Clinical inertia offers
a model against which the broader dental
community can develop and test strategies to
reduce the delays in translating best practices
into daily clinical care.

Clinical Significance
The path to providing state-of-the-art care
for the public is to engage in the discovery,
dissemination, and acquisition of new knowledge.
The path is not complete until the barriers to
transforming this knowledge into daily clinical
practice are identified and removed.
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