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Social justice, activism and dentistry in the era of #BLM
Patricia Neville
Bristol Dental School, University of Bristol, UK

The #Black Lives Matter (BLM) movement thrust the dental profession into a period of critical reflection. Whilst there is enthusiasm for 
critical reflection and change now, we know from other social movements, like feminism, that this initial phase or ‘wave’ of activity will 
subside, hopefully to be replaced by a next ‘wave’. How will we nurture this moment of activism and ensure that this initial energetic phase 
of activism and mobilisation transforms into more sustained and sustainable change? This article offers a sociological-ethical framework to 
ascertain if dentistry is the progressive and responsive profession it claims to be in the immediate aftermath of the #BLM movement. The 
dual theory of justice developed by Nancy Fraser (2001, 2004, 2005) and its distinction of the role played by redistribution and recogni-
tion in the pursuit of justice will be used to illuminate the challenges that dentistry and oral health face in this regard. It then plots the 
current efforts of the dental profession against the known trajectory of social movements to adjudicate what has been achieved and what 
work is yet to be done to ensure inclusion and race-based justice.
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The tragic killing of George Floyd on May 25th 2020, 
triggered a process of social change that continues to 
reverberate across all aspects of public and private life, 
catalysing personal and institutional reflection on the 
role and place of race and racism in society. The gram-
mar of this discourse has been scripted by the #Black 
Lives Matter movement, an American black feminist, 
community activist group founded in 2013 in response 
to the acquittal of the police officer who shot and killed 
Trayvon Martin, a 14-year-old boy. It pronounces that the 
problem of racial inequality registers as a social justice 
and human rights issue (#Black Lives Matter, 2017). The 
ensuing awareness raising agenda has started to infiltrate 
the very institutions the #BLM movement critiques for 
producing and reproducing race-based inequalities. This 
includes paving the way for a much-needed conversation 
about race and race-based discrimination in healthcare. 
The recent publication of a special issue on Racism in 
Dentistry placed Community Dental Health at the van-
guard of such discussions. This Special Issue and its five 
articles represent the journal’s ongoing commitment to 
raising awareness of oral health inequalities and endorses 
the position that racism and ethnic related inequalities 
are appropriate and necessary subjects for the dental 
profession. These articles demonstrate that in a so-called 
“post-racial society” (e.g. Bhopal, 2018) the dental pro-
fession is racialised and that the provision of and access 
to oral health care is unequally distributed according to 
ethnicity. The collection is also a timely reminder that 
dental researchers can produce knowledge to challenge 
mindsets, inform and progress social change within and 
beyond the dental profession (Downs and Manion, 2004; 
Flood et al., 2013).

Politically aware and socially responsive research by 
dental academics on racism in oral health and the dental 
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profession is welcome and warranted. Race-based in-
equalities are heavily inscribed onto the dental profession, 
from the ‘leaky pipeline’ that confronts ethnic minorities 
as they progress through the dental profession in the UK 
and US, and the ‘whiteness’ of dental academia, (e.g. 
Neville, 2018; Mertz et al., 2017a; 2017b; 2017c; Lala 
et al., 2021) to the widely evidenced ethnic-related oral 
health inequalities and barriers to access (e.g. Krichauff 
et al., 2020; Sabbah et al., 2019; Nalliah et al., 2019), a 
trend that has accelerated during COVID-19 (e.g. Public 
Health England, 2020; Raharja et al., 2020; Sze et al., 
2020). It would appear that dentistry and oral healthcare is 
ripe for the social justice and equality analyses called for 
by the #BLM movement. However, the question remains: 
as a self-regulated profession, is the dental profession 
doing enough to demonstrate to society that it can hold 
itself to account in relation to the issues raised by the 
#BLM movement (Holden, 2017, p.8)? Will dentistry 
use the #BLM social movement as an opportunity for a 
root –cause analysis of its institutionalised practices that 
facilitate and perpetuate racial injustices in the profes-
sion and the populations it serves, or will dentistry pay 
lip-service to this social movement? What tools can we 
use to assess the quality of the profession’s engagement 
with the task at hand and critically evaluate or assess 
the progress it has made in this regard?

This article offers a sociological-ethical framework to 
ascertain if dentistry is the progressive and responsive 
profession it claims to be in the immediate aftermath of the 
#BLM movement. The dual theory of justice developed 
by Nancy Fraser (2001, 2004, 2005) and its distinction 
of the role played by redistribution and recognition in 
the pursuit of justice will be used to illuminate the chal-
lenges that dentistry and oral health face in this regard. I 
will then plot the current efforts of the dental profession 
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against the known trajectory of social movements to 
adjudicate what has been achieved and what work is yet 
to be done to ensure inclusion and race-based justice. 

 The justice deficit

Justice is an integral pillar of the provision of health-
care. According to the WHO ‘social justice begins by 
recognising that health is a fundamental human right 
and that gross inequalities in healthcare are politically, 
socially and economically unacceptable’(International 
Conference on Primary Care, WHO, UNICEF, 1978). 
David Nash, the noted dental ethicist, has written ‘If oral 
health is a basic human need, as it is, then it is a basic 
human good. Therefore, all members of society should 
have equal opportunity to gain the benefits of this human 
good’ (2015, p.8). According to the social contract theory 
of healthcare professions, dentistry has both a vocational 
and action-orientated focus, premised on the principles of 
mutual respect, trust, reciprocity, fairness and ‘doing the 
right thing’ by patients/the public and the members of 
its profession (Cruess and Cruess, 2008; Holden, 2017; 
Welie, 2012). While there is consensus that the principle 
of justice should infuse all aspects of the profession and 
delivery of care, there is less agreement on how to mani-
fest or operationalise it. For philosopher Nancy Fraser 
justice is defined by the absence/presence of ‘parity of 
participation’ (Fraser  2005, p.73). To demonstrate this 
need for parity of participation, two conditions need to 
be secured: recognition and redistribution. Recognition 
hinges on the need for everyone to become ‘full partners in 
social interaction’ (Fraser et al., 2004, p.377) in peer/col-
league, dentist-patient, dental team and other hierarchical 
workplace interactions. However, she also acknowledges 
that ‘institutionalised hierarchies of cultural value (that) 
prevent some members of society from participating as 
peers in social interaction’ (Fraser et al., 2004, p.377). 
For ethnic minority patients and professionals this can 
include, but is not limited to: everyday racism (Essed, 
1991), ethnic/gender/social class stereotyping, the exer-
cise of white privilege (e.g. McIntosh, 1984/1989), and 
the rhetoric of ‘benevolence’ when treating traditionally 
excluded ethnic minorities, e.g. First Nation or Indigenous 
groups (Bond et al., 2021).

Redistribution refers to the process through which 
‘people can be impeded from full participation by eco-
nomic structures that deny them the resources they need 
to interact with others as peers’ (Fraser, 2005, p.73). The 
issue of redistribution has posed a longstanding moral 
and ethical quandary for the dental profession. Multiple 
and mutually reinforcing processes of economic and 
cultural exclusion ensure that access to dentistry has 
been historically limited to socially advantaged groups 
(White, middle class, western). Worldwide access to a 
dentist is skewed in favour of industrialised, Western 
economies. Even though 3.5 billion people suffer with 
oral diseases (Global Burden of Disease 2017 Disease 
and Injury Incidence and Prevalence Collaborators, 2018), 
69% of the world’s dentists live in developed countries 
and treat 27% of the population (Gallagher and Hutchin-
son, 2018). In 2020, 67% of World Health Organisations 
(WHO’s) member states, including 40 members states 
from Africa and 25 from the WHO Americas region 

recorded less than 5 dentists per 10,000 population 
(World Health Organisation, 2021). These chronic global 
issues regarding access to dental services (Noushi et al., 
2020; Watt et al., 2019a) are exacerbated by local and 
national inequalities, especially for groups that have been 
traditionally excluded and marginalised in society, such 
as indigenous and First nations populations (Nath et al., 
2021) and those with intellectual disabilities and other 
vulnerabilities (e.g. Watt et al., 2019b). Furthermore, 
dentistry’s association with commercialism (Welie, 2004; 
Nash, 2015; Ozar et al., 2018; Holden, 2017) imposes 
a fundamental wedge between dentistry’s claim to offer 
care for all. The predominance of cosmetic dentistry, as 
an elective treatment with the primary aim of aesthetic 
improvements (Holden, 2018), also calls into question 
whether this popular specialism of dentistry satisfies 
the ‘care, cure, education, prevention or help’ ethical 
parameters of healthcare (Pellegrino, 1999, p.247). These 
examples of redistributive injustices weaken dentistry’s 
normative claim to be considered a just and inclusive 
healthcare (Holden and Quiñonez, 2021).

 #BLM in dentistry

The next question is, how does the profession redress 
these injustices and moral failures? It is common at 
the beginning of a social movement to be inundated by 
a litany of recognition and redistribution-based issues 
(Fraser et al., 2004, p.375). The challenge begins when 
the movement enters a ‘less expansive phase’ (Fraser et 
al., 2004, p.375), and some issues continue to gather sup-
port and interest, while others fall by the wayside. How 
can we ensure that dentistry does not fall into the same 
trap? One way to do this is to map the current efforts of 
dentistry using a social movement model. Understand-
ing the life cycle of social movements may be helpful 
in lending clarity to a ‘#BLM in dentistry’ movement 
and steer the profession along a transformative agenda. 

Social movements typically move through four stages 
of growth; emergence, coalescence, formalisation and 
institutionalisation (Blumer, 1951). The emergence stage 
refers to the period when people first become aware of 
an issue, or when a sense of grievance or discontent is 
first articulated (Tyler and Smith, 1998). This period is 
often hallmarked by a flurry of activity or ‘social fer-
ment’ (Blumer, 1951). This is followed by the coalescence 
stage when people come together and begin to organise 
themselves to raise further awareness and politicise the 
issue. In the formalisation stage, the seeds of activism 
become more established resulting in the creation of a 
clear platform for action and acknowledged practices for 
change. The final stage, institutionalisation, occurs when 
the calls for change are accepted as part and parcel of 
how the institution works (Blumer, 1951).

When we map this social movements blueprint onto 
the current debate about racism in dentistry, we can say 
that the emergence stage is firmly established, with dentists 
from ethnic minority backgrounds going online to lend 
their voices in support of #BLM movement and sharing 
their experiences of discrimination (e.g. Bissett, 2020). 
This ‘online activism’ has been matched by the establish-
ment of several networks, such as the Melanin Medics 
(https://www.melaninmedics.com/), Black Budding Dentists 
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(https://www.instagram.com/buddingblackdentists/) and the 
African Caribbean Dental Association (https://acda-uk.org/), 
in addition to other newly formed associations for dental 
students from ethnic minority backgrounds. These grassroot 
developments offer the opportunity for the establishment 
of ethnically aligned affinity groups within dentistry. As 
informal or formal groups they provide support, mentoring 
and networking opportunities for its members. Their very 
existence also helps initiate dialogues about discrimination 
and prejudice experienced by dentists within the profession. 
Such #BLM activism has also contributed to change at an 
institutional level; various dental professional associations 
have issued statements of support, recognising the values of 
the #BLM movement (respect and social justice) (#Black 
Lives Matter, 2017) and committing to a process of organi-
sational change (e.g. Lawda, 2020; Moyes, 2020; Faculty 
of Dental General Practice, 2021, Canadian Association 
of Public Health Dentistry, 2020). The #BLM movement 
has also spurred the establishment of anti-racism steering 
committees and the commissioning of reports. The recent 
publication in the Diversity in Dentistry Action Group 
(UK) report (2021) and the White paper by the American 
Association of Public Health Dentistry (2020) is further 
evidence of a commitment to profession-wide, institutional 
level response to the issue of institutional racism with clear 
targets and strategy for change. 

Dovetailing the #BLM movement is the ‘decolonising 
the curriculum’ initiative. Started in 2015 in response to 
student calls to remove a statue of Cecil Rhodes from 
the University of Cape Town, this African movement 
has transformed into an educational movement popular 
among US and UK universities critiquing existing bodies 
of knowledge for its colonial and Eurocentric assump-
tions and biases and the underrepresentation of Black 
and other ethnic minority scholars in the canon and 
academy more generally (Gill, 2018). For dentistry this 
has resulted in the recognition that dental knowledge is 
premised on colonial, Western epistemologies (Bastos et 
al., 2018; 2020) with white patients (in the use of clini-
cal images, diagnostic skills, case studies in textbooks) 
assuming the default setting for clinical teaching (Ali 
et al., 2020). There is now a rise in calls to decolonise 
the dental curriculum (e.g. Ali et al., 2020; Kayido and 
Mellish, 2021) and make dental education more socially 
aware and politically oriented (e.g. Palmer, 2007). 

This range of responses can be interpreted as signs that 
the #BLM in dentistry movement in the UK, Canada and 
US is edging closer to the coalescence stage. However, 
social movement theory reminds us that for momentum to 
be maintained there needs to be continued support for the 
cause from the wider collective, not just from among the 
activist contingent. Three key ingredients are needed for 
the continued success of any social movement- legitimacy, 
strategy and resources (Walker and McCarthy, 2010). 
Legitimacy can be defined as “a generalised perception 
or assumption that the actions of an entity are desirable, 
proper, or appropriate within some socially constructed 
system of norms, values, beliefs, and definitions” (Such-
man, 1995, p.574). How can we secure legitimacy for 
#BLM movement in dentistry? Fraser et al. (2004) and 
Fraser (2005) reminds us that not all responses to in-
justice are equal. Some are affirmative or ameliorative 
in effect, and others are transformative. While there is 

room for both responses (e.g. Having Western dentists 
volunteer with a dental charity in Africa (an affirmative 
response to the maldistribution of dentists globally) and 
ringfencing national investment to target the training of 
local/African dentists (a transformative response to the 
global maldistribution of dentists)), each action reveals 
a different level of understanding about and commitment 
to the process of change. If individuals and organisations 
only support affirmative actions, then the potential for 
lasting structural change will be impeded and the sense 
of legitimacy achieved will be based on a less politicised 
engagement with the movement. 

Another response playing out around the misrecogni-
tion of the role played by ethnic minorities within the 
profession, evidenced by the everyday (Essed, 1991) and 
institutional racism (e.g. NHS, 2021) they experience in 
healthcare settings, is the move to create ‘white allies’. 
“An ally is someone from a nonmarginalised group 
who uses their privilege to advocate for a marginalised 
group. They transfer the benefits of their privilege to 
those who lack it” (Phillips, 2020). However, becoming 
an ally is not easy. The focus of allyship is three-fold; 
1) to challenge mindsets that are closed to the existence 
of everyday, structural and institutional racism and its 
social, psychological, economic and cultural impacts; 
2) to encourage ‘white’ people to take responsibility for 
the explicit and implicit way(s) they discriminate against 
non-white groups and 3) to empower everyone to show 
solidarity with those who are racially discriminated 
against, calling out racist treatment and role-modelling 
anti-racist practice (The Anti-oppression network, 2011). 
While initiatives like implicit bias tests, unconscious 
bias training and bystander training are designed to 
facilitate the reallocation of privilege, some commenta-
tors lament that such a strategy is often reduced to an 
exercise in critical self- reflection, rather than collective 
action (Smith, 2013). If allyship has the potential to 
individualise and moralise (Pedersen-Smith and Bean, 
2013) rather than politicise race-based activism, other 
structural efforts regarding the working conditions of 
ethnic minority healthcare workers, such as equal pay, 
effective and robust complaints investigations, ethnicity 
quotas for recruitments and representation at executive 
boards and positions of leadership need to be considered, 
in addition to, and not instead of allyship (NHS, 2021).

This critical analysis of dentistry through a justice lens 
presents a sobering moment of reflection for the profession. 
While such an exposition is being undertaken to facilitate 
a new phase of development for the profession and oral 
health care, there is also the risk that it will lead to feel-
ings of despondency or resignation. Worse still it could 
serve to reinforce long standing biases and exclusionary 
practices, resulting in ethnic minorities and others who are 
engaged in calling out racialised injustices to be branded 
as ‘troublesome’ (Ahmed 2021). How can we mitigate this 
type of defensive posturing? According to social move-
ment theory, people will only connect to a movement if 
its ideas are framed in a way that everyone can relate 
to (Van Stekelenburg and Klandermans, 2009). Stressing 
commonalities helps build solidarity with the movement 
and its goal. One way that this can be achieved is if we 
re-articulate the ethical/normative values that are shared 
by the #BLM movement and dentistry as a commitment 
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to addressing the moral and social determinants of oral 
health (Berwick 2020; Tellez et al., 2014; Watt, 2007). 
Framing the purpose of ‘#BLM in dentistry’ as such will 
also achieve ‘consensus mobilisation’ (Van Stekelenburg 
and Klandermans, 2009). Giving people this shared vision 
of the movement will allow all members of the profession 
to build a meaningful connection with #BLM goals and 
ideals, recognising that dentistry and oral health should be 
available to all. Such a strategy serves not only to ‘redis-
cover’ the activist roots of dentistry but also validates and 
lends legitimacy to the argument that the endeavours of 
‘#BLM in dentistry’ is a rightful concern of the profession.

 Conclusions

In this commentary we posed the question “How has 
dentistry engaged with the #BLM movement?” Like 
many other institutions, dentistry responded to its call 
for race-based justice with an initial ‘fervent’ phase of 
activity. However, when analysed through a social justice 
lens, we find that much of this activity was affirmative 
in focus (e.g. institutional statements of support, allyship, 
unconscious bias training) rather than transformative (e.g. 
targeted recruitment drives and selection quotas for under-
represented ethnic minorities). Granted, efforts to address 
the structural/redistributive injustices of dentistry and oral 
health care will take substantial commitment of resources, 
including time and involve a strategic end-to-end action 
plan, incorporating grassroots, national and international 
collaborations. However, because of the justice deficit 
that defines dentistry and oral healthcare, concern was 
raised about the profession’s legitimacy to pursue such a 
change agenda. Dentistry needs to reaffirm its moral and 
ethical purpose; failure to do so will continue to place 
the profession in a weakened principled position when 
and if it continues to pursue an anti-racist agenda of 
dismantling ethnicity related barriers to oral health and 
the profession and decolonising the dental curriculum. 

 References

African & Caribbean Dental Association UK. Homepage. https://
acda-uk.org/ Accessed 4 June 2021. 

Ahmed, S. (2021): Complaint! Durham/London: Duke Uni-
versity Press.

Ali, K., McColl, E., Tredwin, C., Hanks, S., Coelho, C. and 
Witton, R. (2021): Addressing racial inequalities in dental 
education: decolonising the dental curricula. British Dental 
Journal 230, 165-169.

American Association of Public Health Dentistry. (July 2020): Anti-
racism in dental public health. A call to action. White paper. 
https://www.aaphd.org/assets/Webinars/White%20paper%20
FINAL%20July%202021.pdf Accessed 25 October 2021.

Anonymous. (July 2020) Canadian association of public health den-
tistry- antiracism statement. https://www.caphd.ca/sites/default/
files/antiracismstatementENG.pdf Accessed 28 October 2021.

Bastos, J.L., Celeste, R.K. and Paradies, Y.C. (2018) Racial 
Inequalities in Oral Health. Journal of Dental Research 
97, 878-886.

Bastos, J.L., Constante, H.M., Celeste, R.K., Haag, D.G. and 
Jamieson, L.M.(2020) Advancing racial equity in oral health 
(research): more of the same is not enough. European 
Journal of Oral Sciences 128, 459–466.

Berwick, D.M. (2020): The moral determinants of health. 
Journal of American Medical Association 324, 225-226.

Bissett, G. (16 June 2020): Black Lives Matter- experiences from 
the dental profession. https://dentistry.co.uk/2020/06/16/
black-lives-matter-experiences/ Accessed 4 February 2021

Bhopal, K. (2018): White Privilege: the myth of a post-racial 
society. Bristol: Policy Press.

#Black Lives Matter (2017): Celebrating Four Years of Or-
ganizing to Protect Black Lives. https://drive.google.com/
file/d/0B0pJEXffvS0uOHdJREJnZ2JJYTA/view Accessed 
18 March 2021.

Blumer, H. (1951): Collective Behavior. In: Principles of Sociol-
ogy, ed. Lee, A.M. pp.167-222. New York: Barnes and Noble.

Bond, C., Singh, D. and Tyson, S. (2021): Black bodies and 
Bioethics: Debunking Mythologies of Benevolence and Be-
neficence in Contemporary Indigenous Health Research in 
Colonial Australia. Journal of Bioethical Inquiry 18, 83-92.

Budding Black Dentists. Instagram homepage. https://www.
instagram.com/accounts/ login/?next=/buddingblackdentists/ 
Accessed 4 June 2021.

Cruess, R. and Cruess, S. (2008): Expectations and obligations: 
professionalism and medicine’s social contract with society. 
Perspectives in Medicine and Biology 51, 579-598. 

Diversity in Dentistry Action Group. (May 2021): Equality, 
diversity and inclusion within dentistry- a profession-wide 
commitment. https://www.fgdp.org.uk/sites/fgdp.org.uk/
files/editors/20210412%20DDAG%20report%20Final.pdf 
Accessed 4 June 2021.

Downs, J. and Manion, J. eds. (2004): Taking Back The Academy! 
History of Activism, History as Activism. New York: Routledge. 

Essed, P. (1991): Understanding everyday racism. An interdis-
ciplinary theory. London: Sage.

Faculty of General Dental Practice (UK). (2021): Equality, 
Diversity and Inclusion, https://www.fgdp.org.uk/equality-
diversity-and-inclusion Accessed 4 June 2021.

Flood, M., Martin, B. and Drecker, T. (2013): Combining aca-
demia and activism. Common strategies and useful tools. 
Australian Universities’ Review 55, 17-26.

Fraser, N. (2001): Recognition without ethics? Theory, Culture 
& Society. 18, 21-42.

Fraser, N., Dahl, M.A., Stolz, P. and Willig, R. (2004): Recognition, 
Redistribution and Representation in Capitalist Global Society. 
An interview with Nancy Fraser. Interviewed by Dahl, M.A., 
Stoltz, P. and Willig, R. Acta Sociologica 47(4), 374-382.

Fraser, N. (2005): Reframing Justice in a Globalizing world. 
New Left Review https://newleftreview.org/issues/ii36/arti-
cles/nancy-fraser-reframing-justice-in-a-globalizing-world 
Accessed 25 October 2021.

Gallagher, J. and Hutchinson, L. (2018): Analysis for human 
resources for oral health globally: inequitable distribution. 
International Dental Journal 68, 183-189.

Gill, R. (2018): Decolonizing Literature and Science. Configu-
rations 26, 282-288.

Global Burden of Disease 2017 Disease and Injury Incidence 
and Prevalence Collaborators. (2018): Global, regional, and 
national incidence, prevalence, and years lived with dis-
ability for 354 diseases and injuries for 195 countries and 
territories, 1990–2017: a systematic analysis for the Global 
Burden of Disease Study 2017. Lancet 392, 1789–8583

Holden, A.C.L. (2017): Dentistry’s Social Contract and the loss 
of professionalism. Australian Dental Journal 62, 79-83.

Holden, A.C.L. (2018): Cosmetic Dentistry: A Socioethical 
evaluation. Bioethics 32, 602-610.

Holden, A.C.L. and Quiñonez, C. (2021): Is there a social 
justice to dentistry’s social contract? Bioethics 35, 646-651.

International Conference on Primary Health Care (1978: Alma 
Ata, USSR)‎, World Health Organization & United Nations 
Children’s Fund (‎UNICEF)‎. (‎1978)‎: Primary health care: a 
joint report / by the Director-General of the World Health 
Organization and the Executive Director of the United Nations 
Children’s Fund. World Health Organization. https://apps.who.
int/iris/handle/10665/39225 Date accessed 28 October 2021.

https://www.aaphd.org/assets/Webinars/White%20paper%20FINAL%20July%202021.pdf
https://www.aaphd.org/assets/Webinars/White%20paper%20FINAL%20July%202021.pdf
https://www.caphd.ca/sites/default/files/antiracismstatementENG.pdf
https://www.caphd.ca/sites/default/files/antiracismstatementENG.pdf
https://dentistry.co.uk/2020/06/16/black-lives-matter-experiences/
https://dentistry.co.uk/2020/06/16/black-lives-matter-experiences/
https://drive.google.com/file/d/0B0pJEXffvS0uOHdJREJnZ2JJYTA/view
https://drive.google.com/file/d/0B0pJEXffvS0uOHdJREJnZ2JJYTA/view
https://www.instagram.com/accounts/
https://www.instagram.com/accounts/
https://www.fgdp.org.uk/sites/fgdp.org.uk/files/editors/20210412%20DDAG%20report%20Final.pdf
https://www.fgdp.org.uk/sites/fgdp.org.uk/files/editors/20210412%20DDAG%20report%20Final.pdf
https://www.fgdp.org.uk/equality-diversity-and-inclusion
https://www.fgdp.org.uk/equality-diversity-and-inclusion
https://newleftreview.org/issues/ii36/articles/nancy-fraser-reframing-justice-in-a-globalizing-world
https://newleftreview.org/issues/ii36/articles/nancy-fraser-reframing-justice-in-a-globalizing-world
https://apps.who.int/iris/handle/10665/39225
https://apps.who.int/iris/handle/10665/39225


63

Kayido, T. and Mellish, V. (2021): Black Lives Matter: the 
impact and lessons for the UK dental profession. British 
Dental Journal 230, 134-142.

Krichauff, S., Hedges, J. and Jamieson, L. (2020): ‘There’s 
a Wall There—And That Wall Is Higher from Our Side’: 
Drawing on Qualitative Interviews to Improve Indigenous 
Australians’ Experiences of Dental Health Services. Inter-
national Journal of Environmental Research and Public 
Health 17, 6496; doi:10.3390/ijerph17186496

Ladwa, R. (13 October 2020): Tackling racism in dentistry. 
https://bda.org/news-centre/blog/tackling-racism-in-dentistry 
Accessed: 4 June 21.

Lala, R., Baker, S.R. and Muirhead, V. (2021): A Critical Analysis 
of the Underrepresentation of Racialised Minorities in the UK 
Dental Workforce. Community Dental Health 38, 142-149.

Lash, S. and Featherstone, M. (2001): Recognition and Dif-
ference. Politics, Identity, Multiculture. Theory. Culture & 
Society 18, 1-19.

Martin, R. (2009): Academic Activism. PLMA 124, 838-846.
Melanin Medics. Homepage. https:// www.melaninmedics.com/ 

Accessed 4 June 2021.
McIntosh, P. (1984/1989). White Privilege: Unpacking the In-

visible Knapsack. Peace and Freedom. https://psychology.
umbc.edu/files/2016/10/White-Privilege_McIntosh-1989.pdf 
Accessed 28 October 2021.

Mertz, E., Calvo, J., Wides, C. and Gates, P. (2017a): The 
Black dentist workforce in the United States. Journal of 
Public Health Dentistry 77, 136-147.

Mertz, E., Wides, C., Calvo, J. and Gates, P., (2017b): The 
Hispanic and Latino dentist workforce in the United States. 
Journal of Public Health Dentistry 77, 163-173.

Mertz, E., Wides, C. and Gates, P. (2017c): The American 
Indian and Alaska Native dentist workforce in the United 
States. Journal of Public Health Dentistry 77, 125-135.

Moeller, J. and Quiñonez, C.(2020): Dentisty’s social contract 
is at risk. Journal of the American Dental Association 
151, 334-339.

Moyes, W. (1 Sept 2020): Racism and discrimination – the 
challenge for the GDC and dentistry. 

 h t t p s : / /www.gdc -uk .o rg /news -b logs /b log /de t a i l /
blogs/2020/09/01/racism-and-discrimination-the-challenge-
for-the-gdc-and-dentistry Accessed 4 June 2021.

Nalliah, R.P., Virun, V., Dhaliwal, G., Kaur, H. and Kotes, A. 
(2019): Fifteen-year gap between oral health of blacks and 
whites in the USA. Journal of Investigative and Clinical 
Dentistry 10:e12415.

Nash, D.A. (2015): Can Dentistry Have Two Contracts with the 
Public? Journal of the American College of Dentists 82, 4-11.

Nath, S., Poirier, B.F., Ju, X., Kapellas, K., Haag, D.G., Ribeiro 
Santiago, P.H. and Jamieson, L.M. (2021): Dental Health 
Inequalities among Indigenous Populations: A Systematic 
Review and Meta-Analysis. Caries Research 55, 268-287.

National Health Service. (2021): Workforce Race Equality 
Standard Repot 2020. Available: https://www.england.nhs.
uk/wp-content/uploads/2021/02/Workforce-Race-Equality-
Standard-2020-report.pdf Accessed 29 October 2021.

Neville, P. (2018): Exploring the ethnic diversity of UK 
dentistry.  MedEdPublish DOI:  https://doi.org/10.15694/
mep.2018.0000055.1  

Noushi, N., Enriquez, N. and Esfandiari, S. (2020): A scoping 
review of social justice education in current undergraduate 
dental curriculum. Journal of Dental Education 84, 593-606.

Ozar, D., Sokol, D.J. and Patthoff, D. (2018): Dental Ethics 
at the Chairside: Professional Obligations and Practical 
Applications. Georgetown: Georgetown University Press.

Palmer, P.J. (2007): A New Professional: The Aims of Educa-
tion Revisited. Change: The Magazine of Higher Learning 
39, 6-13.

Pellegrino, E.D. (1999): The Commodification of Medical and 
Health Care: The Moral Consequences of a Paradigm Shift 
from a Professional to a Market Ethic. Journal of Medicine 
and Philosophy 24, 243-266.

Petersen-Smith, A. and Bean, B. (4 May 2015): Fighting Rac-
ism and The Limits of “Allyship.” https://socialistworker.
org/2015/05/14/fighting-racism-and-the-limits-of-allyship 
Accessed 18 March 2021.

Phillips, H. (17 June 2020): Performative allyship is deadly- 
here’s what to do instead. https://policyexchange.org.uk/
performative-allyship-is-deadly-heres-what-to-do-instead/ 
Accessed 18 March 2021.

Public Health England. (June 2020): Disparities in the risk and 
outcomes of COVID-19. https://assets.publishing.service.gov.
uk/government/uploads/system/uploads/attachment_data/
file/908434/Disparities_in_the_risk_and_outcomes_of_CO-
VID_August_2020_update.pdf Accessed 28 October 2021

Raharja, A., Tamara, A. and Kok, L.T. (2020): Association 
between ethnicity and severe COVID-19 disease: a sys-
tematic review and meta-analysis. Journal of Racial and 
Ethnic Health Disparities doi:10.1007/s40615-020-00921-5.

Sabbah, W., Gireesh, A., Chari, M., Delgado-Angulo, E.K. 
and Bernabé, E. (2019): Racial Discrimination and Uptake 
of Dental Services among American Adults. International 
Journal of Environmental Research and Public Health 16, 
1558, doi:10.3390/ijerph16091558

Smith, A. (14 August 2013): The Problem with “Privilege.” 
https://andrea366.wordpress.com/2013/08/14/the-problem-
with-privilege-by-andrea-smith/ Accessed 18 March 2021.

Suchman, M.C. (1995): Managing Legitimacy: Strategic and 
Institutional Approaches. Academy of Management Review 
20, 571–610.

Sze, S., Pan, D., Nevill, C.R., Gray, L.J., Martin, C.A., 
Nazareth, J., Minhas, J.S., Divall, P., Khunti, K., Abrams, 
K.R., Nellums, L.B. and Pareek, M. (2020): Ethnicity and 
clinical outcomes in COVID-19: a systematic review and 
meta-analysis. EClinicalMedicine 29, 100630.

Tellez, M., Zini, A. and Estupiñan-Day, S. (2014): Social de-
terminants and oral health: An update. Current Oral Health 
Reports 1, 148–152.

The Anti-oppression Network. (2011): Allyship. https://thean-
tioppressionnetwork.com/allyship/ Accessed 18 March 2021

Tyler, T.R. and Smith, H.J. (1998): Social justice and social 
movements. In: Handbook of Social Psychology, 4th edn; 
eds. Gilbert, D.T and Fiske, S.T. pp.595-633. Oxford: 
McGraw-Hill.

Van Stekelenburg, J. and Klandermans, B. (2009): Social move-
ment theory: Past, present and prospects. In: Movers and 
Shakers Social Movements in Africa, eds. Ellis, S. and Van 
Kessel, I. pp.17-43. Boston: Brill Leiden.

Walker, E.T. and McCarthy, J.D. (2010): Legitimacy, Strategy 
and Resources in the Survival of Community-Based Orga-
nizations. Social Problems 57, 315-340. 

Watt, R.G. (2007): From victim blaming to upstream action: 
Tackling the social determinants of oral health inequalities. 
Community Dentistry and Oral Epidemiology 35, 1–11.

Watt, R., Daly, B., Allison, P., Macpherson, L.M.D., Venturelli, 
R., Listl, S., Weyant, R.J., Mathur, M.R., Guarnizo-Herreño, 
C.C., Keller Celeste, R., Peres, M.A., Kearns, C. and Ben-
zian, H. (2019a) Ending the neglect of global oral health: 
time for radical action. The Lancet 394, 261-272.

Watt, R.G., Venturelli, R. and Daly, B. (2019b): Understanding 
and tackling oral health inequalities in vulnerable adult 
populations: from the margins to the mainstream. British 
Dental Journal 227, 49-54.

World Health Organization. (2021): Health Workforce: Dental per-
sonnel Dentists per 10,000 population. https://www.who.int/
data/gho/data/themes/topics/indicator-groups/indicator-group-
details/GHO/dentistry-personnel Accessed 26 October 2021

Welie, J.V. (2004): Is dentistry a profession? Part 1. Profession-
alism defined. Journal of the Canadian Dental Association 
70, 529-532. 

Welie, J.C. (2012): Social contract theory as a foundation of 
the social responsibilities of health professionals. Medicine, 
Health care and Philosophy 15, 347-355.

https://bda.org/news-centre/blog/tackling-racism-in-dentistry
http://www.melaninmedics.com/
https://psychology.umbc.edu/files/2016/10/White-Privilege_McIntosh-1989.pdf
https://psychology.umbc.edu/files/2016/10/White-Privilege_McIntosh-1989.pdf
https://www.gdc-uk.org/news-blogs/blog/detail/blogs/2020/09/01/racism-and-discrimination-the-challenge-for-the-gdc-and-dentistry
https://www.gdc-uk.org/news-blogs/blog/detail/blogs/2020/09/01/racism-and-discrimination-the-challenge-for-the-gdc-and-dentistry
https://www.gdc-uk.org/news-blogs/blog/detail/blogs/2020/09/01/racism-and-discrimination-the-challenge-for-the-gdc-and-dentistry
https://www.england.nhs.uk/wp-content/uploads/2021/02/Workforce-Race-Equality-Standard-2020-report.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/02/Workforce-Race-Equality-Standard-2020-report.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/02/Workforce-Race-Equality-Standard-2020-report.pdf
https://doi.org/10.15694/mep.2018.0000055.1
https://doi.org/10.15694/mep.2018.0000055.1
https://socialistworker.org/2015/05/14/fighting-racism-and-the-limits-of-allyship
https://socialistworker.org/2015/05/14/fighting-racism-and-the-limits-of-allyship
https://policyexchange.org.uk/performative-allyship-is-deadly-heres-what-to-do-instead/
https://policyexchange.org.uk/performative-allyship-is-deadly-heres-what-to-do-instead/
https://andrea366.wordpress.com/2013/08/14/the-problem-with-privilege-by-andrea-smith/
https://andrea366.wordpress.com/2013/08/14/the-problem-with-privilege-by-andrea-smith/
https://theantioppressionnetwork.com/allyship/
https://theantioppressionnetwork.com/allyship/
https://www.who.int/data/gho/data/themes/topics/indicator-groups/indicator-group-details/GHO/dentistry-personnel
https://www.who.int/data/gho/data/themes/topics/indicator-groups/indicator-group-details/GHO/dentistry-personnel
https://www.who.int/data/gho/data/themes/topics/indicator-groups/indicator-group-details/GHO/dentistry-personnel

