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Some Socio-Economic Problems

Related to Dental Practice

WILLIAM B. RYDER, JR., D.D.S., L.D.S. (Eng.)*

CHANGING TRENDS in methods of providing medical care for large
segments of the population stress the need for study and evaluation
of current dental practice. The Board of Regents and the Commit-
tee on Socio-Economics of the College have been active in this field
for some time. This report presents material bearing on this subject.

Within the past century European medical and dental practice
has undergone a profound change. Political ambition has provided
"Cradle to Grave" care in most countries and this politically oriented
program has largely destroyed certain basic obligations of. the pro-
fessions. It should be apparent that a similar situation is developing
with increasing impetus in the United States.

It is not intended at this time to discuss broad sociologic problems
such as the ethics of social responsibility, obligations to the aged or
indigent, responsibility for care of veterans or dependents of military
personnel nor the merits of the utilization of welfare funds. These
are problems of the entire nation and will be resolved largely by
political action on a philosophic basis without essential reference to
dental beliefs. This report is intended to consider primarily the
basic concept of the relation of the patient to the professional man
and how this relationship is affected when the cost of care is provided
through some source other than the individual's personal resources.

PRINCIPLES OF PAYMENT METHODS

Remuneration for services of all types is paid in only three ways;
(1) a salary for time employed; (2) a capitation fee or retainer to
provide service whenever needed; (3) a fee for each service per-
formed. All of these methods have been in use in medical and dental

* Chairman of the Committee on Socio-Economics of the American College of
Dentists. Other members of the committee are: Richard C. Leonard, Baltimore, Md.;
Obed H. Moen, Watertown, Wis.; J. Claude Earnest, Monroe, La., and Henry D.
Cossitt, Toledo, Ohio.
Dr. Ryder was Chairman of the Dental Service Committee of the California

State Dental Association that developed the basic plan for dental care under the
Welfare Fund of the ILWU-PMA.
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practice. A discussion of their effect upon the relationship between
the patient and the professional man should be of interest particu-
larly when considered against the broadest aspect of professional
practice. It is essential in considering any program which provides
dental care that the method of payment be clearly understood. The
profession's obligation is paramount in this matter.
In recent years many programs for group purchase of dental care

have been developed, frequently with little or no adequate profes-
sional guidance. A common error in non-professional consideration
of medical and dental practice is the assumption that it is largely
routine or mechanical and that it can be related to experience in
industry. Instances of this attitude have been given wide recognition
and the professions unfortunately have not strongly objected. Usu-
ally the patients are unable to object effectively and because of
a lack of professional leadership a purely mechanical program
develops.
Such programs, attempting mass production seem to be in opposi-

tion to the generally accepted concept of professional responsibility.
The doctor should not be merely a dispenser of aspirin or a placer
of amalgam; he should be some one interested in and responsible
for the whole care of the patient within his capacity and training.
He should not be a technician, only concerned with the immediate
visit; he should be one who is using his professional knowledge and
skill to solve the immediate problem in relation to the future well
being of the patient.
On this basis the three methods of payment for dental service will

be discussed.
SALARIED PROFESSIONAL EMPLOYEES

A professional man working for a salary is of course obligated to
provide whatever service his contract stipulates. Probably the largest

group of salaried dentists is those in the armed forces. A special

problem exists in this situation and in most instances the service

required is related to maintaining dental fitness for military pur-

poses.
A dentist in the service has the responsibility to provide maximum

care under existing circumstances. In some cases he may best serve

his military function by working in a large clinic, in others he may

be doing emergency service in a combat zone. He is working as a

salaried employee using his professional training and skill under
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orders to fit the situation. This is a necessity for efficient operation
of a military service or in any emergency circumstance.

Dentists who are on salary with other government agencies or
teaching also carry on their professional activities on the basis of
their contract.
Some dentists work on a salary for other dentists or for corpora-

tions. Here again the contract will determine the method of practice
and the relationship of the dentist to the patient. In most instances
his obligation will be to render the immediate service required with-
out concern for extended future responsibility. If he is in active prac-
tice he probably has little opportunity to consider problems of patient
relationship and as such problems do not usually affect his situation,
has little concern for them.

Dentists who are on a salary usually provide care for a "captive "
group of patients. They are frequently concerned with completing
necessary work as rapidly as possible without much regard for preven-
tion and general future welfare of the patient. Much excellent dentist-
ry is done in this way and many patients are completely satisfied with
this type of service. Many dentists also desire this type of practice—a
fixed income with no great responsibility or concern for the patient
has an appeal to some men. However, it is probable that the majority
of patients resent such methods of practice and most dentists seem to
prefer a closer relationship with their patients and more responsi-
bility.
Most dentists who practice in this manner are members of closed

panel groups, where the employing individual assumes the respon-
sibility for securing patients. This method of providing dental care
has an appeal to certain labor groups and an increasing number
of programs are being developed to provide dental care using den-
tists on a salary basis either full or part time. In these situations it
is quite apparent that the problems mentioned above will exist.
Use of welfare funds to provide a captive practice and hiring the
dentists on salary seems a material change from the general concept
of professional care. Lack of individual responsibility seems a per-
version of the basic principle of professional training. Such pro-
grams cannot provide an adequate concept of dental care nor pro-
vide proper service for the general public.

It is probable, however, that in certain instances care which might
not be available or which is not sought can be rendered by such
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groups in a satisfactory manner. The essential consideration is the
ethical and professional outlook of the responsible dentist. An in-
stance where satisfactory service has been done is the closed panel
described in the report of the ILWU-PMA program in the San
Francisco Bay area.

CAPITATION

The second method of payment, capitation or a retaining fee, was
widely used in England before the present National Health Program
was instituted. Under this method the professional man receives a
per capita payment for each person under his care. Avarice or neces-
sity frequently led the .professional man to accept large numbers of
patients, well beyond his capacity to treat adequately. As a result
inadequate care was the general rule under such a program. Den-
tistry, because of its multitude of problems and need for regular at-
tention, was not considered suitable for this method of payment in
England. Under all of their programs dental care was paid on a fee
for service basis.
In this country capitation has never been applied to complete

dental care but many programs have been devised using this method
on a limited basis. Examples are services which provide examina-
tions, x-ray surveys and dental prophylaxis for a fixed annual fee. On
a limited basis it may have some value in seeming to stabilize the
future care of a patient, however, as a general device for the public
or for group purchase plans, it has a different aspect. If the dentist
were to accept an unlimited number of such capitation patients, he
would have all the problems mentioned above and be unable to
render a complete service.
In limited groups, especially children, it may be possible to de-

velop an annual fee, equalized among a sufficient number. Some of
the contracts of the ILWU-PMA program provide such an arrange-
ment. However, the individual patient was treated by a dentist who
was paid a fee for each service and the capitation aspect only covered
the entire group. Extension of the principle of capitation for indi-
vidual complete dental service seems impossible and it has only been
discussed in order to clarify the term and to permit a better under-
standing of the problems of fee for service.

FEE FOR SERVICE

Most dental care is provided on a fee for service basis. The patient

pays the dentist a fee for service that is rendered. This provides an
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opportunity for the patient and the dentist to develop a program
for complete care which may extend over many years. It is done on
a mutually planned basis with complete freedom of decision. The
dentist in his true professional capacity assumes responsibility for
the future welfare of his patient, stressing prevention and the need
for continuing service as well as solution of the immediate problem.
The patient is able to determine for himself the value of all phases

of treatment and having made a free choice will accept his responsi-
bility in continuing his obligations. This is the essence of the pro-
fessional relationship, mutual understanding and confidence with
acceptance of obligations developed with complete freedom of
choice.
Such a pattern has been the basis of the development of the high

standard of care and respect which is given the professions. In any
society which provides the essential freedoms of life, similar op-
portunity should always be maintained. It cannot be stressed too
often nor repeated too many times that an inherent right of a free
man is the opportunity to decide who shall provide for the care of
his body and in what manner. It is the responsibility of the profes-
sions to see that this right is never lost in the economic and social
changes of the future.
In recent years it has become increasingly popular for large seg-

ments of the population to consider new ways of financing the costs
of medical and dental care. Some of these have been done by in-
surance programs, some by group purchase plans. Many studies and
reports cover most phases of this situation although methods of pay-
ment are usually not fully discussed.

It is generally agreed that many problems of medical care are
insurable, the risk can be determined on a broad basis and a pre-
mium schedule established to cover this obligation. Typical are the
Blue Cross and Blue Shield plans and various other health insurance
programs. It has also been generally agreed that dental care seems to
be a universal need, constantly present and so not amenable to usual
insurance methods. Either there must be some limitation of .benefits
or a premium structure which would not be widely accepted.
Group purchase plans do provide a means of financing dental care

and are developing in many areas. Some are resulting from the use
of welfare funds established as fringe benefits in labor-management
contracts; some result from funds available in cooperative purchase
organizations and other mutual benefit groups. This type of program
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differs from insurance or prepayment in that no reserve is established
to provide for hazard or risk, nor is money set aside for future
requirements. In general a fixed amount is available for a specific
period of time to provide dental care for the beneficiaries. This
money may be used to hire a dentist or group of dentists or it may
be available to the members to pay for dental care under a free
choice program on a fee for service basis.
Funds available in group purchase plans are actually the property

of the members whether they are accumulated as dividends or con-
tributions to a cooperative or collected as fringe benefits in a labor
management agreement. Members should have as free decision on
how to spend this money as they have free decision on spending any
other funds they own. They should realize the hazard of sacrificing
freedom for an inadequate service and rather utilize their funds to
secure the best service possible.

Dentists who are faced with the problem of assisting group pur-
chase members have a definite obligation to the public and the
profession. They should give serious consideration to the problem of
preventing the group from becoming captive. This can best be done
by providing a broad professional service on a fee basis with free
choice of dentist.
In developing programs on this basis it should be fundamental

that the group would expect to receive service which was at least
the average for the community or area involved. This implies that
the cost would be the same as the average fee for the area. It is
important that the members of the group realize that anything below
this is inadequate and a downgrading they should not accept. It is
important that the profession realize that group purchase may
be forced on many people by labor-management agreements. The
profession must realize it is its responsibility to see that the members
covered receive the best possible care. It should be prepared to offer
a workable plan which will provide such care within the capacity of
the group. Such a plan should be one following the general pattern
of dental practice implying fee for service. The profession should
not have to offer anything less than its best care nor should it be
forced to provide this at a cut-rate.

Fee schedules based upon the average of the area are the only
safeguard the public and profession have in this situation. It signi-
fies that the average dentist in the area is providing dental care to
the best of his ability for certain services at the list fee. No group
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which is properly informed in this matter will willingly accept less.
An important related aspect of the fee for service method of op-

eration of a group purchase plan is the opportunity given the mem-
ber to continue to receive care from his own dentist. Any program
which involves the use of salaried dentists or a closed panel, requires
the members of the group to abandon their present dentist. Further
it may require them to change from one group to another each time
a contract expires. This pattern follows the non-professional view-
point that dental care is largely mechanical and that patients can
be shunted from place to place for care. In contrast, a fee for service
program permits the patient to continue under the care of the den-
tist of his choice.

APPLICATION TO VARIOUS POPULATION GROUPS

Dental care for various segments of the population related to age,
employment and physical condition presents many problems. Studies
on different phases have been made and are being extended. At this
time it is only proposed to discuss and relate the field of patient rela-
tions to dental practice.

1. Children (below 14 years)

Dental care for children below 14 years is now rendered under all
three categories of payment. The usual method of general practice
on a fee for service basis seems to provide the benefits of adequate
care, responsible concern for prevention and health education and
permits the family and the dentist personal freedom in all phases
and relationships.
In some areas, public and charitable organizations provide dental

care for members of this age group. This is generally performed by
dentists on a salary or volunteer basis, in any event on a time for
service benefit. Traditionally this field has been considered one of
social responsibility and care is generally given because of some
social or economic deterrent which would prevent the child from
receiving usual private treatment.
Under a recent expansion of federal security programs, many of

these children receive care in private offices on a fee for service basis,
enjoying better opportunity for complete care.
The ILWU-PMA program on the west coast provides for this

group through a group purchase plan. In the operation of this plan,
reported below, fee for service is the basic pattern. Contracts are
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made with dental service corporations in areas where they exist and
patients have free choice of dentist. In a few areas closed panel clinics
are also available where dental care is provided for those children
whose families choose this service. Here also fee for service is the
general basis of payment, in some instances tied into a basic capita-
tion charge. This is one of the special instances which seems to work
for a limited group. At present there seems to be no evidence that
such a pattern of capitation for a large group is equitable. The report
from the experience of the ILWU-PMA in Portland suggests some
of the problems involved.

2. Youth (14 to 20 years)

Dental care for this age group is generally provided on a fee for
service basis in private dental offices. To a limited extent public or
private clinics may provide some care by staff dentists. At this age

level dental care is frequently a part of a program of general health
care within an educational institution. It is probable that this group

is merely receiving adequate care and some health and prevention
education as transients. After maturity and the necessity for individ-
ual obligation they will have to establish their own pattern for dental
care. The economic and social responsibilities of the families are the

controlling factor here as in the younger age group. Whatever pattern

of care is most adequate and possible is generally accepted. The

responsibility of the professional man caring for such patients is

always to indicate the advantages of freedom of choice in this field

as in all fields of life.

3. Adult (21 to 65 years)

This includes the bulk of the population and dental care is pro-

vided in most instances on a fee for service basis. In recent years with

a changed social orientation regarding health care there has been

an increase in plans to provide dental service in different ways.

Group purchase has become a program for many union labor groups,

cooperative organizations and similar gatherings. It is probable that

further study and planning will indicate that in some instances

dental care may be provided in adequate fashion to some of these

groups in a manner different from fee for service. The profession

must be alert to see that the freedom of the patient is not destroyed

by such plans.
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4. Aged

Dental care for the aged is becoming an increasingly difficult prob-
lem. Increase in numbers and better early dental care requires more
treatment. Much of this continues to be rendered in private offices
on a fee for service basis. With an increase in social security benefits
and an increasing dependence on such aid, dental care becomes
directly related to this aspect of life for this group. There seems to
be no reason to modify the pattern of dental care and payment be-
cause of advancing age. To have elderly people forced into closed
panel groups where care is on a salaried or capitation basis seems
unthinkable. When and if the need arises, dental care should be done
on a fee for service basis by their own dentist and payment provided
by whatever agency is responsible for their general welfare.

THE CARE OF SPECIAL GROUPS

A. Handicapped

The problem of the handicapped is a varied one, because the term
indicates many types of cases. Those who are institutionalized gen-
erally receive care from the staff. Here the whole program is part
of the group care and staff members generally carry out their profes-
sional activity because of a special interest. When private care is
needed and the general welfare of the handicapped person is the
responsibility of some agency, a fee for service rendered is the logi-
cal manner of payment. It permits the patient to select a dentist of
his choice and provides confidence and freedom in the service ren-
dered.

B. Employed

The employed are the bulk of the adult population. Their dental
care should be considered in no separate pattern from the rest. Social
changes, however, and union labor-management contracts have in-
creased the tendency to consider health and welfare benefits a special
reward for employment. It is in this field that the largest endeavor is
being made to provide group purchase plans for dental care. The
individual employee should be constantly aware of the loss of free-
dom he suffers with each expansion of social benefits. He becomes a
captive of the contract which implements the labor-management
agreement and receives less care for more money than if he retained
free choice of this aspect of his life.
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C. Not Employed

There is an increasing tendency to consider employment a vested
right of all people. If jobs are not available then the government
in some form takes over. When this happens provision is made for
most welfare phases of the unemployed person. If he has no re-
sources, it is the responsibility of the agency to see that needed dental
care is provided, and it should be on a normal basis, i.e., fee for serv-
ice. The amount and type of service to be provided is the respon-
sibility of the agency responsible for the payment, which in turn
becomes the responsibility of those who provide the funds to the
agency. There is no reason, however, to modify methods of dental
care because of payment through or by some agency.

D. Institutionalized

Dental care of these people is a specialized matter, generally car-
ried on by a staff on the basis of the institution. It certainly should
be adequate and well done. Staff members usually are special persons
whose interest and responsibility make this possible.

E. Hospitalized

This group of patients generally would require limited service.
In some instances this is rendered by the staff, in others by private
dentists. In general, there should be no change in method of care or
payment for service rendered. Staff members are salaried, some career
men and others in training. When dental care is done by a private
dentist, fee for service certainly should be the practice.

F. Indigent

This group seems to be coming smaller because of the increase in
benefits from various forms of social security. Those who are cov-
ered by some agency program should receive care as provided by
the program which should always include private care on a fee for
service basis. Those who are completely indigent and not under
agency care must of course depend upon such charity as the com-
munity provides. In most instances emergency care will be rendered
by any dentist on a charitable basis, however, because of the activity
of governmental and community agencies, such people should be
referred there, and whatever additional care is needed can be pro-
vided under their program. It is well to remember that all services
paid for by agencies are on the basis of the average in the community
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and dental care rendered for such individuals should also be con-

sidered in the same manner. A fee for service program should be a

standard part of the program .of all agencies.

SUMMARY

On the basis of the foregoing discussion, but recognizing that

certain special situations may require special methods and pro-

cedures, it seems that the traditional method of payment for dental

services will provide the best dental care. This is true not just

because of tradition, but because freedom is an inherent right and

when related to dental practice it permits the highest professional

approach to proper patient-dentist relationship. There is no reason

legal, social or economic why it should be changed. The mere chang-

ing of payment procedures, utilizing a third party, i.e., welfare fund,

etc., should not alter this relationship. Experience has shown that

it does not. The Veterans' Administration out-patient dental pro-

gram during the immediate postwar years is one excellent example.

As stated previously, the question of remuneration for service

is only a part of the broad socio-economic aspects of health service

but important to patient and operator alike.
Because of this it becomes a factor in all the discussions of health

plans and the basic principles of the three methods of remuneration

should be thoroughly understood. Hence, this discussion.

By recognizing the advantages and disadvantages of the various

methods, the public will be served better when health service plans

are developed through cooperative effort on the part of both the

public and the profession.

THE ILWU-PMA STUDIES

Included in this report are studies conducted in Portland, Oregon

and in the San Francisco Bay area of California. These studies

were started by grants of the Regents of the College and are pre-

sented at this time because of their relation to the activity of the

Committee on Socio-Economics.
The ILWU-PMA program was planned to provide complete

dental care for all children under 14 years of all Longshoremen

working in the Pacific Coast ports. The initial agreement between

the union and management was completed without any formal

discussion with the dental profession. In 1954 the dental associations

of California, Oregon and Washington were faced with a "fait ac-
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compli," by agreement the union and management decided to ex-
pend up to $750,000 for dental care of this group of children. No
professional planning had been done by the welfare fund nor had
the associations developed a plan to implement this program.
As indicated in the reports, the trustees of the welfare fund worked

faithfully and closely with committees of the dental associations to
establish procedures which would permit the program to operate
legally and generally to the satisfaction of all concerned. After four
years of operation it can be said without question that these children
have excellent dental care, probably the most complete of any
group of their age.
The reports indicate the degree of satisfaction with some in-

dications of why patients and participating dentists feel as they do.
In the San Francisco report there are also indications of the feelings
of some non-participating dentists. Careful study of all phases of
each report should be most helpful to all who are concerned about
the future of dental practice.



The ILWU-PMA Group Dental Care

Program in Oregon—A Summary

PHILLIP 0. FOSS

The following is a summary of a study of the organization and functioning

of the ILWU-PMA group dental care program in Oregon. This program is in

operation in all three Pacific Coast states but some local variations exist. The

observations and conclusions embodied in this study apply to the program as

carried on in Oregon only.
Materials for the study were derived mainly from the records of the Oregon

Dental Service Corporation and from interviews with longshoremen and dentists.

The writer gratefully acknowledges his indebtness to Goldie Krantz, Secretary

of the ILWU-PMA Welfare Fund, and to Alice Marshall, Manager of the Oregon

Dental Service Corporation, for their invaluable assistance. Special thanks and

appreciation are due Dr. Harold J. Noyes, Dean of the Dental School of the

University of Oregon, for wise and patient guidance and counsel. Most of all,

the writer acknowledges his indebtedness to the many longshoremen and dentists

who contributed their time and intelligence to this study.
Funds for carrying on the study were provided by a grant from the American

College of Dentists to the Dental School of the University of Oregon.
The writer is alone responsible for the content of the study; any statements

contained therein do not necessarily reflect the opinions of the American College

of Dentists or of any of the persons whose assistance is acknowledged above.

BEGINNING IN 1954 the International Longshoremen's and Ware-

housemen's Union and the Pacific Maritime Association jointly spon-

sored a unique group dental care program for children. Longshore

workers' children received needed dental attention at no direct cost

to the family. Funds to defray costs of the program are provided

from the ILWU-PMA Welfare Fund.
The International Longshoremen's and Warehousemen's Union

is the bargaining agency for practically all of the longshoremen and

dock workers on the West Coast of the United States and in Alaska,

Hawaii and British Columbia. The Pacific Maritime Association

was formed in 1949 by the merger of the Waterfront Employers As-

sociation and the Pacific American Shipowners Association. The
PMA is the bargaining agency for shipping and stevedoring com-

panies on the West Coast.
Employment on the docks has traditionally been an unstable oc-

cupation because of the uncertainties of maritime shipping, the

short duration of each longshoring job and the competition of uneln-

159
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ployed men from other industries. Beginning in 1934, however, long-
shoring on the West Coast was stabilized and regularized by the es-
tablishment of central hiring halls jointly administered by the Em-
ployers' Association and the Union. From these central hiring halls
registered longshoremen are dispatched to jobs in rotation so that
each man, in time, has an equal opportunity to work. The number
of registered longshoremen is restricted to a quantity which can ade-
quately man the port and still provide reasonably steady employment
for those enrolled.
The ILWU and the PMA have also established a jointly admin-

istered Welfare Fund, presently financed by employer contributions
of 11 cents per man-hour worked and employee contributions of one
per cent of gross earnings. These contributions provided an income
to the Fund of approximately $3,750,000 in 1956. The Welfare Fund
provides benefits for disability, hospitalization, surgical, medical and
(since 1954) dental care for children through 14 years of age.
Welfare Fund officials worked closely with the various state dental

associations in an effort to work out a mutually acceptable dental
program. The plan as finally adopted for Oregon was as simple and
flexible as the parties concerned were able to make it. A résumé of
the Oregon Pilot Plan follows:

I. All dependent children of longshoremen covered by the Welfare Fund
were to be eligible lor treatment through age 14.
2. There was to be no limit on the total amount of dental treatment pro-

vided any particular child or any particular family except that orthodontics,
bridgework, space maintainers and work performed for purely cosmetic reasons
was to be excluded.

3. The decision as to the treatment required was, in each case, to be left to
the discretion of the dentist and the patient and his family—as in private prac-
tice.
4. Longshoremen's families were to be free to choose any dentist who was a

member of the Oregon State Dental Association or eligible for membership
therein. Conversely, any such dentist could refuse to treat children included in
the program as he could any other patient.

5. Dentists were not to be required to execute any contract or "sign-up" in
any way. There was to be no "list" of participating dentists.
6. Dentists were to be paid on a fixed fee schedule according to the kind of

treatment rendered.*
7. Dentists were to bill Oregon Dental Service (a creation of the Oregon

Dental Association) for work completed.

• The fee schedule was prepared by the Economics Committee of the Oregon State
Dental Association and approved by the Welfare Fund and was representative of private
practice fees.
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8. The Welfare Fund was to deposit with Oregon Dental Service the sum of
$100 for each eligible child receiving treatment. If the amount deposited did
not prove to be adequate, services would be curtailed by agreement of the parties.
Any funds remaining at the end of the pilot year, after payments for dental serv-
ices and operating costs, were to be returned or credited to the Welfare Fund.

In essence, the Oregon Plan was designed to be as simple and as
similar to private practice as possible.
The ILWU-PMA Dental Care Program was started in Oregon on

February 1, 1955. During the pilot year, 1,666 children were enrolled.
Of this number, 1,260 received dental treatment. Average cost of
completed cases during the pilot year was $59.53. This was consider-
ably less than had been anticipated. With a few changes, the program
was extended to June 30, 1956 when it was again extended to June
30, 1957. The program was continued from July 1, 1957 on another
yearly agreement. Average cost of completed cases during the first
nine months of fiscal year 1956-57 had dropped to $40.09. Participa-
tion figures dropped from 76 per cent in the pilot year to about 50
per cent in the first nine months of 1956-57.
The Oregon program is administered by Oregon Dental Service

Corporation. 0.D.S.C. is a creation of the Oregon State Dental As-
sociation and its policies are directed by that organization. The
0.D.S.C. receives deposits from the Welfare Fund for children un-
dergoing dental treatment, maintains the necessary record systems,
pays dentists' bills for services performed under the program and
performs other miscellaneous administrative duties. Relations be-
tween the 0.D.S.C. and the Welfare Fund Trustees appear to have
been most amicable and promise to continue to be so.

OBSERVATIONS REGARDING THE PROGRAM

There are presently about 930 longshoremen enrolled in the
ILWU-PMA program in Oregon. A survey of a sample of participat-
ing longshoremen in the major parts of Portland, Astoria, Coos Bay
and North Bend indicates that longshoremen are likely to be per-
manent residents of the cities in which they are employed and that,
once employed as longshoremen, they are likely to continue in that
occupation. Most of the longshoremen with enrolled children were
over thirty years of age.

Forty-six per cent of the longshoremen surveyed had at least a high
school education, while 62 per cent of their wives had graduated from
high school or attended college.
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Wives of Oregon longshoremen ordinarily are not employed out-

side their homes.
Average income of Oregon longshoremen appears to be between

$5,000 and $6,000.
A comparison of the rates of participation in the Program among

longshoremen in the ports of Portland, Astoria, Coos Bay and North

Bend show that the level of participation in Coos Bay-North Bend

was considerably lower than in the other ports surveyed. There is a

possibility that the low rate of participation in those cities may be ex-

plained by the recall and reporting practices of dentists in that lo-

cality who have a high concentration of ILWU patients.

Realistic participation rates must take into account the ages of

enrolled children since infants ordinarily are not taken to a dentist.

Fathers of non-participants are likely to have longer tenure in the

ILWU than fathers of actively participating children, be less stable

as regards permanency of residence, have slightly less formal educa-

tion, be considerably younger and have a lower level of income.

Mothers of non-participating children are likely to have consider-

ably less education and are more likely to be employed outside their

homes than are mothers of actively participating children.

An improved "reminder" or recall system appears to be necessary

if a higher rate of patient participation is to be achieved. Probably

0.D.S.C. will need to assume this function either through the den-

tists or with the patients directly.

There can be no doubt but that the ILWU-PMA program has pro-

vided substantial amounts of dental care that would have otherwise

been neglected. Longshoremen's children were receiving roughly

half the dental care required prior to the inception of the Program.

This conclusion is based on parents' remarks and a comparison of

average cost figures for new and maintenance cases.

Longshoremen were generally well satisfied with the quality of

service given their children. There have been no formal complaints

and 93 per cent of the survey population felt they were receiving as

good or better service than formerly.

An early fear that enrollees might change dentists so frequently as

to cause a serious administrative problem has not materialized. Only

12.3 per cent of the longshoremen presently enrolled in Oregon have

utilized the services of two dentists and 1.8 per cent have received

treatment from three dentists since the inception of the program.
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Either the dentist or patient had moved to a new locality in many of
these cases.
The most common recommendation of enrollees for changing the

program involved broadening the coverage in some manner—either
by increasing age limits of persons eligible or by including categories
of treatment not now authorized. Since most of the recommendations
for change involve an expansion of the program, one can assume
that the users are generally well satisfied.

PARTICIPATING DENTISTS AND THE ILWU-PMA PROGRAM

As of June 30, 1956 a total of some 237 Oregon dentists had pro-
vided treatment to longshoremen's children under the ILWU-PMA
program. Of this number, a total of 179 were interviewed or respond-
ed to a mail questionnaire, and the commentary which follows is
based on their statements.
These 179 dentists comprised 73 per cent of the participating den-

tists in Portland and 83 per cent of the participating dentists in ports
outside the city. Portland dentists had treated an average of 6.41 pa-
tients from the beginning of the program to March 30, 1957 as com-
pared with 11.03 for the "Down-River" dentists and a state average
of 7.97. With the exception of one dentist, ILWU patients in Port-
land seem to be fairly evenly distributed. In some of the "Down-
River" ports, however, there are heavy concentrations of ILWU pa-
tients on a few dentists. Statewide, those dentists with less than five
years' practice averaged more ILWU patients than did other age
groups.
Only 12 dentists felt that patients had abused privileges available

to them under the program. Such abuse consisted mainly of failure to
keep appointments.
The program has been of definite value in improving the educa-

tion of parents and children in dental hygiene in the opinion of 122
of the 179 respondents.
The dentists contacted were generally satisfied with the efforts

of the Union in educating its members as to the mechanics of the
program and benefits available.
Most of the dentists interrogated believed that the Program had

improved dentist-patient relationships or had left them unchanged.
Only one dentist asserted that the Program had worsened those rela-
tionships.
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Only ten of the 179 dentists were children's specialists These
specialists had only a slightly higher than average share of ILWU
patients.
Seven of the dentists stated that they would not accept additional

ILWU patients who were not former patients. These seven dentists
did not object to the program itself or to the manner in which it was
administered. These observations would seem to indicate almost
unanimous satisfaction with the Oregon program among participat-
ing dentists.

Seventy-six dentists recommended that space maintainers be added
to the schedule of authorized treatment while 15 dentists each recom-
mended the addition of orthodontics and bridgework. Since the time
of the survey, space maintainers have been authorized. Several other
dentists made recommendations which would have the effect of
broadening the program—again indicating their general satisfaction
with its objectives and methods of operation.
One hundred thirty-four dentists thought the fee schedule was

"about right"; twenty-two expressed no opinion; six believed it was
generally too high; and seventeen thought it was too low. There
was little agreement as to the specific changes that might be desirable.

Participating dentists were asked, "On the basis of your experience
with this particular plan, would you like to see other unions adopt
a similar program?" One hundred forty-eight replied affirmatively,
seventeen negatively and fourteen were undecided or declined to
comment. This question was designed to summarize the dentist's
general reaction to the whole program. It was believed that this ques-
tion would force the dentist, if only briefly, to review his reactions
to the program and come to a decision as to whether or not the pro-
gram was generally desirable from the dentist's point of view. The
general response was overwhelmingly in favor of expanding the pro-
gram to include other unions.
From the point of view of all the parties directly concerned, the

ILWU-PMA experimental dental program seems to be an outstand-
ing success. Trustees of the Welfare Fund can be happy in the knowl-
edge that average costs per case have been about half the amount an-
ticipated. The longshoremen are not only relieved of a large share of
the financial burden of providing dental care for their children but
they also appear to be well pleased with the quality of service they
have received and with their relationships with the dental profession.
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The participating dentists appear to be well satisfied with the pro-
gram and its administration.
This happy state of affairs can be attributed in large part to the

careful planning which preceded the adoption of the program in
Oregon; to the effective educational program carried on with both
the longshoremen and the dentists; and to the effective administra-
tion of the program by 0.D.S.C.
Some serious problems do exist, however. The participation rate of

enrolled children is undeniably low. The total number of children
involved throughout the state is too small for most effective opera-
tion. As a consequence, administrative costs are considerably higher
than might be expected.

TABLE I

SUMMARY OF STATEMENTS OF ILWU-PMA DENTAL PLAN ENROLLEES*
PORTLAND, ASTORIA, NORTH BEND AND COOS BAY

Portland
Coos Bay

Astoria North Bend Total

1. Number of enrollees who availed them-
selves of dental services during the past
year  83 11 33 127
Number who did not receive dental
services  5 2 2 9

88 13 35 136

Reasons given for non-use:
Didn't know how plan worked  1 1 2
Didn't need any work done  2 1 1 4
Children passed upper age limit  1 1 _ 2
No reason given  1 _ _ 1

5 2 2 9

2. Statement as to financial ability to pay
for treatment received under ILWU-
PMA program.
Would have been impossible  5 _ 4 9
Would have been difficult  63 11 23 97
Would have been easy  16 1 6 23
No comment  4 1 2 7

— — _
13688 13 35

3. Twelve families of the 136 interviewed
had expended additional amounts for
dental treatment for their eligible chil-
dren. These amounts ranged from $15
to $345 during the last year.
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TABLE I (Continued)

Coos Bay
Portland Astoria North Bend Total

4. Methods used by Union to educate its
members regarding the program ac-
cording to recollection of enrollees:

Sent out pamphlets explaining it .  78 9 29 116
Discussed it in Union meetings  56 10 27 93
Used other methods  10 3 13 26

5. Replies to the question, "Did you take
your children to the dentist more or
less often under this plan than you did
before?"
More often  36 2 9 47
Less often  3 — 2 5
Same  43 9 21 73
Don't know  3 2 _ 5
No comment  3 — 3 6

— _
88 13

—
35 136

6. Replies to the question, "Do you think
the dentists give you as good service
under this plan as they did before?"

Better  22 4 9 35
Worse  2 _ — 2
Same  59 9 24 92
Don't know  4 _ 1 5
No comment  1 _ 1 2

88 13 35 136
7. Replies to the question, "How does

your dentist like this program?"
Very pleased  36 5 14 55
Satisfied  46 7 18 71
Dislikes it  3 _ _ 3
No comment  3 1 3 7

— _ —
88 13 35 136

8. Replies to the question, "How has the
plan affected your choice of dentists?"
Didn't go to the dentist before ex-

cept for emergencies  7 1 2 10
Children didn't need any dental care

before now  8 2 4 14
Go to the same dentist we did before 46 10 22 78
Changed dentists  27 _ 6 33
No comment  — _ 1 1

— —
88 13

_

35 136
Why changed dentists?

Children's specialist  7 _ 1 8
Think we get better treatment  4 — 3 7
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TABLE I (Continued)

Portland
Coos Bay

Astoria North Bend Total

Old dentist wouldn't take patients
under this plan  1 _ _ I

We moved or dentist moved  13 _ 2 15
No reason given  1 _ _ 1
Former dentist was advertiser  1 _ _ 1

9. Recommendations for changes or im-
provements in present plan:

Satisfactory as is. No recommendation 31 _ 8 39
Extend upper age limit  25 4 15 44
Include adults  11 3 7 21
Include Orthodontics (or partial
payment)  12 2 3 17

Include all necessary treatment for
children  3 — 2 5

Expand to include other unions  1 _ 1
Make plan permanent  _ _ 1 1
Eliminate annual "Sign-up"  _ _ 1 1
Devise better method of checking

utilization  _ 1 1
Penalize members who break ap-
pointments  _ 1 1

Provide list of participating dentists  2 _ 1 3
Provide fluoride treatment  1 _ _ I
Include space maintainers  1 2 _ 3
Make it easier to change dentists .. . 1 _ _ 1
Patient to get copy of dentist's bill  1 _ _ 1

10. Number of enrolled children in family
(under 15 years old).
Average  2.05
High  7
Low  1

11. Total number of enrolled boys in fami-
lies surveyed  81 12 24 117
Average age  10.2 7.6 8.6 9.6

12. Total number of enrolled girls in fami-
lies surveyed  102 18 42 162

Average age  9.3 8.8 8.8 9.1
13. Length of residence in the port in

which presently employed.
Under 5 years  4 _ 6 10
5-10 years  7 2 7 16
10-15 years  18 6 9 33
Over 15 years  59 4 13 76
Declined reply  _ 1 _ 1

88 13 35 136
14. Number of years membership in ILWU 

Under 5 years  7 4 3 14
5-10 years  29 5 13 47
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TABLE I (Continued)

Portland
Coos Bay

Astoria North Bend Total

10-15 years  20 2 15 37
Over 15 years  31 1 4 36
Declined reply  1 1 - 2

— — —
13688 13 35

15. Ages of Union members.
20-30  2 2 5 9
31-40  36 7 11 54
41-50  32 2 14 48
51- 17 - 5 22
No comment  1 2 - 3

— — —
13688 13 35

16. Country of birth of Union member.
American born  81 11 33 125
Foreign born 6 _ _ 6
No comment  1 2 2 5

— — _

13688 13 35
17. Country of birth of spouse.

American born  84 10 33 127
Foreign born  3 1 _ 4
No comment  1 2 2 5

— — —
13688 13 35

18. Formal education level of Union member.
Below 8th grade  10 2 1 13
8-11th grade  43 3 10 56
H.S. Graduate  26 6 18 50
Above H.S.  8 _ 4 12
No comment  1 2 2 5

— — _
13688 13 35

19. Formal education level of spouse.
Below 8th grade  5 _ 1 6
8-11th grade  20 5 12 37
H.S. Graduate  44 6 16 66
Above H.S.  14 _ 4 18
Declined reply, separated or deceased . 5 2 2 9

— — —
13688 13 35

20. Replies to the question, "Does your
wife work outside her home?"
No  68 4 29 101
Part time  9 5 5 19
Full time  8 2 1 11
Declined reply, separated or deceased 3 2 _ 5

— _ —
13688 13 35
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TABLE I (Continued)

Portland Astoria North Bend Total
Coos Bay

21. Income level of Union member in 1956.
Under 4000  3 _ 3 6
4000-5000  10 _ 6 16
5000-6000  22 5 13 40
Over 6000  29 5 6 40
Declined reply  24 3 7 34

— — —
88 13 35 136

* Summary of interviews with 136 families in Portland, Astoria, North Bend and
Coos Bay who are enrolled in the ILWU-PMA program. This number represents
about 20 per cent of the enrollees in these ports as of June 30, 1956 and is a random
sample of the total.

TABLE II

SUMMARY OF STATEMENTS OF 179 PARTICIPATING DENTISTS
ON THE ILWU-PMA DENTAL PROGRAM IN OREGON1

Portland
"Down
River" Total

I. Number of Children's Specialists  8 2 10
General Practitioners or other specialists  114 55 169

122 57 179
2. Total number of ILWU patients treated

under Program by each participating
dentist.2
(From inception of Program to March
30, 1957)
Average  6.41 11.03 7.97
High  52 68 68
Low  1 1 1
Median  4 5 5

3. Willingness of dentists to accept ILWU-
PMA patients.

Will accept ILWU-PMA patients who
are not former patients  116 52 168

Will not accept ILWU-PMA patients
who are not former patients  3 4 7

No comment  3 1 4

122 57 179
Reasons given for refusing additional
ILWU-PMA patients:
Don't treat children  1 0 1
Already fully scheduled  2 2 4
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TABLE II (Continued)

Portland
"Down
River" Total

No explanation  0 2 2

3 4 7
4. Replies to the question: "Do enrollees

tend to abuse privileges under program?"
No  111 51 161
Yes  7 5 12
No opinion  5 1 6

122 57 179
5. Opinion as to the value of the Program

in educating parents and children in
dental hygiene.
Of some value  80 42 122
No particular value  14 5 19
No opinion  28 10 38

122 57 179
6. Number of patients who insisted on pay-

ing their own bill even though eligible
for benefits under Program.

(93 Respondents)  0 2 2
7. Number of patients who were ignorant of

benefits available to them under ILWU-
PMA program.

(94 Respondents)  11 2 13
8. Dentist's opinions as to the efficacy of the

Union's work in publicizing the Program
and educating members to benefits avail-
able.

Satisfactory  37 9 46
Unsatisfactory  5 1 6
No opinion  34 8 42

76 18 94
9. Opinions as to the effect of the program

on dentist-patient relationships.
Has improved relations  24 8 32
Has worsened relations  0 1 1
No change  45 9 54
No opinion  7 0 7

— — —
76 18 94

10. Suggestions for handling of records,
"paperwork," etc.
None  104 53 157
Return x-rays to dentist  2 0 2
Eliminate charting of existing restora-

tions  2 1 3
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TABLE II (Continued)

Portland
"Down
River" Total

Bill on completion rather than monthly. 1 0 I
Give Union list of participating dentist  1 0 I
Expedite payment of bills  1 0 1
Use straight line chart  6 0 6
Referral patients should be billed by
second dentist  1 0 1

Give dentists better instructions on
procedure  1 0 1

Make recall estimates by telephone  1 0 1
Simplify procedure  5 0 5
More flexibility in obtaining authori-
zation for additional fee  1 0 1

Make estimate form with carbon copies  1 0 1
Consolidate all forms into one  1 0 1

11. Number of recommended additions to
present schedule of allowable treatment.
Space Maintainers  66 10 76
Bridgework  15 0 15
Orthodontics  13 2 15
Ceramics  1 0 1
Fluoride  1 1 2
Pulpotomy  2 0 2
Inlays  1 0 1
Silver Crowns  1 0 1
Cement Bases  3 0 3
Fractured Anteriors  4 0 4

12. Evaluation of the present fee schedule as
a whole.
About right  92 42 134
Too high  3 3 6
Too low  17 0 17
No opinion  10 12 22

122 57 179
13. Recomendations as to specific changes in

fee schedule.
No recommendation  87 45 132
Raise all fees  3 1 4
Reduce fees on pit fillings  1 2 3
Raise one surface and silicate restorations 1 0 1
Amalgam, one surface $4  2 0 2
Raise prosthetics fees  1 0 I
Raise oral surgery fees  3 0 3
Raise denture fees  I 0 1
Raise fees on amalgam  2 0 2
Raise x-ray fees  2 2 4
Establish fee for cement bases  1 0 I
Raise fee on porcelain restorations 1 0 1
Raise prophylaxis fees  1 1 2
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TABLE II (Continued)

Portland
"Down
River" Total

Raise gold work fees  1 0 I
Reduce fees on pulpotomy  1 0 1
Fee for cold pack treatment  1 0 1
Distinguish between polished and un-

polished surfaces  1 0 1
More flexibility in fee schedule  1 2 3
Reduce fees on primary teeth  4 0 4
Reduce fees on primary and raise on
permanent  2 0 2

Raise specialist's fees  1 0 1
Patient pay first 50% of annual bill . 1 0 1
Raise root canal treatment fees  0 2 2
Set fees in even dollars  0 1 1
Increase maximum above $30  0 1 1
Review fees regularly to maintain best

relations with Union  1 0 1
14. Opinion as to desirability of expanding

program to include other unions.
Would like to see other unions adopt
a similar program  97 51 148

Opposed to expansion of program  13 4 17
No opinion  12 2 14

122

_

57 179
Qualifications to affirmative replies:
If fees are raised  2 0 2
If not administered by Union  1 0 1
If Dental Association controls policy . 15 3 18
If patient has free choice of dentist  3 0 3
If for children only  1 1 2
If fees are "proper"  1 0 1
If union concerned is financially able 0 1 1

Reasons given for negative replies:
Step toward socialized dentistry,
breeds irresponsibility, more red
tape and rigidity, limits freedom of
patient.

15. Length of practice of participating den-
tists.
Under 5 years  25 21 46
5-10 years  28 12 40
10-20 years  37 5 42
Over 20 years  31 17 48
Declined to answer  1 2 3

122 57 179
16. Length of practice of participating den-

tists in present location.
Under 5 years  43 27 70
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TABLE II (Continued)

Portland
"Down
River" Total

5-10 years  28 13 41
10-20 years  28 2 30
Over 20 years  20 13 33
Declined to answer  3 2 5

—
122 17957

17. Estimated compensation per Union pa-
tient per chair hour.
Average   $14.66 $15.12 $ 14.85
High   21.00 25.00 25.00
Low   7.00 6.00 6.00

(66 Replies) (49 Replies) (115 Replies)
18. Estimated compensation per Non-Union

patient per chair hour.
Average   $16.87 $15.48 $ 16.26
High   35.00 25.00 35.00
Low   8.00 6.00 6.00

(64 Replies) (50 Replies) (114 Replies)
19. Estimated percent of total fees lost by

collection costs and bad debts.
Average   2.74% 3.08% 2.85%
High   17.50 20.00 20.00
Low   0.00 0.00 0.00

(113 Replies) (52 Replies) (165 Replies)
20. Suggestions, ideas or opinions from re-

spondents which are not included above.
Children to be examined every 6
months or cancel privileges  0 1 1

Extend age limit to age 18  2 2 4
Include all types of treatment  1 1 2
Include adults  2 1 3
Better distribution of patients among

dentists  1 0 1
Improve fee schedule  1 0 1
Improve office procedure  1 0 1

1 122 Portland dentists, 57 "Down River" dentists.
2 Data from Oregon Dental Service Corporation records.



Attitudes Toward Group Dental Care:

A Survey of Consumers and Dentists

Edward S. Rogers, M.D.*

Arlene K. Daniels, M.A.**

GENERAL PURPOSE AND BACKGROUND OF STUDY

In February, 1957, the American College of Dentists initiated
sponsorship of this survey which undertakes to examine the attitudes
and experiences of patients and dentists participating in the Inter-
national Longshoremen's and Warehousemen's Union-Pacific Mari-
time Association Dental Plan in the San Francisco Bay Area. Infor-
mation also has been obtained about certain general characteristics
of the participants, in order to discover significant differences, if
any, between persons favorably or unfavorably disposed toward dental
plans of this type. In addition, a group of dentists not involved in the
dental plan has been studied in order to find out whether or not im-
portant differences in attitudes exist between them and the dentists
who are active in this program.
The general purpose of the study is to learn as much as possible

about the nature of the response to group dental care programs on
the part of both the consumers and the providers of dental care.
Such knowledge should be of value to those who are considering the
development of group dental care plans in similar situations.

This survey was conducted during late 1957 and early 1958. It is

a companion to another study examining attitudes toward the group

dental care program of the same union-management health and wel-
fare fund in parts of Oregon. This is the subject of a separate report.1

To the greatest extent possible, similar definitions have been em-

ployed in the two studies. Although they were not planned to dupli-

*Dr. Rogers is Professor of Public Health and Medical Administration at the School
of Public Health, University of California, Berkeley, California.
•* Mrs. Daniels is a sociologist currently completing work for her Ph.D. in the De-

partment of Sociology and Social Institutions at the University of California, Berkeley.
I Foss, Phillip 0. "The ILWU-PMA Group Dental Program in Oregon" (published

with this report).
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cate one another and are, in fact, quite different in approach, certain

of the data may be treated as roughly comparable.

The general background, purpose, and organization of the Inter-

national Longshoremen's and Warehousemen's Union-Pacific Mari-

time Association Dental Plan2 has been described elsewhere and will

not be repeated here beyond the reminder that the welfare fund

ultimately bears the costs of the Dental Plan.3 The plan provides

practically complete dental care (with few exceptions) for all chil-

dren, up to 15 years of age, of men eligible for ILWU-PMA welfare

fund benefits. When the ILWU-PMA Dental Plan was initiated in

the San Francisco Bay Area it was decided to offer the enrolling

families their choice of either of two types of plans for the provision

of dental services; one through a group practice dental organization

comprising what is commonly referred to as a "closed panel," the

other through the services of any licensed dentist who is a member

in good standing or eligible for membership in the American Dental

Association and who is willing to receive such patients. The latter

type of arrangement is commonly referred to as an "open panel"

system.4 The Welfare Fund entered into a direct contract with the

closed panel group. This contract provided for the payment of a

predetermined amount per year for each child utilizing the services

offered through the Dental Plan. In return the dental group under-

took to provide complete dental care with only a few exclusions such

as orthodontics and cosmetic dentistry. The open panel plan at first

offered all necessary dental care, with similar exclusions, to enrolled

children up to a total value of seventy-five dollars in the first year of

care, then seventy-five dollars annually for new children and forty-five

'Hereafter referred to as the ILWU-PMA Dental Plan or Dental Care Plan.

' Krantz, Goldie. "Consumer Experience in Group Dental Programs," American

Journal of Public Health, 47:44-52, (Jan., 1957) .
Ingle, J. "International Longshoremen's and Warehousemen's Union-Pacific Maritime

Association Health and Welfare Fund Dental Health Care Programs for Children:

A Progress Report of the First Year's Activity," Journal of the American Dental
Association, 52:684-690, (June, 1956).
Abrams, H. "The Closed Panel Clinic in a Health Service," Journal of the American

Dental Association, 54:207-208, (Feb., 1957).
Typically, the closed panel system offers the services of a group of dentists who

work together as partners or employed assistants of one or more senior dentists.
They share office space and ancillary staff services. The patient may have limited
choice of dentist within the group. Several specialties are usually represented. The
open panel system includes all dentists who are participating in the California Dental
Association Service Plan. They practice in their own offices and may or may not employ
dentist assistants and ancillary personnel.
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dollars for those receiving maintenance care. 5 Payments were made
to the dentists through an insurance company that acted as the agent
of the Welfare Fund for this purpose. They were based on a fee
schedule approved by the California State Dental Association.
In the summer of 1957, after almost three years of operation in the

foregoing pattern, the open panel system in northern California was
revised so that it offered the same coverage as the closed panel system.
Responsibility for administration and payment to dentists was trans-
ferred to a new organization created by the California State Dental
Association for this purpose and known as the California Dental
Association Service Plan. The patients who were formerly in the
open panel, insurance company, plan were continued automatically
under the open panel dental service corporation plan unless they
wished otherwise. Similarly, those enrolled in the closed panel plan
were continued under it unless they wished to change.6

GENERAL PROCEDURE

After preliminary investigations and pre-tests, two types of ques-
tionnaires were constructed. One relatively short qUestionnaire was
sent to a random sample of approximately 400 ILWU families
with children of eligible age and who had indicated an interest
in this service through enrollment in the Dental Plan. The sample
was further divided so that half were selected from those who had
chosen the closed panel system and half from those who had chosen

the open panel system.7 A somewhat more extensive questionnaire was

sent to a systematic sample of approximately 400 dentists in the San
Francisco Bay Area. Half of these were taken from among those who

had treated ILWU-PMA Dental Plan patients and half from dentists

who had not done so.
The results of these surveys are presented in two parts: Part I,

6 In addition, special insurance is included of up to $150 for each accident to a sound
and natural tooth.
° Because the present study was begun during this period of change in adminis-

trative organization, respondents often appeared to be in some confusion as to the
type of plan in which they were enrolled. However, it was possible to determine to
which system a given respondent belonged on the basis of welfare fund records. It ap-
pears that most all dental care plan users have remained with the system in which they
first enrolled.

During the nine months, ending in June 1956, there were 1,488 families and

3,242 children enrolled in the San Francisico Bay Area program. Approximately equal
numbers of families were enrolled in each of the alternative systems offered.
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which follows, deals with the findings from the consumer survey;
Part II, authored by Arlene K. Daniels, appears as a separate section.
It presents the findings from the survey of dentists.
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PART I
FINDINGS FROM THE CONSUMER SURVEY
One of the main reasons for initating this study was to find out

to what extent and what ways users of dental care were satisfied
or dissatisfied with the treatment their children received. Preliminary
consideration suggests that such feelings as might be elicited by a
study of this sort could arise from three sources: (1) the quality
of the actual care received, (2) the manner of providing it, and
(3) differences in expectations and preconceptions among the eligible
families arising from differences in certain important social and
economic characteristics such as educational level and previous con-
ditioning experience with health needs and health services.

It is beyond the scope of this study to evaluate the quality of the
care received. However, professional evaluation of the closed panel
portion of a similar program in Southern California indicates that
care under this type of program can be of a generally high quality.1
In terms of indicators of satisfaction or dissatisfaction, therefore, any
subjective differences among the families receiving care are more
likely to relate to the manner of providing care than to the technical
quality of such care. Recognition of the latter is, in the main, a
matter of professional judgment in any case. Also, since reaction
to the manner of providing care may be influenced importantly by
established expectations and preconceptions, these should be studied
together.
The simultaneous use of two rather different methods of providing

care, the open panel and the closed panel systems, offers an interest-
ing opportunity to study the consumer reaction to these contrasting
methods as well as the general reaction to the whole concept and
use of a prepaid dental plan of this type. Therefore, the observa-
tions which follow have been so arranged as to present the evidence
in terms of consumer satisfaction-dissatisfaction with the program
as a whole and with the program as offered under each of the alter-
native systems.

It should be recognized that in many ways this study can be re-
garded as only preliminary. The number of significant variables
that might play a part in influencing attitudes in this situation
was found to be considerable and the size of the sample that could

Krantz, op. cit.
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be studied at this time is too small to permit refined analysis of

multiple variants as they overlap and interact in producing attitudes.

However, the findings reported appear to present valid indicators

of consumer attitudes toward the Dental Plan and to indicate several

of the more important factors influencing or associated with these

attitudes.

RESPONSE TO CONSUMER QUESTIONNAIRE

The first wave of 400 questionnaires resulted in the receipt of 157

replies (40 per cent) within six weeks time. A follow-up inquiry

was then sent to all non-responders which resulted in 64 more re-

turns. Thus, through two waves of questioning, 221 (55 per cent)

replies were received, 61 per cent from those solicited from enrollees

in the open panel system and 48 per cent from those in the closed

panel system.2

RESPONSE TO QUESTIONS ON SATISFACTION-DISSATISFACTION WITH
DENTAL CARE RECEIVED

As noted, the Dental Plan in the San Francisco Bay Area provided
an opportunity to survey consumer attitudes not only as they relate

to the program as a whole but also as they relate to the dental
services provided under two forms of dental practice that are clearly
different in certain respects and frequently thought of as different

in certain others. For example, the two systems are clearly different
in the number and location of points at which care is offered. The

closed panel system has offices at only two places in the Bay Area
while the open panel system offers the greater convenience of in-
dividual dentists' offices widely scattered throughout the area. Also,
the closed panel system offers the patient a comparatively limited
choice of dentists whereas the open panel system offers free choice
from among a great many dentists in the area.
There are other differences frequently attributed to these two

systems that may or may not be real but which, nevertheless, often
appear in general discussions of their relative merits. For example,
the possibilities for changing one's dentist within the closed panel
system are necessarily more limited. Also, closed panel arrangements

The replies from the second wave appeared not to differ significantly from those in
the first wave. As a further check on non-respondents, a random sample of 10 families
from the open panel users and 15 families from the closed panel users was interviewed
by telephone.
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would seem to run a greater risk of acquiring a clinic atmosphere
than is the case in most open panel arrangements, though this is
by no means inevitable.
These types of differences might be expected to have different

effects on the attitudes of patients toward the care received inso-
far as such attitudes are affected by the manner of providing care
and apart from the individual skill and personality of the dentist
and his staff. In the presence of a growing concern over the impor-
tance of preserving, or developing, the most efficient form for the
provision of dental care services, comparative observations of this
sort may be considered to be of some importance.
The questionnaire distributed attempted to delineate satisfaction

or dissatisfaction in the following areas: (1) use of the plan, (2) trust
in and approval of dentist and dental personnel, (3) satisfaction
with surroundings and conditions under which dental care was
offered, and (4) an open-ended question allowing the respondent
to comment on the survey and program generally.

I. Use of the Plan

It appears that a majority of all respondents have used the dental
services available to them and that approximately the same propor-
tions have done so in both groups. Of the 96 returned question-
naires from closed panel enrollees, 91 (95 per cent) reported that
they had been using the dental care offered. One hundred iiventy-
three (97 per cent) of the 125 open panel enrollees returning ques-
tionnaires reported the same information.3
Among the five respondents who were enrolled in the closed panel

group but did not make use of it, three indicated disinterest in the
program or with dental care generally. Of these three, one thought
that baby teeth did not require a dentist's care, one hadn't had the
time to take children to the dentist, and one didn't know how the
program worked. The remaining two in this group gave no answer
or an ambiguous aniwer. Of the two non-users among the open
panel enrollees, one had preferred to pay independently for dental
care received, and one did not know how the plan worked.
The extent to which participants changed from one plan to the

These survey results show a somewhat higher rate of utilization than appears in the
Welfare Fund records for the year July 1956 to July 1957. During that period, utilization
among eligible families was 86 per cent for the closed panel group and 60 per cent for
the open panel group.
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other or attempted to "shop around" among different dentists was
also determined. As will be seen from Table 1, there was very little
tendency to change from one plan to the other. However, 7 per cent
of the families enrolled in the open panel system indicated that
they had changed dentists within this system because of dissatis-
faction with the services received, while none of the families en-
rolled in the closed panel system indicated that they did so for this
reason. The most frequent causes of change of dentist within the
entire program were attributable to reasons of an impersonal nature

TABLE 1

SATISFACTION WITH DENTAL SERVICES AS INDICATED BY
CHANGE OF DENTIST, ACCORDING TO PLAN MEMBERSHIP

Total Bay Area
Sample

NO. PER CENT

Open
Panel

NO. PER CENT NO.

Closed
Panel
PER CENT

No change  172 79 91 73 81 88
Changed dentist for one in an-

other plan  4 2 2 2 2 2
Changed—dissatisfied with office

service  9 4 9 7
Changed dentist for impersonal*
reason—no change in plan . 32 15 23 18 9 10

— — —
Total**  217 100 125 100 92 100

* "Impersonal" reasons included all reasons not directly related to dissatisfaction
with the dental plan or services received, e.g., dentist or patient moved, dentist
became ill or retired, etc.
** Respondents could check more than one category. Seven respondents failed to

answer this question (see Appendix B).

such as moving to another area and retirement or illness of the

dentist.

2. Trust in and Approval of Dentist and Dental Personnel

Perhaps the most significant indicator or satisfaction with dental
care received that could be tested is the acceptance and trust given
to the dentist and his aides by the patient or, in this case, the family
of the patient. An attempt to measure this was made through two
sets of questions. In answer to the question, "Do you think your
children get as good care as if you were paying directly?" the over-
whelming majority (98 per cent) of those answering believed ,the
care received to be the best possible. Moreover, there appears to
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be no important difference between those enrolled in either of
the two types of plan (see Table 2).
The respondents were requested to explain the answers given to

the above question and about two thirds of them did so. Although
such information has no quantitative value, some of it is too perti-
nent to disregard in a broad, descriptive survey of this kind. An idea
of the things which were singled out to indicate satisfaction may be
seen in the following examples: One closed panel enrollee wrote,
"I can see for myself that dental care is as good as possible." An

TABLE 2

EVALUATION OF QUALITY OF CARE RECEIVED
ACCORDING TO PLAN MEMBERSHIP

Evaluation
Total Bay Area Open Closed

Sample Panel Panel
NO. PER CENT NO. PER CENT NO. PER CENT

Care as good as if paying dentist
directly  208 98 121 99 87 96

Care not as good as if paying
dentist directly  5 2 1 1 4 4

— — —
Total*  213 100 122 100 91 100

Eight respondents failed to answer this question.

open panel user remarked, "Excellent work. Some people take pride
in their work." Others bolstered their favorable opinion by point-
ing to outside authorities whose views agreed with their own. For
example, one user of the closed panel plan said, "Their school nurse
examined their teeth and said they had the best care in school." A
number of open panel plan users indicated that they think their
children are getting as good care as possible because they have not
changed dentists since the plan started and go to the same dentist
for whose services they used to pay directly. "Our dentist approves
of the plan and he is the same we would have if we paid him
directly."

Another category of voluntary response appeared to focus on satis-
faction with the dental care plan because of dental care education
and other aids to preventive dentistry which accompanied it. For
example, two closed panel users noted they were satisfied because,
"My child is notified every six months for a checkup" and "because
of the preventive dentistry that has been given our child." Another
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remarked that the dentists .. . "take more interest in children's teeth

and their care—work with and teach the child to look after teeth.

Have never found this before."

Only 2 per cent of all users were dubious about the excellence

of the care their children had received. There were only three cases

in which reasons were volunteered. These indicated that the dentist

did not show a personal interest in the patient; care was not good
on the basis of experience with previous dentists; and one response
speculated on the possibility of overcharging.

TABLE 3

ENROLLEES' OPINION OF DENTISTS' ATTITUDES TOWARD THE
DENTAL CARE PLAN, ACCORDING TO PLAN MEMBERSHIP

Perception of Dentist's Total Bay Area Open Closed
Attitude Sample Panel Panel

NO. PER CENT NO. PER CENT NO. PER CENT

Think dentist approves  181 90 113 92 68 87
Think dentist disapproves  8 4 4 3 4 5
Don't know  12 6 6 5 6 8

— — — — —
Total*  201 100 123 100 78 100

* Twenty respondents failed to answer this question or answered it ambiguously.

As a partial check on the validity of the overwhelming favorable
attitude toward the Dental Care Plan, the respondents were asked
whether they believed the dentist liked the plan or not. The theo-
retical basis in using such an indirect approach to the respondent's
feelings lies in the tendency for people to project their own views
to some degree in responding to questions of this kind. Ninety per
cent of those replying to this question indicated that they believed
the dentist to be quite happy with the plan (see Table 3). This
finding lends further support to the evidence indicating a high level
of satisfaction for the program as a whole and on the part of the
participants in both the open and closed panel systems.

3. Satisfaction With Surroundings and Conditions Under Which
Dental Care Offered

Three questions were addressed to the satisfaction felt with re-
gard to the general conditions under which dental care was received.
These are shown in tables 4, 5, and 6. Again a substantial level of
satisfaction was revealed by all three questions and in both member-
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TABLE 4

EVALUATION OF COURTESY OF DENTISTS' ASSISTANTS
ACCORDING TO PLAN MEMBERSHIP

Enrollee's Evaluation
Total Bay Area Open Closed

Sample Panel Panel
NO. PER CENT NO. PER CENT NO. PER CENT

Highly satisfied  178 91 104 89 74 94
Moderately satisfied  14 7 9 75 5 6

Subtotal—all showing satis- — —
(98) (96.5)faction  (192) (113) (79) (100)

Dissatisfied—in any degree  1 0.5 1 I
Have not thought about it  3 1.5 3 2.5

— —
100 100Total*  196 117 79 100

* Twenty-five respondents failed to answer this question or answered it in ambiguous
terms.

TABLE 5

EVALUATION OF LENGTH OF WAITING TIME TO GET AN APPOINTMENT
ACCORDING TO PLAN MEMBERSHIP

Enrollee's Evaluation
Total Bay Area Open Closed

Sample Panel Panel
NO. PER CENT NO. PER CENT NO. PER CENT

Highly satisfied  129 66 83 72 46 57.5
Moderately satisfied  52 27 30 26 22 27.5

Subtotal—all showing satis- — — — — —
(85)faction  (181) (93) (113) (98) (68)

Highly dissatisfied  4 2 .. 4 5
Moderately dissatisfied  10 5. 2 2 8 10

Subtotal—all showing dissat- — — — —
(15)isfaction  (14) (7) (2) (2) (12)

— — — —
100Total*  195 100 115 100 80

* Twenty-six respondents failed to answer this question or answered it in ambiguous
terms.

ship systems.4 However, a significant difference appears between the
proportions satisfied and dissatisfied in the two groups with respect
to the waiting time to get an appointment (see Table 5). It appears
that the enrollees in the closed panel system felt more dissatisfaction
in this respect than did those in the open panel system. However,

'The respondents were given five possible choices for each question. As a precaution
against scoring bias resulting from the order in which the choices were listed, they were
ranked as follows on the questionnaire: (a) Haven't thought about it, (b) Highly dis-
satisfied, (c) Moderately dissatisfied, (d) Moderately satisfied, (e) Highly satisfied.
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since the waiting period in the former was seldom as much as two
weeks, it may well be that the dissatisfaction was expressed more
frequently by those who, having had no prior dental experience, did
not know what to expect. The closed panel group apparently had

TABLE 6

EVALUATION OF LENGTH OF WAITING TIME IN THE DENTIST'S OFFICE
ACCORDING TO PLAN MEMBERSHIP

Enrollee's Evaluation
Total Bay Area Open Closed

Sample Panel Panel
NO. PER CENT NO. PER CENT NO. PER CENT

Highly satisfied  139 71 90 78 49 61
Moderately satisfied  47 24 20 17 27 34

Subtotal—all showing satis- — — —
(95) (95)faction  (186) (110) (76) (95)

Highly dissatisfied  3 1.5 2 1.5 1 1
Moderately dissatisfied  5 2.5 2 1.5 3 4

Subtotal—all showing dissat- — — — —
(4) (3)isfaction  (8) (4) (4) (5)

Haven't thought about it  2 1 2 2
_ — —

100 100Total*  196 116 80 100

* Twenty-five respondents failed to answer this question or answered it in ambiguous
terms.

a larger proportion of such newcomers to dental care than did the
open panel group.5

Still further support for the position that both groups of con-
sumers have been satisfied with the dental services made available
to them by the Welfare Fund is shown when looking at answers
to the question: "How do you feel about the attitude of the dentist
toward your children?" As will be seen in Table 7, the satisfaction
evidenced by both groups is greater than the amount of dissatis-
faction or indifference.

Further light may be thrown on the meaning of these generally
favorable responses to the environment in which the dental care
was provided by some of the written-in remarks that were volun-
teered. One longshoreman whose family was enrolled in the closed
panel system stated that in his opinion good dental care is indicated
by pleasant and prosperous, efficient surroundings.

... regardless of where the money is coming from the dental office seems

5 Some evidence in support of this assumption is shown in Tables 8 and 9.
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to be doing remarkably well financially and I think that helps keep the

work and the whole program on a very high level.

A member of the Ship Clerks and Checkers Local using the open

panel plan also seemed to see a connection between appearance

and efficiency in a dentist's office when he noted that his dentist has

"a first class office as well as fixtures" to account for his high satis-
faction. It appears, then, that satisfaction with office appearance may
contribute to general satisfaction with the dental care received.

TABLE 7

EVALUATION OF DENTIST'S ATTITUDE TOWARD CHILDREN
ACCORDING TO PLAN MEMBERSHIP

Enrollee's Evaluation
Total Bay Area Open Closed

Sample Panel Panel
NO. PER CENT NO. PER CENT NO. PER CENT

Highly satisfied  182 90 108 92 74 87
Moderately satisfied  15 7.5 7 6 8 9

Subtotal—all showing satis- — — — — —
(97.5)faction  (197) (115) (98) (82) (96)

Highly dissatisfied  1 0.5 . 1 I
Moderately dissatisfied  2 1 2 2

Subtotal—all showing dissat- — — — —

(1-5)isfaction  (3) (2) (2) (I) (I)
Haven't thought about it  2 1 2 2

Total*  202 100 117 100 85 99

* Nineteen respondents failed to answer this question or answered it in ambiguous
terms.

4. Respondents' Views on the Survey and Program Generally

Approximately 40 per cent of the respondents volunteered com-

ments about the survey or program in connection with the final,
open-ended question on the questionnaire.6 Of 98 comments, 86
were generally favorable. Thirty-eight respondents simply stated
that they had no criticism to offer; 48 took a generally constructive
position, e.g., "Glad to help in order to make such a plan available
to others," or made other short, postively oriented comments. Addi-

°The question asked was "Have you any criticisms or suggestions to make about the
experience of answering this long and detailed list of questions? Any criticisms or sug-
gestions which you care to make will be welcomed."
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tionally, 28 respondents volunteered constructive comments in re-
sponse to the second part of this final question.7
Of the nine respondents who expressed some sort of dissatisfac-

tion, the majority were concerned with some aspect of the question-
naire. For example, one respondent correctly noted that "the ques-
tionnaire was not well designed to provide for divorced parents of
children receiving care under the plan." Another group was unhappy
because the questionnaire did not give them room enough to write
more qualified or elaborate responses.7

5. Telephone Interview With Sub-sample of Non-Respondents

The predominantly favorable attitude toward the Dental Care
Plan obtained from those who responded to the questionnaires gave
rise to some question as to whether the decision to reply or not
to reply may have been influenced by feelings toward the plan. In
other words, the replies might have come from persons favorably
disposed to it while those unfavorable might have tended not to
reply.

Although it is technically most difficult completely to dispose of
a question of this sort with respect to replies to an attitude survey,
the response obtained from 25 telephone, follow-up interviews ap-
pears to support the questionnaire findings. If anything, the non-
respondents who were reached by phone proved to be more favor-
able, in most respects, concerning the program, than were the
original respondents.8

EVIDENCE OF IMPACT OF THE DENTAL CARE PROGRAM ON THE DENTAL
CARE PRACTICES IN RESPONDENT FAMILIES

The question of the factors which influence individual and family
decision-making as it relates to the provision of dental care is one

'These statements are useful indicators of attitudes and a few of the more character-
istic ones are reproduced in Appendix A.

For example, replies from the telephone sub-sample and those for the questionnaire
respondents compared as follows:

Telephone Group Questionnaire

Family used the Dental Care Plan  100% 97%
No change in plan or dentist  72% 77%
Care as good as if paying dentist directly  100% 94%
Think dentist approves program  92% 82%
Attitude of dentist toward children is satisfactory . . 88% 92%
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of considerable interest and already has been given some study.9
Several items were included in the survey which relate to this ques-
tion as far as children's dentistry is concerned. Ideally, the Dental
Care Plan can be viewed as having removed all financial deterrents
to care and, also, the availability of alternative plans would seem
favorable as it permits a choice on the part of the families concerned.
The reasons for the high rate of participation among eligible

families indicated by the survey have not been studied as such.

TABLE 8

ENROLLEES' OPINION AS TO WHAT THEY WOULD HAVE DONE
IF DENTAL PLAN HAD NOT BEEN AVAILABLE

ACCORDING TO PLAN MEMBERSHIP

Probable Action
Total Bay Area Open Closed

Sample Panel Panel
NO. PER CENT NO. PER CENT NO. PER CENT

Would have done without the
work  18 9 4 3 14 17

Would have paid for it them-
selves  161 78 102 84 59 71

Other*  26 13 16 13 10 12
— — — — — —

Total**  205 IN 122 100 83 100

- * Most of this group volunteered some qualifying statement. Twenty-one of them
indicated that they would have paid for as much care as possible. A few stated that they
would have had to go into debt, use public clinics, etc. Altogether, this group and those
stating that they would have paid for it themselves, without qualifying this statement,
total 187 respondents or 92 per cent of all who replied to this question.
** Sixteen respondents failed to answer this question or answered it ambiguously.

However, a considerable educational effort was made by both the
union and the dental association at the inception of the program.
On the assumption that these promotional efforts along with the
offerings of the program itself constitute more or less a single ex-
perience, an attempt was made to determine the respondents' atti-
tudes toward the effect of the whole effort on their concepts of the
dental care that they would like to have for their children.
Three questions were addressed to this subject. In response to

the question, "If this plan had not been available, what would you
have done?," about 80 per cent of those using the plan indicated
that they would have attempted to provide care and pay for it them-

'Bertrand, A. L., and H.L.H.H. Parental Attitudes and Dental Care for Children: A
Study in Selected Rural Areas of_ Louisiana. Louisiana State University, Baton Rouge,
1948.
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TABLE 9

CHANGE IN AMOUNT OF DENTAL CARE SINCE ENROLLMENT IN
DENTAL CARE PLAN, ACCORDING TO PLAN MEMBERSHIP

Amount of Dental Care
Total .Bay Area Open Closed

Sample Panel Panel
NO. PER CENT NO. PER CENT NO. PER CENT

More often than before  107 49 56 45 51 55
About the same  100 46 65 52 35 38

Less often  6 3 3 2 3 3
Don't know  4 2 4 4

— — —

Total*  217 - 100 124 99 93 100

" Four respondents failed to answer this question or answered it ambiguously.

TABLE 10

PROJECTED ACTION ON THE PART OF USERS OF THE DENTAL CARE
PLAN WERE THEY NO LONGER ELIGIBLE FOR BENEFITS

ACCORDING TO PLAN MEMBERSHIP

Projected Action
Total Bay Area Open Closed

Sample Panel Panel
NO. PER CENT NO. PER CENT NO. PER CENT

Children would continue to get
as much care   105 49 74 60 31 34

Children would get less care   109 51 49 40 60 66
— — — — —

Total*   214 100 123 100 91 100

* Seven respondents failed to answer this question or answered it ambiguously.

selves, while 9 per cent admitted that they would have gone without
it (see Table 8). However, when asked about the amount of dental
care that their children are now receiving in comparison to that
received prior to the plan, 49 per cent indicated an increase since the
Plan was started (see Table 9). Finally, in response to a question
about what they thought they would do if they were no longer
eligible for the Welfare Fund Dental Plan benefits, 49 per cent indi-
cated that their children would continue to get as much care as they
were now receiving and 51 per cent indicated that the amount of care
would have to be reduced (see Table 10).
The proportion of families reporting an increase under the Plan

(Table 9) and the proportion who believed that they could not
continue care without the help of the .Plan (Table 10) appear to
be consistent with one another. The 90 per cent who state that
even without the Dental Plan they would have given their children
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some dental care present a finding that is more difficult to interpret.
This optimistic estimate certainly does not agree with the prevalent
extent to which children are given dental care in the population
at large" and might be ascribed to such factors as the educational
impact of the program and the improved understanding that it has
generated, or unwillingness to show lack of concern for their chil-
dren's welfare.
There are substantial differences between the families using the

open panel system and those using the closed panel system in the
responses to all three of the above questions. While it is conceivable
that certain characteristics of the systems themselves might enter
into this, it is far more likely that the differences observed relate
to variations in the characteristics of the families enrolled in the two
groups. For example, cross-tabulations between dental plan users
who indicate that the amount of care received has increased under
the Plan and family income leveln shows that this type of response
tends to relate inversely to income and is more frequent among the
lower income families. Since the proportion of low income families
is much greater in the closed panel system much of the observed
difference between the two systems could be explained by this factor
alone. There are, however, additional differences in the character-
istics of these two membership groups that probably act concomi-
tantly. These will be discussed more fully subsequently.

Similarly, a cross-tabulation between the projected behavior, if
the benefits of the Dental Care Plan were no longer available
(Table 10), and family income shows that those expressing doubt
as to their ability to continue care tended to be the lower income
families. The higher proportion of such low income families in the
closed panel group reflects in the higher percentage in this group
(66 per cent) that were so in doubt.

METHOD THROUGH WHICH DENTIST WAS CHOSEN

In view of the options offered to enrolled families and the pro-
motional program followed, some importance may be attached to
statements concerning the manner in which their choice of dentist
or dental care plan was made. In making this inquiry, the question-

" This statement hardly needs documentation, however, studies such as the Woon-
socket, R. I. Study (F. E. Law, C. E. Johnson, and J. W. Knutson, "Studies on Dental
Care Services for Children," Public Health Reports, 68:1192-1198, Dec. 1953) show a very
low level of treatment, in this case 20 per cent, in children of school age.

11 See Tables 14 and 15.
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naire encouraged the listing of more than one reason. The 204 re-
spondents stated 345 reasons. These are shown in table 11. It will be
noted that the principal reason for selection of the open panel plan
was that the union member or his family already had contact with
a dentist while the largest single reason for selection of the closed
panel system was via the publicity given out by the union in describ-

TABLE 11

MANNER IN WHICH DENTIST WAS CHOSEN
ACCORDING TO PLAN MEMBERSHIP

Basis for Choice
Total Bay Area Open Closed

Sample Panel Panel
NO. PER CENT* NO. PER CENT* NO. PER CENT*

Using dentist before program
started  102 50 99 80 3 4

Wanted a convenient location . 72 35 58 42 14 17.5
Heard about dentist from union 59 29 2 1.5 57 71
Heard about dentist from a
friend  51 25 47 38 4 5

Wanted a children's specialist . 39 19 33 26 6 7.5
Heard about dentist from Kaiser
Hospital  18 9 1 0.5 17 21

Other  4 2 3 2.5 1 1
— — _

Total**  345 243 102

* Percentage of families giving this response. This is not the per cent of the given
response among all responses.
** Seventeen respondents failed to answer this question or answered it ambiguously.

ing the Dental Care Plan and the services available through it. These
findings are of particular interest in relation to the different char-
acteristics of the membership groups in the open panel and closed
panel plans.

SOCIO-ECONOMIC AND OTHER CHARACTERISTICS

OF THE ENROLLED POPULATION

Occupationally, the group surveyed is quite homogeneous, as
judged by local union membership. Eighty-three per cent were mem-
bers of the longshoremen's local, 15 per cent were members of the
ships' clerks and checkers' local, and the remaining 3 per cent in-
cluded other types and levels of work such as "walking bosses." the
group is considerably older than the labor force in this country as
a whole, having 52 per cent between the ages of 40 and 50 years and
28 per cent over 50 years. Racially it is about 75 per cent white and
23 per cent Negro, with only a small proportion of other races (see
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TABLE 12

RACE OF HUSBANDS IN RESPONDENT FAMILIES

Race
Total Bay Area

Sample
NO. PER CENT

Open
Panel

NO. PER CENT NO.

Closed
Panel
PER CENT

Negro  49 23 6 5 43 47
White  160 75 115 94 45 50
Oriental  1 0.5 .. 1 1
Other (including "mixed-)  3 1.5 1 1 2 2

— — —
100Total*  213 122 100 91 100

* Eight respondents failed to answer this question or answered it ambiguously.

TABLE 13

ANNUAL FAMILY INCOME (BEFORE TAXES) OF DENTAL PLAN
ENROLLEES, ACCORDING TO PLAN MEMBERSHIP

Family Income
Total Bay Area

Sample
NO. PER CENT

Open
Panel

NO. PER CENT NO.

Closed
Panel
PER CENT

Under $ 3,000  4 2 2 2 2 2
3,100— 4,000  9 4 4 3 5 5
4,100— 5,000  13 6 7 6 6 7
5,100— 6,000  42 20 19 16 23 24
6,100— 7,000  61 29 27 23 34 36
7,100— 8,000  35 16 21 17 14 15
8,100— 9,000  21 10 17 14 4 4
9,100— 10,000  20 9 14 12 6 7
Over 10,000  8 4 8 7

— — — —
Total*  213 100 119 100 94 100

*Eight respondents failed to answer this question.

Table 12). Eighty per cent of the husbands in the studied families
were born in the Continental United States. About 36 per cent
were born in California and about 25 per cent in southeastern
United States. The average family reported 3.3 children. On the
whole, the members of ILWU appear to represent quite a stable
population group. Eighty-seven per cent of them report having been
in the Bay Area over 15 years. The median annual family income
is considerably above the average for the United States and for the
San Francisco Bay Area. At the time of the study this was between
$6,000 and $7,000 (see Table 13). The wives contributed through
part or full-time employment in about a third of the families. The
number of years of school completed is somewhat higher for wives
than for the husbands. Sixty-two per cent of the former completed at
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TABLE 14

YEARS OF EDUCATION COMPLETED BY MOTHER
ACCORDING TO PLAN MEMBERSHIP

Years of Education
Total Bay Area

Sample
NO. PER CENT

Open
Panel

NO. PER CENT NO.

Closed
Panel
PER CENT

None  1 0.5 .. . 1 1
1-6 years  8 4 4 3 4 5
7-9 years  36 17.5 20 17 16 19
10-12 years  127 62 75 62.5 52 61
13 years and over  33 16 21 17.5 12 14

Total*  205 100 120 100 85 100

* Sixteen respondents failed to answer this question.

TABLE 15

YEARS OF EDUCATION COMPLETED BY FATHER
ACCORDING TO PLAN MEMBERSHIP

Years of Education
Total Bay Area

Sample
NO. PER CENT

Open
Panel

NO. PER CENT NO.

Closed
Panel
PER CENT

None  1 0.5 . .. 1 1
1-6 years  28 13.5 11 9 17 19
7-9 years  58 28 29 24 29 33
10-12 years  104 50 66 56 38 43
13 years and over  16 8 13 11 3 4

Total*  207 100 119 100 88 100

* Fourteen respondents failed to answer this question.

least 10 years of education as compared with 50 per cent of the latter
(see Table 14 and 15).
When the above characteristics are examined in relation to the

family enrollment in the open panel or closed panel systems, con-
sistent, and important, differences are found." Specifically, in com-
parison with the characteristics of the families in the open panel
system, those in the closed panel system show the following dif-
ferences: (1) a higher proportion are employed as longshoremen; (2)
ninety per cent of the Negroes in the total Bay Area sample are in the
closed panel group and they comprise 47 per cent of the member-
ship of this group; (3) forty-four per cent of the husbands in the
families in this group were born in southeastern United States as

" Further detailed data concerning these characteristics and differences have been
tabulated and may be obtained on request from the authors.
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compared with 10 per cent in the open panel; (4) the closed panel
families were larger, having an average of 3.6 children as compared
to 3.1 for the open panel; (5) sixty-seven per cent had been resident
in the Bay Area for 15 or more years as compared with 90 per cent
in the open panel. However, very few in both groups had been resi-
dent less than ten years; (6) seventy-four per cent of the closed panel
families had incomes of less than $7,100 as compared with 50 per
cent in the open panel group; (7) the educational level attained by
the mother was only slightly lower in the closed panel group. It was
significantly lower in the case of the fathers.
As measured by criteria of the kind used in this study, the closed

panel group appears to be comprised of a greater proportion of
families with lower socio-economic status than is found among
the members who use the open panel system. It should be evident,
however, that neither group contains more than a very few families
drawn from what are ordinarily thought of as low socio-economic
levels. On the whole, the members of the ILWU appear to repre-
sent a relatively prosperous, employed population. Thus, any at-
tempt to associate these characteristics and the respondents' attitude
or behavior with respect to dental care services must be made with-
in relatively narrow ranges of difference and at comparatively high
levels in comparison to the population as a whole. Several of these
characteristics have been subjected to cross-tabulation in order to
detect interrelationships of possible significance (see summary dis-
cussion).

PARTICIPATION IN OTHER HEALTH PLANS

Finally, an attempt was made to determine the respondents' par-
ticipation in other so-called "health plans." In answer to the question,
"To what other health plans do you belong?" about 38 per cent
indicated that they belonged to none or did not know, 61 per cent
indicated participation either in the Kaiser Foundation Health Plan
or other service plan, and a very small group (4 per cent) indicated

that they had additional plans of one kind or another (see Table 16).

The ILWU-PMA Health and Welfare Fund offers family health

insurance coverage to all of its members in the San Francisco Bay

Area, either through the Kaiser Foundation Health Plan or an

alternate insurance plan. In view of this, it was unexpected to find

that almost 40 per cent of those answering either failed to think of

this coverage in relation to the question or are unaware of the bene-

fits available to them through the Welfare Fund. The rather exten-
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sive publicity given to the health plan by both the union and the
Welfare Fund makes the former explanation seem the more likely.

SUMMARY AND DISCUSSION

The evidence elicited by this study indicates that the Dental Care
Plan in the San Francisco Bay Area has proved highly satisfactory
from the viewpoint of the consumer families. Not only is the Plan

TABLE 16

HEALTH PLAN PARTICIPATION BY DENTAL PLAN MEMBERS

Type of Plan
Total Bay Area

Sample
NO. PER CENT*

Open
Panel

NO. PER CENT* NO.

Closed
Panel
PER CENT*

No other plan or don't know  81 38.5 37 31 44 52
Kaiser Foundation (closed panel)
plan  113 54 70 58 43 49

Service plan (open panel)  15 7 12 10 3 3
Private health insurance  9 4 8 7 1 1
Other  2 1 1 1 1 1

— — — — ——
Total**  220 128 92

" Percentages shown are based on total number of respondents answering question,
not on the total number of responses.
** Total responses exceed number of respondents answering since more than one

answer could be checked. Eleven respondents failed to answer this question.

actually being used by the great majority of families with children
of eligible age, but the response to the survey revealed considerable
enthusiasm for the program. This evidence of enthusiasm is the more
significant because of the deliberate conservatism of the question-
naire used." On the other hand, the reported enthusiasm for the
Dental Plan could be influenced by the presence of such factors as
general approval of any form of negotiated benefit, the fact that the
care is free, or fear that any disapproval might contribute in some way
to the termination of this program. The fact is clear, however, that
the the program is strongly approved.
The level of satisfaction-dissatisfaction was approached in several

ways: The response to a direct question concerning the family's

" It was known that the ILWU members had been actively in favor of the initiation
of the dental care program and had consistently supported its continuation in succes-
sive collective bargaining sessions. In consequence, special efforts were made in draw-
ing up the questions and evaluating the answers to allow for the expression of any dis-
satisfaction or for qualification of satisfaction with the program or with the care re-
ceived through it.
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opinion of the quality of care received under the Plan showed that

98 per cent believed the care received to be as good as if they had
arranged for it themselves and paid for it directly. Ninety per cent
responded favorably to a somewhat indirect question concerning
what the believed their dentist thought of the Plan. The answer to
a group of four questions directed to the family's attitude toward
the manner in which they were received in the dentist's office ranged
from 93 per cent to 98 per cent satisfaction. Only one item of service
appeared significant as a cause of dissatisfaction. This was the length
of waiting time to get an appointment, among those enrolled in
the closed panel group.
The study also afforded an opportunity to observe any differences

of importance in consumer satisfaction with the plan as related to

the open panel and closed panel systems in the provisions of dental

care services. With the single exception already noted, there was

very little evidence of difference in the levels of satisfaction expressed

by those using either of these two systems. In general, both were
highly pleased.
An attempt was made to show some of the ways in which the

Dental Care Plan may have altered the dental care practices and
attitudes toward children's dentistry among the families of the Union
members. For example, 9 per cent of the families indicated that if
it were not for the Dental Care Plan their children would have
gone without any care. Almost 50 per cent indicated that the plan
has changed their family dental care practices in the direction of
more care for their children than they would have received other-
wise or than they would be able to continue to receive were the Plan
to be discontinued.
There were striking differences between the families using the

open and closed panel systems with respect to the above estimates.
Only 3 per cent of the open panel members indicated that their
children would have gone without care if it were not for the Dental
Care Plan, while 17 per cent of the closed panel members took
this view. Similarly, while 60 per cent of the open panel group
thought that their children would continue to receive just as much
care were they no longer eligible under the Plan, only 34 per cent
of the closed panel group felt this to be the case (see Tables 8, 9,
and 10).
However, inspection of these differences suggests that they are

only indirectly associated with the type of plan membership. Rather,
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they appear to be the result of more basic differences in the socio-
economic charateristics of these two groups. The two characteristics
that appear to be of the greatest importance in influencing the
decision to provide dental care in the absence of the Dental Care
Plan are educational level of parents and family income. Cross-tabula-
tions indicating the relationship between these variables and family
attitudes toward the provision of dental care show that the families
in which the parents had had the most years of education were much

TABLE 17

RELATION BETWEEN YEARS OF EDUCATION OF PARENTS AND
PROJECTED PROVISION OF DENTAL CARE WERE PROGRAM

NO LONGER AVAILABLE

Would Children's Care Be
Continued As Often As

Under the Plan?
6 Years
or Under

NO. PER CENT

Years of Education Completed

7-9 Years 10-12 Years
NO. PER CENT NO. PER CENT

13 Years
and Over

NO. PER CENT

Father
Yes  12 44 24 43 50 49 11 69
No  15 56 31 57 52 51 5 31

— — — — — — — —
Total  27 100 55 100 102 100 16 100

Mother
Yes  4 45 13 40 60 48 20 62
No  5 55 20 60 65 52 12 38

— — — — —
Total  9 100 33 100 125 100 32 100

more likely to feel that dental care would be continued regardless of
the Dental Care Plan (see Table 17). Similarly, the families with the
higher incomes were very much more likely to feel this way (see
Table 18). These same families were also more likely to support this
position by indicating that the Dental Plan had not materally in-
creased the amount of care that they were providing for their
children (see Table 19).

It is obvious that level of education and family income status
are not independent of one another. However, to the extent that
they can be separated in the material from this study, it appears
that a family income level is probably the more active influence
and that an income above $8,000 per year results in important
changes in the family outlook on dental care problems. Since both
the educational level and the family income status of the closed
panel group as a whole are lower than are those of the open panel
groups (see Tables 13-15), the observed differences between these

--•
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TABLE 18

RELATION BETWEEN FAMILY INCOME AND PROJECTED PROVISION OF
DENTAL CARE WHERE PROGRAM NO LONGER AVAILABLE

Would Children's Care Be
Continued As Often As

Under the Plan? Under $5,000
NO. PER CENT

Annual Family Income

15,000-8,000

NO. PER CENT

$8,100
and Over

NO. PER CENT

Yes  10 38 56 42 36 75
No  16 62 77 58 12 25

— — — — — —
Total  26 100 133 100 48 100

TABLE 19

CHANGE IN AMOUNT OF CARE RECEIVED UNDER THE PLAN
AS COMPARED TO CARE RECEIVED PREVIOUSLY

ACCORDING TO FAMILY INCOME

Comparison Between Care Now
Received and Previously Under $5,000

NO. PER CENT

Annual Family Income

$5,100-8,000
NO. PER CENT

$8,100
and Over

NO. PER CENT

Same amount or less  13 52 57 43 32 65
More  12 48 75 57 17 35

— — — — — —
Total  25 100 132 100 49 100

groups appear to be accounted for satisfactorily on the basis of these
findings.
The survey findings further suggest that the two types of plans

may have different usefulness in extending dental care to children
in the population generally. The open panel system is most readily
utilized by families in the higher income and educational levels,
many of which have had previous dental care experience. The closed
panel system appears to be somewhat more useful as a method of
reaching the relatively poor and less well-educated families among
whom previous dental care experience for their children is less
frequent and, in consequence, established avenues for obtaining
dental care are less likely to be present.
In working with the survey data, it was noted that some questions

seemed to give the respondents much greater difficulty than others
and that the proportion not answering or giving ambiguous answers
was very significantly greater for the closed panel group than for
the open panel group. This reluctance to answer questions ap-
pears to be related not only to the complexity of the question but
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also to the racial and educational characteristics of the group.14
The basis upon which the respondents made their selections of

dentist or dental care system appears to differ substantially between
the two groups. The fact that the dentist was already being used by

the family entered most heavily into the choice on the part of the open
panel users. Information obtained through the Union or through
the group medical care facility appears to have been the dominant
factor in directing the choice of those selecting the closed panel.
Convenience of location, while greatly less important, appears as
a minor influence in both groups.

APPENDIX A

Illustrative Comments Volunteered by Respondents to
Questionnaire

Favorable comments from open panel enrollees:

We're very proud to be (in) the first organization with a dental plan of this
kind and are delighted to answer. ... questions to help people obtain a similar
program. Besides the questions are well put and easy to answer.
No trouble at all. I think the dental plan is wonderful. (It) has saved us

considerable expense. Everyone that I have discussed this plan with has wished
that they had dental coverage also.
This plan has made me realize the importance of dental care from infancy_

not as just an emergency but as a scheduled check-up.

Favorable comments from closed panel enrollees:

The first time I visited the Dental office with (skepticism). I was surprised
to see all these little children relaxed and when the nurse called each one
there wasn't a whimper out of any and I couldn't help remembering my own
fear of a dentist as a child. Also at the time I was present there was a woman
with ten children. Where else would she be able to have their teeth cared for?
The results from this program are highly satisfying. I find my children do

not fear the dentist—are willing to go and are anxious to take better care of
their teeth. My wife and myself have also become more conscious of our teeth
and try to see our own dentist more often (because of) the program.
We can offer nothing but praise and add that were it not for this program

we feel that our children would not have had as good care had we to go this on
our own. Thank you for allowing me this opportunity to express my views as
well as those of my wife.

Unfavorable comments:

"The questionnaire was not well designed to provide for divorced
parents of children receiving care under the plan." One union

14 This interesting finding is not central to the purpose of this paper. However, it
has been somewhat more fully developed in unpublished supplementary cross tabula-
tions (see also Appendix B) .
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member was dissatisfied because he did not see the relevance of
questions on education or age of parents to a study primarily con-
cerned with dental plans. One user in each of the plans was unhappy
over being asked a question on race and one user was distressed at
being asked his income. "I think it is personal to me and the govern-
ment." The remainder of those who were dissatisfied with the
questionnaire were unhappy because it did not give them room
enough to write more qualified or elaborate responses. ("Too many
yes or no questions.")
Three persons made other criticisms dealing with the users rather

than the actual plan. For example, one longshoreman using the
open panel plan wrote, "I feel the program is not receiving its full
use—because of failure of parents (particularly the father) to under-
stand the need for a preventive dental health program. I would
suggest a visual education (program) directed at all longshore locals
showing the work of the plan and . .. (that) proper care of teeth is
desirable."

Several criticisms came from open panel users who did not realize
that they no longer needed to pay out-of-pocket for regular dental
work costing more than the fixed sum per child that applied in the
first year of the program.

Constructive suggestions:

A different category of response appears when one looks at sug-
gestions for the Plan's improvement. Twenty-eight consumers wrote
in their feelings on this subject and of this number 24 suggested
some way in which they felt the plan should be modified. The largest
number (10) felt children should be cared for longer—until eight-
een or nineteen years of age or until they are through school. For
example, one family said, "It was a great pleasure to assist, especially
in view of the many benefits we have received from the Plan. We
hope the program can be revised to cover our children in their later
years." Similarly, another remarked, "I wish this dental plan would
be extended until children are eighteen years old as my daughter
received the best dental care under this plan."
The next largest number (7) felt orthodontics ("teeth straighten-

ing" or "braces") was an expense they could ill afford and wished
it included with the other dental plan benefits. For example, one
mother wrote, "I would... like to know why the plan doesn't take
care of all dental work. I have a boy 4 years old that will have to wear
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braces and have special work and I can't afford it. My husband has
been injured on the job and can't work regular. This work should
start right away."
The next number (5) felt dental care for all the family (for the

older people) should be provided. For example, one family combined
this view with a plea for orthodontics in saying, " It is our opinion
that the whole family should be able to use this dental plan. Also,
it seems that children who have great need for orthodontic work
should be included in this program as it's quite expensive for the
average family."

APPENDIX B
RESPONDENTS FAILING TO ANSWER SPECIFIC QUESTIONS OR

ANSWERING IN IRRELEVANT OR AMBIGUOUS TERMS
ACCORDING TO DENTAL PLAN MEMBERSHIP

Table
No. Question Asked

Respondents Not Answering, etc.
Total Bay Area Open

Sample Panel
NO. PER CENT* NO. PER CENT NO.

Closed
Panel
PER CENT

1 Satisfaction with dental
service  7 3 2 2 5 5

2 Evaluation of quality of
care  8 4 3 2 5 5

3 Opinion of dentist's atti-
tude  20 9 2 2 18 19

4 Courtesy of dentist's assist-
ants  25 11 8 6 17 18

4 Waiting time for appoint-
ment  26 12 10 8 16 17

6 Waiting in dentist's office  25 11 9 7 16 17
7 Dentist's attitude toward

children  19 8.5 8 6 11 11
8 Action were plan not avail-

able  16 7 3 2 13 13.5
9 Change in amount of care

received  4 2 1 1 3 3
10 Continuation of care if no

plan  7 3 2 2 5 5
11 How was dentist selected? 17 8 1 1 16 17
12 Other health plan partici-

pation  11 5 5 4 6 6

Total  188 57 131
Percent of "no answers," etc.
among possible answers in each
membership group**   7.0 3.8 11.3

* Percentages show the proportion of "no answers," etc., among all possible answers
to each question, according to membership group.
** The value of N. for each membership group are: total sample, 221 x 12 = 2652;

Open Panel, 12 x 125 = 1500; Closed Panel, 12 x 96 = 1152.
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PART II
FINDINGS FROM THE SURVEY

OF DENTISTS

ARLENE K. DANIELS

Originally, it was anticipated that this survey of dentists would

be mainly descriptive, following the Oregon Survey made by Dr.

Foss.* Dentists would be sent questionnaires to determine what kinds

of dentists were participating in the Welfare Fund Program and

how well this program had fulfilled their expectations. However,

interviews with dentists and consultations with Dr. Foss indicated

the advisability of widening the scope of the study. Accordingly,

an attempt was made to explain as well as describe the attitudes of

dentists toward group dental care plans. In this way, the Bay Area

Study would be a complementary one rather than a repeat of the

first.'

PROCEDURE

After preliminary interviews, a test questionnaire was constructed

and mailed to thirty dentists in Stockton who had participated in

the ILWU-PMA program. Since the pre-test response was excellent

(twenty-three of the dentists returned questionnaires) the survey

was also conducted by means of a mailed questionnaire.

Accordingly, questionnaires revised on the basis of pre-test re-

sults were sent to a sample of four hundred dentists in the San Fran-

cisco Bay Area. This group was made up of dentists with ILWU

patients and a control group of dentists having no such patients.

It was felt that attitudes of dentists participating in the ILWU-PMA

program might be somewhat biased with regard to group dental

care. They might, for example, be well-disposed toward such care

if experiences with the ILWU-PMA were favorable. Furthermore,

dentists already favorable to group dental care plans might have

* Foss, Phillip 0., "The ILWU-PMA Group Dental Program in Oregon." (Published

with this report.)
This expansion was made possible by additional funds provided through the Uni-

versity of California Dental School, the California State Dental Association and the

National Institutes of Health.
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been more encouraging to ILWU patients than other dentists.
Therefore, only to look at dentists participating in the ILWU-PMA
plan might produce an unrepresentative picture of the views held
by dentists at large. On this basis, half of the sample was selected
from the dentists who had not participated in the ILWU-PMA
Dental Care Program and half from those who had participated in
the open panel of this program.2
In the following report, comparisons between consumers and

dentists participating in the plan will be discussed. Perhaps the
most relevant comparisons which can be made between dentists and
consumers are in the areas of satisfaction with plan. Accordingly,
findings on satisfaction as indicated by response to the questionnaire
and evaluation of the ILWU-PMA Dental Care Program will be
shown.
Of course it cannot be expected that dentists and consumers will

be comparable to any large extent. First, most dentists will have a
greater interest in group dental care problems than can be expected
from most consumers. Dentists are also concerned with the long
range effects of different types of dental care, which may have widely
different consequences for their own careers as well as for the pro-
fession as a whole. Consequently, dentists will not only have a greater
personal interest than consumers in this area; they will also have
more attitudes and opinions based on their professional experiences.
Second, dentists are a more homogeneous group with respect to

interest in dental care and so may be studied more intensively than
consumers. Many important interests and values are shared by most
members of the profession. These values, centered around the ethics
and self-conceptions of a professional, develop through the long
period of training. They are sustained and reaffirmed in professional
associations and in the sharing of technical, economic, and profes-
sional problems in daily work. To understand dentists' attitudes to-
ward group dental care plans, their common experiences and back-
ground must be taken into account. In the body of this report, then,
the effect of background and experience on attitudes toward group
dental care planning in this sample of dentists will be shown.

'Dentists were selected from the open panel plan only because there were too few
closed panel dentists for statistical analysis. However, interviews with closed panel
dentists are being conducted and will be reported on in the future.
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RESPONSE TO QUESTIONNAIRE

While the over-all return (slightly better than half of the respond-
ents) on the consumer questionnaire was considered satisfactory,
the dentist response was much greater. More than three-fourths (82
per cent) of the dentists approached filled out and returned question-
naires. This seems to indicate that dentists do have greater interest
in problems of group dental care than consumers, and this belief is
supported by the fact that 91 per cent of the dentists with ILWU
patients responded, as compared with 75 per cent of those dentists
without such patients.
How good are these results? One indicator of how interested

dentists are is the nature of their response to the questionnaire. Not
all liked the questionnaire. Some wondered at the large number of
personal questions; others doubted that a mailed questionnaire
would get valid answers. Doubts of similar nature, and also doubts
over the length and complexity of the questionnaire, had previously
been voiced by others; but the results indicate that these doubts
are overweighed by the preponderantly enthusiastic and helpful
response.
None of the dentists answering appear to have found the question-

naire too long. Many expressed interest in the fact that such a study
was going on. One young dentist just starting out in practice re-
marked: "It was somewhat enlightening to me for a study of this
type to take place." Others felt the questionnaire was valuable to
them personally (e.g., "Interesting and thought-provoking," "A
good self-analysis questionnaire," "A very interesting survey and
a good chance for introspection. A pleasure to fill out due to its
simplicity").

SATISFACTION WITH THE ILWU-PMA PROGRAM

Although dentists and patients were not always asked the same
questions, some comparisons between dentists and consumers are
possible. First, dentists are similar to consumers in showing more
satisfaction than dissatisfaction with the ILWU-PMA Plan. For
example, 98 per cent of the parents and 88 per cent of the dentists
were satisfied with the attitudes of their opposite. However, the

proportion of dissatisfied people, while not large in either group,

is still relatively higher among dentist than consumers. For ex-



ATTITUDES TOWARD GROUP DENTAL CARE 205

ample, 3 per cent of the parents and 11 per cent of the dentists were
dissatisfied with waiting time in the office and keeping appointments.
Furthermore, dentists are more likely to qualify their satisfaction
than consumers. Of those who responded, 92 per cent of the con-
sumers were highly satisfied with the dentist's attitude toward their

TABLE A

DENTISTS' SATISFACTION WITH ASPECTS OF THE ILWU-PMA
DENTAL CARE PLAN

Amount of Paper Keeping A p- Fee Patient's Parents' Union Co- Speed of
Satisfaction Work pointments Schedule Attitude Attitude operation Payments

PER CENT PER CENT PER CENT PER CENT PER CENT PER CENT PER CENT

High satisfac-
tion   12 44 49 62 63 69 71

Moderate sat-
isfaction . 31 42 30 23 21 18 23

It makes no
real differ-
ence   31 5 11 9 8 12 4

Moderate dis-
satisfaction 23 8 6 4 6 1

High dissatis-
faction .. 3 1 4 2 2 1 2

Total re-
sponses . 100(168)* 100(164) 100(162) 100(164) 100(163) 101(154) 100(162)

* Throughout this section of the report only percentages are given in the body of
tables. The figures in parenthesis are always the base figures (the total number of those
responding) from which percentages have been made. Wherever these base figures are
less than the total number of respondents (181 participating and 146 non-participating
dentists) the remainder are dentists who had no answer for that particular question.

children and 6 per cent were moderately satisfied. But among the
dentists who responded, 64 per cent were highly satisfied with the'
patient's attitude and 24 per cent were moderately satisfied.
Now, looking only at the dentists' responses to aspects of dental

care for ILWU patients, it appears that satisfaction is not distributed
equally over all aspects of the plan. In Table A, one can see that
there is relatively little dissatisfaction. High satisfaction (the first
line of the table) is lowest in the first column at the left and gets
higher as the columns proceed to the right.

It appears that, on the whole, dentists participating in the ILWU-
PMA program are not dissatisfied. While they do not seem to be



206 JOURNAL AMERICAN COLLEGE OF DENTISTS

as highly satisfied as consumers, they nonetheless indicate their gen-

eral approval by a relatively large proportion of "highly satisfied"

responses. Dentists are least satisfied with the amount of paper work

involved in treating ILWU patients. However, dissatisfaction de-

creases sharply and satisfaction rises accordingly in evaluation of the

remaining aspects of the dental care plan, beginning with the fee

schedule and patients' regularity in keeping appointments. Next

in the order of high satisfaction comes patients' and parents' at-

titudes; finally, the greatest degree of satisfaction occurs in regard

to union cooperation and the speed of payments.
As might be expected, dentists like things about dental care plans

—such as prompt payment—which are to their advantage. But those

aspects—as amount of paper work—which entail kinds of responsi-

bilities not ordinarily present in the practice of dentistry and not

ordinarily desirable are perceived as unsatisfactory. It is possible,

then, that the actual satisfaction is higher than responses indicate;

for dentists may be indicating their distaste for paper work in

general rather than the particular work connected with the ILWU-

PMA Dental Care Plan.

COMPARISON OF PARTICIPATING AND NON-PARTICIPATING DENTISTS

Dentists, whether participating in the ILWU-PMA program or

not, appear to come from similar backgrounds and have practices

of about the same size. (See Appendix A for a general description

of dentists in this sample.) But participating and non-participating

dentists in the ILWU-PMA program differ in the following ways:

(1) Estimated socio-economic status of patients; (2) Evaluation of

experience with other group dental care plans; (3) General evalu-

ation of group dental care plans; and (4) Support-opposition to

'group dental care plans. In the following sections, findings on each

of these differences will be presented.

1. Estimated Socio-economic Status of Patients

Dentists were asked to estimate the status of their patients, using

rough occupation and salary classifications (see Table B). The

over-all response indicated that more of the dentists with ILWU

patients (75 per cent) than those without (45 per cent) thought their

practice consisted predominantly of working class people or a com-

bination of working class and low salaried white collar workers and
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professionals. Conversely, more of the dentists not participating in
the ILWU-PMA program (55 per cent) than those who participated
(25 per cent) thought their practice consisted predominantly of
wealthy people in combination with white collar and low salaried
professionals. It appears, then, that dentists participating in the
ILWU-PMA program tend to have lower and middle class people
in their practice while dentists not participating tend to have middle
and upper class people in their practice. This finding seems reason-

TABLE B

ESTIMATED SOCIO-ECONOMIC STATUS OF PATIENTS

ILWU-PMA
Participating

Dentists
Non-Participating

Dentists

PER CENT OF THOSE RESPONDING

Category I: Predominantly working class people  21 7
Category II: Predominantly white collar and low sala-

ried professionals  8 13
Patients drawn about equally from categories I & II  54 38
Category III: Predominantly wealthy, high salaried
people  1 2

Patients drawn almost equally from categories II and
III  16 40

Total  100(172) 100 (133)

able since ILWU patients can be expected to come from working
class homes. They may well go to dentists who already have working
class patients in their practice—either because of convenient loca-
tions or through the advice of friends and relatives.

2. Evaluation of Experience With Other Group Dental Care Plans

In order to find some comparison point between participating
and non-participating dentists in the ILWU-PMA program, both
groups were asked to indicate their satisfaction or dissatisfaction
with any experiences they might have had through other dental
plans. For both groups of dentists, the greatest amount of response
on this question came with regard to three plans: (1) Post-payment
through the Bank of America Plan;3 (2) the Veterans' Fee-for-Serv-
ice Program; and (3) the County Welfare Plan. Of all the dentists
in the survey, most had had some experience with post-payment,
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less had had experience with the Veterans' Fee-for-Service Program

and least worked with the County Welfare Plan. The two groups

differ slightly in that dentists who have participated in the ILWU-

PMA program are also more likely to have participated in other

dental care plans (see Table C), but these differences do not appear

important. Similarly, general satisfaction in the two groups of dentists

is almost equal.

Both groups are most satisfied with Post-Payment, less satisfied with

TABLE C

DENTISTS HAVING EXPERIENCE WITH DENTAL PLANS
OTHER THAN THE ILWU-PMA

Post-Payment

Veterans'
Fee-for-Service County Welfare

Program Plan

PER CENT OF THOSE RESPONDING

ILWU-PMA Participating Dentists  75 70 43

Total number of dentists in sample . (181) (181) (181)

Non-participating Dentists  71 66 40

Total number of dentists in sample (146) (146) (146)

Total Having Experience  73 69 42
Total number of dentists in sample . (327) (327) (327)

the Veterans' Fee-for-Service Program and least satisfied with the

County Welfare Plan. However, an interesting difference appears

when strong satisfaction-dissatisfaction with the Veterans' and County

plans is examined (see Table D). Dentists participating in the

ILWU-PMA program are more likely to be highly satisfied and less

likely to be highly dissatisfied with their experiences than dentists

who have not participated.

These differences might lead one to expect that, since ILWU-PMA

participating dentists are the most highly satisfied with the past expe-

riences, they will also be more generally approving of group dental

care plans than non-participating dentists. This is, in fact, the case

In this plan the patient contracts individually to pay for dental care. Consequently,

it is not a group plan. Nonetheless, it is the most widely known and used plan among

dentists in this sample and so worthy of some attention. Furthermore, it does involve

an organized system through which dental care can be purchased. Possibly such a

system can also be applied on the group principle.
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and the findings which illustrate these differences are presented in
the next section.

3. General Evaluation of Group Dental Care Plans

Dentists participating in the ILWU-PMA program are not only

more interested in the problem of group dental care than non-

participants, they are also more generally approving of group dental
care plans.

First, dentists were asked: "How do you feel about group dental

TABLE D

EVALUATION OF EXPERIENCE WITH VETERANS' FEE-FOR-SERVICE
PROGRAM AND COUNTY WELFARE PLAN: STRENGTH OF

SATISFACTION-DISSATISFACTION

ILWU-PMA
Participating

Dentists
Non-Participating

Dentists

Veterans' Fee-for-Service Program PER CENT OF THOSE RESPONDING

Highly satisfied  44 25
Moderately satisfied  32 46
Moderately dissatisfied  16 18
Highly dissatisfied  9 11

Total  101 (127) 100 (97)

County Welfare Plan

Highly satisfied  23 17
Moderately satisfied  32 36
Moderately dissatisfied  30 20
Highly dissatisfied  15 27

Total  100(78) 100 (59)

care plans in general?" As shown in Table E, almost three-fourths
(72 per cent) of the dentists with ILWU patients and somewhat
more than half (57 per cent) of the dentists without said that they
approved of such plans. Less than 5 per cent of the dentists with
ILWU patients, but 16 per cent of those without, indicated that
they were not interested in the problem.

Next, dentists were asked: "How (do you feel) about group
dental care programs sponsored and paid for by organizations for
the benefit of their members?" Table F indicated the response to
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this more controversial question: 66 per cent of the dentists with

ILWU patients and 45 per cent of the dentists without them said

they approved of such plans. Dentists not participating in the ILWU-

PMA program continue to be less interested in the group dental
care plans. Of those with patients, 3 per cent said they were not
interested; but 14 per cent of those without such patients said they

were not interested.
The differences between the two groups of dentists can be seen

more sharply when looking at the extreme answers. Participating

dentists are more than twice as likely (26 per cent as against 10 per

TABLE E

GENERAL EVALUATION OF DENTAL CARE PLANS: STRENGTH OF
SATISFACTION-DISSATISFACTION

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT OF THOSE RESPONDING

Strongly approve  26 10
Mildly approve  46 47
Not interested  4 16
Mildly disapprove  15 21
Strongly disapprove  9 6

Total  100(171) 100 (144)

cent) as non-participating dentists to approve strongly of dental
care plans.4 Furthermore, proportionally three times as many partici-
pating dentists (24 per cent as against 8 per cent) are strongly ap-
proving in their evaluation of group dental care plans sponsored
and paid for by third parties.
The large difference between these two groups is especially in-

teresting in view of the amount of experience with patients that
participating dentists have had. Two-thirds of the participating
dentists have seen less than five patients through the auspices of

It is interesting to note that in one area of general evaluation of group dental care
plans ILWU-PMA participating dentists have indicated more strong approval than non-
participating dentists, and also more strong disapproval. It seems that in general, den-
tists with ILWU patients feel more strongly about group dental care than dentists with-
out patients. This view is supported by the fact that dentists with ILWU patients have
a far lower rate of answers in the "not interested" category than is true for dentists
without ILWU patients.
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the ILWU-PMA and very few have seen more than twenty.5 It ap-
pears that very little experience is necessary to effect approval of
group dental care plans on the part of dentists.

4. Support-Opposition to Group Dental Care and Closed Panels

To find out what specific aspects of group dental care plans
were liked or disliked, the dentists were presented with eight state-

TABLE F

EVALUATION OF GROUP DENTAL CARE PROGRAMS SPONSORED AND PAID
FOR BY ORGANIZATIONS FOR THE BENEFIT OF THEIR MEMBERS:

STRENGTH OF SATISFACTION-DISSATISFACTION

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT OF THOSE RESPONDING

Strongly approve  24 8
Mildly approve  42 37
Not interested  3 14
Mildly disapprove  21 22
Strongly disapprove  9 20

Total  99(177) 101 (144)

ments discussing positive or negative consequences of group plan-
ning in general and seven statements dealing with positive or negative
consequences of closed panels.5 (See Appendices B and C for the
complete statements and total responses to them.)

5. Support-Opposition to Group Dental Care Plans

The largest and most regular differences between ILWU-PMA
participating and non-participating dentists occur within this cate-

The question ". . . About how many of your patients come to you through the
ILWU-PMA plan?" was answered as follows:

Per Cent of Those Responding

Less than 5  66
5-10  23
11-20  8
More than 20  2

Total  99(179)

'Very often, objections to the general idea of group plans are raised on the basis that
they might include or encourage some form of closed panel. Therefore, some of the
arguments for and against closed panels were presented in these statements.
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gory. In each case, participating dentists were more supportive and
less opposing 7 to statements dealing with group dental care plans
than non-participants.
In Table G, differences between the two groups of dentists are

large at the top of the table and gradually diminish until at the foot
of the table they are almost negligible. The most extreme dif-
ference between the two groups of dentists appears in the first cate-
gory: the issue of doctor-patient relationships. Among those who

TABLE G

ILWU-PMA
Participating

Dentists

Non-
Participating

Dentists

Group Dental Care Plans
PER CENT RESPONDING

WHO ARE SUPPORTIVE

I. May disrupt the doctor-patient relationship.  63 (170) 40 (141)
2. Are a "boon" because of guaranteed fee collection. . 55 (173) 36 (141)
3. Cause the dentist to lose his independence.  
4. Tend to lessen patients' appreciation of good dental

work because they do not pay directly for it.  
5. Will not be able to attract dentists who want the

right to decide what patients they will treat  
6. Are vitally necessary now to bring care to those not

getting any  
7. Are a good idea if they contribute to education and

awareness of dental care needs  
8. Demand an unreasonably strict accounting on fee

schedules  

34 (178)

27 (179)

30 (175)

58 (179)

81(180)

61(171)

19 (143)

14 (142)

18 (142)

48 (142)

73 (142)

57 (140)

responded, a greater proportion of ILWU-PMA participating den-
tists do not fear that group care will disrupt this relationship (63
per cent as compared to 40 per cent). Another large difference appears
in regard to fee collection. Slightly better than one-half of the
dentists with ILWU patients thought that guaranteed fee collection
was a benefit arising from dental care plans, while about one-third
of the dentists without such patients agreed.
A majority of both groups of dentists agreed that the independence

of the dentist in dental care programs is restricted. However, partici-

"More supportive" and "less opposing" means that ILWU-PMA participating den-
tists agree with "supportive" statements and disagree with "opposing" statements more
often than non-participating dentists. In all the following tables, "per cent suppor-
tive" refers to agreement with the accompanying statement if that statement indicates
acceptance of group care plans; and disagreement with the accompanying statement if
it indicates opposition to such plans.
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pating dentists are much less likely to think this than non participat-
ing dentists (19 per cent as compared to 34 per cent). The two
groups also differ on whether or not group dental care plans are an
impediment to proper appreciation and maintenance of dental care
by the patient (27 per cent of the participating dentists and 14 per
cent of the non-participating dentists do not feel this is the case).
The greater support of group dental care plans by participating
dentists is also indicated by their response to the view that dentists
will not work within group dental care programs because they want
the right to decide what patients they will treat (30 per cent of the

TABLE H

ILWU-PMA
Participating

Dentists

Non-
Participating

Dentists

PER CENT RESPONDING

Closed Panels WHO ARE SUPPORTIVE

I. Give the dentist freedom to spend as much time as
necessary with patients  42(160) 28(127)

2. Cannot keep well qualified dentists working as sala-
ried or commissioned assistants  26(160) 15 (130)

3. Can never get enough ethical dentists to run them 32 (158) 24 (127)
4. Can offer complete dental care more cheaply than

open panel  39(158) 37 (119)
5. Offer excellent opportunities for consultation  31(160) 39 (131)
6. Are essentially the same as any group practice with

hired practitioners  46(157) 51(126)
7. Discourage individual initiative, interest and in-

tegrity  20(162) 21(136)

participating and 18 per cent of the non-participating dentists did
not believe this to be true).

Dentists disagree about the need for plans in about the same
ratio that they disagreed over the issue of independent selection.
Better than half (58 per cent) of the ILWU-PMA participating
dentists and slightly less than half (48 per cent) of the non-partici-
pating dentists agreed that group dental care plans are vitally neces-
sary now to bring care to those not getting any. Smaller differences
between participating and non-participating dentists appear in re-
sponse to the views that: plans are a good idea if they contribute
to education and awareness of dental care needs (participating
dentists indicate greater supportiveness by a difference of eight
percentage points): and plans demand an unreasonably strict ac-
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counting on fee schedules (61 per cent of the participating dentists
,do not think this is the case compared to 57 per cent of the non-
participating dentists).
As Table H indicates, participating dentists are not nearly so

different from non-participating dentists with regard to closed panels.
In both groups, more dentists oppose than support the idea of closed
panels; and in the last three lines of the table, a larger proportion
of non-participating than participating dentists indicate support of
closed panels.
While none of the differences were extreme, the largest unexpected

difference arises over the matter of consultations. Thirty-one per
cent of the participating dentists and 39 per cent of the non-partici-
pating dentists agreed with the view that closed panels offer excel-

lent opportunities for consultation. In regard to the importance of
distinguishing between group practices8 and closed panels, dentists
not participating in the ILWU-PMA program are slightly more
inclined (a difference of five percentage points) to regard the
distinction as unimportant. Since group practices seem to be ac-
ceptable in dentistry, this might be an indication that these dentists
also consider closed panels acceptable. The two groups of dentists
differ least about whether or not closed panels discourage individual
initiative, interest and integrity. Approximately four-fifths of each
group thought that this was the case.

SUMMARY: SUPPORT-OPPOSITION TO GROUP DENTAL CARE PLANS
AND CLOSED PANELS

On the basis of the preceding presentation, what can be said
about the views of dentists regarding group dental care plans? The
most interesting characteristic of the total sample is the lack of
consensus about most issues. These fifteen statements were designed
in a "slanted" fashion: the responses to each were clearly indicative
of support or opposition to group dental care plans and closed
panels. Despite this, on nine of the fifteen statements at least one-
fourth of the total sample of dentists disagreed with the majority
opinion.
The most interesting differences between the two groups of

8 Group practices are not considered to be so fundamental an innovation in dentistry
as closed panels, though the organization and functioning of the two types of practice
may be thought to be the same in some circumstances.
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dentists arise from the fact that ILWU-PMA participating dentists
are far more supportive of group dental care plans in general. They
are also more likely to approve of closed panels, but the difference is
no longer as regular as for plans in general. It is possible that dentists
who have had experience with an open panel (such as that provided
through the ILWU-PMA) have reason to regard it highly. If so,
this preference may lead to opposition to one alternative idea—
the closed panel. Another possibility may be that dentists partici-
pating in an open panel feel themselves in competition with closed
panel dentists. Such competition may be regarded as an extra and
unfair pressure normally not found in the regular practice of
dentistry.
While such explanations must remain speculative, it is reason-

able to assume that experience is an important factor in the forma-
tion of attitudes. Dentists in neither group indicated that they had
had any experience with closed panels. In this respect dentists in
both groups are alike and there is relatively little difference in at-
titude on the subject of closed panels. All the ILWU-PMA partici-
pating dentists have had experience in the open panel of at least
one group dental care plan, of course; but fewer non-participants
have had any experience.

If experience is important in making a program of dentistry fa-
miliar and tolerable, it is not surprising that ILWU-PMA partici-
pating dentists are more supportive than non-participating dentists.
In the following section, the importance of experience in producing
approving or disapproving attitudes toward group dental care will
be explored further.

ANALYSIS OF DIFFERENCES BETWEEN ILWU-PMA PARTICIPATING
AND NON-PARTICIPATING DENTISTS

In the previous sections of this report, it has been shown that
dentists in the two samples differ in the amount of satisfaction ex-
perienced in other dental plans: participating dentists have been
more frequently highly satisfied with their experience than non-
participating dentists. Most of all, dentists in the two groups differ
in their support of group dental care plans: ILWU-PMA partici-
pating dentists are more approving and supportive than non-partici-
pants. They also differ in their estimates of the socio-economic status
of their patients: ILWU-PMA participating dentists say they have
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more working and middle class patients than non-participating
dentists do.
What do these differences mean? Is it possible that the lower socio-

economic status of the patients in the ILWU-PMA plan has made

their dentists more aware of the need for such plans? This is a reason-

able hypothesis; it can easily be tested with our data by comparing
dentists with high-status and low-status patients in each of the two

TABLE I

DENTISTS' APPROVAL OF GROUP DENTAL CARE PLANS ACCORDING TO
PARTICIPATION IN THE ILWU-PMA PROGRAM AND ESTIMATED

SOCIO-ECONOMIC STATUS OF PATIENTS

ILWU-PMA Participating Non-Participating
Dentists Dentists

Estimated Socio-Economic*
Status of Patients:

Per cent of dentists approving group den-

HIGH LOW HIGH LOW

tal care plans sponsored by third parties 68 67 42 45
Total number of dentists responding in
each category  

(42) (126) (72) (56)

*In dichotomizing this variable, responses of those dentists who estimated that their
patients were drawn primarily from the category of working class people were com-
bined with those who estimated that their patients were drawn about equally from the
categories of the working class and low salaried white collar and professional people.
Responses of dentists estimating most of their patients as primarily white collar and
low salaried were added to the responses of dentists estimating that their patients were
wealthy or drawn about equally from the wealthy and white collar categories.

types of practice. The results,9 as shown in Table I, disprove this hy-
pothesis conclusively. Among ILWU-PMA dentists there is almost no
difference between those whose patients are primarily high-status and
those whose patients are largely low-status; 68 per cent of the former
and 67 per cent of the latter favor group dental care plans. Similarly,
among the non-participating dentists the proportions in favor of the

plans differ only slightly according to the socio-economic status of
their patients (42 and 45 per cent). It is not the characteristics of

their patients, then, that accounts for the more favorable attitude of

the ILWU-PMA dentists.

'Responses to the question: "How (do you feel) about group dental care programs
sponsored and paid for by organizations for the benefit of their members?" were used

in comparing approval of group dental care plans.
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However, another explanation of the differences which have been
observed between the two groups has already been offered. Perhaps
experience with group care plans has helped develop a favorable
attitude around the idea of group dental care plans. As already noted,

more ILWU-PMA participating dentists were highly satisfied with

their general experiences in group care than non-participating den-

tists.
When participation in the ILWU-PMA program and satisfaction

with other plans were related to general approval of group dental
plans, the following differences appeared. Those among the ILWU-

TABLE J

EVALUATION OF PREVIOUS EXPERIENCE IN THE COUNTY WELFARE PLAN
WITH GENERAL APPROVAL OF SUCH PLANS AND PARTICIPATION

IN THE ILWU-PMA PLAN

ILWU-PMA Participating Non-Participating
Dentists Dentists

Experience With County
Welfare Plan: SATISFIED DISSATISFIED SATISFIED DISSATISFIED

Per cent of dentists approving rental care
plans   73 63 57 27

Total number of dentists responding in
each category   (41) (35) (28) (22)

PMA participating dentists who have been satisfied in their ex-
periences with the County Welfare Plan also tend to be among those
who are approving of group dental care plans in general (see Table
J). Almost three-fourths of the ILWU-PMA participating dentists
who were satisfied with the County Welfare Plan also approved of
group dental care plans in general. Similarly, more than half of the
non-participating dentists who were satisfied in their experiences with
the County Welfare Plan Approved of group dental care plans.

Satisfaction with the County Welfare Plan makes a bigger differ-
ence in regard to approval for non-participating than it does for
participating dentists. A difference of thirty percentage points dis-
tinguishes the satisfied non-participating dentists from the dissatis-
fied (57 per cent as against 27 per cent). But only ten percentage
points distinguish the satisfied participating dentists from the dis-
satisfied. Perhaps the experience with the County Welfare Plan
makes a bigger difference with non-participating dentists because
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TABLE K

DENTISTS' DISAPPROVAL OF GROUP DENTAL CARE PLANS ACCORDING
TO PARTICIPATION IN THE ILWU-PMA PROGRAM AND

NUMBER OF CHAIRS USED IN PRACTICE

ILWU-PMA Participating Non-Participating
Dentists Dentists

NO. OF CHAIRS NO. OF CHAIRS

ONE TWO

THREE

OR MORE ONE TWO

THREE

OR MORE

Per cent of dentists disapproving group
dental care plans sponsored by third
parties  36 29 31 24 51 76

Total number of dentists responding in
each category  (44) (86) (36) (29) (71) (17)

TABLE L

DENTISTS' DISAPPROVAL OF GROUP DENTAL CARE PLANS ACCORDING
TO PARTICIPATION IN THE ILWU-PMA PROGRAM AND

WAITING TIME FOR APPOINTMENT

ILWU-PMA Participating Non-Participating
Dentists Dentists

WAITING TIME FOR APPOINTMENT

LESS THAN ONE TO THREE WEEKS

ONE WEEK TWO WEEKS OR MORE

WAITING TIME FOR APPOINTMENT

LESS THAN ONE TO 'THREE WEEKS

ONE WEEK TWO WEEKS OR MORE

Per cent of dentists
disapproving of
group dental care
plans sponsored
by third parties 32 35 27 42 46 59

Total number of
dentists respond-
ing in each cate-
gory   (44) (66) (60) (31) (54) (32)

they do not have the additional experience with ILWU patients to
aid in forming an attitude. (It is also possible that dentists once
dissatisfied have refused to participate in any other group plans and
therefore are non-participants here.)

Different relationships appear when comparing the approval of
participating and non-participating dentists with regard to the ex-
tent of their practice. While extent of practice of a participating
dentist appears to make no difference whatsoever in approval of
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TABLE M

219

DENTISTS' DISAPPROVAL OF GROUP DENTAL CARE PLANS ACCORDING
TO PARTICIPATION IN THE ILWU-PMA PROGRAM AND

FEELINGS ABOUT WORKLOAD

ILWU-PMA Participating
Dentists

FEELINGS ABOUT WORKLOAD

Non-Participating
Dentists

FEELINGS ABOUT WORKLOAD

ABOUT RIGHT OR

FEWER PATIENTS

THAN WOULD VERY PRESSURED

HAVE LIKED OR TOO BUSY

ABOUT RIGHT OR

FEWER PATIENTS

THAN WOULD

HAVE LIKED

VERY PRESSURED

OR TOO BUSY

Per cent of dentists disap-
proving of group dental
care plans sponsored by
third parties  

Total number of dentists re-
sponding in each category

30

(115)

33

(51)

43

(88)

66

(29)

TABLE N

DENTISTS' DISAPPROVAL OF GROUP DENTAL CARE PLANS ACCORDING
TO PARTICIPATION IN THE ILWU-PMA PROGRAM AND INCOME

ILWU-PMA Participating
Dentists

INCOME

$20,000 $20,001 $40,001
AND TO AND

BELOW $40,000 ABOVE

Non-Participating
Dentists

INCOME

$20,000 $20,001 $40,001
AND TO AND

BELOW $40,000 ABOVE

Per cent of dentists disapproving of
group dental care plans sponsored
by third parties  23 35 27 26 46 55

Total number responding in each
category  (47) (85) (40) (47) (68) (20)

group dental care plans, a sharp distinction appears for the non-

participating dentists. In general, the busier a non-participating

dentist is, the more likely it is that he will disapprove of group dental

care plans. This can be shown where extent of practice is measured
in terms of number of chairs (Table K), waiting time for appoint-

ments (Table L), feelings about workload (Table M), and income
(Table N). In each of these tables, no appreciable relationship be-

tween approval and exten't of practice appears among the participat-

ing dentists. About one-third of the participating dentists are dis-



220 JOURNAL AMERICAN COLLEGE OF DENTISTS

approving in their attitude toward group dental care plans. But
sharp differences can be seen for the non-participating dentists.
Among the non-participating dentists responding, more chairs, a
more crowded appointment schedule, feelings of greater pressure
in workload, and higher income are related to disapproval of group
dental care plans.
What significance can be attached to these differences which ap-

pear so consistently? It is possible that non-participating dentists
who are not too busy feel that the advent of group dental care plans
might bring a welcome increase to their practice. Following this line
of interpretation, the non-participating dentists who are very busy
may, feel that group dental care plans are a possible threat to their
successful practice and busy schedule. They may feel they have
nothing to gain and something to lose through such plans. (In addi-
tion, successful non-participating dentists may attribute their success
to their own abilities and the freedom they have to express their
abilities; they may feel that group dental care plans endanger that
freedom.) Such an interpretation is, at best, tentative; but it does
suggest that the relationship between extent of practice and disap-
proval of group dental care plans might well be explored further in
order to present some reasonable explanations for the patterns which
have appeared. In any event, this explanation can not account for
approval or disapproval of participating dentists, since there is no
association between extent of practice and their approval.

CONCLUSIONS

These findings suggest that having experience with group dental
care plans affects approval of them. More specifically, the kind of
previous experience—satisfactory or unsatisfactory—helps determine
whether or not group dental care plans are regarded with approval
or disapproval.
Of course, it is possible that there are other factors affecting ap-

proval which have not been examined. It has been noted, for exam-
ple, that the dentists who are most disapproving of group dental care
plans—those without ILWU patients—are also the dentists for whom
extent of practice is related to disapproval. It would be interesting
to be able to explain why extent of practice makes a difference in
the approval of non-participating dentists, but not in the approval
of dentists with ILWU patients.
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These speculations will be pursued further in later reports. But
whether or not they provide new insight into dentists' attitudes

toward group dental care plans, the findings presented here show

that experience is an extremely important factor. While some den-

tists may have been sympathetic or unsympathetic to group dental

care plans before they had actual experience with them, it is prob-
able that, without experience in any plan, many of them would
have had no strong feelings one way or another. (Support for this
view comes from the fact that the greatest proportion of "not inter-
ested" responses to the question of group dental care come from den-
tists who have not participated in the ILWU-PMA program.)

Dentists' offices are widely distributed throughout the major cities
of the San Francisco Bay Area, and patients are usually received
into such offices on an equalitarian, first-come, first-served basis. Con-
sequently, beneficiaries of dental plans may be received and treated
in the office of any dentist they may wish to visit, even though some
dentists may not be in the habit of treating persons benefiting from
group dental plans in the regular course of their practice. The pa-
tient, then, provides the experience for the dentist by using his ini-
tiative in choosing a dentist. Since most of the participating dentists
had relatively few ILWU patients, it does appear that patient
choices were widely distributed. These choices seem to have resulted
in developing a favorable attitude toward group dental care plans.
Furthermore, as already noted, a suprisingly large proportion of
non-participating dentists also appear ready to view group dental

care plans favorably if they have had satisfactory experiences with
other plans.

Finally, the over-all approval of group dental care plans is higher
than might have been expected. While some dentists are in opposi-
tion, many do not seem to feel threatened or angered by the possibility
of group dental plans except for the use of the closed panel system.
One possible inference from these findings is that dentists in general
are not as opposed to group dental care planning as may have been
supposed. Whether this speculation is true or not, the findings which
have been presented indicate that dentists in the San Francisco Bay
Area are not likely to present systematic opposition to possible group
dental care planning in the future, provided that the open panel
system is emphasized.
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APPENDIX A

GENERAL DESCRIPTION OF SAN FRANCISCO BAY AREA DENTISTS
RESPONDING TO A MAILED QUESTIONNAIRE

A first step in looking at the survey findings was to compare gen-
eral background and extent of practice for ILWU-PMA participating
and non-participating dentists. Such a step, it seemed reasonable to
assume, might throw light on the problem of general attitudes to-
ward group dental care plans. Perhaps, for example, dentists partici-
pating in the ILWU-PMA program are located in areas where con-
sumers of the program have easy access. If this were the case, par-
ticipating and non-participating dentists would be located in differ-
ent sections of the San Francisco Bay Area. It is also possible that
dentists participating in the ILWU-PMA program differ in other
ways which might explain why they are treating ILWU-PMA pa-
tients and other dentists are not. They may, for instance, be selected
from a group of dentists liking to work with children. Since children
are the patients in this program, dentists who specialize in treating
children might tend to be selected to give care more often than den-
tists who do not. These and other factors might help to explain why
they have or have not worked with ILWU patients. However, as
the following presentation shows, the assumption was not entirely
warranted. Dentists do not appear to differ markedly from one an-
other on the basis of participation in the ILWU-PMA Dental Care
Program. The discussion will therefore emphasize the characteristics
of both groups together, rather than the differences between them.

1. General Background

a. Father's education and occupation

As other studies have indicated, dentists are professionals who, in
many cases, have risen during their own generation from lower occu-
pational groups. This view is supported by findings from the sample
of dentists surveyed here. The majority of dentists have come from
families where the father has had less than college education and
where the father's occupation has been in the category of small busi-
ness, sales and service, or blue collar. (See Tables A-1, A-2.)

b. Longest childhood residence and dental school

When asked in which state they lived the longest while growing
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TABLE A-1

FATHER'S EDUCATION

Number of Years

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

High school or less  65 56 61

Some college  12 12 12

Four or more years of college  14 17 15

Don't know and no answer  8 16 12
— — —

Total   99(181) 101(146) 100(327)

TABLE A-2

FATHER'S OCCUPATION

Type of Occupation

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

D.D.S. M.D 6 12 9

Other profession, manager, owner of large
business  15 15 15

Manager-owner of small business, farm
owner, sales and service  47 44 46

Blue collar  90 16 18

Don't know and no answer  12 13 12
— —

Total   100(181) 100(146) 100(327)

up, more than three-fourths of the dentists indicate California. The

remainder are distributed over other parts of the United States;

very few come from foreign countries or U. S. territories. Therefore,

it is not surprising that by far the largest numbers of dentists in this

sample are also graduates of California dental schools. (See Tables

A-3, A-4.)

c. Pre-dental training and major field in college

Slightly under three-fourths of all the dentists in this sample had

some formal, academic pre-dental education. Of these, the majority

completed two years of college level work. The subjects most often

studied are those usually acceptable for entrance into any phase of
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TABLE A-3

LONGEST CHILDHOOD RESIDENCE

State or Region

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

California  70 65 68
Pacific  2 4 3
Mountain  3 6 4
Central  8 10 9
Southern  2 3 2
New England and Mid-Atlantic  8 3 6
Other: Foreign countries and U. S. terri-

tories  2 3 2
No answer  5 6 6

— — _
Total  100(181) 100(146) 100(327)

TABLE A-4

LOCATION OF DENTAL SCHOOL

ILWU-PMA
Participating

State in Which Dental School Located Dentists
Non-Participating

Dentists Total

PER CENT OF RESPONSE

California  83 82 83
Oregon-Washington  2 4 3
Mid-Western  6 7 6
Eastern  8 5 7
No answer  2 1 2

— _
Total  101(181) 99(146) 101 (327)

the medical field, and very few students majored in fields that did
not have some bearing on dentistry. (See Table A-5, A-6.)

d. Age at which decision to enter dentistry reached and reasons
for entering dentistry.

To a considerable extent these choices of major subject reflect
a definite commitment to dentistry. More than half of the dentists
in this sample made up their minds to enter dentistry by the time
they were twenty years of age.
While an examination of the reasons for entering dentistry offers

some additional support to the findings that dentists seem to have
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TABLE A-5

YEARS OF PRE-DENTAL TRAINING

Number of Years

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

None  24 32 28
One to three  50 47 49
Four or more  23 17 20
No answer  3 3 3

— — _
Total   100(181) 99(146) 100(327)

TABLE A-6

MAJOR FIELD IN COLLEGE

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

Pre-dental  21 27 23
Majors acceptable for entrance into the
medical field, e.g. zoology, chemistry  43 40 42

Specific professional health fields, e.g 
pharmacy, public health  6 5 6

Professional fields not related to health,
e.g. education, engineering, social wel-
fare  5 9 7

Liberal arts and general life sciences  12 14 13
Other fields and no answer  13 6 10

— —
Total  100(130)* 100(101)* 101(231)*

* These base figures exclude those without formal academic pre-dental education.

long-range interests in the medical field, it also indicates that other,
non-medical concerns are extremely important. Almost a third of
all the dentists sampled said that they became interested in den-
tistry through a desire to enter the health field; but other categories
of reasons were mentioned more often than this one. This means that
70 per cent of the dentists said that they entered dentistry because of
their interest in craftsmanship; 62 per cent because of interest in
a profession offering the opportunity to work independently;
51 per cent because of a general interest in entering the professions;
35 per cent because of the high economic returns expected; 34 per
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TABLE A-7

AGE AT WHICH DECISION TO ENTER DENTISTRY REACHED

Age

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

15 or younger  20 27 24

16 to 20  51 45 48

21 to 25  22 21 22

26 or older  4 7 6

No answer  2 1
— — _

Total   99(181) 100(146) 101(327)

TABLE A-8

REASONS FOR ENTERING DENTISTRY

ILWU-PMA
Participating

Dentists
Non-Participating

Dentists Total

PER CENT OF RESPONSE

Interest in craftsmanship, art of dentistry 63 61 62

To be independent, self-employed  64 77 70

Interest in entering the professions  55 45 51

High economic return  34 36 35

Desire to follow an esteemed relative or

friend  29 40 34

Desire to enter the health field  30 35 32

No answer  1 2 1

— — —

Total  276*(181) 296(146) 285(327)

* Percentages total more than 100 because multiple responses were possible.

cent because of the desire to follow in the footsteps of an esteemed

relative or friend; and 32 per cent because of a desire to enter the

health field. (See Tables A-7, A-8.)

e. Year of graduation from dental school

Most of the dentists in this sample, judging by the time of their

graduation from dental school, are under fifty. One-third graduated

in 1930 or earlier; two-thirds from 1931 to the present. (See Table

A-9.)

f. Service in the armed forces

Most of the sampled dentists served in the armed forces. Of these,

the majority gained additional professional experience serving as



ATTITUDES TOWARD GROUP DENTAL CARE 227

TABLE A-9

YEAR OF GRADUATION

ILW U-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

1920 or earlier  6 10 8
1921 to 1930  22 29 25
1931 to 1940  19 18 19
1941 to 1950  35 27 31
1951 to the present  15 13 14
No answer  3 3 3

— — —
Total   100(181) 100(146) 100(327)

TABLE A-10

SERVICE IN THE ARMED FORCES

ILW U-PMA
Participating

Dentists
Non-Participating

Dentists Total

PER CENT OF RESPONSE

None  22 20 21
As a dentist  53 58 55
In dental or medical corps, but not as a

dentist  10 11 11
In other corps  14 10 13
No answer  1 1

Total  100(181) 99(146) 101 (327)

dentists. Only 15 per cent of those in service were not connected
in any way with medical or dental corps. (See Table A-10.)

g. Location of practice

Most dentists participating in this survey indicate that they prac-
tice in San Francisco; the next largest number practice in Alameda.
The fewest dentists are in the Mann and mid-peninsula areas. (See
Table A-11.)

h. Attendance at professional meetings: local meetings and
state conventions

In general, dentists appear to be regular in attendance at profes-
sional meetings. In this sample, more than half of the dentists go
to most of the local dental meetings and almost all of the dentists
attend the yearly state convention meetings. No dentist says he
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TABLE A-11

LOCATION OF PRACTICE

ILWU-PMA
Participating

Dentists
Non-Participating

Dentists Total

PER CENT OF RESPONSE

San Francisco (First District)  47 36 42

Alameda (Fourth District, including Cas-

tro Valley and the newly formed Twen-

ty-second District)  24 21 23

San Mateo (Seventeenth District)  11 10 10

Contra Costa (Eleventh District)  7 9 8

Berkeley (Fifteenth District)  7 9 8

Mann (Eighteenth District)  3 6 5

Mid-Peninsula (Twentieth District)  1 10 5
— — —

Total  100(181) 101(146) 101(327)

TABLE A-I2

ATTENDANCE AT STATE DENTAL SOCIETY CONVENTIONS
IN PAST FIVE YEARS

Number of Meetings

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

None  4 1 2

One  2 1 2

Two or three  10 8 9

Four or more  82 87 84

No answer  2 3 3
— _ —

Total   100(181) 100(146) 100(327)

never attends local meetings and less than 3 per cent of the

dentists have not gone to a state convention in the past five years.

(See Tables A-12, A-13.)

2. Extent of practice

Having looked at a few of the important general background

factors in the lives of dentists, what can be said about aspects more

directly connected with professional practice? Since this is not a

technical or medical survey, no information on dental techniques

or other special methods and practices associated with the profession
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has been gathered. Instead, dentists were asked questions about the
general nature of their practice and their feelings about it.

a. Age group of patients

Dentists were asked to estimate what per cent of their patients
were in each of three age groups: under six, from six to sixteen, and
seventeen or older. Apparently most of the patients of most den-
tists are in the adult category of seventeen or older. Slight differ-
ences between dentists who have and those who have not partici-
pated in the ILWU-PMA program appear in regard to younger

TABLE A-13

ATTENDANCE AT LOCAL MEETINGS

Number of Meetings

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

None  

PER CENT OF RESPONSE

.. ..
Once a year  11 9 10
One third of the time  13 8 11
Half of the time  15 23 19
Most of the time  33 35 34
Every time  24 21 22
No answer  3 4 4

— — _
Total   99(181) 100(146) 100(327)

patients. In the category of patients from six to sixteen, for example,
ILWU-PMA participating dentists have more patients than non-
participating dentists. These differences are readily understandable
in view of the fact that the ILWU-PMA program is for children.
Consequently a slightly higher proportion of dentists accustomed
to treating substantial numbers of children in their practice is likely
to occur in any sample of participating dentists. (See Table A-14.)

b. Work load

In answer to the question: "How do you feel about your work load
during the past twelve months?" about half of the dentists seemed
to feel that they had had a good balance between the patients com-
ing to them and the number of hours they liked to work. Less than
20 per cent felt they did not have as many patients as they would
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TABLE A-14

AGE GROUP OF PATIENTS

Per Cent

ILTVU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

UNDER 6

None  4 10 7

10 or less  58 46 52

11 to 20  12 14 13

21 to 50  12 8 10

51 to 100  2 1 2

No answer  11 22 16
— — _

Total  99 (181) 101(146) 100(327)

FROM 6 TO 16

None  .. 3 1

10 or less  9 18 13

11 to 20  26 23 24

21 to 50  51 35 44

51 to 100  4 7 6

No answer  9 15 12
_

Total  

—
99(181) 101(146)

17 AND OVER

100(327)

None  2 3 3

10 or less  4 3 3

11 to 20  .. 1 1

21 to 50  18 16 17

51 to 100  71 70 71

No answer  6 6 6
— — _

Total   101(181) 99(146) 101(327)

have liked to have, and about one-fourth of the dentists sampled felt
that they had been working under pressure or were much too busy.
(See Table A-15.)

c. Number of chairs in use

Slightly more than half of the dentists in this sample use two
chairs in their practice. The next largest number—about one-fourth

—use one chair. Relatively few dentists, 17 per cent, use three or

more chairs. (See Table A-16.)

d. Appointment time

When asked how long, on the average, patients have to wait for

appointments, almost three-fourths of the dentists indicated that
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TABLE A-15

DENTIST'S PERCEPTION OF HIS WORKLOAD

ILWU-PMA
Participating

Dentists
Non-Participating

Dentists Total

PER CENT OF RESPONSE
Not enough patients as would like  15 23 19
A good balance between number of pa-

tients and desired number of work hours 52 48 50
Too busy; too many patients; feeling pres-
sured  31 26 28

No answer  3 3 3

Total  101(181) 100(146) 100(327)

TABLE A-16

NUMBER OF CHAIRS IN USE

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE
One  26 27 26
Two  50 58 54
Three or more  21 13 17
No answer  3 2 2

— — _
Total   100(181) 100(146) 99(327)

TABLE A-17

PATIENTS' WAITING TIME FOR AN APPOINTMENT

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE
No waiting  8 12 10
About a week or less  37 35 36
From a week to three weeks  38 34 36
Three weeks or more  16 18 17
No answer  1 1 1

- - -
Total   100(181) 100(146) 100(327)
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TABLE A-18

NUMBER OF DENTAL ASSISTANTS

ILW U-PMA
Participating

Dentists
Non-Participating

Dentists Total

PER CENT OF RESPONSE

None  14 15 14
One  54 55 55

Two  23 19 21
Three or more  7 5 6
No answer  3 5 4

— — _

Total  101 (181) 99(146) 100(327)

TABLE A-19

NATURE OF PRACTICE

ILW U-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

Group  12 12 12
Independent  82 88 84
No answer  7 1 4

— — —
Total   101(181) 101(146) 100(327)

their patients waited between a week and three weeks for an appoint-

ment. Only 10 per cent of the dentists said there was no waiting

time, and 17 per cent of the dentists said that waiting time was more

than three weeks. (See Table A-17.)

e. Number of assistants

Slightly more than half of the dentists in this sample have one
dental assistant. Relatively few, 14 per cent, have no dental assistant,

and 27 per cent have two or more assistants. (See Table A-18.)

f. Independent Practice

When asked whether they practiced independently or in a group,

by far the largest number of dentists said that they were independ-

ent. Only 12 per cent said that they participated in any type of group

practice. (See Table A-19.)
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TABLE A-20

GROSS YEARLY INCOME

ILWU-PMA
Participating Non-Participating

Dentists Dentists Total

PER CENT OF RESPONSE

$20,000 and below  26 35 30
$20,001 to $40,000  49 49 49
$40,001 and above  22 14 19
No answer  3 2 2

— — _
Total   100(181) 100(146) 100(327)

g. Income

In general, when looking only at gross income figures, about one-
third of all dentists in the sample appear to earn less than twenty
thousand dollars per year. Almost half of the dentists earn between
twenty and forty thousand dollars yearly and almost one-fifth earn
more than forty thousand dollars. (See Table A-20.)

APPENDIX B

TOTAL RESPONSE ON STATEMENTS INDICATING SUPPORT-OPPOSITION*
TO GROUP DENTAL CARE PLANS

1. The trouble with group dental care plans is that they have bad effects on the
doctor-patient relationship.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  49 58 38
Opposition  46 36 58
No answer  5 6 3

— —
Total dentists   100(327)** 100(181) 99(146)

*As in the body of the report, support means agreement with statements indicating
acceptance of group dental care plans and disagreement with statements indicating
opposition to them.
" Totals are the same throughout this appendix.
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2. Group dental care plans are a boon to the dentist because of the guaranteed col-
lection of fees.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  45 52 35
Opposition  51 43 62
No answer  4 4 3

— — —
Total dentists  100 99 100

3. One of the difficulties with group dental care plans sponsored and paid for by
organizations is that the dentist loses his independence when he is "hired" by some
organization.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  27 34 18
Opposition  71 65 80
No answer  2 2 2

— — —
Total dentists  100 101 100

4. A big disadvantage to most dental care plans arises from the fact that when indi-
viduals do not pay for their dental work directly out of their own pockets, they are not
as responsible about maintenance nor as appreciative of good work.

Total,

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  21 27 14
Opposition  77 72 84
No answer  2 1 3

— — —
Total dentists  100 100 101
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5. Many dentists would never be willing to work on group dental care plans because
they want the right to decide whether or not they will accept certain kinds of patients.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  24 28 18
Opposition  73 69 79
No answer  3 3 3

— — —
Total dentists  100 100 100

6. Group dental care plans are vitally necessary right now because they make dental
care available to persons who are not getting it.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  52 57 47
Opposition  46 42 51
No answer  2 1 3

— — _
Total dentists  100 100 101

7. Though there may be disadvantages connected to them, group dental care plans
of any kind are a good idea if they contribute to a greater education and awareness
of dental health needs.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  77 81 71
Opposition  22 19 26
No answer  2 1 3

— — —
Total dentists  101 101 100

8. The trouble with all group dental care plans from the dentist's point of view is
that they demand an unreasonably strict accounting on fee schedules.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  57 58 55
Opposition  39 36 41
No answer  5 6 4

— — —
Total dentists  101 100 100
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APPENDIX C

TOTAL RESPONSE ON STATEMENTS INDICATING SUPPORT-OPPOSITION*
TO CLOSED PANELS

1. An advantage of the "closed" or "service" panel for the dentist is that he can spend
as much time as he feels necessary on each patient, knowing that his time is paid for.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  31 37 24
Opposition  57 51 63
No answer  12 12 13

— — —
Total dentists   100(327)** 100(181) 100(146)

* See preceding footnote, Appendix B.
** See preceding footnote, Appendix B.

2. Well qualified dentists will not continue working as salaried or commissioned as-
sistants in a "service" panel.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  18 23 13
Opposition  70 66 76
No answer  11 12 11

— — —
Total dentists  99 101 100

3. "Closed panels" or "service" panels are all right in theory, but there will never be
enough ethical and idealistic dentists interested in organizing and running such groups.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  24 28 21
Opposition  63 60 66
No answer  13 13 13

— — —
Total dentists  100 101 100
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4. Although "open" panel dental plans may be more advantageous for the individual
dentist, they can not offer the patient complete dental care as cheaply as the "closed" or
"service" panel.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  52 53 51
Opposition  32 34 30
No answer  15 13 18

_ -
9Total dentists  99 100
7

5. One of the good things about working in group dental care plans using the "serv-
ice" panel is that the opportunity for consultations and for comparing types of dental
work tends to produce higher standards of work for all concerned.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  52 57 47
Opposition  46 42 51
No answer  3 1 3

Total dentists  101 100 101

6. There is no real significant difference between "closed" or "service" panel groups
and any other type of group practice where associates are hired on commission or salary.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  42 40 44
Opposition  45 47 42
No answer  13 14 14

Total dentists  100 101 100

7. Dentists who work for "closed" or "service" panels probably will not have as much
interest in their work, nor show as much initiative and integrity as they would if they
were working on their own.

Total

ILWU-PMA
Participating Non-Participating

Dentists Dentists

PER CENT PER CENT PER CENT

Support  71 65 79
Opposition  27 34 19
No answer  2 2 2

Total dentists  100 101 100
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COMMENTARY

Consideration of the material presented in the studies of the op-
eration of the ILWU-PMA program indicates rather definite pat-
terns of thought, both in the consumers and in the dental profession.

The observations presented may be of value in directing and plan-

ning other group purchase plans.

It seems quite apparent that most of the consumer families were

very pleased to have this service available. Without question it

provided dental care for their children on a better basis than before

and by implication better than would have been provided without

the plan. This is true in both areas and in both groups under a

closed or open panel program.

Many consumers seem to feel that the program is something being

given to them as part of a labor-management agreement without real-

izing that actually it operates from wages they earn from their labor.

A fundamental consideration is whether it is best to receive addition-

al take-home pay with which to provide dental care or to accept a

"fringe benefit" which offers the opportunity of getting dental care.

Actually in the latter case some funds have to be spent for admin-

istration and so for the total members covered there are less dollars

available to pay for dental care than if they received the same

amount as wages. Of course there is a tax benefit derived from

"fringe benefits" which are generally not subject to social security

or tax deductions. Answers to this question as to which method is

better for the employee are intimately involved with concepts of

social responsibility and not relevant to this report but of great

concern in the future way of life in America.

In Oregon with less numbers and a greater area involved a service

corporation established by the State Dental Association provided

care. A similar program was in ieffect in Washington under a service

corporation but studies were not made of this group because of its

similarity to the Oregon program. In general for this group of

children the program. worked exceedingly well.

In California with a generally greater number and concentration

of children, problems of a different nature existed, particularly in

the San Francisco and Los Angeles harbor areas. The reports of the

program in the San Francisco area show the operation of both a

closed panel and an open panel initially through an insurance
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carrier and later through a service corporation. A similiar method
was in operation in the Los Angeles harbor area but studies were not
made there at this time. Again, in general the program was highly
successful.
In the earliest discussions between the ILWU-PMA trustees and

the Dental Care Committee in San Francisco it was recognized that
two types of programs would be necessary there in order to provide
the complete care expected by the trustees and promised by the
dental representatives. Special local problems such as the rapid ab-
sorption of many new young patients, care for minority groups and
the relation of an established medical closed panel indicated that
a dental closed panel operation should be offered. The report in-
dicates that about half of the eligible children used this facility.
Study of the families using the closed panel and their reasons for
such action are one of the most enlightening aspects of the report.
In evaluating this phase of the material it seems likely that those

families with previous satisfactory dental experience, higher educa-
tion and income will prefer to continue with their own dentist on
a fee-for-service basis; those with little previous dental experience
seem to willingly accept a closed panel. This observation should be
carefully considered in all planning for group purchase of dental
care.

Generally the dentists who have worked with the program seem
satisfied. Certain aspects are quite appealing and one program does
not seriously modify the general pattern of practice of most of the
men involved. Serious consideration of the eventual development
of such programs to include most union labor is the most important
aspect of this phase of the studies. Here again the problems of a
closed panel and captive practice become a major factor. The profes-
sion must consider the future of dental practice in the light of the
material presented. Success of one program and general satisfaction
with it can only lead to the establishment of others.
Changing concepts of a dental care program for many families

require that all dentists become better informed in the field of
socio-economics and develop programs at a local level to meet
demands when presented. It is also their professional obligation to
understand the need for the best relationship with their patients.
Satisfied patients will insist on continued fee-for-service programs
providing care by their family dentist.
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This report is presented as one aspect of the socio-economic
problems of dentistry today. The increasing shortage of dentists,
how best to utilize ancillary personnel, improvements in office
procedures and other facets of practice all bear upon this matter.
Your committee hopes to report on some of these at a later date
when present studies are further advanced.
From our present studies one thing seems paramount. It is of

the utmost importance that the relation of the dentist to the patient
must not be diluted or seriously modified. Dentistry in America

has established itself as a major health service, highly respected for

its technical capacity, its research and preventive programs and for

its great consideration of the patient as an individual. It is surely

our obligation to see that this is not destroyed because of changing

social pressures.
W. B. R.

CALENDAR OF
MEETINGS

CONVOCATIONS

November 9, 1958, Dallas, Texas

September 13, 1959, New York, N. Y.

October 16, 1960, Los Angeles, Calif.
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(Conclusion)

In the final analysis, the oral diagnostician is expected to recognize
the oral manifestations of disease processes. It is clear that the stoma-
tologist, by training and interest, will not percuss the chest and pal-
pate the abdomen. Consequently, it becomes vital that he, at least,
view those parts of the body which are readily seen or felt. Thus, he
can observe the stature, gait, speech, age and sex, and even the hands.
Each of these topics is accorded a one-hour lecture session (p. 38).

It is important to recognize that the clinical appraisal constitutes
a collection of significant signs and symptoms. A sign, by definition,
is an objective finding recognizable by sight, smell, touch, etc. Thus,
the detection of abnormal stature, unusual gait, a speech defect, a
lesion on the hands are signs of disease. In contrast, a symptom is
subjective evidence—it can only be obtained from the patient's story.
Earlier mention (p. 6) has been made of the confusion regarding
this point in the Curriculum Survey report.
At this point, the patient is seated. This is the time to obtain the

history. The plan for history taking must be complete and logical.
The outline of the lecture is as follows:

History
The Taking of the History

Vital Statistics
Chief Complaint
Present Illness
Personal Past History
Family History
Occupational History
Social History
Review of the Systems

241
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Pain, in the final analysis, is a symptom. Consequently, information

about pain and other disturbances in sensation can best be derived

from history. Consequently, the second lecture on history (p. 38) is

devoted to a consideration of disturbances of sensation:

History
Disturbances in Sensation
Pain

Direct Pain
Pruritis
Burning
Disturbances in Taste
Referred Pain
Headache
Mechanism
Intensity
Quality
Location
Temporal Pattern
Headache and Sleep
Headaches Due to Oral Disease

The twelfth lecture (p. 38) concludes the first phase of the course

—the gross appraisal of the patient. Thus, the next hour, which is in

the seventh week of the school term, is utilized for a written examina-

tion. This period comes at a time when there are relatively few if

any other tests. Thus, the student is more apt to concentrate on this

examination. The end result is that the examination becomes a learn-

ing tool.
There is no particular point in discussing in detail the sequence of

events in the examination of the head and neck and then the oral

cavity. The format for each lecture is the same: (1) a review of basic

anatomy and physiology, and (2) emphasis on stomatologic disorders

which produce changes in size and shape of the head, skin, hair, etc.

One can observe that the trend has been from the gross to the specific.

This plan, so far as we know, is unique in dentistry.

With lecture No. 42 (Teeth-Mobility) the clinical appraisal is com-

plete. All of the recognizable symptoms and signs have been assem-

bled. Since the students receive an independent course in Oral Roent-

genography, only one lecture is given (No. 44) to underscore the im-

portance of roentgenography to Oral Diagnosis. It should be recog-

nized that, throughout the course, however, radiographs have been

shown with clinical cases. Lastly, two lectures are devoted to labor-
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atory aids and one to sum up the entire course—the so-called diag-
nostic conclusion.
The emphasis in the undergraduate lecture portion of the course

is on diagnosis. However, the plan is so designed that the lectures
provide an opportunity to integrate the basic sciences. This scheme is
in accord with the opinions and recommendations of almost all edu-
cators. It would be desirable, some day soon, to expand the number
of lecture hours so that more emphasis could be placed on Oral Medi-
cine.

Clinical Experience: The clinic is held each morning from 10 a.m.
until noon. The 8-10 a.m. hours are utilized for lecture purposes.
Hence, the upper classmen are not available in the early morning
hours. It would be desirable to operate the diagnostic clinic in the
afternoon also. However, the shortage of staff personnel makes this
difficult. Three junior and three senior students are assigned for a
one-week period. Thus, these undergraduates are exposed to the diag-
nostic clinic for ten hours during each of their four clinical semesters
or a total of 40 hours.
During the clinic hours, one and never more than two patients are

studied in considerable detail. The diagnostic technique advocated
in the lecture portion of the course is practiced. The patients, pre-
viously instructed to arrive in the fasting state, generally appear in
the clinic at 8 a.m. (two hours before the students arrive). By the
time the students congregate, laboratory studies are available includ-
ing complete blood count, urinalysis, ascorbic acid studies, protein,
albumin, globulin, A/G ratio, calcium, phosphorus, serum alkaline
phosphatase, cholesterol, sedimentation rate, packed cell volume and
color index. The clinic hours are spent in examining the patient,
discussing the clinical, laboratory, and radiographic findings. A black-
board is available so that the instructor can outline the fundamental
pathophysiologic mechanism. In addition, slides are shown of similar
cases which have been previously studied in the clinic. Should the pa-
tient require other special tests (e.g. PBI, glucose tolerance test,
sialography), these are requested and the patient re-examined in the
diagnostic clinic at a later date.

It is the purpose of the diagnostic clinic to show, only by example,
within a one-week period how detailed and painstaking the examina-
tion must be in order to arrive at an etiologic identification in a com-
plex case. Obviously, in this scheme, all patients admitted to the
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dental school are not studied in the diagnostic clinic. Actually, 25 to
50 patients may register daily in the dental school—only one or two
may be assigned to the Section on Oral Medicine. This is unfortu-
nate in many respects. Surely, a great deal of interesting material is
lost. Perhaps, with an increase in staff personnel, this situation may
in part be remedied. On the other hand, many of the patients are not
good teaching cases for one of several reasons. In any case, under the
present system, the student is given the opportunity to witness in ac-
tion what it takes to identify correctly a complicated case.
The Service Program: Patients are directed to the diagnostic clinic

from: (1) the screening room where all registrants are first seen, (2)
other departments in the dental school (e.g. Oral Surgery, Prostho-
dontics, Periodontology), (3) any branch of the medical school and
hospital (e.g. Obstetrics, Neurology, Dermatology, Endocrinology),
and (4) private medical and dental practitioners from within the city
and out of town. It is believed that the diagnostic clinic renders aid
in establishing the etiology of complex stomatologic problems. For
example, in this clinic where routine glucose tolerance tests are done,
it is not surprising that, in the last 44 such tests performed on patients
with primary stomatologic complaints, four unknown diabetic pa-
tients were discovered.
The diagnostic value of this system of investigation is heightened

when it is recognized that all four of the individuals showed no sugar
in the urine, normal fasting glucose values, and all four had been re-
ferred by dentists and physicians for dental extraction. The diagnosis
was confirmed in all four instances in the Diabetic Clinic. The chief
complaint of tooth mobility decreased upon diabetic correction. The
story just cited is but one example of the value of careful and com-
plete diagnosis.
The Research Program: From time to time, in both the lecture and

clinic sessions, current experimental data are cited. For example, in
the discussion of the lips, mention is made of intestinal polyposis
and the excellent review study by Dormandy." During the discussion
of tooth mobility, the data secured by Muhlemann63 is analyzed. This
teaching device serves many purposes, some too obvious to mention.
It is hoped that, by this approach, the undergraduate student may
become interested in fundamental research. Actually, usually one
and rarely more than two upper classmen become involved in a small
study at any one time. Occasionally, the results are worthy of publica-
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tion in the student journal" or even in one of the state, regional, na-
tional, or specialty publications.65 Be that as it may, the intent of the
entire undergraduate research plan is one of developing interest in
the biologic aspects of Dentistry.

THE GRADUATE PROGRAM

The University of Alabama School of Dentistry operates postdoc-
toral training programs at three levels: (1) graduate, (2) postgradu-
ate, and (3) refresher. A graduate trainee is defined as a postdoctoral
student who spends, usually, two to three years in residence. At the
end of his training period, he is awarded the Master of Science
(M.S.) degree.
The M.S. is awarded after a two-year program in the Section on

Oral Medicine. The trainee is required to participate in the: (1)
teaching, (2) service, and (3) research programs.
The Teaching Program: The graduate student in Oral Medicine is

expected to participate in the: (1) lecture series, and (2) clinic.
The Lecture Series: It should be recalled that the Section on Oral

Medicine conducts an undergraduate lecture program in the diag-
nostic method. The graduate students, of whom there are four this
year, are expected to attend these lectures. Moreover, the trainees
are encouraged and invited to participate as lecturers in the under-
graduate lecture series.
In addition, an Oral Medicine Seminar is held one afternoon per

week. The meeting permits an opportunity to air and resolve ad-
ministrative problems, discuss the individual trainee's research diffi-
culties, acquaint each student with the work of his colleagues, and
evaluate by group participation interesting stomatologic problems.
The graduate trainees are also expected to attend formal classes in

subjects of medicodental interest (Oral Pathology, Extraoral Roent-
genography, Statistics, Biometry and Epidemiology) which are per-
tinent to their studies in Oral Medicine. Thus, each trainee enrolls
as a special student in the course in Physical Diagnosis and Internal
Medicine in the Medical College of Alabama. He is expected to at-
tend all lectures, demonstrations, clinics, and take the examinations.
In addition, other courses in the medical college are available to him
including: (1) Dermatology, (2) Otorhinolaryngology, (3) Psychi-
atry, and (4) Clinical Pathology.

Clinical Experience: Mention has already been made that the
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diagnostic clinic is in session each morning from 10 a.m. until noon.
With four graduate students, the plan is to have one supervise the
clinic each morning. Thus, it is his responsibility to review the clin-

ical and laboratory findings with the undergraduate group. The

case is then assigned to the graduate trainee. He is expected to pur-
sue the diagnostic workup, have the patient photographed, supervise
photomicrographs if indicated, and check the most recent and perti-

nent literature. A matter of seven to fourteen days later, the case is

then presented by the graduate trainee to his colleagues. In this man-

ner, all graduate students contribute to each other's education by

sharing their diagnostic workups and making available to his con-

freres the results of therapy.

In addition to the undergraduate diagnostic clinic, the graduate

trainee is rotated through a series of outpatient clinics at the hospital
including: (1) Obstetrics, (2) Pediatrics, (3) Diabetes, (4) Arthritis,
(5) Syphilology, and (6) Dermatology. In this manner, the trainee is
given the opportunity to study the stomatologic changes, for example,
in several hundred pregnant women. His work, in these clinics, can
sometimes be integrated into his own research project. Also, by this
method, interesting cases can be directed back into the undergrad-
uate diagnostic program.
The Service Program: It should be abundantly evident that the

graduate trainee is intimately tied in with the service functions of the
diagnostic clinic since he contributes to the supervision of the under-
graduate program. In addition, he is afforded an excellent opportu-
nity to observe the types of cases referred by private practitioners as

he learns professional etiquette in patient referral.

The Research Program: One of the requirements for the degree of
Master of Science is an independent research project and a thesis. At
the present time, one trainee is engaged in a study of the diagnostic
value of the intradermal ascorbic acid test." Another is studying the

oral manifestations of diabetes mellitus, and a third is investigating
the laboratory aspects of the hemorrhagic diathesis.

It is abundantly evident from the nature of these research projects
that they have a common denominator—they are all problems in the

basic biologic, nonmechanical phases of clinical dentistry. This, it

should be recalled, is once again in keeping with our definitions of

Oral Diagnosis and Oral Medicine.
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THE POSTGRADUATE PROGRAM

Mention has already been made that, within the University frame-
work, there are a number of graduate students in various dental
disciplines. In addition, there are also a group of postgraduate train-
ees. By definition, a postgraduate student is a postdoctoral trainee
who spends one to three years in residence without being awarded a
degree at the completion of his studies. For example, most of the in-
terns, residents, and fellows in Oral Surgery, Periodontology, Pedo-
dontics, Orthodontics, and Prosthodontics fall into this category. The
majority of these individuals are primarily interested in qualifying
for board certification (e.g. American Board of Oral Surgery). In
other instances, both American and foreign students spend a one-year
period in one of the dental specialties without any intention of quali-
fying for one of the dental boards. In any case, through the recom-
mendation of a staff sponsor or because of personal interests, some of
the postgraduate students visit the Section on Oral Medicine.
The Teaching Program: Each year some of the postgraduate

trainees in Oral Surgery, Periodontology, Pedodontics, and Prostho-
dontics become interested in some of the teaching activities in the
Section on Oral Medicine.
The Lecture Series: Each year, approximately six to ten post-

graduate trainees attend the undergraduate lecture series. Some of
these students enroll for the entire course and actually take all of the
examinations whereas others simply come as auditors.

Clinical Experience: It is not uncommon to find postgraduate stu-
dents from other dental specialties visiting the morning diagnostic
clinic. In most instances, the visit is due to the fact that one of their
own cases has been referred for diagnostic study. Thus, they are given
the opportunity to participate in the discussion and to witness a com-
plete patient appraisal.
The Research Program: In isolated instances, a postgraduate

trainee in one of the other dental disciplines elects to do a research
project of a biologic, nonmechanical nature. In such a case, the Sec-
tion on Oral Medicine is asked to supervise the investigation and the
development of the thesis. For example, within the last year, one of
the trainees in Oral Surgery chose to study the effect of epinephrine
with local anesthesia in hypertensive patients during the extraction
of tee th.59
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THE REFRESHER PROGRAM

The University of Alabama School of Dentistry sponsors about
thirty-five short courses for practicing dentists during the scholastic
year. These usually range from one to ten days in duration. About
three to four of these refresher courses directly involve the Section
on Oral Medicine. For example, almost annually a one-week course
is offered in Oral Diagnosis and Oral Medicine. In addition, the Sec-
tion on Oral Medicine is charged with the responsibility of arranging
and integrating short refresher courses in drug therapy, nutrition,
and the role of the laboratory in oral diagnosis. In addition, the Sec-
tion on Oral Medicine is asked to contribute one or two lectures in
refresher courses offered under the direct supervision of other dental
specialties. For example, a member of the staff may be invited to give
a lecture on pain in one of the courses of Oral Surgery.

SUMMARY

An attempt has been made, within these pages, to review the pres-
ent status of Oral Diagnosis and Oral Medicine in the dental school
curriculum. The evidence seems clear that the major difficulty has
been, and still is, in defining these terms and clarifying the scope of
the field. For this reason, considerable space has been allotted to the
definition of Oral Diagnosis and Oral Medicine.
On the basis of limits which have here been set, the scope of Oral

Diagnosis and Oral Medicine has been analyzed in the undergradu-
ate, graduate, postgraduate, and refresher programs. The role of Oral
Diagnosis and Oral Medicine, in terms of teaching, service, and re-
search has been discussed.
The authors recognize that the definitions, scope, and plan pro-

posed here are not the only ones nor are they necessarily the best.
However, the proposals do represent the first attempt to crystallize
the problem and embody positive ideals in concrete organization
since the original opinions and recommendations of the Curriculum
Survey Committee over twenty years ago.

ACKNOWLEDGEMENTS

We wish to take this opportunity to thank the following people for
their editorial criticism: Dr. J. F. Volker, Dean of the University of
Alabama School of Dentistry; Dr. Shailer Peterson, Secretary of the
Council on Dental Education of the American Dental Association;



ORAL DIAGNOSIS AND ORAL MEDICINE 249

Dr. Maynard K. Hine, Dean of the University of Indiana School of
Dentistry; Dr. Philip E. Blackerby, Jr., Associate Director of the
W. K. Kellogg Foundation; Dr. Maurice J. Friedman of Little Rock,
Arkansas; Dr. James W. Clark of Texarkana, Texas-Arkansas, and
Dr. John Oppie McCall of New York City.

REFERENCES

1. A course of study in dentistry: report of the Curriculum Survey Committee
of the American Association of Dental Schools. 1935. Chicago, American Associa-
tion of Dental Schools.

2. Barr, J. H., Oral diagnosis: trends in the development of courses in oral
diagnosis. Jour. Dent. Educ. 18:1, 25-29, January 1954.

3. Hine, M. K., Teaching oral diagnosis. Proc. Amer. Assn. Dent. Schools 21:
85-89, 1944.
4. Mann, W. R., Should roentgenology be incorporated as an integral part of

instruction in oral diagnosis. Jour. Dent. Educ. 18:1, 30-34, January 1954.
5. Easton, G. S., The place of systemic studies in undergraduate instruction in

oral diagnosis. Jour. Dent. Educ. 18:1, 40-45, January 1954.
6. Burket, L. W., Teaching oral diagnosis. Jour. Dent. Educ. 16:2, 68-77, March

1952.
7. Ginn, J. T., The clinical relations between oral diagnosis and restorative

departments. Jour. Dent. Educ. 16:2, 78-83, March 1952.
8. Cheyne, V. D., Patient selection, diagnosis and treatment planning in teach-

ing clinical dentistry. Jour. Dent. Educ. 14:3, 152-163, March 1950.
9. Rochon, R., The stepchild of oral diagnosis. Jour. Dent. Educ. 14:4, 191-207,

May 1950.
10. Ziskin, D. E., Burket, L. W. and Blevins, G. C., Teaching oral diagnosis

to dental students. Jour. Dent. Educ. 10:1, 61-82, December 1945.
11. Bodecker, C. F., Oral diagnosis. Jour. Dent. Educ. 8:3, 244-256, February

1944.
12. Sutherland, K. J. G., Oral medicine. 1955. Perth, The University of

Western Australia Press.
13. Baume, L. J., The scope of dental medicine. Jour. Dent. Med. 12:2, 53-57,

April 1957.
14. Asgis, A. J., Progress review: oral medicine. N. Y. State Dent. Jour. 22:7,

321-324, August-September 1956.
15. Jacobson, F. L., and Degering, C. I., The scope of instruction in oral diag-

nosis. Jour. Dent. Educ. 21:3, 229-234, May 1957.
16. Perdue, G. G., The correlating function of diagnosis. Jour. Dent. Educ.

11:1, 1-3, October 1946.
17. Robinson, H. B. G., Didactic aspects of the report. Jour. Dent. Educ. 11:1,

3-5, October 1946.
18. Ostrander, F. D., Clinical aspects of the report. Jour. Dent. Educ. 11:1, 5-7,

October 1946.
19. Go1ton, H., Clinical aspects of the report. Jour. Dent. Educ. 11:1, 7-8, Oc-

tober 1946.
20. Walsh, A. L., General discussion of the report. Jour. Dent. Educ. 11:1, 8-10,

October 1946.



250 JOURNAL AMERICAN COLLEGE OF DENTISTS

21. L'Archeveque, A., Oral diagnosis at the University of Montreal. Jour. Dent.
Educ. 11:1, 10-11, October 1946.

22. O'Rourke, J. T., General discussion of the teaching of oral diagnosis. Jour.
Dent. Educ. 11:1, 11-16, October 1946.

23. Ziskin, D. E., Summary of the extemporaneous discussion. Jour. Dent.
Educ. 11:1, 16-18, October 1946.

24. Simon, W. J., The relation of the Department of Oral Diagnosis to the
other clinical departments. Proc. Amer. Assn. Dent. Sch. 25: 73-78, 1948.

25. Thoen, E., The relation of the Department of Oral Diagnosis to the other
clinical departments. Proc. Amer. Assn. Dent. Sch. 25: 78-82, 1948.

26. Barr, J. H., The effective application of biologic subjects in clinical teach-
ing. Jour. Dent. Educ. 16:1, 25-34, January 1952.

27. Burrill, J. H., Methodology in teaching oral diagnosis and treatment plan-
ning. Jour. Dent. Educ. 16: 2, 84-96, March 1952.
28. Kesel, R. G., The relation of the Departments of Endodontics and Perio-

dontics to a centralized Department of Diagnosis and Treatment. Jour. Dent.
Educ. 17:1, 28-31, January 1953.

29. Waggener, D. J., The relation of the Department of Roentgenology to a
centralized Department of Diagnosis and Treatment. Jour. Dent. Educ. 17:1,
31-36, January 1953.

30. Yock, D. H., The relation of the Department of Crown and Bridge Pros-
thesis to a centralized Department of Diagnosis and Treatment. Jour. Dent. Educ-
17:1, 36-40, January 1953.
31. Burrill, D. Y., Huddleston, S. 0. and Childers, J. M., Oral diagnosis and

treatment planning. Jour. Kentucky Dent. Assn. 8:1, 28-30, January 1956.
32. Elfenbaum, A., Diagnosis in the dental office of the future. Fort. Rev. Chi-

cago Dent. Soc. 30: 9-12, 24-26, November 15, 1955.
33. Conley, F. J., Clinic administration. Examination, oral diagnosis and treat-

ment planning. Jour. Dent. Educ. 19:2, 89-96, March 1955.
34. Bird, J. T., Oral diagnosis from the college viewpoint. Proc. Amer. Assn.

Dent. Examiners 69: 122-125, September 5, 1952.
35. Webb, W. C., Jr., Department of oral diagnosis. Baylor Dent. Jour. 2:3,

14-15, September 1952.
36. Bernier, J. L., Diagnosis and treatment planning. J.A.D.A. 40:6, 655-656,

June 1950.
37. Ennis, L. M., Diagnosis and treatment planning. J.A.D.A. 40:6, 654-655,

June, 1950.
38. Simpson, C. 0., Diagnosis and treatment planning. J.A.D.A. 40:6, 655,

June 1950.
39. Thomas, B. 0. A., Oral diagnosis and treatment planning. Part II. Jour.

Tenn. Dent. Assn. 30:4,255-272, October 1950.
40. Burket, L. W., Diagnosis in dentistry. Jour. Mich. Dent. Soc. 28:8, 158-161,

August 1946.
41. Leonard, H. J., Oral diagnosis procedure. Jour. Canad. Dent. Assn. 11:11,

499-500, November 1945.
42. Cook, T. J., Teaching of oral diagnosis and treatment planning. Proc.

Amer. Assn. Dent. Sch. 19: 110-115, March 1942.
43. Logan, W. H. G., Oral diagnosis in dental clinics. Proc. Amer. Assn. Dent.

Sch. 1: 93-101, March 1924.
44. Cook, T. J., The clinical teaching of oral diagnosis. Proc. Amer. Assn.

Dent. Sch. 16: 124-127, March 1939.



ORAL DIAGNOSIS AND ORAL MEDICINE 251

45. Wahlquist, H. F., Oral diagnosis from a medical point of view. Proc. Amer.
Assn. Dent. Sch. 9: 346-349, March 1933.
46. Bodecker, C. F., A suggested state licensing examination in oral diagnosis,

roentgenographic interpretation and treatment planning. Jour. Dent. Educ. 8:2,
161-168, December 1943.
47. McGehee, W. H. 0., Foundation stones in building a logical and effective

course in diagnosis. Proc. Amer. Assn. Dent. Sch. 10: 314-319, April 1933.
48. Perdue, G. G., The correlating function of oral diagnosis. Proc. Amer.

Assn. Dent. Sch. 23: 94-97, March 1946.
49. Robinson, H. B. G., Didactic aspects of the report. Proc. Amer. Assn. Dent.

Sch. 23: 97-98, March 1946.
50. Ostrander, F. D., Clinical aspects of the report. Proc. Amer. Assn. Dent.

Sch. 23:98-100, March 1946.
51. Go1ton, H., Clinical aspects of the report. Proc. Amer. Assn. Dent. Sch.

23: 100-101, March 1946.
52. Walsh, A. L., General discussion of the report. Proc. Amer. Assn. Dent.

Sch. 23: 102-103, March 1946.
53. L'Archeveque, A., Oral diagnosis at the University of Montreal. Proc.

Amer. Assn. Dent. Sch. 23: 103-104, March 1946.
54. O'Rourke, J. T., General discussion of the teaching of oral diagnosis. Proc.

Amer. Assn. Dent. Sch. 23: 104-109, March 1946.
55. Ziskin, D. E., Summary of extemporaneous discussion. Proc. Amer. Assn.

Dent. Sch. 23: 110-111, March 1946.
56. Brekhus, P. J., Oral diagnosis. Proc. Amer. Assn. Dent. Sch. 9: 332-345,

March 1933.
57. Horner, G. H., The problem; diagnosis and treatment planning in dental

schools. Jour. Amer. Coll. Dent. 13:3, 180-185, September 1946.
58. Cheraskin, E., Oral diagnosis. VA Program Guide G3 M4: 1-6, June 20,

1956.
59. Cheraskin, E., and Prasertsuntarasai, T., Use of epinephrine with local

anesthesia in hypertensive patients. I. Blood pressure and pulse rate observa-
tions in the waiting room. J.A.D.A. 55:6, 761-774, December 1957; II. Effect of
sedation on blood pressure and pulse rate in the waiting room. J.A.D.A. 56:2,
210-218, February 1958.
60. Dunbar, J. B., Cheraskin, E., and Flynn, F. H., The intradermal ascorbic

acid test. Part II. A review of human studies. Jour. Dent. Med. 13:1, 19-40, Jan-
uary 1958.
61. Cheraskin, E., and Langley, L. L., Dynamics of oral diagnosis. 1956. Chi-

cago, The Year Book Publishers, Inc.
62. Dormandy, T. L., Gastrointestinal polyposis with mucocutaneous pigmen-

tation (Peutz-Jeghers syndrome). New England Jour. Med. 256:23, 1093-1103,
June 6, 1957; 256:24, 1141-1146, June 13, 1957; 256:25, 1186-1190, June 20, 1957.

63. Muhlemann, H. R., Periodontometry, a method for measuring tooth mo-
bility. Oral Surg., Oral Med. and Oral Path. 4:10, 1220-1233, October 1951.
64. McCormick, J., Congenital syphilis. I. Review of literature and incidence.

Alabama Dent. Rev. 3:1, 16-23, November 1954; Prenatal syphilis: II. Pathologic
sequence and clinical features. Alabama Dent. Rev. 3:2, 3-9, February 1955; Pre-
natal syphilis: III. Comparison of molar root length relationships. Alabama Dent.
Rev. 3:3, 3-7, May 1955.
65. Strother, E. W., and Mitchell, G. E., Bruxism: a review and a case report.

Jour. Dent. Med. 9:4, 189-202, October 1954.



Sections, American College of Dentists

CAROLINAS: Frank 0. Alford, Sec-
retary, 1109 Liberty Life Bldg., Char-
lotte, N. C.

COLORADO: H. H. Proctor, Secre-
tary, 412 Metropolitan Bldg., Den-
ver, Colo.

FLORIDA: Elbert C. Geiger, Secre-
tary, 7550 Biscayne Blvd., Miami,
Fla.

GEORGIA: Everett K. Patton, Sec-
retary, 3650 Campbellton Rd. S. W.,
Atlanta, Ga.

INDIANA: Frank C. Hughes, Sec-
retary, 1121 W. Michigan St., Indi-
anapolis, Ind.

ILLINOIS: Robert F. Tuck, Secretary,
4010 W. Madison St., Chicago, Ill.

IOWA: Leslie M. FitzGerald, Secre-
tary, 718 Roshek Bldg., Dubuque, Ia.

KANSAS CITY-MID-WEST: Phillip
M. Jones, Secretary, 1108 E. 10th
St., Kansas City, Mo.

KENTUCKY: Russell F. Grider, Sec-
retary, 129 E. Broadway, Louisville,
Ky.

LOUISIANA: Robert Eastman, Sec-
retary, 735 Navarre Ave., New Or-
leans, La.

MARYLAND: Max K. Baklor, Secre-
tary, 815 Medical Arts Bldg., Balti-
more, Md.

MICHIGAN: Glenn R. Brooks, Sec-
retary, Rochester, Mich.

MINNESOTA: Dorothea F. Radusch,
Secretary, 832 Marquette Bank
Bldg., Minneapolis, Minn.

MONTANA: T. T. Rider, Secretary,
209 Higgins Block, Missoula, Mont.

NEBRASKA: Donald A. Keys, Secre-
tary, University of Nebraska, Col-
lege of Dentistry, Lincoln, Neb.

NEW ENGLAND: Richard J. Larkin,
Secretary, 1245 Hancock St., Quincy,
Mass.

NEW JERSEY: William R. Joule, Sec-
retary, 549 High St., Newark, N. J.

NEW YORK: Gerald L. Courtade,
Secretary, 1 East 57th St., New York,
N.Y.

NORTHERN CALIFORNIA: Wm.
Chester Cusick, Secretary, 2300 Dur-
ant Ave., Berkeley, Calif.

OHIO: Earl D. Lowry, Secretary, 79
East State St., Columbus, Ohio.

OREGON: Frank Mihnos, Secretary,
920 Selling Bldg., Portland, Ore.

PHILADELPHIA: J. Wallace Forbes,
Secretary, 1420 Medical Arts Bldg.,
Philadelphia, Pa.

PITTSBURGH: Clarence W. Hagan,
Secretary, 7528 Graymore Road,
Pittsburgh, Pa.

ST. LOUIS: John T. Bird, Jr., Secre-
tary, 4559 Scott Ave., St. Louis, Mo.

SOUTHERN CALIFORNIA: J. J.
Engholm, Secretary, 503 Security
Bldg., Pasadena, Calif.

TEXAS: Crawford A. McMurray,
Secretary, Alexander Bldg., Ennis,
Tex.

TRI-STATE: James T. Ginn, Secre-
tary, 847 Monroe St., Memphis,
Tenn.

WASHINGTON, D. C.: C. V. Rault,
Secretary, 3900 Reservoir Rd., N. W.,
Washington, D. C.

WEST VIRGINIA: J. B. Davis, Secre-
tary, 510 Goff Bldg., Clarksburg,
W. Va.

WESTERN NEW YORK: E. L. Butler,
Secretary, 468 Delaware Ave., Buffa-
lo, N. Y.

WISCONSIN: Leonard C. Alexander,
Secretary, 604 N. 16th St., Mil-
waukee, Wis.

WASHINGTON-BRITISH COLUM-
BIA: Floyd E. Hamstrom, Secretary,
117 Fairhaven, Burlington, Wash.

252




