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Mission

T
HE JOURNAL OF THE AMERICAN COT LFGE OF DENTISTS
shall identify and place before the Fellows, the profession, and
other parties of interest those issues that affect dentistry and oral
health. All readers should be challenged by the Journal to remain

informed, inquire actively, and participate in the formulation of public policy
and personal leadership to advance the purposes and objectives of the
College. The Journal is not a political vehicle and does not intentionally
promote specific views at the expense of others. The views and opinions
expressed herein do not necessarily represent those of the American College
of Dentists or its Fellows.

Objectives of the
American College of Dentists

T
HE AMERICAN COLLEGE OF DENTISTS, in order to
promote the highest ideals in health care, advance the standards
and efficiency of dentistry, develop good human relations and
understanding, and extend the benefits of dental health to the

greatest number, declares and adopts the following principles and ideals as
ways and means for the attainment of these goals.

A. To urge the extension and improvement of measures for the control
and prevention of oral disorders;

B. To encourage qualified persons to consider a career in dentistry so that
dental health services will be available to all and to urge broad preparation
for such a career at all educational levels;

C. To encourage graduate studies and continuing educational efforts by
dentists and auxiliaries;

D. To encourage, stimulate and promote research;

E. To improve the public understanding and appreciation of oral health
service and its importance to the optimum health of the patient;

E To encourage the free exchange of ideas and experiences in the interest of
better service to the patient;

G. To cooperate with other groups for the advancement of interprofessional
relationships in the interest of the public;

H. To make visible to professional persons the extent of their responsibilities
to the community as well as to the field of health service and to urge the
acceptance of them;

I. To encourage individuals to further these objectives, and to recognize
meritorious achievements and the potentials for contributions to dental
science, art, education, literature, human relations or other areas which
contribute to human welfare—by conferring Fellowship in the College on
those persons properly selected for such honor.
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Editorial

FROM THE

EDITOR

S
ometimes I sit on the other side
of the table. I am a researcher
and regularly publish in the fields

of learning and educational evaluation. I
have experienced the peer review pro-
cess from both sides.

This past Labor Day I spent six
hours responding to the feedback from
three reviewers and an editor on a paper
that had been tentatively accepted for
publication. Each comment had to be
weighed. Did the methods section need
to be rewritten? Was sufficient informa-
tion provided about the statistical tests?
Were suggested word changes appropri-
ate? In the end, about 15% of the
manuscript was revised and three pages
of single spaced comments were written
to the reviewers and the editor explain-
ing my responses.

I was lucky in this effort. There was
general agreement among the reviewers
that the topic is significant and no errors
were detected in the experimental design
or execution of the study. (When the
larger issues of topic selection and study
bias are not handled well, the reviews
can be short and strong. The usual re-
sponse in those cases is to file the manu-
script somewhere in the garage.) In this
case, it was the sixth or seventh rework-
ing of the paper. This paper had already
won a research award and I was able to
benefit from the feedback provided by
those five judges.

Readers should understand the peer
review process. It is a vital mechanism

Peer Review

for developing knowledge in the profes-
sion, but it falls far short of being a
guarantee that what is written is useful
and it does not absolve readers from
their own responsibility for critical re-
view.

The purpose of peer review is to
provide a rich context of critical analysis
to support the editor's decision to pub-
lish, not publish, or seek revision on sub-
mitted manuscripts. The reviews are ad-

script are supportable. But there is a flaw
inherent in this system. The reviewers of
journal manuscripts are more likely to be
peers of the writers than the peers of
readers.

The peer review process used by the
Journal of the American College of Dentists is
designed to favor the interests of the
reader. Six reviewers are used instead of
the customary three, and either three or
four of the reviewers are chosen to be

R eaders should understand the peer review pro-
cess. It is a vital mechanism for developing

knowledge in the profession, but it falls for short of
being o guarantee that what is written is useful and it
does not absolve readers from their own responsibility
for critical review.

visory. I know of no editor who has
ever relinquished his or her responsibility
for making that decision to the vote of a
panel of reviewers.

Journal reviewers are customarily se-
lected for their expertise in the subject
area of the manuscript. They are usually
active researchers themselves and pre-
dominately come from the academic
community. The thinking in this selection
is to guard against flaws in research de-
sign and execution and to make sure that
the conclusions offered in the manu-

representative of the readership. In most
cases they have not published themselves.
The second way in which peer review in
the journal is oriented toward practitio-
ners comes in the instructions to review-
ers. A three-page instruction guide (see
the journal, Winter 1995, page 49) is
mailed to all reviewers with the manu-
script. This guide suggests that reviewing
a manuscript is a four-step, sequential
process. The first question asked is
whether the manuscript is of interest to
the readership of the journal. Every re-
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viewer is qualified to make that decision.
The second question, to be addressed
only if the manuscript is considered of
interest, speaks to the traditional issues of
design and supportable conclusions.

Making certain that the right peers are
doing the reviewing was brought home
recently in a letter from the editors of a
national publication that was sent to the

ing somewhat pompous. A challenge all
reviewers face is knowing the limits of
their own expertise. They have been
asked to provide a critique, "and by
gosh, they will find something to criti-
cize."
A fallacy that is so predictable that it

has a name, the critic's fallacy, is down-
grading a manuscript because it fails to

T he purpose of peer review is to provide o rich
1 context of critical analysis to support the editor's
decision to publish, not publish, or seek revision on
submitted manuscripts. The reviews are advisory.

academic deans in all American dental
schools. Faculty members, in order to
earn promotion and tenure, are ex-
pected to publish regularly and particu-
larly in peer reviewed journals. The letter
sent to the deans was a complaint by the
editors that some schools did not con-
sider their journals to be peer reviewed.
The letter assured academic deans that
the editor of that journal did review all
submitted manuscripts, and sometimes
other individuals read them as well. Most
academic deans would agree that these
are not the peers one has in mind.

Recently I received a complimentary
copy of that journal. This issue had the
unusual characteristic that every research
article in it featured a new product de-
veloped by the same company and all
results were favorable. The only ads in
the journal were from the firm that
manufactured the products tested and
the back page contained an acknowledg-
ment of funding for the entire issue
from the manufacturer. The journal
prominently states on its cover that it is a
peer reviewed publication.

There is something a little scary in tell-
ing a reviewer that he or she is an expert,
invited to critique a creative work, and
assured complete anonymity. Occasion-
ally, very destructive reviews are re-
ceived. Most editors will rewrite them if
they contain valid comments before
sending them on to authors. More often,
however, reviewers come across as be-

address the issues the critic wanted to
have addressed. "The author's conclu-
sions about thus-and-so appear to be
sound, but has he considered x, y, and z"
and ̀Wouldn't it have been better if she
had explored some other things that I
would like to have investigated if I had
time to do the research myself." If the
issues of interest to the journal's readers
and the integrity of the results and argu-
ments has been resolved, there is no
place for criticizing authors for what they
have not yet done.
A more subtle version of the critic's

fallacy is the issue of misplaced empha-
sis. The third criteria in the Journal of the
American Colkge of Dentists instructions for
reviewers raises the issue of clarity of
communication. This matter should only
be addressed by reviewers who find the

Editorial

faces. While it is trite to say that ambigu-
ity, word choice, poor structure, or an
awkward style detract from even the
best of content, there is no standard for
what is good enough. The editor has to
get the most possible by working with
the comments of reviewers and the ca-
pability of authors.

But reviewers don't always agree with
each other on what is good style.
Among every three reviews, it is certain
that one or more will have a comment
to the effect the author needs to explain
in more detail and amplify several points
and that the paper is too long and needs
to be made more concise. When two or
more reviewers ask for amplification, it
is unusual that they want to know more
about the same item. For my own
manuscript that I revised recently, I was
told that the hypothesis should be re-
stated in the discussion section of the pa-
per. I was also told that it would not be
worthwhile restating the hypothesis in the
discussion. The fact that both comments
were made by the same reviewer left me
unable to respond.

In the instructions to reviewers for
the Journal of the American College of Den-
tists, the matter of style and grammar are
left as a fourth and optional criteria for
reviewers. There is little of less value than
the journal review offering no comment
about the relevance of the paper or the
soundness of the contribution but is tri-
umphant in its discovery of a typo-
graphical error and has had the serial
commas before the final conjunction in
series laboriously removed. The spelling

T he first question asked is whether the manuscript is
1 of interest to the readership of the journal. Evety
reviewer is qualified to make that decision.

manuscript to be sound and of interest.
Sometimes there is consistency among
reviewers that part of the methods are
unclearly explained, or outcomes are not
described well, or more typically that
there is general dissatisfaction with the
organization or clarity of writing. This is
one of the most difficult tasks an editor

checker will do a better job finding the
misspellings and reviewers need to be
certain of the style of the journal be-
cause it is embarrassing to promote op-
tional rules that are inconsistent with the
standard of the publication. External re-
viewers should focus on content and not
take on the secondary role of copy edi-
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Editorial

tor. The only way to achieve consistency
of style in a journal is to use a single copy
editor.

In 1997, the Journal of the American
Medical Association devoted an entire issue
to the problems of peer reviewed litera-
ture. Several studies reported that agree-
ment among reviewers ranged from
nearly zero to a high of .30 or perhaps
.40. The maximum agreement possible is
1.00, and research papers with reliability
of measure as low as .30 or .40 would
be rejected by reviewers. I do not be-

lieve the consistency among reviewers in
dentistry is better than it is in medicine,
and my own experience calculating the
consensus among journal reviewers and
judges for papers at scientific sessions
confirms that consistency is always be-
low .50.

In this journal during the past five
years, the proportion of accepted
manuscripts submitted have been ap-
proximately 35% and the consensus
among reviewers has been .70. The jour-
nal is unique in the dental literature be-

cause it publishes these data and others
related to the peer reviewed process on
a regular basis in the journal. In other
words, the journal publicly discloses the
results of its peer reviewed process. The
comments of all reviewers are shared
anonymously with authors and with
other reviewers. I believe that this pro-
cess should be adopted by all journals in
dentistry where peer review is used. That
would improve the process and enhance
our credibility among both authors and
readers.

-1Asi4A
David W. Chambers, EdM, MBA, PhD, FACD
Editor
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2001 ACD Annual Meeting

The American College of Dentists:
A Vision in Action

ACD President-elect's Address
October 12, 2001
Kansas City, Missouri

Kenneth E. Follmar, DDS, FACD

C
andidates for Fellowship in the
American College of Den-
tists, Congratulations. Congratu-

lations from all our Officers, from all
of our Regents, and from our entire fel-
lowship.

It is a wonderful experience to be
able to assemble, as we have, in order to
recognize your achievements and to
honor you for them. You are each being
honored for your leadership, for your
contributions to society, and for your
multiple contributions to the many
communities of dentistry. The College is
proud to welcome you into Fellowship.

The American College of Dentists is
the primary moral authority in dentistry.
It is the conscience of dentistry. We are
the profession's voice for ethical prac-
tice. We are an apolitical catalyst, pro-
moting the highest ideals of excellence,
ethics, and professionalism.

The American College of Dentists is
one of the most respected organizations
of professionals in the world. Just a
little over 3% of the dentists in the
United States have been granted Fellow-
ship in the College. Admission into the
College is strictly by invitation. Your can-
didacy for Fellowship is supported by a
very involved, objective credentialing
process; a process initiated by your
sponsor. Your sponsor has been re-
markably involved. We know that be-
cause you represent nine different coun-
tries and forty-three of our United
States.

Election to Fellowship is not an end
in itself, rather, it is a base from which
you may further serve. You can serve the
College by doing more of what you did
to earn Fellowship. You have a unique
opportunity to endow the College with

future in leadership. Nominate them to
Fellowship.

You can also serve the College, and
dentistry, if you will search for the best
and the brightest and encourage them to
join us in the dental profession.

T he American College of Dentists is the primary
1 moral authority in dentistry. It is the conscience of
dentistry.

your brand of excellence, and with the
obviously high value standards by which
you live. We welcome that!
We hope you will nominate qualified

colleagues to ACD Fellowship. Because,
by bringing together leaders who exem-
plify true professionalism, the voice of
the College is strengthened.

The privilege of honoring colleagues,
by nominating them to Fellowship, be-
longs solely to each ACD Fellow and to
no one else. Nominating is a privilege we
all need to exercise, frequently.

When searching for potential nomi-
nees, please do not overlook young
practitioners, young practitioners who
are early contributors to our profession
and who show a strong potential for
continued contribution to society. Seek
out those young practitioners with un-
common integrity, those with an obvious

Conferring Fellowship is a signifi-
cantly important ACD activity, but that is
not the only function of the College. As
the champion of excellence, ethics, and
professionalism in dentistry, the ACD is
a proactive leader in a wide range of
mission-related initiatives. That leadership
posture is of great importance because
the difference between formidable chal-
lenges and fantastic, inspiring opportuni-
ties is leadership.

Dr. Follmor is retired from
a practice of oral and
maxillofacial surgery
and lives with his wife
Penny at 20770
Montalvo Lane, Sara-
toga, CA 95070.
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A Look Bock
The more you learn about the Col-

lege the more you will come to reali7e
what enormous contributions the Col-
lege has made, and continues to make. It
was eighty-one years ago that twenty-
three visionary dental leaders met in Bos-
ton. They met to consider the problem-

ment to a highly principled posture sig-
naled the beginning of a new self image
for dentistry, one with an emphasis on
professionalism and all of its ramifica-
tions.

In its early years, the newly formed
College did not come close to having the
economic resources essential to resolve

ver the years, the College became the archi-
tect of the changes that helped transform den-

tistry into a true profession.

atic issues then facing dentistry, and most
especially the problem of dental com-
mercialism. Dentistry, at the time, was
not the orderly profession it is today.
Those leaders concluded that a unique
organization was needed, one with a
special mission, one that would look be-
yond today and plan for tomorrow, one
that would help reshape dental educa-
tion, dental research, and dental journal-
ism and lead by example.

When those inspired prime movers,
created the American College of Den-
tist, they did it on a high note. They pro-
moted professional excellence by recog-
nizing professional excellence. To do
that, they honored dental role models,
role models precisely like you. There
were thirty-five new Fellows selected
that very first year.

Dental education at that time was not
wholly university based. Propriety dental
clinics and preceptorships abounded.
Dental journalism was essentially a series
of commercial periodicals published by
dental product manufactures and de-
signed to market dental products. Dental
research was mostly subjective and man-
aged primarily with an interest in devel-
oping marketable products. Pure dental
research was rare, those visionaries,
however, recognized that in adversity
there exists opportunity, and they
grasped that opportunity.

Consider, for a moment, the sincere
dedication required of those twenty-
three creative founding Fellows as they
set out to alter the philosophic values of
an entire profession. Their firm commit-

dentistry's weighty troubles. It, however,
had innovative leaders, leaders who pro-
vided motivational guidance to like-
minded professional organizations. The
new College became an engaged stew-
ard of well defined creative ideals and
objectives.

The concept of a uniform, univer-
sity-based dental education was vigor-
ously endorsed. The College created a
Commission on Journalism, which re-
sulted in the initiation of the American
Association of Dental Editors. The then
new International Association of Dental
Research was strongly supported by the
College, in fact, the Journal of Dental Re-
search resulted from fiscal involvement
by the College. All this did not happen
overnight. Over the years, the College
became the architect of the changes that
helped transform dentistry into a true
profession.

A Look Around
What is the College all about today?

Same as it was in the beginning. It is
about making a vital positive impact
upon our profession. Our Board of Re-
gents has focused its attention on ensur-
ing enhanced administrative, operational,
and financial stability for the College as
the underpinning required to move the
College toward ever more creative in-
volvement in the critical issues surround-
ing our mission. That mission is to pro-
mote excellence, ethics, and professional-
ism in dentistry.

Case in point The College was influ-
ential in securing recent approval of the

new "Ethics, Law, and Professionalism"
ADA CERP category for continuing
education courses. In fact, the very con-
cept of a separate category of ethics-re-
lated CE courses originated with the
College. This will emphasize excellence,
ethics, and professionalism frequently
and indefinitely.

Prioritized objectives are woven into
all current ACD activities. For instance,
the ACD in very recent years sponsored
an Ethics Summit. It was the first meet-
ing of its kind, ever. National leaders of
all the components of dentistry were
brought together to discuss the com-
mon, but complex ethics issues facing
the many stakeholders in oral health care.
Fifty-four different organizations were
represented. This forum included leaders
of general practice, and all dental special-
ties, the assistant's, technician's, and
hygienist's organizations, product manu-
facturers and suppliers, insurers, publish-
ers, dental researchers, and academicians.
During this meeting the attendees for-
mally recognized, accepted, and now ad-
vocate the concept that basic standards
of ethics are needed throughout all com-
ponents of our dental family.

Then, Ethics Summit II was con-
vened last year by the College. It too in-
volved the greater dental community.
Sixty different dental organizations par-
ticipated. This meeting also was a huge
success because the exciting concept of
an Ethics Affiance of Oral Health Orga-
nizations was emphatically approved. It
will address issues across a broad spec-
trum. The Alliance will improve com-
munication in all directions. It will
heighten ethics awareness and advance
ethics issues within the entire oral health
care sector.

This Ethics Summit project is only
one of the many significant ACD mis-
sion-related initiatives in place and ongo-
ing. The vast majority of our projects are
national in scope, so it is obvious that the
many projects are being undertaken can-
not all be funded by dues alone. That is
why the ACD Foundation was created.

The Foundation of the American
College of Dentists is a nonprofit, chari-
table public foundation. It was created
to raise tax-deductible support for stra-
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tegic programs, programs consistent
with the mission of the College. The
Foundation is vital to the momentum of
the College because the Foundation
funds Summit Conferences, the journal
of the ACD, leadership skills workshops
at the annual meeting, continuing educa-
tion, summer conferences, the ACD
website, the new Ethics Handbook for Den-

2001 ACD Annual Meeting

From our central office in
Gaithersburg, Maryland, the ACD man-
ages two publications, our journal and
our newsletter. The Journal of the American
College of Dentists is a scholarly quarterly
publication that addresses significant is-
sues affecting dentistry and oral health.
The editorial insight is remarkable. News
and Views is the quarterly newsletter of

M anaged core does not nurture the soul nor the
spirit.

tists, and much, much more. That brand
new Ethics Handbook is certainly some-
thing each of you will want to read, and
then share with others.

The Foundation and the College are
truly partners. The Foundation is vital to
expanding the momentum of the Col-
lege. ACD Past President Dr. Charles
Farrell said it all when he referred to the
Foundation as "The engine that drives
the program train of the College."

And now, the Foundation has been
strengthened, strengthened by the addi-
tion of the Endowment and its Gies
Fellow program. The Endowment truly
assures that our ability to fulfill our mis-
sion will be secure for years to come, be-
cause the endowment is a self-perpetuat-
ing body of dollars. Only the interest the
Endowment earns is spendable.

To expand Endowment funding, the
Gies Fellow program was launched. It is
named after Dr. William J. Gies to pay
tribute to an outstanding Fellow who
played many leadership roles in the for-
mative years of the College. Our Gies
Fellow program is enjoying remarkable
success. Its membership is growing rap-
idly. I invite you to include the Gies pro-
gram in your tax-deductible giving. By
doing so, you will have the pleasure of
helping to build a solid and dynamic fu-
ture for the College.

Not only are all contributions to the
Foundation and the Endowment tax de-
ductible to the giver, they are also non-
taxable to the Foundation and the En-
dowment. The tax advantage is obvi-
ously a win-win situation.

the College. Dr. Stephen Rails, our cre-
ative Executive Director, is its editor. He,
his pleasantly efficient Executive Assis-
tant Karen Matthiesen, and our fine con-
troller, Paul Dobson, are truly excep-
tional and easily accessible.

The bread and butter, grass roots
ACD activity takes place within our
forty-eight Sections. The primary func-
tion of each Section is to promote the
principles, the policies, and the objectives
of the College at the local level. ACD
Sections, however, have a broad opera-
tional latitude in doing just that. Each one
of you will be a part of the ACD Sec-

pose its care-compromising programs
and its bottom line emphasis upon the
dentist and the patient Managed care has
many, many flaws, but the primary one
is that it can convolute and compromise
our precious doctor-patient relationship
by generating distrust in the mind of the
patient. Managed care does not nurture
the soul nor the spirit.

Early on, the American College of
Dentists recognized the significant diver-
gence in the interest and goals of our
profession and the goals of the strictly
commercial enterprise. Realizing that the
shifting sands of controlled care delivery
could lead dentistry into the quicksand
of compromised principles, the College
countered with energetic exemplary
leadership. The College developed a
strong position paper. One which is
widely distributed. This document dearly
reveals that changes in the delivery sys-
tem need not diminish high standards of
patient care.
Two of the many important con-

cepts expressed in that ACD position
paper state that, "The standard of care
should be the same for all patients re-
gardless of the means of reimburse-
ment" and secondly "The needs and in-
terests of the patient supersede any busi-

I am certain that our future is so bright that we will
all need sunglasses.

tion in the area where you reside. We
hope each one of you will be an en-
gaged participant

Our College has a responsibility to
draw attention to those problems that
involve our profession in the issue of
moral values. You do not have to be a
rocket scientist to recognize the big
problem in our time is managed care.
Dr. E E. Aurbach in the first issue of this
current year's Journal of the American College
of Dentists states "This system, which
seemed so innocent, has spawned a
monster."

Managed care is a thorny third-party
commercial experiment, an experiment
that exerts every possible effort to im-

ness relationship or reimbursement pro-
cess."

Not all College activities are such seri-
ous business. Our summer conferences
are fun-filled, annual family social events.
They are an informal opportunity to in-
teract with Fellows from all over the
country and to enjoy superb social activi-
ties and outstanding continuing educa-
tion. Next summer we will meet at the
fabulous Marriott Sawgrass Resort in
Florida. This is an event you will truly en-
joy and appreciate.

A Look to the Future
I have presented past ACD activities.

I have reviewed the ACD's present.

Journal of the American College of Dentists 2001 7
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Now, what is in the ACD's future? I am
certain that our future is so bright that
we will all need sunglasses.

I now request a point of personal
privilege. I wish to introduce the lady
who has made all things possible in my
adult life, my first lady and my soon to
be first lady of the American College,
my bride of fifty-five years, Penny
Follmat

I feel uniquely privileged to be able to
serve in the highest office of the Col-
lege. I humbly accept that responsibility! I
thank the Officers, the Board of Re-
gents, and the Fellowship for that honor.
I shall do everything possible to support
the vision that the American College of
Dentists represents. That vision is to be
the leader in the promotion of excel-

lence, ethics, and professionalism in den-
tistry.

May the future continue to shower
upon you and your family an abundance
of good health, success, and happiness. I
thank you, each one of you, for all you
have contributed to dentistry and to so-
ciety.

And God Bless America!

8 Volume 68 Number 4



2001 ACD Annual Meeting

Oral Health and Social Justice:
Leadership Opportunities for Dentistry

T
homas Cahill in his book, The
Gifi's of the Jews, wrote: 'We
normally think of history as one

catastrophe after another, war followed
by war, outrage by outrage — almost as
if history were nothing more than all the
narratives of human pain, assembled in
sequence.... But history is also the narra-
tives of grace, the recountings of those
blessed and inexplicable moments when
someone did something for someone
else, saved a life, bestowed a gift, gave
something beyond what was required by
circumstance."

Newly-inducted Fellows, supportive
family, distinguished guests, proud spon-
sors, Fellows and Officers of the Col-
lege, President Bradley, it is truly an
honor to speak to you on this
celebratory occasion. Our world has
changed dramatically in the past thirty-
one days. The text of our lives has
changed. We relied and depended on the
leadership of public officials and private
citizens in ways we haven't experienced
in over sixty years. Their narratives of
grace continue to be told.

This afternoon, we celebrate the lead-
ership of the Fellowship Class of 2001
— your "narratives of grace." How, as a
result of practicing your chosen profes-
sion, you "do something for someone
else, save a life, bestow a gift or give
omething beyond what is required of
you by circumstance." These narratives
represent the activities and accomplish-

Convocation Address
October 12, 2001
Kansas City, Missouri

Linda C. Niessen, DMD, MPH

ments for which you have been invited
to Fellowship in the American College
of Dentists.

As a class of Fellows, your "narra-
tives of grace" are truly inspiring. You
have all improved the oral health of the
people in your community in some
unique way, through practice innova-
tions, research advances, educational ini-
tiatives, community service, civic leader-
ship. While your names are all listed in
the program, let me introduce you to
each other briefly through your accom-
plishments. (You are all probably too
modest to have discussed with one an-
other why you got in!) So at the risk of
sounding like your mother, let me brag
about your achievements. You have par-
ticipated in the development of the
American Dental Association's Future of
Dentistry Report. You have helped craft
the first Surgeon General's Report on
Oral Health. You have served as presi-
dent of your state or local dental society
You have served as a member of your
school board or city council. You have
built a successful dental business. You
hold patents. You serve on the dental li-
censing board in your state or country.
You have fluoridated your community.
You launched a community-based den-
tal program in your state or town. You
have developed dental education initia-
tives throughout the world and even
translated your lectures into Russian to
present them to your colleagues in a

Russian dental school. These are but a
few of the achievements and accom-
plishments that represent the 2001 Fel-
lowship Class.

It has been said that there is no higher
honor than being recognized by your
peers. Your sponsors noted that your ef-
forts "to promote excellence, ethics, and
professionalism in dentistry" were con-
sonant with the mission of the American
College of Dentists. Founded in 1920,
the College was the vision of leaders of
the American Dental Association and
faculty leaders in dental schools. At the
time the College was founding there
were no standards for dental research,
no standards for dental education, and
no standards for dental journalism.
Through the efforts of the College, stan-
dards were established and the status of
the dental profession was elevated.

The College carries its rich history and
tradition into today's activities. It has be-
come the foremost organization ad-
dressing ethics and professionalism in
dentistry The College has become

Dr. Niessen is a Vice
President at Dentsply
International and Pro-
fessor of Public Helath
Dentistry at Baylor Col-
lege of Dentistry in Dal-
las, TX.
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known for the Ethics Handbook for Dentists
and the Ethics Summits — landmark
conferences that have invited leaders of
various dental organizations to examine
ethical issues facing dentistry.

Leadership isn't always easy, and it in-
volves crafting a vision that may be re-
mote and distant from the present Hav-
ing a solid ethical foundation can pro-

tion, literature, human relations, and other
areas that contribute to human welfare."
So while I have recounted your illustri-
ous contributions to the profession, this
day is not about resting on your laurels
and savoring past achievements. The
College has recognized you for your po-
tential. This day is about your future con-
tributions. What will be the next chapter

J 
ustice or fairness is one of the principles of ethics
thot distinguishes a profession and sustains this

College.

vide direction for any new and un-
charted course. Sometimes it requires
great courage to stand before your peers
and announce your idea or vision, only
to have it met with derision or ridicule.
Remember your first water fluoridation
hearing. Where did those anti-
fluoridationists come from? Remember
when you thought you'd like to make a
little change to the state dental practice
act? Didn't think it would be quite that
complex. Or how about when you pro-
posed a modest dues increase at your lo-
cal or state dental society?

Jack Kilby, the former Texas Instru-
ment engineer who won the Nobel Prize
in Physics in 2000 for his development
of the microchip that spurred the digital
age, commented how he had to con-
tinually debunk conventional wisdom
both before and after demonstrating the
first chip. During his acceptance of the
award, he commented that in the 1950s,
he "provided the entertainment at pro-
fessional meetings." And while there isn't
a Nobel Prize in Dentistry yet, (there cer-
tainly should be, after all there is a Nobel
Prize in Medicine), for all those times,
your ideas provided the entertainment
for your colleagues, your induction as a
Fellow today gives witness to the cour-
age and validity of your vision.

In its Statement of Principles and
Objectives, the College announces its in-
tention to confer Fellowship "on indi-
viduals in recognition of meritorious
achievement and their potential for con-
tributions in dental science, art, educa-

in your "narratives of grace?" After all,
the best predictor of future leadership is
past leadership.

As we craft the future, we are not
alone in this task. There are some land-
marks along the way to guide us. Like
the eye chart in the ophthalmologist's of-
fice with the big "E," our big "E"
should be our ACD Ethics Handbook!
Two other equally important seminal
works can also assist us. In May, 2000,
Dr. David Satcher issued Oral Health in
America, the first Surgeon General's re-
port on this topic. The report examined
oral health as it related to general health,
the role oral health plays in society, pat-
terns of oral diseases, and linkages be-
tween oral health and systemic disease. It
was not a report about dentistry. It was a
report on oral health. And it outlined
various strategies that society could take
to improve the oral health of all our citi-
zens. Almost as a companion to this
document, last month, the American
Dental Association published the Future
of Dentirtg report It will be discussed at
a reference committee hearing on Sun-
day and by the House of Delegates. Un-
der the guidance and leadership of Dr.
Les Seldin, the report addressed clinical
practice and management, education, re-
search, access and financing, licensure
and regulation, and international issues. If
it was contentious, it was discussed. I
was amazed at how openly and honestly,
Dr. Seldin engaged participants in discus-
sions of the topics critical in shaping the
future.

I find it striking that these two docu-
ments — one crafted by a public organi-
zation, the other by a professional, pri-
vate organization — reached similar
conclusions in a number of areas. Oral
health is an important thread in Ameri-
cans' social fabric. Dental prevention
works. The number of dentists is declin-
ing in certain parts of the country as are
the numbers of dental assistants, dental
hygienists, and dental laboratory techni-
cians. Oral diseases are more prevalent in
certain populations. Dental faculty short-
ages exist throughout the country. Dental
students' debt has increased dramatically.
Access to needed dental care is becom-
ing more difficult for special needs chil-
dren and adults, nursing home residents,
and low income populations. So as you
are called to the next phase of your lead-
ership in dentistry, how will you choose
to serve?

John Rawls in his Theog of Justice
wrote that "Justice is the first virtue of
social institutions, as truth is of systems
of thought." Justice or fairness is one of
the principles of ethics that distinguishes
a profession and sustains this College. It
is a Core Value of the American College
of Dentists and of our country As
Americans, we share a strong sense of
fairness and equality of opportunity

Fifty years ago, oral diseases were al-
most ubiquitous in the population. In
fact, the impetus for the founding of the
National Institute of Dental and Cranio-
facial Research (our dental institute at the
National Institutes of Health) in 1948
was "the recognition that the military
preparedness of the U. S. depended on
eradicating the dental deficiencies of re-
cruits." During World War II, 20% of
two million recruits did not meet the se-
lective service dental requirements.
"Dental defects" were the primary
physical reason for rejection of recruits.
The recruits could not meet the criteria
of having "six opposing teeth in each
jaw."

In the ensuing fifty years, significant
progress has been made on eradicating
oral diseases and improving oral health.
But oral diseases are still not fair. Al-
though the distribution of caries has nar-
rowed, 80% of the caries now occurs in
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20% of the children — 20% who may
not have the resources to receive treat-
ment. We are reaching more Americans
for dental care. Between 60% and 70%
of Americans visit a dentist in a given
year. But there remains 30-40% we
don't see annually. Oral cancer affects al-
most 30,000 Americans each year and
one half of these individuals die within
five years — a number that has re-
mained remarkably steady for almost
fifty years.

Oral health is intimately linked to the
social fabric of American life. We debate
the relationship between periodontal dis-
ease and cardiovascular disease. Research
in orthodontics demonstrates how cor-
recting malocclusions increase self-es-
teem among young adults. Regardless
of whether you believe health care is a
social good or a consumable good, re-
search has shown that poor oral health
has been related to decreased school
performance, poor social relationships,
and less success later in life. School
nurses in Texas report a range of oral
health problems such as dental caries,
gingival disease, malocclusion, loose
teeth, and oral trauma in children. Chil-
dren from families with low incomes
had nearly twelve times as many re-
stricted activity days (e.g., days of missed
school) because of dental problems as
did children from families with higher in-
comes.

The leadership opportunities for the
future lie in correcting these disparities; in
creating and distributing oral health
more uniformly throughout the popula-
tion. As dentists, we gained tremendous
respect from the public for our efforts

2001 ACD Annual Meeting

theoretically put us out of business. Our
sense of justice or fairness that all citizens
could benefit from these preventive ef-
forts guided our activities and won the
public's trust. Opportunities to win the
public's trust surround us today.

Oral health disparities continue today
in the America and throughout the
world. The challenge before you today is
where and how you will focus your fu-
ture leadership efforts? I've often
thought that if we could keep our own
children dentally healthy (and I dare say
that if we did a DMFT survey of our
collective children, the number would be
close to 0), couldn't we as a profession
adopt a goal that every child in this
country should be as dentally healthy as
our own. Just think of the possibility.
You wouldn't have to be the child of a
dental professional to have excellent oral
health. And what about our parents? I
would offer that it may be easier to keep
our children dentally healthy than our
parents. The effects of chronic illnesses,
multiple medications, and impaired mo-
tor skills can take a devastating toll on
oral health. How can we distribute oral
health more uniformly to the increasingly
older population?

The future will require creativity,
courage, integrity, ethics, and profession-
alism. These are all traits for which you
have been recognized today. It will also
demand change; to do things differently;
to take risks. It may not always be easy.
But remember, as Fellows in the Ameri-
can College of Dentists, you have a
whole new set of friends who share
your values. Don't hesitate to share your
new ideas, your vision, or dreams with

0 pportunities to win the public's trust surround us
today.

to prevent caries through water fluorida-
tion and fluoride treatments. The public
couldn't believe that as a profession, we
were advocating programs that could

these colleagues during your long and
active participation in the College.

Helen Keller wrote "When we do
the best we can, we never know what

miracle is wrought in our life or in the
life of another." Congratulations again
for your past accomplishments. I look
forward to reading about the miracles
of your continued achievements, in your
future "narratives of grace."
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2001 Fellowship Class

The Fellows of the American College of Dentists are the
leaders in dentistry and in their communities. They represent
the creative force of today and the promise of tomorrow.

We proudly welcome the 2001 class of Fellows.

David L. Alexander
Lafayette, IN

Gregory A. Allen
Independence, MO

Pamela A. Alston
Oakland, CA

Robert A. Anthony
Flint, MI

Benjamin S. Antioquia
National City, CA

Debra C. Arnold
Metairie, LA

Mounir R. Ashamalla
Santa Barbara, CA

Frank J. Ayers
Omaha, NE

Ruth E. Bailey
Knoxville, TN

Paul J. Batastini
Cherg Hill, NJ

Byron W. Benson
Dallas, TX

Sidney R. Berger
New York, NY

Stanley Blum
Montreal, CANADA

Brenda S. Bohaty
Kansas City, MO

Susan Bordenave-Bishop
Peoria, IL

Barbara J. Bradey
Richmond, BC CANADA

Robert J. Bray
Somers Point, NJ

Max D. Brener
Chattanooga, TN

Barry S. Briss
Boston, MA

William W Broadfoot
Valdosta, GA

Alan W Budenz
San Francisco, CA

Patrice M. Buonocore
New York, NY

James R. Burk
Sodus, NY

Ronald C.D. Butler
El Paso, TX

James D. Campbell
Panama City, FL

Marilyn E Canis
Boston, MA

John Schrader Cannon
Memphis, TN

W. Jerry Capps
Marlette, GA

Allen E Carrell
Shenandoah, IA

Frank Cassanova
Fairfield, CA

Steven E Cavagnolo
Davis, CA

Domenic J. Cavallaro
Berkelg, CA

Wai M. Chan
Sacramento, CA

Dan R. Clagett
Elkabethtown, KY

David M. Clark
Kansas City, MO

John R. Codington
San Diego, CA

Joyce Y. Cosby
Gainesville, FL

John C. Cosby, Jr.
Columbia, SC

Kenneth S. Coy
Oklahoma City, OK
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Roger D. Craddock
Memphis, TN

Richard J. Crout
Morgantown, WV

Margaret M. Culotta-Norton
Washington, DC

Daniel J. Daley
Drexel Hill, PA

Donald P. Darbro
Greenwood, IN

Steven M. Dater
Rockford, MI

C. Scott Davenport
Charlotte, NC

George W. Davidson, III
Jenkins, KY

Jeffrey A. Dean
Indianapolis, IN

Kelly Deeter
Topeka, KS

Neil D. Demaree
Marion, VA

Andrew R. Dentino
Brookfield, WI

Thomas E. Derosier
Falmouth, MA

Janice P. DeWald
Dallas, TX

Nelson Artiga Diaz
San Francisco, CA

Gary J. Dilley
Cag, NC

David A. Dischler
Scottsdale, AZ

David S. Dodell
Scottsdale, AZ

Kevin J. Donly
San Antonio, TX

Kelly D. Douglass
Topeka, KS

Lois E Duerst
Hastings, MN

David H. Duey
Scottsbliffic NE

Arlet R. Dunsworth
Dallas, TX

Meryl J. Efron
Staten Island, NY

Ian Elliott
Aurora, IL

Randall W. Ellis
Omaha, NE

Richard C. Engar
Salt Lake City, UT

Bradford M. Eschler
Okemos, MI

Caswell A. Evans
Bethesda, MD

Marvin A. Fier
Pomona, NY

Ann M. Flermoen
Bath, MI

Michael C. Fling
Oklahoma City, OK

Paul M. Flynn
Lansing, MI

Kevin B. Frazier
Augusta, GA

David E. Frost
Chapel Hill, NC

Rudolph S. Fulton
Houston, TX

2001 ACD Annual Meeting

Matthew P. Gandolfo
Lexington, KY

Jeffrey Ganeles
Boca Raton, FL

Brent T Garrison
Indianapolis, IN

Raymond E Gist
Flint, MI

Gayle Glenn
Dallas, TX

Joel M. Glickman
Allentown, PA

Robert E Goodrich
Nashville, TN

Michael T. Goupil
Farmington, CT

Sarah A. Gray
Philadelphia, PA

Larry Greenbaum
Cheg Chase, MD

K. Ian Hadfield
Victoria, BC CANADA

Arthur E Hannigan
Orleans, MA

Kimberly A. Harms
Farmington, MN

Thomas C. Harrison
Kay, TX

Glenn V. Hemberger
Overland Park, ICS

Kenneth P. Hermsen
Omaha, NE

Michael J. Herrera
Reno, NV

Larry D. Herwig
Dallas, TX
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P. Thomas Hiser
La Mesa, CA

Michael J. Hoffmann
St. Louis, MO

Denny W. Homer
Okanogan, WA

H. Fred Howard
Harlan, KY

Mark C. Huberty
Sheboygan, WI

Ronald J. Huerter
Shawnee, KS

Philip H. Hunke
McAllen, IX

James R. Hupp
Baltimore, MD

Jerry W. Isbell
Petersburg, VA

Howard A. Israel
Great Neck, NY

Ernest W. Jackson
Jefferson City, MO

Larry W. Jackson
DonOhan, MO

Laurance Jerrold
New York City, NY

Raymond M. Juriga
Mt. Pleasant, PA

Alan S. Kaplan
Miami Beach, FL

Devendra N. Kapoor
Lucknow, INDIA

Allen C. Keenan
Tulsa, OK

John E. Kendrick
Kansas City, MO

David G. Kerns
Ft. Hood, TX

Shanon T. Kirchhoff
Cape Girardeau, MO

Timothy E Kosinski
Bingham Farms, MI

Michael J. Koufos
Munster, IN

Frank W. Krause
Cranford, NJ

Mark J. Kutcher
Chapel Hill, NC

Beverly A. Largent
Paducah, KY

Roger P. Levin
Owings Mills, MD

Robert A. Levine
Faiax, VA

Donald G. Levitin
Richmond, VA

Richard S. Ligon
Greeky, CO

John T Little, III
Spokane, WA

William Kurt Loveless
Lubbock, DC

Theresa E. Madden
Portland, OR

William P. Maher
Dearborn, MI

Michael W. Marshall
Bekflower, CA

Mary E. Martin
Oklahoma City, OK

Daniel G. Martindale
Monticello, MS

John Masak
Appleton, W/

Lana Kay Mash
Dallas, TX

Barbara B. Mauldin
Petal, MS

Vincent C. Mayher
Haddonfield, NJ

Rolfe C. McCoy
Chillicothe, MO

Michael D. McCunniff
Kansas City, MO

Eugene J. McGuire
Allentown, PA

Glenn A. Mead
Purcell, OK

Seymour Melnick
West Hartford, CT

Richard Menke
Worthington, OH

Daniel R. Menze
Mober#, MO

Frank J. Metzmeier
Campbellivilk, KY

Gary H. Murray
Bolling AFB, DC

David M. Neal
Chilkcothe, MO

William J. Nelson
Green Bay, WI

Garry J. Nervo
Victoria, AUSTRALIA

Sybil S. Niemann
Indianapolis, IN

Kimberly C. Norman
Mayville, TN
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Jeffrey P. Okeson
Lexington, KY

Lee P. Oneacre
Carrollton, "IX

John C. Osbom
Megnardville, TN

Gregory E. Oxford
St. Augustine, FL

Gary D. Oyster
Raleigh, NC

Lawrence R. Page
Ellicott City, MD

Peter Parashos
Victoria, AUSTRALIA

Jon K. Park
Baltimore, MD

Jeffrey B. Payne
Lincoln, NE

Daniel J. Peters
Grand Rapids, MI

Debra A. Peters
Grand Rapids, MI

Earl K. Phares
Holland, MI

Charles E Poeschel
Bridgeton, MO

Kathryn L. Poleson
Comas, WA

Brad J. Potter
Augusta, GA

James R. Pride
Greenbrae, CA

Charles E. Pritchett
Indianapolis, IN

Raj K. Rajarayan
London, ENGLAND

Charles H. Rankin
Concord, NH

Ted P. Raybould
Lexington, KY

Charles T. Roberts, Jr.
Little Rock, AR

Michael T. Robichaux
Slide/l, LA

Robert E. Roesch
Fremont, NE

Lance M. Rucker
Vancouver, CANADA

Dale R. Ruemping
Spokane, WA

Axel Ruprecht
Iowa City, IA

R. David Rynearson
Moreno Valky, CA

Barry C. Saltz
Portland, ME

Darlene Sand-Wall
Crestview Hill, KY

William C. Sasser
Charleston, SC

George A. Schabes
New Hyde Park, NY

George H. Schlothauer
Gering, NE

Max 0. Schmid
Aarau, SWITZERLAND

Lynne M. Schopper
Overland Park, KS

Marie Schweinebraten
Norcross, GA

David A. Scott
Edmonton, AB CANADA
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Helen G. Scott
Delta, CANADA

Bruce H. Seidberg
Syracuse, NY

F. Paul Senise
Glendora, CA

Tim Shahbazian
Fremont, CA

Jeffrey S. Shay
Louisville, KY

James D. Sheen
Getgsburg, PA

George R. Shepley
Baltimore, MD

Robert L. Skinner
Fort Smith, AR

Charles E. Smith
Ovrk, AL

Ronald G. Smith
Duncan, BC

Joseph E. Sokolowski
St. Louis, MO

Gary S. Solnit
Bever# Hills, CA

Clara M. Spatafore
Sewicklg, PA

Constantine Stamatelakys
Greenfield, WI

Jacky C. Standlee
kferson City, MO

Dennis J. Stiles
Gaithersburg, MD

Justin H. Stone
Newark, NJ

B. Ray Storm
St. Peters, MO
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Melvyn J. Stromeyer
Hattiesburg, MS

Michel R. Sturm
Fort Wayne,  IN

Steven A. Subject
Santa Barbara, CA

Edward E Taylor
North Arlington, NJ

Steven L. Thomas
Overland Park, KC

James H. Thompson
San Diego, CA

David W. Thorburn
Vancouver, BC CANADA

Robert J. Tigani
Washington, DC

Randall W Toothaker
Lincoln, NE

Darlene K. Vaughan
Indianapolis, IN

Jeffrey R. Vinton
Morehead City, NC

Stuart D. Waite
St. Louis, MO

Kevin S. Wall
Crestview Hills, KY

Kevin D. Wallace
Sprine/d, MO

Claude M. Wawerka
Paris FRANCE

Harvey Weingarten
South Bend, IN

Bonnie D. Wheatley
Winchester, KY

Cecil White, Jr.
Noolk, VA

H. Clark Whitmire, Jr.
Houston, 7X

Bernard G. Williams
Summerville, SC

Prentice W Woods
Dallas, TX

Gerald D. Woolsey
Kansas City, MO

Kwai L. Young
Camdenton, MO

Stephen K. Young
Oklahoma City, OK

Robert Yudelson
Los Angeles, CA
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Profiles in Professionalism:
2001 ACD Awardees

William John Gies Aword

The William John Gies Award was established by the American
College of Dentists in 1939 to recognize Fellows for
outstanding service to dentistry and its allied fields. This award
embodies the highest levels of professionalism, and it is the
highest honor the College confers on its members.

The highest honor the College can bestow
upon a Fellow is the William John Gies Award.
This award recognizes Fellows who have
made exceptional contributions to advancing
the profession and society. This year's recipient
is Arthur A. Dugoni, DDS, MSD.

Dr. Dugoni has been Dean of the School
of Dentistry at the University of the Pacific

(U0P) since 1978 and is a past president of the American
Dental Association (ADA) and the American Association of
Dental Schools (now ADEA). A Board certified orthodontist
from San Francisco, he served as Director of the American
Board of Orthodontists from 1979-1986 and as President in
1986. Long active in organized dentistry; Dr. Dugoni served as
Trustee of the ADM Thirteenth District, representing Califor-
nia from 1984-1987. He was a member of the ADA House
of Delegates for nineteen years, Treasurer of the ADA from
1987-1988, and his nomination for ADA President was unop-
posed. Dr. Dugoni also completed a three-year term as a
member of the council and a six-year term as Treasurer and
member of the Executive Committee of the FDI World Den-
tal Federation.

Dr. Dugoni graduated from the College of Physicians and
Surgeons in 1948, maintaining a private practice for nearly forty
years. He has been a leader in every dental organization with
which he has been associated. Dr. Dugoni is the recipient of
numerous prestigious honors and awards, including Dental

Alumnus of the Year by four universities: Gonzaga University,
University of Washington, University of San Francisco, and
University of the Pacific. Among others, he has received the
Hinman Medallion for Leadership, the Albert H. Ketcham
Orthodontic Award from the American Board of Orthodon-
tics, the Medallion of Distinction from the School of Dentistry
of UOP, the Gold Medallion and Merit Award from the
Orthodontic Education and Research Foundation, the
Chairman's Award from the American Dental Trade Associa-
tion, the Presidential Citation and the Distinguished Service
Award from the American Dental Association, the Pierre
Fauchard Academy Gold Medal, and a Doctor of Humane
Letters, Honoris Causa, from the University of Detroit Mercy.
In 1998 Dr. Dugoni was elected to the List of Honour of the
Federation Dentaire International—its highest honor and lim-
ited to thirty members throughout the world.

Dr. Dugoni has also served as dentistry's representative to
numerous other health-related organizations. He served on the
PEW Health Professionals Commission and as an official
ADA representative to the AMA House of Delegates.

Dr. Dugoni is a founding member of the National Acad-
emies of Practice. He is a Fellow of the American College of
Dentists and the International College of Dentists, and holds an
honorary fellowship from the Academy of General Dentistry.
He has presented more than five hundred lectures, papers, clin-
ics, and essays throughout his career and is the author of more
than one hundred published articles. Dr. Dugoni is a widely
acclaimed educator and a world class leader, speaker, author,
administrator, and visionary.
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Honorary Fellowship

The ACD confers Honorary Fellowship upon persons who are
not members of the dental profession, but have made
outstanding contributions to the advancement of the profession
and its service to the public. These contributions may be in
education, research, administration, public service, public
health, medicine, and many other areas.

Honorary Fellowship is awarded to indi-
viduals who do not hold a dental degree,
but have significantly advanced the profes-
sion or oral health and have shown excep-
tional leadership in areas such as education,
research, public health, administration, public
service, or related fields of health care. This
is the highest honor the College bestows on

non-dentists. This year's recipient is Christian B. Sager.
Mr. Sager has been the Chief Executive Officer of

The L. D. Pankey Dental Foundation and Executive Director
of The Pankey Institute since 1982. In the early 1980s, The
Pankey Institute was succeeding in educating and inspiring den-
tists, but it was having difficulty financially. Mr. Sager's charge
was to make the institute self sustaining. Under his leadership,
the institute has built the most modern and sophisticated dental
teaching facility in the world and has purchased condominiums
to house the faculty and students. Mr. Sager's attention to detail
is impressive, whether it be in the area of gaining every avail-
able tax advantage, his "tweaking" of the curricula, or his abil-
ity to hire the right person for the job. Maintaining status quo is
not his repertoire.

Mr. Sager teaches in each Continuum Level at The Pankey
Institute, providing dentists guidance on leadership develop-
ment, financial management, practice positioning, market defi-
nition, strategic planning, and human relations. He has been
heralded as one of the profession's clearest voices on the be-
havioral aspects of patient care and practice management, as
well as the development of a personal philosophy to guide
and shape one's dental practice.

Mr. Sager has appeared throughout the United States, En-
gland, and Japan as a featured speaker at state, regional, and na-
tional dental meetings. Recent engagements include the ADA
Scientific Session and the Academy of Dental Practice Admin-
istration, Indiana Dental Association, Ohio Dental Association,
Dallas Mid-Winter Dental Clinic, Thomas P. Hinman Meeting,
Chicago Dental Society, and Yankee Dental Congress, among
many others. He has published topical articles and has been in-
terviewed in numerous dental publications. Although he is not
a dentist, his business background and experience have pro-
vided him with a deep understanding of the challenges of con-
temporary practice and influences upon it..

Mr. Sager has been awarded Honorary Membership in the
American Dental Association, the International College of

Dentists (U.S.A. Section), and the Florida Academy of Dental
Practice Administration. Mr. Sager has influenced both pre-
doctoral and postdoctoral education of dentists through his
publications, professional presentations, and nineteen years of
dedication directing the advanced dental education courses and
programs at The Pankey Institute. As a result of Mr. Sager's
efforts, thousands of dentists have not just dreamed of what
can be achieved with quality comprehensive care—they have
experienced it.

Award of Merit

The supporting services of dentistry are vital to the profession,
providing key elements which enhance the effectiveness of
dental care delivery and the growth of the profession. The
ACD's Award of Merit was established by the Board of Regents
in 1959 to recognize unusual contributions in dentistry and its
service to humanity by persons who are not Fellows of the
College.

The Award of Merit recognizes out-
standing efforts of non-dentists in roles that
support the dental profession and enhance
the profession's mission and service to soci-
ety This year's recipient is Robert W.
Harpster.

Mr. Harpster is Chief Executive Officer
of the Iowa Dental Association (IDA), a

1,500 member voluntary association and one of fifty-four con-
stituents of the American Dental Association. Mr. Harpster
also serves as Secretary and Chief Financial Officer of the
Iowa Dental Foundation, a non-profit public foundation that
benefits the public through scholarships, research, and educa-
tion in areas of interest to the practice of dentistry He joined
the IDA in 1989 and has taken a key leadership role in shaping
public health policy in Iowa. IDA has successfully introduced
and passed numerous bills that positively impact the delivery of
dental care by removing access barriers and improving the fi-
nancing of that care. For the past five years, the IDA has been
first in the nation for membership in constituent societies over
1,000 members.

In addressing issues relating to membership, insurance ser-
vices, legislation, ethics, health in general, public relations, man-
power, and investment and finance, his job has required him to
be a libertarian, a Democrat, a Republican, an independent, a
technician, a mathematician, and an investment advisor.
Through his strong drive and sense for accomplishing goals, he
has become an authority on plumbing codes, corporate and an-
titrust laws, marketing techniques, and at the same time he has
been able to articulate within the membership the restorative,
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diagnostic, and preventive codes. In spite of all the hats he
wears, he is always available and willing to answer questions,
concerns, and complaints from the profession and public.
A native of Washington, D.C., Mr. Harpster received his

bachelor's degree and a Master of Public Administration de-
gree in Urban Affairs and Public Relations from American
University. Mr. Harpster has received two Presidential appoint-
ments and nine gubernatorial appointments, including "Year
2000 Committee," "State Coalition on Iowa Issues," and
"Health Iowans 2000 and 2010." The State of Iowa, the Mid-
west, and the entire national dental community have been the
beneficiaries of his talent, dedication, and his unique ability to
bridge the public, legislative, and professional sectors. The im-
pact of his efforts is felt deeply in dentistry and throughout the
public sector. Mr. Harpster has become a true ambassador for
dentistry.

2001 ACD Annual Meeting

Service Award

This award is presented to recognize outstanding efforts of a
Fellow of the American College of Dentists for exceptional and
distinguished service to the College or to humanity through his
or her professional service.

The Service Award recognizes exceptional
support of the College, the profession, oral
health, or community service. This service
award is being presented through a special
recommendation of the Board of Regents to
Arthur I. Hazlewood, DDS, MPH.

Dr. Hazlewood is a Chairman Emeritus
of the Department of Dentistry at Our Lady

of Mercy Medical Center in New York City. He has spent
more than thirty years of his professional career in service to
the profession, oral health, and the community at large. His ef-
forts have spanned the nation and supported programs in
other countries of the developing world. As the first Director
of Dental Affairs for the City of New York Hospitals and
subsequent chairman of more than one hospital dental depart-
ment, he has become known as an expert in hospital dentistry
and is a strong advocate of postdoctoral education.

Among a long list of outstanding accomplishments is the
pivotal role he played in saving New York City's hospital dental
programs from closure by government action. His back-
ground in public health has enabled him to spend his career
promoting oral health practice to a broad spectrum of the
population. Dr. Hazlewood's efforts have always been aimed
at training and promoting the careers of younger members of
the profession.

Dr. Hazelwood's list of accomplishments include success-
fully planning the two largest ambulatory care programs in
New York City, the planning of two major teaching hospitals,
his successful battles to preserve dental programs in New York
City hospitals, his leadership of the American Association of
Hospital Dentists, and service to the American Dental Associa-
tion. His well-known talent for working with community
groups, when combined with his professional planning skills,
have contributed to the development of a number of com-
munity-based programs.

The excellence of his contributions to community, society,
and the profession has led to a number of unusual appoint-
ments outside the dental profession. His international contribu-
tions have been recognized by appointment to the American
Dental Association Health Volunteers Overseas Steering Com-
mittee. He is also recognized as a consultant to the United Na-
tions Development Program and Senior Advisor to the Minis-
try of Health, Government of Guyana. His tireless efforts
over the years attest to his commitment to serving the health
care needs and improving the lives of the less fortunate from
around the world. Dr. Hazlewood's career has epitomized ser-
vice.
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A-dec as a Partner to Dentists
Phil Westover, with Ken Austin

Abstract
A-dec has become the largest manufac-
turer of dental equipment in America
by focusing on the customer, the em-
ployee, and the product rather than the
bottom line. The driving principles of
the company are (a) quality comes first,
(b) customers are the focus of every-
thing, (c) continuous improve-
ment,(d)employee involvement is a
way of life, (e) dealers and suppliers are
our partners, and (t) integrity is never
compromised.

A
common notion is that most
companies are driven by
profit and the bottom line. But

companies can be successful because of
things that do not seem to be profit ori-
ented. For these companies, profits are
byproducts of day-to-day company ac-
tivities rather than the primary focus.
That is the case with A-dec, Inc. of
Newberg, Oregon, the largest dental
equipment manufacturer in the United
States. Ever since the founders, Ken and
Joan Austin, started the company in
1964, some basic ideals and guiding
principles have made A-dec not only a
successful company, but a unique com-
pany within the dental industry

It all started in 1960, when Ken be-
gan working for Encore, a small Or-
egon company. Ken was interested in the
fact that Encore had introduced the first
variable speed control, called the Varitrol,
for a single high-speed turbine. At that
time, dentistry was experiencing a revo-

lution in dental technology with the in-
troduction of air-driven handpieces. The
first air-driven handpieces were essen-
tially "one-speed." Dentists using these
new handpieces would have only one in
the operatory. The dentist would change
the speed of the handpiece by adjusting

pany responded by developing a pedo
handpiece that could work with children
or the posterior teeth. And this became
the humble beginning of making
choices: dentists had to run two different
sizes of handpieces from one control
box. Then in late 1960 or early 1961, the

„ T he dentists I met o'idn't just wont o new practice.
1 They wonted o new look in their office and they
wanted the best for their patients."

the air pressure at the source. Once the
pressure was set, that is where the dentist
would operate for the whole procedure.

Through his job with Encore, Ken
had the opportunity to meet many den-
tists, and as he did, he reali7ed dentists
had cares and concerns about their pro-
fession, and he didn't see them as people
just wanting to buy handpieces. Ken re-
members, "The dentists I met didn't just
want a new practice. They wanted a new
look in their office and they wanted the
best for their patients." He quickly
learned that there were many opportuni-
ties for him to solve the new problems
that confronted dentists who wanted to
use air-powered handpieces.

In the early development of air tur-
bine technology, the first handpieces
were quite large. This made it very diffi-
cult to work on the posterior portion of
the oral cavity and especially difficult
with child patients. The Midwest com-

SS White company introduced a low
speed air driven handpiece, and dentists
then needed to switch between three dif-
ferent devices. That's where Ken came
on the scene. He built the first three-

Mr. Westover is Senior
Project Manager or A-
dec, 2601 Crestview
Drive, Newberg, OR
97132; (503) 538-
9471 Fox 537-2760.

Ken Austin is the 2000
recipient of the Award
of Merit from the Ameri-
can College of Dentists.
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handpiece selector valve that allowed the
dentist to control all three from one
box. With Ken as the chief engineer,
along with seven other employees, En-
core manufactured the three-way selec-
tor valve. Ken quickly found that dentists
had many things on their wish lists, and
this gave him that opportunity to help
solve problems. He saw an opportunity

Ken firmly believed that high quality
would reduce failures in function and
longevity. He felt so strongly about this,
A-dec published a little book for the
profession titled, 'What to Look For
When Buying Dental Equipment." Try-
ing to avoid the potential for commer-
cialism in the book, A-dec set out to
simply educate the profession, just like

o instead of "managing by walking around"
Ken and Joan practiced 'Management by being

in the other person's shoes."

to make a difference in the dental pro-
fession and positively affect oral health
throughout the world.

Quality Comes First
At A-dec, "quality" is reflected by

components of a product that do what
they are supposed to do. Product de-
pendability is a key measure of quality.
Parts that are put together must fit prop-
erly, such as when a dental light is at-
tached to a light post. Dental tray hold-
ers are supposed to be level. Glue is
supposed to stick. Even with the "latest
and greatest" adhesives available to
manufacturers today, A-dec must see
proof of reliability before using such
products. Design decisions are all made
on the basis that dentistry is a long term,
long life commitment, not short term.
Ken has said, 'We know one of the fin-
est restorative materials is gold, and there
are many materials that work well on the
short term, but are not acceptable for a
long term fix."

He continues, "There's nothing better
than learning from experience. In our
first six months on the air vacuum sys-
tem, we had a piece come loose because
it had been glued, even though we were
assured by the supplier that the glue
would work 'forever." With that experi-
ence, A-dec developed a hierarchy of
fastening, all for the purpose of using
the right materials and hardware for the
job

the dental profession needs to educate
patients.

From the very beginning, Ken did
not want to be criticized for failure of
the product. A constant theme over the
years at A-dec has been "appropriate
technology" and "appropriate proce-
dures" that meet the needs of the pro-
fession. A-dec's belief is that appropriate
technology, not high technology, is what
offers value to the dentist.

Customers Are The Focus Of
Everything

Simply stated, Ken and Joan want to
treat people like they wanted to be

Partners with Dentistry

so that they could serve customers on
the east coast at the beginning of their
work day. So instead of "managing by
walking around," Ken and Joan prac-
ticed "management by being in the other
person's shoes."

The TOPS principle applies through
the whole process of A-dec's business.
When a part is designed and a drawing
in made, the first customer becomes the
person fabricating the part — in A-dec's
case, the machine operator. The drawing
must be easily interpreted. The part must
be able to be easy for the machine op-
erator to produce. The second customer
is the assembler. Parts should be easy to
put together. A-dec's territory representa-
tives are the next customer. They must be
able to easily present, show, and tell
about the product. If they can do that,
then the next customer, the dental dis-
tributor, will also be able to present,
show, and tell about the product and
easily place an order for it. Then it
comes back to our own order process-
ing people. They should be able to easily
process an order for it. Then, the prod-
uct should be easily shipped and re-
ceived. Then, easy to install. And of
course, it must be easy to use by the
dental team. Not only that, but easy to
clean and service. And finally, it must be
good and appropriate for the dental pa-
tient. In every one of these levels, we

-o'ec believes that it can be a leader by com-
peting with itself instead of following its com-

petitors.

treated. They practice the concept of
TOPS (The Other Person's Shoes). No
one enjoys being put on hold, so what
could A-dec do to keep it to a mini-
mum? In the beginning, before A-dec
had access to information through its
computers, the customer service depart-
ment was located next to the final as-
sembly department for high touch and
immediate access. In 1976, A-dec insti-
tuted a 5 a.m. shift for customer service

must practice TOPS in order to make
the customer the focus of everything.

Continuous Improvement
A-dec believes that it can be a leader

by competing with itself instead of fol-
lowing its competitors. Continuous im-
provement is looking at what you have
done and how you can make it better.
This applies whether it is at the begin-
ning of design or during the production

Journal of the Amer/con College of Dentists 2001 21



Partners with Dentistry

cycle itself. While what we have done in
any given moment might be our best,
being content with that is the opposite of
continuous improvement.

could move impression material with air
flow and could achieve fewer voids by
slightly blowing on it. And if there
wasn't flow control in the syringe, the air

K en and Joan feel that employee involvement is
an other way of recognizing people for their

individual abilities.

Continuing education from the
dentist's standpoint is continuous im-
provement. Reading, study clubs, and
continuing education courses are all an
effort by professionals to improve their
own work, and they receive a great deal
of satisfaction in improving their skills
and knowledge.
A manufacturing company such as

A-dec views continuing education in the
same manner. A focus on keeping up to
date in technology and new manufactur-
ing processes gives the same type of sat-
isfaction. Employees frequently join field
equipment installation teams to learn
more about how the product is installed
and set up. The company supports on-
going training and education, conducted
both on site and in local colleges. Tuition
reimbursement for college courses has
been a benefit since the early days of the
company.

Continuous improvement usually
comes from little complaints or little sug-
gestions, not big suggestions or big
complaints. When Ken first produced an
air/water syringe, a local dentist ob-
served that the syringe had a bit too
much pressure when he was working on
the anteriors. (The pressure was not a
problem on posteriors.) This prompted
A-dec to create a variable flow control
in the syringe valve. The change was
made without a major demand or sur-
vey, because it only made sense to be
able to select the desired amount of
flow. Continuous improvement brings
us back to TOPS. The dentist didn't
want to splash water on the patient's bib,
tie, or glasses.

Until then, Ken had never given a
thought to the importance of variable
air flow. Then he learned that the dentist

pressure would just blast the material out
further.

So continuous improvement comes
in little steps. Questions like, "This is
great, but how do I fix it?" or "This
works fine, but how do I know if I'm
using it right?" all help in the process. To
be effective in continuously improving a
product or a service, A-dec believes they
must be their own worst critic. To be its
own toughest competitor.

Employee Involvement Way
Of Life

If employees feel like they are part
of the company and have ownership in
the day-to-day operations, then when the
company needs help during tough times,
the employees feel like the company is
part of their own family. Guests who
visit the company cannot leave without
thinking, ̀ Wow, I could never imagine
people being so happy at their work."

Ken and Joan feel that employee in-
volvement is another way of recogniz-

ing people for their individual abilities.
When A-dec employees can make sug-
gestions for improvement without fear,
the company ends up with higher quality
products and better manufacturing pro-
cesses. Ken has said, 'We don't think we
should have inspectors checking our
people, we think the people should be
checking themselves. Nobody knows
better about how the machine they are
using is working than the operators do,
certainly not the department managers."

Recognition can be based on popu-
larity or politics, but if the recognition
occurs through employee involvement as
it does at A-dec, it means that employees
are recognized on a minute by minute
basis. Employees perform at their fullest
potentials. They are not overextended,
but instead are fulfilled with appreciation
for each other. Ken and Joan believe that
people can get a paycheck anyplace, but
they won't always be appreciated
everyplace. Appreciation through em-
ployee involvement has been a major
factor in A-dec's success.

Dealers and Suppliers Are
Our Partners

A-dec has been successful because of
its supplier and dealer partners. To de-
velop good partnerships, A-dec suppli-
ers are expected to be good coaches,
which in turn helps A-dec coach its dis-
tributors and ultimate customers, the
dental professional. A-dec's suppliers re-
pli7e the company's mission, goals, and

So much of what has influenced Ken and Joan Austin's
management philosophy at A-dec over the years comes
from other successful entrepreneurs and businesses, such as in
the case of Henry Ford. In his book, Today and Tomorrow,
Ford outlined six principles for successful companies:

1. Quality comes first

2. Customers are the focus of everything

3. Continuous improvement

4. Employee involvement is a way of life

5. Dealers and suppliers are our partners

6. Integrity is never to be compromised
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culture. For many years, A-dec has asked
its suppliers to participate in product de-

service on current and older products.
Sales training seminars are actually pro-

M ore than 11,000 service technicians have at-
tended the tech training seminars alone since

1973.

sign so that their process and products
can be compatible with A-dec's end
product. A-dec expects that the dentist
will use the company's products for a
very long time, just like A-dec expects to
use its factory machinery for a long time.
Suppliers need to know this.

Ken and Joan have always sought the
greatest dealer partners they could get.
They reali7ed that to serve approximately
150,000 dentists, they had to rely on top
notch dealer partners. Without the 5,000
dental representatives of these partners,
there would be no way to present, show,
and demonstrate A-dec's products.

Many manufacturers vie for the time
of a good dental dealer. A-dec has rec-
ognized the need to develop excellent
dealer relationships, just like the dentist
must develop excellent patient relation-
ships. Ken and Joan understand that they
are in a relationship and service industry,
not a commodity industry There are
products used in dentistry that can be
considered commodities, but almost ev-
ery new material and device requires a
helping hand to get the best perfor-
mance for the practitioner.

A-dec has had a strong reputation for
its technical service training, sales training,
and advanced sales training seminars.
More than 11,000 service technicians
have attended the tech training seminars
alone since 1978. As part of A-dec's
dealer agreement, technicians receive
training on all aspects of installation and

fessional development in nature, with the
main focus on each individual's strengths
and capabilities. Participants are not
taught to peddle product. Instead they
are taught to provide a high level of ser-
vice and consultation to their clients. It is
a much more professional approach.
Ken has said, ̀ We as a manufacturer
think one of our major jobs is coaching
all the people who get our products to
the dentists, so that dentists can use the
product and that it will best fit their
needs."

Integrity Is Never
Compromised
Ken and Joan believe that integrity is

more private than public, and can be
measured more by performance than by
words. When a company tells somebody
they will ship a product on a certain
date, they should do everything possible
to ship it on that date. To accomplish this
requires many of the principles already
mentioned in this article.

In developing relationships with its
customers, A-dec has open dialog on a
confidential basis. And when A-dec's
customers give information to the com-
pany in confidence, A-dec's people
honor that confidence. Often A-dec will
work with dental schools and share
technical information and confidential
designs, and the expectation is that the
company can do that without worrying
about the trust being compromised.

Partners with Dentistry

Many years ago, Ken and Joan estab-
lished a policy to pay employees equal to,
or better than the prevailing wages in the
community. And the company has been
successful in adhering to that policy over
the years. The policy was not just words.
They were backed by performance.

Regardless of whether they are large
or small distributors, all of A-dec's
dealer partners pay the same price for
the company's products. If pricing con-
cessions are made to one, they will be
made to all. Ken and Joan believe that
"favorites" and "fairness" do not mix.

Applying the Principles
From the beginning, A-dec has ap-

plied these principles in its role as a
problem solver for the dental profes-
sion. The company has worked with
most all of the dental schools in the
United States and many overseas to de-
velop solutions for problems unique to
each institution. In many cases, these solu-
tions could then be applied to the gen-
eral dental community in the form of
retail products. A-dec doesn't make it a
practice to tell any customer what is best
for them. Instead, the company listens
and solves problems.

What is in store for the future of
dentistry? With a constant parade of new
dental materials, technology, and govern-
ment regulations, manufacturers will
need to work even closer with dentists
and the dental industry to keep up with
new requirements. A continued focus on
how to support productivity in the den-
tal operatory will be a must. Containing
costs will be a must. Expanding dental
care to unserved areas in the world will
be a must. Ken, Joan, and all of the A-
dec team believes that they'll keep up
with all of this only if they listen to and
support all of their customers and fol-
low the principles that have made A-dec
the largest dental equipment manufac-
turer in the United States.
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Oral Care Clinical Trials at
Hill Top Research

Stephen Mason, PhD

Abstract
Oral health care products generally re-
quire laboratory or clinical testing prior
to being introduced to the market.
Companies that develop such products
have three options for such testing —
their own facilities, dental schools, or
clinical research organizations (CROs).
Laboratory or clinical trails involving sub-
jects can be conducted to test claims
of safety and efficacy as well as cos-
metic and therapeutic claims. CROs,
which conduct such research on a fee-
for-service basis in an independent en-
vironment, are an attractive alternative
in many cases.

0
 ver the last thirty years, some
of the most dynamic, revo-
lutionary changes to affect con-

sumer goods have taken place in oral
care. With no shortage of aggressive
competition, mergers, and acquisitions,
the fast-moving consumer oral health
care industry is now dominated by six
major multinational corporations. Selling
a variety of brand name products
around the world, these six companies
account for perhaps more than 70% of
the available consumer oral hygiene mar-
ket sales worldwide (see side bar).
A superficial examination might im-

ply that with dental anatomy, oral health,
the potential diseases and conditions that
can be influenced by brushing and rins-
ing being constant, coupled with rela-
tively unchanged basic ingredients, prod-

uct development strategies and tooth-
paste production technologies, little in-
novation could be possible. Guess again.

professional and consumer advertising
and school-based oral health education
initiatives have attempted to encourage

rol health aids, once limited to toothpaste,
mouthrinse, and toothbrush now extend to

chewing gums, floss, breath mints, breath films, den-
tal sticks, whitening stns, and other products, most of
which act as delivery systems for o variety of tactive

ingredients.

A simple trip to the local supermar-
ket reveals that the oral care section is ex-
tremely large, with a vast array of
choices available that changes almost
daily. Oral health aids, once limited to
toothpaste, mouthrinse, and toothbrush
now extends to chewing gums, floss,
breath mints, breath films, dental sticks,
whitening strips, and other products,
most of which act as delivery systems
for a variety of "active" ingredients.

Innovation Drives the
Category

Although rarely exciting in itself, oral
hygiene is vitally important for everyone.
Manufacturers have made significant in-
vestments in the development of new
technologies that have improved the
performance of some products and ex-
panded the therapeutic applications of
others. New product development,
combined with effective outreach via

better and more frequent usage of
homecare therapies. In spite of this, the
overall per capita consumption figures
of toothpaste and toothbrushes are not
increasing, and in fact they fall signifi-
cantly below that recommended by
dental health professionals. For example,
it is generally recommended we brush
our teeth twice a day with 1.0 to 1.5g of
dentifrice. It is also recommended that
we replace our brushes approximately
every two months. If this was the case,
the resultant per capita usage would be
approximately 800g of dentifrice

Dr. Mason is Director of
Oral Care Business at Hill
Top Research, Inc. 900
Osceola Drive, West
Palm Beach, FL;
smason@hill-top.com.
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(around eight, 75m1 tubes) and six
toothbrushes a year. The reality is few
achieve this, with actual mean per capita
consumption figures for most countries,
including the USA far below these levels.

In response, manufacturers have liter-
ally gone back to the drawing boards to
explore further product innovation with
the hope that consumers would be will-

oped and standardized to maximize
R&D investment returns. This has re-
sulted in a more streamlined develop-
ment process focused principally on ei-
ther clinical research or "evidenced-based
claims" as the main mechanism to dif-
ferentiate products from others in the
minds of both the profession and the
consumer. This "positioning" in the mar-

T here are several advantages to using C130s, per-
haps the most important being speed, confidenti-

ality and access to o dedicated group with extensive
experience in the design, planning, and execution of
research projects and the objectivity that comes from
independent results and conclusions.

ing to pay premium for new value-
added products.

For example, major therapeutic in-
gredients have been incorporated in oral
hygiene products in the past decades.
Packaging innovation has also kept a
similar pace, as have delivery systems for
oral hygiene benefits. The consumer is
now always provided a wide variety of
choices able to suit his or her own par-
ticular needs.

Oral care research is, however, a
highly specialized and relatively "niche"
community Its premier society, the In-
ternational Association of Dental Re-
search (IADR), boasts approximately
12,000 members, academic and industry
combined. However this society covers
all aspects of oral care research, from
dental surgery through prescription
pharmaceuticals to consumer products.
Unlike the pharmaceutical industry, most
of the fundamental research necessary to
design and deliver new and effective oral
care products either takes place within in-
dustry, or is directly supported by indus-
try in an academic environment

Much of the global innovation in the
oral care marketplace has been achieved
by the companies focusing their R&D,
most notably in North America, to-
gether with product development strate-
gies on the end consumer. Concepts and
formulations are often centrally devel-

ket place is further reinforced by repre-
sentative professional bodies such as the
American Dental Association, which re-
quire companies to have conducted at
least two, appropriately designed, inde-
pendent clinical trials — generally ran-
domized, double-blind studies con-
forming to ICH/GCP guidelines — in
order to obtain the relevant Seal of Ap-
proval, e.g., for plaque and gingivitis,
whitening, caries, etc.

Partners with Dentistry

Clinical Trials of Oral Core
Products

Development of oral care products
follows similar product development
strategies regardless of the product
form and intended market positioning.
Once a product has been designed and
developed to the stage where it requires
clinical evaluation, the choices available to
companies for funding evaluation and
testing programs prior to the launch in
the commercial market place are essen-
tially limited to three options.

Internal Resources. Major corpo-
rations have the expertise and knowl-
edge to manage the clinical evaluation
program and evaluation internally. How-
ever, the use of internal resources can be
challenged for bias if the conclusions are
questionable. Further, in these times of
limited resources, industry has to con-
sider whether resources could be better
used elsewhere since clinical research is
time consuming, labor intensive, and a
very intense cyclical activity, highly depen-
dent on the pipeline from the product
development colleagues.

The growth of outsourcing either to
academic institutions or contract research
organizations — CROs — in recent
years indicates that large corporations are
outsourcing a growing number of basic
R&D activities. This is likely being done
for a combination of reasons, including

The Six Leading Oro/ Health Core Product Manufacturers
and Some of Their Products

Colgate-Palmolive

GlaxoSmithKline

Unilever

Procter & Gamble

Pfizer

Gillette

Colgate,Sorriso/Kolynos,

Dentagard, Plax (ex U.S.)

Aquafresh, Macleans,
Sensodyne

Mentadent, Pepsodent,
Aim

Crest, Blend-a-med

Listerine, Plax (U.S.)

Oral B, Braun
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objectivity, internal cost control, and ef-
fective overhead use.

If a company does not have the re-
sources or decides it does not want to
manage or perform the tests internally
where does it go? It has the same two
options, partner with an academic insti-
tution or with a contract research organi-
zation.

Academic Institutions. Most aca-
demic institutions encourage industry-
sponsored research since it represents a
significant source of funding and publi-
cations. Working with universities can
have significant benefits commercially,
since the support of an "opinion leader"
who has tested and evaluated the prod-
uct can potentially impact other research-
ers and more importantly, general practi-
tioners, once the product has been com-
mercialized. Additionally, once the data
have been peer reviewed and published,
studies are generally regarded as beyond
reproach, opening the door to further
marketing activities.

However, several factors may also
mitigate against using an academic insti-
tution. The responsiveness and elapsed
time involved may not always fit with
the commercial timetables of the indus-
try sponsor. This can be critical for com-
panies that keep a close eye on product
launch and strategic planning. Confiden-
tiality may also be a concern. Sometimes
there are concerns over execution of
product tests, as when measurement of
clinical indices is assigned to a relatively
junior graduate student rather than the
more seasoned investigator. There are
the ever-increasing university overhead
charges to contend with. Finally, universi-
ties are beginning to write clauses in con-
tracts that permit them to publish the re-
sults of trials without giving the sponsor
the right to edit or censor findings.

Perhaps these reasons explain why
evaluation of consumer products involv-
ing partnerships with academic institu-
tions tends to focus on smaller and more
methodological/mechanistic (proof of
concept) studies rather than larger pivotal
"claims substantiation" type of studies.

CROs. Contract research organiza-
tions offer a valuable pool of indepen-
dent, highly qualified, and experienced

personnel and resources that companies
of all sizes can access on a fee for ser-
vice basis.

There are several advantages to using
CROs, perhaps the most important be-
ing speed, confidentiality, and access to a
dedicated group with extensive experi-
ence in the design, planning, and execu-
tion of research projects and the objec-
tivity that comes from independent re-
sults and conclusions. This can be a con-
siderable advantage in a highly competi-
tive and often litigious industry. Obvi-
ously, these organizations are for-profit
commercial businesses and therefore
cost may need to be balanced against
quality of advice or timely execution of
projects.

Examples of Studies Used to
Substantiate Product
Performance

The consumer oral care category is
generally considered "cosmetic" around
the world and therefore self-regulated
unless "drug" claims are made for prod-
ucts.

The American Dental Association
has a voluntary Seal of Approval pro-
gram in which companies submit their
scientific data and marketing claims for
peer review in order to obtain an en-
dorsement (seal) for that product. How-
ever, since these programs are voluntary
many other products may be on the
market without such endorsement, mak-
ing it confusing for the consumer. This is

T herefore perhaps the crucial consideration any
1 company has to make prior to any Initiating deci-
sion on a particular test or trial is the usage to which
the data may be put following completion of the
research.

While CROs are extremely prevalent
throughout the global pharmaceutical in-
dustry, within the highly specialized den-
tal community, only a handful of such
organizations exist

Perhaps the largest of these is Hill
Top Research, Inc., whose dental divi-
sion is based in Florida, with additional
facilities in Cincinnati, Ohio, Chelmsford
and Manchester, UK, and throughout
the world through its network of con-
tacts and alliances. Hill Top Research,
Inc., offers both product clinical trials
and evaluation and strategic consulting
for international product development
and launch.

Ultimately the choice of which orga-
nization to use for the evaluation of a
product depends on many factors, in-
cluding marketing objectives, timelines,
available funding, previous experience,
type of study, available dental investiga-
tors, legal requirements and constraints,
and more.

especially true when several variants or
brands from a manufacturer with the
seal on one particular brand, are mar-
keted alongside others without endorse-
ment

Therefore perhaps the crucial consid-
eration any company has to make prior
to any initiating decision on a particular
test or trial is the usage to which the data
may be put following completion of the
research. Clearly this can vary from mar-
keting claims substantiation, ADA sub-
mission, academic peer review, or simple
internal corporate approval to launch.
Since regulation of the marketplace
stems from the industry itself, it is not
uncommon for companies to litigate
against each other with regards to com-
mercial claims. The larger branded
goods manufacturers generally try to
provide the highest level of data pos-
sible (e.g., a clinical trial) to support their
particular marketing claim, especially if
some superior benefit is claimed. This re-
quires significant investment in clinical
studies. However on occasions conflict-
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The Evolution of Therapeutic Ingredients, Packaging, and
Delivery in Oral Health Core Products

Ingredient

Fluoride
Potassium nitrate

Crystal growth inhibitors
Triclosan
Bleaching systems

Time 

1960-80s
1970s

1980s
1990s
1990s

Packaging Time

Aluminium tubes 1950s
Laminate tubes 1980s

Dispensers 1980s

Bottles 1990s

(liquid dental cream)

All plastic laminate tubes 1990s

Delivery Systems

Toothpaste
Mouthrinse
Toothbrush
Dental chewing
gum

Floss with active

ingredients
Breath films
Bleaching strips

Time 

1890s
1850s

1990s

1990s

2000
2000

ing clinical study results can be observed
from different manufacturers support-
ing their product in comparison to a
competitor. The differences can be the
result of small, apparently insignificant
changes in study design or protocol
which again can result in litigation over
the veracity of data. As the stakes rise,
the importance of sound clinical re-
search increases.

Smaller manufacturers may, however,
consider equivalence to existing, clinically
proven product is an acceptable level of
proof, especially if they are not making
novel or superiority claims. They may
decide they can substantiate their claims

Benefits

Anti-cavity
Relief dentinal

hypersensitivity
Calculus prevention
Plaque and gingivitis
Whitening, stain prevention

with smaller, less costly laboratory in vitro
comparison studies.

The choice and robustness of the
test, (e.g., number of data points, design,
duration, and other factors that drive up
cost and elapsed time) therefore be-
comes of critical importance and should
be balanced against business goals and
objectives.

Laboratory or In Vitro Evalua-
tion Studies. Two categories of labo-
ratory testing exist: safety (abrasiveness,
surface changes) and efficacy (anti caries,
calculus, anti microbial, plaque, stain,
toothbrush wear efficacy, etc.).

An example of safety evaluation
could be the effect of the powerful
bleaching agents currently used in pro-
fessionally applied whitening products on
the structure of enamel or dentin of the

Partners with Dentistry

strate the effectiveness of formulation
only if it has been modified slightly
from some previously developed ver-
sion which has been tested in a human
caries clinical trial.
Human Clinical Trials. Oral care

product trials are an extremely complex
undertaking, requiring significant plan-
ning and logistic project management
from subject volunteer identification
through study completion. Combined
with the ever-increasing recommenda-
tions for Good Clinical Practice (GCP)
in order to protect the health of volun-
teers and patients, as well as their privacy,
the need for independent testing and
confidential research prior to launch it is
not surprising that the use of CROs is in-
creasing to perform this type of work.

At its simplest, a clinical trial can be
designed to substantiate or refute virtu-
ally any marketing claim, whether it is a
primary efficacy therapeutic claim or a
secondary "evidenced-based" marketing
claim. In such cases the number of data
points, design, duration, and other selec-
tions are of critical importance.

Typically primary efficacy therapeutic
clinical trials are performed in the fol-
lowing areas: dental caries; calculus (tar-
tar) prevention; plaque removal, preven-
tion of plaque re-growth; reduction of
gingivitis; periodontal disease; dental hy-
persensitivity. "Evidenced-based" mar-

n ecouse the relative size of the dental research
Li industry, there are few trained, validated and
available dental examiners.

teeth. The purpose of this type of ex-
periment is to determine if any sub-sur-
face or even surface changes can be de-
tected with prolonged exposure to such
agents. 

Anexample of efficacy evaluation is
the measurement of performance of
fluoride availability and release from a
dental cream formulation. The addition
of fluoride to dental creams is regarded
as relatively routine, and both the Food
and Drug Administration (FDA) and
ADA will accept in vitro data to demon-

kering or cosmetic claims could be per-
formed in the following areas: dental
stain removal from teeth, stain preven-
tion, "effect X" lasts twelve hours, "fresh
breath," reduction in malodor/morning
breath, and toothbrush wear studies.

Each of these tests can be combined
with a collection of other data and in-
formation, such as microbiological sam-
pling or instrumentation assessment, in
order to determine the effect or mecha-
nism of an applied product on specific
variables.
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Product manufacturers must also de-
cide which investigating dentist to em-
ploy for the study. Examination and
measurement of most dental clinical in-
dices are a relatively judgmental process,
requiring the examining dentist to be
trained and calibrated. If more than one
examiner is used on a study, inter-exam-
iner reliability needs to be taken into con-
sideration. Yet, because the relative size
of the dental research industry, there are
few trained, validated, and available den-
tal examiners. Equally, since examiners
tend to focus on a specialty or particular
dental index, the choice of an appropri-
ately trained and validated examiner may
make the difference between success and
failure of the trial. Clearly the use of
CROs that have ready access and the
ability to work with dental examiners
rather than being restricted to one or
two in-house choices offers the greatest
flexibility to the customer.

Appropriate statistical analysis also
becomes a key consideration since this is
sometimes an abused area in clinical tri-
als. It is of particular importance if the
effect of the product is such that a de-
bate regarding "clinical significance" and
"statistical significance" is encountered.
Often oral product clinical trials com-
pare the performance of a new product
with either a placebo or a comparator
requiring that both a within-treatment
and a between-treatment analysis be
conducted. Clearly the use of scientifi-
cally and financially independent CROs
that have ready access to the full range
of statistical tools and techniques can
prove to be important.

Other Tests. Other possibilities ex-
ist which are not strictly clinical trials, but
do involve evaluation with healthy hu-
man volunteer subjects, and therefore, in
general, should be performed using
similar standards, including ethics com-
mittee approval, informed consent, etc.
Typical studies in this category include:
consumer preference, taste characteris-
tics, sensory evaluation, and oral irritation
assessment (not efficacy).

Although not necessarily clinical trials,
the requirements of performing these
studies to the appropriate standards re-
mains the same, and in order to protect
the health of volunteers and patients, as
well as their privacy, the need for inde-
pendent testing and confidential research
is ideal for CROs.

The three types of testing and evalua-
tion described can be performed on

Conclusion
Attempting to predict future trends in

a field that has experienced such tremen-
dous innovation over the past two de-
cades is both difficult and potentially
misleading. Clearly, the trend to provide
added value and therapeutic benefits to
the consumer demands that clinical re-
search continues to drive all players in the
category from toothpaste to chewing

T he trend to provide added value and therapeu-
tic benefits to the consumer demands that clinical

research continues to drive all players in the category
from toothpaste to chewing gum.

most oral care consumer and profes-
sional products such as toothpastes,
mouthrinses, chewing gums, dental floss,
toothbrushes, dentally applied materials,
and prescription oral care products. Ad-
ditional information on U.S. specific
evaluation programs by the ADA/FDA,
industry and academic oral care research
has been collated in a single issue of the
Journal of Clinical Dentistry, 1995, 6, 157-
184.

Unfortunately on occasions, conffict-
ing study results can be observed from
different manufacturers supporting their
product in comparison to a competitor.
This further supports such valiant at-
tempts by the American Dental Associa-
tion Seal of Approval program to re-
view and assesses two independent,
double-blind, appropriately controlled
and statistically analyzed clinical trials as
part of its approval process. Clearly the
use of scientifically and financially inde-
pendent CROs that have ready access
and the ability to work with available
dental examiners and statistical experts
offers the greatest flexibility to the cus-
tomer and should have the greatest im-
pact in the academic, commercial, and
professional market place.

gum. However, this inexorably moves
the category ever closer to the pharma-
ceutical and drug industry as benefits be-
come more therapeutic and potentially
regulated.

So while historically the oral care in-
dustry was the domain of the soap and
personal care industry, consumer prefer-
ences combined with recent mergers and
acquisitions in the pharmaceutical indus-
try, (two major pharmaceutical compa-
nies now have a significant stake in the
oral health category — GlaxoSmithKline
and Pfizer), the oral care industry will
continue to evolve. And with that evolu-
tion will come the continued growth and
importance of CROs dedicated to oral
care product research, offering ever
widening consultative and investigative
services to cover all aspects of the prod-
uct development process and providing
a valuable pool of expertise and knowl-
edge. Certainly it is anticipated that even
more sophisticated clinical design and
analytical techniques will be necessary to
continue to drive the "evidenced-based"
marketing claims of the industry, and
those organizations best positioned to
support the industry will be those that
can best combine the requirements of
the fast moving consumer goods indus-
try with the strengths of a pharmaceuti-
cal development approach.
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Locum Tenens—A Concept It Is
Time for Dentistry to Embrace

Forest Irons, DDS

Abstract
As shown by success in other health
professions, dentists can effectively
stand in for other dentists who need to
be absent from their offices for reasons
of health, family matters, education,
and many similar reasons. Locum Ten-
ens agencies can facilitate such tempo-
rary substitutions and are especially
valuable in maintaining productive use
of fixed overhead. Examples of situa-
tions where a Locum Tenens arrange-
ment may be beneficial include prac-
tice transitions necessitated by health
problems, educational opportunities,
temporary leaves due to pregnancy or
other family matters, wellness interven-
tions, and management of dentist
shortage areas.

I, ocum Tenens is a concept with
a long and successful history in
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  the health professions. However,
dentistry in the U.S. has shown consider-
able reluctance to widely use it, in spite
of rather obvious and substantial ben-
efits that are readily available to practic-
ing clinicians, especially the solo general
dentist. A Latin term, meaning one bolding
a place, Locum Tenens is the use of quali-
fied professional personnel to substitute
for colleagues who are absent from their
practices.

Locum Tenens has been used effec-
tively in a number of countries for at
least fifty years in the areas of medicine,
dentistry, nursing, pharmacy, and veteri-

nary medicine. In the United States,
Locum Tenens enjoys broad use in
medicine, nursing, and pharmacy, most
especially in medicine. For example, most

tions, work flexibility, caring dentist pro-
grams, dental faculty retention, man-
power distribution, contingency plan-
ning, family/dependent security, retire-

For any small business, interruptions of activity, re-
gardless of cause, always carry negative implica-

tions.

of our hospital emergency services
would struggle to provide care were it
not for the availability of Locum Tenens
physicians, physician's assistants, and
nurses. Dentistry on the other hand, has
struggled with the concept, most likely
due to several factors: dentists by training
are unaccustomed to sharing patients,
unlike physicians; most general dentists in
this country remain solo practitioners;
this has led to a widespread notion
among clinicians that each has a particu-
larly unique approach to clinical care. As
a result, many dentists have developed a
baseless fear that patients will relate to
only one caregiver. Of course, the many
successful practice transitions/sales, asso-
ciate integrations, and actual interim care
activities disprove this on a daily basis. If
dentists can begin to overcome this inse-
curity that "no one can come into my
kitchen and cook but me," the profes-
sion will realize advantages from which
so many other professionals and patients
alike have been benefiting for so long

Stress relief, efforts to increase pro-
ductivity, patient access, employment op-

ment transition options, office staff mo-
rale, and learning opportunities are
among the issues which have the poten-
tial to be positively impacted through the
use of Locum Tenens.

Locum Tenens in Practice
Perhaps before enlarging upon the

applications of Locum Tenens to den-
tistry and the potential benefits to be
gained, a description of Locum Tenens
service dynamics and a profile of an es-
tablished U.S. service company would
be insightful to the uninitiated.

An active general (specialty coverage
contains special issues) dentist who
wishes to take elective time away from

Dr. Forest Irons is a gen-
eral dentist and Presi-
dent of Forest Irons &
Associates, Inc., a
Locum Tenens service
company exclusively
for dentists, with head-
quarters in North Caro-
lina. Dr. Irons' e-mail
address is forestri@
ortbi.com.
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the office, or who is forced into a non-
elective absence due to an illness or dis-
ability, faces at least two significant and
immediate challenges: (a) loss of poten-
tially substantial amounts of revenue
(which can never be recovered) com-
bined with ongoing overhead obliga-
tions, and (b) denial of patient access
and in most states, suspension of dental
hygiene protocols. For any small busi-
ness, interruptions of activity, regardless
of cause, always carry negative implica-
tions. A dental practice is no exception.
However, if a practice owner chooses to
contract with an established Locum Ten-
ens resource, most practices can continue
to function very close to normal for as
long as necessary until the owner can re-
sume activity.

To initiate the process, a standard ser-
vice contract is generated for the antici-
pated duration of absence. The Locum
Tenens service company then makes an
appropriate match from available inde-
pendent contractors based upon com-
prehensive information about the prac-
tice and the contractor. (Part of each
contractor interview process is designed
to facilitate these matches.) Once a ser-
vice provider has accepted a work op-
tion, the two parties are put in contact to
ftnali7e details and discuss issues such as
hours, unusual techniques, referral proto-
cols, lodging, etc. One of the distinct
pleasures of Locum Tenens service is
that contractors are charged with clinical
care responsibilities exclusively. The host
office staff performs all usual and cus-
tomary practice administration functions,
and the Locum Tenens service is respon-
sible for all details involving independent
contractors, including pay, logistics, and
problem solving.

Typically, a reasonably experienced
contractor dentist will maintain at least
80% of normal office production, as-
suming routine scheduling. At this level
of income production, a service client
can expect to shelter sufficient revenue to
cover fixed and total overhead expenses,
the Locum Tenens fees, and depending
upon the client's revenue-to-overhead ra-
tio, in some cases actually generate a
modest net profit. However, safely re-
covering the ever-present fixed business

overhead, especially that of a sole pro-
prietorship professional endeavor, is ob-
viously the most attractive financial ben-
efit to be realized.

It should be noted that comprehen-
sive Locum Tenens agreements include
fair and equitable covenants to expressly

try, Dr. Irons left the University of
North Carolina in May of 1983, incor-
porated Forest Irons & Associates and
began offering Locum Tenens services,
initially to general dentists throughout
North Carolina. Challenges of invest-
ment capital, licensure restrictions, quality

5 ofely recovering the ever-present fixed business
overhead is obviously the most attractive financial

benefit to be realized.

protect a client's staff and patient base.
Fortunately, from an historical perspec-
tive, this has rarely been an issue. By con-
trast, "mutual aid" agreements favored
by some study groups or small dental
societies either lack these provisions or
they are in practice unenforceable. They
also do not cover elective down time,
which accounts for the majority of an-
nual revenue loss and historically they
tend to fall apart when an absence is
prolonged. This is understandable, as at-
tempting to focus on another's practice
while running one's own is difficult and
often creates awkward conflicts of inter-
est

In some cases, by mutual agreement,
a service contract may be extended and
altered enabling contractor and client to
work together in the office until the cli-
ent is fully recovered and physically able
to handle a full patient load. In addition,
although the Locum Tenens service is by
design not an employment agency, on
occasion a "temp-to-perm" or buyout
arrangement may become the most ad-
vantageous long-term solution for all
parties.

History
The origins of all the aforementioned

activity and Forest Irons & Associates,
Inc. began to evolve in 1982. Dr. Irons,
having spent fifteen years as a dental edu-
cator, became aware of the Locum Ten-
ens concept from a colleague who had
witnessed its success abroad. Convinced
of the concept's merits, aware of its ex-
tended history, and sensing an obvious
need for its availability in our own coun-

control, education, and awareness have
combined to slow the pace of expan-
sion and availability of service. Never-
theless, Forest Irons & Associates cur-
rently offers Locum Tenens service to
dentists in thirty-eight states and through-
out Canada. The company's overall goal
remains the ability to assist all U.S. dentists
wishing to benefit from interim man-
power assistance.

The success of the company to date
(over two-thirds of requests for service
are repeat clients) seems to be due largely
to a strong sensitivity to the very per-
sonal nature of such interactions, fairness
of fees, and an ongoing intense effort
toward quality control. The success or
failure of Forest Irons & Associates, Inc.
however, is not the real issue. The mul-
tiple applications of Locum Tenens to
dentistry hold so many potential benefits
that the concept can no longer be ig-
nored. Furthermore, based upon current
trends in our profession, the advantages
before us will only be enhanced with
time.

Applications
The role of stress in dentistry is well

documented. Equally impressive are the
efforts and ideas that have come forth
regarding relief from stress and its many
manifestations. Unfortunately, regular ex-
tended quality time away from the office
is rarely promoted by consultants as an
integral part of comprehensive stress
management protocols. Established
practitioners could easily delete a mini-
mum of six to eight weeks per year
from their work through the use of
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Locum Tenens, while keeping the office
on its regular schedule. Few would deny
this more relaxed pace of practice has
positive implications regarding incidence

(as reali7ed from my personal endeav-
ors) make them better teachers. In many
cases, participating faculty will also be
able to observe firsthand their curricu-

I ntegroting Locum Tenens into the workplace has
the potential to provide excellent avenues for

women practice owners who desire to balance pro-
fessional and personal endeavors.

of illness and disability, as well as quality
of life issues.

For the foreseeable future, it is esti-
mated the dental profession will experi-
ence 4,500 deaths and permanent dis-
abilities annually. In some cases, the af-
fected practices will be too degraded to
have a transition value. However, experi-
ence has shown us that if guided by an
experienced transition consultant and ac-
tively maintained, many practices can be
efficiently transitioned at fair market
value. A practice closed because of
death or permanent disability will lose
up to 80% of its value in sixty days. In
many of these instances, the cash thus
generated is essential to a dentist and the
estate. Regrettably, only a small percent-
age of dentists are positioned to retire
without relying upon social security.
Locum Tenens, with its non-competitive
covenants and structure is an ideal
complement to these types of transition
resolutions.

It is widely known that dental educa-
tion is engaged in a crisis regarding fac-
ulty retention and recruiting. Two signifi-
cant reasons for the situation are woeful
salary levels relative to the private sector
and little on the horizon in the way of vi-
able relief. Although not a complete so-
lution, dental schools providing clinical
faculty an option to perform Locum
Tenens six to eight weeks per year could
effectively increase their annual base sala-
ries upwards of $20,000. In addition,
since historically few full-time faculty
members have successful private prac-
tice backgrounds, these experiences will

lum efficacy. For those schools relying
upon substantial part-time faculty, more
time for teaching could be released if
those people could leave their offices
without fear of down time and the at-
tendant loss of revenue.

The percentage of women dentists in
our workforce has been growing for a
number of years. Furthermore, this
trend appears to be continuing. Women
have justifiable issues, in particular child-
bearing, which conflict with conventional
private practice expectations. Shifting this
paradigm and integrating Locum Tenens
into the workplace has the potential to
provide excellent avenues for women
practice owners who desire to balance
professional and personal endeavors, for
those who have put off ownership for
the same reasons, and also for those
who, for any number of reasons, simply
require ongoing workplace flexibility.

For those familiar with the interven-
tion process involving victims of sub-
stance abuse, it is well known that a ma-
jor hurdle to voluntary admission to
treatment centers is how to maintain the
practice. This period can be ninety days
or more, depending upon the circum-
stances. Dentists brought to the point of
acknowledging their illness, often (realis-
tically) balk at the prospect of prolonged
office inactivity. Less commonly known,
is that these illnesses are rarely one-di-
mensional. They are often accompanied
by complications regarding family and
finances. Therefore, closing an office can
seriously exacerbate an already difficult
situation. Needless to say, confidentiality
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is of paramount importance in dealing
with intervention. Over the past eighteen
years, Locum Tenens has proven to be
an outstanding resource when sum-
moned to participate in these unfortu-
nate, but all too common occurrences.

Distribution patterns of dentists have
been a challenge to the profession for
years. Supplying underserved areas con-
tinues to be very difficult in spite of vari-
ous incentives, which have been offered
in an effort to attract dentists away from
more desirable and often oversupplied
communities. This is a complex prob-
lem which will require assistance from a
number of agencies working together to
solve. As an interim measure and in sup-
port of these efforts, Locum Tenens use
can provide some measure of relief,
short term and long. Living in one com-
munity and traveling to another, often
distant worksite is simply part of the job
for a Locum Tenens contractor.

Conclusion
The areas mentioned above represent

only some of the ways Locum Tenens
can positively impact the dental profes-
sion when effectively implemented. Un-
fortunately, a broad majority of clini-
cians remain unaware of the concept.
Others seem to have a partial under-
standing but restrict themselves to con-
ventional routines. To be sure, Locum
Tenens is not universally applicable.
There are many practices that have be-
come, intentionally or otherwise, quite
difficult to be attended by anyone out-
side the owner. (Unknowingly, these
practices likewise are nearly impossible
to transition, regardless of their value.)
Nevertheless, there are thousands of
dental offices throughout the country
that are well staffed, perform good
quality general procedures, and have a vi-
tality very much worth preserving.
Through persistent education and efforts
towards awareness, these individuals,
their staffs, and patients will come to
benefit from what is essentially — den-
tists helping dentists.
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Helping Dentists Manage
Accounts Receivable

Jack Scott, President and CEO

Abstract
First Pacific Corporation (FPC) has
worked with dental practices since
1961, providing personal services that
optimize practice performance. In
addition to being the premier service
provider for administrative tasks in
dental offices, they supply state-of-the-
art hardware and accounts receivable
management software. FPC designs
and teaches practice development
strategies, deliver on-site training, and
much more. FPC is dedicated to the
long-term professional success of dental
clients, their staff, and their practices
through a unique, integrated package
of services. As a family-owned
business, with headquarters in Salem,
Oregon, FPC employs approximately
two hundred staff who serve practices
in twenty-two states.

y
ears ago, when the company
began serving optometrists
and dentists, it operated as

Health Accounting Services, Inc.
(FIASCO, Inc., 1961-1972). FIASCO
was a pencil and ledger service when I
started with the company in 1965, one
year after marrying the love of my life,
Pamela. I was twenty-seven, and a sales-
man who learned by getting out there,
discovering industry needs, and selling
the service first-hand.

I learned that dentists have a distinc-
tive profile. They are essentially caring

professionals who have insufficient train-
ing in the business aspects of dentistry
and they rely on office staff for execut-
ing administrative tasks and managing
the production schedule. Dentists gener-
ally position themselves within their

track — and a competitive spirit became
a part of my management style. I was
young and brash, but gradually learned a
great deal about the management of
personalities through teamwork. I had to
discover what each and every one of the

I learned that dentists have a distinctive profile.
They are essentially coring professionals who have

insufficient training in the business aspects of dentistry
and they rely on office staff for executing administra-
tive tasks and managing the production schedule.

communities and their industry as re-
spected professionals. These observa-
tions influenced my strategies over the
years, as I steadily moved through the
ranks of responsibility with the com-

pany.
During those formative years of the

late 1960s, my father-in-law, Claude
Miller, was a major influence on my
business education as a mentor. That was
a lively time. The nation was in the
throws of the Vietnam War, social un-
rest was in the daily news, science had
put men on the moon, and FIASCO
was moving forward, despite falling
stock values.

For me personally, that era was also
influenced by twenty years of playing
with and coaching Oregon's nationally
ranked championship amateur sports. I
had graduated from Oregon State Uni-
versity on a full athletic scholarship in

players needed to succeed, and then
make sure their lessons lasted. I brought
this perspective to the workplace, where
egos can run just as hot as on the playing
field.

By 1969, as general manager, FPC
had acquired the first NCR mainframe
computer in the Northwest to move
our service from paper ledgers to an au-
tomated process for the dental industry
Since the company's stock values were
faffing, Pam and I decided to see where

Porn and Jack Scott,
owners of First Pacific
Corporation in Sa-
lem, Oregon; (503)
588-1411
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we might take the company as a private
venture under a broader concept that
emerged from computer technology
that triggered new service possibilities.
The current concept of funding and
managing accounts receivable for health

payment arrangements, account follow-
up, and insurance claims processing. Also
included are software upgrades, hard-
ware maintenance, hotline technical sup-
port, perpetual on-site training, and per-
sonal practice management assistance. It's

T he solutions FPC brings to practices integrate
growth and A/R management strategies, funding

of weekly production, soft-touch patient services, in-
cluding billing, payment arrangements, account fol-
low-up, and insurance claims processing.

care professionals originated in 1972,
when the company name was changed
to First Pacific Corporation. We believed
then, and still do, that dentists rely on
their staff for long-term profitability and
there is ample opportunity to increase
production through FPC training, ser-
vices, and automated tools.

Our leadership team during the
1970s and 1980s added and refined ser-
vice options and processes and created
something truly unique. To standardize
our clients' systems and create econo-
mies of scale, we developed the first
version of our software in the 1970s; by
1985, we had placed microcomputers in
every client's office. That was also the
year Pam and I became sole stockhold-
ers in the corporation.

I have witnessed perhaps a dozen
competitors come and go during the
past thirty-five years, but FPC remains
the original innovator for funding A/R
and dental office services. Today, I can
confidently say nothing compares in
terms of the ongoing value and services
we deliver, year after year. We offer a
truly comprehensive array of services, in-
cluding continual upgrades to our soft-
ware and hardware.

FPC is committed to personal,
hands-on service, using the tools of
technology for "taking healthy practices
to new levels of profitability." The solu-
tions FPC brings to practices integrate
growth and AIR management strategies,
funding of weekly production, soft-
touch patient services, including billing,

a lot of value for a monthly fee-for-ser-
vice that amounts to about 5.5% of a
practice's annual production.

Throughout the company, we draw
on the expertise and skills of every FPC
employee in serving our clients. Every
practice that joins FPC's system essentially
expands the scope of its capacity by ap-
proximately two hundred employees.
Our service begins when a regional rep-
resentative visits the office to identify the
practice's needs and to help the dentist
and staff articulate their vision. For forty
years, we have been privileged to learn
about the hopes and dreams of every
dentist who ever used our services. Such
in-depth discussions frequently lead to
long-term business relationships that in
many cases have lasted more than
twenty years! Relationships are the heart
of our service; they provide the basis for
developing each office's operations and

Partners with Dentistry

first is paramount. When an office joins
the FPC family, it is assigned a practice
development specialist (PDS) who is the
primary advisor to the dentist and staff
on practice development, training, and
technical issues. FPC's staff visit each
practice routinely. When specific ques-
tions or issues arise, our internal team of
client services representatives (CSRs), pa-
tient services representatives (PSRs), and
support personnel are available Monday
through Friday, via our hotline number.
The home office technical staff and ex-
ecutive team members serve as advisors.

The fundamental premise of FPC's
services is that removing operational
barriers and mundane business activities
allows staff to concentrate on increasing
production, which in-turn significantly in-
fluences the long-term profitability of
the practice. The main obstacles to pro-
duction growth are the overwhelming
details of routine patient billing, posting
payments, and insurance claims process-
ing, etc. We have friendly representatives
who are experts with such tasks.

Our PSRs manage approximately
$45 million in receivables annually. They
process over two-million patient state-
ments, arrange for patient payment
plans, and manage past due accounts
with follow-up. This department is
known for delivering a 98.2% collection
rate on submitted production. Our ex-
pertise in managing accounts receivable is
one of the most highly valued services
we deliver to our clients.

FPC's insurance representatives and
data processors make efficient work of

For forty years, we have been privileged to learn
about the hopes and dreams of every dentist

who ever used our services.

processes throughout the years that fol-
low.

From our front desk to our back of-
fice, FPC's service structure assumes that
clients prefer to speak with people,
rather than automated, voice-driven
menus. Placing clients and their patients

data entry for processing insurance
claims and insurance payments. Annually,
they help manage our clients' insurance
claims load by processing approximately
850,000 paper claims and over 500,000
electronic claims. They also convey insur-
ance address changes, manage insurance
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mail, rejections, and refunds, and con-
duct limited research on behalf of pa-
tients and clients. The management of
patient billing, data processing, and in-
surance claims is only the beginning of
what we offer clients. The peace of
mind that comes from knowing that in-
surance and monthly patient statements
will be processed both timely and accu-
rately is fundamental to supporting of-
fice staff in activities that increase pro-
duction and efficiencies.

FPC was the first corporation in the
Northwest to use a NCR mainframe
computer and its applications specifically
for the dental industry. Our proprietary
software for dental practice manage-
ment, which is MS Windows-based,
evolved through pinnade industry devel-
opments over the years. Unlike software
that is available off the shelf, our soft-
ware is based on sound accounting prin-
ciples and internal reports that support
the practice's efforts to manage informa-
tion and profitability Dental practice ac-
tivity is transferred to our corporate
headquarters daily through a Hewlett
Packard server, which provides security
backup and allows FPC to maximize ef-
ficiencies for dentists on a day-to-day ba-
sis. Our team of software developers
continually designs new features and ca-
pacity into the tools that accompany the
service. Upgrades and training are al-
ways included in our service at no addi-
tional cost to the practice.

Our team of hardware technicians
customizes every PC system that, as part
of our standard service, is installed in
our clients' offices. FPC's basic hardware
is always state-of-the-art at the time of
installation. Clients can add optional fea-
tures for additional, nominal fees. Every
client is scheduled for periodic hardware
upgrades, which are included as part of

the service at no additional cost to the
practice.

Our service provides fundamental
tools, information, and training to dental
office staff who strive for accountability
in A/R management Dentists who have

ents provide payment options by work-
ing with patients and their dentists to de-
sign mutually acceptable financial ar-
rangements. The dentist never loses con-
trol of the practice's fiscal activities and
patients receive the treatment they re-

major byproduct is that we can also help offices
identify practice inefficiencies and suggest devel-

opment plans to build essential skills for proo'uctivfiy.

efficient staff often experience even
higher levels in staff professionalism after
we have worked with them. Staffs often
discover that our service provides ac-
countability and efficiency in the interest
of higher productivity. A major by-
product is that we can also help offices
identify practice inefficiencies and sug-
gest development plans to build essential
skills for productivity Our clients find
that they can grow their practices with-
out increasing their staffing
FPC prides itself on supporting the

dentist-patient relationship and essentially
removes the barriers to practice cash
flow and patient treatment plan accep-
tance. Consistent cash flow historically
can be the Achilles heel of dental offices
because patients want extended payment
plans and insurance carriers often pay
slowly. Each week, we fund the dentist
on current weekly production. Cash
flow . . . solved!

Administrative details that eat up the
day can hamper patient follow-up and
scheduling. Discussions about high qual-
ity treatment plans, which are critical to
increasing production, can be complex
and reveal that such investments require
financial consideration. We help our cli-

quire. Treatment plan acceptance . . .
solved.

Today, we are nearing the end of
construction on a new, 45,000-square-
foot corporate headquarters in Salem,
Oregon. I continue to develop a team
of experienced executive management
professionals, some of whom have
been with the company for thirty-plus
years. Others bring to the company in-
sights about today's super-competitive
business practices and provide unparal-
leled customer service expertise. We have
recently adopted a new logo that con-
veys a contemporary look and feel
which better reflects our forward-look-
ing philosophy. FPC continually refines
its service and appreciates how technol-
ogy influences dentistry today. We are in
the process of developing a generational
leap in our A/R management software
that anticipates dental practice innova-
tions.
We know that today's dental students

are FPC's clients of tomorrow, and we
look forward to helping their established
practices that grow into profitable suc-
cess stories. Our executive team is excited
and confident about the future of the
company.
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Making Panographic Equipment
Available in the Office

Eric Stetzel

Abstract
Panoramic Corporation began as a
business leasing panographic radio-
graphic equipment to dentists in the
Fort Wayne, Indiana, area and has
become the largest manufacturer of
such equipment in the world. While
ensuring a quality product, Panoramic
has built its success on making this
high-end technology available to den-
tists with minimal risk and a high level
of maintenance. Direct marketing
and lease programs have been keys to
making panographic capabilities avail-
able to many dentists.

p
anoramic Corporation really
started with a small dental dis-
tribution company called Twenty

First Century Corp. which I founded af-
ter my graduation from Hillsdale Col-
lege in 1980. My company only had five,
very young employees, including myself,
filling the positions of installers/service-
men, sales, and clerical personnel. Of
course there were no "departments"
and we all filled in wherever needed.
Three of us remain Panoramic employ-
ees. We marketed and repaired dental
equipment and supplies in the Fort
Wayne, Indiana, area where I was raised.
My father is a practicing dentist in

Fort Wayne and my brother, who now
practices with him, was at that time a
dental student at Indiana University. I'm
sure my involvement with the dental
profession was no surprise to my family.

Rather quickly I discovered that my
company did quite well selling the most
expensive item that I carried; panoramic
x-ray machines. At that time most
American dealers sold foreign-made
panoramic machines, and I was no ex-
ception. I handled a well known line of
Japanese machines, and despite limiting
sales to within one hundred and fifty
miles of Fort Wayne, Twenty First Cen-
tury soon became the manufacturer's
largest seller of panoramic machines in
the United States.

I noted that while the great majority
of dentists appreciated the value of a
panoramic x-ray machine in their prac-
tices, most felt that their individual use
didn't justify the outlay of such a capital
expenditure. In an effort to address that
concern I developed a lease program
that charged rental on a "per radio-
graph" basis rather than a fixed monthly
fee. Either my company or the dentist
were permitted to cancel the lease, at any
time and for any reason, upon five days
notice. This rental program essentially
gave dental offices a risk-free opportu-
nity to obtain an expensive and impor-
tant tool for their practices with no in-
vestment, because my dealership paid
for shipping, installation, and all mainte-
nance.
My company retained title to the

leased machines, which tied up a lot of
capital for a start-up venture, but I knew
that I was dealing with a solid and de-
pendable customer base, eager to im-
prove patient care. The leasing program
provided dentists with a financially

sound opportunity to do that without
risk. We also provided free film, and the
customer was given a purchase option at
any time during the lease, with a signifi-
cant portion of the lease payments ap-
plicable to the purchase price. Not sur-
prisingly, the leasing program was an in-
stant hit, and as dentists became accus-
tomed to the ready availability of pan-
oramic machines in their practices, over-
all usage and purchases went up.

Unfortunately, because my machines
were manufactured in Japan, the surge in
the value of the yen during the eighties
put a serious squeeze on margins, leading
me to consider the possibility of estab-
lishing a manufacturing source in this
country which could assure me of much
more predictable costs. By the mid-
eighties I had decided to separate the
panoramic x-ray business from Twenty
First Century and to become a manufac-
turer. In 1986 I formed Panoramic Cor-
poration to concentrate on the x-ray
business, and Twenty First Century be-
came a separate operation which was
eventually acquired by Henry Schein.

Panoramic began a search of local
manufacturers who might be interested

Mr. Stetzel is founder of
Panoramic Corporation,
the world's leading
manufacturer of pono-
graphic equipment for
dentists. The firm's head-
quarters are in Ft.
Wayne, IN; (219) 489-
2291;
estetzel@poncorp.com.
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in using excess manufacturing capacity,
and we soon found a willing supplier
with a large engineering staff and skilled
workforce. Suitable contract arrange-
ments were made, and the first pan-
oramic x-ray machines, designated the
PC-1000, were delivered to Panoramic
Corporation in 1988. Our marketing ap-
proach rapidly became national in scope,
and by the early nineties we had become
the largest producer of panoramic x-ray
machines in the United States. By mar-
keting directly to dentists through tele-
phone and mail — a process refined
during my Twenty First Century days —
Panoramic was able to offer the PC-
1000 at a significantly lower price than
the competition, and its unique leasing
program enabled dentists to take a very
long look at the product before corn-
mitring to purchase.

From the beginning it was clear that
our initial machine quality had to be
equal to or superior to the best of our
competitors, and we pursued that goal
diligently. Panoramic regularly secures
third-party verification of specifications
to ensure that the desired quality is con-
sistently maintained. Although the cos-
metics have remained basically the same,
we gave the PC-1000 a major redesign
in the early nineties and upgrades are
routinely added. Compatible, retro-
fitable cephalometric attachments have
been available to our customers for over
a decade. Naturally, initial happiness with
a product can't last without the availabil-
ity of adequate service. To maintain our
products, Panoramic provides a nation-
wide network of service technicians
who are supplemented and overseen by
our factory service department Over the
years we have found that about 80% of
service questions can be resolved imme-
diately over the phone by our factory
team.

In the late eighties, Panoramic built a
new 10,000 square foot warehouse, and
its size was subsequently doubled. In
1993, as the business continued to grow,
we built our own factory adjacent to our
offices and warehouse facilities, assum-
ing direct control over the design and
production of machines. Panoramic's
growth also enabled us to become more

involved in the non-commercial side of
the industry. In 1994 we received the
Humanitarian Assistance Award from
the International College of Dentists, and
we continue to maintain an active role in
such charitable activities.

The success of our direct sales ap-
proach has not only ensured the growth
and prosperity of Panoramic, it has, I
believe, been the major factor in materi-
ally reduced the price of all panoramic
lines of competing companies through-
out the industry. Despite ever present in-
flation, the average price of a panoramic
X-ray machine when Panoramic began
fifteen years ago ranged between
$12,000 and $14,000, while the average

ficient in direct marketing, I believed that
we needed a deeper understanding of
other product lines and alternative forms
of marketing. In order to expand into
additional areas, I felt that it was neces-
sary for Panoramic to have people avail-
able with wide-ranging skills and experi-
ence, and for those reasons Young Inno-
vations proved to be the ideal purchaser.
I remain president of Panoramic with
offices at our newly completed adminis-
tration building at Fort Wayne, where I
also currently manage other Young divi-
sions.

I feel that Panoramic has prospered
because we made an important product
available to dentists without requiring

D entists' interaction with patients, coupled with
the natural and competitive desire to improve

their services, give o splendid opportunity to those
companies willing to provide high quality, reasonably
priced dental products.

price today is around $9,000. We now
market direct to the dentists of Japan,
and we have also extended our business
throughout South and Central America,
Europe, and Asia, underselling the com-
petition even after shipping our products
halfway around the world.

In 1998, after being the top producer
of panoramic machines in the United
States for seven consecutive years, I sold
Panoramic Corporation to Young Inno-
vations, a publicly traded company in St.
Louis with a long and successful history
in the dental supply business. In October,
2001 Young was named by Forbes Maga-
tine as one of the nation's top two hun-
dred small companies for the third year
in a row. Even though Panoramic's
growth has been excellent (in 1991 we
were ranked #46 among the five hun-
dred fastest growing small companies in
the country by Inc. Magaine), I felt that
broader markets needed to be reached
to sustain such growth. Therefore my
decision to sell was primarily based on a
desire to grow into other areas of the
business. Although Panoramic was pro-

them to expend the large amount of
money our competitors required. This
has been particularly important to the
young men and women beginning their
careers, although I have also noted that
older dentists, like my dad, also enjoy
saving money when they are pleased
with the quality of the product and the
available support and service.

This is a great time to be in the dental
industry. The relationship between pa-
tient and dentist has not yet been frag-
mented by the excessive intrusion of in-
surance and governmental elements,
which, as we have seen, often has had a
negative effect on many aspects of the
medical industry. Dentists' interaction
with patients, coupled with the natural
and competitive desire to improve their
services, give a splendid opportunity to
those companies willing to provide high
quality, reasonably priced dental prod-
ucts. Panoramic has provided such
products in the past and, thanks to
Young Innovations, we can now do so
on a much broader scale.
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Les Schwab Tire Centers Leads the
Way in Dental Insurance

Dawn Walker

Abstract
A family-owned retail tire company
has a successful history with direct
reimbursement for dental and other
health care benefits. Although there is
a co-pay and some elective services
are not covered, employees are not
asked to fund insurance premiums and
freedom of choice with regard to
provider is ensured. This approach is
grounded in the family orientation of
the company.

1
 t's true that we have a great dental
plan, but much of the success of
our plan is owed to the partnership

and mutual accountability that exist be-
tween the Les Schwab family and its em-
ployees. To understand why our dental
benefits work as well as they do, you
must know the employee/company re-
lationship that is prevalent in every area
of our company.

The relationship between company
and employee is no different than the re-
lationship that exists between our em-
ployees and the customer. In other
words, our company heritage is based
on a "customer service" model (which
today is nothing more than a coined
phrase in most retail industries) as an es-
sential characteristic of the Les Schwab
company. Here at Les Schwab, this type
of customer service is referred to as
"sudden service."

Sudden service would be difficult to
accomplish if there were restrictions,

pre-approval processes, or limitations
placed on the type of health care treat-
ment or service that was covered, and if
the provider was pre-selected for em-
ployees. Customer service is one of the
reasons there is much flexibility and very
few restrictions placed on our covered

and dependents. There are very few re-
strictions to our plan. The plan focuses
on a maximum annual dollar amount
which is determined by length of ser-
vice. The company/employee co-share
is either a 90/10 or 80/20, based on
length of service. The co-share will

T he employees (along with their dentists) deter-
mine the type of treatment they will receive.

employees when they select their medical
and dental providers. The employees
(along with their dentists) determine the
type of treatment they will receive.

Partnership is also the reason that the
monthly contribution made for our em-
ployees to have coverage is fully funded
by the company. In other words, our
employees do not pay a monthly pre-
mium for medical, dental, vision, or life
coverage. Our employees do not have
separate annual deductibles for their
covered family members (spouses and
children). Once you understand these el-
ements, then the success of our dental
plan makes sense. Without a strong em-
ployee/company relationship, without
accountability, without mutual trust,
without flexibility, even the best plan will
have some drawbacks or undesirable fi-
nancial consequences to both the com-
pany and its employees.

Our dental coverage is not consid-
ered as a separate plan from the medical
plan. There are not separate deductibles
to be met for our covered employees

change in 2002 to 80/20 no matter what
the length of service is.

For example, an employee who has
been in full-time service for six months
to two years has up to $1,000 of annual
billable dental expenses that can be sub-
mitted for payment. For an employee
with two years to five years of service,
the amount increases to an annual maxi-
mum of $1,250. After five years of full-
time service, that amount increases to an
annual maximum of $1,500.

The plan does not limit or restrict the
number of crowns, inlays, root canal
work, treatment for pain or disease, x-
rays, shots, antibiotics, or cleanings as
some plans do. And, unlike many plans,
the co-share does not change based on
the dental work performed. There are
no pre-authorization procedures. An
employee can go to any licensed dentist

Ms. Walker is Employee Services Manager
for Les Schwab Tire Centers, Prineville, OR;
(541) 447-4136;
down.e.walker@lesschwab.com.
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or hygienist he or she chooses. The plan
allows the dental decisions to be made
by the dentist and the covered employee
or dependent. This type of arrangement
allows decisions to be made based on
needed treatment and not around the
dental plan.

There are a few restrictions and non-
allowable items. Restrictions include
adult orthodontic expenses as a non-al-
lowable item. Child orthodontic ex-
penses are covered as long as they are
within the annual dental amounts. But
unlike many plans, there is not a lifetime
maximum on the child orthodontic ex-
penses. This allows the orthodontist to
bill each year of treatment. Cosmetic
dentistry is a non-allowable item. Missed
appointment charges are non-allowable
items. The non-allowable expenses are
reasonable exemptions when you con-
sider the freedom of the plan and the
few restrictions the plan does have.

The employees of Les Schwab have
never had to pay a premium for cover-
age in the history of the company. The
premiums are fully funded by the Les
Schwab company. The only out-of-
pocket expenses to the employee are the

co-share percent or election of non-cov-
ered options. This is something the Les
Schwab family believes in strongly. It is
an essential part of the total compensa-
tion of the employee and it is one of the

Why does this plan work when many
of the benefits are considered generous
as compared to most plans out in the in-
dustry? It works because each employee
is a partner in the company. As expenses

T here are no pie-authorization procedures. An
employee can go to any licensed dentist or hy-

gienist he or she chooses.

many reasons why the company is able
to attract and retain loyal hard working
employees (along with fully funded bo-
nuses, holiday pay, vacation pay, short-
and long-term sick pay, dividend bonus,
life insurance at a minimum of $60,000
per employee, and a 15% contribution
of each employee's annual pay fully
funded by the company into a retire-
ment trust). While many companies are
cutting back on the dental benefits cov-
erage for their eligible employees, the
Les Schwab dental coverage has not
been reduced over the years, but main-
tained to continue to give our employees
the coverage they need.

increase, there is a shared sense of re-
sponsibility for controlling expenses. In
many retail companies, accountability is
rarely shared in terms of rewards and
recognition. That is not the case with the
Les Schwab company. When you work
for a family owned company that gen-
erously gives back half of its profits to
the employee (who are treated as part
of an extended family), then controlling
expenses and responsible use of the
medical and dental program is not an
option, but a standard practice with ev-
ery employee.
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Universal Patient Acceptance: Ethics
Pipe Dream or Key to Improved

Access in Dentistry?
Donald E. Patthoff, Jr., DDS, FACD and Bruce V. Corsino, PsyD

Abstract

The authors discuss ways that dentistry
engages silently and sometimes un-
knowingly in practice patterns that ad-
versely affect public access to dental
care. The concept of acceptance is ex-
plained and contrasted with treatment
and with access to care. The concept
of Universal Patient Acceptance (U PA)
is introduced, with a focus on how it
underlies and precedes access, creat-
ing a pathway so that truer universal
access to dental care can be realized.
The authors argue that a commitment
to Universal Patient Acceptance shows
promise as an important starting point
in the dental profession's concern to
address society's unmet oral health
needs.

There is a prior, often unnoticed step
that occurs before a person becomes a
dental patient. Every prospective patient
must first express his or her need for
dental care, and the dentist responds by
describing how the patient might access
that care. If a dentist refuses to partici-
pate in the discussion that makes up this
first step, then some people who need
dental care might be prevented from
obtaining it. But if a dentist accepts the
patient as someone to talk with at the
outset, then that person has a better
chance to learn about how to access
care, whether it is in that dentist's own
office or by referral to another practitio-
ner or organization.

This first and most basic encounter
between a dentist and a prospective pa-
tient is what we call acceptance. This first
step of acceptance often goes unnoticed

because it is so inconspicuously a part of
the larger dental care process, namely di-
agnosis and treatment.
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However, acceptance of someone
does not necessarily mean that the dentist
will personally provide the care. It means
only that the dentist affirms the person's
desire for dental care and engages in
whatever discussion and assistance is
necessary to connect that person to the
dental care they need. The dentist helps
the patient get access to care somewhere,
but not necessarily in that dentist's office.
We contend that dentistry engages si-

lently and sometimes unknowingly in
practice patterns that adversely affect pa-
tients, society, and the profession by fail-
ing to offer every patient what we have
called acceptance. These patterns can be
mitigated when the profession of den-
tistry better understands and practices a
process that will here be called Universal
Patient Acceptance (UPA). This essay will
describe acceptance more fully and distin-
guish it from the related concepts of ac-
cess and treatment We propose that
changes in how acceptance is practiced
show promise as a starting point to ad-
dress some of society's unmet oral health
needs. Access to dental care could im-
prove if Universal Patient Acceptance
(UPA) were to become the common
practice of dentists. We argue that the
goal of improved access is promoted if
UPA becomes a part of the ADA Code
of Ethics and of daily dental practice.

Looking Behind the Access
Issue
A recent report describes the extinc-

tion of pediatric dentists in California
willing to accept DentiCal patients
(Berthold, 2001). As a result, certain chil-
dren in that area no longer have access
to dental care. Other data confirm that
an increasing number of people nation-
wide are unable to get the oral health ser-
vices they need (Evans & Kleinman,
2000; Luz, 2001). Further review sug-
gests that the exclusion of patients and
denial of care is accomplished in many
ways.

Practice management programs pur-
chased by practitioners readily encourage
and teach providers how to pre-select
and dispose of patients (Morgan, 2000).
Newly developed computer software
permits dentists to categorize every as-

pect of patients with regard to dental
needs, personality, and ability to pay, thus
making the selection and disposal of pa-
tients more efficient (Dentrix, 2000).
Some dentists operate only on a cash
fee-for-service basis or refuse to partici-

tance is the less visible, undervalued first
step in every dentist-patient relationship.
We argue that dentists can engage in Uni-
versal Patient Acceptance with little or
no reduction in their ability to speciali7e,
control the availability of their services,

e contend that dentistry engages silently and
some timesunknowingly in practice patterns

that adversely affect patients, society, and the profes-
sion by foiling to offer every patient what we have
called acceptance.

pate in emergency room call coverage.
Both these practices restrict access to
dental care for those with no ability to
pay, and even for some who are insured.

Actions such as these weaken the
commitment to communities that den-
tists are entrusted to serve. They also oc-
cur at the expense of other dentists who
must then manage and treat a dispro-
portionate number of patients rejected
by these other practices. This creates ten-
sion among dentists, as well as between
dentists and their communities. Dr. Rob-
ert M. Anderton, American Dental As-
sociation Immediate Past President, is
mindful of the many ethical obligations
related to access and that they exist "not
only to the public we serve, but also to
each other as professionals" (Berthold,
2001).

The American Dental Association Prin-
ciples of Ethics and Code of Professional Con-
duct (ADA Code) holds that dentists are
committed to "improve access to care
for all," suggesting that dentistry has a
covenant with society to make access to
its expertise available (American Dental
Association, 1999b). If so, then there ex-
ists a global professional responsibility to
address and correct these inequities with
regard to access. That responsibility ap-
pears to be in conflict with many prac-
tice management strategies, computer
techniques, cash-based practices, and
other methods by which hometown
dental providers exclude patients.

But to improve access, we must first
understand acceptance and how accep-

and seek profit Universal Patient Accep-
tance (EPA) underlies and precedes ac-
cess, and helps create a pathway such
that truer universal access to dental care
can be promoted and realized.

Acceptance Further Defined
Acceptance is the first of four steps

(acceptance, diagnosis, treatment, and
payment) involved in the process of be-
coming and being a patient That journey
from person to patient begins when a
person asks for help. A dialogue must
then take place between the dentist and
the person to determine his or her need
for care and the possible avenues by
which that care can be accessed by the
patient. Acceptance happens when den-
tists accept the responsibility to talk with
persons and engage them in such dia-
logue. Making this dialogue available is
an ethical imperative of the profession.

Acceptance does not imply that den-
tists must cease to specialize or manage
their availability. Also, the act of accep-
tance does not mean an obligation to
provide diagnostic, treatment, and fi-
nancing services to all persons and po-
tential patients. Acceptance embodies the
responsibility of dentists to interact with
potential patients to discuss their situation
and if necessary, to help assure some
mechanism by which they can access
care. This notion is described in and jus-
tified by the history, traditions, and ethics
of dentistry (American College of Den-
tists, 2000; Ozar and Sokol, 1994).
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We perceive three basic styles of ac-
ceptance: random, selective, and univer-
sal

Random acceptance is practiced
when dental providers do not specifi-
cally plan their actions to determine
which persons will be seen for discus-
sion and perhaps treated. Office loca-
tion, hours of operation, and languages
spoken are types of actions that contrib-
ute to patterns of random patient ac-
ceptance, and thus the unintentional ex-
dusion of patients.

Selective acceptance is an inten-
tional process that specifically seeks to
limit who can be seen and treated. Spe-
cialization selects patients based on treat-
ment procedures. Managed care agencies
select patients based on employer or in-
surance groupings. Providers who refuse
health welfare recipients select patients
based on finances and ability to pay.
Such acts result in the selective accep-
tance of some patients and the exclusion
of others.

Universal acceptance is the accep-
tance of every perspective patient who
contacts the dentists. Universal accep-
tance intends to remove barriers that ac-
cidentally or intentionally keep people
from being accepted for a dialogue with
a dental professional. It allows each per-
son to learn if they should become a pa-
tient, the types of care needed, and op-
tions for how that care is to be acquired.
We review the practical application of
Universal Patient Acceptance (UPA) and
the specifics of how access to care can
be better assured if UPA were to be-
come the common practice of the pro-
fession and every dentist

Dentistry's Obligation to
Universal Acceptance
The practice of random or selective

acceptance means that some people
who need dental care don't receive it.
That reality seems to tarnish our claim to
deal ethically with patients and society,
and contradicts the mandate of "im-
proving access to care for all." Models
of acceptance other than universal seem
ethically problematic.

Dentistry proclaims itself to have
special knowledge and skills necessary

for the well-being of society. Society
grants the privilege of self-regulation to
dentistry knowing it will receive the ben-
efits of that special expertise from the
profession (American College of Den-
tists, 2000; Ozar & Sokol, 1994). Since
only dental professionals can provide
this expertise, it is arguably unjust for the
profession to deny anyone the opportu-
nity to talk about that expertise, or how,
where, when, and under what circum-
stances it can be obtained.
We believe that dentistry maintains an

ethical covenant with society to make
this dialogue available to every patient re-
gardless of how the access issues are re-
solved for that patient Acceptance, then,
is a professional act and expression of
this covenant. It means that members of
the profession as individuals and collec-
tively, will do their part to increase and
ensure access to care by accepting to talk
about it with all those who ask for help.

By contrast, as indicated above, ac-
cess means people with dental needs are
actually cared for as patients. We pro-
pose that, accountability for acceptance
rests solely with the profession, but that
the responsibility for access lies with the
profession and society. This means that
the public and not only the dental pro-
fession must promote the fair distribu-
tion of dental services and ensure that all
barriers to access it are removed. That
often requires more than just making a
dentist available. It might also include
such things as language accommodation,
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sal firatment would mean that all patients
would receive the full spectrum of diag-
nostic assistance and treatment that they
might need. Universal coverage would be
a system that pays for all this care
through some source. Universal access
would mean that every patient would be
able to obtain such diagnoses and treat-
ment and it would be covered in some
way. Clearly, UPA is none of these things.
Access and acceptance differ in terms of
what each aim to do and who is ac-
countable to ensure they are achieved.
Access is necessarily a societal concern.
Acceptance is a matter of professional
responsibilities. It means dentists have a
responsibility to pay attention to each
person and to help him or her get access
to appropriate dental care.

The Practical Application of
UPA

With UPA, the responsibility for es-
tablishing a relationship with the person,
discussing, facilitating, and assuring their
dental care is placed on the profession
and its individual members. That respon-
sibility does not necessarily include diag-
nosis, treatment, and payment for these
are matters of access. It does mean the
accepting dentist takes responsibility to
get the person into the professional den-
tal network, ensuring that the patient is
not compelled to negotiate any further
obstacles to care. Statements such as
"we don't extract teeth," "we don't ac-
cept medical cards," or "our emergency

ince only dental professionals con provide this
expertise, it is arguably unjust for the profession to

deny anyone the opportunity to talk about that ex-
pertise.

transportation for the disabled and eld-
erly, or oral health care funding for those
who are impoverished.

The practice that we are calling Uni-
versal Patient Acceptance (UPA) is not
the same as the idea of universal access
that can include the practices of universal
treatment or universal coverage. Univer-

slots are already full" would be inconsis-
tent with UPA. Such replies are exclu-
sionary and deflect the responsibility of
each individual dentist to properly talk
with, coordinate, treat, and refer the per-
son for care.

To be successful, UPA would need
to be implemented and consistently
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practiced by the entire profession. It im-
plies that dentists in each community will
need to work together to ensure that
opportunities for adequate dental care
exist within that community. To accom-
plish a change of such magnitude might
seem overly ambitious. However, we al-
ready know that major paradigm shifts
can and do occur in dentistry. That was
seen when the profession successfully
adopted and practiced Universal Patient
Precautions in response to the AIDS cri-
sis. Such a paradigm shift in attitude and
behavior resulted in improved dental
care delivery (American Dental Associa-
tion, 1999a, 2001).

In an analogous way, we hope Uni-
versal Patient Acceptance results in a
paradigm shift, improves access to den-
tal care, and enhances the relationship
among dentists and between dentistry
and society. However, even if a person is
accepted to discuss and coordinate their
dental needs, it means nothing unless
there is a real potential for them to actu-
ally be treated somewhere by a dentist.
Actual access to treatment is a multidi-
mensional event that is dependent on ac-
ceptance. There are existing efforts
within dentistry to consider specific
methods to promote better patient ac-
cess to oral health care. The ADA
Council on Access, Prevention and
Interprofessional Relations coordinates
many of these.

Consistent with the findings and
work of that council, we admit that a
seamless system of access can be created
only with some reform of existing pay-
ment practices, public law, and codes of
professional ethics. A thorough discus-
sion of such changes is beyond our ex-
pertise and not the focus of this report.
Nevertheless, certain reforms might help
motivate the profession to embrace
UPA and to practice it as an essential first
step toward improving access to oral
health care.

Financial matters certainly affect rates
of acceptance and access to care. The
process of getting treatment to the
underserved is usually more easily ac-
complished when dentists are sensibly
compensated for their work. That is
why the ADA has recommended certain

reforms in state and federal health wel-
fare programs (Berthold, 2001). In tan-
dem with that, there may be ways to re-
move the fiscal incentives for dentists to
select and dump patients, and avoid
community emergency room coverage.
That might include a redistribution of

properly recover from dental proce-
dures. It can be inferred that high-risk pa-
tients consume more resources and gen-
erate claims of malpractice with greater
frequency (Vaselaney, 1997). In a Univer-
sal Patient Acceptance model, "high-
risk" patients are no longer excluded

C &train compromises with regard to risk manage-
ment must be mode between society and den-

tiStry.

profits, to compensate those dentists
willing to service patients excluded from
care by such practices.

The practice of Universal Patient Ac-
ceptance could also change how charity
cases are managed and resolved because
UPA makes providers individually re-
sponsible to ensure that charity cases find
a point of access for their oral health
care. Specifically, if a dentist lacks options
for charity, there would exist the need
for that dentist to collaborate with col-
leagues and other community agencies to
develop creative ways of providing for
charity cases. Replies from dentists such
as "I don't do charity, but you might be
able to find someone who does" or
"there are no places for that, and some-
one should do something about it," are
inconsistent with UPA.

Changes in law would probably be
necessary to realize acceptance as a uni-
versal practice. Those would probably
be focused on malpractice issues and tort
reform. To understand these, it must
first be acknowledged that the practice
of UPA would directly impact the pro-
cess of risk management. Society and
dentistry have claimed that improved ac-
cess is a mutual goal and we propose
that the practice of UPA is the first step
in this process. If that is true, then certain
compromises with regard to risk man-
agement must be made between society
and dentistry, specifically with regard to
the management of "high-risk" patients.

High-risk patients are those who, by
virtue of their medical complexity, cul-
ture, education, support system, or other
factors, are less able to tolerate and

from professional attention within the
oral health care community and they
would be, therefore, effectively assisted
in finding access to needed care.

To make it possible for dentists to
adopt UPA and the associated greater
exposure to responsibility for high-risk
patients, dentists must be afforded im-
munities from certain types of legal li-
abilities. Existing law employs legal liabil-
ity reasoning to establish acceptable stan-
dards of professional dental care. For
UPA and then ultimately fuller access to
care to succeed, the standards would
need instead to be based on professional
dental reasoning.

If society wishes its oral health prob-
lems to be fully managed with the stan-
dard of professional dental reasoning,
then that standard — not legal reasoning
— will need to be applied in those cases
of alleged bad dental care. An exception
is the presence of criminal assault. At
some point, legal reasoning and mal-
practice suits must be considered to be
unreasonable solutions to problems.
More effective resolution could be
achieved by strengthening professional
codes of ethics and the sanctions em-
ployed by those codes. An example is
when state dental licensing boards that
are already branches of the judicial sys-
tem, reference the role of dental profes-
sional codes, and mandate that all poten-
tial malpractice cases first go through
mediation or peer review.

The theme of acceptance appears to
be managed in a problematic fashion
within the existing ADA Code. The
ADA Code affirms the appropriateness
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of patient selection, the need for it, and
the dentist's right to do it But this section
must be taken as referring to diagnosis
and treatment, not to acceptance. For
example, some providers lack the skills,
interest, and expertise to accomplish cer-
tain procedures. That is as it should be.
But the ADA Code does not comment
clearly enough on this prior step of ac-
ceptance, except indirectly in affirming
dentist's obligation to refer a patient
when the patient's needs exceed the
dentist's competence. In no way does
UPA imply or promote restrictions on
specialization. Rather, the responsibility
and process of acceptance is accom-
plished through coordinated referral and
assurance of care, not by the exclusion
and dismissal of patients. The ADA
Code therefore needs to be clearer in its
reference to these points.

Possible additions or revisions to the
ADA Code have been discussed recently
that might improve the codes discussion
of dental access (Berthold, 2001). But a
full examination of the ADA Code on
these matters also requires a discussion
of acceptance and how it is ethically
managed. The Code's sections on such
principles as justice, beneficence, and ve-
racity would all be involved in this dis-
cussion.

It will not be possible for dentistry by
itself to successfully reform the larger le-
gal and payment factors that impact ac-
cess to care. That will require broad sup-
port from many parts of society and
multidisciplinary expertise as well. How-
ever, the profession can take the first
steps by integrating Universal Patient Ac-
ceptance into its ethics code and practice
patterns. In addition, individual practitio-
ners can incorporate its concepts into
their patterns of practice. The result
could be one of dentistry's distinct, be-
ginning contributions to the larger prob-
lem of access to care.

Conclusion
Dentistry engages in exclusionary

practices that create problems for pa-
tients, the profession, and society. People
suffer human injustices when they are
denied access to dental care. Tension

among dentists also arises when some
dentists must disproportionately care for
patients rejected by other practices. Fi-
nally, dentistry's covenant with society
erodes when dentistry fails to fix prob-
lems with access to the dental care that it
promises to society. Universal Patient Ac-
ceptance is a method of dental practice
that precedes and promotes improved
access to care.

Acceptance, diagnosis, treatment, and
payment are the four steps that occur in
the process of a person becoming a pa-
tient Only acceptance, and changes in
how acceptance is practiced, has signifi-
cant potential as an initial response to
some of society's unmet dental needs.
UPA, while not the same as patient ac-
cess or universal treatment or universal
coverage, yet is the foundation upon
which the practical achievement of these
other concepts most likely depends.
We see an important similarity be-

tween Universal Patient Acceptance and
Universal Patient Precautions since both
require dentistry to shift its modus *erandi.
We believe that UPA is no less important
and no less achievable than Universal Pa-
tient Precautions, each in its own way
having the potential to greatly improve
dental practice. When done correctly,
UPA can also enhance relationships
among dentists, and between dentistry
and society.

If UPA were to be universally and
uniformly practiced by the profession,
dentists could broadly accept prospec-
tive patients to discuss and coordinate
their dental concerns in ways that could
put the needs of patients first. UPA
would also allow for specialized, con-
trolled, and profitable practices to con-
tinue (Jett, 2000). Universal acceptance
can be compatible with profit and it is
likely to enhance the public's view of
dentistry in general, and very possibly
dentistry's view of itself as well.
We admit that changes in compensa-

tion patterns, public law, and profes-
sional ethics codes would be required to
accomplish full acceptance and access to
dental care for patients. However, den-
tistry can start the process by employing
and integrating Universal Patient Accep-
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tance into its ethics code and practice
patterns. This can be one of dentistry's
distinct contributions to the larger prob-
lem of access to care. Our goal is to
move the notion of acceptance to a po-
sition of greater prominence and visibil-
ity, and create a pathway such that truer
universal access to dental care can be
promoted and realized.
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Red Beads and Funnels

David W. Chambers, EdM, MBA, PhD, FACD

Abstract
Dentists, like most managers, believe
that unanticipated team results are
evidence of poor performance on the
part of employees. While this can be
the case, it is much more likely that
most variation is inherent in the system
and is probably not under the control
of staff. The dentist, as the manager,
has full control and full responsibility for
guaranteeing that the office runs
effectively and for improving its
operation.

D
r.. Precise has been frustrated
with his assistants. He has a
high-end reconstructive practice

and the quality of impressions matters.
His assistants prepare the material, but
Dr. Precise takes his own impressions.
What bothers him is the consistency of
the material — sometimes a bit too vis-
cous, sometimes too stiff. Dr. Precise is a
pro, so he knows how to make adjust-
ments at chairside. He prides himself on
never allowing these problems to inter-
fere with the outcome; the few "fail-
ures" have been the result of unforeseen
patient complications and other matters
out of his control. It is just annoying to
have to put up with any sloppiness on
his staff's part. Usually Dr. Precise lets his
assistant know about the problem, in a
kind way of course. "Jane, this one is a
bit runny. I would suggest you cut back
about three drops on the water next
time." The fault is obviously not in the

material, since problems occur with all
products. Conversations with his col-
leagues confirm his suspicions that staff
in general are "not very bright" and
"don't seem to have high standards." Dr.
Precise can confirm this because he has
let a few assistants go because they
"didn't get it."

Dr. Precise is not a perfectionist, but
he is certain that his patients deserve the
highest standard of care possible. He is
equally certain that staff should be ex-
pected to use his feedback to improve
their performance and that they should
be terminated if they can't consistently
come up to standard. Dr. Precise is a
model of professionalism in these re-
gards. He is also almost certainly dead
wrong.

Understanding Variance
America is preoccupied with aver-

ages. Dentists got into dental school with
high GPAs and DATs. They earned a li-
cense with passing averages on National
Boards and initial licensure examinations.
Their retirement hangs on the Dow
Jones. But here's the irony — dental care
is not a matter of averages. Quality in the
dental office is determined on a case by
case basis. Regardless of what insurance
companies or CE gurus might say, sub-
standard care on one patient cannot be
justified by excellent results in general.
Must dentists understand this intuitively,
and that is why they are reserved in ac-
cepting the claims of both researchers
and manufacturers that are based on av-
erages.

Averages are theoretical constructs. I
have yet to meet the "average dentist."
Dentists like to know the average as a
general reference point, but they usually
want to know more than that. If your
stock broker explains that your portfolio
dropped by 10%, but the average of all
the portfolios he was managing actually
rose by 2%, this would be the cause for
some hard questions, not an acceptable
explanation. The average just helps us set
expectations.

What do practical people want be-
sides averages? Having watched carefully
in many settings, I have come to the
conclusion that practitioners (anyone
who works on individual cases in a
semi-customized setting and continually
strives for improvement in function and
esthetics) are guided by two landmarks.
Practitioners seem to have a reasonably
clear image of the level of quality they
are aiming to achieve. Lying aside the
hype about "nothing is every good
enough," there is some standard that is
the target. This is called a design .pecOcation
by engineers. Design specifications differ
across dental offices based on patient ex-
pectations, economic considerations, ex-
tent of training, the personal philosophy
of practitioners, and many other factors.
Dentists can "feel" design specifications
when they walk into a colleague's office.
The other landmark is called, again by
engineers, a tolerance. Tolerance is the level
of quality that one is willing to accept.
Obviously the public defines tolerance in
dentistry as a minimal standard of care.
Dentists who are professional set per-
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sonal tolerances above the legal limit.
The operational definition of tolerance is
the level of work that would trigger a
dentist to take corrective action. It is a
personal standard, and it can also be rec-
ognized by one's colleagues.

Obviously, design specifications must
be set higher than tolerances. (If the re-
verse is the case, we have a pima fade
case of unethical or possibly illegal prac-
tice.) Dr. Precise has a design specifica-
tion in mind for the viscosity of impres-
sion materials. He also has a tolerance.
Because he never received a mix that he
could not work with, the assistants' work
was always above tolerance, but fre-
quently below design specification.

The question on which quality
achieved in a dental office hangs is how
far above tolerance should the design
specification be set. One of the primary
factors in determining the optimal dis-
tance a design specification should ex-
ceed a tolerance is the relative costs of
letting an error go and of correcting it.
Big costs associated with uncorrected
mistakes entail large design specification/
tolerance gaps. Too small a gap invites
frequent rework or a reputation for
shoddy work. Too large a gap creates
redundancy and other forms of unnec-
essary cost. Both extremes mask lack of
understanding and control in practice.
Somebody has to for this ignorance.

There are methods that can be ap-
plied to determining the optimal gap be-
tween design specification and tolerance.
They tend to be complex. The point in
this column is to make dentists aware
that such a gap exists and to explore
what it means. Practitioners are intuitively
very savvy about these things and often
come close to optimization without us-
ing formal methods.

The factor I want to focus on here is
system variance. All processes contain
natural variance. In pure systems, this
variance is normally distributed, bunch-
ing near some central value with more
extreme deviations becoming less and
less likely. The more complex the pro-
cess, the more normal the variation will
be. But there will always be variation.
Think of your commute, your golf

game, how late you run each day, ac-
counts receivable, or the viscosity of im-
pression materials. Variation is inherent in
the nature of processes, not in our inten-
tions about them. If we want a process

Leadership

and first recognized by Al Shewhart in
the 1930s. When Dr.. Deming told the
captains of industry in America that
managers, not employees, were respon-
sible for poor process outcomes and

T he question on which quality achieved in o den-
tol office hangs is how for above tolerance should

the design specification be set.

with a smaller variation, we have to
change the process. It is usually accept-
able to work with variance as a general
concept meaning essentially the spread
of outcomes. Technically, the term is de-
fined as the square of the standard de-
viation. Standard deviation is a value re-
ported routinely in the literature or avail-
able with a few clicks on any spread-
sheet

Think of variance as a spread of
outcomes around some typical value in a
process. Most of the impression mixes
in Dr. Precise's office were at a certain
viscosity level, some were too stiff and
some too loose. It is desirable to have
this avenge of the outcomes, the center
of the variance, correspond to the de-
sign specification. But that is not the es-
sential point. What matters most is that
the "low tail" of the spread of variance
does not overlap with the tolerance. In
the case at the beginning of this article,
Dr. Precise never rejected a mix; all the
variation was above the tolerance line, in
an area that didn't matter (expect to the
dentist's personal sense of exactness).

To understand dental practice is to
know the variance on each process and
control it so that the likelihood of an
outcome falling below the tolerance level
is an acceptable risk. The variance that
doesn't matter should be ignored. The
variance that falls outside of acceptable
tolerances should be identified, studied,
and corrected by redesigning the process.

The insight that there are two kinds
of variance (unavoidable and unimpor-
tant and critical-to-quality that requires
process redesign) was popularized by
Dr. W. Edwards Deming in the 1960s

that tweaking processes generally causes
more harm than good, he was received
with the same incredulity that most read-
ers probably felt at the top of this article
when I said Dr. Precise was dead wrong
to fiddle with the dosages in impression
mixes and to let his staff go because
they could not meet his design specifica-
tions. In Japan, the highest national prize
(something like the Nobel Prize) is called
the Deming Prize, and Deming is gener-
ally given credit for the miraculous post
World War economic boom in Japan
(but he cannot be held accountable for
the dubious banking practices that have
the country in such a slump today).

Red Beads
Deming had a hard time convincing

folks that processes contain inherent
variation. Although we are willing to ad-
mit this possibility in nonpersonal settings
such as annual rainfall, the spread on
sporting events, or even the stock mar-
ket, when our fingerprints are on the
process, we hedge. Our reservations are
not symmetrical. Psychologists call this
the Fundamental Attribution Principle,
and it works something like this. I will
take credit for outcomes of processes I
am involved with if they are successes,
otherwise, it is random error. I will
blame others if they were involved with
unwanted outcomes, otherwise I will
hold my peace. Review the case at the
beginning and note that Dr. Precise took
pride in being able to work with any mix
his assistants prepared, except for those
rare cases that were beyond his control,
while he was willing to terminate an as-
sistant who could not get it right.
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In order to demonstrate his principle,
Deming developed a "game" known as
the Red Bead Demonstration. It is fa-
mous in quality circles and he probably
used the demonstration thousands of
times with the top executives in this
country. It goes something like this ...

calculated. Attention is drawn to the fact
that some of the willing workers are
both effective and motivated based on
the fact that they have drawn more than
forty white beads. Those workers whose
samples were deficient (fewer than forty
white beads) are counseled to "try

I t is both shameful and ignorant to attribute out-
comes to employees or oneself that belong to the

process itself.

The equipment required consists of a
paddle or small shovel with fifty small
symmetrical depressions in it and a large
bowl containing hundreds of beads,
80% of which are white and 20% red.
The participants in the demonstration are
managers and some convenient number
such as ten to twenty works well.

The stage for the demonstration is set
by a leader, such as Deming himself. He
characterizes the situation as one where a
firm selects and ships white beads. Each
day six sets of fifty beads are selected
and shipped. The firm is paid only for
white beads. The company breaks even
at an average of forty white beads per
order. Members of the group are se-
lected to play various roles. Six willing
workers are chosen, each to draw one
set of beads per day by sticking the
paddle into the large bowl to fill each of
the depressions in the paddle. One or
more auditors are chosen to count the
number of white beads per sample and
record the results. A strategic planning
team might be selected to set production
goals. An HR group and an overall
management team will also be chosen.
One of Deming' s favorites was team
charges with writing slogans and
speeches to motivate the willing workers.
Sometimes there is a director of training
who demonstrates how to draw
samples.
On the first day of productivity, six

samples are drawn and the number of
white beads in each sample is counted
and the average across the six samples is

harder." The process is repeated several
more times. The criticism of those
workers with defective samples is inten-
sified. Those who have repeated defec-
tive samples are treated especially harshly.
Those who "slack off" from their pre-
viously acceptable performance are
singled out. There is even a bonus paid
on the third or fourth "day" for those
who seem to be getting the point. The
trainer is let go Oust as any practice man-
agement consultant who cannot demon-
strate sustained improvement in a situa-
tion such as this should be). The slogan
committee is disbanded. Management is
sweating because there is only enough
revenue to pay the employees and noth-
ing left over for profit. Finally, in a hu-
manistic gesture on the part of manage-
ment, it is decided to run on half shift
and to retain only the effective willing
workers. On the sixth day, the top pro-
ducers are retained and all others are dis-
missed. The process continues several
more days.

The red bead demonstration doesn't
always produce the same exact distribu-
tion of beads, but in the long run it will
look something very much like this. The
average number of white beads will be
forty (exactly on the break even point)
and that number will fall between 37.7
and 42.3 99.9% of the time. It will nei-
ther improve or get worse in any sys-
tematic fashion. The typical willing
worker will draw samples with forty
white beads. Ninety-nine point nine per-
cent of the time individual willing work-

ers will draw samples with between 34.4
and 45.6 white beads. Half of the time,
their samples will be below the break-
even point, but there will be no pattern
to these defects.
How do we know these facts?

Deming tells us that we must first study
the nature of the process itself, entirely
independent of the efforts and skills of
the workers and the effort and aspira-
tions of management. The expected re-
sults reported above can be calculated
precisely from the known characteristics
of the process itself. Any deviation from
the variation inherent in the system could
be attributed to employees, manage-
ment, or breakdown in the process. But
there will be no deviation. I have run the
demonstration often enough myself to
confirm the obvious insight that every-
thing in this demonstration depends on
the design of the process. All the flap-
ping of management and effort of the
employees (even those who recognized
the true nature of the situation still strive
to beat the odds) amounts to complete
waste at best and will damage self-worth
in most cases.

"But wait," I can hear you saying.
"This is a completely artificial situation.
Certainly realistic processes are subject to
influence by sloppy workers, inspiring
leadership, and other forces beyond the
random." That is true. But it is equally
true that the manager doesn't know
which of these human factors are op-
erational or the extent of their effect un-
til he or she first understands the variance
inherent in the system. It is both shame-
ful and ignorant to attribute outcomes to
employees or oneself that belong to the
process itself. And now that this fact is
known, there is no excuse for not trying
to study the process. Quality engineers
use the simple rule that human factors
and process breakdown should be in-
vestigated if a single outcome falls out-
side three standard deviations on either
side of the average or if seven succes-
sive outcomes fall above or seven suc-
cessive outcomes fall below the mean or
if seven successive outcomes all get bet-
ter or worse than the previous ones. The
rule is that 99.9% of the standard devia-
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don is due to the process. Management
should get excited when that is not the
case. Management should also get ex-
cited when the system is designed to pro-
duce an unacceptable number of fail-
ures. In the red bead demonstration, half
of the samples will be defective. That
was a design failure and is entirely the re-
sponsibility of management.

In the case of Dr. Precise, he should
first determine the variation in the vis-
cosity of the impression mixes. He
should satisfy himself that he can work
with anything that is three times the stan-
dard deviation above or below the
mean (the tolerance). This means he
should reject one tray out of every 1000.
Then he should sample the outcomes of
his assistant's mixes. If a job applicant
can't consistently stay within the limits set
by three standard deviations above and
below the average, he or she should not
be hired. If an existing employee cannot
stay within the limits he or she should be
retrained, or reassigned, or terminated
— in that order. Dr. Precise owns the
system, not the employees, only he can
change it. Blaming others does not fix
the process. In the case of Dr. Precise,
he should have been suspicious when
each new employee had the same short-
comings.

The Funnel
Tweaking the system is an itch. As is

true of itches, tweaking does nothing to
correct the problem and usually makes
matters worse. We just can't help our-
selves. We are leaders and we have to do
something. If we can't improve the sys-
tem because we do not yet understand it,
at least we can look good managing the
symptoms. Dr. Precise tweaked the mix
by suggesting adjustments to the impres-
sion mix based on the results he was
given.

The funnel demonstration was devel-
oped by a man named Lloyd Nelson,
but was frequently used by Deming. The
equipment required is a stand, such as
those used in laboratories, with a funnel
attached to it so that it would be about
eighteen inches above a surface such as a
carpet over which is spread a bed sheet.

In the middle of the bed sheet there is an
x, and the funnel is placed over the x. A
marble is released in the funnel and its fi-
nal resting point on the sheet is marked.

This can be conceptualized as a fixed
process (the sightings, the stand and fun-
nel, the carpet, and the marble) with ran-
dom variation added as a consequence
of unknown factors interacting with the
characteristics of the process. The ran-
domness of the outcomes of the pro-
cess can be demonstrated by repeating
the process fifty (or some other conve-
nient number of times) and noting the
distribution of the marks made on the
bed sheet. An example is shown in Fig-
ure 1. Ninety-nine point nine percent of
the marks will fall within three standard
deviations of the x in the middle. If the
stand with the funnel on it is raised or
the surface under the bed sheet is harder,
the circle will be bigger, but 99.9% of
the marks will still be within a circle
drawn three standard deviations from
the center x. We can call this approach
"design specification grounded."

Now let's tweak the system. Assume
that the first marble dropped rests three
inches directly south of the x. Move the
funnel three inches north of its location
on the x. If the next drop is four inches
to the right, move the funnel four inches
left of the location where the funnel is
situated. In the Dr. Precise example, this
would be equivalent to the dentist telling
the assistant, "This mixture has five too
many drops of water; make the next
batch with five fewer than this mix." We

Leadership

get x, shouldn't we move the funnel two
inches south of the teazel? This could be
called "target grounded tweaking." In
the Dr. Precise example, it would be
equivalent to the dentist saying, "This mix
is about five drops of water to stiff; add
five drops to whatever it says on the di-
rections on the box."

There is yet one more version of
tweaking that is quite passive and has the
technical name of "random walks." This
rule says move the funnel to a position
directly over where the marble rests after
each drop. If Dr. Precise had said, "I like
the result you have here on this impres-
sion, try to match it next time," he
would be creating a random walk.

By now you have already sneaked a
peak at the pattern of outcomes from
the three tweaking rules and compared
them to the design specification rule. Fig-
ure 2 shows the effects of tweaking
grounded in results. The rule is "com-
pensate for the results by adjusting in the
opposite direction." As the pattern of re-
sults in Figure 2 shows, this rule pro-
duces a pattern of outcomes that is
stable. Approximately 99.9% of marks
will fall within three standard deviations
of the x, and the x will remain in the cen-
ter of the pattern. The problem is that
the circle is about one and a half times as
large as the circle resulting from the
simple rule of making no adjustments.
The reason for this is that a new ingredi-
ent has been added to the process, the
tweaking. But since the tweaking is
driven by a random outcome, it can't

If we can't improve the system because we do not
1 yet understand it, at least we can look good man-
aging the symptoms.

will call this tweaking "results grounded
tweaking."

But there is something troubling
about this approach. Shouldn't we be
referencing our adjustments to some
standard, say the target itself? If the
marble rests two inches north of the tar-

improve the process. It only makes it
sloppier.

What about the target grounded
tweaking in Figure 3? Surely there must
be some mistake. The adjustment is be-
ing grounded in the original rules of the
game. But the typical pattern is one of
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Figure 1. Design Specification Grounding

. : X

Figure 3. Target Grounded Tweaking

wild and increasing swings, usually in two
directions from the target. This is caused
by overcompensation. Now the adjust-
ment introduced in response to random
fluctuations is systematic and com-
pounding. Target grounded tweaking is
especially likely in medicine and very dan-
gerous. It is a chief cause of over-medi-
cation. Some of the malpractice ob-
served in faulty orthodontic, occlusal, or
TMJ treatment is created in this fashion.

Random walks, shown in Figure 4
have no particular pattern at all. Certainly

Figure 2. Results Grounded Tweaking

Figure 4. Random Walks

all control is gone. Before anyone ob-
jects that random walks are too silly for
anyone to seriously consider using them,
they should ask themselves two ques-
tions: Have they ever sold stocks because
the price was dropping? Have they ever
let one of their office members train his
or her replacement?

Moral
The boss owns the process. The boss

is responsible for improving it based on
an understanding of what the process is

supposed to do (design specification),
what is acceptable (tolerance), and the
wobble inherent in the system (variance).
It is useless and unfair to hold employees
accountable for results that belong to the
design of the process. Improvements in
quality come from redesigning the sys-
tem not demanding that people work
harder with broken equipment.
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* Aguayo, Rafael (1990). Dr. Deming: The American Who Taught the Japanese About
Quality. New York, NY: Simon & Schuster. ISBN 0-671-74621-9; 290 pages; About $13.

This is one of many populatizations of the work of W. Edwards Deming with "official" introduction. The central message is
that management is in charge. It can improve quality by taking a long view of constant improvement of the processes that create
goods and services. There are nice descriptions of the red bead and funnel demonstrations. Extensive discussions of the folly of
trying to fix problems by blaming everyone or changing everything else besides what matters — the process. The book is light on
the statistical foundations and heavy on the politics of management's misuse of workers (a Deming view) and the dangers of
competition (Aguayo's own view). Aguayo is a banker and consultant who was inspired by taking a course Deming taught on a
regular basis at New York University. Most trade books use a combination of dear statements of major points and examples to
develop these ideas. Aguayo is long on examples and explicit statements of theory are hard to find.

* Deming, W. Edwards (1994). The New Economics for Industry, Government,
Education (2nd ed.). Cambridge, MA: MIT Center for Advanced Educational Services. ISBN
0-911379-07-x; 247 pages; about $??.

Deming's attempt to make his thinking accessible to a larger audience. Somewhat more organized than Out of the Oisis and
shorter, this treatment still fails to systematically present a coherent picture of quality thinking He now calls it "The Deming Sys-
tem of Profound Knowledge" — said to have four components (appreciation for a system, knowledge about variation, theory
of knowledge, and psychology) but no discussion is offered and these four components are not treated individually in the book.
His anger at the system is still evident "The purpose of a school of business should not be to perpetuate the present style of
management, but to transform it" The red bead and the funnel experiments are explained in detail

Deming, W. Edwards (1982). Out of the Crisis. Cambridge, MA: MIT Center for Advanced
Engineering Study.

This is the best window into Deming's mind. Less a book than a collection of thoughts, bits of speeches and the notes for
them, anecdotes and newspaper clippings, and lists — some of the material is excerpted from documents supplied by friends.
Some ideas are incomplete (a list of six "diseases of American management style is given in the introduction to chapter 3, but
only five are discussed); some material is repeated, verbatim in various parts of the book. The writing is disjointed and the gram-
mar badly flawed. "The aim of this book is transformation of the style of American management."

* Gitlow, Howard S. and Gitlow, Shelly J. (1987). The Deming Guide to Quality and
Competitive Position. Englewood Cliffs, NJ: Prentice-Hall. ISBN 0-13-198441-1; 250 pages;
about $25.

One of about a dozen books published between 1985 and 1990 expounding Deming's views on quality. Most, like this one,
were authorized by Deming and carry, like this one, a one-page introduction by Deming This book is also typical in presenting
the political or FIR side of Deming's position and downplaying the statistical foundation. "Unless a change is made in the sys-
tem (which only management can make), the system's process capability will remain the same. This capability will indude the
common variation that is inherent in any system. Workers should not be held accountable for or be penalized for common varia-
tion; it is beyond their control." The book is loosely organized on Deming's Fourteen Points.

Quo/try Progress.
A monthly magazine published by the American Society for Quality. The articles are short and effort is made to present technical
ideas in a fashion accessible to general readership. ASQ can be contacted at www.asq.org.

Taguchi, Genichi (1993). Taguchi on Robust Technology Development: Bringing Quality
Engineering Upstream. S-C Tsai (Trans.) New York, NY: ASME Press.
A highly technical book. But it is listed here because it is the best discussion available regrading the way tolerances (minimal stan-
dards) should be set

Editor's Note
Summaries are available of the three recommended readings preceded by an asterisk (*). Each is about four pages long and conveys
both the tone and content of the book through extensive quotations. These summaries are designed for busy readers who want
the essence of these references in fifteen minutes rather than five hours. Summaries are available from the ACD Executive Office in
Gaithersburg. A donation to the ACD Foundation of $15 is suggested for the set of summaries on red beads and funnels; a do-
nation of $50 would bring you summaries of all the 2001 leadership topics.
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The Manuscript Referee Process

Nine unsolicited manuscript were considered for possible publication in the Journal of the American College of Dentists during
2001. Two were returned without review because they did not match the journal's publication mission. Of the seven sent for
peer review, three (43%) were accepted for publication, some pending revision.

Thirty-three reviews were received, 4.7 per manuscript. Seventy-seven percent of the reviews that expressed a clear view
were consistent with the final decision regarding publication. Cramer's V statistic, a measure of consistency of ratings was
.490. A V-values of 0.0 represents random agreement and 1.0 represents perfect concordance. There is no way of comparing
the consistency of the reviews for this journal with agreement among other reviewers because it is not customary for other
journals to report these statistics. The College feels that authors are entitled to know the consistency of the review process. The
Editor also follows the practice of sharing all reviews among the reviewers as a means of improving calibration.

The Editor is aware of three requests to reprint articles appearing in the journal and sixteen requests to copy articles for
educational use.

The College thanks the following professionals for their contributions to the dental literature as reviewers for the Journal of the
Ametican College of Dentists during 2001.
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Richard G. Rozier, DDS, MPH, FACD
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Sheldon Silverman, DDS, FACD
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Thomas E Winkler, ffi, DMD, FACD
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Several errors were identified in the article "Informed consent: direct posteriors composite versus amalgam" appearing in
number two of this volume. In the first sentence on page 37, the percentage of patients indicating a strong desire for a DPC is
67%. On page 39, the first row of data ("I would prefer a tooth-colored filling ...") should be 24%, 19%, 21%, 19%, and 17%.
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