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The Objectives of the
American College of Dentists

The 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, stimulate and promote research;

(d) Through sound public health education, 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;

(f) To cooperate with other groups for the advancement of

interprofessional relationships in the interest of the public; and

(g) To make visible to the professional man the extent of his

responsibilities to the community as well as to the field of health

service and to urge his acceptance of them;

(h) In order to give encouragement to individuals to further these

objectives, and to recognize meritorious achievements and potentials

for contributions in dental science, art, education, literature, human

relations and other areas that contribute to the human welfare and

the promotion of these objectives — by conferring Fellowship in the

College on such persons properly selected to receive such honor.

Revision adopted November 9, 1970.
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Social Trends

Affect Dentistry

Trends in society are much
larger than the professions and
we in dentistry are carried along
with these trends. Though we try
our best to stand firm against what
we feel are harmful changes, we
are swept along with the current
of present social philosophies.
Trends seem to travel in cycles.

We observe these cycles in politics,
in architectural styles, in fashions,
in religion and in government. One
cycle we are particularly alarmed
about these days concerns the
trend to de-professionalize the pro-
fessions and to downgrade stan-
dards that protect the public in the
area of dental care. Dentists are
frustrated, puzzled and appalled by
this situation which, if it continues
full cycle, might return us to the
conditions of the early 1900's. In
that era, there were few standards
for dentists and almost no protec-
tion for the public. The attitude
was caveat emptor (let the buyer
beware) for the patient.
During the 1920's, the dental

profession began to organize itself
better. It developed a code of
ethics and better standards. The
American College of Dentists, with
its high principles, was formed.
With the cooperation of the profes-
sion, states developed regulations
and licensing procedures for den-
tists for the purpose of protecting
the public. With its high ethics and
its integrity, dentistry acquired
a professionalism which has de-
served and received considerable
respect from the public over the
past fifty years.
Now, in the last five years, we are

suddenly seeing changes and a

Keith P. Blair

disturbing trend to tear down pro-
fessionalism. The Federal Trade
Commission now assumes that all
health professions are trades to be
regulated by the FTC and that FTC
Trade Rule Regulations can super-
sede and pre-empt state laws in
regulating the health professions.
Federal courts have started

trends (or followed trends) with
decisions that give new liberal
interpretations to old laws: profes-
sions do not have the right to regu-
late themselves; the public has the
right to see and hear everything
from X-rated shows to dental
advertising.
Social trends don't have to con-

tinue in one direction. They can be
reversed or changed to a better
direction by a grass-roots effort
to educate a public which is defi-
nitely interested in good health
and strongly in favor of quality
care.
We must try to adapt, as much as

possible, to the changing times
without sacrificing our professional

FROM 
THE

EDITOR'S
DESK

principles. There is nothing wrong
with institutional programs to pro-
mote good dentistry and to moti-
vate the public to have dental
treatment.
The bottom line is that if we want

to affect the direction of social
trends, we must reach the people
who have a hand in developing
these trends. Such a list would
include state legislators, members
of Congress and state and federal
government officials.
And how do dentists reach the

ears of the persons who are in
position to affect social changes?
Through political action at all
levels of government. That in-
cludes action through political
action committees (PAC's) and
action through individual activi-
ties. The ADA's ADPAC and the
ADA's Washington, DC office are
doing a fine job for dentistry but
they need all the help (and the
contacts) they can get.

Dentists simply must get outside
their office walls to become in-
formed and involved regarding
political activities. Dentistry needs
to cornbine its efforts with other
health groups who are similarly
affected by trends and who have
similar goals. These are essential
actions to cope with the social
trends that affect dentistry.

Traditionally, dentists have not
been interested in political action.
It is important for us to start par-
ticipating in all areas of the country
if dentistry is to meet the challenge
of the trends in society.

Sitting back and wringing our
hands will not help.

Keith P. Blair
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NEWS 
OF

FELLOWS 

Arthur A. Dugoni

W. Arthur George, Associate
Dean, University of Pittsburgh
School of Dental Medicine, was the
first Honorary Member to be elected
to the Pennsylvania Prosthodontics
Associate Section of the American
College of Prosthodontists.

James A. Harrell, Sr. of Elkin,
North Carolina is the new President
of the Academy of General Den-
tistry. Very active in community
affairs, Dr. Harrell is a three-term
mayor of the city of Elkin. His
father was a dentist and two of his
sons are dentists.

Arthur A. Dugoni, Dean of the
University of the Pacific School of
Dentistry, has been installed as the
President of the California Dental
Association at the CDA House of
Delegates meeting in San Diego. He
has also received the Distinguished
Service Award of the Pierre Fau-
chard Academy, Northern Cali-
fornia Chapter.

Manuel I. Weisman of Augusta,
Georgia, an Associate Professor at
the Medical College of Georgia
School of Dentistry was elected to
a three-year term as Trustee to the
American Association of Endodon-
tists and appointed Chairman of
the Research Section of the En-
dowment and Memorial Founda-
tion of the AAE.

Robert J. Nelsen, former Execu-
tive Director for the American
College of Dentists, has been se-
lected to be the recipient of the Dr.
Fones Medal at the Mid-Season
Meeting of the Connecticut State
Dental Association. The award is in
recognition of Dr. Nelsen's out-
standing achievements and contri-
butions to the profession.

James A. Harrell, Sr.

4

Robert J. Nelsen
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Edward J. Forrest, Dean of the
University of Pittsburgh School of
Dental Medicine has been named
the 1982 recipient of the Pennsyl-
vania Dental Association (PDA)
Annual Award which is the PDA's
highest honor. The award is pre-
sented to individuals "whose sig-
nificant attainments and high
standing have been of such charac-
ter as to have materially advanced
the science and art of dentistry and
whose public life and activities
have been of such nature as to
reflect great credit on the pro-
fession".

Robert E. Lamb of Dallas was
honored as Distinguished Alumnus
of the year by the Baylor Dental
Alumni Association. The award is
given "in recognition of constant
devotion and outstanding contri-
butions to the art and science of
dentistry." He has been the Secre-
tary-Treasurer of the Texas Section
for ten years.

Frank Pavel of San Diego was
elected President of the American
Board of Oral and Maxillofacial
Surgeons. The Board establishes
fitness and competency criteria
and examines and certifies quali-
fied candidates. Dr. Pavel is an
Associate Clinical Professor of Sur-
gery at the University of California
at San Diego Medical School and is
in private practice in San Diego. He
is an internationally recognized
authority on the surgical correction
of dentofacial deformities.

Robert L. Heinze of Rockville
Center, New York has received an
Award of Merit from the University
of Pennsylvania Dental Alumni So-
ciety in recognition of his services
and his devotion to the advance-
ment of dentistry. Dr. Heinze served
on the Board of Regents for the
American College of Dentists and
has been in active practice in den-
tistry for almost sixty years.

Dr. Robert E. Lamb, left, with Mrs. Lamb, receives the Baylor University Dental Alumni
Association's Distinguished Alumnus Award for 1982 from Dr. Morris L Barrington,
president of the Baylor Dental Alumni Association.

Frank Pavel

Clifton 0. Dummett, chairman
of the department of community
dentistry at the University of South-
ern California served as a member
of the U.S. Health Team which was
invited to assess health practitioner
training in Nigeria earlier this year.

Russell V. Brown, Dean of Mar-
quette University School of Den-
tistry has been chosen as president-
elect of the American Society of
Dentistry for Children (ASDC). He
will begin his term as president in
October 1982.

Russell V. Brown
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William P. Humphrey

Leonard K. Schreiber of Morrow,
Georgia has been appointed Pro-
fessor Emeritus and Head Emeritus
of the Department of Dental Hy-
giene at Clayton Junior College,
Morrow, Georgia by the Board of
Regents of the University System
of Georgia. The appointment fol-
lowed his retirement as Head of the
Department of Dental Hygiene.

L. Don Shumaker

William P. Humphrey of Denver
received an Honorary Degree of
Doctor of Science from the Uni-
versity of Colorado. Dr. Humphrey
is widely recognized for his work in
pediatric dentistry and is particu-
larly noted for his pioneering efforts
in developing the stainless steel
crown, presenting hundreds of
clinics and papers on the use of
steel crowns. This year Dr. Hum-
phrey was also named the Alumnus
of the Year by the University of
Kansas City Dental School. He
formerly served a term on the
American College of Dentists' Board
of Regents.

Erik D. Olsen

Erik D. Olsen, President of Cali-
fornia Dental Service, was elected
President of the Delta Plans Associ-
ation. He was also elected to a
second three-year term as a mem-
ber of the Association's Board of
Directors

L. Don Shumaker of Cleveland is
the President-Elect of the Ohio
Dental Association. He has also
been appointed to serve as Speaker
of the House of Delegates for the
Academy of General Dentistry.

Russell I. Todd of Richmond,
Kentucky, author of several books
as a traveler, philosopher and hu-
morist has received an Honorary
Degree of Doctor of Laws from
Cumberland College at Williams-
burg, Kentucky.

E. Jeff Justis, Memphis, Tennes-
see has been honored by the Mem-
phis Dental Society for his many
years of service to the profes-
sion. He was president of the
Tennessee Dental Association,
served on the ADA Board of Trus-
tees and was ADA Treasurer for
three years.

E Jeff Justis, Sr. of Memphis was honored

by the Memphis Dental Society at a formal

appreciation dinner and presented with a

beautiful grandfather clock. Guest speakers

included TDA President William Manning,

ADA Trustee Joseph Hagan, ACD President

Richard Reynolds, ADA Past President

Frank Bowyer and former Tennessee

Governor, Winfield C. Dunn. Pictured above

with the clock, left to right, are Dr. Frank

Bowyer, Mrs. Justis, Dr. E.. Jeff Justis and Dr.

Justis' niece, Yvonne Justis.
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At the Spring Board of Regents meeting,
Regent Leo E. Young, right, presents a
check for $500. to the American College of
Dentists Foundation from the Southern
California Section. Accepting on behalf of
the Foundation is Odin M. Langsjoen, Foun-
dation President, left.

Not to be outdone at the Spring Board of
Regents meeting, and to continue the
friendly rivalry between the two California
Sections, Regent Robert A. Cupples, left,
also presents a check for $500. from the
Northern California Section to the American
College of Dentists Foundation. Happily
accepting the contribution is Foundation
President Odin M. Langsjoen, right.

"F.A.C.D." The Title of Fellowship

The title of Fellowship in the American College of Dentists (F.A.C.D.)
is conferred on all members of the College and may be used following
one's professional degree on certain limited occasions. It should be
noted that the title "F.A.C.D." is not a degree but a recognition.
In order to conform to good taste and accepted procedures, the use

of the letters F.A.C.D. is limited; it is not used in all cases where degrees
are used. An accepted guide is as follows:

1. It is not used on office doors, office buildings, office name plates
or stationery. Your professional degrees (D.D.S. or D.M.D.) only should
be used here.
2. It may be used in college registers, where faculty listings are

presented, together with all other degrees and titles.
3. Its use following the name of the author of an article published in

a journal at the discretion of the editorial board. Some journals limit
the title to the professional degree as alone. Some include both
academic (A.B.) and professional degrees; some include all degrees of
the writer. The decision should remain with the members of the
editorial board, who can be informed of the Fellowship at the time of
having the paper presented.
4. It should be used, together with both academic and professional

degrees on the title pages of textbooks of which the author is a Fellow
of the College.

5. When signing a professional register, ordinarily the professional
degree only, is given; however, in some foreign countries, when signing
a visitor's register at a dental college, for example, one is expected to
add all degrees for both information and identification. Previous policy
of those signing earlier is a guide.

American College

of Dentists

FOUNDATION

The American College of Dentists
Foundation was established so that
funds contributed to the Founda-
tion could be used for educational,
literary, scientific and charitable
purposes. Available funds may be
used to:

1. Foster and maintain the honor
and integrity of the profession
of dentistry.

2. To study, improve and to facil-
itate dental health care.

3. To promote the study of den-
tistry and research therein, the
diffusion of knowledge
thereof, and the continuing
education of dentists.

4. To cause to be published and
to distribute addresses, re-
ports, treatises and other liter-
ary works on dental subjects.

5. To promote suitable standards
of research, education com-
munication, and delivery of
dental health care.

All contributions to the Founda-
tion are tax-deductible as charit-
able gifts. Individuals, associations
and other foundations are all eligi-
ble to support the work of the
American College of Dentists
Foundation which is classified as a
Section 501 (c) (3) organization
under the IRS Code.
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SECTION
ACTIVITIES

Michigan

The Annual Meeting was divided
into two events—a Special Session
business meeting and the Annual
Banquet. The special session was
for the purpose of defining and
identifying objectives and goals
that the Section might want to
pursue.
Keynote speaker for the special

session was the ACD Executive
Director, Dr. Gordon H. Rovelstad
who was introduced by Regent Dr.
Paul S. Butcher. Dr. Rovelstad
presented a brief history of the
College and its original objectives.
He indicated how these same high
ideals and standards of excellence
are still being pursued today by the
American College of Dentists. He
discussed the modernization of the
ACD central office and the new
computerized system now in oper-
ation which should provide more
efficient service for the member-
ship.
Dr. Rovelstad expressed his con-

cerns about the philosophies and
attitudes of dental students and
new graduates who seem to have
little insight into professionalism.
Another concern is the large decline
in the number of dental school
applicants.
Section Chairman Charles De-

fever reported on the results of a
recent survey of the Michigan Sec-
tion in which two-thirds of the
respondents indicated their desire
for the Section to sponsor recogni-
tion awards or scientific programs
(or both).

The Silent Bell

Dr. Donald Hallas discussed the
activities of the Grand Rapids area

Fellows. The concerns of this group
for some meaningful project led to
the creation of a Distinguished
Service Award. The award is pre-
sented annually to one or more
members of the local component
dental society who have made
continued and outstanding contri-
butions to the profession. The re-
cipient(s) of the Distinguished Ser-
vice Award are honored at a dental
society meeting and presented with
a unique "Silent Bell", which is a
personalized, engraved brass bell
without a clapper, that is symbolic
of quiet dedicated contributions
to the profession without proprie-
tary or commercial interests.

Sponsorship of this award by the
American College of Dentists will
be denoted on the program.

Claude L. Raby, Jr.

Metropolitan
Washington D.C.

The Section meeting was held at
the Shoreham Hotel in Washington
with the Section acting as host for
the 50th Annual Spring Meeting of
the District of Columbia Dental
Society.
The breakfast, attended by over

150 members and guests, heard
Senator John Glenn of Ohio discuss
the existing state of our defenses
and the roll of government in
solving the problems of the
economy.

John R. Salcetti
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Nominations Due
February 1, 1983

Nominations for Fellowship
Candidates to be inducted at the
1983 Convocation at Anaheim,
California should be submitted
no later than February 1, 1983.

For Nomination Forms, write to
The American College of

Dentists
7315 Wisconsin Avenue
Bethesda, MD 20814

Carolinas
The Carolinas Section enjoyed a

weekend annual meeting at Mid-
pines, N.C. for husbands and wives.
Dr. Clarence Sockwell of the

University of North Carolina School
of Dentistry brought the doctors
up to date on composites and
current techniques.
A report was presented that would

challenge the profession to hold to
the code of ethics and to resist
attempts to further change the
laws regulating dentistry, that
would allow changes detrimental
to the dental health of the public.
This report will be discussed more
thoroughly at our next meeting.
New officers for 1982 will be Dr.

Frank Hines of Columbia, S.C.,
Chairman; Dr. Jack Shankle of
Chapel Hill, N.C., Vice Chairman;
and Dr. Larry Williams of Benson,
N.C., Secretary-Treasurer.

Larry A. Williams

American College of Dentists leaders at the Carolinas Section meeting in MidPines, N.C. Left to
right, Charles W. Horton, outgoing Chairman for the Section; William C. Draffin, Immediate
Past-President for the ACD; Charles W. Fain, Jr., ACD Regent for Regency 3; Robert J. Nelsen,
former ACD Executive Director

tT

Dr. Charles W. Horton is presented a plaque in recognition of his leadership as Section
Chairman. Left to right are Robert J. (Jack) Shankle, Section Vice Chairman; Franklin B.
Hines, Jr., new Section Chairman; outgoing Section Chairman, Dr. Horton; and Larry A.
Williams, Section Secretary-Treasurer.
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Washington State-
British Columbia

The annual meeting of the Sec-
tion was held in Spokane, Washing-
ton at the meeting of the Washing-
ton State Dental Association.

Section Chairman George Dore
reported on the perceived need to
invite younger but qualified practi-
tioners to membership in the Col-
lege. He also expressed concern
that some apparently well-qualified
nominees were not accepted for a
reason not fully understood. It was
decided to send a newsletter to the
Section members explaining the
nomination process and the need
for new members.

Chairman Dore also announced
that the first recipient of the Ferrier
Prize, for the student most profi-
cient in operative dentistry, was
Mr. Howard Carlson, a senior at the
University of Washington Dental
School. This award will be given in
alternate years to a University of
Washington and University of Brit-
ish Columbia junior dental student.
The fund for the Ferrier Prize was
started by a gift from the estate of
Fellow Walden I. Ferrier which has
been augmented by contributions
from Section members and largely
through the efforts of Dr. Bruce B.
Smith.

The highlight of the evening
meeting was our guest-speaker, Dr.
Karl-Acke Omnell, the new Dean of
the University of Washington Den-
tal School. He described his view of
the problems of the dental school
and offered his optimistic outlook
for the future of dentistry.

Charles V. Farrell

Southern California

The Section held its annual break-
fast meeting with the International
College of Dentists in conjunction
with California Dental Association
Spring Scientific Session at Ana-
heim.
Our main speaker was ACD Presi-

dent Dr. Richard Reynolds who
emphasized the positive side in
current dental affairs.

Dr. Leon Ashjian was honored
and presented with a recognition
plaque for his six years of service
on the ACD Board of Regents as the
Regent for Regency 7.
Among the many dignitaries

present were Dr. Robert Cupples
the ACD Regent for Regency 8 and
Dr. Burton Press, the ADA Presi-
dent-Elect.
Following the meeting, a Section

officers meeting was held to con-
solidate plans for the Section to act
as the Host Section for the activities
connected with the annual Convo-
cation at Las Vegas in November.
Section officers installed by Re-

gent Leo E. Young were Admiral
William H. Molle, Chairman; Jack
F. Conley, Vice-Chairman; and
Richard B. Hancock continuing as
Secretary-Treasurer.

Lennart E. Karlson

Oklahoma

The Section meeting was held in
Oklahoma City during the Okla-
homa State Dental Meeting.
The Orthodontic Department at

the University of Oklahoma College
of Dentistry has established an
Orthodontic Library as a memorial
to the late Dr. Harry H. Sorrels of
Oklahoma City who was a Fellow in
the Oklahoma Section. It was Dr.

Sorrels idea to establish a library at
the College of Dentistry dedicated
exclusively to orthodontic publica-
tions and other materials.
The Section voted to donate $250.

to the Dr. Sorrels Library Fund in
memory of Dr. Sorrels.
In line with reports from other

areas of the country, there has also
been a decline in student applica-
tions at the University of Oklahoma
College of Dentistry.

It was proposed that a joint
meeting be planned for next year
with the International College of
Dentists at the Oklahoma State
Dental Meeting.

Walter E. Dilts

New Jersey

The meeting was held at the
Ramada Inn in Clark.
Guest Speaker was Dr. Gordon

Rovelstad, Executive Director for
the College who spoke on, "Old and
New Directions; What is it to be in
dentistry?"
Dr. Rovelstad discussed the fu-

ture objectives of the College, the
activities of the College, dues struc-
tures and the financial status, and
the changes in the format of the
Journal.
In looking to the future, Dr.

Rovelstad sees a change in the
character of practices with a 30-40
per cent reduction in caries and a
challenge to the dentists to estab-
lish new roles in dental treatment.
Graduating classes must concen-
trate on quality, not quantity, in
their graduates.
In conclusion, he urged that ACD

Sections must take on projects that
have an impact on the future of
dentistry

Clifford W. Doeringer
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A POSITIVE VIEW

An address before the Southern California Section

by the President of the American College of Dentists,

Richard, J. Reynolds.

It is a pleasure for me to repre-
sent the officers and Regents of the
American College of Dentists and
to bring you their greeting and best
wishes. Let me hasten to assure
you that we are sensitive to Section
problems and needs, and that we
stand ready to provide whatever
support and assistance you possi-
bly may require.

It occurred to me that in the time
I have been allotted, it might be
somewhat refreshing to say some-
thing positive for a change rather
than dwelling on the doom and
gloom that we are hearing from all
sides regarding the state of our
profession. Obviously, it would be
totally absurd to deny the validity
of our concerns and the problems
confronting the dental profession.
It has been said that "to have faults,
and to be making no effort to
amend them, is to have faults,
indeed." These are trying times,
and although things may be diffi-
cult, therein lies the opportunity
for constructive change. The bad
news is constantly before us: the
state of the economy, high interest
rates, inflation, the burgeoning
national debt, unemployment, the
shifting of the monetary potential
away from the U.S. to other coun-
tries, and our own in-house prob-

Richard J. Reynolds

lems of oversupply of dental man-
power and the current concern
over the lack of busyness.
The good news is that labor,

management and the federal gov-
ernment are finally awakening to
the grim reality that past practice
involving inordinately high labor
costs, fringe benefits, days off, re-
strictive government regulations,
inefficient manufacturing tech-
niques, and environmental con-
cerns have caused us, as a nation,
to lose our competitive position.
Speaking of environmental con-
cerns, may I say, that while we
should be concerned about envi-
ronmental protection, the worst

possible environment is being
broke, hungry, and out of work.
Our problems can, and must, in the
interest of our national welfare, be
solved through recognition that
the laws of the marketplace can
no longer be ignored. We must be
aggressive in our determination to
recapture our competitive position
and unwavering in our commit-
ment to produce products made in
America which are of superior
quality and competitively priced.
In the words of H.L. Mencken, "It is
dangerous to make predictions,
especially about the future." How-
ever, it is safe to say that the

Dentistry is acknowledged
to be the most cost-effective
of the health professions and
is looked upon as the leader
in peer review.

economy will rebound as it always
has in the past periods of economic
recessions. Some of our concerns
and problems are over-dramatized,
some will be self-correcting, and
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some won't even happen. To call
attention to a few examples, I
should like to mention that we are
witnessing a dramatic reduction in
the applicant pool and in the size
of the classes in our dental colleges.
While this is not entirely a desirable
situation, it nevertheless will tend
to correct the oversupply of
dentists.
Recent events have drawn a

great deal of attention to proposed
pro-competition health care legis-
lation. These bills are designed to
hold down health care costs, but
have grave implications for the
continued viability of dental pre-
payment programs. 75 million
Americans are now covered by
dental plans, representing 6.3 bil-
lion dollars per year in dental care.
In spite of the anxiety generated
by pro-competition legislation, it
now appears that dental insurance,
with its copayments, deductibles,
and limits, might be exempted.
Congress is several weeks or
months away from serious consid-
eration of this legislation, and
much can happen between now
and then. In national polls, our pro-
fession has been ranked second in
terms of public confidence and
esteem. Contrary to published
reports that we suffer from an
inordinately high rate of stress-
related personal and social prob-
lems, these allegations are undoc-
umented, false, and misleading.
Perhaps you have seen the March,
1982 issue of Harper's magazine
featuring an eleven page article
entitled, "The Secret Lives of Den-
tists". The premise of the article is
that we dentists are the way we
are because we are overly sensitive
to the public perception of dentists,
generally. According to the writer
of the article, a dentist is not an
interesting individual, but a drudge
whose uniform looks like a bowling
shirt, whose office looks like a
futuristic beauty parlor, whose
fingers taste like soap, and who
wanted to be a physician but wasn't
smart enough to get in medical
school. We are supposed to suffer
disproportionately from physical
and emotional debilitation, suicide,

drug abuse, and divorce. The nega-
tive comments and generalizations
made are not substantiated by the
facts. A review of the literature on
occupational hazards and emo-
tional stress among dentists result-
ing in possible maladaptive behav-
ior, morbidity and mortality, was
the subject of a report prepared
by the Bureau of Economic Re-
search and Statistics of the ADA.
The conclusion reached was that
dentists are healthy and have an
overall death rate from all causes
that is lower than the white, male
population of equivalent ages. No

In spite of our worries about
alternative delivery systems
. . . 95% of all dental treat-
ment is still being done in
private offices.

study has found excessive rates of
death from leukemia or cancer
that might suggest problems of
occupational exposure to radia-
tion, mercury, or other equipment
hazards. On the basis of available
data, it would appear that very few
dentists have occupational hazards
and stresses resulting in death.

Dentistry is acknowledged to be
the most cost-effective of the
health professions and is looked
upon as the leader in peer review.
We can take pride in the phenom-
enal success of our preventive
efforts.
In spite of our worries about

alternative delivery systems and
the growth of retail dental centers,
95% of all dental treatment is still
being done in private offices.
The FTC has been a thorn in our

side, and its rulings have done
violence to the traditional values of
our code of ethics and state dental
practice acts. FTC chairman, James
Miller, has informed Congress that
he opposes exemptions for the pro-
fessions from FTC jurisdiction and
enforcement of anti-trust and con-
sumer protection laws. Sen. Robert
Kasten, R-Wisconsin, Chairman of
a Senate subcommittee with juris-
diction over the FTC, told those

attending the ADA-ADPAC Public
Affairs Conference in March that
the FTC has gone too far in the area
of regulation. He questioned the
FTC role in pre-empting state laws
and affirmed that states are doing
an adequate job of regulating the
professions, and that double layers
of laws are not needed. Mr. Miller
said the FTC was trying to regulate
the professions only in those
instances that involve restraint of
trade, price-fixing, and/or boy-
cotts. The Commission's legislative
authority expires this fall. There
are bills in both chambers to place
restraints on continued unauthor-
ized FTC activities in dentistry and
other state regulated professions.
In the Senate, the McClure-Melcher
Bill, which originally failed by a
mere two votes, 47-45, has been
introduced as S 1984 by Senator
James McClure, R-Idaho, and Sen-
ator John Melcher, D-Montana. It
has 10 co-sponsors and would
amend the FTC act to clarify that
the commission does not have
jurisdiction over state regulated
professions. In the House, similar
legislation co-sponsored by Rep.
Thomas Luken, D-Ohio, and Rep.
Gary Lee, R-New York, HR3722
has 166 co-sponsors. It would
impose a moratorium limiting FTC
activities involving state regulated
professions and their non-profit
professional associations.

It was gratifying that the FTC
withdrew its request for General
Accounting Office approval of a
proposed denturist study. The ADA
provided extensive commentary to
the G.A.O. in which objections to
the study as proposed were out-
lined. Moreover, it was equally
gratifying that the FTC decided to
retreat on its investigation of inde-
pendent hygiene practice. As in the
case of denturism, violent objec-
tions were raised to the proposed
study, and several state associa-
tions were quick to register their
disapproval.

Historically, the common bond
of all professions has been the Code
of Ethics, for it is through volun-
tary adherence to such standards
of conduct that members of a pro-
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fession manifest their moral and
ethical accountability. Professions,
like religions, have custody Over
the credentials and the manner in
which persons are admitted and
maintain their membership. The
obligation to abide by common
beliefs, principles, and ethics char-
acterize professions as well as
religions; because these ideals and
objectives serve the common good,
both are entitled to the prerogative
of self-governance and the free-
dom from interference. Sir Thomas
Browne, 17th century physician
and philosopher, held that com-
mon opinion and tradition are
entitled to a legitimate presump-
tion in their favor. If a thing has
been long believed or practiced, we
ought not to discard it unless we
obtain clear evidence that it is
mistaken or outmoded; in other
words, if it ain't broke, don't fix it.
A few years ago, I was privileged

to visit and inspect dental facilities
in Hungary, Russia, Poland, and
Yugoslavia. This experience gave
me an overwhelming sense of pride
in American dentistry. These Iron
Curtain countries, under rigid
political control, are, dent ally
speaking, at least 30-40 years
behind the United States. The pre-
eminence we enjoy has been the
result of a highly developed sense
of order and organizational free-
dom within our profession, which
has made possible the interchange
of knowledge, and the enjoyment
of certain rights, responsibilities,
and privileges unknown in those
countries.
I should like to emphasize that

we should have no concerns about
the progress of our profession
from a technological point of view.
There is constant and dramatic
progress in the research and devel-
opment of new instruments, mate-
rials, techniques, and sophisticated
equipment, computers, stereo
microscopes, and electronic de-
vices.
Permit me to call your attention

to a matter of concern regarding
the College. A demographic analy-
sis of the American College re-
vealed an inordinate imbalance of

Historically, the common
bond of all professions has
been the Code of Ethics, for
it is through voluntary
adherence to such standards
of conduct that members of
a profession manifest their
moral and ethical accounta-
bility.

older Fellows in the make-up of our
membership. 27.6% of our total
membership are life Fellows. Of
the remaining active Fellows, only
30% were between the ages of
35-54. 70% were over 55. These
statistics point up the clear need for
an infusion of younger blood into
the College, and each of us must
assume the responsibility of recog-
nizing those of our younger peers
who exemplify the requisite leader-
ship and professional qualities for
Fellowship, and nominate them at
an earlier age. Obviously, this is not
to say that we advocate a crash
program for the recruitment of
new Fellows. It is suggested, how-
ever, that persons of merit who are
deserving of consideration for
Fellowship not be inadvertently
overlooked or made to wait far
beyond the point of their eligibility.
To allow this to happen is mani-
festly not fair to the individual, and
not only defeats the purposes and
objectives of the College, but de-
prives the Sections of the added
strength they otherwise would
have. Incidentally, you will be glad
to know that the entire nominating
procedure was critically analyzed
at a special meeting of the entire
Board of Regents. It was re-
affirmed that the process is valid
and democratic, and is designed to
identify individuals by accomplish-
ment rather than to allow friend-
ship, associations, or special favors
to enter into the selection process.
The nomination form, however,
was reviewed carefully, and was
found to be too complicated and
bulky, and therefore in need of
revision. Several changes were
recommended which will have the

effect of simplifying, streamlining,
and facilitating the nominating
procedure. Unfortunately, in many
instances the nomination form is
not completed properly or the
sponsors fail to elicit the full extent
of the nominee's accomplishments.
For this reason, about 1/3 of the
nominations submitted fall short
of presenting sufficient creden-
tials, leaving the Credentials Com-
mittee no alternative but to recom-
mend disapproval. The importance
of exercising extreme care in com-
pleting the nomination form,
paying scrupulous attention to the
nominee's professional achieve-
ment and his community involve-
ment, cannot be over-emphasized.
A word or two about attendance

at Section meetings—a perennial
problem. In every section, a hard
core of dedicated Fellows take
their Fellowship seriously. They
are the ones who can be depended
upon to attend faithfully the Sec-
tion meetings, and to fulfill good
naturedly and energetically, their
particular assignments and re-
sponsibilities. Regrettably, there
are those who passively remain on
the College roll and pay their dues,
but beyond that, do nothing. We all
have individuals in our Section
membership who have seldom, if
ever, even attended a Section
meeting. Certainly a prestigious
professional organization such as
the American College of Dentists
should be able to expect more from
those chosen for the honor and
distinction of Fellowship.
Let me conclude by saying that

I am optimistic about the future of
dentistry. We do have problems,
but we have a lot going for us. As
a result of my travels over the
country, I am convinced that
through the collective energies and
conscientious efforts of the thou-
sands of dedicated colleagues
throughout the length and breadth
of our land, we will ultimately pre-
vail in maintaining the integrity
and dignity of the dental profession.

Reprint requests to:
Richard J. Reynolds, DDS
5350 Poplar Ave., Suite 308
Memphis, Tennessee 38119
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DENTAL RADIOLOGY

TRENDS, ISSUES AND PROBLEMS

Lauriston S. Taylor*

Keynote address at the National Center for
Health Care Technology Assessment Forum on
Dental Radiology

One may well ask why a whole
conference of this magnitude
should center upon questions of
dental radiology. A couple of de-
cades ago it would have been
downright unreasonable. But for
the past decade or so, radiation in
any form or application raises in
the minds of many, perceptions of
risk out of all proportion to the
realities of the situation. This has
been engendered by many sources.
There are those who, for whatever
reason, oppose nuclear power or
weapons and try to reinforce their
positions by raising the spectre of
radiation injury, cancer, impotence
and sterility. There are the various
news and related media which, in
competition to sell their products
on the competitive market, pro-
mote radiation scare stories rather
than the simple facts. And then
there are the assorted congressio-
nal committees—some 20, a year
or so ago—which seek their polit-
ical brownie points by offering
public platforms to many who have
otherwise lost their accredita-
tion among their professional col-
leagues. Dental radiology is one of
the sufferers along the way, in that

• Past President, National Council on

Radiation Protection and Measurements

it attracts a negative attention out
of all proportion to its potential for
causing radiation injury. Yet the
spectre of injury is constantly dis-
played to the patient. However the
issues be stated or titled, the overall
issue is the protection of patients
against the "ravages of X-rays". I
shall discuss briefly a few aspects
of the problem.

Dental radiology is one of
the sufferers along the way,
in that it attracts a negative
attention out of all propor-
tion to its potential for caus-
ing radiation injury.

Status of our Radiation
Effects Knowledge

To quote myself,' "Today we
know about all we need to know for
adequate protection from ionizing
radiation". If there are remaining
problems they lie mainly in the
practical clinical application of our
knowledge, and separately in the
conveyance of that knowledge and
understanding to the public, in

general, and the patient, in partic-
ular. What do we know?
We know that:

Ionizing radiation, delivered in
sufficiently large amounts, can
cause determinable effects or in-
juries to any biological system.
However, for any particular effect
observed, radiation would not
necessarily have to have been the
causative agent. Practically any
effect caused by radiation can
occur from many non-radiation
causes.

Radiation effects increase expo-
nentially with dose when delivered
acutely in moderate amounts, say
100 rads upwards, to the regions
observed. Precise relationships are
difficult to establish for the reason
that radiation delivered to one part
of the body may not necessarily
produce any normally detected
result in that area and yet have an
effect on some other part of the
body not necessarily exposed. How-
ever, for practical protection pur-
poses, we postulate that for acute
doses of radiation to any part of the
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body, the effect is proportional to
the dose. This errs in the safe
direction.
There may be long latent periods

between the time of exposure and
the appearance of any effects that
might reasonably be attributed to
that exposure. Very large doses
(above 500 rads) can show effects
within minutes or hours. Low doses
(below 50 rads) may not show any
effects for periods up to several
tens of years, if ever. In general, the
lower the dose and the rate at
which it is delivered, the longer will
be the period of latency before the
effect manifests itself. There is a
generally inverse relationship be-
tween dose and latent period. The
problem of cause/effect identifica-
tion becomes especially difficult in
the low-dose region, say below 25
or 50 rads, delivered acutely, for
which the latent period may be 3 to
5 decades.

Practically any effect caused
by radiation can occur from
many non-radiation causes.

During such a long period any
individual would be subjected to
hundreds other insults, any num-
ber of which might produce the
same effect as the radiation. Mean-
ingful dose-effect relationships can
therefore only be obtained by
highly sophisticated statistical
methods. With all of our available
statistical techniques of today, the
number of subjects needed to show
a statistically significant result, one
way or the other, to exposure of a
few rads per year runs into the
billions and hence becomes imprac-
tical.
Man has always lived in a

radiation environment which,
except for a very small increment
due to weapons testing, has been
essentially constant. Galactic radia-
tion levels have changed little,
except for rare but very large
changes associated with reversals
of the earth's magnetic field.
There is uncertainty about the

existence of threshold effects for
ionizing radiation; that is, dose
levels above which an effect will
almost certainly occur and below
which it will almost certainly not. It
is generally believed that ther:• are
few threshold effects, although
there are clearly some.

Dental radiography must
have an intended good effect
upon the patient's well-being.
Any lessor or contrary reason
would make radiography im-
proper.

For the purpose of numerical
protection standards, it is assumed
that unless the contrary is clearly
identified, any radiation will cause
an effect, if not an injury. The
development of a clearcut position
on this question runs into compli-
cations depending upon the effects
selected and how they are de-
scribed. There are some demon-
strated threshold effects in genetic
dose-effect relationships. A skin
erythema is definitely a threshold
phenomenon. For internal body
burdens of radium, there is what
may be reasonably described as a
practical threshold," if not an
absolute threshold of injury. The
threshold problem perhaps hinges
about our ability to observe what
may properly be described as an
effect. It might well be that thres-
holds do indeed occur at exposure
levels below those for which we
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have an observational capability.
Under these circumstances, we
face a situation where we cannot
say with any certainty that there is
or is not a threshold. This has lead
to the adoption by the radiation
protection community of the gen-
eral postulation that thresholds do
not exist and that therefore for any
level of radiation, no matter how
small, there may be an effect
however undetectable. Here we
encounter a further difficulty. If
one is concerned about the degree
of hazard in the dose region where
effects cannot be found or iden-
tified, to what extent should an
attempt be made to further "re-
duce the hazard" to some fraction
of what could not be found in the
first place? The question is "How
large is half of something that
cannot be measured?"

Dose effects are not cumulative.
There must be some process of
repair or recovery or replacement
of cells, both of a genetic and
somatic nature, if for no other
reason, other than that based
on modern radiation therapy tech-
niques. It has been known for at
least fifty years that the total
amount of radiation delivered to a
tumor and surrounding tissues can
be enormously increased by the
simple expedient of introducing
"rest periods" between each treat-
ment. Without some sort of recov-
ery phenomena in play, there could
be no reasonable radiation therapy
today which, of course, is not the
case.
Today we know enough about

dose-effect relationships to state
unequivocally that at least for low
Linear Energy Transfer (LET) radi-
ations* the relationships cannot be
strictly linear over the whole dose
range and that for high doses they
are almost certainly non-linear. In
general, the deviation from lin-
earity has been such as to make our
actual radiatiOn exposure effects
less than predicted by the linear
relationship alone.

'Footnote: X-rays, gamma rays, and beta
rays

The difficulty, of course, is
that since we do not know the
precise relationship—and perhaps
it doesn't make too much differ-
ence anyway—it is assumed, as a
matter of cautious procedure, that
the dose-effect relationships are
linear throughout the entire dose
range. This assumption is con-
stantly being subjected to hard
scrutiny because, if taken too
literally, it leads to unnecessary and
unjustifiable restrictions on the use
of ionizing radiations.

It is as professionally im-
proper not to do an indicated
radiograph as it is to do one
that is clearly not indicated.

In spite of the scientifically
accepted conditions just outlined,
plus other caveats not stated here,
our numerical regulatory protec-
tion standards are based upon the
unproven assumption or hypothe-
sis of a single, linear dose-effect
relationship for all doses and dose
rates, without a threshold of effect.
Having put our radiation knowl-

edge into its proper position of risk
importance, let us turn to a number
of factors which can, neverthe-
less, improve our dental x-ray
practices.

Risk and Risk

Benefit Balance

The first general concept of a risk
philosophy in radiation protection
was advanced by the National
Council on Radiation Protection
(NCRP) in the late 1940's when
it adopted the assumption, and
treated it as fact, that there was no
threshold of dose below which
some radiation effect might occur.3
This led naturally to the broad
philosophy, that since any dose,
however small, might have some
adverse effect (risk), also however
small, the deliberate application of
radiation to a person must occur
only when some expected benefit
to that person was expected to
result. This has led to the over-
simplified cliche of balancing risk

against benefit. As a vague principle
it is sound but as a practical matter
it is quantitatively impractical if not
impossible.
Any application of X-rays to a

patient must be sharply limited to
those situations expected to be of
benefit to the patient. As so well put
by Robert Nelson,' there must be
an intended good effect of some
kind.

Risks, by definition, are always
relative to something—they repre-
sent a comparison and, as such, can
be evaluated in some terms. Bene-
fits, on the other hand are far less
tangible and may redound to the
person at radiation risk or to some
third party not at radiation risk at
all. In the medical and dental case
the first party benefit is the one of
concern. The benefit is better
health, less pain, better appearance
and soon. But how do you describe
and compare these with each
other? Does a patient perceive
appearance as more valuable than
health? Some obviously do, but
what are the units for comparison?
And vastly more difficult is a
comparison with some negative
effect such as a theoretical risk of
X-ray exposure. In fact, since there
are no common units between a
risk and a benefit (probably not
even a clear definition of the two)
there can be no way to balance one
against the other in any meaningful
manner. About the most we can say
is that any proper dental procedure
is of some benefit to the patient
while the risk is theoretical and
probably unimportantly small.

ALAP—ALARA5

At the time that the NCRP put
forward its first post-war detailed
numerical radiation protection
standards recommendations it was
concerned, lest with the new radia-
tion tools available, that the new
atomic industry might exploit its
workers by needlessly exposing
them to radiation up to the very
limit of the proposed standards. It
therefore admonished that, even
while working within the prescribed
maximum permissible dose (MPD),
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the exposure of persons should be
kept as low as practicable (ALAP)
below the MPD.6 The International
Commission on Radiation Protec-
tion (ICRP) subsequently made the
same recommendation but called it
"As low as reasonably achievable"
(ALARA)! ALARA is now the
acronym most commonly used and
misused by the government. As
events proved however, the atomic
energy contractors operating
under the safety pressures of the
Atomic Energy Commission (AEC),
followed the already well-estab-
lished principle of setting their
internal working standards at 1/5
to 1/10 those required by regula-
tion. The ALAP philosophy worked
as intended and industry used its
own initiative, imagination and
enterprise to insure its confor-
mance with the basic standards.
The same principles should be
applied in dental offices to its
workers and to patients, even
though their x-ray exposure levels
are not under regulatory control at
present—and hopefully never will
be.
However a warning must be

voiced. There is a current trend
within at least two Federal regula-
tory agencies, to interpret the
ALARA principle as urging a low-
ering of the basic MPD's to some
level as low as can be "reasonably"
achieved. Who decides what is
reasonable? A main argument used
to support this is "industry has
clearly demonstrated its ability to
operate at levels well below the
MPD, therefore let us make those
levels official". Of course there is a
major flaw in this simple argument;
as soon as lower MPD's are set
under the ALARA or any other
such principle, industry immedi-
ately re-establishes its own working
levels at 1/5 to 1/10 of the new
standards and the process starts all
over again. It becomes a bottomless
ratcheting process with the public
paying the needless price for bu-
reaucratic enterprise. While this
problem may seem remote from
the dental office, don't overlook
it—the penchant for governmental
meddling with our protection stan-

dards is both pervasive and in-
vasive.
The ALAP or ALARA principle as

intended by its originators was to
encourage on the part of the
users—not the regulators—innova-
tion, inventiveness, ingenuity and
good practices within a uniform
radiation standards control system.
It is a philosophy. It cannot be
codifiectit cannot be quantitated; it
cannot be regulated—else it loses
its entire meaning. And because it
cannot be codified it cannot be
adjudicated or audited.

Selection of Patients for
Radiological Procedures

So having briefly covered certain
aspects of our dental radiology
situation it might seem that we
have no central purpose to this
discussion. Not so! We still have the
patient to serve in the most effica-
cious manner reasonably achiev-
able. (The language "reasonably
achievable" is appropriate here
because it is as incumbent upon the
dentist to judge just how much he
should attempt to do for a patient,
as it might be for some to see how
little can be done).
As I have perused the material in

my files, I am struck by the
frequency with which the terms
"moral" or "morality" have ap-
peared. Whether this applies more
to dental radiology than to other
aspects of dental care, I am not
certain. In the radiological case I
believe- I understand, in part, why
the terms may frequently be
used. In my particular professional
circles one of the comments most
often heard centers about a per-
ceived misuse (and risk) of dental
X-rays. "They are too routine",
"done for improvement of income
or for medico-legal protection of
the doctor", "used to check on
Medicaid work", "children shouldn't
have them"—and so on. To the
extent that good and proper dental
practice involves broad issues and
judgments in "patient selection,"
many of the final actions may
properly be said to hang upon the

personal convictions and attitudes
of the dentists. But so does it, in
almost any health related enter-
prise and, for that matter, in almost
any profession or business.
Since I do not believe that we

have any serious deficiencies in our
knowledge of radiation and how to
use it "safely," the problems before
us today are essentially non-tech-
nical and hence may be classified
as moral. Perhaps the word "pro-
perly" should have been used
above instead of "safely" thus
avoiding what is meant by safe—a
term much abused, and usually
carelessly used in the radiation
arena. Webster says, "Safe is: free
from or not liable to danger of any
kind; free from hurt, injury or
damage; not exposed to danger;
secure from harm—", etc. Since in
normal life nothing can really be
safe, we have to regard and explain
it as a relative term. It is one of
those four letter words we should
use only with great circumspection.
Robert Nelsen,' in his very per-

ceptive discussion of possible haz-
ards in dental radiography, speaks
of the morality of the use of X-rays
as an action understood to be
specifically a human action, used
freely and with advertence (with
care and heed). This implies that
the use of X-rays is elective by the
doctor and that he is fully cognizant
of the problems attendant upon
their use. The first decision to be
made is whether the needed infor-
mation can be obtained by some
other means involving less real risk
to the patient as compared with the
theoretical radiation risk. If such
other means exist, radiography is
contra-indicated. If not, radiogra-
phy should be undertaken without
debate. The properly experienced
dentist should be able to make
those decisions quickly but not
capriciously.
Dental radiography must have

an intended good effect upon the
patient's well being—any lesser or
contrary reason would make radi-
ography improper. The kind and
number of exposures must depend
upon the information needed to
address the patient's treatments,
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and that cannot be otherwise
obtained. On its face this would
seem to exclude routine full-mouth
x ray examinations, even for new
patients. It is to be noted that dental
schools seem to differ sharply on
this practice. It should also be noted
that radiographs, once made, may
be useful for purposes not specif-
ically related to the patients care
and this should not be forbidden.
Abuse of such use should be
guarded against.
At times, patients who may be

especially concerned over their
perceptions of radiation hazards
will question the propriety of a
radiograph that shows only a minor
or no pathologic condition. It
should go without saying that even
such negative results can be of
great assistance to the dentist and
also a net benefit to the patient.
There can be no morally wrong
action if the original intent was
correct and proper. It is a matter of
professional judgment and should
rarely be questioned. It is as
professionally improper not to do
an indicated radiograph as it is to
do one that is clearly not indicated.
Here again is a common source of
misunderstanding on the part of
the patient.
There are, in addition, other

improper acts of omission or coin-

Since the public is so deeply
disturbed about dental X-
Ray hazards, as it perceives
them, would money be better
spent in educating (better
informing) the public rather
than pursuing further . . .
reductions . . . in the doses?

mission that may be important in
the overall dental radiographic
picture—these relate to careless
personal techniques. To list a few
that are frequently heard:

Use of over-age film or film
stored under improper condi-
tions such as to cause back-
ground fogging.
Inadequate developing solution
control.
Improper development proce-
dure such as over-exposing the
film and under-developing the
exposed film.
Mis-alignment of the film, tooth
and beam that may require a
re-take.
Selection of film speed. On this
question there is substantial
disagreement. Most dentists (I
am told) use the fast film
because "that is what the in-

spectors will ask about". It has
however, a coarser grain and
for the detail the slightly slower
film is frequently to be pre-
ferred. This is a case where we
can be penny wise and pound
foolish as far as unnecessary
radiation exposure is con-
cerned. In view of other vari-
ables the difference is probably
unimportantly small.
Cones and diaphrams, once
installed and checked should
not be a matter for further
concern.

There have been instances of
deliberate mis-use of radiographic
procedures or use for improper
purposes:

- Psychological dependence to
impress patients.

- A source of extra income.
- Proof of dental treatment in
connection with insurance
claims.

- Demonstration of treatment
performed for medico-legal
protection of the dentist.

(There can be circumstances
when films taken for normal pro-
per purposes would serve equally
well in the two cases above. With
the legal pressures on the medical
and dental professions as they exist
today, perhaps some respite from

Table I. Average Annual Radiation Expozrure of the Population"

Source Dose, (millirads) Comment

Natural Radiation* —100 Bone, marrow dose (BMD)

—100 Genetically significant dose (GSD)

Medical & Denta111 •12 103 BMD

Medical 20 GSD

Dental 2.9 BMD (2.8% of total BMD)

Dental11 <0.1 GSD (<0.1% of total GSD)

Dental Porcelain 10,000-15,000 Alpha radiation to basal mucosa. (Range for individual

60-130 rads) Beta radiation 900 mrads

, Television .5 GSD

Fallout 2 GSD

Natural gas, cooking 5 Bronchial epithelium

Air crews 500 GSD (individuals)

Building materials 3.5 BMD

10th floor office, add .7

Bethesda add 3.5

Denver -250 —

*Very roughly, 1/3 galactic, 1/3 terrestrial, 1/3 internal
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these situations should be sought
or at least encouraged).

Comparative Sources of
Radiation Exposure

Let us look briefly at the dental
x-ray exposure situation to see if
we are regarding it in a reasonable
perspective in comparison with
other sources of radiation expo-
sure. A few will be listed; the
numbers will be rough but no more
so than warranted by all measure-
ments and assumptions through
which they are derived. Doses will
be expressed in millirads per year,
averaged over the whole popula-
tion, and will be (mostly) either the
total bone marrow dose (BMD) or
the genetically significant dose
(GSD).8,9,10 "See Table 1 on previous
page."

Noting that dental x rays con-
tribute, roughly, some 3 millirads
or 3% of the total carcinogenic and
genetic health-oriented radiation
to the population, we should exa-
mine three issues:
1) In view of the magnitude of

the useful dose, in relation to
other, largely unavoidable
doses, what level of effort and
cost should be expended on
further reductions?

2) Have we already possibly
exceeded a reasonable cost-
effectiveness limit beyond
which further dose reduction
costs are excessive?

3) Since the public is so deeply
disturbed about dental x ray
hazards, as it perceives them,
would money be better spent
in educating (Better inform-
ing?) the public rather than
pursuing further and probably
costly reductions in the doses
from dental radiology?

Let us take a small example:
Some years ago it was recom-

mended that the diameter of the
dental X-ray beam at the end of the
cone not exceed three inches. This
drew criticism and the counter-
recommendation that the beam
diameter not exceed 2-3/4 inches.
(Could that have been because 2.75

Table II. 0/0 Distribution of Dental Films by Beam Size

Year Beam Diameter

--- 3 in 2.75 in
1964 80% 44%
1970 87% 54%

Let us examine this further:

Table III

Given:
3" dia. field: area A3 = 7.07 sq. in.
2.75" dia. field: area A2 = 5.94 sq. in.
Dental film: area A, = 2.19 sq. in.
Dental BMD, average: 3 millirad/year
Dental GSD 0.1 millirad/year
Difference in areas A3, A2: 16% (1/6) ==--- 0.5 mrad*

A.
Ratio of film area to field area, = .31

A3

AF__ 37

2/3 of Dose is useless --.-- 2 mrad (BMD)
and '.--- .006 mrad (GSD) (Forget it)

*Footnote: It is assumed that any BMD or GSD is roughly proportional to the
cross sectional area of the beam (and hence the volume of scattering tissue)

inches is close to an even metric
value of 9 cm? I don't really know).
In any case, the argument is

apparently persisting for it is noted
in some recently published mate-
rial, comparisons are made be-
tween the doses for each field size."
The success of a dose reduction
program seems in part, to be based
upon an increase in the fraction of
exposures that have been accom-
plished with beam diameters no
greater than 2.75 inches. (Table 2)
(Table 3).

An X-Ray film's. . . values
lie in the knowledge, skill
and judgment of the radiolo-
gist who reads and interprets
it

That means, that for the three
inch field, 69% of the beam has no
useful effect, while for the 23/4"
field, 63% of the useful beam has no
useful effect. In other words, of the
total beam directed upon the pa-
tient roughly 1/3 is utilized effec-

tively for the radiograph while 2/3
appears, in a sense, to be wasted
and the patient exposed needlessly.
Since all of the 3 millirads, aver-

age per year must originate in the
radiographic procedures, and yet
only 1/3 of that is efficacious, it
would seem, off hand, that here is a
big chance for improvement. But is
it really? By reducing the field size
from 3 to 2.75 inches the unneces-
sary irradiated volume is reduced
by 1/6 of the total, the equivalent of
1/2 mrad of the average annual
population exposure. When we are
talking about 0.5 millirads in a year,
we are in the range below the
normal daily variations in galactic
or terrestrial radiation to which
everyone is exposed. When the
argument is carried over to the
G.S.D. we are talking about frac-
tions of 0.1 mrad, or .033 mrad
useful and 0.066 mrad wasted.
The obvious answer to this situa-

tion is to limit the beam to a
rectangular field just the size of the
film, thus achieving 100% effective
exposure. But equally obvious is
the impracticality of accomplishing
this on any large scale, if at all. And
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anyway why go to so much trouble
and expense? If there are any
average effects from these low
average exposures they are un-
doubtedly so small as to be lost in
the morass of insults that we all
suffer from unrelated causes.
Now to be fair, there are varia-

tions in how far these comparisons
may be made, but in any case we
end up by having to consider un-
productive dosages on the order of
1/6 (16%) depending upon the rela-
tive diameters of the beams. The
normal differences are unimpor-
tantly small. This small exercise is
an illustration of how easily we
may lose our sense of humor over
what may really be trivia.

It should be emphasized that the
numbers used are averaged over
the whole population. Not all indi-
viduals have medical or dental care
of some kind, nor do all dental
patients have X-ray examinations.
For genetic considerations, what-
ever doses may be administered to
them are averaged with the whole
population. For individuals, mean
exposures at the skin entrance for
posterior bitewing examinations
are on the order of 300 mR—still a
very small amount, especially if not
occurring more than once a year.'4
(Extremes cited were some 50 and
3000 mR).

All of the items I have discussed
above may play some role—minor
or major—in good radiology. But
the crucial role lies with the den-
tist—not the average dentist, but
each individual one. The dental X-
ray film has a value proportionate
to the ability of the person who
interprets it. "Its value lies in the
eyes of the beholder".4 This exposes
the moral issue involved in all
diagnostic uses of radiation. The
issue may have several ramifica-
tions:

1) Is the film produced with the
reasonably least amount of
radiation required to present
the information anticipated
for the symptoms shown by
the particular patient?

2) Is the quality of the film image
adequate for the purpose in-
tended.

3) After careful examination of
the image, followed by suffi-
cient reflection, is the observer
(the dentist) competent to
make the value judgment
(diagnosis?) to adequately
evaluate the presence or ab-
sence of pathology.

As Nelsen points out, an x-ray
film has no intrinsic value other
than its residual silver. Its values lie
in the knowledge, skill and judg-
ment of the radiologist who reads

If we continue to allow peo-
ple to be frightened away
from dental and medical care
because of unnecessary radi-
ation fears, we are assuming
an anti-health stance that is
professionally intolerable
and dangerous to the health
of the nation.

and interprets it. Since actions
resulting from such judgment in-
volves another person (the patient)
they carry a concomitant moral
attribute?' In the total measure of
effectiveness (benefit) and the gross
exposure (cost), what lies behind
the eyes of the "beholder" of the
film image, is of much more conse-
quence than minor variations in
beam size.
The following question should be

asked: Is the accuracy of the film
interpretation on a par with the
techniques of imaging and the
effectiveness of radiation protec-
tion? This is my question to the
dental profession.
In closing, let me make my per-

sonal position clear. I am not pro-
radiation in the sense of relaxing
our protection standards (if there is
such a position). Although I may
have seemed to downgrade the
radiation hazard problem, I do not
want to relax a reasonable striving
to further improve radiation prac-
tices so long as they contribute to
better dental care. Correct in detail
or not, my remarks are intended to
point up some of the kinds of
problems we should be concerned
with. I am pro-efficacious health

care and I am concerned that if we
continue to allow people to be
frightened away from dental and
medical care because of unneces-
sary radiation fears, we are assum-
ing an anti-health-care stance that
is professionally intolerable and
dangerous to the health of the
nation.
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AUGMENTING LICENSING
EXAMINATIONS

Dramatic changes have occurred
in the practice of dentistry and the
delivery of services. Decreasing
numbers of independent practi-
tioners, changing availability of
manpower, technological advances,
increasing use of auxiliaries, third
party payment mechanisms, ad-
vertising and a general transfor-
mation in the actual types of ser-
vices provided to patients, are but a
few of these developments. The
increasing attention directed to
these changes has to some degree
overshadowed the profession's long
term concern with licensure exam-
inations and reciprocity. It will be
the thesis of the presentation that
because of this avalanche of change
which is impacting on the profes-
sion, the licensing examination pro-
cess should be augmentedto ensure
the applicant's preparation for the
evolving practice of dentistry.
The arguments for and against

particular licensing examination
formats, the general need for and
problems associated with reciproc-
ity and national licensure and the
general advisability of any licens-
ing examination for graduates from

H. Barry Waldman, D.D.S., Ph.D., M.P.H.,
Professor and Chairman, Department of
Dental Health, School of Dental Medicine,
State University of New York at Stony
Brook.

A Need for Change in Light of

the Realities of Dental Practice

accredited schools has filled the
journals for years."° In the presen-
tation by Taintor et al" on the
necessity of updating dental exam-
ining boards, the authors focused
their attention on an added issue.
Their concern (in their capacity as
endodontists) was with the tradi-
tional procedures used to test the
applicant's manual dexterity—in
light of the increasing knowledge
of pulpal biology, mechanics of
stress related to tooth morphology
and cavity preparation criteria and

Dramatic changes in the de-
livery of dental services re-
quire the expansion of the
function of licensing boards.

the infrequent use of these testing
procedures in later practice. In the
authors' brief discourse, they cite
the positive impact that emphasis
on diagnosis and treatment plan-
ning in the North East Regional
Board has had on the increasing
attention to these subjects in the
curricula of the dental schools in
the region served by the Board.

It is in this positive sense that we
shall consider the examining pro-

H. Barry Waldman*

cess in an effort to identify, 1.
accomplishments, (particularly re-
lated to the National Board and
North Eastern Regional Board ex-
aminations), 2. areas of concern
regarding the current format, and
3. subject matter which should be
considered for inclusion in the
examining process. The point of
reference for this discussion shall
be the American Association of
Dental School's long standing state-
ment in its admission publications
that, "the widespread concept that
a dentist is one who 'fixes' teeth is
descriptive of only one area of a
dentist's responsibility." 2.13

Accomplishments
Since 1928, the testing of didactic

knowledge of dental school gradu-
ates has been delegated by the
dental state boards to the National
Board of Dental Examiners. Ac-
cepted by only a few states at its
inception, the National Board is
relied upon today by all states
except Alabama and Delaware. The
National Board is a competitive
examination, with the distribution
of the raw scores to esiablish 85
percent as the average and 75
percent as the passing grade. Part I
reviews the student's knowledge of
the traditional basic science sub-
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Table I. Number of U.S. and Canadian dental students participating

in Part I and Part II of the National Board Examination and percent

failure by academic year.15

Part I Part II

Number taking Percent Number taking Percent

complete exam Failure* complete exam Failure*

1970 — 8.95% — 7.45%

1971 — 9.65 — 7.31

1972 — 9.45 — 9.45

1973 7.74 4574 8.50

1974 5178 8.01 4732 10.86

1975 5385 7.58 5184 8.35

1976 5541 7.61 5594 7.62

1977 5840 7.26 5232 6.59

1978 6014 7.57 5554 8.77

1979 5919 8.35 5674 9.15

1980 6254 8.99 5148 9.91

1981 5778 7.93 5887 9.07

*Includes both partial and complete failures

**Numbers of students are not available for the early 1970s.

jects, including anatomic sciences,
biochemistry, physiology, microbi-
ology, pathology and dental anat-
omy. Part II addresses the clinical
subjects, including operative den-
tistry, pharmacology, prosthodon-
tics, oral surgery, pain control,
orthodontics, pedodontics, oral
pathology, oral radiology, endodon-
tics and periodontics. Between eight
and eleven percent of the first time
student candidates fail one or more
examinations in each section.'4
Throughout the 1970's there has
been only minimal change in the
percent of students who fail com-
ponents of the examinations (Table
I).

If the profession is to survive
. . . the dental graduate
must be prepared to face
difficulties and practice situ-
ations that more established
practitioners never antici-
pated.

Each school of dentistry receives
percentile rank performance re-
ports on their students, thereby
permitting an ongoing review in
terms of national comparative data.

Consistent poor performance or a
sudden decrease in percentile
standings can indicate ongoing or
developing difficulties in the edu-
cational program or faculty per-
formance. Similarly, improved or
consistent favorable performance
can be the reward of improving
and ambitious faculty and curricu-
lum efforts. Thus the National
Board Examination provides an
annual supplemental review of the
educational program that is carried
out periodically by the Commission
on Accreditation.

Finally, and most significant, the
National Board Examination pro-
vides a single national standard for
determining the level of didactic
knowledge of those entering the
dental profession. However efforts
to establish a similar basis for
determining clinical capabilities
have not been as successful. It was
not until 1969, with the establish-
ment of the North East Regional
Board (NERB), that initial steps
were taken in the direction of
national performance standards
for clinical activities. Today candi-
dates for licensure in 14 states* and

'Connecticut, Illinois, Maine, Maryland,
Massachusetts, Michigan, New Hampshire,

New Jersey, New York, Ohio, Pennsylvania,

Rhode Island, Vermont, West Virginia.

the District of Columbia can par-
ticipate in a single examination at
30 dental school testing sites and
qualify for licensure in the 15
jurisdictions. Under these arrange-
ments, approximately half of the
graduates of the dental schools in
the United States are able to com-
plete the clinical examination close
to their usual source of patients,
with the support of familiar dental
assistants and technicians and us-
ing those techniques and proce-
dures taught in their particular
school of dentistry.' Similar re-
gional arrangements now exist in
the jurisdictions served by the three
regional examination programs es-
tablished during the 1970s.'
In each of the four regions test-

ing procedures are uniform through-
out the respective jurisdictions.
They are created by educators and
examiners of the particular region.
Collins' referring specifically to the
NERB, comments that, "It is de-
signed to reflect as accurately and
fairly as possible the professional
performance and judgment level
of each candidate in relation to the
entire group being tested. That
level must be at least a minimally
acceptable one, that assures and
guarantees the safety of the public
who will be entrusted to his care by
the process of licensure."

Referring to the NERB, failing
candidates are required to take re-
examination only in those sections
of the examination in which they
sustain a failure. Evidence of com-
pleted remedial education must be
submitted with the application for
re-examination if failures have oc-
curred in three of the five testing
areas in a single series or if two
successive failures have occurred
in one or more test subjects. (The

'Central Regional Dental Testing Service

(Incorporated 1972) Colorado, Iowa, Kansas,

Minnesota, Missouri, Nebraska, North Da-

kota, Oklahoma, South Dakota, Wisconsin,

Wyoming.
Southern Regional Testing Agency (Incor-

porated 1975) Arkansas, Kentucky, Tennes-
see, Virginia
Western Regional Examining Board (In-

corporated 1976) Arizona, Oregon, Utah,
Colorado, Montana
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Table II. Number and percent of current graduates who were examined and failed the North Eastern
Regional Board Examination by examination section, 1979 + 198017*.

Exam Number
Section Examined

Failure After Failure After Failure After Failure After
First Attempt Second Attempt Third Attempt Fourth Attempt

No. Percent No. Percent No. Percent No. Percent

Comp. Treat.
Planning 4,476

Diagnosis, Oral
Medicine and
Radiology 4,500

Restorative 4,500
Prosthetics 4,500
Periodontics 4,500

86 1.92 6 .13 0 - 0 -

219 4.86 28 .62 4 .08 0 -
474 10.53 59 1.31 13 .28 0 -
189 4.20 10 .22 1 .02 0 -
57 1.26 0 - 0 - 0 -

*Current graduates do not include individuals who completed their studies prior to 1979 and took the examination
for the first time or who were repeating failed sections in previous exams.

test subjects include: 1. compre-
hensive treatment planning, 2. diag-
nosis, oral medicine and radiology,
3. restorative, 4. prosthetics, and 5.
periodontics.) Re-examination may
be taken at any testing site during
the spring, summer or winter
series.'6 Relatively few candidates
are unsuccessful in passing the
examination after a second at-
tempt. (Table II) In general, the
performance on the various licens-
ing examinations has remained
consistent for the past thirty years,
both prior to and since the estab-
lishment of the various regional
examinations. (Table III)

Concern regarding the
current format

Relation of examinations to prac-
tice situations

The review of examinations in
terms of their relevance to job
activities is not specific to the
dental licensing process. Societal
efforts to redress past inequities
based on racial, ethnic, religious
and sex discrimination, as well as a
general concern for over-regula-
tion, has drawn the public's con-
cern to civil service examinations
and entrance requirements for em-

Table Ill. The performance on the four regional and state dental
licensing examinations by recent graduates for selected years.18*

Year
Number
Passed

Number
Failed

Percent
Failure

1950 2998 248 7.6%
1960 3579 337 8.6
1965 3488 388 10.0
1970 3219 321 9.0
1972 4328 384 8.1
1973 4443 517 10.4
1974 4945 656 11.7
1975 5369 678 11.2
1976 5576 674 10.7
1977 5843 622 9.6
1978 5875 699 10.6
1979 6181 478 7.1

*The numbers represent the sum of candidates by individual schools of
dentistry. Since individual graduates took more than one licensing
examination in particular years, the numbers exceed the graduates for the
particular year.

ployment and education opportun-
ities. In addition, these reviews
have been supplemented by the
passage of "sunset legislation; which
seeks to terminate unnecessary
regulations and the very agencies
responsible for their development.
Thus, comments by Taintor et

al" on the necessity of updating
dental examining boards can no
longer be considered as the isolated
and usual attacks on state boards.
Their assertions that, in spite of the
many changes in dentistry, we are
currently testing what we tested 70
years ago" should be considered in
the same sense as efforts by other
groups which are demanding re-
view of civil service examinations
to determine their relevance to job
functions. The authors refer to the
often used gold foil procedure as a
manual dexterity review, rather
than a test procedure to consider
the performance of services in
actual practice. They suggest an
endodontic laboratory or clinical
procedure as a more useful review
of dexterity because of its rele-
vance to later practice.
Ismail,' in his presentation be-

fore the 1981 NERB Deans-Educa-
tors Conference reviewing the reli-
ability of the examination proce-
dure (see following section)
suggested the transformation of
the clinical full prosthetic exami-
nation into a more relevant com-
bined fixed and removable partial
denture and complete laboratory
and clinical review. Stahl,' at this
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Table IV. Percentage of patients receiving specified dental services, 1950, 1959, 1969 and percent

distribution of dental visits by primary reason for visits, 197722.23

1950 1959 1969 1977

Oral examinations 14.8% 20.1% 27.8% 16.1%

Prophylaxes and other preventive treat. 15.4 20.8 29.5 13.1

Fillings (including inlays) 40.0* - 32.0*

Amalgam restorations - 44.6 37.2

Gold inlays - 1.8 1.1

Other fillings - - 9.7 -

Extractions 13.0 13.0 9.8 5.7**

Crowns and bridges 1.9 2.5 3.9 13.5

Full dentures 2.3 2.3 2.0 8.2

Partial dentures 1.4 1.4 1.3

Orthodontics 3.5 3.7 6.5 2.5

Periodontics 2.4 3.2 2.5 1.6

Endodontics 1.2 1.7 2.9 5.2

Other - - 1.8

*not further subdivided

-Includes all oral surgical procedures

same meeting, suggested the grad-
ual adoption of a simulated exami-
nation format to replace restora-
tive, prosthetic and periodontic
clinical procedures. Similarly,
Dubin2' suggested that periodon-
tics be incorporated in the didactic
component of the NERB with the
"Periodontal Examination' be(ing)
gifted to the Periodontal Specialty
Boards rather than meet the mini-
mal competency requirements of
N.E.R.B." He further suggested that
the complete examination "revert
back to the full upper and full
lower setup on an anatomical ar-
ticulator." His thought was that
"this might help change the
prosthetic curriculum at our dental
schools by having more intensive
education and training to qualify
the candidates to excel, surpass
and transcend any and all threats
of the harmful and illegal 'den-
turists." "
In the past 30 years there have

been extensive changes in the types
of services delivered in dental prac-
tices. (Table IV) Surely, it is within
the capabilities of the examiner
and the educator to continue to
challenge the manual dexterity of
the candidate while transforming
the clinical phase of the licensing
examination process to more closely
reflect the services currently pro-
vided in dental practice.

Reliability of
examination scoring

It is beyond the purpose of this
paper to consider whether an ex-
amination of the clinical capabili-
ties of a candidate on any single
day is comparable to an evaluation
of a student's performance during
an extended period of time in
school. However, repeated ques-
tions regarding the reliability of the
current exam format should be
addressed in terms of any effort to
augment the testing procedures.
For example, Hangorsky24 recently
reported that there was "a dis-
crepancy between the NERB ex-
aminers and the fourth-year dental
faculty in assessing the clinical
capabilities of candidates." His
findings "raise serious questions
about the validity and reliability of
licensure examinations."

Similar questions regarding the
reliability of the clinical compo-
nents of the NERB were raised in
the reports at the 1981 meeting of
the Deans-Educators Conference.
Ismaili° suggested that, "the validity
and reliability of the assessment
procedures (on the prosthetic com-
ponent of the examination) is ques-
tionable as to whether it indeed
measures the candidate's perfor-
mance objectively, and not subjec-
tively . . ." Stah120 commented on

the need for "longer indoctrination
of examiners in order to improve
objective judgment." Spette125 re-
flecting on the less than one percent
failure rate in the spring 1981
periodontal component of the
NERB reported that, "The perio-
dontal clinical examination con-
tinues to be a difficult exercise to
assess and standardize from the
standpoint of the examiner and
hence, the low failure rate may be a
reflection, on the part of the exami-
ners, to be lenient rather than
exacting in grading."

Finally, Hangorsky24, sighting the
difference between the reports of
two examiners in a NERB dental
hygiene examination, comments
that, "the methods of assessment
used by the two examiners are so
dissimilar as to make it appear that
two different examinations were
given."
On the other hand, one must also

consider the magnitude of the test-
ing process. In the 1981 spring
NERB series 2227 dental candi-
dates and 2160 dental hygiene
candidates took their respective
examinations in 30 dental schools
and 50 dental hygiene sites. More
than 170 examiners from 15 differ-
ent jurisdictions were involved in
the dental candidate segment of
the examination. Surely any effort
to review thousands of candidates
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is fraught with difficulties. In recog-
nition of this reality, a series of
annual meetings have been held
between dental school deans, edu-
cators and examiners to provide a
forum for the exchange of view-
points. It is hoped that "through
continuing and repeated orienta-
tions and instructions, through the
audio-visual demonstrations con-
ducted each year and challenging
exercises. . . (that there will be) a
decrease in subjectivity and an
increase in objectivity in the grad-
ing of the candidate's performance

If we accept Collins'27* view that
the licensing examination is a "nec-
essary monitor", Minervini's28 per-
ception of the board examinations
as a "performance yardstick" which
provides dental schools with feed-
back on effectiveness and Cross'27"
comment that board examinations
are a necessary "rite of passage" to
ensure competence, then the steps
taken by the North East Regional
Board and other regional testing
programs, despite their many diffi-
culties, must be encouraged in
their efforts to establish uniform
national criteria for practice.

Subject matter which
should be considered for

Inclusion in the
examining process
It is not uncommon to hear
clinical department chairmen
complain that time allotted for
clinical and preclinical training
has been reduced drastically to
accommodate such activities
as behavioral sciences, com-
munity dentistry, and extra-
mural programs. . . . it can
only result in a decrease in
clinical competency for the
new graduate.3°

Any effort to augment the licens-
ing process must come to terms
with these thoughts by the former

*Dr. Collins is Secretary-Treasurer of the
NERB
**Ms. Cross is the vice president and

public member of the State Board of Dental
Examiners of the State of California

editor of the Journal of the Ameri-
can Dental Association. Variations
which redirect the emphasis from
the traditional clinical testing pro-
cess could impact on the educa-
tional program to prepare the
student for licensing examinations
and eventual practice. "The cur-
riculum in dental schools is influ-
enced to a great degree by state
boards. Deans and faculty of dental
schools want students to pass the
state boards . . .11

The boards can have an
influence on upgrading den-
tistry, but only if they are
progressive, and if they do
not hold back the profession
by demanding antiquated
means of looking at dental
care for patients.

But what of the converse situa-
tion—what is the impact on those
segments of the curriculum which
are not reviewed by the various
licensing procedures? Is there no
concern for those areas of the
dental curriculum and eventual
practice which elevates our minis-
trations to the level of a profession?
To assume that either the periodic
dental school accreditation process
or that internal school review
mechanisms are adequate in these
fields would seem to run counter to
the basic arguments favoring the
licensing examination process. As
Collins27 comments, "Over a period
of years, the Northeast Regional
Board's analysis have (sic) found
consistent strengths in some
schools, and abysmally continuing
shortcomings in other schools."

If, as noted earlier, the emphasis
on diagnosis and treatment planning
by the NERB has had a positive
effect on increasing attention to
these subjects in dental schools,
would not a similar concern raise
the level of effort for those subjects
which students and others per-
ceive as requiring further educa-
tional effort. For example, in a 1980
study requested by the ADA Board
of Trustees and conducted by the
American Association of Dental

Schools, of those students indicat-
ing they needed additional clinical
experience prior to entering private
practice, 74 percent reported a
need for practice administration
experience.3' In another area, Wald-
man32 suggests the need for in-
creased commitment in the cur-
riculum to present the impact that
"the social and psychological en-
vironment, the interplay of per-
sonalities, the deprivation of
poverty and the persecution result-
ing from intolerance" have as
‘'agents of disease."
The ADA Council on Dental Edu-

cation reported in its 1976 study
that almost half of the schools
provide less than 150 hours of
instruction in the total curriculum
in the various subjects broadly
grouped together as the behavioral
sciences. The mode for all schools
was between 50 and 99 hours)
Some of the subjects included in
this grouping were: quality assur-
ance and peer review, health care
economics, jurisprudence, epide-
miology of disease, biostatistics,
forensic dentistry, care of special
patient populations (aged, handi-
capped, chronically ill and home-
bound) practice administration and
social issues.33
Yet at a time when "there is a

strong hue and cry in the private
practice sector for dental schools
to return to former levels of em-
phasis in the restorative dentistry
disciplines, irrespective of educa-
tors' views that today's graduates
are the best ever produced when
evaluated comprehensively,"34 it
would seem unrealistic to expect
licensing examinations to be used
as the method to encourage facul-
ties to emphasize traditionally un-
supported subject areas.
But dramatic changes are trans-

forming the practice of dentistry
and the delivery of services. The
diagnostic and technological prow-
ess of most practitioners, which
has improved the practice of our
profession to the point that it now
serves as the model for many of
our colleagues in other countries,
can no longer in itself preserve the
profession. If the profession is to
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survive (and in turn better serve
the general population) the dental
graduate must be prepared to face
difficulties and practice situations
that more established practitioners
never anticipated.

If, as Taintor et al" comment,
"an examination is necessary, it
should be appropriate; it should be
something that is not retrogressive
but progressive. Let us make it
something that will help stimulate
education rather than hold it back."
Encouraged by augmented li-

censing examination review, the
traditional basic science programs
in dental school would place greater
emphasis on the behavioral sci-
ences, sociology, the principles of
health insurance, etc. (Medical Na-
tional Board Examinations now
include sections on the behavioral
sciences and public health. The
California Dental State Board is
currently considering examining
applicants on community dentistry
subject areas.29) Review of state
practice acts (already required by
some states) would be augmented
to require the demonstration of a
knowledge of quality and peer
review procedures, auditing steps,
varieties of delivery patterns, health
economics, advertising and the like.
At first, such an effort may seem

to transcend the examining boards
traditional responsibility; i.e. the
establishment of minimal standards
to ensure the safety of the public.
But is it? The education of genera-
tions of health practitioners has
been guided by the teaching acu-
men of the educator, the periodic
review of the accreditation process
and the ever present awareness of
board examination requirements.
To date, dental examining boards
have performed masterfully in
carrying out of their function.

If the dentist is more than the
widespread concept of someone
who "fixes" teeth; if the profession
is to continue to prepare individuals
for an evolving and demanding
career, then examining boards must
exert their influence in continuing
their dual/unction-ensuring min-
imal standards for professional
practice and stimulating the edu-
cational process.

The boards can have an influ-
ence on upgrading dentistry
but only if they are progressive,
and if they do not hold back
the profession by demanding
antiquated means of looking
at dental care for the patients."
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CONVOCATION TO INDUCT
188 NEW FELLOWS

The Annual Meeting and Convo-
cation of the American College of
Dentists will be held on Saturday,
November 6, 1982 at the Las Vegas
Hilton Hotel. One hundred and
eight-eight new Fellows will be
brought into the College during
this Annual Meeting and Convoca-
tion and will take part in a day-long
program of educational, informa-
tive activities and concluding with
a festive dinner-dance.
President Richard J. Reynolds

invites all Fellows of the College to
attend and participate in this out-
standing program which has been
arranged by the Board of Regents
with the assistance of the Southern
California Section of the American
College of Dentists.
The morning program will in-

clude a brief business session, an
orientation lecture, and an exciting
scientific program by Mr. Richard
W. Underwood of NASA. Space
technology will be the subject for
this with attention being given to
advances made to science through
the Space Program.
The annual luncheon of the Col-

lege which is traditionally hosted
by the local Section will be of
interest to all. Sir Phillip Richardson
of London, England, author, lec-
turer and humorist, will give the
address.

HEADQUARTERS HOTEL
FOR COLLEGE UNIQUE

The Las Vegas Hilton Hotel, site
for the Annual Meeting of the
American College of Dentists in Las
Vegas, is said to be the largest
resort and convention hotel in the
world with 3,174 rooms, 11 interna-
tional restaurants, over 3,600 em-0
tional restaurants, over 3,600 em-
ployees and a ten-acre rooftop
recreation deck. These facilities are
located just a few steps from the
huge Las Vegas Convention Center.
Inasmuch as the activities of the
American Dental Association are in
these same areas, it is expected that
this will be a most convenient
location for all participants in the
events of the College as well as the
American Dental Association meet-
ings which are to follow.

1982 ANNUAL MEETING
AND CONVOCATION

SECTION
REPRESENTATIVE
MEETING-FRIDAY,
NOVEMBER 5TH-

4:00 P.M.
The Sections Committee of the

American College of Dentists has
planned an informative and inter-
esting program for the Annual
Meeting of Section Representatives
in Las Vegas. This meeting will be a
working session in which Section
Representatives, Officers and Re-
gents of the College will discuss
activities and plans of different
Sections. Initial steps will be taken
to develop a Manual for Section
Officers as well as programs for
Section Awards.

All Sections of the College are
urged to have representation at
this meeting. The annual "Call of
Sections" will take place at 4:00
p.m., Friday, November 5th in Ball-
room C of the Las Vegas Hilton
Hotel.

MEMBERSHIP STATUS
OF THE COLLEGE

The American College of Dentists
during its 57 years has taken on
new dimensions. With the reorgan-
ization of the College that has taken
place over the last several years,
bringing about the formation and
activation of 37 Sections and 8
Regencies, there are now included
approximately 4,800 Fellows of the
College on the rolls today. This
includes 3,574 Active Members,
1,117 Life Members, 77 Non-Dues
Paying Members, and 32 Honorary
Members. With the addition of the
new Fellows to take place in No-
vember during the 57th Convoca-
tion of the College, there will be
over 4,989 in the College. This is
approximately the same as the
numbers of Fellows in the College
in 1977 and now represents 4.0
percent of the total numbers of
dentists in the United States.

STATEMENT OF OWNERSHIP, MANAGEMENT
AND CIRCULATION

The Journal of the American College of Dentists is published quarterly by the
American College of Dentists, 7315 Wisconsin Avenue, Bethesda, Maryland 20814.
Editor: Keith P. Blair, D.D.S., 4403 Marlborough Avenue, San Diego, CA 92116;
Managing Editor: Gordon H. Rovelstad, D.D.S., 7315 Wisconsin Avenue, Bethesda,
Maryland 20814.
The American College of Dentists is a non-profit organization with no capital stock

and no known bondholders, mortgages or other security holders. The average reader
of copies of each issue produced during the past 12 months was 4446; none sold
through dealers and carriers, street vendors or counter sales; 4314 copies distributed
through mail subscriptions; 4314 total paid circulation; 132 distributed as
complimentary copies. For the Spring, 1982 issue the actual number of copies printed
was 4600; none sold through dealers, etc.; 4290 distributed through mail subscriptions;
4290 total paid circulation, 284 distributed as complimentary copies; 4574 copies
distributed in total. Statement filed with the U.S. Postal Service, September 3, 1982.
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A TREASURY
OF DENTISTRY

by Gardner P.H. Foley

The contemporary dentist should
be appreciatively cognizant of the
superbly capable band of pioneers
who worked boldly and fruitfully
to establish the dental profession in
this country on a progressively
nurturing basis of advancement.
Many of these pioneers were amaz-
ing in their versatility of interest
and effort, for they labored not
only for their profession but also
for the betterment of political and
social conditions. These leaders are
heroes of the profession and should
be memorialized pridefully by their
professional descendants and bene-
ficiaries. They erected the founda-
tions of organization, education,
and literature for the future gener-
ations to build on, and thus to
create and strengthen during
decades of dedicated achievement
the stalwart and highly respected
status of today's dentists and their
profession.
I have chosen to write a sketch of

one of those great pioneers as a
good example of the interest you
should discover in reading about
his accomplishments as a leader in
dentistry and as a colorful person,
perhaps the most colorful of all the
fathers of the profession in the
United States.
John B. Rich was born in New

York in 1811; he died in New York
in 1910, at the age of 100. Rich is
indeed a man to read about al-
though, as the writer, I mind well
the warning of a dental editor:
"What manner of man he was has

been lost in the indistinctness of
many years." At nine years of age,
Rich ran away from home, inspired
by a desire to see Africa. Unhappy
with his dire lot as a cabin boy, the
brave lad jumped overboard at
Funchal, Madeira, to escape the
harsh conditions that prevailed
aboard most ships of the era. Res-
cued by the sympathetic crew of a
French ship, he was adopted by a
French diplomat.
The kindly man sent young Rich

to St. Cyr Military College in France.
After graduation from St. Cyr, this
fine example of the American boy
entered the service of the Khedive
of Egypt and, as an officer, partici-
pated in the naval expedition
against Constantinople. While in
Egypt, John Rich married the
daughter of the English ambassa-
dor to that country.
On his return to New York, with

an exceptionally romantic record
of travel, military action, and mar-
riage, Rich engaged in a period of
newspaper work. Becoming inter-
ested in dentistry, he obtained a
preceptorship that prepared him to
undertake the private practice of
dentistry. After a brief episode of
practice in Albany in 1836, he
returned to New York, where he
soon earned a reputation as a
particularly knowledgeable partici-
pant in the work of dental organi-
zation. He was a steadily active
member of the Society of Surgeon
Dentists of the City and State of
New York (1834-1839), the only

Gardner P.H. Foley

local society to precede the found-
ing in 1840 of the American Society
of Dental Surgeons, the first na-
tional society.
There are several items of organ-

izational data that give strong evi-
dence that John Rich, early in his
career, gained the respect of his
colleagues. He was elected in 1839
to serve as secretary of the histori-
cally important first local society.
In 1843, he was elected to member-
ship in the first national society.
One of those members who sup-
ported vigorously the antiamalgam
resolutions and resultant inspec-
tions imposed by the Society on its
recalcitrant members, a policy of
attempted obstruction that led to
the "Amalgam War," Rich resigned
in disgust in 1850 when the Society
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John B. Rich
Pioneer Dental Leader

rescinded its antiamalgam policy.
He was the last surviving member
of the Society.
John Rich was the first president

of the American Dental Convention
(1855-1883), the second national
dental organization, and was a
strong supporter throughout its
struggling existence. At the Union
Meeting of the American Dental
Association and the Southern Den-
tal Association held at Old Point
Comfort, Va. in 1897, Rich was
selected as chairman of the con-
vention that resulted in the joining
of the two associations to form the
National Dental Association. Ac-
counts of that memorable meeting
published in the newspapers and in
the dental literature stress the re-
markably effective techniques used
by Rich to control members of the
two groups and lead them to the
union of forces in the revived truly
national organization with the new
name.
In the years 1888 to 1893, Rich

practiced in Washington, D.C. He
was a member of the District of
Columbia Board of Dental Exami-
ners, 1892-1893. At a meeting of
the District of Columbia Dental
Society in February 1892, Rich was
a discussant. In his remarks he
expressed some opinions that were
typical of his approach to preven-
tive dentistry:
He thought that the deterioration

of the human teeth was largely due
to the ill health of the patient. A
higher state of health depended on

a large amount of proper exercise.
Dentists should impress this on
their patients, especially women.
He deplored the use of corsets by
women and spoke of their ill effects.
"Fine women will not wear corsets,
when once instructed in the injuri-
ous effects of wearing them." He
said that dentists should become
apostles of physical development,
as they, as a class, were of poor
development.
Early in his professional career,

Rich began to teach people how to
retain good health and good spirits
in old age. He was the founder of
the first gymnasium for women in
New York. He advocated modera-
tion in eating and proper physical
exercise. As a young man, Rich was
reputed to be "the strongest man in
the world," a good example for
those who listened to and read the
inspiring messages of this pioneer
of physical education.
There are a few other accomp-

lishments of our "hero" that merit
notice. He contributed to news-
papers and magazines. He was a
valuable advocate of the creation
of small parks and playgrounds for
use by the New York populace.
Rich was a tenor singer and prob-
ably sang in one or more of New
York's churches. In 1844 the Balti-
more College of Dental Surgery
granted him an honorary DDS
degree. Active in several scientific
and other societies of his city, he
was president of the American
Microscopical Society, the Bailey

Microscopical Society, the Physical
Culture Club, the Hundred Years'
Club, and the Epicurean Club.
In concluding this sketch of John

B. Rich, I am delighted to present
my subject in the character of "the
All-American youth," in a role that
most American boys dream about.
Walking in Naples one night, he
was rudely jostled by an arrogant
stranger. When he complained, the
stranger cursed him and struck
him with a whip. Then Rich hit his
adversary, as he could effectively
do when motivated so well. The
fallen victim's attendants were hard
put to revive their master. Rich was
thrown into jail, for, in that day,
there was no security to person or
property in Naples, the governing
family believing in the divine right
of kings and rule by despotism.
Fortunately the incarcerated Rich
was traveling by a British passport
and was able to get word of his
predicament to the captain of a
British frigate stationed in the bay.
That gallant officer sent word to
the Neapolitan officials that unless
Rich were released in an hour, he
would fire on the city. "But he
struck the Duke of Padua, the
brother of the king," replied the city
officials. "I don't care if he took the
keys of St. Peter at the gate," said
the captain. "You turn him loose."
And from the jail, with the prospect
of death almost a certainty, the 20-
year-old Rich went on to live a
productive life for American den-
tistry.
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Is Dentistry A

Viable Organism?

Odin M. Langsjoen*

Response To
Change

Laws of basic science frequently
are applicable to other areas of
activity not normally considered to
be scientific in nature. Who can
deny Newton's first law of mo-
tion: "A body at rest tends to
stay at rest and a body in motion
tends to remain in motion unless
acted on by an outside force." This
law also speaks with disturbing
veracity to the behavioral sciences.
In a similar sense, laws that apply to
living things, such as a cell, a tissue,
or an organism, may also apply to
organizations like dentistry, since
the life blood of any organization is
its human element.
A review of dentistry's recent

history reveals interesting parallels
between the profession's reaction
to environmental stimuli and the
response of human cells and tissues
to their ever changing, sometimes
hostile, environment.

Life in all its forms is a con-
tinuous struggle to live and function
within a given environment and the
environment within which dentistry
lives and functions has not always
been a utopian atmosphere devoid
of external and internal stimuli.

In our studies of biology and its
antithesis, pathology, we learn that
a tissue responds to stimulation with
growth and action. A tissue's res-
ponse to excessive stimulation is
irritation, injury and inflammation.
When excessive stimulation be-
comes chronic, the tissue or organ-

Odin M. Langsjoen, DDS, President Elect,

American College of Dentists.

ism responds with change. That
change may take a variety of forms.
For example, a tissue may become
hyperplastic by increasing the num-
ber of cells as in a callous formation;
or it may enlarge by increasing the
size of its cells as in hypertrophy of
the tongue from thrusting. Further,
a tissue may respond with a cellular
change from a more specialized
form to a less specialized form as
in the metaplasia that occurs when
ciliated respiratory epithelium is
transformed into squamous epithe-
lium by the constant irritation of
tobacco smoke.
In reviewing dentistry's reaction

to its environment since World
War II, it's interesting to note how
closely the organism, dentistry,
parallels the laws of biology in its
adaptation to the stimulus of
change. After World War H, a
great demand for dental services in
the United States served as a healthy
stimulation to the dental com-
munity and it responded energeti-
cally with action and growth on
several fronts, particularly techni-
cal advances in dental materials
and equipment, and in fluoridation
of community water supplies. On
occasion, when stimulation became
excessive, as in the case of irrational
charges by antifluoridationists, we
responded with irritation, wounded
pride and inflammatory rhetoric.
As the stimulation of demand for
service became more sophisticated
and chronic in the soaring sixties,
we would have been less than a
human organism not to have de-
veloped some insensitivity and cal-
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lousness to the continued pressure
of unmet needs. Nevertheless den-
tistry, with characteristic altruism
responded by working longer
hours, incorporating into groups in
the interest of efficiency and pro-
viding more comprehensive care.
This was a true hypertrophy of the
functioning unit.
We gave wholehearted support

and encouragement to state and
national legislation to provide fund-
ing for new schools and larger
enrollments in existing schools. This
increased the number of dentists
and auxiliaries and became a true
hyperplasia of dental manpower.
Further, we engaged in the meta-
plastic transformation of delegating
to auxiliaries some functions pre-
viously performed only by dentists.
This was a change from a more
specialized to a less specialized
form of a working unit. All of these
responses, well intentioned and
laudatory, have served to elevate
the dental profession in the eyes of
Americans. We have earned the
respect and esteem of the public.
Can we now relax? Hardly. The

environment continues to change,
taking on new dimensions of insult
and injury. Dental needs don't
translate one hundred percent into
dental demands. Dental demands
fluctuate with the economy. Con-
sumer groups exert political pres-
sure for more services, less cost
and greater accessibility. Govern-
ment agencies such as the F.T.C.
launch injurious attacks on our

Code of Professional Ethics. Court
decisions, like the one handed down
by U.S. District Judge Russell in
Oklahoma open the door to a host
of advertising practices. To con-
tinue the list of irritations would be
to paint a picture of doom and
gloom which is not the purpose of
this academic exercise.
Our allegory tells us that when

an organism's immune system fal-
ters and it's defense mechanism
breaks down, that organism soon
becomes ill under the continuous
irritations and injuries ever present
in the environment. Cells which
once functioned normally may re-
act with uncontrolled neoplastic
growth and expire for lack of
nourishment and purpose.
That dentistry must live and

function in an ever-changing and
sometimes hostile environment is a
problem that could produce an
inappropriate or uncontrolled re-
action to change by the profession,
an act that could harm dentistry's
public image.
The solution to our frustrations

and problems does not lie in a hope
for environmental utopia. Instead,
it lies within the immune system of
the dental profession itself. That
immune system consists of den-
tistry's resolve, its integrity, its pro-
fessional ethics, and its high moral
standards. If we can keep the
immune system intact during these
troubled times, our response will
be the controlled, appropriate re-
sponse of a healthy organism.

Dentistry's immune sys-
tem consists of its re-
solve, its integrity, its
professional ethics and
its high moral standards.
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OPINIONS 
IDEAS AND

VIEWS

Last June I along with millions of
others, received my new telephone
directory. In thumbing through the
yellow pages I noted, with a heavy
heart, that more dentists than ever
before have traded their profes-
sional stature for what they hope
will be personal gain.
Most of these advertising den-

tists will argue that their com-
mercial activities are their own
business. In this case, however,
some of us don't think so. The
yellow pages of most telephone
directories make the Dentists Sec-
tion difficult to distinguish from
the Pest Control Section. In my
directory the section which follows
Dentists is Deodorizing & Disinfect-
ing. Peculiarly enough, this latter
section is very easy to distinguish
from dentists because there are no
advertisements in D&D.
Those dentists who have chosen

to maintain a dignified listing are
sandwiched between the quarter
page ads of their former peers. I say
'former' peers, because the latter
word means equals, and we who
have chosen to stay with the incon-
spicuous listing, at least from the
standpoint of physical space, are no
longer equal to the advertisers.
Therefore the designation, 'former'
peers.
A few years ago, one of our

The College and the Future

A VIEWPOINT FROM THE

NORTHERN CALIFORNIA SECTION.

We are the conservators of
our profession's future.

current peers, past president of the
California Dental Association Dr.
Bernard Kingsbury, Jr., observed,
"What we are seeing today is the
process of a learned profession
degenerating to the level of a
mundane trade." I agree.
At trade union meetings discus-

sions are not concerned with elec-
trical layouts, pipe-fitting tech-
niques or better methods of loading
and unloading ships. If there is any
discussion of such things, it is
concerned mainly with the safety
and welfare of the union members.
Most of the discussion revolves
around pay and benefits.
By contrast, in the past the dis-

cussions at dental association meet-
ings have concerned the welfare of
the public which we serve. We have
always sought ways to improve our
methods to reach higher and higher
standards. Unfortunately, however,
each year more and more of us
have chosen to sneak a page from
the labor union book. A few weeks
ago I received a copy of a forth-
coming orthodontic society pro-
gram. Under the heading, "Our

Main Clinicians" was listed three
'clinicians' who are not dentists.
Their subjects deal exclusively with
increasing profits in orthodontics.
We all realize that to stay in

business it is necessary to be con-
cerned with profits, but why not
have the main clinicians at a dental
meeting discuss dental science?
Business people should not domi-
nate a meeting supposedly dedi-
cated to improving skills in
dentistry.
We don't know the solution to

the now well entrenched problem
of poor taste dental advertising.
The American Dental Association
has been forced to capitulate to the
directives of the Federal Trade
Commission, but we in the Ameri-
can College of Dentists are still free
to maintain our own ideals. We are
a small Shangri La tucked away
between the high and cold peaks of
commercialism.
Our mission, like that of the

Shangri La of Lost Horizon, is to
preserve the ideals of a noble
profession. When, hopefully, den-
tistry emerges once again from its
domination by commercialism, the
American College of Dentists will
be ready. We are the conservators
of our profession's future.
William E. Elsasser,
Editor, Northern California Section
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