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Purposes and 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 graduate studies and continuing educational ef-
forts by dentists and auxiliaries;

(d) To encourage, stimulate and promote research;

(e) To improve the public understanding and appreciation of oral
health service and its importance to the optimum health of the patient;

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

(g) To cooperate with other groups for the advancement of inter-
professional relationships in the interest of the public;

(h) To make visible to the professional man the extent of his respon-
sibilities to the community as well as to the field of health service and
to urge his acceptance of them;

(i) To encourage individuals to further these objectives, and to
recognize meritorious achievements and the potentials for contribu-
tions to dental science, art, education, literature, human relations or
other areas which contribute to human welfare—by conferring Fel-
lowship in the College on those persons properly selected for such
honor.

Revision adopted October 10, 1980
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JOURNALISM
Dentistry's Neglected Responsibility

There are four main areas of a
health profession's responsibility:
research, educationjournalism and
the delivery of care. Of these four,
in dentistry, journalism is the most
neglected. Journalism is a neces-
sary part of communication within
the profession, an essential part of
providing leadership and the main
way that research information can
reach the profession. This country
has led the way in developing pro-
fessional dental journalism.
In the 1920's all dental publica-

tions were owned by dental supply
houses which allowed dentists to
publish articles that were accept-
able to the trade business and to
their advertisers. These "trade
house organs" were not neces-
sarily concerned about the authen-
ticity and accuracy of articles,
particularly if the articles recom-
mended their products.
From its earliest days, the Ameri-

can College of Dentists has had
strong and continuing convictions
on the necessity of professionalism
in journalism and it was extremely
concerned about trade journals. It
created a Commission on Journal-
ism to study the problem and the
Commission Report in 1930 made
specific recommendations for
changes. This was a turning point
in removing the control of dental
journalism from the supply houses
and placing it in the hands of the
dental profession.
In 1931, the College established

the American Association of Den-
tal Editors (AADE), an organization
that has elevated the standards
and has been very influential in
improving the quality and content
of dental publications.

Keith P. Blair

One large step forward was the
development of peer review (refer-
eed) journals in which an article
must be reviewed by at least two
recognized authorities in the field
of science involved before it is
accepted for publication. Once a
manuscript is published in a refer-
eed journal, it becomes a per-
manent part of dental literature.
The ACD urges its Fellows to pub-
lish articles only in scholarly jour-
nals.
One large problem for dental

journalism is that most money to
operate a publication must come
from advertising and the majority
of advertising money is still going
to the give-away trade publications
instead of to scientific journals.
These slick magazines apparently
serve the advertiser better and are
supposedly read more frequently
than are professional journals.
Unfortunately most dentists prefer
their professional reading to be
light and brief.
The IRS adds to the problem by

making professional societies pay

FROM 
THE

EDITOR'S
DESK

taxes on advertising income. It
seems ironic that the government
creates a non-profit status for
scientific societies so that continu-
ing excellence can be assured,
then takes away a large part of its
income from journal advertising
in taxes.
The considerable amount of

money annually spent on dental
research may produce a multitude
of information but many signifi-
cant scientific papers are never
published because scientific jour-
nals do not have the necessary
funds to do so.
Dental societies, large and small,

generally do not understand the
importance and the value of well-
trained, competent, experienced
editors, nor do they realize the
ethics and responsibilities involved
in maintaining journalistic stan-
dards. Too many organizations
change editors so often that there
is no possibility for anyone to learn
the editor's job. The most success-
ful publications are those that
keep editors over longer terms.
Good editors are hard to find.

It is hoped that the dental pro-
fession will continue to do more
to assist and support its editors.
Somewhere some creative think-
ing must go into the providing of
more funds for the publication of
research findings. It is encouraging
that, in its current re-organization,
the ADA is planning to place more
emphasis on journalism activities.
Journalism in dentistry has con-

tributed greatly to the develop-
ment and success of the profes-
sion over the years. It is too vital
to the profession to be neglected.

Keith P. Blair
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MAKING A COMMITMENT TO
TEACHING ETHICS

John G. Odom

Modem dentists are encoun-
tering a multitude of ethical

• problems which did not exist
for their predecessors. Thus
it is increasingly important
for dental schools to provide
an environment which en-
courages and directs a com-
mitment to the highest stan-
dards of ethical behavior.

The September 1982 issue of
The Journal of Dental Education
documented dental schools' lack
of commitment to formal instruc-
tion in ethics. One fourth of the
schools provided no formal in-
struction, and those which did
provide instruction averaged only
7.8 clock hours per institution.'
Since about 1980 there has been a
substantial growth of interest in
providing dental students with
more preparation for confronting
the broad spectrum of biomedical,
social and financial issues of
modern dental practice. This is
demonstrated by: (1) editorials,2
and articles on the need to teach
ethics as well as articles on ap-
proaches to teaching ethics; (2)
a half day program of the Com-
munity and Preventive Dentistry
Section of the American Associa-
tion of Dental Schools being de-
voted to ethics5-6; (3) two National
Symposiums on Ethics presented
by Omicron Kappa Upsilon2-8; (4)
and a round table session on

John G. Odom, Ph.D., The Ohio State
University College of Dentistry

ethics in dentistry for the 1985
Dental Health Section of the Amer-
ican Public Health Association
annual meeting.9 In addition, a
number of dental schools have
initiated courses or programs in
ethics that are designed to provide
formal preparation for addressing
the ethical problems of modern
dentistry.
The purpose of this article is to

show the process that The Ohio
State University College of Den-
tistry is using to formalize its edu-
cational commitment to teaching
ethics. It is different from some
other programs in that (a) there is
a vertical integration of educa-
tional components which begins
in the student's first quarter and
extends through the fourth year,
(b) an annual Institute on Dental
Ethics is directed by nationally
recognized leaders in medical eth-
ics who emphasize conceptual
development based on the appli-
cation of specific theories, con-
cepts, and principles of ethics, (c)
both the freshmen and the Insti-
tute participants receive a variety
of input from an eccletic group of
professionals and nonprofession-
als, (d) an elective in ethics can be
taken more than one quarter, and
(e) dental faculty receive a back-
ground in the fundamental prin-
ciples of ethics which encourages
them to discuss ethics in seminars
and the dental clinic.

Goals

The ethical problems confront-
ing dentistry are increasing due to
radical changes in technology,

third party payment, health care
expectations of an informed pub-
lic, malpractice actions and other
social and financial aspects of oral
health care. With the expansion of
the range of ethical dilemmas sur-
rounding the profession, e.g., truth
telling, informed consent, incompe-
tent colleagues, and advertising, it
was important to establish some
specific goals for developing a pro-
gram in ethics. This approach
required more than simply moving
a new course called "Ethics in
Dentistry" through the Curriculum
Committee. It involved analysis of
how to effectively involve a variety
of people with divergent ideas,
knowledge, and expertise in the
process of ethics instruction. Thus
the following goals were consid-
ered important in developing a
viable program.

First, the teaching of ethics
could be most effectively accom-
plished if it included, among
others, dental students, dental
faculty, dental practitioners, ethi-
cists, and consumers in a participa-
tory environment that encouraged
a free exchange of ideas.
Second, effective instruction

would be best achieved if partici-
pants received a foundation in
some of the basic principles and
concepts of ethics and used these
principles to analyze the types of
situations typical to the practice of
dentistry. Note that this is not
taking the safe approach to the
problem. The safe approach is to
provide some case examples and
allow people to debate the dilem-
mas based primarily on intuition.

4 VOLUME 53 NUMBER 3
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We wanted to accomplish more
than that.

Third, it was important to es-
tablish an enduring system that
spanned both the didactic and
clinical components of dental edu-
cation. Students should receive
opportunities to recognize and
resolve ethical dilemmas from the
time they enter the College until
they graduate.
Fourth, the ethics instruction

should help students and dentists
to be able to recognize the ethical
components in the day-to-day
situations that occur in the prac-
tice of dentistry.

Fifth, it was necessary to pro-
vide guidance in developing ana-
lytical skills which allow students
to systematically address the ethi-
cal issues that are recognized. This
goal includes helping one develop
a cognitive system for coherently
and consistently analyzing situa-
tions common to the profession.

Finally, it was also important
that a course in ethics not be-
come another course in law and
jurisprudence. Courses in juris-
prudence which emphasize den-
tal practice acts, controlled sub-
stances acts, how to prevent a
lawsuit, and how to reduce the
risk of legal claims are important.
They are not, however, courses in
ethics. It would be difficult to
equate the avoidance of mal-
practice litigation with ethical
behavior.

Structuring the Program

In accordance with the fore-
going goals, several interrelated

curriculum activities were initi-
ated. The first was the develop-
ment of an annual Institute on
Dental Ethics, second was the
creation of an elective course
offered to junior and senior dental
students each quarter, and third
was a didactic component in the
freshmen year.

A. Institute on Dental Ethics
The first Institute on Dental

Ethics, one and one-half days long,
was held in October, 1984. Twelve
students participated in the course
which had two primary objectives.
The first was to provide dental
students and practicing dentists
with knowledge which would help
them evaluate and act upon the
ethical situations encountered in
the practice of dentistry. The sec-
ond emphasized the development
of a core group of practitioners
and dental faculty who could con-
tribute to our dental ethics instruc-
tional program. Participating in
the Institute provided these pro-
fessionals with a common back-
ground of knowledge and informa-
tion which will enhance their
future contributions in dental
ethics.
Dr. Robert Veatch, a nationally

recognized scholar in medical
ethics, was invited to provide
leadership for this one and one-
half day program. Veatch is Pro-
fessor of Medical Ethics at the
Kennedy Institute of Ethics and
holds appointments as Professor
in community medicine, obstetrics
and philosophy at Georgetown
University. His association with
dentistry includes membership in

the National Institutes of Health
Consensus Panel on Dental Seal-
ants, and he was one of four
speakers at the March 1984 OKS
Symposium titled "Professional
Ethics in Dental Medicine."
The Institute participants were

selected to represent a variety of
interests, knowledge and experi-
ences related to dentistry and
ethics. The participants included
senior dental students who re-
ceived elective credit for the
course, dental educators, practic-
ing dentists, philosophers and edu-
cators in ethics and consumers.
To my knowledge, this was the
first time such a diversity of par-
ticipants and such a distinguished
scholar of medical ethics have par-
ticipated in a systematic discus-
sion of the ethics of the profession
of dentistry.
The basic format of the Institute

was participatory in that all mem-
bers of the groups actively ex-
plored questions relating to dental
practice. Although case analysis
was an important part of the pro-
gram, a substantial amount of
time was devoted to acquiring
knowledge of basic principals of
ethics that are essential to explor-
ing questions and issues. The
entire first half day and substantial
portions of the remaining day
focused on the theory of medical
ethics. The purpose of this ap-
proach was to provide a back-
ground and common frame of
reference for evaluating ethical
issues in dentistry. Presenting this
diverse group with a large amount
of theoretical background was

FALL 1986
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risky, but proved to be both a
sound and exciting approach. Con-
tent focused upon the ethical
tensions or conflicts resulting from
paternalism (the dentist acting on
behalf of the patient as though the
patient was a child) and patient
autonomy. The potential conflict
between the principles of pater-
nalism and autonomy are essential
in understanding the ethical di-
mension of the doctor-patient rela-
tionship.
The second Institute on Dental

Ethics was held in October, 1985
with leadership provided by Dr.
Louis Hodges, Director for Society
and Professional Studies in Ap-
plied Ethics at Washington and
Lee University. Because of the suc-
cess of the first Institute, the
program was expanded to accom-
modate twenty-four student par-
ticipants. The program continued
its emphasis on a participatory
experience involving a diverse
group of people, as well as the
emphasis on developing a funda-
mental knowledge and skill in the
application of ethical principles.
The content included discussions
of what ethics is, why one should
study ethics, the stages of moral
development, who should decide
(the paternalism/autonomy issue),
and ample opportunities to apply
these principles in small group
case analysis.
B. Junior/Senior Electives
Each quarter for the past two

years the author of this article has
offered an elective for junior/se-
nior dental students. The course
is limited to twelve students per
term and the seminar format
allows critical exploration of fun-

damental ethical principles pri-
marily through analysis of case
problems. Emphasis is on issues
related to the profession and soci-
ety, the dentist-patient relation-
ship, conflicts in the personal and
professional priorities of the den-
tist, and the ethical problems
students experience during their
clinical education. The instructor
has a substantial background in
ethics and directs discussions to-
ward the fundamental ethical prin-
ciples and components of the case
problems.
C. Initial Exposure to Dental

Ethics
As a component of a first quar-

ter course on behavioral factors in
dentistry, our freshmen receive an
introduction to some of the ethical
problems of the profession. One
week prior to the two-hour ethics
class, students are given a series
of case problems, the ADA Prin-
ciples of Ethics, and a series of
questions related to the cases.
They are required to come to the
class prepared to interact with a
"panel of experts" in discussing
the cases. The "panel of experts" is
typically composed of an ethicist,
a dental educator, and a practicing
dentist, all of whom have partici-
pated in the Institute on Dental
Ethics. The course director serves
as moderator. The material is pre-
sented at this early stage of the
students' dental career in order to
take advantage of their idealism,
raise their consciousness about
ethical problems in the profession,
and to help clarify the relationship
between ethical behavior and be-
ing a professional. The students
are extremely interested in these

issues, and the classes have been
very lively.

Evaluation

Each of the above activities
are evaluated at their conclusion
and in all cases the reaction has
been outstanding. Freshmen typi-
cally comment on the ethics com-
ponent being the most interesting
and stimulating portion of their
courses. The junior/senior elective
has resulted in students making
the following type of statements
at the conclusion of the seminar.
"I no longer do things with patients
that I used to do without thinking.
I no longer provide treatment out
of sequence just because I have to
have credit this quarter. I now
consider whether it is ethical for
me to benefit at the expense of
my patient." An additional example
of the impact of the courses is
that students frequently share ex-
periences or examples of ques-
tionable ethics with the course
director and other faculty partici-
pants after the class has con-
cluded.
The Institutes have had excellent

evaluations and have impacted on
the school in several ways. Stu-
dents who have enjoyed the pro-
gram are our best recruiters for
the elective courses. They tell their
classmates that it is worthwhile to
examine the ethical problems in
the profession. Additionally, it
sometimes has direct effects upon
behavior. Although benefits analy-
sis is only one way to address an
ethical issue, I would like to share
an example that was a direct result
of our most recent Institute. One
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of the student participants related
the following scenario.
The dental student agreed to

examine the wife of a friend. Upon
examination, he identified the
woman as an ideal periodontal
board patient. However, he also
recognized an ethical component
in this situation and used a reason-
ing process based on his recent
experience at the Institute.
The student did the following

benefits analysis:

1. If the patient's treatment is
postponed for six months, the
dental student benefits but at
the expense of the patient.

2. If the patient receives timely
treatment, the patient bene-
fits. However, since this
dental student has already
completed his periodontal
requirements, he would re-
ceive only limited benefits.
He also would be able to
identify his board patient
later.

3. If the dental student trans-
ferred the patient to one of
his classmates who had not
yet completed his periodontal
requirement, the patient
would benefit through timely
treatment and his classmate
would benefit from the clini-
cal experience.

With a great deal of personal
satisfaction, the dental student
chose option three. Three people
benefited from this decision-mak-
ing process: the patient, the class-
mate, and the original student who
felt very good about his recogni-
tion of the ethical problem and
the way he resolved it. The College

of Dentistry benefits when we
provide this type of service to
patients, and the profession bene-
fits when our graduates can func-
tion in this manner.
One of the purposes of the Insti-

tute is to develop a cadre of
faculty and practitioners who have
a background in the knowledge,
skills, and principles of ethics as
applied to dentistry. Dental faculty
and practitioners who have at-
tended these programs continue
to participate in our dental ethics
elective courses and are contribut-
ing their knowledge and expertise
to our students' education. These
faculty have become more aware
of their ability to take an active
role in the ethical development of
our students and are enjoying the
opportunity to explore the ethical
dilemmas of the profession. Their
value cannot be over emphasized.

Future Development

It is anticipated that instruction
in ethics will be part of the re-
quired dental curriculum and that
instruction can be provided in a
small group participatory environ-
ment by faculty who have re-
ceived preparation in the princi-
ples of ethics. This places a large
demand on the faculty resources
of the College, but promoting the
ethical behavior of our students
and graduates is an essential com-
ponent of dental education. Being
good men and good women is not
enough. Dentists need more than
their intuition to successfully con-
front modern ethical issues. We
are providing a foundation that
can enhance not only their prac-

tice of dentistry but also the
quality of their lives. A
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THE QUALITY OF RETAIL
DENTAL SERVICES: EMPLOYEE
DENTISTS' PERCEPTIONS

Philip Yablon*
Michael C. wor.
Kenneth P. Maykow***
David A. Hamlin****

A version of this paper was
presented at the annual meet-
ing of the International Asso-
ciation for Dental Research
March 1985, Las Vegas,
Nevada.

This research was supported
by the American Fund for
Dental Health's Small Grants
for Dental Quality Assurance
Studies.

I. Introduction and Background

In 1977 the Supreme Court ruled
that professions may not be pro-
hibited from advertising.' This de-
cision allowed the re-emergence
of an alternative dental delivery
mode: retail dentistry.
Although the record is not very

detailed, the first retail dental cen-
ter was located in a Sears depart-
ment store in Chicago in the 1920s.

•Philip Yablon, D.D.S. M.P.H. Ph.D., Di-
rector of the Division of Behavioral Sci-
ence, Oral Health Research Center and
Clinical Professor of Oral Diagnosis.
"Michael C. Wolf, D.D.S. M.P.H. Assistant

to the Dean for Student Affairs.
"'Kenneth P. Maykow, D.D.S. M.P.H.

Associate Professor of Community Den-
tistry.
—David A. Hamlin D.M.D., 1986 dental

graduate, the student member of the re-
search team.

All are affiliated with the Fairleigh S.
Dickinson, Jr., College of Dental Medicine.

It is not clear whether this concept
failed due to the nature of the
dental practice or the economic
climate of the 1930s.
The first modern retail dental

center opened in an El Monte,
California Sears store in 1977.
Since that time the number of
retail dental centers has grown
rapidly.23•4

Retail dentistry has been defined
as being located in a retail depart-
ment store, offering dental services
to the general public . . . combin-
ing high visibility, convenient loca-
tion and using extensive adver-
tising to create a large volume of
business.' For this study, the defi-
nition of retail dentistry was
broadened to include independent
practices operating in commercial
locations, such as shopping centers
and malls. All of these offices may
be characterized by accessibility
and extended hours of operation.
Much of the initial information

concerning retail dental centers is
descriptive in nature.15'6 Further
investigations have added to the
body of knowledge by examining
characteristics of patients.7'8
There is anecdotal information

concerning the quality of care re-
ceived by patients at retail dental
centers. Although many direct and
indirect methodologies to assess
quality have been developed,9'0'0'1"2

none have been applied to retail
dental offices.
Some dentists employed at these

offices have suggested that they
do not always provide their best
dentistry. They feel they would do
things differently in more ideal
circumstances. However, this in-
formation has not been substan-
tiated in any formal or organized
manner.
The overall objective of this

study was to determine the quality
of dental care at retail dental of-
fices as seen through the eyes of
dentists practicing in these set-
tings.

II. Discussion of Quality

Quality will be viewed as a com-
posite of several factors:

A. Whether treatment proposed
and rendered is appropriate.

B. The level at which the den-
tists perceive they are func-
tioning relative to their op-
timal effort and ability.

C. Concern for the patient's
needs.

D. Overall -work satisfaction.
E. Quality of retail vs. tradi-

tional practice.

III. Methodology

Data were collected via tele-
phone interviews using a 26-item

8 VOLUME 53 NUMBER 3



THE QUALITY OF RETAIL DENTAL SERVICES 9

structured questionnaire from
June to September 1984 (a copy
of the questionnaire is included
with the report). The sample popu-
lation was drawn from New York,
New Jersey, Pennsylvania and
Massachusetts. In order to increase
reliability, only two interviewers
were used throughout the study.
Data analysis was carried out us-
ing the statistical package for the
social sciences computer method.

IV. Results

1. Demographic (Table 1)
Seventy-three dentists were
surveyed, 88% male and 12%
female. Eighty-nine percent
were under 35 and 47% were
under 30. Seventy-seven per-
cent were general practi-
tioners and 23% were spe-
cialists, (oral surgeons: 6,
orthodontists: 5, pedodontists:
1, periodontists: 4, prostho-
dontist: 1). Their length of

Table 1. Demographic
Information

N = 73,88% Male, 12% Female
General Practitioners 77%,

Specialists 23%
Age - 47% under 30,
89% under 35

employment varied, but 67%
had been at their jobs less
than 24 months while 33%
were employed for more than
two years (Table 2). Half
worked between 17 and 32
hours per week, (Table 3),
while 48% were employed at
this retail office only (Table 4).

2. Finances
Almost two-thirds of the re-
spondents were paid on a
percentage of collected fees,
while over 20% were paid on
a production basis. The re-
mainder were compensated
according to a combination
of these criteria (Table 5).
The median daily income for
an average eight-hour day
was $180, (Table 6). Almost
half of the dentists surveyed
had a current debt greater
than $25,000 (Table 7). There
was a significant relationship

Table 2. How long
employed at this office?

Less than 1

year-27%
1-2 years —40% (67% less

than 2 years)
More than 2

years-33%

Table 3. How many
hours per week do
you work at this
dental office?

1-16 — 28%
17-32 — 51%
More than 32 — 21%

(p < .01) between daily in-
come and length of employ-
ment. Of those dentists
earning less than $150 per
eight-hour day, 60% had been
employed at their office for
less than a year. Of those
earning more than $250 per
eight-hour day, 54% had been
employed at their center for
more than two years, and
only 8% had been employed
for less than a year. There
was also a significant rela-
tionship between daily income
and the age of the respondent
(p < .05). In the youngest

Table 4. Do you practice in
any other dental offices?

No — 48%
Yes-own practice — 23%
Yes-employed in

traditional practice — 29°/ci
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Table 5. Basis for payment

Percent Production
Percent Collections

Salary
Salary plus production

— 21%
— 64%
- 3%

— 12%

group (under 30), 75% earned
less than $200 per day; in the
older groups (over 30), 55%
earned more than $200 per
day.

3. Quality of Care

A. Appropriateness of
treatment
The appropriateness of
treatment composite vari-
able was developed by
combining the data from
the following:

1. The adequacy of diag-
nosis and treatment
plans offered.

2. The adequacy of pre-
ventive care and oral
health education of-
fered. (Table 8)

The breakdown for each
question is as follows:

1. Twenty-five percent of
the group thought the
diagnosis and treatment
plans offered were at
the highest level, 49%
above average level,
and 26% average or be-
low average.

2. Fifteen percent thought
the preventive and oral

Table 6. Usual Daily Income
(8 hour day)

Less than $150 30%
$150-$199 25%
$200-$249 25%
$250 and more 19%

Table 7. Current Level of
Indebtedness

Less than $5,000 — 17%

5-10 15%

10-25 20%

25-50 33%

50 or more 15%

health educational
needs of the patients
were fulfilled at the
highest level, 48% at an
above average level,
and 37% average or be-
low average.

B. Dentist Self-Evaluated
Level of Performance
Twenty-nine percent of
the respondents believed
they were performing
dentistry at the highest
level of their ability, while
16% rated their perfor-
mance as average or be-
low average (Table 9). On
the other hand, when we
compared these personal
findings with the ratings
for the overall quality of
dental care rendered in
the office, only 16% rated
the office's quality in the
highest category (Table
10). These differences
were significant at the
(p < .02) level.

C. Concern for Patients'
Needs
Data for this variable were
obtained by combining

Table 8. Appropriateness of
Treatment Composite

Variable

Highest level — 20%
Above average — 49%
Average or below — 31%

Table 9. Dentists
Self-Evaluated Level of

Performance

Highest level — 29%
Above Average — 55%

Average or below — 16%

information from the fol-
lowing seven questions:

1) Comfort in the recep-
tion area? 2) Equipment
and materials used? 3) Pri-
vacy during treatment?
4) Punctuality of appoint-
ments? 5) Patient emer-
gency problems? 6) Aux-
iliary staff - patient
rapport? 7) Overall den-
tist - patient rapport?
(Table 11)
Low ratings were given
by a sizable minority of
dentists regarding equip-
ment and materials used
(36%), privacy during
treatment (53%), and rap-
port between auxiliaries
and patients (43%). High
ratings were given for
prompt treatment of
emergencies (93%), and
dentist-patient rapport
(85%).

D. Overall Work Satisfaction
Fifty percent of the sam-
ple scored their satisfac-
tion as an employee as at
least above average, while
the other half of the group
was in the average or be-
low average category.

Table 10. Overall quality of
Office's Dental Treatment

Highest level — 16%
Above average — 51%
Average or below — 33%
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Table 11. Concern for

Patients Needs Composite

Variable

Highest level — 29%
Above average — 31%
Average or below — 40%

(Table 12). Employee satis-
faction in retail offices
was directly proportional
to employee self-evalua-
tion of performance, to
their evaluation of the
overall performance of
the retail office, and to
their perception of the re-
tail office's response to
specific patient needs (p <
.01) (Table 13).

E. Quality of Retail vs.
Traditional Practice
Fifty-two percent of the
respondents (38) worked
in a traditional dental of-
fice in addition to employ-
ment in their retail set-
tings (Table 4). Almost
two-thirds of them thought
the quality of care in the
traditional mode was bet-
ter than at their retail of-
fice. Only 9% of dentists
who believed that care in
traditional offices was
generally better than re-
tail reported that diag-
nosis and treatment plans
in retail offices met the
needs of the patients at a
high level. Of those who
believed that traditional

Table 12. Overall Work

Satisfaction

Highest level — 9%
Above average —
Average or below — 360/0
Below average — 14%

Table 13. Work Satisfaction vs. Other Quality Variables—°/o

Perception
of own

Performance

Perception
of office

Performance

Concern for
Patients'

Needs Comp.
Variable

High Low High Low High Low

Satisfaction
Above average - High 81 33 67 17 81 31

Satisfaction
Average - Below average 19 67 33 83 19 69

offices did not provide
better care, 50% believed
that retail centers met
these patients' needs well.
When asked to evaluate
preventive dentistry and
oral health education, 64%
of those who believed
traditional practice was
generally better rated re-
tail offices as below aver-
age, as opposed to 14% of
the other group. When the
two variables of treatment
planning and prevention
were combined, 50% of
those favoring traditional
practices rated the retail
centers as low in provid-
ing for appropriateness of
treatment needs com-
pared to 14% who did not
believe traditional offices
provide higher quality
care. When indicators of
the retail offices' concern
for patients needs were
presented to dentists who
practiced in both tradi-
tional and retail offices,
68% of those rating tradi-
tional offices higher rated
retail offices below aver-
age in providing for pa-
tients' needs. This com-
pared to 9% of the dentists

who did not rate the tradi-
tional office higher than
the retail office. All of
these data were significant
at least at the (p < .02)
level (Table 14).

Specialist vs. General Practitioner

As expected, there were signifi-
cant differences (p < .01) between
specialists and generalists regard-
ing daily income. Thirty percent of
respondents reported daily income
of less than $150, and all but one
of them was a general practitioner.
On the other hand, 93% of the
specialists earned more than $200
per day as compared to 32% of the
G.P.s. There were also significant
differences (p < .05) between these
groups when dentists' evaluation
of their performance was com-
pared with specialty status. Fifty-
three percent of the specialists
reported they were performing at
the highest level of their ability as
compared to only 21% of the gen-
eralists. Of the 12 dentists conced-
ing that they were performing be-
low their average ability, only one
was a specialist. There were no
significant differences between
these groups when they were
asked to evaluate the overall qual-
ity of treatment at the center (Table
15).
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Table 14. Traditional Practice vs. Other Quality Variables—°/o

Diagnosis
and

Treatment
Planning

Preventive
and

Education

Appropriate-
ness of

Treatment
(comp.
variable)

Concern for
Patients'
Needs
(comp.
variable)

High Low High Low High Low High Low

Traditional
practice
"better" 9 49 5 64 9 50 9 36

Traditional
practice
not better" 50 0 29 14 64 14 68 14

V. Discussion
While the main objective of this

study was to determine the quality
of dental care at retail dental of-
fices as perceived by the dentists
working in these establishments,
other interesting data have also
emerged. The youngest dentists
among the respondents were the
lowest paid, least satisfied with the
diagnosis and treatment plans of-
fered at their offices, and did not
feel they were working up to their
best potential. While it is true that
most of the dentists in the study
were young (89% under 35), the
most recent graduates seem to
have more difficulty adjusting to
the "real world". This "real world"

of dental employment during the
1980's has not been a particularly
easy one. The respondents in this
survey had considerable personal
debt (almost 50% of the group
owed $25,000 or more). The usual
daily income for more than 55% of
the group was under $200 for an
eight-hour day. These income data
also included 17 specialists who
made more money, were more
satisfied with their jobs, and felt
they were working closer to their
optimal capacity. The mode of re-
imbursement for 64% of the den-
tists surveyed was based on a
percentage of the fees actually
collected. While we did not ask
the actual percentage, our estima-

Table 15. Specialists vs. General Practitioners—%

Income
Performance

Level
Overall Office

Level

<150 >200 High Low High Low

Specialists 7 95 53 6 12 18

Generalists 36 32 21 20 35 32

tion from personal communication
is that it is about 30%-33%. While
these data are for young employed
dentists in retail dentistry, they
depict a difficult employment pic-
ture for all young dentists. This is
an important factor when talented
college students contemplate a
career in dentistry, rather than
other professions which are more
financially promising and perhaps
less stressful.
The variables to assess quality

were:

A. Appropriateness of treatment
B. Dentist self-evaluated level of

performance
C. Concern for patient's needs
D. Overall work satisfaction
E. Quality of retail vs. tradi-

tional practice

A. The respondents were con-
siderably more positive about
the adequacy of the diagnosis
and treatment planning of-
fered at their offices than the
adequacy of preventive care
and oral health education of-
fered. Preventive care and
patient education are fre-
quently neglected in dental
practice. When these data
were combined to create the

• appropriateness of treatment
composite variable, only 20%
of the group scored in the
highest category, as opposed
to 31% in the average or be-
low average category. This
leaves much room for im-
provement.

B. It was interesting that almost
twice as many dentists
thought their own perfor-
mance was at an optimal
level, as compared to their
appraisal of the overall qual-
ity of dental treatment at the
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same office. However, less
than 30% of the group felt
they were rendering care at
the highest level of their abil-
ity. Do these findings reflect
their own lack of personal
motivation or the constraints
of the setting in which they
are working?

C. While this composite variable
measured a number of dif-
ferent factors, the efficient
handling of emergency prob-
lems illustrates an important
service that these centers can
offer to the public. The per-
ception by the respondents
as being able to communi-
cate well with their patients
and to establish rapport con-
trasted sharply with their per-
ception of the auxiliary staff's
inability to do the same thing.

D. The data related to overall
work satisfaction emphasized
the importance of a positive
mental attitude toward one's
work.

E. We were fortunate that more
than one-half of the sam-
ple had worked in both tra-
ditional and retail settings. A
significant portion of those
surveyed believed the tra-
ditional office provided a
higher quality of care. It must
be remembered, however,
that 44% of this cohort were
engaged in their own tradi-
tional practices, which prob-
ably reflects a personal bias
toward the traditional prac-
tice mode.

VI. Conclusions

The data present a picture of a
young, moderately satisfied em-
ployee. However, the perceived
quality of the dental care rendered

by these respondents based on
our established criteria seems to
be mediocre. Most of the dentists
did not feel they were working up
to their capacity and some felt
they were working below their
average ability. For those respon-
dents who were also practicing in
traditional dental settings, a ma-
jority perceived the quality of that
care as significantly better than at
their retail offices.
We note that the specialists in

the sample were more satisfied,
earned considerably more money
and tended to view their perfor-
mance at closer to an optimal
level. The youngest dentists in the
general practitioner group pre-
sented a pattern in the opposite
direction from the specialists.
Greater work satisfaction as re-
ported by the dentists also tended
to be consistent with a better opin-
ion of their own performance, as
well as their retail offices' overall
quality of patient care.
The practice of retail dentistry

is a phenomenon that arrived on
the dental delivery scene as a di-
rect response to the lifting of the
professional advertising ban. The
future of retail dentistry as a ma-
jor provider of health care to large
segments of the population is ques-
tionable. However, it is serving as
job training for recent dental grad-
uates at a time when employment
opportunities are scarce. The qual-
ity of care provided in these set-
tings, while still largely a function
of the efforts of the individual
dentist, is also influenced by the
structure and environmental at-
mosphere of the workplace. A

References
I. Bates vs State Board of Georgia, 97
Supreme Court Decision 2691, 1977.

2. "Moving the Dentist's Chair to Retail
Stores", Business Week, January 19,
1981.

3. American Dental Association, "Update
on Retail Store Dentistry", Joint Report
of the Council on Dental Care Pro-
grams and the Council on Dental Prac-
tice, October, 1981.

4. Denton David, "Retail Store Dentistry,
Fifth Anniversary Report," Dental Prac-
tice, February 1982.

5. American Dental Association: "The Sta-
tus of Retail Dentistry 1980", Joint
Review of the Council on Dental Care
Programs and the Council on Dental
Practice, 1980.

6. Hankin, R. Description and Documen-
tation of the Retail Dental Delivery
System, prepared by Urban Systems
Research and Engineering, Inc., Cam-
bridge, Mass., U.S. Department of
Health and Human Services Contract
No. 232-82-0014, July 1982.

7. Rosner, J., Yablon, P. Maykow, K.,
Wolf, M., "Retail Dentistry: Practice
and Patient Characteristics", J Am Col
Dent 50(2):26-32, 1983.

8. Yablon, P., Rosner, J., Maykow, K.,
Wolf, M., "Retail Dentistry: A study of
Patient Utilization Patterns: Gen Dent
31(3):208-211, 1983.

9. California Dental Asssociation, 1977,
Quality Evaluation for Dental Care,
Guidelines for the Assessment of Clini-
cal Quality and Professional Perfor-
mance.

10. Friedman, J.W., A Guide for the Evalu-
ation of Dental Care, Los Angeles,
School of Public Health, University of
California, 1972.

11. Donabedian, A., A Guide to Medical
Care Administration, Medical Care
Appraisal, Vol. II New York, American
Public Health Association, 1969.

12. Brook, R.H., Quality of Care Assess-
ment: A Comparison of Five Methods
of Peer Review, Nat'l Center for Health
Services Research and Development,
U.S. Dept. of HEW, 1973.

Reprint requests to:
Dr. Philip Yablon
Oral Health Research Center
Fairleigh Dickinson University
140 University Plaza Drive
Hackensack, NJ 07601-6282

FALL 1986



JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS

DENTAL FACULTY TENURE

Relationship of the Dental Faculty to the University Tenure System

Kenneth L. Kalkwarf*

Quality education in clinical
dentistry has traditionally been
achieved and maintained by dedi-
cated clinical faculty in dental col-
leges. These faculty members typi-
cally were assigned a single role in
the dental college, teaching applied
dentistry, and did it quite well.
In these times of reduced finan-

cial support, university systems
are redefining criteria for tenure
award. Clinical faculty, who have
traditionally not functioned within
the traditional academic system,
are receiving unusual pressures
within the environment. To under-
stand better the process of award-
ing tenure, one must comprehend
the procedures by which academic
administrations in university sys-
tems function.
Baldridge and others describe

three models to summarize deci-
sion making in higher education.'
The first, a bureaucracy, is a hier-
archal structure with formal
chains of command and systems
of communication. Top-down
authority relationships, formal pol-
icies, and rules to govern daily
activities are present in this struc-
ture. Important attributes of an
academic system, including the
recognition and respect of aca-
demic rank and security, in the
form of a tenure system, fit nicely
into the bureaucratic model.
The bureaucratic model neatly

describes the formalized power

•Kenneth L. Kalkwarf, D.D.S., M.S.,
F.A.C.D. Director, Graduate and Postgradu-
ate Studies Professor, Periodontics.

structure of a higher education
system; however, it does not ex-
plain the dynamic process by
which policies are established and
modifications take place. It also
ignores the internal struggles that
occur within the system and the
informal types of power and in-
fluence that play major roles in
policy development.
The second model, the colle-

gium, was originally developed by
Goodman! Under this concept, the
entire academic community, espe-
cially the faculty, administer af-
fairs. Functions are differentiated
and coordination achieved through
the "dynamic of consensus".' Indi-
viduals wield power not because
of their position, but because of
their competence. This model is
simplistic and idealistic in its as-
sumptions. Collegial decision-mak-
ing may function at the depart-
mental level, but policy-making in
a university does not routinely
occur in this manner. The model
also fails to acknowledge the pres-
ence of conflict in the process by
which consensus is achieved.
The matter of conflict in policy-

making is characterized by a third
model, the political system.3 This
model focuses on the policy-form-
ing procedures of an organization.
It assumes that individuals and
interest groups attempt to influ-
ence policies to reflect their own
interests and values. Individuals,
or groups, or both, move in and
out of policy-making activity. De-
cisions are negotiated compro-
mises made by those individuals
and groups that persevere during

the transactions. The political
model also acknowledges that ex-
ternal factors may play a major,
influential role during policy for-
mation and may drastically restrict
the number of alternatives. Be-
cause of the complex interactions
that occur in the political model
and the negotiations involved to
reach compromise, the policies
produced by the system are often
ambiguous and segmentalized.
The purpose of this paper is to

apply the described models to a
perceived problem, the awarding
of tenure in the present dental
college environment.

The Problem

Background

Anderson notes that professional
education programs are unique
from other aspects of the univer-
sity community! Unlike other edu-
cational programs, their objective
is to produce a homogeneous
product capable of passing certifi-
cation exams and obtaining licen-
sure. The organizational norms of
the educational process are iden-
tified by the college. Departments
are responsible to the college in
formal and continuous ways.
These responsibilities are moni-
tored by rigorous accreditation
procedures.
Training in a health care profes-

sion, such as dentistry, requires
another factor. The principles and
practical application of patient
care must reside within the cur-
riculum.5 Historically, dental edu-
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Historically, dental education
has been based on the con-
cept of direct supervision
during the training process.

cation has been based on the con-
cept of direct supervision during
the training process.' In fact, prior
to the 1926 Gies report, most den-
tal training was accomplished in
proprietary schools under a men-
tor system.'
Training programs for dentists

were merged into university sys-
tems under the pretext that the
graduate should be "educated" as
well as "trained"! Many have sup-
ported the concept that the re-
search environment created by the
university system is beneficial to
dental education. Some point out
that faculty who "define the most
relevant and significant questions,
who search the literature for new
findings, methods and insights and
who seek to advance knowledge
surely must have a thorough un-
derstanding of the field."9 Others
feel that it is "difficult to expect
students to acquire a commitment
to lifelong learning in a school
where the spirit of inquiry does
not permeate the faculty.',w

The net result of dental educa-
tion's merger into the university
system is confusing to many dental
faculty members. They would like
to have the security and recogni-
tion provided by the university
system in the form of tenure and

rank, but still have autonomy,
self-determination, and freedom
from external constraints." Dental
faculty, like those of other profes-
sional health care programs, are
jealous of their prestige and seek
to maintain it with an aloofness
towards the rest of the university!'
In fact, some members question
whether dental training programs
should even be associated with
universities!'
Certain features of a typical den-

tal faculty member's background
and academic credentials help to
explain this attitude. Prior to the
1960's, the clinical faculties of den-
tal colleges were composed of
part-time educators, who main-
tained independent, full-time prac-
tices as their main livelihood.5
Basic science was taught by full-
time educators who held the Ph.D.
degree in a specific discipline but
did not possess a professional de-
gree. As administrators sought to
align dental colleges closer to the
rest of the university, full-time cli-
nicians were employed as a major
component of the dental faculty.
These new faculty members were
different from the rest of the uni-
versity faculty. They did not pos-

Training programs for den-
tists were merged into uni-
versity systems under the
pretext that the graduate
should be "educated" as well
as "trained".

sess formal research training. Di-
rect student contact and patient
care responsibilities occupied the
majority of their time. Many of
these individuals entered academ-
ics for only a few years, leaving
for the financial benefits of private
practice.' The rigors of the univer-
sity tenure system were not ap-
plied to the dental faculty. New
schools were being developed,
class sizes were expanding, and
applicant pools were mushroom-
ing. Federal monies were being
pumped into dental training be-
cause it was identified as a "rele-
vant" field of study!' Dental col-
lege administrators needed every
individual interested in participat-
ing in dental education. This at-
mosphere propagated the "status
quo" regarding training of dental
educators and the special and
unique relationship of the dental
faculty to the rest of the university.
Less than 4% of the present

clinical dental faculty (who ac-
count for more than 70% of the
total dental faculty) have had
structured research training in the
form of a Ph.D.14 One-half of the
dental colleges have limited or
inadequate funding for research
programs!' Student contact and
patient care still account for up to
30 hours/week in the typical mem-
ber's schedule!' As recently as
five years ago, it was obvious that
a true university tenure system
was not being applied at most
dental colleges. Thirty-four percent
of them reported no tenure denial
during 1980-81.17
The environment surrounding
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dental education has drastically
changed during the past decade.
The number of applicants for posi-
tions in dental colleges in 1984
was approximately 41% of that in
1976." In response to this decline,
no new dental colleges have been
established, a few have been
closed, and class sizes at the re-
maining institutions have been
substantially reduced.
These facts, coupled with the

influence of increased faculty re-
tirement ages, reduced faculty
mobility due to the economic cli-
mate, and a perceived decrease in
private practice opportunities, have
caused reevaluation of the role of
the university tenure system in
the dental college!' Recent sur-
veys have shown that dental ad-
ministrators believe that faculty
will be subjected to more stringent
criteria during future tenure de-
cisions.17.19 When one considers
that each tenure award costs an
educational institution approxi-
mately $1,000,000,2° it is easy to
see why the decisions are becom-
ing more important in this time of
financial constraint.26

The Tenure Process

Tenure may be defined as
. . an arrangement under which

faculty appointments in an institu-
tion of higher education are con-
tinued until retirement age or
physical disability, subject to dis-
missal for adequate cause or un-
avoidable termination on account
of financial exigency or change of
academic program.. . . At most in-
stitutions, tenure represents, at
least theoretically, an earned privi-
lege and not a rightful expecta-
tion."20 Early decisions regarding
tenure were based primarily on
moral character. It wasn't until
1892 that the University of Chicago
began to require documented re-
search as a criteria for tenure.
Through the years, the use of
research criteria for tenure deci-

. . . At most institutions, ten-
ure represents, at least theo-
retically, an earned privilege
and not a rightful expecta-
tion.

sions has grown?' The general atti-
tude by university administrators
seems to be that scholarship is
best evaluated by examples of new
knowledge that have passed the
scrutiny of peer review. High qual-
ity teaching is expected of faculty
members, but does not play a
major role in tenure systems. This
may be because existing methods
of instructional evaluation are in-
adequate. As stated by Guild,
"Administrators want good teach-
ing, but do not have the crite-
rion."22 One must also realize that
in this time of cutbacks, tenure
decisions involve not only an indi-
vidual's merit, but also his value
to the institution?'
As dental faculty face more

stringent tenure policies, they are
confronted by an imposing di-
lemma. Research activity is the
criterion by which they will sur-
vive within the university system,
but most are not formally trained
for that arena. Student and patient
contact obligations take an inordi-
nate amount of time, leaving little
time in their schedule to perfect
research capabilities which will al-
low them to be competitive for
grant monies. For those who do
possess research skills, the percent-
age of federal dollars obligated to

Research activity is the crite-
rion by which they will sur-
vive within the university
system, but most are not
formally trained for that
arena.

dental research is declining.23
Faced with this dilemma, faculty

are asking two pertinent questions:
1) does the presence of research
improve the quality of dental edu-
cation? and 2) why were presently
tenured dental faculty evidently
evaluated by a different system?
The question of the impact of

the presence of research on the
quality of education is legitimate.
Several studies have failed to show
a relationship between the two?4•25
The second question is also valid.
It has been found that less than
ten percent of faculty members
account for 90 percent of pub-
lished research reports and that,
as recently as 1980, 47.5 percent
of university faculty members had
published at most one article.26
Publication appears to fit the
"Inverse Square Model" proposed
by Lotka in 1926, that the number
of researchers making n contribu-
tions to the literature is 1/n.27

It has been found that less
than ten percent of faculty
members account for 90 per-
cent of published research
reports and that, as recently
as 1980, 47.5 percent of uni-
versity faculty members had
published at most one article.

Many dental faculty feel that it
is unfair to try to change superb
clinicians into research scientists."
They feel that a narrow definition
of scholarship that requires pub-
lished research will result in a
dilution of the professional educa-
tion system while simultaneously
lowering the quality of dental re-
search by initiating the "Principal
of Least Effort".28 This principal
states that people will devote the
effort necessary for a payoff. In
the present tenure system, that
payoff is achieved by publication.
Publication may take place regard-
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Many dental faculty feel that
it is unfair to try to change
superb clinicians into research
scientists.

less of the quality of, or the work
devoted to, the research. The result
is often an increased number of
authors on each manuscript and
an overall decline in the quality of
manuscripts.28 The attitude that
manuscript quality can be less
than ideal and still serve the pur-
pose for a tenure decision is in-
directly supported by Whitehurst,
who verified that the fate of a
manuscript may be determined
more by luck and editorial bias
than quality.29

Relationship of the Problem
and the Model Frameworks

The structure of the tenure sys-
tem, designed to protect the secur-
ity and welfare of university fac-
ulty, fits into the bureaucratic
model of governance. The system
is constructed in a hierarchal re-
view structure connected by for-
mal channels.3°
Although the bureaucratic

model describes the structure of
tenure review, it fails to describe
the decision-making process that
occurs at each level. The dynamic
processes occurring during tenure
decision can be characterized best
by the collegium and political
models. At the department, and
many times the college level, a
collegium model is in effect. Ide-
ally, this system awards individuals
based solely on merit or compe-
tence. In reality, a tenure commit-
tee, composed of faculty, acts as
the gate keeper of tenure at the
department and college levels.
These committees function as oli-
garchies. As with most oligarchies,
they tend to be loyal to predeces-
sors and peers.26

The weakness of the collegium
model in describing the tenure
system is in its inability to purvey
adequately the conflicts that may
precede decisions. Disagreement
among tenure committee mem-
bers regarding the quality of a
candidate's published work or the
strength of his recommendations
must be resolved by political
means, with individuals or groups
exerting their power to sway deci-
sions. The real role of the political
model in the tenure system, how-
ever, is in the remodeling of the
entire structure that takes place in
a longitudinal fashion.
The tenure system was initiated

as a product of the collegium
model. It was designed as a system
to protect the scholar, who has
been judged competent by his
peers, from the prejudice and bias
of present or future administra-
tors. Due to the nature of the
system, a bureaucratic structure
arose to manage its logistical activ-
ity (organization of criteria, staging
of evaluations, and methods of
appeal). Conflicts have arisen
through the blending of these sys-
tems. The result is that the various
levels of review tend to act as
filters, with each successive level
reducing variation. The result is a
group of tenured faculty that fit
an administration's role model. This
presents conflict with faculty, who
feel that the ideal of "academic
freedom" should be inherent in
the tenure system.

Potential Solutions

Many dental faculty believe that
the university tenure system is not
compatible with the tradition and
style of education that occur in
their college. There appear to be
three solutions to the problem:

1) change the role of the dental
educator to more closely
match the university's cri-
teria,

2) convince the university to

eliminate the tenure system,
or

3) convince the university to
modify the tenure system.

For a multitude of reasons
(training systems available for den-
tal educators, the nature of pa-
tient-care training, and reduced
research dollars) a substantial
number of dental faculty do not
and should not fit into the re-
search/scholar mold of the typical
university professor. Attempting to
remodel all dental educators could
be detrimental to the future of the
profession.

Modification of the Current
Tenure System

Elimination of the tenure system
is not a practical approach. The
system is generally accepted in
most academic institutions, it has
been extremely resistant to numer-
ous attempts to eliminate it, the
legality of its seniority system has
been confirmed by the courts, and
it has the general support of orga-
nized faculty groups.2° An attempt
to modify the system appears to
be the best approach for dental
faculty.
Numerous modifications of the

traditional tenure system have
been tried. These vary from the
Scandinavian system, where only
one tenured professor (the chair-
man) exists in each department, to
various approaches involving term
appointments utilized by some lib-
eral arts colleges.9203' Two of the
most practical modifications that
dental faculty could present to uni-
versity administrations would be:
1) redefinition of scholarship to
include educational pursuits or
applied technology, or 2) develop-
ment of a dual-track tenure sys-
tem.5,6,20

An attempt to modify the schol-
arship definition could be struc-
tured nicely under the political
model. Many other professional
training programs, such as medi-
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cine, law, and architecture, face
similar problems with the defini-
tion of scholarship. A coalition of
faculty from these programs could
present common concerns to the
university administration. Tradi-
tionally alumni of these profes-
sional programs are major finan-
cial supporters of the university.
Organization of alumni groups to
provide external pressure could
supply powerful support for the
faculty endeavors. The entire pro-
cess would have to be aimed at
persuading the administration to
broaden the definition of scholarly
activity. Opposition to the sugges-
tion would come from faculty
within departments where goals
and objectives coincide with the
present criteria and from tradi-
tionally-oriented faculty and ad-
ministrators who have matured
under the present system, were
rewarded by it, and feel there is
no sense in causing turmoil by
reworking its structure.
An attempt to create a dual-

track or extra-track tenure system
makes logistical sense. Two distinct
types of individuals presently com-
prise dental faculties.' One type,
the traditional dental educator,
does not have research training
nor time allotted to develop re-
search skills. The other has re-
search training (a Ph.D or at least
a Masters Degree) and a specified
amount of time, sponsored by the
college or grant funding, to per-
form research. This second type
of faculty fit into the mold ex-
pected by the university. Its mem-
bers may participate in the tradi-
tional university tenure system and
be rewarded with the security that
the system provides. The non-re-
search faculty may be offered non-
tenure-track positions, with faculty
appointment for specific term. At
the conclusion of that term, the
individual would be evaluated
using specific criteria for the posi-
tion and rehired, if appropriate,
for another specific term. The cri-

teria used for evaluation would
pertain primarily to teaching. Indi-
viduals in the nontenure track
would not be specifically required
to participate in the research, but
also would not enjoy the potential
long-term security of tenure. Sup-
port for this modification would
be derived potentially from faculty
of other professional colleges who
have similar concerns. Alumni
groups, especially those that feel
that the "art of patient care" is
being sacrificed to the "science of
the profession" under the present
university system, could be culti-
vated to provide external support
for this modification of the tenure
system. Support from all faculty
could be fostered by development
of a dual system where transfer
from the tenure track to the non-
tenure track is not permitted and
tenure is completely divorced from
other university activities, includ-
ing academic promotion, salary,
and benefits. This type of system
would minimize false expectations
and discourage offhand use of
the nontenure track while ensur-
ing that individuals in that track
were not considered second class
citizens.2°
As plans for the effort to modify

the system are developed, the pro-
cess by which decisions are made
within the university system must
be understood and appropriate
compensation made. Chaffee' de-
scribes a rational process by which
decisions are made. She states
that, based upon values and alter-
natives, a choice is made. The
choice permits implementation
leading to results, which are in
turn evaluated by feedback. Within
this model, the individual makes a
decision by ranking all the possible
sets of consequences and choosing
the alternative with the most ac-
ceptable outcome. The political
model modifies this system by ask-
ing two pertinent questions: 1)
why is the question being con-
sidered? and 2) who will make the

decision?'
The decision of why the ques-

tion is considered is forced by
those individuals or groups that
are organized enough and persis-
tent enough to push the question
to the appropriate level. Who
makes the decision is decided by
those who remain active during
the decision process. Policy forma-
tion becomes the focal point of
the political mode, for major pol-
icies commit the organization to
definite goals, set the strategy for
reaching the goals, and determine
the long-term destiny of the
organization:"
A modification of the tenure sys-

tem would be a major policy
change for a university with a
primary mission of research. It
would mean the establishment of
goals that are different for profes-
sional training and thus would
place groups within the university
in conflict in an effort to protect
their domain." The policy change
would not come without major
external pressure. Research and
the dollars generated by research
are a major aspect of university
financial support. Modifying the
thrust of a university, even in a
small degree, away from research
could have a tremendous influence
upon the system.34
To function within the political

model, the dental faculty would
need to organize a group from the
university faculty and outside in-
terest groups with the common
goal of modifying the tenure sys-
tem. Organization of the group
may be difficult. To act efficiently,
it would be necessary to stimulate
the emergence of a coordinated
group from a complex, fragmented
social structure, drawing a com-
monality from divergent concerns
and lifestyles.
The organized group may need

to articulate its concern in a
number of ways, to get the ques-
tion considered initially. It must
achieve interest at the decision-
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making stage, to synthesize groups
with conflicting values into an ef-
fective force. At the legislative
stage, it must clarify a translation
process by which their concerns
are articulated, considered, and
negotiated into final policy.3
The group must also be aware

that during the negotiation of a
question by the political system,
the model has two drawbacks: 1)
the approach makes no provision
for a superordinate goal. The goal
of "quality education" must be put
aside during the debate of specific
modifications to tenure. 2) The
result of the struggle cannot be
predicted. Results cannot be linked
to objectives and the final conse-
quences may not serve the interest
of any of the parties.32

Conclusions

A problem exists in the relation-
ship of dental colleges to the uni-
versity tenure system. The tradi-
tional tenure system, initiated
under a collegium model, has
matured and is now structured in
the bureaucratic model. However,
modification of the system to con-
sider the unique problems of pro-
fessional colleges in general, and
the dental colleges in particular, is
going to take skilled use of the
political model by concerned indi-
viduals and groups. A
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STANDARD OF CARE
DEFINITION VARIES
A Presentation at the 1986 Fleming Memorial Lecture, San Francisco, California

Arthur W. Curley*

A Defense Attorney Examines the
Relativity of Standard of Care

Under the American judicial sys-
tem, any time a patient feels that
they have been injured or harmed
while under the care of a dentist,
they may bring a civil lawsuit for
damages and request restitution
from a jury of their peers. The
patient turned plaintiff must prove
to that jury that the dentist was
negligent in providing the care to
the patient. The law defines den-
tal negligence as that occasion
wherein the doctor either fails to
meet or exceed the standard of
care. Proof of that failure need
only be by a preponderance or
fifty-one percent of the evidence.
The standard of care is deter-

mined and defined not by statute
or the decisions of judges. Rather,
this standard is defined and deter-
mined by the testimony of expert
witnesses. A jury of peers is com-
posed primarily and almost exclu-
sively of non-health care profes-
sionals. A typical American jury is
composed of retired individuals,
housewives, students, and a spat-
tering of blue collar workers. The
professional or white collar juror
is rare. In a simple automobile
accident case, the jury is allowed
to use their common knowledge
to determine who was negligent.
However, in a case alleging mal-
practice of a professional, such as
a dentist or physician, the jury
cannot make that determination.
Rather, their role is to weigh the
testimony of experts testifying as
to the standard of care. Their com-
mon knowledge is to be used to
determine credibility of the experts

'Arthur W. Curley, Attorney.

rather than to determine an inde-
pendent standard of care.

Unfortunately, this system leaves
the definition of standard of care
undefined and without recorded
guidelines for today's dental practi-
tioner. The absence of such strict
guidance for today's dentist is
compounded by a public attitude
that today's dentistry is more akin
to the delivery of a product, and
that any result that is less than
perfect is presumed to have re-
sulted from a defective product.
The old rule that a dentist was
innocent until proven guilty does
not apply in civil litigation, where
only fifty-one percent of the evi-
dence is necessary to prove that
the dentist committed malpractice.
In other words, a jury may have
forty-nine percent doubt and still
return a verdict for the plaintiff.
This wide margin, in conjunction
with the public's attitude and the
very competitive dental market,
provides a dangerous legal arena
for today's dental office. Careful
and considerate practice is not
enough to ward off litigation.
Today's dentist must use a

sword and shield in the legal
arena. The sword is effective prac-
tice and patient management, and
the shield is the dentist's records,
including documentation by way
of x-rays and informed consent.
Poor results are considered mal-
practice by juries in cases where
the records are deficient or absent,
practice management is lacking,
and the dentist appears more pre-
occupied with billing than with
treatment.
The number one defense is

records. The dentist must learn to
record health in addition to dis-
ease. Recording the absence of

The number one defense is
records. The dentist must
learn to record health in addi-
tion to disease.

periodontal pockets is as important
as recording their presence. The
taking and maintaining of full-
mouth x-rays that do not necessar-
ily show pathology is as important
as the diagnostic film used just
before treatment. The dentist must
recognize that there are many phi-
losophies amongst experts and
dentists regarding the standard of
care. Although attorneys are well
known for their practice of at-
tempting to show bias amongst
expert witnesses, the key to the
case will be the expert's opinion
based on the records of the defen-
dant that are available for review.
If the dentist does not chart and
record healthy periodontal pock-
ets, it will be difficult in today's
environment for him to prove a
rapid deterioration at the end of
several years of routine care. The
overfilling of a root canal will not
be defensible in the absence of
measuring films and a post-opera-
tive x-ray properly developed,
fixed, and stored.
Recognizing that experts may

differ on any one procedure, to-
day's dentist must anticipate this
ongoing debate, particularly as the
treatment becomes more complex.
Thus, even before beginning treat-
ment, a very careful, thorough,
and current health and dental his-
tory must be taken and recorded.
On the yes/no type forms, every
box must be checked or answered
by the patient. For the general
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practitioner or any individual who
sees the patient over a period of
months and years, this history
must be updated and signed by
the patient on a routine and peri-
odic basis. In the presence of any
systemic disorders or health risk,
such as rheumatic fever, heart
murmur, or pulmonary or cardiac
debilitations, the dentist should
consult the family physician and
record such discussions. This in-
cludes the conversation in which
the physician says that it is per-
fectly acceptable to proceed with
the dental work without antibiotic
or any other special medication
prophylactically administered. The
date and time of the discussion
should be recorded.
Any shield can become a wea-

pon. The dentist who alters or
changes his records will make de-
fense of the liability claims almost
impossible. Juries will presume the
standard of care was breached
and give much more credibility to
plaintiff's expert following the in-
troduction of evidence of tam-
pered records. An additional rec-
ord keeping problem includes
pre-billing of payments to an insur-
ance carrier. The typical case is
the root canal that is billed out as
completed according to the form
prior to the actual filling visit.
Such patients may fail to return,
and the standard of care will be
held against the defendant because
it will be presumed that he failed
to fill the canal, although he billed
for such treatment. This is a per-
fect example of how record keep-
ing may lend credibility to plain-
tiff's expert when such records
are kept improperly, altered, or
changed.
For those who believe the best

defense is an offense, we look at
the sword of practice manage-
ment. Patient rapport with both
the dentist and the staff is critical
to preventing any claim or litiga-
tion. Remember, the patients have

Any shield can become a wea-
pon. The dentist who alters
or changes his records will
make defense of the liability
claims almost impossible.

but few dentists, while dentists
have many patients. The plaintiff
will recall with detail and speci-
ficity the events surrounding any
particular treatment. Your treat-
ment may seem routine. However,
to the patient it is a very important
and memorable day. The interac-
tion of the patient with staff, as
well as communication with the
dentist, may determine whether
or not that recollection is negative
or positive. Careful recording and
documentation of informed con-
sent is necessary because patients
quite often will genuinely forget
the discussion conducted by the
doctor because of the stress associ-
ated with the particular pathology
and its treatment. Their recollec-
tion or the lack thereof will be
given greater weight than that of
the dentist because the jury is
composed of patients. The stan-
dard of care testimony of expert
witnesses becomes critical in in-
formed consent cases when con-
sidering alternatives. In addition
to discussing the risk of a proce-
dure with the patient, today's prac-
titioner must review and record
the discussion of alternative proce-
dures, including doing nothing at
all. Plaintiff's experts are often
heard to testify that a defendant
fell below the standard of care
because he failed to provide alter-
natives to a patient, and that the
particular individual would have
utilized a different treatment and
the patient has a right to those
choices.
Staff members should be pro-

hibited from "playing dentist".
They should not be critical of the

care of other dental offices. Any
criticism should be reserved until
all of the facts are known. When a
dentist expresses an opinion re-
garding the work of another dental
office when seeing a transfer pa-
tient, that practitioner in effect is
testifying to the standard of care.
Statements made will be brought
up again before a judge and jury
and compared to the testimony of
other dentists.
As a final note, the term expert

witness is often confused by the
dentist when viewing the legal
arena. Our judicial system requires
that an expert only be someone
licensed to provide health care
relative to the condition for which
the patient was treated. A chiro-
practor and a physician may tes-
tify against each other. A physician
and a dentist may testify against
each other. Their academic and
personal experience do not affect
their qualifications to be an expert.
The jury is told that a comparison
of an individual's academic back-
ground or training is to be con-
sidered only as to the weight given
their testimony. Thus, the courts
will allow anyone with a D.D.S. to
testify as to the standard of care.
In summary, the standard of

care is determined by the testi-
mony of expert witnesses review-
ing the records of the defendant
and others concerning the care
rendered a particular patient. Den-
tal philosophies and bias do not
disqualify an expert; rather, they
are used only to affect credibility
or the weight to be given that
testimony. Today's dentist will
most often prevent a lawsuit by
good practice management, and
will win a lawsuit by maintaining
detailed, accurate, and unaltered
records. A
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LIABILITY INSURANCE
UPDATE 1986
Dentistry Should Form Captive Liability Companies and
Captive Reinsurance Companies

Lorenz F. de Julien, Jr.*

Dr. de Julien is a current
member of the Board of
Directors, and a former Presi-
dent, of The Dentists Insur-
ance Company which is
wholly owned by the Cali-
fornia Dental Association. He
is a practicing oral surgeon
in Escondido, California.

Availability vs. Affordability

"Dear Doctor your liability insur-
ance will not be renewed on July 1
due to a corporate decision of the
Humongous Insurance Company
to withdraw from the medical and
dental professional liability insur-
ance market." Such 60 day notices
were common in 1973-76 as many
of the commercial carriers pulled
in their horns in response to the
liability crisis. A large void in avail-
ability of insurance resulted. One
popular answer was to form cap-
tive medical-society-owned and
dental-society-owned insurance
companies. They were expensive
to start but worth the price and
effort. In such times of strife, af-
fordability of insurance takes sec-
ond position to availability of
insurance.
Looking back ten years it is fair

to state that the treatment was a
success. Most of the companies
are still in business making insur-
ance available, and at a realistic
price. (Realistic—not "bargain")
A large national magazine re-

cently headlined "America Your
Liability Insurance Has Been Can-
celled". This sounds like 1976 all
over again, only with a greater

•Lorenz F. de Julien, Jr. D.D.S.

number of industries and busi-
nesses affected. What will be the
answer? My guess is that the na-
tional organizations of the indus-
tries and businesses involved will
look to a proven answer—do it
yourself and form a captive. The
blueprints are readily available and
the entrepreneurs are ready to
assist with the formation of new
industry-owned captives.
There is a major difference be-

tween the crisis of 1976 and 1986,
and that is the present lack of ca-
pacity in the Reinsurance Indus-
try. In 1976 reinsurance was
readily available and inexpensive,
thus fueling the formation of new
companies. In 1986 the reinsur-
ance market is a wasteland. Even
Lloyds of London does not feel
that professional liability insurance
is currently a profitable field and
has greatly reduced its reinsurance
exposure. What capacity is avail-
able is very expensive.
The answer may be to expand

on the original game. Not only to
form Captive liability companies,
but also to band together and
fund Reinsurance Captives. These
can be domestically based (USA)
or "offshore" companies based in
exotic places such as Bermuda
and the Cayman Islands. It's the
same game, only on a larger scale,
much like going from checkers to
chess!

If this comes about you will find
a great need for competent insur-
ance executives. Whether there is
a large enough pool of talent avail-
able only time will tell. Good exec-
utives make good companies and
bad executives create failures.
In short, it has become obvious

that the Captive insurance indus-

try is here to stay. More state den-
tal associations will be asking the
existing companies if they can use
their plans and computer pro-
grams—and the fees for such
should help the bottom lines of the
present companies like The Den-
tists Insurance Company (TDIC) in
California. It would appear that
the occurrence policy is an antique
which has been supplanted by the
claims-made policy. This change is
rapidly being phased into the en-
tire liability insurance industry. In
time the present abhorrence of
this concept by the ADA will pass.
In the long run, density will be
stronger because of these monu-
mental decisions that are being
made to make our ability to prac-
tice unfettered more secure. It is
not inexpensive in either money or
man-hours, but the end result is a
more stable product. Perhaps den-
tistry's answer will be for the ADA
to form a Reinsurance Captive
and for the individual state dental
association or groups of state den-
tal associations to fund their own
inter or intrastate companies and
then to purchase the excess insur-
ance from the ADA Captive Rein-
surance company. It certainly does
not seem feasible for the ADA to
try to enter the insurance market
in fifty States, when you factor in
the myriad of State regulations.
"Nothing is static but change,"

and it will be interesting to see
what innovation in the profes-
sional liability industry is brought
out by the present "crisis".
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COMPARING PHARMACOLOGY INSTRUCTION

Comparing Pharmacology'
Instruction

Comparative Analysis of Pharmacology Curricula in Schools of Dentistry,
Medicine and Optometry

During the past decade a pleth-
ora of new drugs have been de-
veloped and marketed. Some of
these pharmacologic agents, such
as long-acting local anesthetics,
newer antibacterial, antifungal and
antiviral agents, newer agents use-
ful in conscious sedation regi-
ments, newer non-steroidal anti-
inflammatory drugs, and agents
used in the prevention of oral
disease, have direct application to
the general practice of dentistry.
Current emphasis on cardiovascu-
lar diseases has resulted in the
development of a myriad of new
agents in addition to the continued
use of mainstay agents such as
digitalis and diuretics. The phe-
nomenal advances in medicine,
leading to increased life span, and
the emphasis on preventive den-
tistry has mandated continuing
dental care in geriatric patients
and thus, necessitates an addi-

'Alex Waigandt, Ph.D., Assistant Profes-
sor, Department of HPER, University of
Houston.
"Edward H. Montgomery, Ph.D., Profes-

sor, Department of Pharmacology, Univer-
sity of Texas at Houston.
***Glenn T. Housholder, PhD., Professor,

Department of Pharmacology, University
of Texas at Houston.
"—Marti G. Waigandt, B.S., Student,

School of Optometry, University of Hous-
ton.

Dale W. Evans, H.S.D., Associate Pro-
fessor, Department of HPER, University of
Houston.

tional area of applied therapeutics,
geriatric pharmacology. Further-
more, patients today demand that
dental treatment be efficient, cost-
effective, anxiety-free, and painless.
This can be partially accomplished
through the use of conscious seda-
tion techniques which, because of
the availability of newer opioid
and benzodiazepine derivatives
with increased efficacy and safety,'
may be feasible for general practi-
tioners. While all of this training
can be provided, it requires addi-
tional time in the dental curric-
ulum so that the adequacy of
training in basic pharmacological
principles and traditional thera-
peutics will not be compromised.
As one might suspect, additions to
the already overcrowded, contin-
uously escalating undergraduate
dental curriculum would not be
well accepted by dental adminis-
trators. In fact, there is an increas-
ing concept that the basic sciences
in the undergraduate dental cur-
riculum are too extensive? Al-
though pharmacology as a disci-
pline is an applied clinical science
as well as a basic science, it is not
invulnerable to such attacks. In
contrast, there is a consensus
among some students surveyed
that their pharmacology training
is inadequate?
There is one previous publica-

tion which investigated the teach-
ing of pharmacology in dental
schools as compared to other pro-

Alex Waigandt*
Edward H. Montgomery**
Glenn T. Housholder'
Marti G. Waigandt*'

Dale W. Evans"'

fessional schools. Aviado (1972)
analyzed data from dental schools,
pharmacy schools, and medical
schools. However, this survey did
not report the number of didactic
hours spent on each of the major
areas of pharmacology, since the
data was expressed as of total
hours, which varied widely! Phar-
macology percentages training in
58 dental schools in the United
States and Canada was examined
in 1976, although this study did
not make any comparisons with
other professional schools involved
with teaching drug therapy.5
Curricular Guidelines in Phar-

macology were developed by the
Section on Pharmacology and
Therapeutics, American Associa-
tion of Dental Schools, and pub-
lished in 1982.6 While these are
recommendations only, the guide-
lines should be useful in defining
areas of study for the dental phar-
macology curriculum. Information
regarding the use of these guide-
lines or current teaching trends in
pharmacology and therapeutics in
U.S. dental schools has not been
published. Since the licensed den-
tist can utilize or prescribe any
drugs relevant to the management
of oral health problems, it is of
interest to determine the current
status of pharmacology training in
U.S. dental schools as compared
to schools of medicine and optom-
etry. Therefore, the objective of
this survey was to obtain informa-
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tion regarding the status of train-
ing in pharmacology for the den-
tal student in reference to students
in other health professions.

Methods

The 14 states which contain col-
leges of dentistry, medicine, and
optometry were designated as
study states. The states were Ala-
bama, California, Illinois, Indiana,
Massachusetts, Michigan, Missouri,
New York, Ohio, Oklahoma, Ore-
gon, Pennsylvania, Tennessee, and
Texas. Thirty-one colleges of den-
tistry, 37 colleges of medicine, and
15 schools of optometry received
the survey instrument (which is
available upon request). The de-
partment chairperson or director
of pharmacology in each school
was identified as the study re-
spondent.
Data were generated from the

subjects' responses to the instru-
ment whose purpose was to query
the amount of hours devoted to
the study of pharmacology. The
instrument was designed to reflect
the table of contents of a major
textbook' used in pharmacology
courses in dental schools' and
other professional schools.
The investigation, being descrip-

tive in nature,' viewed hours spent
in each of 13 major areas of phar-
macology as separate dependent
variables. These categories in-
cluded: (1) basic principles in phar-
macology, (2) drug effects on the
nervous system, (3) psychophar-
macology, (4) central nervous sys-
tem depressants and stimulants,
(5) anesthetics, (6) cardiovascular
agents, (7) ocular pharmacology,
(8) respiratory and gastrointestinal
tract agents, (9) endocrine pharma-
cology, (10) chemotherapy, (11)
poisons and antidotes, (12) drug
interactions, and (13) prescription

writing. A fourteenth variable in-
volved the total hours each school
type spends on the study of phar-
macology. The categories purpose-
fully were kept broad in order to
be indicative of a pharmacology
education in various health care
professional schools whose educa-
tional goals differ. However, each
broad category was clearly defined
in the survey instrument regarding
content. For example, category IV,
Central Nervous System Depres-
sants and Stimulants, was identi-
fied by the following drug groups:
hypnotics, CNS stimulants of the
convulsant type, anti-epileptic
drugs, narcotic analgesics, and
anti-inflammatory drugs.
Results from the instrument

were analyzed using the statistical
package for the social sciences
(SPSS) and calculated on an AS
9000 computer. Treatment of the
data was performed implementing:
descriptive tables utilized to ana-
lyze (1) means, standard devia-
tions, and analysis of variance
(ANOVA) to analyze the major
study categories; and (2) compara-
tive analyses on the major study
categories whose F-ratio indicated
significant differences. The .050
level was selected for statistical
significance.

Results

Of the 83 schools surveyed, 46
schools responded (55.4% response
rate overall). Fifteen were schools
of dentistry (48.4% response rate),
20 were schools of medicine (54.0%
response rate), and 11 were
schools of optometry (73.3% re-
sponse rate). The results of the
study questionnaire are presented
in Tables 1 and 2. Table 1 presents
means, standard deviations, total
range of hours, and analysis of
variance of classroom hours spent

on major areas of pharmacology
(categories) in the different types
of institutions.
Table 2 compares those cate-

gories, where F-ratios indicate sig-
nificant differences, between the
different types of schools.

Discussion

This survey presents some re-
vealing quantitative information
concerning the teaching of phar-
macology in three types of profes-
sional schools whose educational
goals and clinical skills are unique
to each profession. In selected
areas, which are not related to the
major educational goal of the pro-
fession, there is great similarity in
teaching hours. For example, in
prescription writing, drug interac-
tions, respiratory and GI tract
medications, endocrine drugs, psy-
chopharmacology, and CNS de-
pressants and stimulants, there are
no significant differences in time
devoted to these subjects. All three
types of professional schools share
the importance of instruction in
specific areas of pharmacology:
basic principles, cardiovascular
agents, drugs affecting the nervous
system, and chemotherapeutic
agents. Although the lecture hours
differ significantly between the
medical schools and each of the
other schools, these areas of in-
struction constitute a major pro-
portion of each of the curricula. It
is noteworthy that the average
hours in the dental curriculum
utilized in teaching basic principles
reported in this study is apparently
less than those stated in 1976
(R=6.87 vs R=10.7).5

There are significant differences
in teaching pharmacology in areas
of major concern to the individual
professions. Schools of optometry
averaged 29 hours of lecture in
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Table 1. Means, Standard Deviations and Analysis of Variance of Class Lecture Hours Spent on

Major Pharmacological Study Categories by Dental, Medical and Optometry Schools

Dental Medical Optometry Total
N=15 N=20 N=11 Grand Range
R R R Mean of F--

Category (SD) (SD) (SD) (SD) Hours ratio F

1. Basic Principles in 6.87 10.35 7.73 8.59 3-18 5.03
Pharmacology (2.95) (3.79) (3.10) (3.67)

2. Drug Effects on 10.86 15.90 10.91 12.87 5-28 8.77
Nervous System (3.77) (4.91) (3.87) (5.01)

3. Psycho- 3.87 5.40 3.82 4.52 1-12 2.59 ns
pharmacology (1.81) (2.21) (2.96) (2.37)

4. CNS Stimulants 8.40 9.50 7.18 8.55 2-20 1.28 ns
and Depressants (3.16) (4.47) (3.68) (3.92)

5. Anesthetics 6.13 4.00 3.00 4.46 1-12 8.33 •
(2.69) (1.89) (1.00) (2.35)

6. Cardiovascular 7.47 11.95 5.82 9.02 3-19 15.73
Agents (3.76) (3.24) (2.04) (4.11)

7. Ocular 0.53 0.65 29.82 7.59 0-50 91.66
Pharmacology (0.64) (0.87) (12.87) (14.00)

8. Respiratory 2.20 3.15 1.91 2.54 0-8 2.08 ns
GE Tract Agents (1.97) (1.69) (1.76) (1.85)

9. Endocrine 4.20 6.80 5.82 5.72 0-14 3.16 ns
Pharmacology (2.43) (3.58) (2.64) (3.17)

10. Chemotherapy 8.47 13.75 8.27 10.72 0-30 7.10
(4.14) (5.52) (4.08) (5.40)

11 Poisons and 1.27 3.25 1.27 2.13 0-10 6.24
Antidotes (1.22) (2.51) (1.10) (2.09)

12. Drug Interactions 1.80 1.45 1.73 1.63 0-4 0.81 ns
(1.01) (0.69) (0.90) (0.85)

13. Prescription Writing 1.60 1.05 1.09 1.24 0-4 1.67 ns
(1.12) (0.89) (0.70) (0.95)

14 Total Hours in 63.80 90.65 94.82 82.89 39-127 12.36
Pharm (19.56) (18.36) (16.04) (22.39)

*p < .05

ocular pharmacology, while dental
and medical schools averaged less
than one hour. The curricula of
schools of dentistry emphasize the
pharmacology of drugs that affect
sensation and consciousness (de-
fined here as "anesthetics"). As
seen in Table 1, a mean of 6.13
hours was devoted to the study of
anesthetics in the 15 dental schools
responding to the survey. This is
statistically (p < .05) more hours
than the lecture time in medical

or optometry schools. This empha-
sis on anesthetics was also re-
flected in the earlier study by
Kahn and Neidle,5 which reported
means of 5.1 hours in general anes-
thetics and 4.2 hours in local anes-
thetics. The total number of hours
(9.3) devoted to the subject in
1976, however, was apparently
greater than that utilized by the
dental schools surveyed herein.
Nonetheless, local anesthetics con-
tinue to be a mainstay in the

practice of dentistry. Many of the
complex operative procedures on
conscious patients would be im-
possible without adequate pain
control. Also, there is an increasing
demand from dental patients for
not only pain-free, but also anxi-
ety-free treatment, and they prefer
not to remember the procedure.
Intravenous conscious sedation
and nitrous oxide analgesia con-
tinue to be an adequate means to
overcome the fear and anxiety of
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most patients. Availability of new
agents with increased safety and
efficacy for use in conscious seda-
tion techniques has enhanced the
margin of safety for this means of
patient management.' However,
any practitioner who would em-
ploy this pharmacological ap-
proach in patient treatment must
be thoroughly trained in the phar-
macology and clinical application
of these drugs.

It is clear from Table 1 that the
lecture hours in the dental and
optometry schools are remarkably
similar, with significant differences
occurring only in anesthetics and
ocular pharmacology, the latter of

which confers a significant differ-
ence in the total number of lecture
hours between the two profes-
sional schools. This similarity is of
particular interest since the den-
tist, who graduates after about 63
hours of instruction in pharma-
cology, becomes licensed and is
allowed to prescribe any drug re-
lated to his practice. However, in
most states, graduates of optom-
etry schools can use diagnostic
drugs only; in several states, they
are not allowed to use any drug in
their practice.
The medical schools devote sig-

nificantly more hours to drugs
that affect the nervous and cardio-

vascular systems. Additionally, the
medical schools spend significantly
more hours than either of the
other professional schools in teach-
ing chemotherapy. The scope of
treatment in medicine is much
broader and requires chemother-
apy for microbial, fungal, viral,
and parasitic diseases, as well as
neoplasia. While the study of anti-
microbial and antifungal agents
also represent a major proportion
of a dental pharmacology curricu-
lum, the scope of treatment in
dentistry is more restricted with
emphasis on acute orodental in-
fections or antibiotic prophylaxis
in patients at risk of developing

Table 2. Comparisons Between School Types for Significant (p < .05) Differences on Major
Pharmacology Study Categories

t-ratio df t-Probability

Basic Principles in Pharmacology Dental-Medical 3.06 32.9 .004*
Dental-Optometry 0.71 21.0 .483
Medical-Optometry 2.08 24.5 .048*

Drug Effects on Nervous System Dental-Medical 3.84 33.0 .001*
Dental-Optometry 0.42 21.5 .675
Medical-Optometry 3.13 25.3 .004*

Anesthetics Dental-Medical 2.62 23.9 .015*
Dental-Optometry 4.13 18.8 .001*
Medical-Optometry 1.92 29.0 .064

Cardiovascular Agents Dental-Medical 3.70 27.6 .001*
Dental-Optometry 1.43 22.4 .165

Medical-Optometry 6.46 28.3 .001*

Ocular Agents Dental-Medical 0.46 33.0 .652
Dental-Optometry 7.54 10.0 .001*

Medical-Optometry 7.51 10.1 .001*

Chemotherapy Dental-Medical 3.23 33.0 .003'

Dental-Optometry 0.12 21.9 .906

Medical-Optometry 3.14 26.3 .004*

Poisons and Antidotes Dental-Medical 3.08 29.0 .005*

Dental-Optometry 0.01 22.9 .991
Medical-Optometry 3.03 28.1 .005*

Total Lecture Hours in Dental-Medical 4.13 29.2 .001*
Pharmacology Dental-Optometry 4.44 23.6 .001*

Medical-Optometry 0.66 23.3 .518

' p < .05
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bacterial endocarditis or other
complications because of compro-
mised host defense mechanisms.
Although there are a number of
newer antimicrobial, antifungal
and antiviral agents marketed
now, the apparent time devoted to
these agents currently is less (X=
8.47 hours) than in 1976 (X=11.1
hours).5
A revealing statistic in this sur-

vey was the comparison of the
total number of lecture hours in
each of the three professional
schools. The total hours of phar-
macology_instruction in the dental
schools (X=63.80 hours) were sig-
nificantly less than either the medi-
cal schools (X=90.65) or the op-
tometry schools (X=94.82).

Currently, the time devoted to
any subject must be evaluated in
terms of the real problem of the
ever expanding dental curriculum.
The dental curriculum is influ-
enced by outside forces and recog-
nition of new community needs.
The dental schools are expected
to accommodate new areas (e.g.,
geriatrics, physical evaluation, eth-
ics, external rotations, medically
compromised patients, newly de-
veloped drugs) with teaching time,
and yet provide adequate clinical
experience and a grasp of the
basic sciences upon which dental
education depends. Other new pro-
grams have been proposed in den-
tal epidemiology and statistics.9
Monist° has suggested that per-
haps the most serious problem
with the dental curriculum, which
affects the quality of the educa-
tion, is that of overcrowding.
Hence, suggestions are made "to
reduce the mass of information
that is taught formally and that
the student is required to know"9
and to reevaluate the basic science
content in dental education.'

An important question is: are
the hours devoted to pharmacol-
ogy and therapeutics providing
adequate training so that the den-
tal graduate today can provide
patients optimally with effective
and safe drug therapy? It is mor-
ally obligatory that excellent in-
struction and training, at all levels
of dental education, be available.
This, coupled with the growing
concern of overcrowding in dental
curricula, makes it imperative that
we, as faculty, diligently strive to
insure "quality hours" of instruc-
tion. We must select judiciously
from the expanding biomedical sci-
ences to enrich and strengthen the
student's educational program,
professional progress and ability
to communicate effectively and
intelligently with his colleagues in
the health care field.

Conclusions

1. Based upon this research,
dental schools spend signifi-
cantly less lecture time in
pharmacology than either
medical or optometry schools.

2. Optometry schools spend sig-
nificantly more hours teach-
ing pharmacology for the de-
gree of drug utilization or
prescription by that profes-
sion.

3. Dental schools devote signifi-
cantly more lecture hours on
drugs which affect conscious-
ness and sensation than medi-
cal and optometry schools.

4. Medical schools place great
importance on teaching prin-
ciples of pharmacology, car-
diovascular drugs, chemother-
apeutic agents and drugs that
affect the nervous system.

5. There are no significant dif-
ferences in time devoted to

teaching respiratory and GI
tract agents, psychopharma-
cology, CNS depressants and
stimulants, endocrine phar-
macology, prescription writ-
ing, and drug interactions in
the three types of professional
schools.
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Gies Award Outstanding Editorial for 1985

THE NAME OF THE GAME

Robert L. Smith*

The time may have come for our profession to
change the name of the game. The change would be
dictated by an exhaustive, in-depth look at where
we in dentistry have been and where we seem to be
heading. Specifically, our future may not be a
profession but rather a trade.

It took many long hard years of struggle for
dentistry to raise itself by its boot-straps from the
off-shoot of barbering to the respected deliverer of
health care called a profession; a calling or occupa-
tion, other than commercial, involving special attain-
ments and discipline. We fought to become a
respected profession with high standards of achieve-
ment and conduct, committed to study, and having
as its prime purpose the rendering of a public
service. By force of organization and concerted
opinion we maintained high standards.

Dentistry became a learned profession as require-
ments for dental school admission were raised and
curriculum of professional schooling improved and
expanded. Ethical codes of conduct and behavior
were adopted that demanded and received rigid
adherence. Quality care became the emphasis. We
became a profession that, as Thomas Pyles wrote,
"reflects credit on the association." We developed
and exhibited an image that was highly respected by
the public.
What is of equal importance is that the individual

members of the association or profession believed
in and adhered to that image and to the ideals and
elements that produced that image. What the profes-
sion was was clearly understood and upheld by its

*Robert L. Smith, DDS, Editor of the Journal, Arkansas State
Dental Association.

members. They lived by, had faith in, and were
dedicated to their profession's ideals. The golden
age of dentistry had arrived.
A profession, however, is a vulnerable institution; it

does not exist as a single entity. Its members are like
all other human beings, there are some who will not
follow the standards set by the profession. For many
decades the profession's high ethical standards were
supported and maintained.

It is ironic that practices of another era were
outlawed by the government that has now reinstated
those practices. It is disturbing that a number of
dentists are taking advantage of the escape mecha-
nism dictated by our government's court system.
This indicates a loss of belief and faith in the
accomplishments, standards, and ideals of our pro-
fession. Emphasis on quality care is being replaced
by emphasis on megabuck incomes, high gross prac-
tices, gimmicks in advertising, hucksterism, and yes,
even discount coupons. What was once a rare
occurrence is now becoming a common practice.
These practices and emphasis are a course of

action or conduct of a trade or business, not a
profession. What we are seeing in the Yellow Pages,
on television, and in our print media is demoting our
profession to the level of ordinary trades and busi-
nesses. These practices are destroying the image of
dentistry held in such high public esteem through
most of this century.
So perhaps it is time that we take a look at

ourselves and decide what we want to be. The
profession cannot be saved when only a faithful
remnant performs well and ethically; it will take the
recovery of mental and moral force by a majority. If
this is not to be, then let us call ourselves what we
are becoming, a trade, and dispense with a facade of
"profession."
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Gies Award 1st Runner-Up Editorial for 1985

DENTISTRY FOR THE
HANDICAPPED TAKES ON
A NEW DIMENSION
Bernard P. Tillie*

Bedlam was a part of medieval London's Hospital of
St. Mary of Bethlehem, the origin of which has been
traced to the year 1247. It was there that people
afflicted with mental, and often physical limitations,
were sequestered under such destructively horren-
dous conditions that the very name has come to
connote confusions, wild uproar, the epitome of
inhumanity. Such an attitude toward handicapped
people has characterized the posture of our civiliza-
tion down through the ages as every variety of
society reacted to its fears, its superstitions anent
such maladies, with the isolation and the neglect
that Bedlam represented.

Happily, western civilization has, over the cen-
turies, evolved a consciousness which indicated that
a more humanistic approach to the problems of the
physically limited would be more appropriate to the
Judeo-Christian ethic under which it flourished.
There have even been those who have come to
believe that with the proper treatment and training
afflicted people could make meaningful contribution
to the community. And indeed this has proved to be
a very valid philosophy, history being replete with
instances of such achievement.
As a result, the attitude towards mentally and

physically limited people has become more benevo-
lent and constructive, although the mechanisms for
the implementation of these good intentions are by
no means wholly acceptable (witness the present
confusion that plagues the care of the mentally
handicapped). Nonetheless, significant programs for
the care of the handicapped have been implemented,
and extensive explorations in the field are being
funded by governmental and private agencies.
As is so often the case, dental care as a less-than-

lif e-threatening phenomenon was a neglected aspect
of the care the handicapped required. It took the
insistent dedication of some individual dentist who,
attracting the participation of colleagues, effectuated

'Bernard P. Tillis, DDS, Editor of the Journal, New York State
Dental Society.

the inclusion of oral health care among the regimes
being administered and taught to people of limited
mental and physical facility.
Today a very respectable proportion of institutions

which render care to the handicapped are equipped
with staff and facilities to provide oral health care.
Organizations such as the National Foundation of
Dentistry for the Handicapped are meaningful in-
fluences in setting standards, as consultants and in
generally assisting local facilities. Similarly, govern-
mental agencies are involved in this effort to provide
restorative and preventive oral health care to a
particularly susceptible sector of the "people we
serve."

Dentists have rallied to this cause with commend-
able devotion serving on institutional staffs, in mo-
bile units, as well as in individual offices, dispensing
care to a group of people who were for so long
neglected. Nor has the era of house calls passed
entirely into limbo, for dentists have developed
portable equipment designed to treat patients con-
fined to bed at home.
As preventive programs become more and more

effective, and the field of dental care is diminished,
practitioners would do well to explore and prepare
themselves to serve in such hitherto neglected areas.
Dental practitioners have proverbially been noted

for the ingenuity, the creativity with which they
have developed procedures, materials and instru-
ments for the treatment of the variety of health
afflictions to which the human organism is heir.
Nowhere has the challenge been more stringent
than in the care of people with mental or physical
limitations. Here again dentists are responding with
characteristic ingenuity as patients learn to practice
good oral hygiene using devices specifically designed
for patients with limited capacities. Almost each
variety of the dental procedures which have brought
American dentistry into world predominance is now
available to the handicapped. It remains for this
beneficent care to be extended to wherever it is
needed. This is a cause to which dentistry is rallying
in a manner of which it may well be proud.
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COMMUNITY DENTISTRY: ITS
ROLE IN ORAL HEALTH CARE

Bernard P. Tillis*

Dentists have been wont to preen their organiza-
tional plumage as they contemplate the effects of
the preventive dentistry regimes this profession has
sponsored from the days of its earliest beginning to
the challenging present. Indeed, preventive programs
have proven so efficient that some of the brethren,
as they are subjected to the pressures of a disheveled
economy, have looked somewhat ruefully upon the
diminishing caries index.
Spurred by dental advocates, the doctrines of

good oral hygiene have been adopted all over the
civilized world. The toothbrush, under the tutelage
of dentists—and to give them their due, the purvey-
ors of toothpastes—has become the hallmark of
modern civilization wherever the enlightenment has
been allowed to flourish. As a result untold millions
have been spared some of the deprivations that
result from oral diseases.
By similar tokens, this profession's espousal of the

fluoridation of water supplies, despite the distorting
remonstrations of a questionably motivated opposi-
tion, is significantly reducing the incidence of caries
in countries extending from the Scandinavian Arctic
to the Cape of Good Hope.

All of this activity, including the preachments of
diet modifications, have come in large part under
the heading of Community Dentistry, an aspect of
dental care which undertakes to study the epidemi-
ology of oral disease and its prevention. It gathers
demographic information from which evaluations
of population needs as well as the results of preven-
tive procedure can be evaluated. Community den-
tistry is involved with the biostatistics vital to an
understanding of what, in terms of oral health, is
occurring in a population. Such study influences the
trends of future preventive programs.
Thus we have an aspect of dental lore concerned

with populations rather than the individual. Its mis-
sion, among other things, includes helping the poor,
the elderly, the underprivileged, and providing ac-

'Bernard P. Thus, DDS, Editor of the Journal, New York State
Dental Society.

cess to oral health care where it is needed. In this
regard community dentistry became concerned with
underserved areas where dentists are needed
whether they are private practitioners or employed
by government.
The expertise developed has afforded scientific

substantiation to the long held philosophy that the
most effective health care is preventive care; that
investment in terms of prevention and early restora-
tion inevitably provide dividends for its beneficiaries
in the avoidance of pain and expense.
Implementing these philosophies, community den-

tistry is engaged in encouraging and performing
research aimed at extending the preventive arma-
mentarium in government agencies, in hospitals, in
universities and in industry. Every aspect of oral
health advancement has invoked this preoccupation
to a point where the old dental saw which insists
that preventive dentistry is contrived to "put the
dentist out of business" conveys more than a modi-
cum of truth.

Yet, to comfort our aforementioned "rueful breth-
ren," the doubtful possibility that dentists will find it
practical to provide such effective preventive care
to a hitherto reluctant public and eliminate the need
for continuous oral health care seems an unlikely
Utopian contingency. The disposition of Man, his
vulnerability and his penchant for succumbing to
nature's destructive elaborations, seem destined to
insure the profession's indispensibility. In addition, it
may well be that there can be no more inspirational,
more noble destiny for a profession than striving for
the relief of pain and disease so rampant in the
community. So much for the current "busyness
lapse!"
Dental savants on every hand are predicting

changes of all kinds in the practice of dentistry. It
seems to this "cockeyed optimist" that dentists will be
following the guidance being provided by commun-
ity dentistry protagonists; that they, as never before,
will take up the banner of prevention so vital to an
evolving society and will always continue to be an
indispensible part of the community's health care
service.
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Ralph V. McKinney, Jr., Colo-
nel, USAR, has been awarded the
Meritorious Service Medal with
Fourth Oak Leak Cluster for his
exceptional service as Commander
of the 382nd Field Hospital and
the U.S. Army Reserve Center,
Augusta, Georgia. In civilian life,
Colonel McKinney is Professor and
Chairman of the Department of
Oral Pathology at the Medical Col-
lege of the Georgia School of
Dentistry.

Arthur W. George of Pittsburgh,
PA received the Distinguished
Alumni Award of the University of
Pittsburgh School of Dental Medi-
cine. Dr. George has had a distin-
guished career as a practitioner,
educator and as a participant in
dental affairs. At present, he is
Associate Dean Emeritus and con-
tinues to be very active in the
administration of the school.

N. Sue Seale of Dallas has been
appointed professor and chairman

Ralph V. McKinney, Jr.

James W. Smudski, Dean of the
University of Pittsburgh School of
Dental Medicine, left, presents the
school's Distinguished Alumni Award
to Arthur W. George, right, who is
the Associate Dean Emeritus.

of the Department of Pediatric
Dentistry at Baylor College of Den-
tistry. Dr. Seale has conducted
numerous dental research projects
and her work has been published
in professional journals.

11.

Theodore K. Lee of Oakland, CA
was recently named president of
the 3400 member Alumni Associa-
tion of the University of the Pacific
(UOP) School of Dentistry in San
Francisco. Dr. Lee is a member of
the Oakland Chinese Community
Center and has the distinction of
being the first Chinese to serve on
an Oakland City Commission.

Jay F. Watson of Los Angeles
has been appointed Associate Dean
for Clinical Affairs at the UCLA

N. Sue Seale

Theodore K. Lee

School of Dentistry. He previously
served as Chairman of the UCLA
Section of Operative Dentistry.

Arthur A. Dugoni, Dean of the
University of the Pacific (UOP)
School of Dentistry in San Fran-
cisco has completed his term as
President of the American Board
of Orthodontics. This Board is
recognized by the ADA as the only
certifying board in orthodontics.
Dr. Dugoni was recently honored
by the California Dental Associa-
tion when the four-day Anaheim
Meeting was dedicated to him in
appreciation of his continuing
achievements on behalf of the den-
tal profession. He is a member of
the ADA Board of Trustees, repre-
senting the state of California.

Arthur A. Dugoni, left, Dean of the
University of the Pacific School of
Dentistry, receives a plaque commem-
orating the dedication of the 1986
Spring Scientific Session of the Cali-
fornia Dental Association in his
honor. Presenting the plaque is Har-
old S. Harada, CDA President, right.
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SECTION
ACTIVITIES

Upper Midwest
The Upper Midwest Section con-

tinues to support the project at
the University of Minnesota School
of Dentistry on, "Ethics and Profes-
sional and Moral Reasoning." Fel-
lows of the Section are actively
participating in this program. The
project director is Dr. Muriel J.
Bebeau who recently accepted a
check for $1500. from the Section
to be used on the project.

At the Upper Midwest Section Meet-
ing, Dr. Muriel J. Bebeau, left, ac-
cepts a $1500. check from the Sec-
tion to help support the University
of Minnesota School of Dentistry
Ethics project. Presenting the contri-
bution is Section Chairman Anna T.
Hampel, right.

Carolinas
The Carolinas Section heard Dr.

Christopher C. Fordham, III, Chan-
cellor of the University of North
Carolina, give a challenging pre-
sentation "Ethics and professional-
ism in these changing times. Dr.
Fordharn was presented a recogni-
tion plaque by ACD Regent James

Pictured at the Carolinas Section Meeting are, left to right, Section Chairman
William A. Mynatt, University of North Carolina Chancellor Dr. Christopher C.
Fordham, ifi, ACD Regent James Harrell, Sr., and ADA Trustee Lewis S. Earle.

Harrell, Sr. for his high ideals of
professionalism and for his con-
tinued support for dentistry.
Section Chairman William A.

Mynatt recognized Lewis S. Earle
who is Chairman of the Florida
Section and the Fifth District
Trustee for the American Dental
Association. Also recognized was
ACD Regent James Harrell, Sr.,
who is 2nd Vice President for the
American Dental Association.

Montana
The Section met at Great Falls.

It was decided that the ACD Book-
let, "Dentistry—a Health Service,"
along with a cover letter, would be
sent to all dentists in Montana Dis-
trict 1. The 11th District Trustee
for the American Dental Associ-
ation, Dr. Geraldine Morrow, at-
tended the meeting. The entire
Section officer slate was re-elected.

The Western Pennsylvania Section presented its ACD Outstanding Student Award to
Richard J. Doerfler, a 1986 graduate of the University of Pittsburgh School of Dental
Medicine. Pictured, left to right, are ACD President Norman J. Olsen, Richard
Doerfler, ACD Regent Joseph P. Cappuccio and Section Chairman Joel B. Freedman.
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