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BJECTIVES
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 understand-
ing, and extend the benefits of dental
health to the greatest number, de-
clares and adopts the following prin-
ciples and ideals as ways and means for
the attainment of these goals.

(a) To urge the extension and im-
provement of measures for the con-
trol and prevention of oral disorders;

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

(c) To encourage graduate studies
and continuing educational efforts by
dentists and auxiliaries;

(d) To encourage, stimulate and
promote research;

(e) To improve the public under-
standing 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 in-
terest of better service to the patient;
(g) To cooperate with other groups

for the advancement of interpro-
fessional relationships in the interest
of the public;
(h) To make visible to professional

persons the extent of their responsi-
bilities to the community as well as to
the field of health service and to urge
the acceptance of them;
(i) To encourage individuals to

further these objectives, and to recog-
nize meritorious achievements and
the potentials for contributions to
dental science, art, education, liter-
ature, human relations or other areas
which eontribute to human welfare—
by conferring Fellowship in the
College on those persons properly
selected for such honor.



VOLUME 55 • NUMBER"! • SPRING 1988

Keith P. Blair, DDS, Editor

Associate Editors
William W. Howard, DMD
William D. McHugh, LDS, DDSc
Alvin L. Morris, DDS, PhD
Prem S. Sharma, LDS, DDS

Business Manager
Gordon H. Rovelstad, DDS, PhD

Editorial Board of Review
Don L. Allen, DDS, MS
Muriel J. Bebeau, BA, PhD
Wilmer B. Eames, DDS
Paul Goldhaber, DDS, MA
Harald Loe, DDS, Dr. Odont.
James H. McLeran, DDS, MS
Lawrence H. Meskin, DDS, PhD
Richard C. Oliver, DDS, MS
Ralph W. Phillips, MS, DSc
Jeanne C. Sinkford, DDS, PhD
George W. Teuscher, DDS, PhD
Raymond P. White, DDS, PhD

Publications Advisory
Committee

Robert E. Doerr, DDS Chairman
Thomas W. Slack, DDS
Chris C. Scures, DDS
Juliann Bluitt, DDS

Correspondence relating to the Journal
should be addressed to the Editor,
Keith P. Blair, DDS, Suite 325N,
7315 Wisconsin Avenue,
Bethesda, MD 20814-3202

The business office for the Journal of
the American College of Dentists can be
reached by telephone at (301) 986-0555.\\N„,.....

LA\
A Quarterly Publication presenting Ideas,

Advancements and Opinions in Dentistry

The Journal of the American College of Dentists (ISSN 0002-
7979) is published quarterly by the American College of
Dentists, Inc., McFarland Company, Harrisburg, Pennsylvania,
with Second Class Postage paid at Bethesda, Maryland and at
additional mailing office. Copyright 1987 by the American
College of Dentists, Inc.

Postmaster: Send address changes to the Journal of the
American College of Dentists, Gordon H. Rovelstad, DDS,
Business Manager, 7315 Wisconsin Avenue, Suite 352N,
Bethesda, MD 20814-3202.

Subscription rate per year for members of the ACD is $20
included in the annual membership dues. Subscription rate per
year for non-members is $20. Air mail to Canada and Mexico
is an additional $5, all other foreign addresses is an additional
$10. Single copies: $6.

While every effort is made by the publishers and Editorial
Board to see that no inaccurate or misleading opinions or
statements appear in the Journal, they wish to make it clear
that the opinions expressed in the articles, correspondence, etc.
herein are the responsibility of the contributor. Accordingly,
the publishers and the Editorial Board and their respective
employees and officers accept no liability whatsoever for the
consequences of any such inaccurate or misleading opinion or
statement.

For bibliographic references, the Journal is abbreviated J Am
Col Dent and should be followed by the volume number, page,
month and year. The reference for this issue is J Am Col Dent
55:0-00, Spring 1988

The Journal is a Publication Member of the
American Association of Dental Editors



CONTENTS 
From the Editor's Desk   3

Editorial Board Appointed For Journal   4

Convocation Address   6
James L. Bomar, Jr.

The Process of Deprofessionalization   10
David L. Schiedermayer

Convocation Awards
Gies Awards: Frank P. Bowyer, Jr.   17

Lynden M. Kennedy   18
Russell I. Todd   19

Honorary Fellowship: Leon Singer   20
Award of Merit: Jo Clark   21

Dentistry and Dental Trade Working Together   22
Bernard J. Beazley

1987 Convocation Pictorial Section   27
Regent Report Highlights   34
Dentists' Attitudes Concerning Infection Control
and Occupational Hazards   35
Philip Yablon, Ruth S. Spiegel, Michael C. Wolf,
Kenneth P. Maykow

Professional Ethics   41
Richard J. Reynolds

Professionalism in Dentistry   44
Faustin Neff Weber

Oral Self Care   48
Peter Milgrom, Philip Weinstein, Michael
Chapko, David Grembowski, Agnes Spadafora

A Treasury of Dentistry   54
Gardner P. H. Foley

Profile of Sections   56
Robert W Elliott, Jr.

News of Fellows   60

Sections Activities   62

Instructions for Authors   64

Directory of Officers   65

SPRING 1988



3

A New Era For
The Journal

The Spring 1988 issue of the
Journal of the American College of
Dentists is the first issue of the New
Journal and the beginning of a new
era in which it has become a ref-
ereed publication.

After being in the planning stage
for several years, the new Journal
displays a new, modern cover de-
sign and masthead (page 1). It is
enlarged to twice its previous
number of pages. In addition to its
stated purpose of presenting ideas,
advancements and opinions, the
Journal will now be publishing
reviewed scientific articles on den-
tal practice, dental research and
dental education.

Four Associate Editors, Drs.
William W. Howard, William D.
McHugh, Alvin L. Morris and Prem
S. Sharma, have been appointed
by the Editor to assist in selecting
articles for publication and to help
direct the manuscript review pro-
cess. Dr. Sharma will also edit the
departments for News of Fellows
and Section Activities.

A distinguished twelve-member
Editorial Board of Review has been
appointed and includes the follow-
ing Fellows: Drs. Don L. Allen,
Muriel J. Bebeau, Wilmer B. Eames,
Paul Goldhaber, Harald Loe, James
H. McLeran, Lawrence H. Meskin,
Richard C. Oliver, Ralph W.
Phillips, Jeanne C. Sinkford, George

Keith P. Blair

W. Teuscher and Raymond P.
White.

It is the considered opinion of the
American College of Dentists
Board of Regents that there is a
considerable need for more pages
in more publications to publish
important scientific articles and to
publish them while the material is
still current. It is reported that,
unfortunately, many excellent re-
search papers grow obsolete while
waiting for their turns to be pub-
lished, if they are published at all.
An organization as prestigious in

dentistry as the American College
of Dentists which, from its earliest
days, has championed and sup-

FROM 
THE 

EDITOR'S 
DESK

ported high standards for dental
journalism, feels obligated to try to
help this situation by establishing
the new refereed Journal that will
also strive to represent the best
professional and journalistic ideals.
Since it was first established in

1934, the ACD Journal has stressed
excellence and strong principles in
dental journalism. Its illustrious
Founding Editor was none other
than William John Gies, himself. He
was followed by John F. Gurley,
Alfred E. Seyler, Thomas F. Mc-
Bride and Robert I. Kaplan, all of
whom served long terms. In addi-
tion, J. Ben Robinson and Robert J.
Nelsen each served one-year terms.
Now in its 55th year, the Journal
has had only these seven editors
previous to its present editor who
has been in office since 1980.
The Journal was originally a ref-

ereed publication with associate
editors, so changes with the new
Journal actually mark a return to
previous ways of publishing in that
respect. From the time it was estab-
lished, the Journal was a smaller
size (7 x 10 inches) until 1982 when
it assumed its present, modern
format using the standard 81/2 x 11
inch size.
In this new era, the Journal

should enhance its highly re-
spected position as one of the top
publications in dentistry. A

Keith P. Blair
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Journal Is Now A Refereed Publication
Editorial Board of Review Appointed

The Journal of the American College of Dentists has now become a fully refereed
Journal for all scientific articles related to dental practice, dental research and dental
education. A distinguished twelve-member Editorial Board of Review has been appointed
by the Editor and is introduced on these pages. All of them are Fellows of the College and
only their career highlights are presented in this brief introduction of the Editorial Board
for the New Journal.

Richard C. Oliver, DDS, MS.
Dean for nine years at the
University of Minnesota School
of Dentistry and previously
Dean at the University of
Southern California School of
Dentistry. He is currently Pro-
fessor of Periodontology and
Health Ecology at the Minne-
sota School of Dentistry. He

Richard C. Oliver has served as President of the
American Association of Dental Schools and was a
Visiting Scientist at the National Institute of Dental
Research in 1986-87. For 13 years he was editor of
Periodontal Abstracts and now serves on the Editorial
Board of three Journals. Throughout his involvement
in education, organized dentistry and research, he has
continued his practice limited to periodontics.

Lawrence Meskin

Lawrence H. Meskin, DDS,
MSD, MPH, PhD. Dean of the
Graduate School at the Univer-
sity of Colorado Health Sciences
Center and Professor of Preven-
tive Medicine and Biometrics.
He is currently a guest re-
searcher with the National In-
stitute of Dental Research and
Editor of the Journal of Gero-
dontics. He was Dean of the

University of Colorado School of Dentistry in 1981-
1987.

James H. McLeran, DDS, BS,
MS. Dean of the University of
Iowa School of Dentistry since
1974. Diplomate, American
Board of Oral and Maxillofacial
Surgery. He has served as
President of the American
Association of Dental Schools
and is a researcher and author.

James H. McLeran

Don L. Allen, DDS, MS. Dean of
the University of Texas at
Houston School of Dentistry
since 1982 and Professor for
the Department of Periodon-
tics, with a background in Oral
Pathology. Previously he was
Dean of the University of Flor-
ida College of Dentistry. He has
been President of the American
Association of Dental Schools
and an author in the fields of
education.

Muriel J. Bebeau, BS, MA, PhD.
Associate Professor in the De-
partment of Health Ecology at
the University of Minnesota
and is Director of Education
for the Center for the Study of
Ethical Development. She is an
educational psychologist work-
ing in a professional school
setting and her work has estab-
lished Minnesota as a nationally
recognized center for research in ethical decision-
making. She is a member of the Special Committee on
Ethics for the American Association of Dental Schools.

Don L. Allen

periodontics and

Raymond P. White, Jr., DDS,
PhD. Associate Dean at the
University of North Carolina
School of Medicine, Professor
of Oral and Maxillofacial Sur-
gery at the UNC School of
Dentistry and Research Asso-
ciate at the UNC Health Ser-
vices Research Center. Former
Dean of the UNC School of
Dentistry (1974-81). Diplomate,
American Board of Oral and Maxillofacial Surgery,
Lecturer and author.

Muriel J. Bebeau

Raymond P. White, Jr.
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George W. Teuscher, DDS, MS,
MA, PhD. Editor for the Journal
of Dentistry for Children and
former Editor for the Journal
of Dental Education. He was
the Dean at Northwestern Uni-
versity Dental School for 18
years, being appointed in 1953
and was previously a Professor

411111\ of Pediatric Dentistry at North-
western. He has been very

active in dental organizations, including being Presi-
dent of the American Society of Dentistry for
Children and serving six years on the ADA Council on
Dental Education. Dr. Teuscher has a background in
psychology, philosophy and literature and has re-
ceived several Gies Awards for editorial writing.

George W. Teuscher

Ralph W. Phillips, MA, DSc,
Research Professor of Dental
Materials at Indiana University
School of Dentistry. Noted re-
searcher, lecturer, author and
expert on dental materials. Con-
sultant to most prestigious
research institutions and Edi-
torial Advisor to many promi-
nent scientific journals. Honor-

Ralph W. Phillips ary member of many state and
foreign dental associations. He received the Gies
Award from the American College of Dentists for his
contributions to the profession that warrant excep-
tional recognition.

Wilmer B. Eames

Wilmer B. Eames, DDS has
retired from formal teaching
but continues to serve as a
consultant in research and in
the field of dental materials
where his work has had signifi-
cant influence on dental prac-
tice. Among his publications he
lists over 60 papers with the
International Association of
Dental Research and has given

over 400 oral presentations. Dr. Eames has been the
recipient of many well-deserved professional honors
and awards, including the Gies Award of the Ameri-
can College of Dentists.

Jeanne C. Sinkford, DDS, BS,
MS, PhD. Dean of Howard
University School of Dentistry
and Professor, Graduate School
of Arts and Sciences, Depart-
ment of Physiology at Howard
University. Prosthodontist, re-
searcher, administrator, au-
thor, lecturer, Dr. Sinkford has
been very involved in dental
education and dental organi-
zations.

Harald Loe, DDS, Dr. Odont,
Director of the National Insti-
tute for Dental Research. For-
mer Dean and Professor of
Periodontology at the Univer-
sity of Connecticut School of
Dentistry. Author of more than
240 scientific publications, he
has received nine Honorary
Doctorates from U.S. and Eu-
ropean Universities. He is a
past president of the International Association for
Dental Research and is a Fellow and an Honorary
member of a number of organizations around the
world. Dr. LCie is the founding Editor of the Journal of
Periodontal Research and is a member of several
editorial boards for major dental publications.

Jeanne C. Sinkford

Paul Goldhaber, DDS, BS, MA.
Dean, Harvard School of Den-
tal Medicine since 1968, Profes-
sor of Periodontology. Oral
pathologist, researcher, author,
reviewer, abstractor, educator,
consultant. He was President of
the International Association
for Dental Research in 1985.

Harald Le

Paul Goldhaber
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CONVOCATION ADDRESS

James L. Bomar, Jr.*

Isn't it strange
That princes and kings
And clowns that caper in
sawdust rings

And common folks like you
and me

Are the builders of eternity

To each is given a book of rules
A shapeless mass, and a bag
of tools

And each must make ere his life
has flown

A stumbling block, or a stepping
stone

Such a wonderful verse out of
history challenges each of us every-
day of our life.
You are professionals—with a

worldwide interest in your fellow-
man—your background and edu-
cation makes of you a very sub-
stantial promoter of peace in this
troubled world in which we live.
Your theme "The role of excel-

lence" is advanced by your compe-
tence, your ethical outlook, and
your continued search for a better
technological, and sociological
world in which we all may live—
with the welfare of every individ-
ual, no matter his station of life,

'James L. Bomar, Jr., Past President of
Rotary International, Convocation Address,
Las Vegas, October 9, 1988.

uppermost in your every action. To
those of you being honored with
fellowships today—I salute you!
You are indeed a credit to your pro-
fession and your fellowman.
Today I shall discuss the phe-

nomenon of the 20th century—the
service club—as it applies to each
of us in service to others, and its
impact upon a goal of world peace,
understanding and good will. I shall
then discuss the efforts of one ser-
vice organization, Rotary, in carry-
ing the banner high in containing
the dread disease of poliomyelitis—
and answer the question, "am I a
professional man important in this
objective?"
Although service to others slowly

evolved in the late 1800's the
founder of Rotary International, a
Chicago lawyer by the name of
Paul Harris, in the year of 1905,
launched a search for ways to
improve all mankind through the
field of service to others.
This idea of service was new in

the concept of business persons,
but the idea spread rapidly over
an 82 year span under names of
Lions, Kiwanis, Optimist, Exchange,
Zonta, Soroptimist, and approxi-
mately 125 similar organizations.
Today the membership in Rotary
exceeds 1 million, with clubs in 161
nations. Several additional million
business persons promote service
to others through all the service
organizations that exist today.
But the world in which the ser-

vice club was established was no

better—or no worse—than today.
In fact, every man in each age is
called upon to answer a question
"what can one man do?" and as
Paul Harris faced the world in
which he lived, he found a real
problem in human character—it
was indeed Harris' "stumbling
block" because he learned that
man can be extremely cruel.
He can speak in a vile and ob-

scene tongue, callously offend his
neighbor, and tear the world asun-
der in strife. He can waste it in vio-
lence. He can squander the posses-
sions of his heritage. He can starve
his fellowman in the midst of a cor-
nucopia of earthly fruits.

Yet this same man can be ex-
tremely good He has an innate
sense of dignity and decency. He
desires respect for himself, his fam-
ily, his home and possessions, his
ethnic background, his culture
and—his nation.
He searches for happiness and he

recognizes this longing in his fel-
lowman.
He believes in certain rights—the

rights of fairness and equal justice,
the right to make full use of his nat-
ural gifts, and the right to a worth-
while way of sharing in every day
affairs and values of life.

It is in these areas that all service
clubs find a fertile seedbed. This
year the theme of the President of
Rotary International is "United In
Service, Dedicated to Peace".
This is a dream of all of us. This is

the stepping stone for bringing out

VOLUME 55 NUMBER 1
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the beauty of the rose, point to the
stature of our highest mountains,
and open wide the curtains that
shelter the shadows of indifference
and intolerance to allow the bright
sunlight of understanding and love
to penetrate the gloom that sur-
rounds men's hearts, as they en-
dorse man's humanity to man—
instead of his inhumanity.
In fact, the charge and the chal-

lenge to each professional man
today as he seeks to help others
build a better world in which we all
may live could well be expressed by
Horace Mann, who stated:
"Be ashamed to die until you

have won some victory for human-
ity".
So today, I shall discuss some

ways in which we can assist in the
pursuit of world peace in the very
cruel world we abhor.
—The pessimist among us will

say—it is impossible to attain, be-
cause so many programs have been
initiated and so many have failed.
—Well Richard Niturus said it

eloquently when he stated:

"But the road to your neighbor's
heart

Who has surveyed it?
The formula to your neighbor's
head

Who has devised it?
Peace resides in the hearts Of men
Not in conference tables and
delegates signatures

True friendship never dies
It grows stronger the more it is

tested.

World peace can be obtained—a
gesture, a word, an exchange of
family, of youth, of culture, of a

moment of friendship—we are part
of it everyday.
I dare suggest some ways that

are stepping stones to world peace.

1. World peace begins at home.
Mrs. Smith and Mrs. Jones lived as
neighbors for 50 years—each morn-
ing they greeted each other over
the backyard fence with the words,
"Good morning, you look very well
today". But after this period of
time, Mrs. Smith decided to speak
the truth when Mrs. Jones said to
her "Good morning Mrs. Smith,
you look very well today". To which
Mrs. Smith replied "I wish I could
say the same about you; "Well you
could" Mrs. Jones replied "If you
were as big a liar as I am".
Yes—World peace begins at

home, not at some far distant city
or nation, or at the home of some
distant human being.
2. World peace begins with na-

tions and people of peaceful inten-
tions who reside there.

For more than 55 years—two
Rotary Clubs, one in Montana, and
one in Alberta, Canada, meeting
alternately in Waterton and Glacier
National Parks, sought to recognize
our common heritage and to cele-
brate the peaceful unguarded bor-
der which in fact has existed since
1812. This year a celebration was
held with officials of both United
States and Canada celebrating the
U.S.—Canada days of peace and
friendship. There are several les-
sons to be learned from this con-
tinuing experience. First, if we have
friendship, we must work at it, and
secondly, peaceful borders are pos-
sible!
The strength and vigor of the

peoples of these two nations, rising
to the recognition of our two gov-
ernments from a grass roots level
clearly demonstrates to us that
what two service clubs started,
resulted in the building of bridges
of friendship and understanding,
Yes—world peace begins with na-
tions and people of peaceful inten-
tions who reside there.
3. World peace begins in great

conferences like this. In early Sep-
tember, 1987, I attended the world
conference on "Peace Through
Law" in Seoul, Korea. More than
1200 jurists and international law-
yers from 70 countries came to this
place termed "The Best Kept Secret
in the Pacific" to discuss ways and
means of advancing peace through
an increase in the mechanism to
settle disputes between individuals
and nations by any peaceful means.
The philosophy of Ralph Waldo
Emerson is forcefully quoted as a
basis of the goal in each man's
heart, when he stated:

"Great persons realize that all
spiritual force is stronger than
human force. And that thoughts
rule the world".

The lawyers and the jurists con-
cluded with a declaration which
stated:

Any lasting peace must be based
on a foundation of universal legal
principles and institutions of the
rule of law. Past and current bru-
tal methods of conflict resolution
between states and within states
must be replaced with the rule of
law concept, which is the only
credible peace plan we know,
works within nation states. The

SPRING 1988



8 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS

Seoul Conference is keenly aware
of mankind's common longing
for a peaceful world. It pledges
the moral and physical resources
of the center and the diligent
efforts of its members to achieve,
uphold, and preserve a world of
peace through the rule of law.
What other nobler task could we
seek".

What nobler objectives can we
find to establish peace?
—Yes—world peace begins in

great conferences like this-
4. World peace begins in the lives

of those who have no hope of
redemption.
The year I was president of

Rotary International, I was invited
to Ohio to visit a home for severely
mentally retarded children. This
home was constructed and oper-
ated by service clubs in the area.
Every person there was a volun-
teer. I saw wheel chairs filled with
little children—human derelicts—
whose ages were less than ten
years. No sight more sad could
have been witnessed.
A young lady who had volun-

teered to take care of the needs of
one child asked me if I would like to
see her "Danny Boy". I noticed he
had a metal box on his head. She
explained that an engineer of a
local service club had constructed
this box to enable this child to hear
music.
As I approached the wheel chair,

the little child was crying. As she
raised his chin with her fingers,
music began to play in the box and
the child actually started smiling.
The young volunteer said "My job
is to keep Danny Boy smiling".

This story world wide can be
repeated in literally thousands of
cases. Professional men service-
minded helping to keep children
with no hope of redemption—
smiling!
As I left the home and its precious

burden of mentally affected chil-
dren, I could remember the words
of Dr. Tennyson Guyer in the poem
"God Forgive".

Today upon a bus I saw a girl
with golden hair,

She seemed so gay, I envied her,
and wished

I was half as fair.
I watched her as she rose to leave,
And saw her hobble down the

aisle,
She had one leg and wore a

crutch, but as she passed—
a smile,

Oh God, forgive me when! whine,
I have two legs,

And the world is mine.
Later on, I bought some sweets,
The boy who sold them had such
charm,

I thought I'd stop and talk awhile,
If I were late, would do no harm.
As we talked, he said, "Thank you,

Sir, you've really been so kind",
It's nice to talk to folks like you,
Because you see, I'm blind.
Oh God, forgive me when! whine,
I have two eyes

And the world is mine.

Later, walking down the street,
I met a boy with eyes of blue,
But he stood and watched the
others play,

It seemed that he knew not what
to do.

I paused, and then! said "Why
don't you join the others, dear?

But he looked straight ahead,
without a word,

And then! knew he couldn't hear.
Oh God, forgive me when!
whine—I have two ears,

The world is mine.
Two legs to take me where I go
Two eyes to see the sunsets glow
Two ears to hear all I should
know

Oh God, forgive me when! whine
I'm blest indeed, the world is

mine.

Yes—world peace begins in the
lives of those who have no hope of
redemption-

5. World peace begins in the lives
of young people who are maimed
and crippled
Here I must tell you of one ser-

vice club's effort to promote world
peace through probably the great-
est effort ever proposed.
The year I was president of

Rotary International was its 75th
anniversary. Our board was
charged with launching a new cor-
porate project. A program of 3H—
Health, Hunger and Humanity, was
developed and its first corporate
project was to immunize 6 million
children in the Philippines against
the dread ravages of poliomye-
litis—in five years!

This program was launched in
1979 and today tremendous in-
roads have been made in reducing
the incidence of polio throughout
the islands.
Rotarians in other developing

countries of the world requested
that a similar program be launched
in their countries.
Our board of directors in 1984

decided to launch a program to

VOLUME 55 NUMBER 1
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contain polio world wide by 1990.
Through mass immunization days,
rotary has immunized approxi-
mately 50 million children and it
will immunize approximately 40
additional million by the year 1988.
The cost of immunization is 12
cents per child—although approx-
imately 500 million children are to
be immunized, it is our belief that it
can be accomplished.
The program is designated as

polio plus because immunization
other than polio is carried out also.
This will require approximately 125
million dollars plus the voluntary
effort of a literal army of volun-
teers. Today we are conducting a
drive to raise the necessary funds,
and we believe we can reach this
goal within this coming year.
One school child in Milan, Italy,

sent 87 lire to assist in buying vac-
cine for the program. She had sold
fruit in the street for the money she
mailed to Rotary International. Her
letter was very poignant. She con-
cluded by stating:

"I don't know any Filipinos—
but some day,! hope to meet one,
and! can then say to him! helped
you to walk, jump and run, and I
want to be your friend."

This basis of promoting world
peace is accepted by leaders of
nations, providing a better recep-
tion and visibility of the efforts of
service-minded individuals to im-
prove the lot of our fellowmen in
health, literacy and nutrition. The
impact will be beyond the horizon,
polio can be contained—and peace
is helped.
What can one man do? We say

succinctly. He can turn every

stumbling block into a stepping
stone—if he desires to act—just as
the philosopher stated:

For a man is as great as the
dream he dreams

As great as the love he loves
As great as the value he redeems
As great as the happiness he
shares

A man is as great as the truth he
speaks

As great as the help he gives
As great as the destiny he seeks
As great as the life he lives

Finally, even though world peace
is beyond the horizon; it still should
be pursued like Stephan Crane, an
American poet said:

I saw a man pursuing the horizon
Round and round he sped
I was disturbed at this
"It is futile", I said, "You can
never"—

"You lie" he cried
And ran on

As demonstrated by the gather-
ing here today of professional per-
sons you are dedicated to building
a brighter tomorrow—by attaining
excellence in your lives today. We
can make a difference if we take
steps—our steps—to further the
objectives of world peace. How-
ever,—we must recognize that we
are charged to let our message go
forth at this time and in this place.

—That we must learn that no
man is an island and we cannot live
alone—and that this truism bears
heavily upon us.
—That the only obstacle to our

realization of a peaceful tomorrow
will be our doubts and concerns of

today and our willingness to share
ourselves with our neighbor-
-But we will not be deterred—

because we know that in the heart
and soul of every human being
there is a dream and aspiration that
all people shall live together as one
great family—
Yes, people who are service-

minded have the weapons of peace
in their hands—let us all take up the
challenge to build a better world
and discharge it with boundless
enthusiasm-
-This is our goal. We must not—

we will not faiL

People have asked me—"How
can you speak in so many lan-
guages"? I reply "I have no diffi-
culty". For the language of a ser-
vice-minded individual is universal.
In some languages, it is a kiss on the
cheek. In other languages, it is a kiss
on both cheeks. Or—an embrace—
or a handshake—or a cheery "hello"
in a thousand different ways.
For the language of service is a

language of the heart. It speaks
as Mary Martin, an American
actress said:

"A bell is not a bell until you
ring it.

A song is not a song until you
sing it,

Love in your heart was not meant
there to stay

For love is not love until you give
it iway"

So today, I say to each of you, in
the words of the "Sanskrit"

"Walk together, talk together
Ye peoples of the earth.
Then and only then will there be
peace" A
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THE PROCESS OF
DEPROFESSIONALIZATION

Getting Down to Business in Dentistry:
The Effect of Advertising on a Profession

David L. Schiedermayer*

Since antiquity the quandary for
dentistry and medicine has been
how to consider themselves as
healing arts, and at the same time
permit their practitioners to earn a
living. The latin root word for pro-
fession, profiteor, means to make a
public statement or announcement
of a special skill, but the word profit
is clearly visible in this root word as
well. Hippocrates, a physician of
noble birth who eschewed fees,
noted that since physicians save
people from death,". . . no fee, not
even a large one, is adequate for
the physician, but it is with God
Almighty that his remuneration
rests—and what he may receive
should be reckoned as a gift, a
present." ' Aristotle, also a physi-
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cian, was clearly on the nonprofit
side of the debate: "The object
which a man sets before him makes
a great difference; if he does or
learns anything for his own sake or
for the sake of his friends, or with a
view to excellence, the action will
not appear illiberal. . . all paid em-
ployments . . . absorb and degrade
the rnind."2
In the fifth century, the Greek

philosophers Aristophanes and
Sophocles argued over whether
medicine was a trade or profession:
Aristophanes contended that med-
icine was an art, not a simple
techne. Sophocles, on the other
hand, asserted that a physician is
merely a tradesman, a craftsman.3
The dogmatic Galen thought he
had settled the dispute when he

wrote, "It is not possible to pursue
the true goal of medicine if one
holds wealth more important than
virtue, and learns the techne not to
help people, but for material gain." 4
The debate rages still: medical his-
torian Dr. Lester King titled a recent
article on current medical practice,
"Medicine—Trade or Profession? "5
Are health professionals profi-

teors or profiteers? What sets the
health professions apart from other
occupations? What effects have
current societal trends had on the
professions of medicine and dentis-
try, and in particular, what impact
will current marketing and adver-
tising practices have on profes-
sional values and ethics? In this
paper I will address these ques-
tions, focusing on the effects recent
corporate pressure has had on the
healing arts.

The Meaning of Profession

Becoming a member of a learned
profession requires intensive study;
the knowledge acquired sets the
members apart from the laity, who,
lacking such knowledge, depend on
the statements and acts of the pro-
fessional. As King puts it, "Members
of a profession thus found them-
selves in a position of authority that
rested on trust. This dual relation-
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ship imposed on the members of a
profession a particular moral obli-
gation, made explicit by a code of
ethics."5 While there is a large liter-
ature on the meaning of profession,
most authors agree on five major
elements of a profession(al):

1. Service orientation
2. Specialized training and skills
3. Ability to set fees
4. Formation of professional as-

sociations
5. Code of Ethics

Many of these elements are now
common among occupations for-
merly termed "trades." In our ser-
vice economy, many individuals
possess specialized training and
skills—e.g. lab technicians, com-
munication experts, and computer
operators. Professional associations
and codes of ethics are nearly
ubiquitous; Table 1, adapted from
Dyer,6 records the process of pro-
fessionalization of numerous
groups. Business, as King points
out, is undoubtedly in some of its
aspects a profession today; when
the Harvard Business School was
founded, the president of Harvard
University identified business as
the newest of professions.5 Note,
however, that it is doubtful whether
advertising is a profession; this will
become important as we consider
its impact on dentistry and medi-
cine.
My point is this: there is a blur-

ring, in contemporary society, of

. . . there is a blurring, in con-
temporary society, of the dis-
tinction between profession
and trade, and many occupa-
tions now have most of the
elements of profession; there
has been a relative profes-
sionalization of society.

To the extent that physicians
and dentists are learned and
powerful enough to control
their own work, set their own
fees, and agree on their own
ethical standards, they are pro-
fessionals. To the extent that
physicians and dentists lose
the power to control their own
work, set their own fees, and
promulgate their own codes of
ethics, they are deprofessional-
ized.

the distinction between profession
and trade, and many occupations
now have most of the elements of
profession; there has been a rela-
tive professionalization of society.
Of the many formal characteristics
of a profession proposed by sociol-
ogists, the one which most with-
stands modern scrutiny is auton-
omy.' Friedson states, "The only
truly important and uniform crite-
ria for distinguishing professions
from other occupations is the fact
of autonomy—a position of legiti-
mate control over work. . . The
single zone of activity in which
autonomy must exist in order for
professional status to exist is in the
context of the work itself."' To the
extent that physicians and dentists
are learned and powerful enough
to control their own work, set their
own fees, and agree on their own
ethical standards, they are profes-
sionals. To the extent that physi-
cians and dentists lose the power to
control their own work, set their
own fees, and promulgate their
own codes of ethics, they are de-
professionalized.

The Process of
Deprofessionalization

Deprofessionalization proceeds
in the opposite direction as profes-

sionalization; via the watering down
of ethical codes, the weakening of
licensure processes and profes-
sional associations, and the lower-
ing of scholastic and quality control
standards. Clifton Dummett pro-
vides us with a picture of dentistry
in the late 1800's:". . . patients were
not protected from practitioners
with unscrupulous tendencies. It
was difficult, often impossible, to
ascertain whether some dentists
were either capable or qualified to
perform the services they adver-
tised in an obtrusive fashion. The
combination of privately owned
schools, unregulated scholastic
standards, implausible state licens-
ing procedures, clamorous adver-
tising, and proprietary journals all
seemed to encourage the dissemi-
nation of improper or even harmful
services to the American people . . .
the (current) trend toward com-
mercialization of the health profes-
sions merits extensive analysis . . .
undue emphasis on business and
profit-making aspects of health
care can erode the moral and ethi-
cal commitments of all health pro-
fessionals to the welfare and the
interests of the sick and disabled."9
Kramer has traced the effects of

commercialization on the changing
language of ethical codes. He points
out that one of the distinguishing
features of a profession has been
the requirement for its members
"to adhere to principles of conduct
loftier and more stringent than

Deprofessionalization pro-
ceeds in the opposite direction
as professionalization; via the
watering down of ethical
codes, the weakening of licen-
sure processes and profes-
sional associations, and the
lowering of scholastic and
quality control standards.
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Table 1 The Process of Professionalization*

Became Full-
time Occupation

First
University
School

First Local
Professional
Association

First National
Professional
Association

First State
License Law

Formal Code
of Ethics

Established:
Accounting (CPA) 19th cent 1881 1882 1887 1896 1917

Architecture 18th cent 1868 1815 1857 1897 1909

Civil engineering 18th cent 1847 1848 1852 1908 1910

Dentistry 18th cent 1867 1844 1840 1868 1866

Law 17th cent 1817 1802 1878 1732 1908

Medicine ca 1700 1779 1735 1847 Before 1780 1847

Others in process, some
marginal:

Librarianship 1732 1897 1885 1876 Before 1917 1938

Nursing 17th cent 1909 1885 1896 1903 1950

Optometry 1910 1896 1897 1901 ca 1935

Pharmacy 1646 1868 1821 1852 1874 ca 1850

School teaching 17th cent 1879 1794 1857 1781 1929

Social work 1898 1904 1918 1874 1940 1948

Veterinary medicine 1803 1879 1854 1863 1886 1866

New:
City management 1912 1948 After 1914 1914 None 1924

City planning 19th cent 1909 1947 1917 1963 1948

Hospital Administration 19th cent 1926 1933 1957 1939

Doubtful:
Advertising 1841 1909 1894 1917 None 1924

Funeral direction 19th cent 1914 1864 1822 1894 1884

*Modified after Wilensky
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those governing commercial enter-
prise." l° One problem with lofty
and stringent advertising codes in
an era of consumer advocacy is that
these codes are subject to criticism
for being protectionist and restric-
tive. The antitrust suit brought by
the Federal Trade Commission
(FTC) against the American Medi-
cal Association (AMA) was the re-
sult of concerns about the restric-
tion of free trade, and this suit has
had a major impact on both the
professions of medicine and den-
tistry.

Antitrust and Advertising in the
Health Professions

On December 19, 1975, the FTC
brought action against the AMA,
the Connecticut State Medical Soci-
ety, and the New Haven County
Medical Association, charging them
with illegally restricting members
from advertising and soliciting pa-
tients and interfering in the con-
tractual relations between mem-
bers and other entities, such as
group prepaid plans, health main-
tenance organizations, and non-
physicians. The administrative law
judge and the Second Circuit Court
of Appeals found that the AMA's
practices were restraints of trade,
the FTC established jurisdiction
over organized medicine, after an
equally divided (4-4) US Supreme
Court affirmation." In section IV of
the FTC document, the AMA was
ordered to "remove from . . . Prin-
ciples of Medical Ethics . . . any
provision, interpretation, or policy
statement which is inconsistent
with . . . the provisions . . . of this
order.'2 The AMA complied by re-
moving the portion of the AMA
Code of Ethics which the FTC
deemed "broader than necessary
to protect the public." On January
4, 1977 the FTC filed a complaint
against the ADA, which immedi-
ately advised constituent societies
to cease initiation of any discipli-

nary proceedings against any mem-
bers who merely advertised in the
public press the availability of their
services and their routine fees. In
March, 1979, the FTC and the ADA
settled out of court, with terms of
settlement as follows: '°

1. The ADA agrees not to restrict
truthful advertising

2. The ADA may prohibit "false
and misleading advertising"

3. There is no admission by the
ADA that any law has been
violated

L. Barry Costilo, an FTC commis-
sioner, commenting on whether
the suit has generally favored con-
sumers of health services over
providers, states that antitrust
enforcement has increased compe-
tition with the result of ". . . provid-
ing more service and price op-
tions . . . the antitrust laws are
concerned with maximizing the
long-term welfare of consumers,
but this is not inconsistent with the
interest of efficient providers."3
Despite Costilo's reassurance, it is
evident that the advent of consum-
erism, and the outcome of the FTC
suit, have resulted in the revision of
the entire ADA Code of Ethics, even
those portions not currently under
challenge. In this sense, the action
represented a force for deprofes-
sionalization; we have seen that a
weakening in the code of ethics of a
profession is a movement away
from professional status. The pre-
amble to the current version leaves
open the possibility for further
change even as it appeals to the
past, "Although the structure of
society may change, the overriding
obligation of the dentist will always
remain the duty to provide quality
care in a competent and timely
manner. All members must protect
and preserve the high standards of
oral health care provided to the
public by the profession. They must
strive to improve the care deliv-
ered—through education, training,

research and, most of all, adher-
ence to a stringent code of ethics,
structured to meet the needs of the
patient."14
While the new code may be real-

istic and responsive to societal
change, it fails to meet the criteria
for being stringent, i.e., rigidly con-
trolled, enforceable, and strict.'5 It
is, in fact, lax and unenforceable
when it discusses advertising; "may"
and "could" are used instead of the
ethical "should" and "ought." Prob-
lems are to be resolved "within the
broad boundaries established in
these principles." Despite attempts
at specificity during a discussion of
advertising regarding fellowship
and specialization, the following
disclaimer is included:

"Advertising, solicitation of pa-
tients or business, or other promo-
tional activities by dentists or den-
tal delivery organizations shall not
be considered unethical or im-
proper, except for those promo-
tional activities which are false or
misleading in any material respect.
Notwithstanding any ADA Princi-
ples of Ethics and Code of Profes-
sional Conduct or any other stan-
dards of dentist conduct which
may be differently worded, this
shall be the sole standard for deter-
mining the ethical propriety of such
promotional activities." "

Realizing that the FTC ruling sig-
nals that medicine is now regarded
primarily as a trade, not a profes-
sion, dentistry in its code of ethics
has been forced to abandon any
pretense of a professional ethic
above and beyond that of a com-
mercial enterprise. The only obliga-
tions of this business ethic are as
follows:
A dentist may advertise in any

media, although not in a manner
that is false or misleading in
any material respect. Statements
should be avoided, according to the
document, which:
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a. Contain a material misrepre-
sentation of fact

b. Omit a fact necessary to make
the statement considered as
a whole not materially mis-
leading

c. Contain a representation or
implication regarding the
quality of dental services
which would suggest unique
or general superiority to other
practitioners which are not
susceptible to reasonable veri-
fication by the public

d. Be intended or be likely to
create an unjustified expec-
tation about results the dentist
can achieve.

The ADA has been forced to
write the dental equivalent of the
Hippocratic Oath in a modern cor-
porate version;'6 this response is
understandable, since the commer-
cial pressures on both medicine
and dentistry are intense and their
potential impact on deprofessional-
ization is significant. Professional
associations are seeking to mini-
mize the damage through educa-
tion and communication; for its
part, the American College of Den-
tists lists as objectives, "To improve
the public understanding and ap-
preciation of oral health service
and its importance to the optimum
health of the patient. . . to encour-
age the free exchange of ideas and
experiences in the interest of better
service to the patient."" Despite
these efforts, the growing number
and increasing competitiveness of
health professionals, the internal
fragmentation of health profes-
sions, and the growing involvement
of government and corporate
authority all impact negatively on
professional autonomy.'8
These observations are not neces-

sarily made in an anti-capitalistic or
anti-advertising spirit. My purpose
here is not to comment on the rela-
tive merits of the free market sys-
tem vs. other economic systems; to

paraphrase Churchill, capitalism is
the worst possible economic sys-
tem except for all the others. (The
Soviets are now short on tooth-
paste: demand will exceed supply
by 80 million tubes this year, so
there are few fresh smiles among
consumers in the Soviet Union)."
Advertising is routine in capitalistic
cultures, and it often seems to work
well, so my concern is, rather, the
potential impact that certain forms
of advertising, like those of the
1800's described by Dummett,
could have on the professions of
medicine and dentistry. The ethical
issue for advertising by profes-
sionals, as Dyer points out°, is
whether such advertising is truthful
and whether there can be objec-
tively measurable standards for
judging the truthfulness of adver-
tising claims; advertising at worst
plays upon unconscious wishes for
sex, greed, power, status, and per-
fection, and manipulates our long-
ings and fears. Health professionals
in a capitalistic society have every
right (and even a duty) to advertise
in the former sense, but risk depro-
fessionalism and disgrace if they
advertise in the latter.

The Spectrum of Advertising

One commentator from Canada
has asked a series of important
questions regarding the propriety
of advertising by health profes-
sionals: How do you legislate good
taste in advertising? Where is the
line between "providing informa-
tion" and "touting your wares?"
When does legitimate competition
among ethical professionals dete-
riorate into commercial warfare?
Who is to judge what is "profes-
sional, dignified and ethical" and
what is "crass and commercial?""
While these questions may be

difficult to answer in the abstract,
the use of specific examples can
enable us to discern several ethical
breakpoints along the spectrum of

advertising. In some cases, the lines
are indeed blurry, but in others, the
difference between professional-
ism and hucksterism becomes
more obvious. For ease of discus-
sion, I will consider the following
types of marketing: tombstone ads,
verifiable promises, unique selling
propositions, and unjustified health
expectations. The former two are
traditional forms of professional
advertising, the latter two have tra-
ditionally been considered ethically
suspect, and the last, if flagrant
enough, is considered inappropriate
by the FTC.

Tombstone Ads

The great majority of physicians
and dentists who do advertise use
tombstone ads—name, location,
hours, and specialty." I have ob-
served that in the Milwaukee phone
book the dental ads are larger,
more colorful, and contain more
symbols and signs than the medical
ads—"monuments," if you will.
Morse has pleaded with fellow
health professionals to avoid the
temptation of block advertising, in
order to avoid misleading patients
with self-promotion. "Don't let fin-
gers do the talking for you," he
implores.2' To this appeal, however,
a patient writes back, "The shingle
and a name in a directory are all we
have. . . While one hardly wishes
to see full-page four-color ads for
doctors glaring out at us like so
many drug ads in a medical jour-
nal, one also hopes that, given just a
touch more information about a
physician's practice—such as office
hours, special interests, and abil-
ities—most patients would exercise
good judgment in their choice and
would not be misled."22
In return, Morse countered with

some statistics from a recent sur-
vey of 1250 people which revealed
that 43 percent selected their phy-
sicians on the basis of the recom-
mendations of trusted friends and
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relatives; 26 percent, on the basis of
the physician's manner and per-
sonality; 9 percent, on the proxim-
ity of his office; 8 percent, on his
hospital affiliations; 5 percent, how
much he charged; 4 percent, the
ease of making an appointment;
and 4 percent, whether he was in a
group practice."
The contents of even tombstone

ads remains controversial—one eye
surgeon has objected to the com-
mon use of the word "laser" close to
statements about cataract surgery,
since lasers are not used for this
purpose and the public may be mis-
led,24 and two researchers pointed
out that in the specialty listings of
the Hartford Connecticut phone
book, 12 percent of those listed
as specialist were not board-certi-
fied." Tombstone ads, however, are
relatively less obtrusive and more
easily objectively verified than
other forms of marketing. A flashier
form of tombstone advertising, the
use of the various media to present
essentially educational messages,
without flagrant featuring of the
speaker-writer of his clinic, is also
widely condoned.

Promises

Advertising which makes prom-
ises to patients is a more trouble-
some area of marketing. When
these promises are made in non-
print media, they are difficult to
monitor.20 Promises may often be
negative; examples are warnings
that "cataracts can hurt you," and
"endanger your life" through auto-
mobile accidents.24 While under
most current state medical acts
physicians and dentists can not
make promises or claims to supe-
rior medical care,26 professionals
can promise "reasonable fees" and
"personal, caring attention to you
and your health care needs." These
types of promises seem reasonable
enough; extensive promises, how-
ever, may lead to difficulties and

may be deceptive if impossible to
keep. Searle has recently promoted
a "Patient Promise"" with these
terms: if a doctor prescribes a
Searle product and the product
does not achieve the desired thera-
peutic benefits for that patient at
any time, Searle will refund the
patients's money.
If promises are extravagant

enough, they may become unique
selling propositions and may create
unjustified health expectations (i.e.,
perfection). But many promises,
like tombstone ads, are verifiable.
For example, if a dentist promises
same day walk-in service, patients
can easily ascertain if the promise
will be kept. If a health professional
promises to keep his fee less than
$100 for a certain procedure the
patient can find legal redress for
the broken promise. While ads with
various promises are more prob-
lematic than simple tombstone
ads, one might argue that they
favor the consumer and have rela-
tively few adverse effects on pro-
fessionalism. This is not the case,
however, with unique selling prop-
ositions.

Unique Selling Propositions

Ads which are unique selling
propositions run the risk of crossing
the line between providing informa-
tion and "touting wares," between
legitimate competition and com-
mercial warfare. Such marketing
devices focus on the uniqueness of
the individual or institution, the use
of breakthrough treatment, and
the denigration of others.2° Such
advertising is primarily an attempt
to gather business for one's self; if it
results in the destruction of one's
competition, the attempt is more
successful than usual." One dentist
claims to be the most skilled ortho-
dontist in a metropolitan area; one
HMO claims to be "the only one for
you." Marketing expert Robert F.
Schlax has said that health profes-

sionals will have to establish their
own "unique selling propositions"
to define the specific market they
want; they must find out what the
market wants, package it, and de-
liver it at a fair price.2°
Many ads stop just short of the

unique selling proposition mark.
Advertisements for liposuction,
face lifts, permanent eyeliner, and
radial keratotomy (multiple deep
corneal incision to reduce myopia)
in medicine and various forms of
non-indicated cosmetic work in
dentistry are examples of this
powerful advertising ploy: in order
to attract people in a unique fash-
ion, one often has to make them
want something that they don't
necessarily need. It is difficult to
reconcile this element of advertis-
ing with the goals of health—to
reduce suffering and cure dis-
ease.24 Furthermore, unique selling
propositions run the risk of creating
unjustified health expectations.

Unjustified Health Expectations

Marketing techniques which aim
at creating unreasonable health
expectations are more likely to be
"false or misleading in a material
respect" than other forms of adver-
tising. A material representation of
fact which should not be omitted in
either advertising or in informed
consent discussion with a patient is
that imperfection is common in
health care and that tradeoffs are
the rule; benefits bring risks, proce-
dures have complications, medi-
cines have side effects. In a sense,
the Searle promise may be impli-
cated as creating unjustified health
expectations, if it creates the im-
pression that Searle medication will
always be effective. On the other
hand, if the Searle promise is
merely that in the many cases
where the product is ineffective,
money will be refunded, no un-
justified health expectations are
created.
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While aesthetic appearance is
important, purely cosmetic dentis-
try under the promise of a perfect
smile creates unjustified health
expectations. Similarly, the claim
on the part of some eye surgeons
that radial keratotomy is safe and
effective would seem to be an
example of unjustified health ex-
pectations, because 10 percent of
those who undergo the procedure
are dissatisfied with the results and
up to a third complain of fluctuat-
ing vision one year after surgery.29
The use of shapely young women

models in liposuction ads also may
create unjustified health expecta-
tions for a perfect body sculpture.
In dentistry as in medicine, the
creation of unjustified health ex-
pectations does a public and pro-
fessional disservice, leading to law-
suits by disgruntled patients, and
placing unacceptable pressures on
the health professional. Public ex-
pectations of dentistry and medi-
cine are already excessive; the pub-
lic expects only perfect babies to be
born. Fueling these already unrea-
sonable expectations seems medi-
colegally and professionally unwise
and ethically inappropriate.

Conclusion

The age-old battle between trade
and profession in the healing arts
continues; at the current time those
on the side of Sophocles are win-
ning. The question remains whether
the consumer will benefit in the
long run from all forms of advertis-
ing; to the degree that advertising
results in deprofessionalization of
dentistry and medicine, I would
argue that both patient and doctor
are harmed. Of course, not all
advertising is bad, and within a
competitive, capitalistic system a
total ban on advertising, either
covert or overt, represents a re-
striction on trade.

In the spectrum of advertising,
ads which play upon the desire for
physical perfection and manipulate
our longings and fears are unveri-
fiable and unprofessional; exten-
sive promises are impossible to
keep. Despite the strength of the
FTC ruling,3° sufficient professional
autonomy remains in the health
professions for us to discourage
and censure unscrupulous practi-
tioners and those who would dis-
seminate improper or even harmful
services to the public. Aristophanes
must still have his part among us.
I am convinced that somehow the
caring tradition of our professions
can survive even our current greed,
competition, and advertising. We
have been at this point before and
the profession recovered; the art is
long, and it will go on even after you
and I rest under our final tomb-
stone ads. A
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GIES AWARD TO FRANK P. BOWYER, JR.

Citation Presented by Regent Joseph P. Cappuccio

The William John Gies Award
was established by the American
College of Dentists in 1939 in order
to recognize Fellows of the College
for outstanding service in dentistry
and its allied fields. This award
honors Dr. Gies, not only for his
outstanding contributions to all
facets of the profession of dentis-
try, but also serves an index of
appreciation and esteem for those
Fellows of the College whose works
have merited exceptional recogni-
tion. There have been sixty-six dis-
tinguished Fellows honored by this
award. These sixty-six Fellows rep-
resent the most noble and dedi-
cated among us and personify pro-
fessionalism in the finest form.
The William John Gies Award for

1987 is being presented this year to
three Fellows of the College in
recognition of outstanding achieve-
ment.
Dr. Frank P. Bowyer, Jr. of Knox-

ville, Tennessee, has been selected
for, the William John Gies Award of
the American College of Dentists
for 1987. Dr. Bowyer has served as
a Regent, Vice President, Presi-
dent-Elect and President of the
American College of Dentists dur-
ing some of the crucial times for the
College.
Dr. Bowyer has served in practi-

cally every position in organized
dentistry from the local level to the
national and international level. His
biographical and curriculum vitae
measures like a who's who in world
dentistry.
Dr. Bowyer completed his dental

education at the University of Ten-

Frank P. Bowyer, Jr.

nessee, College of Dentistry in 1939
graduating with honors. He went
on to advanced training in ortho-
dontics and has limited his practice
to orthodontics in Knoxville since
1942. He is a Diplomate of the
American Board of Orthodontics.
Dr. Bowyer has served organized
dentistry in many ways through
committees and special programs
as well as through the various
offices of local and national soci-
eties. He has held office as Speaker
of the House of Delegates of the
American Dental Association, Presi-
dent-Elect and ADA President. He
was appointed by Governor Frank
Clements in 1959 for a twelve year
term to the University of Tennessee
Board of Trustees and reappointed
in 1971 for a nine year term. Dr.
Bowyer was the "Dentist of the
Year" in 1948, he was the "Young
Man of the Year" Knoxville, Ten-

nessee, 1952, and he received the
Distinguished Alumnus Award, Uni-
versity of Tennessee College of
Dentistry, in 1973. The Mayor of
Knoxville appointed Dr. Bowyer to
the Board of Directors to plan, pro-
duce and operate the Knoxville
Health Pavilion of the 1982 World's
Fair. The dental health exhibit,
planned, organized and chaired by
Dr. Bowyer, was viewed by approxi-
mately six million adults and chil-
dren. Components are now on ex-
hibit in the Museum of Science and
Industry in Chicago.

Dr. Bowyer is now serving his
third term as Vice President of the
Federation Dentaire Internationale.
He has been honored and cited by
some of the most prestigious dental
organizations in the world.
Dr. Bowyer relates to all seg-

ments of our profession both young
and old, national and international
leaders. He symbolizes all that is
good and decent as a highly, ethical
professional. He personifies the es-
sence of professionalism and south-
ern gentleman. Dr. Bowyer has
given a lifetime of total dedication
and service to his profession, com-
munity and nation.
His most lasting and worthwhile

contribution is as a role model for
all who know him to try to emulate
in both professional and personal
life. Dr. Bowyer is truly a legend in
his own time.
Mr. President, it is a distinct plea-

sure and an honor for me to present
Frank P. Bowyer, Jr. to you for the
William John Gies Award of the
American College of Dentists. A
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GIES AWARD TO LYNDEN M. KENNEDY

Citation Presented by Regent W. Robert Biddington

Dr. Lynden M. Kennedy, private
practitioner in Dallas, Texas, is to
be recognized with the William
John Gies Award of the American
College of Dentists for his outstand-
ing and untiring service to his pro-
fession and to organized dentistry.
He has served as a lecturer, clini-
cian, and has frequently been the
speaker for public relations func-
tions for dental organizations. He
has been President of the American
College of Dentists, the American
Dental Association, the Texas Den-
tal Association, the Dallas County
Dental Society, and the Texas Acad-
emy of General Dentistry. He has
given many years of service to the
Texas State Board of Dental Exam-
iners and in the last several years
has served as its President.
Dr. Kennedy was born in Davis,

Oklahoma, on January 31st, 1917.
His father was a dentist who began
his practice in Indian territory be-
fore the turn of the century. Dr.
Kennedy had five brothers all of

Lynden M. Kennedy

whom studied and practiced den-
tistry. Additionally, there are two
sisters; one of whom married a
dentist.
Among his many professional

honors are the William Jarvie and
Harvey J. Burkhart Award of the

Dental Society of the State of New
York, Distinguished Alumnus
Award of Baylor College of Dentis-
try, the Al Borish Award of the
Academy of General Dentistry, and
election to the Hall of Fame of the
Baylor College of Dentistry. He was
elected Dentist of the Year by the
Dallas County Dental Society in
1973 and Dentist of the Year by the
Texas Academy of General Dentis-
try in 1978. Dr. Kennedy is serving
as a very active member of the
Board of Trustees of the Baylor
College of Dentistry and has served
three terms as its Chairman. He is a
director of the Blue Cross-Blue
Shield of Texas and advisory direc-
tor of M/Bank Preston.
Dr. Kennedy is married to Jimmie

Olinger and they are the proud
parents of two children.
Mr. President, it is a pleasure and

honor for me to present Dr. Lynden
M. Kennedy to you for the William
John Gies Award of the American
College of Dentists. A
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GIES AWARD TO RUSSELL I. TODD

Citation Presented by Regent Albert Wasserman

Versatile researcher and scien-
tist; able author; recognized leader
and practitioner in the field of den-
tistry; the distinguished son of Mad-
ison County whose career of pro-
fessional and public service is an
inspiration to all who would seek to
improve the quality of life. This
describes Dr. Russell I. Todd, 1987
Gies Awardee for the American
College of Dentists. These words
were first used at Eastern Ken-
tucky University in 1973 to describe
Dr. Todd in recognition of his able
leadership and noteworthy contri-
butions in advancing the standards
of dental education, in promoting
the national level of qualifications
for dental practitioners and in uni-
fying the methods and procedures
of the Boards of Dental Examiners
within the several states.
Dr. Todd has been engaged in the

general practice of dentistry in
Richmond, Kentucky since 1924. It
was while serving as Executive
Director of the Kentucky Board of
Dentistry that he had some contact
with every dentist in the state. He
became disturbed by reports about
serious tissue damage to several
dentists from excess radiation.
During the mid-twenties the so
called shock proof x-ray machines
made their appearance. However,

Russell L Todd

what the dentist did not know and
was not told was that it did not elim-
inate x-ray hazards. Through a life-
time friend who headed the Physics
Department at nearby Berea Col-
lege and by obtaining funds through
a grant from General Motors Cor-
poration, he became actively in-
volved in a research project de-
signed to eliminate the hazards of
dental X-radiation. It was shown
that some dentists were receiving

x-ray dosages above the safe
amount. The report of this project
was published in the JOURNAL OF
THE AMERICAN DENTAL ASSO-
CIATION in December, 1955, and
presented in an address given at the
Indiana Medical Center in Novem-
ber 1956. This research demon-
strated the serious hazards if x-ray
machine safety procedures were
not followed.
Dr. Russell Todd is a man of wide

and varied accomplishments. He
has written articles of historical
nature for the RICHMOND DAILY
REGISTER as well as for other his-
torical publications. He has written
and published several books. He
was Vice President of the American
Dental Association in 1960-1961.
He received a Doctor of Humani-
ties Degree from Bethany College
in 1975 and a Doctor of Laws
Degree from Cumberland College
in 1982.
Todd Hall is a twelve-story sky-

scraper dormitory at Eastern Ken-
tucky State College housing more
than 300 students This building
was named in honor of Dr. Russell
Todd. Mr. President, it is a pleasure
and an honor for me to present Dr.
Russell I. Todd to you for the Wil-
liam John Gies Award of the Amer-
ican College of Dentists. A
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HONORARY FELLOWSHIP FOR
LEON SINGER

Citation Presented by Regent Thomas W. Slack

From time to time the American
College of Dentists confers Honor-
ary Fellowship upon persons who
are not members of the dental pro-
fession but have contributed in an
outstanding manner to the ad-
vancement of the profession and to
its service to the public. These con-
tributions may have been made in
education, research, administra-
tion, public service, public health,
medicine and many others. This
year it is a special privilege for the
College to confer Honorary Fel-
lowship upon an individual whose
contributions have been in research
and education: Leon Singer, Pro-
fessor of Biochemistry at the Uni-
versity of Minnesota, Minneapolis,
Minnesota.
He was appointed to the Univer-

sity of Minnesota as an instructor in
physiological chemistry in 1949 and
has continued through the ranks as
assistant professor, associate pro-
fessor, the Hill Professor for Basic
Dental Research, and professor. Dr.
Singer is world renowned for his
research efforts in the entire field
of fluoride biochemistry. His early
work in fluoride chemistry and
physiology at the University of
Minnesota was with Dr. Wallace D.
Armstrong, also an Honorary Fel-

Leon Singer

low of the American College of
Dentists. Dr. Singer's accomplish-
ments in fluoride research brought
national and international recogni-
tion to the School of Dentistry and
the University of Minnesota. In
addition to his research and teach-
ing, Dr. Singer has become a pro-
lific contributor to the school as a
member of many committees and

other operational activities. He has
published over 250 articles and has
participated in numerous scientific
organizations and endeavors, both
nationally and internationally. He
has lectured widely locally and
abroad.
Dr. Singer and his colleagues are

currently working on a number of
different projects today including
the examination of factors influ-
encing the biochemical, physiologic
and nutritional effects of fluoride
as well as the forms and concentra-
tion of fluoride in body fluids, soft
tissue, and calcified tissues.
Dr. Singer has been very active in

his professional organizations and
has held many significant positions
including an appointment to the
National Institutes of Health Dental
Study Section and the Subcommit-
tee of the National Research Coun-
cil of Fluorosis. He has been chair-
man of the Advisory Committee on
Mineralization for the National
Institute of Dental Research and a
member of the American Dental
Association National Fluoridation
Committee.
Mr. President it is an honor to

present Dr. Leon Singer for Honor-
ary Fellowship in the American Col-
lege of Dentists. A
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AWARD OF MERIT TO JO CLARK

Citation Presented by Regent George L. O'Grady

The supporting services of den-
tistry are universally recognized as
being very important to the mission
of the professional. From these
derive many of the elements that
enhance the effectiveness of den-
tistry for the delivery of care and
the management of its own affairs.
The Award of Merit of the Ameri-
can College of Dentists was estab-
lished by the Board of Regents on
February 8, 1959, in order to rec-
ognize unusual contributions made
towards the profession of dentistry
and its service to humanity by per-
sons who work with the profession
in common purpose but are not Fel-
lows of the College.
Mrs. Jo Clark has been selected

for the Award of Merit for 1987.
Mrs. Clark recently retired as the
Executive Secretary to the Execu-
tive Director of the American Col-
lege of Dentists where she served
for over sixteen years. Mrs. Clark
came to the American College of

Jo Clark

Dentists in 1970 on a temporary
assignment from an agency in
Bethesda, Maryland, and agreed to
stay on to become the Executive
Director's secretary and right hand
until her retirement in 1986.
A native Missourian, Mrs. Clark

has contributed significantly to the

growth of the American College of
Dentists. She has been involved in
almost every activity that this Col-
lege has pursued in the period from
1970 through 1986. During this
time she processed over 8,000 nom-
inations for new Fellows and super-
vised the affairs of the College in
almost every aspect. She became
known from coast to coast and
provided great stability for the
administrative affairs of the Col-
lege. Her dedication and great effi-
ciency contributed to the success
of the management of the affairs of
the College. She served the College
well. In honoring Mrs. Clark, the
American College of Dentists gives
recognition to an outstanding ser-
vice to the profession with the
highest degree of dignity and effi-
ciency.
Mr. President, it is a pleasure and

an honor for me to present Mrs. Jo
Clark to you for the Award of
Merit. A
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DENTISTRY AND THE DENTAL TRADE
WORKING TOGETHER

Bernard J. Beazley*

I am here this morning as a
representative of the American
Dental Trade Association, a trade
association including in its mem-
bership both the manufacturers
and the distributors of dental equip-
ment anil supplies here in the
United States. We in the dental
industry recognize that the Ameri-
can College of Dentists is a pre-
eminent professional member of
the dental community and we wel-
come this opportunity to partici-
pate in your discussion of the main-
tenance of ethical standards in the
provision of dental care to the
American public. The American
Dental Trade Association congratu-
lates the members of the College
for their historical and current
interest in the development, prom-
ulgation and discussion of ethics in
dental practice. That interest is evi-
denced by the recent revision of the
code of conduct, its republication
in a recent issue of News & Views
and in this panel discussion this
morning. If a man may be judged
by the quality of his friends and
associates then the continuing
leadership role of the American
College of Dentists in the dental
community will surely be mea-
sured by the quality of its members
and their dedication in their profes-
sional activities to the standards set
forth in your code of conduct.

It has been almost a year since
your Program Chairman, Dr. Jim
Harrell, and your Executive Direc-
tor, Dr. Gordon Rovelstad, dis-
cussed with me the format of

• Presented on October 9, 1987 at the
Annual Meeting of the American College of
Dentists by Bernard J. Beazley, Chairman,
Professional and Laboratory Relations Com-
mittee, American Dental Trade Association.

Bernard J. Beazley

today's program. Particularly in
this Las Vegas environment where
time and judgment come together
on a roll of the dice and the turn of
another card, I think Jim and Gor-
don should be congratulated on the
perceptiveness with which they
identified twelve months ago a
topic that this morning enjoys such
prominence in the public and pro-
fessional media. During the past
year, the American public has been
inundated in an extraordinary way
with newspaper, magazine, radio
and TV reports on ethics and the
observance thereof, or more cor-
rectly, the apparently and distress-
ing unethical conduct of many
prominent figures in business, gov-
ernment and the pulpit.
Many of you probably read the

Time magazine cover story entitled
"Whatever Happened to Ethics"
and wondered with the Time
writers whether recent reports of
hypocrisy, betrayal and greed have

unsettled the nation's soul. For
example, shortly after the college
met in Miami Beach a year ago,
Ivan Boesky, described by Time as
the "Dean" of the Wall Street arbi-
trage community, pleaded guilty to
trading on insider information in
some very significant securities
transactions and agreed to pay
a staggering fine. Most of us,
whether believers or not, were
stunned by the testimony of the
charismatic Lt. Colonel Oliver
North and a host of other promi-
nent figures involved in the Iran/
Contra hearings. Somewhere in
this time of revelation, we became
acquainted with Donna Rice and
learned of her relation with presi-
dential candidate Gary Hart. When
I wrote this draft, Senator Joe
Biden, another presidential candi-
date, was identifying the real "ghost
writers" of some of the extraordi-
nary passages in his campaign
speeches. Eventually, the chairman
of the senate's judiciary committee
admitted to plagiarism and duplic-
ity just as that chairman and his
senate committee sat in judgment
on the confirmation of Justice
Robert Bork. During the past year,
we also learned with considerable
dismay that some of our trusted
Marine guards at the Moscow
embassy may have traded govern-
ment secrets for soviet sex. And
then, for many the most distasteful
news of all, the charges and
counter-charges that led to the
removal of Jim Bakker from his TV
pulpit because of a dalliance with
Jessica Hahn. Back home in the
land of Lincoln and particularly in
dear old Chicago, there are almost
daily reports in the public media of
the bitter, bitter fruit harvested
from "Operation Greylord", the
federal investigation of judicial cor-
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ruption in the courts of Chicago-
land. By early summer 1987, Oper-
ation Greylord had resulted in 65
indictments. So far, eight judges
are among the 55 lawyers, police
officers and court officials who
have been convicted—and there is
much, much more to come. And to
add to our professional and civic
distress, in early September, a
former governor of the state of Illi-
nois, Dan Walker, filed a motion in
the Supreme Court of Illinois seek-
ing voluntary disbarment following
his guilty plea in a bank fraud case.
Against this background we note

with special interest in a recent edi-
tion of the ADA News that the ADA
board of trustees has approved a
supplemental appropriation of
$132,000 "That will allow the Divi-
sion of Members and Marketing
Services to proceed with research
for a national marketing and com-
munications program" which will
". . include a nationwide print
and broadcast media advertising
campaign, which the trustees in-
tend to be funded largely through
corporate sponsorship." So, with all
of this in the public and profes-
sional media, our effort this morn-
ing at examining the maintenance
of ethical standards in today's den-
tal practice is most timely and
appropriate.
I have been asked by your pro-

gram chairman to review the his-
torical evolution of the relation
between your profession and the
dental industry and to suggest how
that relationship affects the prac-
tice of dentistry. By way of back-
ground, I thought it would be help-
ful to begin that assignment with a
description of the American Dental
Trade Association (ADTA), its mem-
bers, its size in the domestic indus-
try and to identify for you the

objectives of the Association. Much
of what follows is taken from
various ADTA publications.
The American Dental Trade Asso-

ciation is the oldest and largest
trade association representing the
dental industry in the United States.
ADTA has been in continuous oper-
ation since 1882. ADTA member-
ship includes both the manufac-
turers and the distributors of the
supplies and equipment that are
used in your dental offices, the den-
tal laboratory, the dental school
and by the federal dental services.
In terms of current size, the 1986

sales of the dental industry in the
United States at the manufacturing
level are estimated to have been 1.2
billion dollars. At the retail level,
1986 sales are estimated to have
been 1.3 billion dollars. At the
manufacturing level it is estimated
that two-thirds of those sales were
achieved by ADTA member com-
panies and at the retail level, 70% of
those sales were made by ADTA
distributors.
The objective of the American

Dental Trade Association as stated
in its articles of association is to((promote and encourage the devel-
opment, production and distribu-
tion of equipment and materials for
the dental profession, dental
schools and laboratories so as to
enable its members to perform the
highest degree of useful service for
the public health and welfare". To
achieve that objective, ADTA col-
lects and disseminates statistical
and other information which will
assist each ADTA member in the
conduct of its business and in
making its independent, individual
business decisions. ADTA is head-
quartered in its own building in
Alexandria, Virginia, just south of
Washington, D.C. The ADTA staff,

though just five in number, has an
aggregate of 75 years of experience
in association management, in
market research, statistics, sales
training, meeting planning, govern-
ment and congressional relations
and, of course professional liaison.
The policy making body of the
Association is a sixteen member
board of directors chosen from
both manufacturers and distribu-
tors. Additionally, the chief execu-
tive officer of the Association, Nik
Petrovic, serves on the board in an
ex-officio capacity. As with most
associations, ADTA relies on the
volunteer efforts of its individual
members. Approximately 125 mem-
bers now serve on one or more of
the Association's seventeen com-
mittees. Many of the ADTA com-
mittees have titles and functions
similar to those of your profes-
sional associations: for example,
ADTA has an annual meeting pro-
gram committee, a budget and
finance committee, a membership
committee, an exhibits committee,
etc. I have been involved in one
capacity or another with the ADTA
Professional and Laboratory Rela-
tions Committee for more than
thirty years. For about five years
prior to 1960 I was a staff attorney
for the American Dental Associa-
tion and was the primary staff con-
tact between your profession and
the domestic dental industry, meet-
ing regularly in that capacity with
the ADTA P.&L. R. Committee.
Since 1960, I have served either as
a member or as chairman of the
P.&L. R. Committee.
The Professional & Laboratory

Relations Committee has the re-
sponsibility "to develop and make
more effective" the relations be-
tween ADTA and the national
organizations representing the den-
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tal profession, the dental laborato-
ries, the dental auxiliaries and den-
tal education. To say it another
way, the P.&L. R. Committee is
responsible for maintaining liaison
between the dental industry and
the national organizations which
represent the other members of the
dental family.
As to the American College of

Dentists, in recent years we have
had several opportunities to meet
with your Executive Director, Gor-
don Rovelstad, in our continuing
effort to assure effective commun-
ication and liaison between ADTA
and the College. Be assured, we
welcome the opportunity to work
with Dr. Rovelstad in our common
effort to more effectively serve the
dental needs of the American
public.
The relation between your profes-

sion, as represented by the Ameri-
can Dental Association, and the
dental industry, as represented by
the American Dental Trade Associ-
ation, has not always been a "thing
of beauty and a joy to behold". In
their admirable text, "The Hillen-
brand Era", Cliff and Lois Dummett
have correctly identified the speech
made by Dr. Harold Hillenbrand at
the 1955 Annual Meeting of the
American Dental Trade Association
in Sun Valley, Idaho as the turning
point in ADA-ADTA relations.
Mr. Chairman, I must depart

from my text at this point for just a
moment to express the gratitude of
all members of the dental family to
the Dummetts and to the Officers
of the American College of Dentists
and its Foundation responsible for
the publication of "The Hillenbrand
Era". The Dummetts, supported by
the college, have preserved for all
of us some of the remarkable epi-
sodes in the career of a unique

man, my dear friend, Harold Hil-
lenbrand. For this, we all say "thank
you"!
As the Dummetts so accurately

describe it, at the time of the Sun
Valley speech in 1955, "tense, un-
settled, inimical relations had long
existed between the dental profes-
sion and industries responsible for
manufacturing, selling and distrib-
uting equipment, instruments, and
supplies essential to the practice of
dentistry. The obvious interdepen-
dence of the two antagonists made
the adversative relationship all the
more noteworthy." According to
the Dummetts, neither party was
ready to ". . . recognize that it could
not flourish and prosper without
the other."
"Hillenbrand recognized that the

degree of hostility between the
ADA and the ADTA would be amen-
able only to a drastic solution."
When Harold was invited to speak
at the 1955 Sun Valley Meeting,
contrary to the advice of close
associates, Harold ". . decided to
prepare a blunt, stern discourse
tracing the steps of discord, laying
bare the elements of strife, and
charting the directions toward
cooperation and conviviality." In
his Sun Valley speech, Hillenbrand
pointed out ". . . that the dental
trade and dentists were full part-
ners in providing the resources to
achieve adequate dental health ser-
vices for the American people. He
insisted that both were necessary
because dentists were no more
competent to manufacture dental
supplies and equipment than were
dental industrialists qualified to
treat patients. Harold stressed a
mutual responsibility in delivering
more and better dental care to
more Americans, and concluded
that the prosperity of the dental

industry was closely bound to the
growth of the dental profession and
its auxiliaries." The Dummetts con-
clude that one of the primary
results of Hillenbrand's Sun Valley
speech was that a ". . collision
between the two organizations
(ADTA and ADA) was averted and
ultimately improved relations en-
sued." The Dummetts also correctly
attribute the improvement in those
relations not only to Hillenbrand's
leadership but also to the "constant
and sincere efforts of Dr. Walter E.
Dundon, then the chairman of the
ADA's Council on Dental Trade and
Laboratory Relations . .", and to
Henry M. Thornton and Vernon W.
Rooke, who both served on the
ADTA Professional and Laboratory
Relations Committee in the years
immediately following the Sun Val-
ley Speech. Later, both Thornton
and Rooke served as Presidents of
ADTA. There were a number of
others who also served in the
common effort to achieve coopera-
tive relation between profession
and industry. Among your col-
leagues, Jerry Timmons deserves
special mention, as do Harry Lyons
and Maynard Hine. In all events, by
the time the ADA celebrated its
centennial at the Waldorf Astoria in
1959, cordial and effective rela-
tions between ADA and ADTA had
been achieved and have been main-
tained and enhanced during the
intervening years.

Essentially, the ADTA Profes-
sional & Laboratory Relations Com-
mittee seeks to achieve its primary
objective of good relations by
cooperative communication with
the profession, the schools and the
auxiliaries. We try to keep in touch
by telling ADA, AADS and today the
American College of Dentists, who
we are and what we represent, and
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we make a diligent effort to obtain
the same information from our
brethern in the dental community
so that the results of our mutual
efforts in communication may be
informed, cooperative action by all
members of the dental family.
Now just an example or two of

how this effort at communication
and liaison has been translated into
constructive programs during the
three decades since Hillenbrand
spoke to the ADTA at Sun Valley.
One of the first fruits and proba-

bly the most notable result of the
improved relation between ADA
and ADTA was the co-founding of
the American Fund for Dental Edu-
cation (now the American Fund for
Dental Health), with the support
and active participation of promi-
nent members of both ADA and
ADTA. Through the years, ADTA
and its member distributors and
manufacturers have contributed
more than $5,000,000 in support of
Fund activities. Annually, ADTA con-
ducts a campaign among its mem-
bers which usually produces con-
tributions in excess of $250,000 in
support of the Fund. As you may
know, the board seats at the Fund
table are now apportioned equally
among representatives of the ADA,
the AADS, and ADTA.
At the ADA Meeting which will

begin here in Las Vegas tomorrow,
you will enjoy another benefit from
the improved liaison between pro-
fession and industry that began at
Sun Valley in 1955. Through the
years since Sun Valley and, in par-
ticular, during the past ten years,
the ADA Council on Annual Ses-
sions and the ADTA Exhibits Com-
mittee have worked and planned
together to structure a more effi-
cient and productive commercial
exhibits program at each ADA An-

nual Meeting. This kind of coopera-
tive endeavor also occurs between
ADTA and the professional societies
which host other large dental meet-
ings, such as the Chicago Mid-
Winter Meeting, the Greater New
York Meeting, the Hinman Dental
Meeting, the Yankee Dental Con-
gress, the California Meeting, etc.
Just as an aside it might be interest-
ing for you to know that ADTA now
estimates that between 30 and 40
million dollars are invested annu-
ally by manufacturers and distrib-
utors in the support of commercial
exhibits at national, regional and
local dental meetings.
Time does not permit a complete

enumeration of other programs
supported by ADTA or by its mem-
ber companies in the continuing
effort to demonstrate that the den-
tal industry is a participatory
member of the dental community.
Through the years, ADTA member
companies have supported the Op-
tions Program, the development
and promulgation by AADS of
teaching guidelines in practice ad-
ministration, the 1983 ADA closed
circuit TV practice management
seminar, etc. About a year ago,
ADTA enlisted in the Select pro-
gram, the joint effort being orches-
trated by ADA and AADS to encour-
age highly qualified undergraduate
students—"the best and the bright-
est"—to choose dentistry as a life-
time career.
So much for history. Now back

to ethics.
My fellow panelists have or will

distinguish ethics from law and
comment on the need to do good
and avoid evil not only within the
context of statutory mandate but
within the context of a professional
code of ethics. In "Dentistry, A
Health Service" the "Guide To

Professional Conduct" published
several years ago by the College I
note that your code of conduct is
said to be ". . not a law but a
standard by which a dentist may
determine the propriety of all con-
duct in one's relationship with pa-
tients, with colleagues, with mem-
bers of allied professions and with
the public."
Those of us who are engaged in

commercial enterprise: i.e. the
making and selling of dental equip-
ment and materials for a profit, also
attempt in every sense to do good
and avoid evil in our mercantile
endeavors. We are assisted consid-
erably in our entrepreneurial ef-
forts, at least here in the United
States, with guidance furnished by
the corporation acts and other laws
of the states wherein we are incor-
porated and do business and also
by the Justice Department and the
Federal Trade Commission through
their application to us of that body
of laws known generally as the
"anti-trust laws". Although those of
us who are engaged in interstate
commerce—and most of us are—
are also subject to a host of other
rules and regulations emanating
from the Federal Food & Drug
Administration, the Equal Employ-
ment Opportunity Commission, the
Occupational Safety and Health
Administration, etc., etc. The pri-
mary federal statutory restraints
imposed on the business conduct of
those of us who are engaged in
competitive, commercial endeavor
flow from the anti-trust laws. That
body of law prohibits, among other
things, agreements between or
among members of the industry to
fix or maintain the prices, discounts,
terms or conditions of sale for any
kind of dental goods. The anti-trust
laws also prohibit manufacturers
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and distributors from certain agree-
ments regarding territorial restric-
tions. To say that another way,
arrangements between one mem-
ber to confine its sales to a particu-
lar state or county if a neighboring
member will follow similar limita-
tions are taboo! One more anti-trust
proscription—ADTA may not re-
quire its distributor members to
buy only from ADTA manufac-
turers or contrary-wise require
ADTA manufacturer members to
sell only to ADTA distributors.
There are other anti-trust law

restrictions but, in summary, be-
cause of legal strictures, there are
no association policies with respect
to business practices. ADTA publi-
cations emphasize that ". . . no asso-
ciation rules or regulations exist
which in any way affect the free-
dom of any member to adopt any
company policy he so desires, and
to choose those with whom he
wants to deal".
Although there are not and can-

not be any association policies man-
dating the observance of particular
business practices, there are ADTA
companies which do have corpo-
rate codes of conduct that attempt
to spell out in some detail the do's
and don'ts of corporate conduct for
their officers and employees. For
example, the Dentsply Statement of
Policy deals with subjects such as
conflicts of interest, the use or dis-
closure of confidential information,
the improper personal use of cor-
porate property, the improper per-
sonal use of the services of corpo-
rate employees, the giving or
receiving of gifts, the provision or
acceptance of entertainment, etc.,
etc. Because of the basic distinc-
tions between a profession and a
for-profit commercial enterprise,

those of us in the industry must
march to a different drummer than
you in the profession. Our drummer
beats out the constant theme of
"compete, compete, compete"—
and, if you wish to survive, "com-
pete for a profit". And all this must
be accomplished in an environ-
ment, frequently challenging, if not
hostile, of a host of statutes, rules
and regulations from which, for the
most part, thank God, you are
spared. However, as my fellow
panelist, Mr. Sfikas, has just indi-
cated, the profession is being drawn
more and more into the morass of
federal regulation.
To summarize, the manufac-

turers and distributor members of
the American Dental Trade Associ-
ation have made and will continue
to make a good faith effort to
cooperate effectively with you and
your professional colleagues in
your efforts to better serve the den-
tal health needs of the American
public. We attempt to do this by
maintaining liaison or professional
relations between ADTA and the
national organizations, including
the American College of Dentists,
which represent the other members
of the dental family. In this endea-
vor we long ago recognized that
every family must have a leader,
every team must have a captain.
We in the industry agree that in the
area of delivery of health care ser-
vices the leader of the dental fam-
ily, the quarterback of the dental
team, must be the dental profes-
sion. The profession should call the
signals and we in the industry will
do our best to help you carry the
ball. But, please, consult with us
before you call the next play, espe-
cially in those areas of mutual
interest. For example we joined

forces with you long ago in creating
and supporting the American Fund
for Dental Health. More recently,
the dental industry has supported
your Options Program. Now we
have enlisted in the Select Program
as members of the industry are
vitally interested too in attracting
"the best and the brightest" young
people to your profession. Through
the years, ADTA companies have
worked cooperatively with the
American Dental Association and
other professional societies to make
more effective commercial exhib-
its, product advertising and quality
standards. I know that the Com-
mercial Exhibits Program of the
ADA meeting here in Las Vegas will
be better for you and more produc-
tive for my brethren in the industry
because of the years of dialogue
between the ADA Council on An-
nual Sessions and the ADTA Ex-
hibits Committee. Let's keep up
that dialogue!
The ADA, apparently, is about to

explore again the advantages of a
national marketing and advertising
program. Can the industry help? I
think so. Remember, ADTA manu-
facturers and distributors have
been advertising and marketing
their goods to you for more than
one hundred years. Why not ask us
to share our experiences with you?
In all events, we in the American

Dental Trade Association stand
ready to help and we intend to con-
tinue our efforts to provide you and
your fellow professionals with the
very best in equipment and mate-
rials to better enable you "to per-
form the highest degree of useful
service for the public health and
welfare". A
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1987 Convocation Las Vegas

The officers of the American College of Dentists for 1987-1988: left to right are Immediate Past President H. Curtis Hester, Editor
Keith P. Blair, Vice President W. Robert Biddington, President Robert W. Elliott, Jr., President-Elect James A. Harrell, Sr., and
Executive Director Gordon H. Rovelstad. Not pictured is Treasurer Robert C. Coker.

Incoming President Robert W. Elliott,
Jr., left and President-Elect James A.
Harrell, Sr.
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New Fellows and their sponsors march across the stage to receive their certificates
from President H. Curtis Hester
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Mace Bearer Jose E. Medina

Torch Bearer Anthony La Forgia

Recipients of the Gies Award: Left to right. Russell I. Todd, Frank P. Bowyer, Jr., and

Lynden M. Kennedy.

Clifton 0. Dummett gives the invo-
cation.

Convocation speakerJames L Bomar,
Jr.

Marshal Robert E. Doerr and Assistant Marshal Chris C. Scures prepare the start of the

Convocation procession.
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Gordon H. Rovelstad reads the role of
new Fellows.

President H. Curtis Hester, right, with
his brother Flag Bearer Warren R.
Hester.

Flag Bearers lead the procession:
Warren R. Hester, left, and Geraldine
T. Morrow.

Arthur L. Lundblad presents the
Orientation Program.

President H. Curtis Hester at the
Convocation rostrum.

Award of Merit recipient, Jo Clark, poses with President H. Curtis Hester.

Leon Singer, left, receives Honorary Fellowship from President H. Curtis Hester.
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Symposium on
Maintaining Ethical
Standards in
Today's Dental
Practice

Program participants in Symposium on Maintaining Ethical Standards in Today's
Dental Practice: left to right Michael L Perich, Bernard J. Beazley, David L
Schiedermayer, Moderator Ben D. Barker and, at the rostrum, Peter M. Shims.

Section Representatives Meeting

President-Elect Robert W.
Elliott, Jr., explains the ADA
Select Program

Regent Joseph P. Cappuccio
reports plans to hold ACD
Regional Leadership Confer-
ence.

H. William Gilmore speaks on
the role of Sections in pro-
moting ethics and profes-
sionalism.

4rt
ACD Associate Editor for
Section Activities and News
of Fellows Prem S. Sharma
invites reports from the Sec-
tions on meetings and events
for publication in the ACD
Journal.

Meeting Chairman Ralph R.
Lopez addresses the role of
Sections in promoting in-
volvement in organized den-
tistry and government.

James G. Jackson covers the
role of Sections in student,
faculty and state society rela-
tionships.
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Regency 2 Representatives

Regency 3 Representatives

Regency 4 Representatives
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Photos By Edward F. Leone
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1987-1988 ACD President Robert W. Elliott, Jr.
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HIGHLIGHTS FROM REGENT REPORTS

A condensation of comments, highlights, projects and special events as reported in the comprehensive
Regent Reports to the ACD Board of Regents on October 6, 1987

Regency 1: George L. O'Grady

At the New York Section Meeting, Dr. Edward C. McNulty
eulogized the passing of Malcolm W. Can who had been
President of the American College in 1944-45. The Western
New York Section held a dinner-cruise on Skanenteles
Lake. Dr. Joseph DiStasio, Speaker for the ADA House of
Delegates, spoke to the New England Section on the ADA's
role in the future of the Dental Profession.

It is appropriate to comment also on the ready assistance
and knowledgeable approach to solving problems provided
by our Executive Director, Gordon Rovelstad and to his able
management of our Central Office.

Regency 2: Joseph P. Cappuccio

One of our stronger Sections, the Metropolitan Washing-
ton Section heard Congressman Phillip M. Crane of Illinois
at its annual ACD-ICD Breakfast. Another strong Section is
Maryland which holds several meetings a year, including its
very successful American College of Dentists Student Day
at the dental school. Section members volunteer to present
table clinics for the students.
New Jersey is another very active and successful Section.

Its program for placement of graduating seniors from New
Jersey dental schools is unique and functioning well.
A European Section of the American College has been

formed and the first organizational meeting was held in
conjunction with the American Dental Society of Europe
Meeting in Interlaken, Switzerland.

Regency 3: Chris C. Scures

The Carolinas Section was addressed by ADA Trustee
Dr. James Gaines and a senior dental student from each of
the dental schools at North Carolina and South Carolina
Universities was honored. The Florida Section presented its
Professionalism Award to a senior dental student.
The philosophy of the College is to seek deserving dentists

for Fellowship and awards. Every Fellow in this College
should feel that his life has been enriched by having been
selected and invited for Fellowship.

Regency 4: W. Robert Biddington

The Minois Section holds three meetings a year, including
its annual Chicago Midwinter Luncheon with many VIP's
present. On this occasion, the Section presents an Award of
Merit to one student from each of the four Illinois Dental
Schools with a certificate and a monetary award of $400.
The Illinois section's one-year, one-person clinical fellow-
ship program has completed its first year: the internship is a
clinical experience that covers all specialty areas except
pediatric dentistry and is particularly concerned with the
care of the geriatric patient.
The Kentucky Section presented its American College

Leadership Awards to one student from each of the dental
schools in Kentucky: the University of Louisville and the
University of Kentucky.

Regency 5: Robert E. Doerr

All Sections in Regency 5 are active and viable and
collectively nominated 37 candidates who have been
accepted for Fellowship in the College.
The Iowa Section is working with the dental school in the

recruitment of qualified students by contacting high school
counselors and acquainting them with the facts regarding
dentistry as a career.
The Upper Midwest Section is exploring special activities

it might undertake to commemorate the 100th anniversary
of the University of Minnesota School of Dentistry in 1988.
The Section continues its active participation in the dental
school's program on ethics and professionalism.

Regency 6: Robert E. Lamb

The newly formed Arkansas Section is developing into a
very active one and is undertaking some outstanding
projects. It had an ACD-ICD breakfast meeting with Major
General Lefler of the US. Army Dental Corps as a speaker.
The Mississippi Section will present an Ethics Award to a

deserving member of the faculty at the U. of Mississippi
Dental School. The Texas Section sponsors its annual
Continuing Education program jointly with the three Texas
dental schools, rotating the meeting from school to school
each year. It is open to all dentists free of charge. The
Section nominated 26 new Fellows this year.

Regency 7: Thomas W. Slack

There is a keener interest in the Section activities than in
the past. That is because of an increase in the importance
placed on the activities by Fellows of the College. In light of
the many controversial activities of dental professionals in
the areas of advertising, continuing education and lessening
support of organized dentistry, the Fellows of the College
feel more strongly identified with the College and its goals.

Regency 8: Albert Wasserman

The Washington-British Columbia Section met in Van-
couver, B.C. at the British Columbia Club. The speaker for
the meeting was the Honorable Chief Justice of the British
Columbia Supreme Court, Nathan T. Nemetz.
The Northern California Section recognized and honored

its 19 Satellite chairmen who are area leaders serving as a
communication network within the Section and who keep
in touch with all Fellows in their area by telephone.
Information can be dispersed to the membership or it can
be gathered from the membership through the Satellite
system.
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DENTISTS' ATTITUDES CONCERNING
INFECTION CONTROL AND

OCCUPATIONAL HEALTH HAZARDS

A version of this paper was
presented at the annual meet-
ing of the International Asso-
ciation for Dental Research,
March 12, 1987, Chicago,
Illinois

Introduction and Background

The potential for the spread of
infection and concern about occu-
pational safety in the dental office
have become important issues
among dentists. Dentists, auxiliaries
and patients are all at risk of con-
tracting and/or spreading diseases
related to dental procedures. Envi-
ronmental concerns such as radia-
tion dangers, nitrous oxide expo-
sure, and mercury poisoning have
also received attention and public-
ity in recent years.

Infection control aroused re-
newed interest in 1960 when the
American Dental Association ex-
pressed serious concern about
hepatitis B.' Reports published be-
tween 1975 and 1978 emphasized

'Philip Yablon, D.D.S., M.P.H., Ph.D, Direc-
tor of the Division of Behavioral Science,
Oral Health Research Center and Clinical
Professor of Oral Diagnosis.
"Ruth S. Spiegel, D.D.S., Associate Pro-

fessor of Oral Diagnosis.
'"Michael C. Wolf, D.D.S., M.P.H., Assis-

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

Director, General Practice Residency Pro-
gram, Bergen Pines County Hospital, Para-
mus, NJ.

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

the risk of hepatitis B and included
recommendations such as wearing
gloves and masks when treating
patients.2•3,4In 1985, to minimize the
threat of infectious diseases such
as hepatitis B, tuberculosis, and
herpes simplex type I and type II,
the ADA issued guidelines for infec-
tion control measures in the dental
office and the commercial dental
laboratory.' On April 18, 1986, the
Centers for Disease Control (CDC)
issued recommendations covering
AIDS and other diseases that may
be spread by blood and saliva.' The
CDC included recommendations on
chemical disinfectants and steril-
ants as well as a guide for sterilizing
and disinfecting dental instruments
and materials. Known barrier tech-
niques such as safety glasses, face
masks and gloves were again rec-
ommended. The report also re-
peated the ADA's recommendation
that all dental technicians and
dental office personnel having
direct or indirect contact with
patients' mouths be vaccinated for
hepatitis B.
The profession's increasing con-

cern with the spread of infectious
diseases, especially AIDS, as well as
environmental safety, motivated us
to undertake this study. The pau-
city of information about how den-
tists have responded to these pro-
posed changes in their practice
style was another reason for obtain-
ing information on this subject. The
questionnaire surveyed dentists'
attitude changes related to office
dangers, the factors that affected
these changes and the preventive
measures taken in response to these
perceived dangers.

Philip Yablon*
Ruth S. Spiegel**

Michael C. Wolf***
Kenneth P. Maykow*"*

Methodology

The questionnaire of 33 ques-
tions was operationally divided into
the following sections:

Table 1

1. Demographics
2. Overall Attitude Change
3. Components of Attitude

Change

4. Preventive Office Practices
5. Hepatitis B Vaccine

6. Personal Health

Characteristics

Data were collected from June to
September, 1986 from clinically
practicing dentists in the New
York-New Jersey metropolitan
area. Dentists who were attending
regional and study club meetings
were asked to complete the ques-
tionnaire and return it to us. We
received 216 responses. Data analy-
sis was carried out using the statis-
tical package for the social science
computer method. To be included
as part of the study group, dentists
had to devote at least 50% of their
time to clinical practice.

1. Demographics—Age, Marital
Status, Sex and practice type.

2. Overall attitude change—to
what extent, during the past few
years, has there been a change in
your attitude concerning health
hazards and infection control in
the dental office?

3. Components of attitude change—
how have the following potential
health problems contributed to
your attitude change? Hepatitis,
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AIDS, herpes, mercury poison-
ing, radiation exposure and ni-
trous oxide exposure were
studied.

4. Preventive office practices—the
use of gloves, masks, rubber
dam, radiation detection badges,
nitrous oxide scavenging equip-
ment, pre-measured silver amal-
gam capsules and sterilization
practices were investigated.

5. Hepatitis B vaccine—its use
and reasons for non-use were
studied.

6. Personal health characteris-
tics—such variables as cigarette
smoking, use of seat belts, cho-
lesterol intake and physical exer-
cise were included.

Results

1. Demographics

Table 2

Male 96%
Female 4%

Married 83%

Not Married 17%

96% of our respondents were
male.
8396 of the group were married.

Table 3

Age (N=216)

Years of Age Percent

Under 30 13
30-39 35
40-49 24
50-59 19

60 and Over 9

The median age of our respon-
dents was 40-49 years.

Table 4

Type of Practice

General 75%
Specialty 25%

Practice Style

Solo 56%
Partnership 31%

Group 13%

7596 of the dentists were in gen-
eral practice
56% practice alone
31% participated in two-dentist

partnership arrangements

Table 5 Change in Attitudes

Toward Health Hazards and

Infection Control

Great 22 48
Considerable 38 83
Moderate 26 57
Slight 7 16
None 6 12

13% were engaged in larger group
practices

2. Overall Attitude Change

The data indicate that there has
been a considerable attitudinal
change among the respondents
toward health hazards and infec-
tion control problems. 22% cited a
great change, while 8796 of all
respondents reported at least a
moderate attitude change during
the past few years.

3. Components of Attitude Change

Table 6 Attitude Change

Because of the Possibility of

Contracting Hepatitis or Aids

Hepatitis B
% N

AIDS
% N

Great 23 49 27 59

Considerable 34 73 30 64
Moderate 26 56 23 50
Slight 11 24 14 30
None 6 14 6 13

Fifty-seven per cent reported
either a great or considerable
change for both of these potential
health risks, while only 2096 or
fewer placed themselves in the
slight or none category.

Table 7 Attitude Changes: Other Health Risks

Mercury Radiation N20 Herpes

Great 5% 5% 6% 6%
Considerable -5% 13% 7% 18%
Moderate 16% 20% 25% 33%
Slight 33% 33% 33% 27%
None 42% 29% 28% 16%

(N) 214 216 162 215
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These data suggest that fears
concerning mercury poisoning,
radiation hazards, nitrous oxide
exposure, and herpes infections
played a much smaller role in den-
tists' overall attitudinal changes.
Only about 5% of the respondents
scored each of these potential dan-
gers in the "great" category as
compared to about 25% for both
the hepatitis and AIDS questions.

4. Preventive Office Practices
(Tables 8, 9, 10)

Table 8 How Often Do You
Use the Following During
Chairside Procedures?

(N=216)

Gloves % Mask %

Always 19 24
Often 24 11
Sometimes 34 25
Rarely 18 31
Never 4 9

The data further revealed that
although dentists were highly con-
cerned about contracting hepatitis
B and AIDS, few dentists in the
study group employed known pre-
ventive barrier techniques often.
Responses revealed that only 24%
routinely wear masks and only 19%
wear gloves during chairside proce-
dures. Forty per cent of the dentists
almost never wear a mask, while
22% of the group almost never wear
gloves. These results contrast
sharply with Gerber's study on 297
dentists in California.° Eighty per
cent of that group wore gloves, but
only 57% actually changed gloves

Table 9 Type of Sterilization Techniques (N=216)
Used for Most Dental Instruments

Count % of Cases

Steam Autoclave 139 64
Dry Heat 52 24
Cold Sterilization 109 51
Ultrasonic Cleaner 48 22
Other 11 5

after each patient. Seventy per cent
wore a mask while examining or
treating patients. However, the data
from that study did not reveal how
frequently the dentists used these
protective measures.
In two other papers presented at

the 1987 International Association
for Dental Research meeting, data
on the use of barrier techniques
were offered. Rosen eta/in a com-
parison of infection control proce-
dures in dental offices between
1985 and 1986, found that 27% of
personnel reported they always
wear gloves during operatory pro-
cedures in 1986, whereas only 12%
stated this in 1985. In a study by Di
Angelis et al on infection control
practices of Minnesota dentists,
35% of the dentists reported using
barrier techniques routinely.7'8
Fewer than 10% of our group use

rubber dam often or always. 40%
said they have used some form of
radiation detection devices during
the past few years. Of those dentists
who use nitrous oxide in their prac-
tices, more than half do not use any
form of scavenging equipment. Of
those that use silver amalgam as a
filling material, more than 25% do
not use pre-measured capsules.
When sterilization techniques

were examined, the data showed

that a combination of heat and cold
agents were employed. Heat steril-
izing procedures were utilized by
88% of the study group.

Table 10 Type of Cold
Sterilization Solution Used

(N=208)

Benzalkonium Chloride 26.0%
Glutaraldehyde 71.0%
Chlorine 0.5%
lodophor 0.5%
Alcohol 1.0%
Other 1.0%

Of those dentists reporting on
cold sterilization techniques, 71%
use a glutaraldehyde preparation,
which is reported to be more effec-
tive against the Hepatitis B virus,
while 26% use benzalkonium chlo-
ride agents.

5. Hepatitis B Vaccine
(Tables 11,12)

Table 11 Have You Taken the
Hepatitis B Vaccine? (N=216)

Yes 38%
No 62%
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When we examined dentists' use
of the Heptovax B vaccine, we
found that 38% of the sample took
it. These results compare favorably
with those reported by Siew and
others on 2,776 dentists surveyed at
the 1983, 1984 and 1985 ADA an-
nual sessions.9The vaccine became
commercially available in 1982 and
they found that the number of
dentists taking the vaccine, in their
sample, had increased from 17% in
1983 to 29% in 1984 to 36% in 1985.

Table 12 Reason for Not
Taking the Hepatitis B

Vaccine (N=160)

Concern for Side Effects 35%
Awaiting Longer Term
Studies 22%

Haven't Gotten Around
To It 14%

No Perceived Threat 11%
Other 10%

Awaiting Synthetic Vaccine 8%

The most often cited reasons for
not taking the vaccine were: Con-
cern for side effects (35%) and
awaiting further studies (22%).

6. Personal Health Characteristics
We thought that a preventively

oriented personal health lifestyle
might correlate with a similar pre-
ventive practice mode.

Table 13 Do You Smoke
Cigarettes? (N=216)

Never 88%
Occasionally 7%
Moderate 3%

Heavy 1%

The respondents we examined
were generally health conscious. In
comparison to 28% of the general
population who smoke, fewer than
12% of the dentists we surveyed
smoked cigarettes.m

Table 14 Wearing of
Seatbelts as the Driver or
Front Seat Passenger

(N=216)

Always 74%
Often 13%
Sometimes 7%

Rarely 5%

Never 1 %

74% of the dentists always wear
seat belts as compared to 55% of the
general population.m

Table 15

Concern About Daily Intake of
Cholesterol (N=216)

Yes 79%

No 21%

Frequency of Vigorous
Physical Exercise (N=216)

Several Times a Week 53%
Once a Week 24%

Rarely 20%

Never 3%

75% of the group were concerned
about cholesterol intake as com-
pared with 46% of the general popu-
lation. 77% exercise at least once a
week.m
Despite our hypothesis, there

were no significant relationships
between these personal health char-
acteristics, either singly or com-
bined, with any of the attitude
change components or the preven-
tive office practice variables.

Discussion—Relationships
Between Variables

Table 16 Relationship of
Overall Attitude Change

to the Following
Infectious Diseases

Environmental Factors and
Office Practices

Overall
Attitude
Change

Hepatitis B
AIDS
Herpes
Mercury
Radiation
Nitrous Oxide
Masks
Gloves

P<.000
P<.000
P<.001
P<0.01
P<0.05
NS
NS

P<0.01

Here we see a very strong rela-
tionship between the attitude
change question and the three in-
fectious variables. There is a de-
creasing, but still significant, rela-
tionship between the attitude
change variable and mercury poi-
soning and radiation exposure.
When tabulated against nitrous
oxide exposure and the wearing of
a mask during chairside proce-
dures, there were no significant
relationships found. However, the
wearing of gloves at chairside and
the overall attitude change variable
were highly related.
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Table 17 Interrelationships of Infectious Diseases vs. Environmental
Factors and Two Preventive Office Practices

Hepatitis B AIDS Herpes

Mercury P<0.001 P<0.01 P<0.000
Radiation P<0.01 P<0.01 P<0.000
Nitrous Oxide P<0.01 N.S. P<0.000
Masks P<0.05 N.S. N.S.
Gloves P<0.01 P<0.01 N.S.

In this table we can see that the
hepatitis variable is significantly
related to all of the other factors
listed, while AIDS was not signifi-
cantly related to the wearing of a
mask or nitrous oxide exposure.
Herpes, on the other hand, was not
related to the wearing of either
masks or gloves. The herpes varia-
ble tended to be evaluated in much
the same way as the environmental
dangers, none of which were signif-
icantly related to the wearing of
masks or gloves.

Hepatitis B Vaccine—Discussion
(Tables 18, 19, 20)

We have already stated that al-
though dentists are highly con-
cerned about contracting Hepatitis
B and AIDS, relatively few dentists
in our sample used barrier tech-
niques consistently. We also found
little, if any, relation between tak-
ing the vaccine and using protec-
tive measures against infection.
For example, one might expect that
most dentists who took the time
and trouble to be vaccinated would
at least wear masks and gloves rou-
tinely when treating patients. This
Was not the case.
Of the 38% of our sample who

took the vaccine, only a 40.2%

minority wore masks frequently,
and a bare majority, 51.2%, wore
gloves frequently. Among those not
taking the vaccine, the percentages
were even lower, as only 32.1%
wore masks frequently and only
38.8% wore gloves frequently.
Among those expressing concern

about contracting hepatitis B, there
seems to be a disparity between
acting on that concern by being
vaccinated and a lack of concern
by failing to take simple precau-
tions such as wearing masks and

Table 18 Use of Vaccine vs. Use of Gloves and Masks (%)

Gloves
Always Sometimes
or Often to Never

Masks
Always Sometimes
or Often to Never

Use of vaccine (38%) 51.2 48.8 40.2 59.8
Non-use of Vaccine 38.8 61.2 32.1 67.9

Table 19 Relation Between Age and Use of Vaccine (N=216)

(P<.05)
Over 50 40-49 Under 40 Total

Took vaccine 22 13 47 82
Did not take vaccine 39 38 57 134
Total 61 51 104 216

Table 20 Relation Between Practice Configuration and
Use of Vaccine

Solo
Partner
or Group Total

Took vaccine 39 42 81
Did not take vaccine 83 51 134
Total 122 93 215
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gloves. What explains this? Perhaps
people who took the vaccine con-
sidered themselves immune to the
disease, and saw no need to protect
themselves with additional barrier
techniques.
We also found that there is a sig-

nificant relation at the .05 level
between age of the respondents
and whether or not they took the
vaccine. Of those who took the vac-
cine, 47 people, a 57.3% majority,
were under 40 years old. Of those
who did not take the vaccine, 77
people, a 57.5% majority, were over
40 years old. Of those under 40,
nearly half our sample took the
vaccine, while of those over 40,
fewer than one-third took the vac-
cine.
We also approached significance

when we use practice configura-
tion, i.e., solo vs. group, as the vari-
able between those vaccinated and
unvaccinated. Of the 81 who took
the vaccine, 42 people, 52% major-
ity, are in partnership or group
practice. Of the 134 who did not
take the vaccine, 83 people, a 62%
majority, practice alone. Of those
practicing alone, 39 people, 32%,
took the vaccine while of those in
partnership or group practice, 42
people, 45%, took the vaccine. Per-
haps peer pressure was a reason for
dentists practicing together to take
the vaccine more than their col-
leagues who practice alone.

Discussion (continued)

Fear of contracting AIDS and/or
hepatitis B has caused a dramatic
change in the daily practice style of
many dentists. Gloves, masks, pro-
tective eyewear, surgical gowns,
new and different sterilization tech-
niques and an array of other
changes have swept across the clin-
ical dental community. In spite of
the fact that so many of the dentists

in our study did not use gloves
and/or masks routinely at the time
of data collection (June-September
1986), the dramatic rise in the dis-
tribution of surgical gloves to den-
tists amply attests to an increase in
this altered practice mode. The con-
clusion of a recent study that a New
York City dentist contracted the
AIDS virus from a patient while
rendering routine care may dra-
matically increase the use of barrier
methods, even for the resistant
dental groups." Nobody, however,
has demonstrated the efficacy of
such attempts at increasing asepsis
in the dental office environment.
The protection of the patient may
not be enhanced by the use of sur-
gical gloves by the dentist. A recent
study in California failed to detect
any positive HIV antibodies among
the dental study group (N=255)
exposed to patients infected with
the virus."
Further studies related to the role

of saliva and blood-tinged saliva in
the transmission of the AIDS virus,
as well as protection of the patient,
need to be undertaken.

Conclusions
1. The possibility of contracting

hepatitis B and/or AIDS have
increased dentists' concern
about infection control problems
in their offices.

2. Preventive measures such as
routine use of gloves, masks and
hepatitis B vaccination have not
been utilized by considerably
more than half of the survey
respondents.

3. Those dentists who are more
concerned about contracting
AIDS, and especially the hepati-
tis B virus, are taking more pre-
ventive measures to protect
themselves than their less con-
cerned colleagues.

4. A significant interrelationship
exists between dentists who are
concerned about contracting in-
fectious diseases, dentists who
are concerned about office
environmental dangers and den-
tists who have expressed an
increased awareness of the haz-
ards of dental practice. A
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Soon, if all goes well, you will
graduate, take the board and hang
out your shingle to indicate to the
public that you profess or proclaim
a technical and intellectual compe-
tence based on a tradition of learn-
ing. Moreover, you will declare
yourselves morally and ethically
accountable for this expertise and
ready to exercise it for a higher
good and in the service of human
need. For us all, accepting this privi-
lege and responsibility involves cer-
tain moral, ethical and philosophic
obligations to ourselves in terms of
our pride and self respect, to the
people we serve and live among,
and to our profession and its public
image and esteem. Before proceed-
ing perhaps we should define some
terms and draw the distinction
between a profession and a trade.
Clifford in 1875, was as succinct as
anyone when he said "By ethics and
morals we mean the doctrine of a
special kind of pleasure or displea-
sure which is felt by the human
mind in contemplating certain
courses of conduct whereby they
are felt to be right or wrong and of a
special desire to do the right things
and to avoid the wrong ones."

'Richard J. Reynolds, DDS, ACD Past
President. Address given to senior dental
students in course on Dental Ethics at the U.
of Tennessee.

PROFESSIONAL ETHICS

Richard J. Reynolds, D.D.S.*

Philosophy in the original sense,
is defined as the love, study or pur-
suit of wisdom or of knowledge of
things and their causes whether
theoretical or practical. Moral phi-
losophy has to do with the knowl-
edge or study of the principle of
human action or conduct—in other
words—ethics. The word profes-
sion is defined as a calling or occu-
pation by which a person habitually
earns his living and traces back to
an act of speech or professing. A
profession, therefore, would be an
activity to which its practitioners
publicly confess and proclaim their
devotion. "Trade" is derived from
the Anglo-Saxon verb meaning to
tread. This originally referred to
the daily treading of a regular and
habitual course of action. This
implies a manual art, handicraft,
and know-how acquired and prac-
ticed habitually. A profession deals
primarily with people and their
personal and physical needs and is
distinguished from a trade which
provides for the external wants or
occasions of men. Learning and
knowledge are the hallmarks of a
profession. Knowledge and science
are critical and will always remain
crucial to the professions, all the
more-so in times of great scientific
advance. Yet the pursuit and acqui-
sition of knowledge does not neces-
sarily, in and of itself, make the
custodian of this specialized knowl-

edge a true professional. Profes-
sional character is rooted in other
qualities. Being a professional is
grounded in our moral nature, and
in that which has to do not only
with the mind and hand, but also of
the heart; not only of intellect and
skill, but also of character. A short
list of professional virtues should
include at least the following—
perseverance, public spiritedness,
compassion, integrity, veracity,
fidelity and we must emphasize
dignity—dignity in appearance,
speech and demeanor. Times have
changed and we have unfortu-
nately, through the years, become
more casual in our attire. I shall
never forget the lesson I learned
from an older physician whose
office was next door to mine. He
took me to task one day when he
saw me coming back from lunch in
my shirt sleeves and admonished
me that this fell short of profes-
sional dignity. I thanked him and
assured him that it would never
happen again. I might add, to this
day, I have never gone to or away
from my office without a coat and
tie.
Small thing you say—perhaps,

however each of us has an obliga-
tion to uphold the dignity and pub-
lic esteem of our profession. It is
absolutely essential to our own
personal happiness that we prac-
tice the golden rule and treat others
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as we would want to be treated. It
has been said that the reward of a
thing well done is having done it.
Surely there is no greater satisfac-
tion or reward than seeing well
done restorative work which has
lasted many years. We must set a
high standard of quality for our-
selves and not accept work which
falls below that standard and that
we would not want in our own
mouths.
Every practitioner of any trade

or profession has to realize a fair
return on his effort in order to sur-
vive and stay in business. It goes
without saying, that justice requires
financial benefit to the practitioner
by way of reciprocation. On the
other hand, charging fees which
are in excess of those considered to
be usual, reasonable, and custom-
ary is demeaning to our self esteem
and damaging to our conscience.
Sir Thomas Browne, a 17th Cen-
tury physician and philosopher,
stated that no person should ap-
proach the temple of science with
the soul of a money changer.
The basic doctrine of profes-

sional ethics is a single statement,
"We profess to maintain superior
knowledge, skill and judgment and
will apply full measure of these in
service to the public benefit prior to
any consideration of self interest
on our part." This statement con-
tains no power of restraint. Adher-
ence is voluntary; therefore, it can-
not be challenged as beng coercive.

Historically, the common bond
of all professions has been the code
of ethics, for it is through voluntary
adherence to such standards of
conduct that members of a profes-
sion manifest their moral and ethi-
cal accountability. Professions, like
religions, have custody over the

credentials and the manner in
which persons are admitted and
maintain their membership. The
obligation to abide by common
beliefs, principles and ethics char-
acterizes professions as well as reli-
gions. Because these ideals and
objectives serve the common good
both are entitled to the prerogative
of self-governance. The same Sir
Thomas Browne mentioned earlier
held that common opinions and
tradition are entitled to a legitimate
presumption in their favor. "If a
thing has been long believed and
practiced, we ought not to discard
it unless we obtain clear evidence
that it is mistaken or outmoded."
Recently within the healing pro-

fessions there has been growing
anxiety and concern not only about
ethical dilemmas but about the
very nature of the doctor-patient
relationship. Moreover, questions
have arisen about the goals and
limits of our professional ministra-
tions and indeed, the very survival
of the traditional health care de-
livery system. There are various
attempts to downgrade the profes-
sions through widespread malprac-
tice litigation, government regula-
tion and efforts by consumer
groups to cut the professions down
to size and to redefine them as
trades.
In the 1970's, the theme was

"health care delivery". A massive
effort was made to capitalize on the
scientific advances of the preced-
ing decades. Revolutionary social
legislation was enacted with heavy
emphasis on improving the public
access to the health care systems
primarily through Medicare, Medi-
caid and expanded third party
coverage.
Now we find ourselves in an era

of "economic concern". An ever
increasing share of our economic
resources is being devoted to health
care.
The rhetoric of the assorted crit-

ics of our traditional system is har-
nessed to the concept of cost con-
tainment through either a more
competitive market or more intru-
sive bureaucratic regulation with
the emphasis on low cost rather
than high quality health care. No
one can determine at this point the
long term consequences of the
changes which are looming on
the horizon and which will have
tremendous impact on career se-
lection and enrollment, post grad-
uate training, research and clinical
practice. Our world is indeed
changing and we must face the
alterations and adjustments which
are inevitably occurring with cour-
age and cautious optimism.
I am reminded of the story from

Greek Mythology of Pandora's Box.
To be revenged on Prometheus for
stealing fire from heaven to give to
man, the Gods sent a beautiful
woman, Pandora, with a closed box,
to his brother Epimetheus. Epi-
metheus opened the box, thereby
releasing diseases, pains and trou-
bles upon mankind but managed to
close the lid in time to retain hope
which was at the bottom.
Our chief hope, it would seem to

me lies in the recognition by our
lawmakers and the public at large
that some of the changes which
have occurred are not in the public
interest.

This is certainly a time for resolve
not despair. We can be very proud
that our professional record is not
in question. We must, and I am con-
fident that we will, ultimately
achieve a satisfactory long term
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solution to the unsettling socio-
economic problems that threaten
to weaken us and to divert us from
our purpose and professional pro-
gress. It is important that we as indi-
vidual dentists portray ourselves as
competent, caring and compas-
sionate and in the words of Confu-
sius "Inclined to the task not bent
upon the pay".
A few years ago, Dr. Weber and I

were members of a group who
were privileged to visit and inspect
dental facilities in Hungary, Russia,
Poland and Yugoslavia. This expe-
rience gave us an overwhelming
sense of pride in American dentis-
try. These Iron Curtain countries
under rigid political control, are at
least 30-40 years behind the United
States in terms of dental progress.
There is a great deal of dental work,
such as it is, most of it performed by
women dentists and with out-
moded equipment, materials and
techniques. Many stainless steel
crowns were seen on anterior teeth.
Crude removable orthodontic appli-
ances and partial dentures were
made from compound impressions.
The pre-eminence we enjoy has
been the result of a highly devel-
oped sense of order and organiza-
tional freedom within our profes-
sion which has made possible the
interchange of knowledge and the
enjoyment of certain rights, respon-
sibilities and privileges unknown in
those countries. Unfortunately, the
traditional values which brought
about our acknowledged superior-
ity are being assailed. There are
legal changes involving the legality
and constitutionality of laws con-
trolling advertising by professionals
and the applicability of the anti-
trust laws to the learned profes-

sions.
At this point a word about our

state boards would be in order.
Prior to the establishment of edu-
cational standards and laws regu-
lating professional practice, ill
trained and oftentimes unscrupu-
lous practitioners abused the pub-
lic to the extent that it was inevit-
able that there would be a demand
for some measure of control over
the healing arts. As a result by the
beginning of the 1800's professional
licensing was well established and a
trend was set in motion for con-
tinued fine-tuning of the regula-
tions governing practice adminis-
tered by professional associations
with the legal support of the states.
However, after a time, opposition
began to develop and serious ques-
tions were raised concerning the
validity of the restrictions and what
was perceived by many as a consti-
tutional infringement of the right
of an individual to pursue a trade or
profession. Beginning about 1820,
state laws governing practice began
to be repealed out of existence or
amended to the point that they
were no longer effective. By 1850
there were almost no regulations
and, predictably, a sharp decline in
professional progress ensued. After
a time, it was realized that states
had to re-enact legislation regulat-
ing the professions and to re-estab-
lish educational standards. By 1900
practically all states had licensing
laws with adequate provisions for
professional self-government and a
clearly defined professional role in
the licensing and regulatory pro-
cess. Basically, this is the frame-
work within which present day
professional licensure operates and
there has been a rather stable

working relationship between state
governments and professional
associations.

Currently, there is once again
increasing criticism and opposition
to the concept of dental licensure.
Many persons, some within the
dental profession, would like to see
state boards abolished and gradu-
ates of approved educational insti-
tutions allowed to go directly into
practice. As a result of my 10 years
as an active member of the Board
of Dentistry and 12 years with the
Southern Regional Testing Agency
I am convinced that licensing laws
are necessary to the public health
and welfare. Even with the present
level of control and standards, there
are regrettably too many instances
where patients have justifiable com-
plaints involving mismanagement,
faulty professional judgment in
treatment planning and poor qual-
ity service. At the very least patients
should have every confidence that
they will receive competent, com-
passionate and honest treatment
from one who has graduated from
an approved dental school, has
passed the state board examination
and is licensed by the state. Any
dentist who violates the public trust
through unprofessional conduct,
moral turpitude, drug or alcohol
addiction or incompetence must be
viewed as a menace and a misfit
and should have his license
revoked.
In closing let me welcome you

into the fellowship of the dental
profession. May you enjoy health,
happiness and success and be
looked upon as an ethical practi-
tioner and a credit to our profes-
sion. A
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PROFESSIONALISM IN DENTISTRY:
ONE MAN'S OPINION

Faustin Neff Weber*

I am greatly concerned and
deeply troubled by what is happen-
ing to our dental profession; no
doubt many of you share, in vary-
ing degrees, my perturbation. You
may or may not agree with all the
observations I shall make concern-
ing the past, present, and future
events that have affected, are now
affecting, or will affect the practice
of dentistry, but you must have an
interest, as I do, in appraising our
current status and exploring the
course of action we may take to
reverse or at least minimize what I
perceive are retrogressive changes
in the health service professions.

Dentistry's Status

Within the lifetime of many of us
we have seen dentistry emerge
from the status of a lightly re-
garded profession to one that is
now recognized and appreciated
by the public. Hillenbrand [3], in
reviewing our history of the past
century and one-half, noted that "in
1840 dentistry began its emergence
as a true profession with the first
university-oriented system of den-
tal education.. . . Historically the
mission of early dental practitioners
was the relief of pain. Their art was
dismal and their science non-exis-
tent. Most of the practitioners were
beset by lack of educational and

•Faustin Neff Weber, DDS, MS. An ad-
dress to senior dental students at the U. of

Tennessee.

ethical standards. Charlatanism
and commercialism were rife and
subject only to regulation of the
market place. Today . . . dentistry
is recognized as a true profession.
. . . As a result of this heritage,
dentists are professionally and
economically secure, educationally
qualified, ethically vigilant, scientif-
ically informed, strongly organized,
socially perceptive and publicly
appreciated."

Advertising

My concern is that the high
regard in which we are held will not
be sustained if the public begins to
perceive our current aggressive
marketing techniques as self-serv-
ing means of increasing practice
revenues while decreasing the per-
sonal doctor-patient relationship
which has been the hallmark of
dental professionalism. Our image
as an honored and respected profes-
sion will be seriously diminished as
the actions of our members come
to parallel those of the tradesman.
Nelsen [6] correctly observed that
the practitioner who advocates
advertising cancels his professional
standing because advertising is the
distinguishing characteristic of
commerce and the nature of a pro-
fession does not include commer-
cial trappings.
Haffner [2] believes there are

societal pressures working in the
dental community that "contra-
vene the foundations supporting
professionalism in dentistry" and
have created a climate that encour-
ages advertising. He lists them as
legal, public policy, economic, man-

power, peer behavior, organiza-
tional behavior, and community
behavior.

Reasons Some Advertise

The large number of dentists we
have graduated in recent years
with the support of federal capita-
tion grants has increased our den-
tal manpower significantly; how-
ever, as Bentley and Barnett [1]
observed, the population of dental
utilizers has not increased propor-
tionally during the same period.
Moreover, the money many pa-
tients have to spend for dental
services is less because of the
condition of the economy and the
fact that dentists have to compete
for the dollars potential patients
are spending for automobiles, va-
cations, TV sets, and clothes. It is
this competition for discretionary
spending which has persuaded
many dentists to advertise their
services.

Legal History

Advertising by dentists has been
a recent development; until as late
as the mid-1970s, it was prohibited
by most state dental practice acts
and according to the American
Dental Association (ADA) was a
breach of professional ethics. The
ADA's position in this regard was
upheld by the Supreme Court in
1935 in the Selmer v. Oregon Board
of Dental Examiners case; but in
1975, the court ruled in the Gold-
farb v. Virginia State Bar case that
learned professions, including den-
tistry, are subject to antitrust laws;
and in 1977, the Supreme Court in
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the Bates and O'Steen v. State Bar of
Arizona case ruled that it was
restraint of trade for the legal
profession to restrict advertising by
its members. Because of these rul-
ings, the ADA and the Federal
Trade Commission in 1979 entered
a consent decree to allow dentists
to advertise. This decree truly
opened Pandora's box. What has
followed and continues at an un-
abated pace is a succession of
developments that, in my opinion,
are returning dentistry to its level
of the 1930's, a period I well re-
member, when the advertising den-
tist was an all-too-common blight
on our profession.

Advertising Defined

It is important to remember that
there are several types of advertis-
ing. Bentley and Barnett's [1] defini-
tion of a dental advertisement is
"any message that is broadcast or
published, designed to reach mass
audiences and has the purpose of
increasing the demand for services
provided by a particular dentist or
group of dentists." In the Dental
Practice Act of Tennessee, Chapter
0460-7, advertising is defined thus:
"An advertisement is information
communicated in a manner de-
signed to attract public attention to
the practice of a dentist who is
licensed to practice dentistry in
Tennessee." Messages that are
directed toward active patients
who are already a part of the
practice informing them of such
things as a change in office loca-
tion, the opening of a satellite
office, or the acquisition of a new
associate are not considered adver-
tising. Kerr [4] said that these and

other methods of promotion which
stress personal contact or the rec-
ommendation of other satisfied
patients are consistent with the
usual and acceptable methods of
promoting a dentist.

Institutional Advertising

In recent years an approach that
is new in dental advertising has
been employed: It is institutional
advertising. First used by the Amer-
ican Dental Association and the
American Association of Oral and
Maxillofacial Surgeons, these or-
ganizations have advertised in
nationally circulated magazines
and on t.v. the benefits to be
derived from the services of the
dental groups they represent, i.e.,
orthodontists, general practition-
ers, and oral surgeons, respectively.
This approach, with which I have
no quarrel, is in sharp contrast to
that employed by the individual
orthodontist, oral surgeon, or gen-
eral practitioner who advertises,
seeking to attract patients because
of a more convenient office loca-
tion, a more flexible appointment
schedule, or a lower fee for his
services.

"Busyness"

Most dentists, generalists as well
as specialists, are not treating as
many patients, are not as busy as
they would wish to be. The "busy-
ness problem," of course, is the
primary reason that dental special-
ists as well as general practitioners
are advertising. Increasing num-
bers believe that the solution to this
"busyness problem" lies in adver-
tising their services. And yet studies

conducted in 1978 by Meskin [5] in
regards to the potential effects of
advertising showed that dentists
and their patients have widely dif-
fering opinions on the effectiveness
of advertising. Eighty percent of
the patients said they would not go
to the dentist advertising the lowest
fees, while 69 percent of the dentists
believed patients would. Sixty-six
percent of the patients thought
advertising would lower fees, while
only 25 percent of dentists believed
this to be true. Meskin [5] profiled a
population group which is most
likely to seek the services of an
advertising dentist; it is headed by a
male, having a large family, with an
annual income lower than $15,000,
and a strong belief that dental fees
are too high.

Effects of Advertising

Bentley and Barnett [1] in their
search of the literature could find
no studies which reported that
advertising caused an increased
utilization of dental services. Early
data from retail practices which
advertise indicate that most of the
patients in such practices are people
who already are receiving regular
dental care. The question then re-
mains: how effective is advertising
in affecting the attitudes and beliefs
of people who are now only occa-
sional or non-users of dental ser-
vices? Another important question
to ask about advertising is: What
effect will it have on the cost and
quality of dental services? For ex-
ample, will the fee for a given
dental service in the office of an
advertising dentist be more, less, or
about the same as that of non-
advertising dentists in the same
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area? If the fee is less, will the
quality of treatment be equivalent,
superior, or inferior to that being
done in the offices of non-adver-
tising dentists? The question of
quality of dental service is of the
utmost importance. I believe that
the dentist who advertises is empha-
sizing the entrepreneurial rather
than the service aspect of practice,
and his treatment will focus on
monetary profit and loss rather
than quality of care. If the quality of
our care becomes suspect and in
time is judged to be inferior, we will
lose the high trust which the public
has had in the profession; a trust
shown by the fact that in a recent
Gallup poll the public ranked den-
tists fourth among twenty-five pro-
fessions in a survey for honesty,
integrity, and ethical standards [7].

Advertising and Dental Image

If the public trust and confidence
which we presently enjoy is eroded
by what the public perceives of the
advertising dentist; if advertising
changes the image of dentists and
the dental profession in the eyes of
the public, and we are seen as
tradesmen rather than members
of an honored profession, we will
indeed have "traded our birthright
for a mess of pottage." Tremayne
[9] said that if the public views the
dentist as "a money-grubber in the
marketplace," or as a huckster
peddling his wares by aggressive
advertising, the concept of profes-
sionalism and the moral basis of
the conduct of the professional,
which emphasizes service to the
patient first and foremost, will be
seriously demeaned.

Profession Defined

I must stress the aspect of service,
as Webster does in the Third
Unabridged New International Dic-
tionary, in which the word "profes-
sion" is defined as "a calling requir-
ing specialized knowledge and
often long and intensive prepara-
tion, including instruction in skills
and methods as well as scientific,
historical, or scholarly principles
underlying such skills and methods,
maintaining by force of organiza-
tion or concerted opinion high stan-
dards of achievement and conduct,
and committing its members to
continued study and the kind of
work which has as its prime pur-
pose the rendering of a public ser-
vice." Please note that in the defini-
tion I have emphasized the words
"knowledge," "skills," and "service";
these three elements accompanied
by what Webster calls "high stan-
dards of conduct" are the vital
underpinnings of any profession.
The dentist acquires the knowledge
to practice his profession by com-
pleting the course of study in pre-
dental and dental curricula, but his
education and training do not end
with graduation from dental school
or a graduate program—in the case
of the dental specialist—the true
professional is a life-long seeker of
knowledge.

Continuing Education

As G. V. Black put it, "The profes-
sional has no right to be other than
a continuous student." Note, too,
that the definition of a profession
includes the phrase "committing its
members to continued study." By
attending continuing education

courses and scientific meetings,
and by reading the literature, the
dentist not only maintains his
knowledge and skills in areas where
information and techniques are
constantly advancing, he becomes
more knowledgeable, more skillful
in the process and therefore able to
render the highest type of service to
his patients.
While I have grave concerns

about the erosion of our pro-
fessional standards, I have no fear
about the future of our profession
from a technological point of view.
Reynolds [8] noted that "there is
constant progress in research and
development of dental materials,
new techniques, instruments and
sophisticated diagnostic equip-
ment." No doubt this progress will
continue.

Challenges to Survival

What should we be anxious
about, and what may we do? The
challenges to our survival as an
honored profession come from two
sources: first from within our own
membership over which we can
exercise some control, albeit less
than we would wish; and second,
from legal and governmental
sources over which we have even
less control. The tactic to be em-
ployed in dissuading our colleagues
from joining the ranks of the adver-
tisers is one that must be put into
action early; the time to start is
while the dentist-to-be is in dental
school.

Dental Ethics

Courses in ethics take on added
importance and new significance
in view of FTC intrusions on the

VOLUME 55 NUMBER 1



PROFESSIONALISM IN DENTISTRY: ONE MAN'S OPINION 47

application of our profession's
Code of Ethics. The dental student
must possess more than the knowl-
edge and learning which will enable
him to diagnose his patients' prob-
lems; he must be taught more than
the skills necessary to apply the
appropriate treatment techniques;
he must also be aware of the moral
obligations his professional status
imposes on him. To my way of
thinking a professional in the health
science services has responsibilities
to discharge to his patients, his
profession, his community, and his
God. His responsibility to his pa-
tients is to give them the best care
he is capable to providing, placing
the patients' interests above his
own. He is responsible for not only
maintaining but advancing his
knowledge and his skills by attend-
ing continuing education courses
and scientific meetings and by
reading the scientific literature. His
responsibility to his profession is to
be an active contributing member.
He may contribute his time, his
energy, and his talents while serv-
ing as a committeeman in local,
state, or national dental society
affairs. He may lend financial sup-
port to worthy dental projects such
as dental college alumni funds,
dental relief funds, the American
Fund for Dental Health, and dental
political action committees, to
name just a few. His responsibility
to his community is to be a good
citizen, one who is informed on
local, state, and national issues and
uses his knowledge to support with
his ballot those candidates for polit-
ical office who will best serve the
electorate and the local, state, or
national interests. His responsibility

to his community further requires
that he support the United Way, the
American Red Cross, and such
civic groups as the PTA and the
Scouts. In our Judeo-Christian cul-
ture, his responsibility to his God
is that he join a church, attend its
services regularly, and be an active,
supportive member. In the Deca-
logue, the first and the greatest
commandment requires us to know
God, to love him, and to serve him.
Knowing, loving, and serving God is
implemented by church member-
ship. We should be ever mindful
that what we are is God's gift to us;
what we become is our gift to God.
Hopefully, we will all become pro-
fessionals in the highest and truest
sense of that term.

Political Action Committees

To cope with governmental and
legal actions threatening dentistry's
survival as an honored profession
is of vital importance. Our efforts to
influence state and national legisla-
tion that is not inimical to the health
science professions must be unre-
lenting; they will be more effective
if we speak with united voice
through the leaders of our state
and national associations, espe-
cially through the medium of our
professions' political action com-
mittees. Giving monetary support
to those candidates seeking public
office who have expressed a phi-
losophy in regard to the health
science professions that consonant
with our positions is no doubt the
best means of affecting legislation.
We would do well to continue to
give generous support to our own
state's political action committee
and ADPAC, the American Dental

Association's political action com-
mittee; by such action we are be-
coming a lobby whose voice will be
heard.

Summary

In my opinion, professionalism in
dentistry, a quality of conduct in
the practice of our profession
which has brought us to the high
position of honor and respect we
presently enjoy as dentists, is being
eroded by the actions of an increas-
ing number of our colleagues who
are emphasizing the entrepreneur-
ial aspects of practice while relegat-
ing to a level of secondary impor-
tance the primary purpose of our
raison d'etre—to render a healing
service to the public. A
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ORAL SELF CARE
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Introduction

Traditionally health professionals
have been concerned about the
need for individual patients to fol-
low prescribed medical regimens.
This remains a major public health
problem. At the same time, changes
in society have promoted healthier
life-styles and new self-care activ-
ities.' Both of these components,
the professional desire for compli-
ance and the patient's need to
achieve life style changes, converge
in the attempt to prevent or control
illness. At present there is consider-
able, widely publicized evidence
that self care behaviors such as the
use of seatbelts, the cessation of
smoking, and diet control are asso-
ciated with decreased mortality
and morbidity.2-4 Such health-pro-
moting behaviors have been rated
as very important by physicians.'
However, there appears to be con-
siderable variation in physician
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practices in counseling patients
about such behaviors.° Health pro-
fessionals often despair of the diffi-
culty in convincing a patient to
alter behavior. Moreover, once
change has occurred there often
are difficulties in making it persist.
The situation in dentistry is sim-

ilar to that in medicine. Surveys
have confirmed positive profes-
sional attitudes toward prevention,
especially with children. For exam-
ple, dentists believe there has been
a decrease in the incidence of car-
ies in the last five years because of
both improved oral self care prac-
tices and community water fluori-
dation.' The emphasis in adult dis-
ease prevention is almost totally on
instruction in self care behaviors,
and clinical data indicate that prob-
lems, such as root surface caries
and periodontal disease, are largely
preventable.8 Moreover, the suc-
cess of clinical treatment depends
largely on adults cleaning their
teeth effectively at home.

Dentists in the last decade have
responded enthusiastically to the
challenge of applying new scientific
findings to the prevention and con-
trol of disease. Dentist clinical train-
ing has long included significant
experience providing preventive
services including counseling about
oral self care.9 Similarly, the dentis-
try pre-paid reimbursement sys-
tem, increasingly a factor in the
delivery of services, has fostered

first dollar coverage of preventive
services. There are, however, signif-
icant gaps in coverage for adults:
fluoride therapy and self care coun-
seling are generally not covered. In
addition, while surveys show that
practicing dentists are generally
aware of prevention knowledge,'°
dentists and dental students them-
selves have relatively poor oral
hygiene and oral health."

Initial clinical studies reported
rapid improvement in self care
after dentist counseling but regres-
sion to initial levels over time.'2-'5 In
addition, the success of dentists in
getting patients to maintain long-
term recall schedules for preven-
tive activity is low; in one study only
16% of the patients maintained
altered self care behaviors over one
year.'6 Nonetheless, there is promis-
ing new work'7-'9 which suggests
methods to increase the success of
dentists in preventive counseling
and instruction.
Studies of provider attitudes and

behavior in dentistry tend to be
atheoretical;2° efforts to compre-
hend the process, its determinants
and its efficacy, have been ham-
pered by the absence of a concep-
tual model of counseling and mea-
sures of counseling practice which
are reliable and valid. In this report,
we used the model proposed by
Wells, Ware and Lewis2' to explain
physicians' attitudes and counsel-
ing practice regarding smoking
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cessation to explain dentist behav-
ior. The model is an adaptation of
the Health Belief Model and it pos-
tulates that background factors,
such as personal habits, the reim-
bursement system, and clinical
training lead to the development of
physician attitudes. The attitudes
they enumerate are motivation to
counsel, perceived risk of smoking,
perceived skill in counseling and
perceived cost (profitability). The
attitudes are posited to affect
counseling practice. This model
appears to be valuable as a starting
point in investigating dentist atti-
tudes and activities regarding oral
self care.

Methods

Subjects

A mail survey was sent to a ran-
dom sample of 521 general practi-
tioners in Washington State. After
mail and telephone follow-ups the
response rate was 72 percent. A
sample of 52 non-respondents was
interviewed by telephone. There
were no significant differences in
number of operatories, use of seal-
ants, and patients per week be-
tween respondents and non-respon-
dents.
The sample of dentists and their

patients appear typical for Wash-
ington State. The typical dentist in
the sample graduated from dental
school in 1968. Sixty-two percent
graduated from the University of
Washington. Others graduated
from schools through the United
States. The average age distribu-
tion of patients in the practices is as
follows: 0-4 years, 5.4 percent; 5-18
years, 20.0 percent; 19-35 years,
31.8 percent; 36-60 years, 35.6 per-
cent; and 61+, 7.1 percent. These
data are quite similar to the aver-
age of practices in the United States
excepting that the elderly are
under-represented in the Washing-
ton practices. Patients in the prac-
tices were from households where
the occupation of the head-of-
household is as follows: unem-
ployed (5-6%); farm workers (2-3%);
blue collar workers (35.3%); clerical

and sales (33.6%); and profession-
als, managers and owners (23.2%).
Seventy-six percent had private
dental insurance; 2.37 percent re-
ceived Medicaid dental benefits
and 21.8 percent were uninsured.
In comparison, the American Den-
tal Associationn reports about 59
percent of the United States popu-
lation who seek care have private
dental prepayment coverage. Wash-
ington practices saw about one-
half as many public assistance pa-
tients than United States dentists as
a whole, reflecting the lack of adult
coverage in the Washington Medi-
caid program. Dentists reported
that 44.7 percent of their patients
drank optimally fluoridated water,
similar to the U.S. as a whole. It is
hoped these descriptive data are
helpful in generalizing the results
to other areas in the U.S.

Instrument

The questionnaire was developed
and divided into two parts; one to
be completed by the dentist, and
the other by the receptionist. The
instrument was pretested exten-
sively before use with this popula-
tion. Scales were developed to
characterize attitudes and behav-
iors toward a range of preventive
activity in private practice. Scale
development is described else-
where.23 Dentist counseling on pre-
ventive oral self care is termed oral
hygiene instruction.

Results

Attitudes Toward Oral
Hygiene Instruction

Three summary attitude scales,
with a range of 7 to 21, were
created. Lower scores indicate less
agreement with the statements.
The scale measuring importance of
oral hygiene instruction had a
mean response of 19.5 (SD = 2.35).
An example of the items that make
up this summary scale is "Oral
hygiene instruction is an essential
part of dental treatment." The scale
measuring knowledge and skills of
dental personnel had a mean re-
sponse of 18.1 (SD = 2.95). An

example of the items that make up
this summary scale is "Dental per-
sonnel are effective in oral hygiene
instruction." The scale measuring
the perceived profitability of oral
hygiene instruction had a mean
response of 14.9 (SD = 3.98). An
example of the items making up
this scale is "Oral hygiene instruc-
tion is not time consuming and
does not cause loss of income for
dentists." Analysis of variance with
repeated measures was used to
contrast the dentists' responses to
the scales (F = 247.7 df 283,2, p =
.00). Paired t-tests confirmed the
differences between individual
scales.

Dentists were asked to report
their assessment of the attitudes of
their employees. Staff attitudes
toward oral hygiene instruction
were generally rated positive by the
dentist: 83 percent were rated as
strongly in favor and 17 percent
were somewhat in favor or neutral
about providing that service.
When asked the percentage of

their patients who had improved
their oral hygiene six months after
the start of the instruction, dentists
reported a mean of 51.3 percent
(SD = 22.5). In response to a ques-
tion about patients' attitudes to-
ward the service, dentists rated
80.0 percent as strongly or some-
what in favor. A minority were neu-
tral (17.2 percent) or somewhat
opposed (1.7 percent).

Oral Hygiene Instruction

When the dentist was asked to
estimate the number of hours per
week spent by practice members in
oral hygiene instruction (exclusive
of prophylaxis), the median results
were: for the dentist 1.3 hours; for
the primary assistant, 1.25 hours;
for the dental hygienist, 2.4 hours.
Some practitioners were reported
to spend no time at all in oral
hygiene instruction: dentists 8.5
percent; assistants, 22.8 percent;
and hygienists 33.1 percent.
Almost all patients (99.7 percent)

receive oral hygiene instruction as
part of a visit which includes other
short services (e.g., cleaning or
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recall exam), but only 38 percent of
practices offer oral hygiene instruc-
tion (American Dental Association
code 1330) as a separate service.
The typical practice began offering
this service 10 years ago. The
median time devoted to oral hy-
giene instruction at the initial ap-
pointment is 10.4 minutes. Follow-
up instruction lasts, on average, 8.5
minutes. The range of charges for
oral hygiene instruction is from
zero to 40 dollars; the median
charge (1984) is zero dollars. Only
15 percent of practices reported a
fee greater than zero. The mean
charge for those who billed patients
for the service was $15.63. The
group of practices that charged for
the service spend significantly more
time with the patient than those
who did not charge a fee (F = 6.45,
df 1,153, p = .0121), mean time with
fee being 19.4 minutes, with no fee
14.3 minutes. This was even more
apparent in the time devoted in
follow-up appointments (F =
10.397, df 1,147, p = .0016), mean
time with a fee being 11.4 minutes;
with no fee, 7.8 minutes.

Dentists were asked to whom
they usually provide oral hygiene
instruction. The purpose of the
question was to investigate whether
dentists responded differently to
various risk groups. In order of the
proportion usually receiving the
service, the responses were as fol-
lows: Caries-free individuals who
have gingivitis-periodontitis (99.6
percent); individuals with both car-
ies and gingivitis-periodontitis (99.6
percent); individuals with caries
but without gingivitis-periodontitis
(98.8 percent); and disease free
individuals (76.5 percent). The last
difference is significant (F = 64.7, df
245,3, p = .00). The proportion of
children receiving instruction var-
ies with the stage of their dentition:
children in primary dentition (94.3
percent); mixed dentition (98.4 per-
cent); and permanent dentition
(98.8 percent). The difference be-
tween the primary dentition and
mixed and permanent dentitions is
significant (F = 6.8, df 245,2, p =
.00). The rate for elderly varies
according to whether they are

dentate (97.6 percent) or have den-
tures (72.2 percent). This difference
is also significant (F = 72.7, df 244,1,
p = .00).

Components of Oral
Hygiene Instruction

Five scales were constructed
from 22 four-point .items to mea-
sure how often adult patients were
provided various procedures within
the oral hygiene instruction. The
first scale assesses the frequency of
giving general oral health informa-
tion, demonstration of brushing
and flossing, and providing feed-
back on patient technique. The
second scale measures the use of
printed pamphlets, large charts and
diagrams, models, movies or slides
in teaching and the use of phase
contrast microscopes for patients
to view their own infected plaque.
The third scale assesses discussion,
demonstration and feedback on
the use of tooth picks, stimudents
and perioaids. The fourth scale
asks about the use of disclosing
agents. The final scale measures
discussion, demonstration and
feedback to patients who have
fixed bridges and removable den-
tures. The scales were standardized
so each has a possible range of 0-
100, a higher number represents
the more frequent use of this set of
activities. General information and
instruction on brushing and floss-
ing (Mean = 60.3), and instruction
on cleaning under fixed bridges
and removable dentures (Mean =
60.0) were provided most often.
Interdental cleaning using aides
other than dental floss (Mean =
42.1) and the use of disclosing
agents (Mean = 29.1) were pro-
vided less frequently. The use of
audiovisual aids, such as printed
pamphlets, charts and diagrams,
movies and tapes, was much less
frequent (Mean = 19.0). Analysis of
variance with repeated measures
was used to contrast the dentists'
responses to the scales (F = 1048.5,
df 200,4 p = .00). Paired t-tests
confirmed the differences between
individual scales. The ratings of
how often individual activities are

carried out is in Table 1. Discussion
of the rationale for plaque control
and discussion and demonstration
of frequently used cleaning tech-
niques such as brushing and floss-
ing occur most often. Feedback
concerning proper technique was
low in frequency for all cleaning
procedures. In addition, some tech-
niques, such as use of disclosing
agents and stimudents, were not
discussed frequently.

Assessment Techniques

Dentists were asked how often
they used various clinical assess-
ment techniques to determine pa-
tient progress in oral hygiene. There
were five 4-point scales rating vi-
sual inspection, visual inspection
with disclosing agent, plaque index,
bleeding index, and periodontal
probing on a continuum from never
(0) to always (3). A higher rating
indicates the technique is used
more often. Table 2 shows that how
these assessment techniques were
used from most to least frequent:
visual inspection, periodontal prob-
ing, bleeding index, visual inspec-
tion with a disclosing agent, plaque
index. Analysis of variance with
repeated measures contrasted the
responses to the technique scales
(F = 162.8 df 190,4 p = .00). Paired
t-tests confirmed the differences
between the individual scale means.
The dentists also reported using

these assessment techniques (0 =
never, 3 = always) during cleaning
(Mean = 2.73, SD = .506) and peri-
odic recall (Mean = 2.72, SD = .504)
appointments; less often during
non-hygiene related visits such as
those for fillings (Mean = 1.39, SD =
0.693). Analysis of variance with
repeated measures contrasted the
responses to the appointment scales
(F = 714.4 df 261,2 p = .00). Paired
t-tests showed the frequency of use
of assessment techniques not to be
different between cleaning and
recall exam appointments. The rate
was different between cleaning and
recall appointments and non-hy-
giene (restorative) appointments
(p < .05).
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Table 1 Components of Oral Hygiene Instruction Used by

Washington State General Dentists

(0 = never, 3 = always)

Itern
Response
Mean (SD)

1. Discussion of disease and plaque
2. Discussion of benefits of plaque control
3. Printed pamphlets

2.54
1.57
1.21

.588

.584

.759
4. Large charts and diagrams 1.13 .803
5. Dental forms or models 1.19 771
6. Phase Contrast microscope 0.07 .335
7. Movies, slides or video/audio tapes 0.18 .486
8. Discussion of brushing technique 2.62 .559
9. Demonstration of brushing 2.49 .672
10. Provide feedback of patient brushing technique 2.04 .799
11. Discussion of flossing technique 2.55 592
12. Demonstration of flossing technique 2.43 .629
13. Provide feedback of patient flossing technique 2.01 .788
14. Discussion of use of toothpicks, stimudents,

perio-aids 1.78 629
15. Demonstration of use of toothpicks,

stimudents, perio-aids 1.20 .722
16. Provide feedback of patient use of toothpicks,

stimudents, perio-aids 1.56 748
17. Discussion of use of disclosing agent 1.20 .722
18. Demonstration of use of disclosing agent 1.14 .713
19. Provide feedback of patient use of disclosing

agent 1.16 .772
20. Discussion of cleaning under bridge/dentures

when patient has one 2.51 .681
21. Demonstration of cleaning under bridge/

dentures when patient has one 2.47 .655
22. Provide feedback of patient cleaning under

bridge/dentures when patient has one 2.12 816

Relationship between Attitudes
and Behavior

Table 3 presents the results of a
series of regression analyses where
the three summary dentist attitude

scales (important {ESSENT}, effec-
tiveness of personnel (KNOW}, and
profitability (COST)) described ear-
lier were used to predict the fre-
quency of use of the five summary
areas of oral hygiene instruction

Table 2 Frequency of Oral Hygiene Assessment Techniques

Used by Washington State General Dentists

(0 =- never, 3 = always)
Technique Mean* SD

Visual Inspection 2.47 0.834
Periodontal Probing 2.21 0.739
Bleeding Index 1.22 1.10
Visual Inspection with a disclosing solution 0.85 0.916
Plaque Index 0.68 1.05

*F = 162.8, df 190,4 p = 0

performance (general information,
brushing/flossing; AV materials;
interdental cleaning; disclosing
agents; bridge/denture cleaning).
The data in the table suggest that
the more positive the dentists' atti-
tude about the knowledge and skill
of dental personnel to perform oral
hygiene instruction, the higher the
frequency of oral hygiene activity
on four of five performance areas.
This was true for general informa-
tion/brushing and flossing; AV
materials; interdental cleaning; dis-
closing agents; but not for bridge/
denture cleaning. Dentists who say
oral hygiene instruction is more
important are more likely to indi-
cate they provide general informa-
tion, brushing/flossing instruction
and assistance in cleaning under
bridges/dentures. Data also sug-
gest that dentists who are negative
about the profitability of providing
services are less likely to utilize dis-
closing agents, or provide discus-
sion, demonstration, or feedback
on interdental cleaning.
The three attitude scales as well

were examined in relation to the
dentists' estimates of what propor-
tion of their patients had improved
their oral hygiene after six months
and to the total personnel time allo-
cated to these instructional tasks
per week. Table 3 shows that there
was a significant relationship be-
tween attitudes on the profitability
dimension and the dentists' rating
of patient improvement but no
relationship to the importance or
knowledge/skills dimension. There
was no relationship between total
personnel time spent in oral hy-
giene instruction activity and atti-
tudes. In other analyses we exam-
ined the relationship between
charging a fee and assessment
techniques and instructional areas.
There were no differences in these
variables associated with whether
a fee was charged.

Discussion

Attitudes

The model proposed by Wells,
Ware and Lewis appears to yield
useful information on the nature of
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Table 3 Relationship Between Dentist Attitudes and Specific Oral Hygiene Instruction

Activities and Dentists' Estimates of Success

Dependent
Measure

Information
Brushing/Flossing

Instruction
Interdental
Cleaning

Use of
Disclosing
Agents

Use of
Audiovisual
Materials

Cleaning
Bridges/Dentures

% Patients
who have

improved their
oral hygiene after

6 months

Independent
Variables

ESSENT

KNOW

COST

B
(Sig)
+ .2769
(.025)
+ .1918
(.047)
- .6831
(.298)

+ .6911
(.207)
+ .1214
(.009)
- .8760
(.006)

+ .2669
(.676)
+ .9849
(.054)
- .8921
(.016)

+ .4988
(.440)
+ .1171
(.030)
- .2512
(.530)

+ .1267
(.020)
+ .3451
(.439)
- .3748
(.219)

- .5733
(.387)
+ .7432
(.187)
+ .9148
(.014)

Multiple r
R2
Significance
N

.228

.052

.002
270

.231

.053

.002
270

.173

.030

.056
249

.188

.035

.050
218

.175

.030

.039
269

.201

.040

.013
262

dentists attitudes. While essentially
positive, dentists' views of oral hy-
giene instruction form a hierarchi-
cal pattern. These attitudes are
most positive toward the impor-
tance of the service, are slightly less
positive as to whether dental per-
sonnel have the skills to provide the
services, and are even less positive
of the profitability. Nonetheless,
about three percent of the average
practice's time is spent in these
activities and dentists report that
staff and patients are generally
favorable toward them. Similar to
other compliance problems in other
medical areas,24 dentists estimate
they are successful with only about
50 percent of their patients.

Practices spend relatively little
time (about 10 minutes) with each
patient on oral hygiene instruction
although some patients may have
multiple visits. Not surprisingly, the
gaps in current reimbursement
practice may be a factor. We have
shown that only a small minority of
dentists (15%) directly charge for
this service, and that those who do
spend more time delivering them.
These data are in contrast to the 55
percent of Connecticut dentists re-
porting to charge a fee for a similar

service in 1974. Though two data
points from different samples do
not indicate a trend, the small per-
centage of providers now charging
a fee may be another indication of
the disparity between the prover-
bial wisdom of prevention and its
implementation difficulties. More-
over it is clear that effective pre-
ventive counseling requires a larger
time commitment than is made by
the average practitioner.
From the data we derive the

impression that most patients get
some form of oral hygiene instruc-
tion. But, there is little targeting of
risk populations. This may stem
from out-of-date notions among
dentists that dental diseases are
universally prevalent while in real-
ity, disease patterns are changing. It
is clear that much more attention
should be directed to some patients
rather than giving most patients a
once-over. Such an approach is
consistent with risk assessment in
other medical settings.
When asked the source of their

knowledge on these activities, most
dentists listed dental school train-
ing (80 percent). Also, the major
source of information obtained on
deciding to incorporate these ser-

vices into the practice was dental
school (82.9 percent). This pattern
may occur because for many den-
tists, some of their knowledge may
be out-of-date. Relatively few den-
tists reported courses, books or
journals as sources for advice on
these services.
The specific areas of instruction

offered also form a hierarchical
pattern where general information
and instruction on brushing and
flossing are very common. Instruc-
tion in other forms of cleaning,
including the use of disclosing
agents and audio-visual materials
is less frequently offered. Perhaps
more importantly, the data indicate
that feedback to patients concern-
ing the efficacy of their cleaning
technique does not occur very
often. Though practice and feed-
back are essential in building effec-
tive habits which have a skill com-
ponent, these procedures were not
utilized with high frequency. Also,
without feedback there may be a
lack of positive reinforcement, an
essential ingredient in behavior
change.".27 Most oral self care
behaviors require considerable
dexterity. There is evidence that
manual dexterity of the right or
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preferred hand showed significant
correlation with oral hygiene'
scores." Furthermore, to improve
any manual skill, practice and feed-
back must be provided. Unfortu-
nately, procedures such as the use
of disclosing solution to provide
feedback in the effectiveness of
cleaning are more time-consuming
than discussion and demonstra-
tions. In all, new oral self care be-
haviors are relatively difficult to
learn; and skill training requires the
allocation of considerable time and
effort.
Of particular concern is the fail-

ure of most practices to use formal
assessment techniques during sub-
sequent visits. In the absence of
formal assessment, counseling is
short term. Records rarely contain
adequate data with which to assess
progress. Recent work by Walsh et
a1.26 and Baab and Weinsteinn sug-
gests also that using and teaching
patients techniques to evaluate the
outcomes of their self-care efforts,
i.e., bleeding, tissue color, texture,
etc. enhances their performance.
Such strategies embody the ele-
ments of good instruction.'8

Conclusion

This survey has confirmed the
commitment of Washington State
dentists to preventive counseling. It
has, however, identified several
barriers to its effectiveness. We
conclude that the attitude toward
the profitability of the service and
failure to charge for instruction has
resulted in inadequate time being
devoted. Perhaps stemming from
this, most patients receive general
instruction while many, who can
use it, do not receive the time and
attention required to teach them
specific skills. In all, though most
dentists say they counsel patients
about oral self care, when specific
practices are reported it is found
that only a small percentage actu-
ally utilize an approach that would
be considered effective.
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A TREASURY OF
DENTISTRY

DENTIST INVENTORS

Gardner P. H. Foley

(CONTINUED FROM THE PREVIOUS ISSUE)

Dr. John W. Haughawaut (1841-
1909) invented many useful pro-
ducts which, according to my single
authority, "were placed on the mar-
ket as soon as they were patented
and, therefore, fail to bear his
name. One of his more famous
inventions was the rotary snow
plow which has saved the railroads
millions of dollars. He also invented
an apparatus for trap shooters." (I
am aware of the snow plow in-
vented by Dr. J. W. Elliott, of
Toronto in 1869)

Dr. A. C. VanSant, born in 1832,
served as the first president of the
Illinois S.D. Society. He was the
founder of the touch system of
typewriting.

One of the best known dentist-
inventors is Dr. C. Edmund Kells,
Jr., (N.Y.C. of D. 1878), of New
Orleans. Besides his inventions of
direct value to the practice of
dentistry, Dr. Kells' inventions in-
cluded bottle stoppers, automobile
starters, electrical signalling de-
vices, electric thermostat and auto-
matic fire alarm.

In 1946 Dr. Elmer G. Kesling
(Chicago C. of D.S., 1903), of Bloom-
field, Mo., was awarded a judgment
against the Chevrolet Division of
the General Motors Corporation
for $310,468.08 for infringement of
a patent. The patent was for a

vacuum booster mechanism for
shifting automobile gears. In 1948
the Eighth Circuit United States
Court of Appeals upheld a federal
district court decision for Dr. Kes-
ling. He reported that he worked
20,000 hours on his invention and
had begun work on the gearshift
process in 1918.

Because Dr. Mahlon Loomis
(1826-1886), the inventor of wireless
telegraphy, which he demonstrated
in 1866 in the Blue Ridge Mountains
of West Virginia, has been noticed
so often in the dental literature, I
merely cite him as a very important
member of the "dental truants"
classification of inventors.

Dr. L. D. McIntosh (d. 1892), of
Chicago, invented an electric bat-
tery that was in wide use by the U.S.
Army at the turn of the century.

After experimenting with various
types of golf tees, Dr. William
Lowell, of South Orange, N.J., re-
ceived a patent for his Reddy Tee in
1924. He is universally regarded as
the inventor of the first one-piece
orthodox golf tee.

Dr. E. K. Mabry (Indiana D.C.
1903), of Holdenville, Okla., used
his inventive mind to design a

buttonhole that one did not have to
put the collar button through. He
sold the idea to the Earl and Wilson
Shirt Corporation for $15,000.

In 1954 Dr. W. B. Massey (North-
western, 1916), of Richmond, Va.,
invented an easily installed snow
chain that goes on the tire in
sections and is clamped fast to the
rim. It can be installed in a few
minutes.

From 1845 to 1886 Dr. Edward
Maynard, of Washington, invented
and patented many important de-
vices relating to rifles and muskets,
including the famous Maynard rifle.
He was indeed a great "dental
truant" but also a great dentist.

The practice work of Dr. Joseph
H. Michtom, of Forest Hills, N.Y.,
with plastics led him to experiment
with the manufacture of plastic
dolls and the production of the first
all-plastic doll in 1940. He served as
president of the Ideal Plastics Cor-
poration in Hollis, N.Y.

Dr. William J. Morrison (U. of
Tenn., 1897), of Nashville, made
two inventions that must have con-
tributed to the happiness of many
people. He invented a process for
making lard out of cotton. He also
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invented the Fairy Floss machine
that made the popular cotton
candy.

Dr. Graydon M. Terry, a Texas
dentist who served on the Baylor
faculty, combined his practice and
teaching experience with an inven-
tive urge. In 1926 he patented the
glass bowl feature of gasoline
pumps.

Dr. Josephus Requa (1832-1910),
a Rochester dentist, had worked as
a gunmaker for several years before
turning to dentistry as his major
interest, although continuing his
sideline interest in working with
guns. Dr. Requa invented the first
rapid-fire gun in 1863. Fifty of these
guns were used effectively in the
battle of Petersburg and Cold Har-
bor. [The information on Dr. Requa
is puzzling]

One of the most stirring members
of this group of "truants" is Dr.
George P. Richmond (1844-1898),
of Lansing, Mich. Dr. Richmond
became widely known as an inven-
tor and patented an electric motor
and several minor inventions. He
was principally concerned with the
invention of the telephone in which
it was claimed that he held a
priority claim over Bell. He also
invented a phonograph.

Dr. Walter Roberts (1823-1889),
of the historic oil town of Titusville,
Pa., patented, with Col. E. E.
Roberts, a torpedo used in blasting
oil wells. Dr. Roberts was in the
right place at a very good time for
such an invention and made a large
fortune from it.

Dr. Theodore S. Rust (1844-1929),
of Meriden, Conn., invented and
built a rolling-mill for precious
metals that would roll to a thickness

of .003 of an inch. He was fond of
building mechanical oddities such
as a clock with one hand.

Dr. Ira A. Salmon (Pa. C.D.S.,
1867), of Boston, invented the Sal-
mon system of hot water and steam
heating for buildings, steam cars,
and streetcars. He also invented an
improvement in autoharp mech-
anism.

Dr. William F. Semple, of Mount
Vernon, Ohio, was the first to
patent chewing gum (dated De-
cember 28, 1869). However, he was
not the first to produce it commer-
cially.

Dr. Henry Snowden (1820-1894)
worked in several machine shops in
Laurel, Md., before going to Balti-
more where he established a large
cotton duck factory. Following the
destruction of his factory by fire in
1852, he became a dentist by study-
ing with a preceptor. As a "dental
truant" Dr. Snowden invented a
hydraulic apparatus for freight and
passenger elevators.

Dr. Eli T. Starr (1834-1904)
studied dentistry under a preceptor
in Wilmington, Del. Later he be-
came associated with the S.S. White
Co. and patented over one hundred
dental inventions. He also patented
forms of storage batteries and a
system for lighting railroad trains
by electricity.

Dr. Roswell 0. Stebbins (N.Y.C. of
D., 1882), a leading dentist of New
York, became recognized as an
explorer of distinction and also for
his inventions in the field of mining
operations.

Dr. L. Ray Temple (M.C. of Va.
1911), of Richmond, Va., invented a

life-saving suit in 1939 that was
used in World War II. It is described
as a complete one-piece suit of
rubber fabric worn over clothing
and covering all parts of the body
up to the head. It can be put on in
less than one minute and keeps the
wearer dry and warm.

Dr. Claison S. Wardwell (1856-
1936), a graduate of the Philadel-
phia Dental College in 1877, prac-
ticed in New York City. He became
a versatile contributor to the inven-
tion and improvement of many
dental instruments and procedures.
His inventive mind led him into
extradental fields such as architec-
ture. He designed and built a box
kite for meteorologic purposes that
won a prize. Another of his box
kites won the world title at the St.
Louis Exposition in 1904.

Of course the well-known, both
in and out of dentistry, Dr. Thomas
B. Welch (1825-1903) requires a
brief mention in this gathering
despite his general recognition as
the man who originated a method
of preserving grape juice so that it
would be free from alcohol. Though
especially designed for church com-
munion and medical uses, Welch's
grape juice has become well-known
throughout the world.

Let me wind up this discourse
about many dental truants with Dr.
John Runckel (U. of Oregon, 1954),
who practices in Portland, Ore. I
have placed him out of order be-
cause he was noted by Susan G.
Hauser in the Wall Street Journalas
recently as April 15, 1987. Dr.
Runckel is president of Skyline
Northwest Corporation, makers of
Barracuda swim goggles. His patent
(1978) is based on the shape that
puts a pressure on the bone: a
cushion of synthetic rubber around
the plastic lens prevents water leak-
age. The Barracuda goggles have
attained world-wide sales.
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PROFILE OF SECTIONS
AN ACD SURVEY
Robert W. Elliott, Jr., ACD President

Fellows of the American College
of Dentists are frequently asked
about the College and what it does.
It is a relevant inquiry and one that
those who are members of the
College should be prepared to
answer.
The reply, more than likely,

would reflect what the respon-
dent's Section and its fellows were
doing—for in actuality that is
where the action is and from where
those who are not members of the
College derive their impressions
about the College and its programs.
However, though there are thirty

nine College Sections, few if any of
them are conducting exactly the
same activities. This is so because
the Sections differ greatly in such
characteristics as the number of
Fellows who are Section members,
geographic size, their proximity to
institutions of higher learning and
the facilities available for their use,
to name a few.
With this in mind, a survey of the

thirty nine Sections was conducted
to gather significant data that could
be published to provide a profile of
the College Sections. Similarities
and differences could be reviewed
and perhaps worthwhile activities
supported by one Section might be
appropriate for adoption into the
agenda of another. All Sections
completed and returned the survey
instrument.
As was anticipated, the size of the

Section membership varied greatly.
There were four Sections in the
category of forty members or
under and three Sections that
counted over three hundred and
twenty fellows on their rosters. The
subdivision of forty-one to eighty
members contained the largest
number of Sections—ten. Fig. 1
The number of meetings held by

the Sections also varied consider-
ably, ranging from zero to five
annually. Eleven Sections met once

a year and sixteen met twice. Fig. 2
Each Section is required to hold

one business meeting a year. (Art.
IX Sec 2. (d) By-Laws) and the
great majority met this obligation.
One Section held four such each
year. Fig. 3 When meeting, seven-
teen Sections met individually and
nineteen Sections held joint meet-
ings with the ICD. These joint
sessions were usually during the
ADA constituent society meetings.
However, two Sections met in con-
junction with the ICD whenever the
Sections met. Fig. 4 When Sections
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of both Colleges met together they
separated to have their business
meetings if they were conducted.
Given the varied geographic

boundaries of the Sections, it was
to be expected that the average
attendance at Section meetings
would vary and this was the case.
As few as fifteen percent and as
many as seventy-five percent of
the membership attended Section
meetings on a recurring basis with
thirty-five and fifty percent atten-
dance reported by the largest num-
ber of Sections. Fig. 5
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Figure 1. Distribution of Sections of the College According to Size
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Figure 2. Distribution of Sections of the College According to the Number of Meetings per
Year

The balance of the survey was
devoted to determining what the
Sections do to further the purposes
and objectives of the College (Fel-
lowship Handbook and Roster Pg.
8), methods of communication with
members and recognition of those
so deserving.

Professionalism and scholarship
among dental students was encour-
aged by twenty-five Sections by
awards to students who exempli-
fied such characteristics. Twenty
four were presented on an annual
basis and of these the majority
were presented at a Section meet-
ing. The others are given at gradua-
tion or dental school awards cere-
monies. The award is a plaque (14)
or a certificate (11) and eighteen of
the Sections add an honorarium
ranging from $150 to $400.

Continuing education is an activ-
ity supported by twenty Sections.
The program is usually a speaker.
However, some Sections conduct
table clinic sessions, one Section
provides a full day of continuing
education at one of the three dental
schools in its area (the program is
open to all dentists), another Sec-
tion sponsors a Memorial Lecture
(it is also open to all dentists who
wish to attend) and a joint program
with a renowned dental center is
conducted by another.
The College has recently sup-

ported the ADA / AADS sponsored
SELECT program with two $5,000
unrestricted grants. SELECT is di-
recting its efforts to increasing the
pool of well qualified applicants for
admission to dental schools, thirty
percent of whom had a GPA below

2.8 in 1986. It is not directed to
increasing the enrollment in these
institutions. Four Sections were
participating in the project at the
time of the survey. Sections are
receiving more information about
SELECT as this is written with the
goal of involving College fellows in
this most important recruitment
activity. One Section has developed
a Pre-Dental Scholar program with
goals very similar to those of the
SELECT Program.
The College Foundation provides

funds for the College to purchase
and distribute annually the pamph-
let "Dentistry-A Health Service" to
54 Dental schools in the United
States and Canada. This publica-
tion is given to the entering or
graduating class at the Dean's dis-
cretion. It focuses on the ethics
related to the practice of our pro-
fession. Additionally the Founda-
tion with a grant from Delta Dental
Plan of California funded the pub-
lication of The Hillenbrand Era:
Organized Dentistry's Glanzperiode
by Clifton 0. Dummett D.D.S. and
Lois Doyle Dummett B.A.. This
book has been acclaimed world-
wide in dental circles and should be
on every dentist's and dental stu-
dent's reading list. The Foundation
is also supporting the development
of an ethics program at the Univer-
sity of Minnesota.
Sixteen Sections contribute to

the Foundation, half annually and
half from time to time. Donations
range from $5 per Section member
annually from one Section, a $50
memorial upon the death of a
Fellow from another Section, to as
much as $500 annually from four
sections. Only the interest from the
foundation funds is used to support
projects.
Twelve Sections contribute to

other worthy activities related to
the advancement of the goals of the
College, such as support of student
loan funds, grants to dental stu-
dents to support summer research
projects, and one Section provided
$400 to help defray expenses of the
dental student representing his or
her school at the ADA Table Clinic
Competition.
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Twenty-three Section secretaries
stated that their Sections took an
active role in promoting the ethical
practice of dentistry. Some of the
activities they reported are:

1) Invite young non-member
dentists to Section meet-
ings—a brief talk is given
about the purpose and goals
of the College—It is strong
on ethics.

2) Ethics award to a faculty
member— plaque and $100.

3) Send books and journals to
faculty of dentistry in Sing-
apore.

4) Section members partici-
pated in a forum on ethics
sponsored by an Odonto-
graphic Society. Conducts a
fellowship program for a
newly graduated dentist with
emphasis on ethical practice
—stipend $17,000.

5) Section works with newly grad-
uated dentists.

6) Section makes brochures
and mailings discouraging
blatant advertising.

7) Section members lecture to
dental school classes on ethi-
cal and moral standards.

8) Section promotes ethical con-
duct by word and example-
conducts annual Student/
Fellow day at local dental
school.

9) Section formed an Ad-hoc
Committee on Ethics and
Professionalism—active in
identifying problems in state
and developing measures to
address them.

10) Section distributes "Dentis-
try, A Health Service" to new
state board candidates—
Giving the pamphlet to an
entire district on a trial basis.

11) Promotion and discussion of
ethics in schools—organiz-
ing a round table discussion
on ethics to involve all seg-
ments of the profession—
will video tape and share it.

12) Section involved in grass
roots movement to reverse
Supreme Court decision to
allow advertising.
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13) Section meetings address
this important area (Ethics).

14) Section priority item—sub-
ject of continuing education
program—published in the
state dental journal.

15) Section funded a seminar
and lectures on ethics which
is now an ongoing part of the
curriculum at the state den-
tal school.

16) Section financially supports
an ethics course at the state
university and twenty Fel-
lows participate as expert
assessors in the ethic course
there.

17) Many Sections encourage
their fellows to act as role
models.

To keep Section members ap-
prised of national and local activ-
ities, nine Sections publish news-
letters which are distributed from
one to three times annually. They
range from a one page letter to
a professionally composed and
printed publication. In all cases
they provide a basic need of all
organizations—a contribution to
the feeling of belonging by closing
the information gap.
In the recent past the Board of

Regents has made it a College
policy to attempt to assure a visit by
an Officer or Regent of the College
at least once every four years to
maintain a flow of information
between the national office and the
Sections. Thirty-one Sections re-
ported such a visit.

Twenty Sections recognize the
chairman by the presentation of an
award for service. This takes the
form of a plaque (12) or a certifi-
cate (7) and one Section gives the
outgoing chairman a mounted
office pen set suitably engraved.
Five Sections recognize the retiring
secretary, four by means of a
plaque and one by a certificate.
Nine Sections give other awards to
recognize long term outstanding
commitment to the Section, for
exceptional loyalty and service and
a special award to a secretary/
treasurer with exceptionally long
service.
One Section has an awards

dinner at which three deserving
dentists who have distinguished
themselves are honored.
As individuals, our actions are

often related to our role models.
This is especially so in the earlier
years of our professional life. One
Section suggested and in fact gives
an award to a dental school faculty
member who best exemplifies the
role model of an ethical dentist. The
question of the desirability of this
award was posed on the survey
instrument. Twenty seven Sections
thought that it was a good idea, one
of which thought that it should only
be given from time to time, espe-
cially when appropriate.
Finally it was suggested that the

College make available for pur-
chase a banner that could be dis-
played during Section meetings
that would identify the group as a
component of the American Col-
lege of Dentists.

It is abundantly evident that the
College is an active involved orga-
nization promoting, encouraging,
guarding and supporting the high-
est ideals of the dental profession
by those activities that are in con-
sonance with the size of the mem-
bership, and the unique geographic
location of the implementing Sec-
tions. A
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NEWS
OF

FELLOWS 

James T. Jackson received the
Outstanding Community Service
Award for Health Affairs at the 7th
annual Howard University Distin-
guished Faculty Award ceremonies.
Dr. Jackson is a Professor of Re-
movable Prosthodontics at the Col-
lege of Dentistry, Howard Univer-
sity, and the Director of the General
Dental Practice Residency of the
Howard University Hospital. He
joined the faculty of Howard Uni-
versity in 1968 after a distinguished
career in the United States Air
Force, from which he retired with
the rank of Lt. Colonel. He then
served as Associate Dean for Clini-
cal Affairs for over 9 years. Dr.
Jackson is a Diplomate of the Ameri-
can Board of Prosthodontics and
the Chairman of the Metropolitan
Washington Section of the Ameri-
can College of Dentists.

Aida A. Chohayeb was the recip-
ient of the American Association of
Women Dentists' 1987 Lucy Hobbs
Taylor Award which recognizes an
individual's contributions in civic,
cultural, humanitarian and aca-
demic areas. Dr. Chohayeb also
presented a lecture at the 75th
Congress of the Federation Den-
taire Internationale held in Buenos
Aires, Argentina in October, 1987.
Dr. Chohayeb is a Professor of
Endodontics at Howard University
College of Dentistry and also the
Editor of the newsletter of the
Metropolitan Washington Section
of the American College of Dentists.

/ A
Aida A. Chohayeb

Clifton 0. Dummett presented
the 1987 Pierre Fauchard Academy
Lecture and memorialized Dr.
Harold Hillenbrand at the Acad-
emy's annual meeting in Las Vegas
recently. Dr. Dummett is a profes-
sor of Community Dentistry at the
University of Southern California
and the author of the book. "The
Hillenbrand Era: Organized Den-
tistry's Glanzperiode," published in
1986 by the American College of
Dentists.

Bailey N. Jacobson was the recipi-
ent of the Distinguished Orthodon-
tic Alumni Award of Northwestern
University Dental School. Dr. Jacob-
son received the Northwestern Uni-
versity Service Award in 1978 and
the University Merit Award in 1985.
He is an Associate Clinical Professor
of Orthodontics at Northwestern
University and a Professor of Ortho-
dontics at the University of Detroit
Dental School. A Diplomate of the
American Board of Orthodontics,
Dr. Jacobson is serving his second
term as President of the Dental
Alumni Association of Northwest-
ern University.

Bailey N. Jacobson

Rafael L. Bowen was awarded an
honorary Doctor of Science degree
from Georgetown University re-
cently. Dr. Bowen is the Director of
the American Dental Association
Health Foundation Paffenbarger
Research Center at the National
Bureau of Standards. Dr. Bowen
holds 17 patents on synthetic den-
tal materials and has been the
recipient of numerous awards for
his research and development of
various dental filling materials.

James T. Jackson Clifton 0. Dummett Rafael Bowen
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George A. Eastman was elected
President-Elect of the Great Lakes
Society of Orthodontists at the
Society's 59th annual meeting in
Pittsburgh recently. Dr. Eastman is
a Diplomate of the American Board
of Orthodontics and practices or-
thodontics in Flint, Michigan. He is
a past president of the Michigan
Society of Orthodontists.

George A. Eastman

Joseph Pollack was the recipient
of the 6th annual Colgate-Palmol-
ive/American Dental Association
Award for outstanding service to
the public and profession. The
award, presented annually, recog-
nizes the individual's dedication to
the enhancement of the health of
the public, while exemplifying the
highest standards of the profession.
Dr. Pollack is presently the presi-
dent of the New Jersey Delta Dental
Plan and is a past president of the
Essex County Dental Society and a
past chairman of the New Jersey
section of the American College of
Dentists.

Laurence E. Johns was recently
honored by being presented the
Maryland State Dental Associa-
tion's Distinguished Service Award.
Dr. Johns, who has been in the
private practice of dentistry in
Hagerstown for 25 years, has served
as President of his county dental
society and of the Maryland State
Dental Association.

Laurence E. Johns

Melvin A. Noonan was recently
appointed Executive Director of
the Oakland County Dental Society
in Michigan. Dr. Noonan retired
after 38 years of pediatric dentistry
practice in Birmingham, Michigan
and was the founder and first
president of the Kenneth A. Eastlick
Graduate Society and the Michigan
Academy of Pedodontics. A Diplo-
mate of the American Board of
Pedodontics, Dr. Noonan has also
served as President of the Oakland
County Dental Society and of the
American Academy of Pedodontics.

Edwin S. Rosenberg was the
recipient of the clinical research
award of the American Academy of
Periodontology. Dr. Rosenberg,
who is the Director of Post Doctoral
Periodontics at the University of
Pennsylvania School of Dental
Medicine, received the award at the
Academy's annual meeting in Den-
ver recently.

Edwin S. Rosenberg

Ralph W. Phillips was made an
Honorary Member of the Japanese
Society of Conservative Dentistry
at the annual meeting of the Society
in Tokyo in September. Dr. Phillips
who is Research Professor of Den-
tal Materials at the Indiana Univer-
sity School of Dentistry, gave the
opening address at the meeting and•
also presented lectures at the Fuku-
oka Dental College and Osaka Den-
tal University. Many of the Society's
members have studied with Dr.
Phillips at Indiana University as
graduate students or research sci-
entists and are now teaching at
various institutions in Japan.

Joseph Pollack
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William D. McHugh was recently
appointed to the National Advisory
Dental Research Council of the
National Institutes of Health. Dr.
McHugh is the Director of the
Eastman Dental Center in Roches-
ter, New York, a position he has
held since 1970. He is also an
Associate Dean for Dental Affairs
at the University of Rochester
School of Medicine and Dentistry
and Professor of Clinical Dentistry
and of Dental Research. Dr. Mc-
Hugh is the President-Elect of the
International Association for Dental
Research and was recently ap-
pointed an Associate Editor for the
Journal of the American College of
Dentists.

William D. McHugh

Stanley Sutnick was elected
Miami-Date Community College's
1987 Outstanding Volunteer of the
Year. Dr. Sutnick, who has been
practicing dentistry in Miami Beach
for 40 years and is the founder of
the Community College's Dental
Hygiene Program, has also served
as a founding member and presi-
dent of the Miami Beach Dental
Society.

Stanley Sutnick

SECTION ACTIVITIES
Western New York

The Western New York Section
conducted its Fall meeting, Friday,
November 13th in Rochester, New
York. An all-day scientific program
entitled "The Tools and Techniques
of Estate Planning After the Tax
Reform Act of 1986," held at the
Eastman Dental Center, was fol-
lowed by a reception and dinner
where Distinguished Service

Awards were presented for 25 years
of membership in the College. The
meeting, which was attended by
about 100 Fellows and guests, was
also the occasion for the installation
of the following new officers of the
Section: Drs. Robert W. Baker,
Chairman; Ralph S. Vescio, Vice
Chairman; and Warren M. Shad-
dock, Secretary/Treasurer.

Western New York Section Chairman, Dr. Girard A. Gugino, on the left, seen

congratulating incoming Section Chairman Dr. Robert W. Baker. Standing on the

right is Dr. Warren M. Shaddock.

Photographed at the meeting are the new inductees from the left: Dr. Peter A.

Carrillo, Dr. William J. Heneghan and Dr. James Orcutt.

Section Chairman Dr. Girard

A. Gugino seen congratulat-

ing the recipients of the
Distinguished Service
Awards for 25 years of
membership. From the left
are: Dr. John P. Scullin, Dr.
Lawrence L. Mulcahy and
Dr. Newton E. White.
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Florida
The Florida Section held its an-

nual scientific social and business
meeting November 21st and 22nd
in Orlando. An all day scientific
program was followed by a dinner
dance attended by 86 Fellows and
guests. The next day, a business
meeting was held and newly elected
Section officers were installed by
Dr. Robert W. Elliott, Jr., President
of the American College of Dentists.
The new officers are: Drs. Earl L.
Williams, Chairman; Curtis E.
Gause, Chairman-Elect, James E.
Waddell, Vice Chairman and Chris
C. Scures, Secretary-Treasurer. The
The Florida Section voted to con-
tinue the financial support of the
following activities:

1. The Foundation of the Ameri-
can College of Dentists.

2. The Eminent Scholars Chair
at the University of Florida
College of Dentistry, which
brings eminently _ qualified
scholars to the dental college.

3. The Academy '100' of the Uni-
versity of Florida College of
Dentistry, which was first
formed when the dental col-
lege was established, to pro-
vide "instant alumni."

4. The Academic Enrichment
Fund at the University of
Florida College of Dentistry.

The Florida Section also voted to
continue honoring a student for

professionalism and also to invite
the senior class to be the guests of
the Section at their annual break-
fast meeting in June held in con-
junction with the Florida Dental
Association meeting. The day's ac-
tivities concluded with a panel dis-
cussion on the past, present and
future of dentistry. The panelists at
the discussion were Dr. Donald W.
Legler, Dean, University of Florida
College of Dentistry; Dr. Gideon J.
Stocks, Jr., President of the Florida
Dental Association; Dr. Robert T.
Ferris, Chairman of the Florida
Board of Dentistry and Dr. Lewis S.
Earle, Trustee of the American
Dental Association.

Maryland
The Maryland Section honored

twenty-three Fellows at its annual
meeting recently for having com-
pleted 25 years or more as Fellows
of the College and Dr. H. Burton
McCauley transferred the Section
chairmanship to Dr. John F. Hasler.

Texas
The Texas Section recently con-

ducted its 10th annual Continuing
Education Program at the Univer-
sity of Texas Dental School in San
Antonio. This activity of the Texas
Section is in addition to its annual
meeting which is usually held in the
month of May. The Continuing
Education Program is held each
year on a rotating basis in one of
the dental schools in Texas. No
tuition is charged and the partici-
pants pay only a small registration
fee to cover course materials and a
lunch. Publicity for the program is
provided through the Texas Sec-
tion's Newsletter and through the
continuing education mailings from
the school at which the course is
being held. The topic for the 1987
Continuing Education Program
was "Advancements in Restorative
Materials," which was presented by
Dr. E Steven Duke.

Photographed at the Maryland Section meeting are, from left: Drs. Russell P.
Smith, Jr., ex-Mayor of Cambridge; Albert W. Morris, Asher B. Carey, Jr. and Conrad
L Inman, Jr.

Photographed at the 10th Annual Continuing Education Program of the Texas
Section of the American College of Dentists are, from the left: Section officers Dr.
William R. Clitheroe, Chairman; Joseph G. Schneidler, Immediate Past-Chairman;
William F. Wathen, Chairman-elect and Ernest H. Besch, Secretary-Treasurer.
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NOMINATION FORM REQUEST

Name FACD

Address

City State Zip

Signature

A nomination portfolio to be used in nominating to Fellowship is obtained from the Executive Office upon the signed request of any Fellow in good standi
ng.

February 1,— Closing Date for Nominations. Send the form to the American College of Dentists, Suite 352N, 7315 Wisconsin Ave., Bethesda, MD 20814-32
02.

INSTRUCTIONS FOR AUTHORS

INTRODUCTION

The Journal of the American College of Dentists is published
quarterly 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. It is the official publication
of the American College of Dentists which invites submission of

essays, editorials, reports of original research, new ideas, ad-
vances and statements of opinion pertinent to dentistry. Papers

do not necessarily represent the view of the Editors, Editorial
Staff or the American College of Dentists.

EDITORIAL POLICY

The editorial staff reserves the right to edit all manuscripts to fit
within the space available to edit for conciseness, clarity, and

stylistic consistency. A copy of the edited manuscript will be sent
to the author. All manuscripts are refereed anonymously. Only
original articles that have not been published and are not being

considered for publication elsewhere will be considered for

publication in the Journal unless specifically requested otherwise

by the Editor.
The primary author must ensure that the manuscript has been

seen and approved by all co-authors. Initial receipt of all
manuscripts submitted will be acknowledged and, at the con-

clusion of the review procedure, authors will be notified of (1)

acceptance, (2) need for revision, or (3) rejection of their papers.

PREPARATION OF MANUSCRIPTS

Papers should be in English, typed double space on white 8-1/2

X 11 paper. Left hand margins should be at least 1-1/2 inches to

allow for editing.
All pages, including Title Page, Tables and Figure legends,

should be numbered consecutively in the top right-hand corner.

The first page should list title of manuscript with the first letters of

the main words capitalind (do not use Part I, etc.), author's (or

authors') initials and name(s) in capitals (no titles or degrees),

complete professional address(es) (including ZIP or Postal Code),

a short title of NOT more than 45 characters in block capitals, and,

as a footnote, any change in corresponding author's address since

the paper was submitted. With multiple authors, relate them to

their respective institutions by superscript numbers. The first

author is assumed to be the one to whom correspondence and

reprint requests should be directed unless otherwise stated.
The second page should be an abstract of 250 words or less

summarizing the information contained in the manuscript.
Authors should submit an original and four copies of the

manuscript and three original sets of illustrations to: Dr. Keith P.
Blair, Editor.

Dorland's illustrated Dictionary will be used as the authority for
anatomical nomenclature. The American Heritage Dictionary will

be used as the authority for spelling nonmedical terms. The
American English form of plurals will be used where two are
provided. The Index Medicus and Index to Dental Literature serve
as authorities for standard abbreviations.

CORRESPONDENCE

Address all manuscripts and related corrrespondence to: The
Editor, JOURNAL OF THE AMERICAN COLLEGE OF DEN-
TISTS, Suite 352N, 7315 Wisconsin Ave., Bethesda, MD 20814-
3202.

REFERENCES

A list of references should appear chronologically at the end of the
paper consisting of those references cited in the body of the text.
This list should be typed double space and follow the form of
these examples:

1. Smith, J.M., Perspectives on Dental Education, Journal of
Dental Education, 45:741-5, November 1981.

2. White, E.M., Sometimes an A is Really an F. The Chronical of

Higher Education, 9:24, February 3, 1975.

Each reference should be checked for accuracy and complete-
ness before the manuscript is submitted. The accuracy and
completeness of references are major considerations in deter-
mining the suitability of a manuscript for publication. Reference
lists that do not follow the illustrated format and punctuation
or which are not typed double spaced will be returned

for retyping.

REPRINTS

A form for reprints will be sent to the corresponding author after

the manuscript has been accepted and edited. He/she then shall
inform all other authors of the availability of reprints and

combine all orders on the form provided. The authors shall state

to whom and where reprint requests are to be sent. Additional

copies and back issues of the Journal can be ordered from the

Business Manager of the Journal.

COPYRIGHT POLICY

All manuscripts must be accompanied by the following state-

ment, signed by one author: "The undersigned author transfers all

copyright ownership of the manuscript entitled (name of the
article) to the American College of Dentists should the work be
published. The undersigned author warrants that the article is
original, is not under consideration by another journal, and has
not been published previously. I sign for and accept responsibility
for releasing this material on behalf of any and all coauthors".
Authors will be consulted, when possible, regarding republication
of their materials.
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