
FALL • 1991

The

l
___NA

thVAMERICAN COLLEGE of DENTISTS

ira
' - 'melt 'no DA

0
Sill opt,i

la e ta Vim 

) 4 41 ) c

Viii °At°

‘Vfilil-11WP



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 contribute to human welfare—
by conferring Fellowship in the
College on those persons properly
selected for such honor.
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FROM THE EDITOR'S DESK 3

Reciprocity and Licensure

By Credentials

European Style

The formation of the European
Economic Community (EEC), cur-
rently composed of twelve nations,
has led to the removal of licensure
restrictions for dentists to move to
other countries within the EEC,
allowing them to move about freely
and to change their practice loca-
tions within these countries.
In an article entitled, "Dental Li-

censure in the EEC," that appeared
in the Summer 1991 issue of the
JOURNAL of the American College
of Dentists, James R. Freed and
Lester E. Block called attention to
the development of European reci-
procity and licensure changes, with
the possible resulting implications
for dentists in the United States.
According to the authors, dentists
who are graduates of an accepted
EEC school of dentistry, who are
citizens of an EEC country and
who are registered dental practitio-
ners in the country where they
graduated, are therefore licensed to
practice in any of the EEC coun-
tries. The new system involves
129,000 dentists who serve a single
market having a total population of
over 323 million people within the
twelve EEC nations.
The political development of the

EEC resulted in the removal of
restrictions (taxes and tariffs) be-
tween EEC nations in order to fa-
cilitate free trade between the
twelve countries. The policy was
then extended to also include the
removal of restrictions on services
between EEC nations, including
health services. This comprehen-
sive health action was entirely ac-
complished by agreements be-
tween governments and apparently

irrespective of the wishes of Euro-
pean health organizations.
The role of European health or-

ganizations, in this case, was rele-
gated to implementing policies that
were set by government. It should
be noted that, in Europe, there are
no dental associations and no ac-
crediting bodies similar to the U.S.
system.
Of considerable concern, the

only requirement for licensure will
be graduation from an accepted
dental school. In effect, this is li-
censure by credentials. Simply
stated, the dental school that grants
the dental degree also has the au-
thority to grant the license to prac-
tice in twelve countries. No other
qualifying post-graduate examina-
tions will ever be required.
Most importantly, therefore, the

quality of the education and the
curriculum in the EEC dental
schools should be of utmost con-
cern because it will be the main
basis for quality control and for
regulating health professions. In
the EEC system, the accreditation
and the responsibility for oversee-
ing the schools will rest completely
with twelve separate governments
controlling and supervising the
dental schools, a feature that is not
greatly assuring for the highest
standards of education.
According to Freed and Block, it

is significant that the free market
principle, which underlies the
changes in Europe, is also the fun-
damental economic philosophy in
the United States. Policies ex-
pressed in Europe during the devel-
opment of the EEC sound surpris-
ingly similar to the thinking
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currently expressed in the United
States, with the advocacy of such
actions as the removal of restric-
tions set by federal and state laws
(deregulation), the promotion of
competition to lower the cost of
health care (deprofessionalization)
and the allowing of free interstate
movement of dentists (reciprocity)
to increase the availability of health
care to the public.
An important lesson to be

learned from the events in Europe
is that major changes affecting par-
ticular groups, such as health pro-
fessionals, can come about as a
result of larger social changes
rather than by changes desired or
recommended by professional
groups. It is possible that Euro-
pean-style changes may be pro-
posed in this country, if it is left up
to government to do the planning.
The EEC system would not be a

good model for the U.S. to follow
and U.S. health organizations
should be fully aware of what has
happened in the EEC. This new
European system is alarming in the
way it was developed and in the
way it will be maintained, con-
trolled and supervised.

It is IMPERATIVE that health
care organizations in the United
States get involved in contemplated
changes in the health care delivery
system. Any changes in this coun-
try should be considered only with
the comprehensive involvement of
health care organizations so that
the health interests of the public
are best served and protected. A

Keith P. Blair
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TEMPOROMANDIBULAR
DISORDERS:
THE ROLE OF OCCLUSION, TMJ
IMAGING, AND ELECTRONIC
DEVICES

A Diagnostic Update

Norman D. Mohr

"To learn how to treat dis-
ease, one must first learn how
to diagnose. The diagnosis is
the best trump in the scheme
of treatment"—Charcot.

The first important princi-
ple in diagnosis is that the
clinician have a clear defini-
tion or concept of the disease
or disorder that is to be diag-
nosed. It was with this in
mind that the ADA President's
Conference adopted the term
Temporomandibular Disor-
ders (TMD) in 1982 (Laskin et
al., 1982; Griffiths, 1983). A
more precise definition of the
term TMD was published in
the JADA in 1990 (McNeill,
et al., 1990b). It stated that:
"Temporomandibular disor-
ders represent a collective
term embracing a number of

clinical problems that involve
the masticatory musculature
and/or the temporomandibu-
lar joint. Temporomandibular
disorders are considered to be
a subclassification of muscu-
loskeletal and rheumatologic
disorders. Although tradition-
ally they have been viewed as
one syndrome, current research
supports the view that tem-
poromandibular disorders are
a cluster of related disorders
in the masticatory system
With many common features.
The most common initial
symptom is pain, usually lo-
calized in the muscles of mas-
tication, the preauricular area,
the temporomandibular joint,
or both. The pain is usually
aggravated by chewing or
other jaw function. Common
symptoms include jaw ache,

earache, headache, and facial
pain. In addition to com-
plaints of pain, patients with
these disorders frequently
have limited jaw movement
and joint sounds, usually de-
scribed as clicking, grating, or
crepitus. Pain or dysfunction
caused by nonmusculoskele-
tal causes such as neurologic,
vascular, neoplastic, or infec-
tious disease in the orofacial
region is not considered a pri-
mary temporomandibular dis-
order even though myofascial
pain may be present." It is im-
portant to note from this defi-
nition that, although some
symptoms may be referred to
other sites, TMD is limited to
pain and dysfunction arising
in and from the masticatory
musculoskeletal system.

In addition to a definition of
Temporomandibular Disorders
(TMD), the dental profession needs

Received April 26, 1991; accepted June 14,
1991
*Norman D. Mohl, D.D.S., Ph.D., Profes-

sor, Department of Oral Medicine, School of
Dental Medicine, State University of New
York at Buffalo. This paper was presented at
the symposium "Contemporary Concepts in
TMD: a tribute to L. Laszlo Schwartz" at
Columbia University School of Dental and
Oral Surgery on March 9, 1991.

a systematically validated classifi-
cation system coupled with reliable
and valid diagnostic procedures
and standards. Such a classifica-
tion system would be an invaluable
asset in determining what is and
what is not a TM disorder, in differ-
ential diagnosis, in studies dealing
with basic disease mechanisms, in
epidemiological studies of TMD, in
studies dealing with the natural
history of TMD, and in treatment
efficacy studies. Well founded diag-

nostic classifications, in fact, may
themselves be regarded as diagnos-
tic tools (Bell, 1982). Some systems
have been proposed. In 1990, the
American Academy of Cranioman-
dibular Disorders developed a tax-
onomy for masticatory muscle and
temporomandibular joint prob-
lems (McNeill et al., 1990a). An
advantage of this classification, in
addition to its close adherence to a
medical model, is that it includes
some diagnostic criteria that help

VOLUME 58 NUMBER 3
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the clinician to discriminate be-
tween the various categories of
TMD. Unfortunately, this and other
classification systems, although
very helpful, have not been system-
atically validated.
According to Feinstein, "For cli-

nicians to improve scientific qual-
ity in the treatment of 'disease', a
basic demand of science is an accu-
rate, reproducible identification of
'disease'. Such identifications will
require clinicians to establish and
disseminate the specific details of
suitable criteria for diagnosis of
each 'disease' subjected to therapy"
(Feinstein, 1967). This statement is
a mandate that we develop vali-
dated diagnostic taxonomies based
upon reliable and valid inclusion
and exclusion diagnostic criteria.
Unless we accomplish this task,
false negative and false positive di-
agnoses for TMD will continue to
occur.

Criteria for Evaluating
Diagnostic Procedures

Diagnosis is the art of distin-
guishing one disease or disorder
from another. Differential diagno-
sis is the determination of which
one of two or more diseases or
disorders a patient is suffering
from. This is accomplished by sys-
tematically comparing and con-
trasting the clinical features and
characteristics of that disorder
with those of other conditions with
similar characteristics. It implies
that the disease or disorder can be
differentiated from normal, from
the inherent structural and func-
tional variability that exists among
human beings, and from benign
and unimportant conditions. In or-
der to achieve these requirements,
the use, or proposed use, of a pro-
cedure or device in the diagnosis or
differential diagnosis of TMD
should be based upon sound scien-
tifically-derived evidence. Such evi-
dence must include data that con-

firms the reliability, validity,
sensitivity, and specificity of the
diagnostic procedure.

Reliability means that measure-
ment of the phenomenon can be
repeated over time. Validity means
that the phenomenon being mea-
sured is real. With regard to diag-
nosis, validity means that the pro-
cedure or device measures what it
claims to measure (technical valid-
ity) and that the resultant measure-
ment can actually help to diagnose
what it claims to diagnose (diag-
nostic validity) (Crow et al., 1991).
Diagnostic validity requires evi-
dence confirming acceptable levels
of sensitivity and specificity; that
is, the information obtained from
the diagnostic procedure enables
the clinician to correctly detect a
disorder in patients who actually
have the disorder (sensitivity), and
to not detect a disorder in subjects
who do not have the disorder (spec-
ificity). The failure to detect the
presence of a disorder that is actu-
ally present is called a false nega-
tive diagnosis. The identification of
a disorder when it does not actually
exist is called a false positive diag-
nosis. A false positive diagnosis can
obviously lead to unnecessary or
inappropriate treatment, which
may have its own very unfavorable
consequences.
The real presence or absence of a

disease or disorder is determined
by the so-called "gold standard,"
which is the diagnostic procedure,
finding, or criterion accepted as the
best currently available evidence or
indicator of the problem. As with
similar musculoskeletal condi-
tions, the "gold standard" for the
presence of TMD, or one of its
subcategories, is based upon an
evaluation of the history and clini-
cal examination, supplemented,
when appropriate, by TM joint im-
aging (Mohl et al., 1990a, McNeill
et al., 1990b). A diagnostic proce-
dure that yields a sensitivity ratio of
1.00, when compared with the

"gold standard", denotes a mea-
surement that correctly identifies
100% of the cases established by
the standard. A value of 0.50 (50%),
on the other hand, means that the
identification of cases by the mea-
surement is no better than chance
alone. A sensitivity ratio of at least
0.70 is considered acceptable in
many clinical situations, which im-
plies that in 30% of the cases the
measurement will be negative
when the disorder is actually
present (false negative diagnosis).
As for specificity, a ratio of 0.70
means that the measurement will
indicate a true negative diagnosis
70% of the time and a false positive
diagnosis 30% of the time (Doug-
lass and McNeill, 1983). False posi-
tive diagnoses lead to unnecessary
treatment, sometimes with irre-
versible consequences (Greene,
1990).

Clinical research to insure the
reliability, validity, sensitivity, and
specificity of diagnostic procedures
must be well designed and con-
ducted. Among the factors that
have to be considered are: 1) clearly

The real presence or ab-
sence of a disease or disor-
der is determined by the so-
called "gold standard,"
which is the diagnostic pro-
cedure, finding, or criterion
accepted as the best cur-
rently available evidence or
indicator of the problem.

described inclusion and exclusion
diagnostic criteria, 2) acceptable
intra-examiner and inter-examiner
reliability, 3) clearly defined mea-
sures, 4) measures that are re-
peated on a sufficient number of
patients and normal subjects in or-
der to evaluate the degree of vari-
ability among people, 5) random

FALL 1991
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assignment of patients and subjects
to groups, 6) data collected by
"blinded" examiners, 7) replicabil-
ity of the study by other investiga-
tors and in other environments, 8)
use of placebos when needed, 9)
use of matched control groups to
control for such variables as unin-
tended investigator bias, age, gen-
der, socioeconomic status, pa-
tient's desire to please, patient's
familiarity with the field, placebo
effects, and spontaneous remission
of the disorder, and 10) appropriate
use of sample size and alternative
hypotheses to minimize errors in
accepting or rejecting the research
hypothesis (Mohl and Ohrbach,
1991). The great importance of ap-
propriate matched control groups
needs to be emphasized. Such
groups are required in order to
show that any differences in the
phenomenon being studied are not
the result of confounding variables.
Thus, if the phenomenon occurs
equally in both groups, the clinical
premise is not valid (Mohl et al.,
1990a).

It is within this context that three
areas of importance to our under-
standing of contemporary concepts
of TMD will be considered. These
are the roles of occlusion, TMJ im-
aging, and electronic devices in the
diagnosis of TMD.

The Role of Occlusion in
the Diagnosis of TMD

The importance of occlusion to
the art and science of dentistry is
beyond question. However, the
widely held belief that occlusal fac-
tors contribute to or in some way
cause the signs and symptoms of
TMD is another matter. This is a
particularly important issue since
belief in the concept of an occlusal
etiology implies that an analysis of
occlusal relationships is an essen-
tial part of the diagnostic protocol
for TMD. Some might even be led
to believe that "faulty" occlusal re-

lationships are, in themselves, di-
agnostic of TMD. This belief is de-
rived from the long held concept
that a normal occlusion must have
certain predetermined "ideal" char-
acteristics, such as coincidence
between the interocclusal and
retruded contact positions, and
that failure of a dentition to have
these predetermined characteris-
tics, e.g. a "slide in centric", presup-
poses a pathognomonic situation.
Such concepts were reinforced by

inappropriate conclusions drawn
from inadequately designed clini-
cal investigations. For example,
Ramfjord stated in 1961 that "a
discrepancy between centric rela-
tion and centric occlusion is the
most common trigger for muscle
spasms, bruxism, and dysfunc-
tional temporomandibular joint
disturbances" (Ramfjord, 1961a),
and that "the most common oc-
clusal factor in bruxism is found to
be a discrepancy between centric
relation and centric occlusion"
(Ramfjord, 1961b). The diagnostic
and therapeutic consequences that
followed from these conclusions,
such as "it appears that elimination
of occlusal trigger areas (occlusal
interferences) is the treatment of
first choice, at least as far as the
dentist is concerned" (Ramfjord
and Ash, 1983), became to be
widely believed by the dental com-
munity, and subsequently by the
public.
A closer look at these 1961 stud-

ies is revealing. A comparison of
the occlusal findings of the patients
yields perfect sensitivities of 1.0,
which means that all of the "TMD"
patients used in these studies had
"slides in centric." Unfortunately,
no specificities can be calculated
because no control groups were
used. Without the use of control
groups showing that asymptomatic
subjects do not have "slides in cen-
tric", the conclusions drawn from
these studies cannot be made and
the premises underlying the con-

elusions are not necessarily valid. A
subsequent study by Posselt (1971)
concerning centric relation inter-
ferences and "TMD" yielded data
with a sensitivity of 0.97 and a
specificity of 0.08. In other words,
asymptomatic subjects had the
same prevalence of "interferences"
as TMD patients.
The failure to find correlations

between those occlusal factors that
have been studied and TMD has
been a consistent finding in a wide
range of studies (Geering, 1974;
Mohlin & Kopp, 1978; Sadowski &
BeGole, 1980; Sadowski & Polson,
1984; Bush, 1985; Sadowski et al.,
1985; Egermark-Eriksson et al.,
1987; Roberts et al., 1987). Further-
more, the hypothesis that the "slide
in centric" is a primary occlusal
"trigger" for bruxism has not been
sustained (Rugh et al., 1984). Thus,
except for the role of posterior
tooth loss as a contributory factor
in degenerative joint disease of the
TMJ (Kopp & Carlsson, 1989),
other occlusal factors studied to
date have failed to demonstrate any
relationships with the signs and
symptoms of TMD.
At a conference sponsored by the

American Academy of Pediatric
Dentistry, it was concluded that:
"At this time, there does not appear
to be any scientific basis for believ-
ing that malocclusion per se is a
predisposing factor for the develop-
ment of TMD. This is true regard-
less of whether the malocclusion is
major or minor, intra-arch or inter-
arch, or skeletal or dental. No con-
sistent structural or functional
occlusal phenomenon has been
correlated with the incidence of
TMD, and there is no greater inci-
dence of TMD signs and symptoms
in preorthodontic populations than
in random populations. Therefore,
it is difficult to defend the widely
believed myth that orthodontic
treatment will prevent or minimize
later the development of TMD"
(Rugh et al., 1990).

VOLUME 58 NUMBER 3
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There is no question that an oc-
clusal examination, particularly when '
used with articulator-mounted den-
tal casts, can facilitate the detailed
examination of the static and func-
tional relationships of the teeth.
However, in view of the evidence, it
is worthwhile to ask whether such
an examination serves a useful di-
agnostic purpose for TMD. An oc-
clusal examination, as part of an
intraoral examination, is certainly
very useful for obtaining informa-
tion concerning the possible effects
of bruxism or other oral habits on
the occlusion, and malocclusions
may sometimes be observed as a
result of a TMD problem. However,
given the poor diagnostic sensitiv-
ity and specificity of occlusal rela-
tionships in TMD, an examination
of the occlusion is, in most cases,
not diagnostic of a temporoman-
dibular disorder per se.

The Role of TMJ Imaging
in the Diagnosis of TMD

As previously stated, the "gold
standard" for the presence of TMD,
or one of its subcategories, is based
upon an evaluation of the history
and clinical examination, supple-
mented, when appropriate, by TM
joint imaging. As a potential part of
the "gold standard", the use of TMJ
imaging raises several important
questions, such as: (1) when is TMJ
imaging indicated, (2) what imag-
Ing technique should be used, (3)

. . . the "gold standard" for
the presence of TMD, or one
of its subcategories, is
based upon an evaluation of
the history and clinical ex-
amination, supplemented,
when appropriate, by TM
joint imaging.

what diagnostic criteria should be
used to evaluate the resultant im-
age, and (4) what is the diagnostic
sensitivity and specificity of TMJ
imaging.
According to McNeill et al

(1990b), "Imaging is warranted
when the clinical examination or
history, or both, indicate that a
recent or progressive pathologic
joint condition exists, such as:
trauma, significant dysfunction or
alteration in the range of motion;
sensory or motor alterations; or
significant changes in occlusal (an-
terior open bite, posterior open
bite, mandibular shift). Joint imag-
ing is not indicated for joint sounds
in the absence of other signs and
symptoms." The choice of imaging
techniques depends upon the pre-
liminary diagnosis gained from the
history and clinical examination.
For example, when a bony abnor-
mality is suspected, panoramic,
transcranial, or tomographic tech-
niques may be employed. Each has
its particular attributes and draw-
backs with tomography, particu-
larly corrected tomography, pro-
viding the most accurate images.
Thus, it can be used to detect bony
changes, such as those which may
be associated with degenerative
joint disease. Computed axial to-
mography is of particular value in
assessing bony abnormalities re-
sulting from such conditions as
trauma, neoplasm, and develop-
mental anomalies. For selected
cases of disk derangement when
the imaging results will alter the
course of treatment, a dynamic ar-
thrographic study of disk integrity
and function is warranted. Mag-
netic resonance imaging (MRI),
which is rapidly becoming the most
effective technique of all, may also
be used to assess disk position as
well as other tissues of the TMJ.
MRI also has the great advantage
of being non-invasive as compared
to arthrography (McNeill et al.,
1990b).

When examining the image that
results from any of the aforemen-
tioned techniques, the criteria used
to discriminate between pathology
and normal adaptive variations
should, whenever possible, be
based upon objectively derived
clinical research. The inability to
accomplish this increases the likeli-
hood of false negative and/or false
positive diagnoses. For example,
some dentists believe that "the
most fundamental decision a clini-
cian faces when diagnosing and
treating craniomandibular pain
concerns condyle position in the
fossae" (Weinberg & Chastain,
1990). Unfortunately, the evidence
upon which this belief is based is
supported, at best, by clinical stud-
ies that do not meet sound scien-
tific standards. The body of avail-
able evidence, in fact, strongly
suggests that condylar position rel-
ative to the articular fossa is very
variable and is no different in
groups of TMD patients as com-
pared with groups of asympto-
matic subjects (Blaschke &
Blaschke, 1981; Katzberg et al.,
1983; Dixon et al, 1984; Pullinger et
al, 1985; Bean & Thomas, 1987;
Brand et al., 1989). As a result of
the available data, it has been con-
cluded that "there is insufficient
evidence that eccentricity of the
condyle in the fossa is a diagnostic
sign of a temporomandibular dis-
order" (Griffiths, 1983), and that
"temporomandibular joint radio-
graphs to assess condylar position
by means of joint space measure-
ments are contraindicated for diag-
nostic purposes" (McNeill et al.,
1990a; 1990b; Laskin & Greene,
1990).
With regard to the diagnostic va-

lidity of TMJ imaging, Dixon (1991)
has recently assessed this question
based upon the small portion of the
literature that has data complete
enough to allow calculations of
sensitivity and specificity. Studies
using transcranial radiology to as-

FALL 1991
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sess posterior condylar position as
a diagnostic test for TMD have pro-.
duced poor sensitivity and specific-
ity values. Weinberg (1983) re-
ported data calculated by Dixon to
be 0.58 for sensitivity and 0.64 for
specificity. A study by Bean and
Thomas (1987) produced data
yielding a sensitivity of 0.13 and a
specificity of 0.87. Using arthro-
graphically determined disc posi-
tion as the "gold standard" against
which posterior condylar position
was compared, Dixon et al (1984)
reported a sensitivity of 0.41 and a
specificity of 0.55, values that are
no better than chance.
Ronquillo et al (1988), using to-

mographic analysis of posterior
condylar position, as compared
with arthrographic evaluation of
disc position, reported data with
sensitivity scores of 0.61 for disc
displacement with reduction and
0.33 for disc displacement without
reduction. Specificity was 0.65. A
similar study by ICatzberg et al
(1983) reported data yielding a sen-
sitivity of only 0.30 and a specificity
of 0.65. Dixon (1991) has also done
calculations from the few studies
involving computed tomography,
arthrography, and magnetic reso-
nance imaging that report data ca-
pable of assessing diagnostic valid-
ity.
The role of TMJ imaging in the

diagnosis of TMD should be care-
fully considered in each case. For
one thing, the results of imaging do
n,ot necessarily correspond to the
patient's signs and symptoms. Fur-
thermore, as Howard (1990) has
written, "imaging studies are often
used as a scapegoat when the clini-
cal examination doesn't reveal a
diagnosis," and is often "used as a
pacifier to demonstrate to the de-
manding, unmanageable patient
that the clinician has not missed
anything." The point to be made is
that, unless TMJ imaging can be
shown to have diagnostic reliabil-
ity, validity, sensitivity, and speci-

ficity, its usefulness in the diag-
nosis of TMD deserves to be
questioned.

The Role of Electronic
Devices in the Diagnosis

of TMD

There have been several reviews
of the scientific literature to assess
the role of electronic devices in the
diagnosis of TMD (Lund & Wid-
mer, 1989; Lund et al., 1989; Wid-
mer, 1989; Mohl et al., 1990a, Mohl
et al., 1990b; Mohl et al., 1990c;
Laskin & Greene, 1990; Widmer et
al., 1990; Laskin & Greene, 1991).

. . . unless TMJ imaging can
be shown to have diagnostic
reliability, validity, sensitiv-
ity, and specificity, its use-
fulness in the diagnosis of
TMD deserves to be ques-
tioned.

These reviews have revealed that
their diagnostic reliability, validity,
sensitivity, and specificity, have not
been established. Collectively, these
reports have concluded that there
are gaps in the evidence and major
flaws in much of the clinical re-
search and, as a result, the diagnos-
tic value of jaw tracking, surface
EMG, sonography, and thermogra-
phy is not well supported by the
scientific evidence. In addition, the
scientific evidence strongly sug-
gests that the claimed use of electri-
cal stimulation devices to produce
a neuromuscularly "correct" posi-
tion of the mandible has no diag-
nostic or therapeutic significance
(Lund & Widmer, 1989; Mohl et al.,
1990c). Therefore, the use of such
devices by clinicians should be very
carefully considered since there is a
tendency for them to give informa-
tion leading to, typically, false posi-

tive diagnoses.
With regard to jaw tracking,

Cooper & Rabuzzi (1984), in a
study using asymptomatic sub-
jects, reported that the amplitude,
path of closure from rest position,
and form and amplitude of volun-
tary movements have diagnostic
importance. However, other inves-
tigators, have failed to confirm
their conclusions. For example,
Feine et al (1988) tested these diag-
nostic criteria and were unable to
show significant differences be-
tween groups of normal subjects
and TMD patients.
The use of surface EMG in TMD

diagnosis is based on the assump-
tion that various pathologic or dys-
functional conditions can be dis-
cerned from records of EMG
activity of the masticatory muscles,
including such things as postural
hyperactivity, abnormal occlusal
positions, functional hyperactivity
and hypoactivity, muscle spasm,
fatigue, and muscle "imbalance."
In addition, records of EMG activ-
ity before and after therapeutic in-
tervention have been used to docu-
ment changes in muscle function
and have been cited as proof that
the treatment was successful. How-
ever, analysis of the available data
reveals several major deficiencies
in the research underlying the pro-
posed diagnostic use of EMG. For
example, Cooper & Rabuzzi (1984),
after collecting EMG data from a
group of asymptomatic subjects,
concluded that 81% had "muscle
dysfunction," merely because their
resting EMG amplitude was over
lOuV. Since no TMD patients were
used in this investigation, it did not
provide any data from which to
calculate sensitivity. It did, how-
ever, yield a specificity score of
0.19, meaning that the "diagnostic
test" is strongly biased toward a
false positive diagnosis. Further-
more, a study by Majewski and
Gale (1984) failed to find any sig-
nificant temporal muscle EMG dif-
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Symposium: Women Dentists

GENDER TRENDS IN DENTAL
PRACTICE PATTERNS

A Review of Current U.S. Literature

Teresa A. Dolan*

The dental profession in the
United States has experienced a
recent and dramatic increase in the
number of women dentists. Until
the 1960's, women comprised
about one percent of dentists in the
work force (1). Since then, the
number of females applying to and
enrolling in dental school has in-
creased dramatically. Of the 4,001
students in the 1990 entering class,
1522, or more than 38 percent,
were female. This represents more
than an 11 percent increase in just
one year (2). However, women den-
tists remain a distinct minority
group within the profession. About
6-8% of dentists in the United
States are female, and projections
indicate that women will account
for approximately 15% of dentists
in the year 2000 (3).
In the past decade, the profession

has witnessed several "women in
dentistry" milestones, which re-
mind us of the recency of women's
participation in dental professional
leadership. In 1984, Dr. Geraldine
Morrow became the first woman to
be elected to the American Dental
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Association (ADA) Board of Trust-
ees. She now serves as president
elect of the ADA. Currently, there
are five female members of the
ADA House of Delegates, and there
are eight members of ADA councils
and commissions. The male/female
ratio of the Board of Trustees is
20:1, which is dramatically differ-
ent than what existed 10-15 years
ago (4).
Dr. Enid Neidle's Presidential

Address at the American Associa-
tion of Dental Schools Opening
Session of the 1986 House of Dele-
gates clearly brought into focus the
changing gender trends in dental
education, and the lack of role
models and women in positions of
leadership in dental academics (5).

Finally, the First National Confer-
ence on the Woman Dentist was
convened in August of 1986 as an
initial effort to address issues of
significance to women dentists.
The conference also brought into
focus some of the many unan-
swered questions regarding the im-
plications of the increasing number
of women dentists.

Until recently, little was known
about national gender trends in
dental practice patterns. Since the
First National Conference on the
Woman Dentist, three national sur-
veys of U.S. dentists have provided
data on the personal characteris-
tics of male and female dentists,
choice of practice arrangement,
measures of professional work ef-
fort, and income from the practice
of dentistry. This paper will sum-
marize these findings, and suggest
areas for future consideration.

Methods
The three studies to be reviewed

include the work of Dolan and
Lewis (6) published in 1987, that of
Wilson, Branch and Niessen pub-
lised in 1988 (7), and the 1988
Survey of Dental Career Patterns
published in 1989 (8). Each cross-
sectional study employed a self-
administered survey of a national
sample of dentists. Each used inde-
pendent yet similar survey items to
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INTRODUCTION I I

WOMEN DENTISTS:
IMPACT, TRENDS
AND IMPLICATIONS

Women have been entering den-
tal schools and the dental profes-
sion in ever increasing numbers. In
1990, more than 38% of the 4,001
students entering dental school
were female, an increase of more
than 11% in just one year. How-
ever, the large percentage of
women entering my own specialty,
pediatric dentistry, spurred the ini-
tial interest and questions for a
symposium. Pediatric Dentistry,
more than any other specialty, has
seen the largest influx of women. In
1971 there were very few women in
pediatric dentistry training pro-
grams, by 1981 about 25% of the
pediatric residents were women,
but by 1990 women made up just
over 50% of the applicant pool and
held 50% of the positions in ad-
vanced training pediatric dental
programs.
The original intention of this

symposium was to determine what,
if any, impact that increasing num-
bers of women were having specifi-
cally in pediatric dentistry. Of par-
ticular interest were issues such as
practice patterns, career expecta-
tions, frustrations, and gender dif-
ferences in patient management
practices. There were a number of
significant issues which were not
specific to pediatric dentistry but
which were much more global in
nature and reached across the spec-
tram of dentistry, from pre-doc-
toral and post-doctoral education
to practice; and affecting all spe-
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cialties as well as general practitio-
ners. With this realization came the
expansion of the symposiums from
one that was discipline specific to a
program taking on a broad range of
gender-related issues.
The primary goal of this sympo-

sium was to serve as a catalyst for
organized dentistry to more closely
examine the trends, the impact and
the implications that women den-
tists are having within dentistry
and to identify areas where in in-
creased attention should be placed.
The following six papers help to
provide that catalyst.
In her paper, Dr. Theresa Dolan

provides a comprehensive review
of three national studies that com-
pare gender trends in dental prac-
tice, including such issues as prac-
tice arrangements and income,
work effort and practitioner char-
acteristics. Of particular interest
are findings that women dentists
work only slightly fewer hours per
week and weeks per year than men,
yet their income level on average is
only 61 to 75% of their male coun-
terparts.

Dr. Shelia Price offers some in-
sight, based on the results of her
survey, on minority women den-
tists, their job satisfaction, practice
characteristics and attitudes. Dr.
Juliann Bluitt, an Associate Dean
for Student Affairs at Northwestern
University Dental School, is well
qualified to identify and offer sug-
gestions for addressing the needs of
female dental students. In her pa-
per she identifies a number of is-
sues with which female dental stu-
dents must deal, including child
care, family and spousal support,
conflicts in role identity, sexual ha-
rassment and acceptance by male
peers and faculty.
In his paper, Dr. Eric Solomon

provides some excellent data re-
garding women dentists who
choose academic careers and Dr.
David Nash provides some
thoughtful and straightforward
challenges to rejecting the "femi-
nine mystique" in dental education.
Dr. Nash discusses the need for
creating an environment which will
recruit, retain and advance women
within academic dentistry. Finally,
Dr. Linda Niessen offers some chal-
lenges for change. Dentistry must
begin working, not on changing
women to better "fit" dentistry, but
to changing itself to bettter "fit" its
new members.
In 1987, just over 6% of all den-

tists were women. Projections are
that by 2020 women will comprise
more than 30% of all dentists. Even
if the percentage of women were
projected to remain at its present
level, the time is well upon us when
the profession should examine the
contributions and enhancements
that women are bringing to the
profession as well as the unique
challenges with which they are
faced. A
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ferences between pain and non-
pain sides and between patients
and asymptomatic subjects. Thus,
there is no evidence to support the
use of EMG for the evaluation or
diagnosis of TMD (Lund & Wid-
mer, 1989; Mohl et al., 1990b).
Sonography is also believed by

some to have a role in the diagnosis
of TMD. Various authors have at-
tempted to demonstrate that cer-
tain joint sounds are an objective
sign of various pathologic condi-
tions in the TMJ. However, there
are only a small number of pub-
lished reports in the literature that
have evaluated the diagnostic po-
tential of TMJ sonography, and
these have so far failed to show
appropriate levels of diagnostic
sensitivity and specificity (Widmer,
1989; Mohl et al., 1990).
With regard to role of electronic

devices in the diagnosis of TMD,
the key question is whether the
clinician gains diagnostically rele-
vant information from such de-
vices. This is an important question
in view of the sparse and mostly
unreplicated scientific evidence
linking the use of electronic devices
to TMD diagnosis.

Conclusions

It is clear that the history and
clinical examination is the princi-
ple basis upon which the diagnosis

With regard to role of elec-
tronic devices in the diagno-
sis of TMD, the key question
is whether the clinician
gains diagnostically rele-
vant information from such
devices.

of TMD, or one of its subcategories,
is made. Thus, these procedures
must be performed carefully and

deliberately. It is worth noting,
however, that all clinical findings
are not equally or even necessarily
significant since some may repre-
sent normal variations or benign
conditions. The painless or other-
wise asymptomatic joint click may
be such an example. In the absence
of a patient's complaint, the idea of
a preclinical or borderline TM dis-
order is not acceptable unless it is
clear that the observed finding is
unquestionably a precursor of an
overt problem to follow. Since it is
currently impossible to arrive at
such a conclusion, the patient's
chief complaint, followed by a thor-
ough history and objective clinical
examination, should be the princi-
pal basis for diagnosis.

Finally, when approaching a di-
agnostic stivation, it is important
that the clinician not create a "self-
fulfilling prophecy." This occurs
when the patient is immediately

. . . the patient's chief com-
plaint, followed by a thor-
ough history and objective
clinical examination, should
be the principal basis for
diagnosis.

labeled a "TMD patient." Such a
label places the individual into a
category of definitely having a TM
disorder, and if one's beliefs in-
clude occlusal etiologies, then the
label "TMD patient" will also imply
that the patient also has an "oc-
clusal problem." It is better to re-
gard a patient as an individual with
possible specific problems, and not
a predetermined "TMD patient." It
follows that the process of estab-
lishing a differential diagnosis for
TMD involves ruling out specific
conditions from a diagnostic classi-
fication system and not ruling in
the one diagnosis that first occurs

to the clinician. Such an approach,
coupled with an objective evalua-
tion based upon the available scien-
tific evidence, will greatly reduce
the risk of false negative and false
positive diagnoses (Mohl & Ohr-
bach, 1991). This approach to the
diagnosis of TMD would also be
compatible with the concepts un-
derlying the clinical research of Dr.
Laszlo Schwartz, who, throughout
his career, sought "to provide new,
perhaps counter-intuitive, infor-
mation" (Marbach, 1991). A
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obtain data about the dentists and
their professional activities. The
survey methodologies are summa-
rized in Table 1 and described
below. For more complete study
descriptions, please refer to the
original reports.
Dolan and Lewis (6) secondarily

analyzed data from a study Em-
ployment of Recent Dental Gradu-
ates funded by the Department of
Health and Human Services
(USPHS). The population sampled
was all 1979, 1980, and 1981 gradu-
ates of US dental schools (n =
14,228 dentists, including both
members and nonmembers of the
ADA). A random sample of 4,470
dentists were selected to receive the
self-administered questionnaire.
Surveys were mailed in the spring
and summer of 1985. The 40-item
survey included questions about
employment activities, private
practice characteristics of primary
and secondary practice location,
postdoctoral training, personal
background, educational indebted-
ness, and considerations important
in determining choice of location

and/or type of practice. Overall,
3,059 responses from an adjusted
sample of 3,940 dentists were re-
ceived for an adjusted response
rate of 77.6 percent. The gender
distribution of respondents was
2,649 males and 346 females. Men
were slightly over-represented in
all three graduation years.
Wilson, Branch, and Niessen (7)

analyzed data from the 1985 Amer-
ican Dental Association Survey of
Dental Practice to determine the
similarities and differences in the
practice, patient, and productivity
characteristics among male and fe-
male dentists who graduated from
dental school in or after 1975. The
American Dental Association has
periodically conducted the Survey
of Dental Practice since the early
1950's. The purpose of this survey
is to collect data from a national
sample of dentists in private prac-
tice in order to examine economic
and practice characteristics (8).
For the 1985 Survey, a stratified
systematic sample of more than
130,000 actively practicing dentists
including both ADA and non-ADA

members was selected. A total of
5,713 dentists responded for a
47.5% response rate. Of those who
responded, 5,572 were male and
141 were female. The Wilson, et. al.
analysis included only those den-
tists who graduated in or after
1975, which included 1,141 males
and 110 females. Variables used in
the analyses of gender differences
were categorized into practice, pa-
tient, and productivity characteris-
tics.
A limitation of the previously de-

scribed studies is the relatively
small number of female dentists
sampled. Larger samples are re-
quired to provide reliable estimates
of differences in practice character-
istics for male and female dentists.
The third study, A report of the 1988
Survey of Dental Career Patterns (8),
was directed and funded by the
ADA Council on Dental Practice
with the assistance from the ADA
Bureau of Economic and Behav-
ioral Research. The Council recog-
nized the lack of practice data
about female dentists and funded
this study, which is the first na-

Table 1. Summary of characteristics of three recent national surveys of gender trends in dental
practice patterns in the United States

Authors
Year

Published

Dolan & Lewis' 1987

Wilson, Branch &
Niessen2 1988

ADA Council on 1989
Dental Practice3

Study design
Response

Rate
Sample Size

Male Female

secondary analysis cross-
sectional recent dental
graduates

77.6% 2649 346

secondary analysis cross-
sectional 1985 ADA

47.5% 1414 110

Survey of Dental
Practice

primary analysis cross-
sectional 1985 Survey
of Dental Career

60.5% 1179 1053

Patterns

'Dolan TA, Lewis CE. Gender trends in the career patterns of recent dental graduates. J Dent Educ 1987;11:639-645.

2Wilson AA, Branch LG, Niessen LC. Practice patterns of male and female dentists. JADA 1988; 116:173-177.

3Bureau of Economic and Behavioral Research, Council on Dental Practice, American Dental Association. A

comparative study of male and female dental practice patterns. May 1989.
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tional survey of dental practice to
oversample women dentists and in-
clude a male comparison group.
Surveys were mailed in 1988 to a
sample of ADA and non-ADA mem-
bers including 2,527 male and
2,503 female dentists. Usable data
was obtained from 2,729 dentists
with 2,232 in private practice for an
overall 60.5% response rate. Of the
private practitioners responding to
the survey, 1,179 (52.8%) were
male and 1,053 (47.2%) were fe-
male. The results were reported as
comparisons of all male and female
respondents, and for respondents
under age 45, since 89% of the
female respondents were less than
45 years old.

Results
Personal Characteristics of
Male and Female Dentists

While the major focus of the
three investigations is gender trends
in dental practice patterns, it is logi-
cal to investigate the personal char-
acteristics of the respondents, and
the association of these characteris-
tics to their practice situations. For
example, it is often assumed that
contemporary women have weak
and unstable commitments to the
work role (9). It has been suggested
that a woman subordinates her ca-
reer when she has children (10,11) or
when combined family incomes are
high (12). However, the relationship
between family roles and profes-
sional work effort and productivity
has not been well studied. The stud-
ies summarized in this report sug-
gest that women dentists may be
choosing to not have children, or to
have fewer children then their male
colleagues. Whether this is related to
career choices or other factors has
not been investigated. However, the
available data on professional work
effort and productivity indicate that
women maintain active careers, take
very minimal leaves of absences for
child rearing, and bear the burden of

household and family responsibili-
ties.
Data on respondent background

characteristics are available in two
of the three studies, Dolan & Lewis
(6), and the ADA 1988 Survey (8).
Both studies suggest that female
dentists are less likely to be married
than their male colleagues. In the
Dolan and Lewis report, 24.2% of
females and 17.3% males had never
been married. In the ADA 1988
Survey 17% of females and 6% of
males had never been married.
Likewise, female respondents, on
average, had fewer children. In the
Dolan and Lewis study, women had
0.38 children and men had 0.62
children. In the ADA 1988 Survey,
women had 0.94 children and
males had 2.24 children. The trends
are similar in the two studies, and
the difference in magnitude is
probably due to the fact that re-
spondents in the Dolan & Lewis
study were younger, on average,
than those in the ADA 1988 Survey.
The ADA 1988 Survey (8) offers

the most detailed comparison of
the respondent's personal and fam-
ily characteristics. Several ques-
tions were asked of dentists regard-
ing reasons for leave of absence
from dental practice and the length
of time (in weeks) a leave was
taken. For the sample under age 45,
the most frequent reasons for a
leave was personal illness for both
male and female respondents, and

child rearing by female dentists. As
seen in Table 2, leave of absence
from a dental career for purposes
of child rearing is almost entirely a
female dentist activity. About one-
third of female dentists under age
45 years indicated leaves of ab-
sence for child rearing. The
amount of leave time taken by fe-
male dentists is also greatest for
this reason. As seen in Table 3, the
rates per 100 weeks since gradua-
tion are relatively low for males
and relatively constant across age
groups. For females, the rates are
higher than males and tend to in-
crease through the age group of
40-49 years.

Choice of Practice
Arrangement

Most dentists are owners or
share in the ownership of their
practices. A higher proportion of
male respondents were practice
owners in all three studies, as seen
in Table 4. Also, as reported in the
ADA 1988 Survey (8), male dentists
were more likely to begin their
practice activities as practice own-
ers. Among dentists under age 45,
about half of the women and 70%
of the male respondents started as
owners in the practice. About 89%
of the men said they were currently
practice owners, as compared to
68% of the women. As expected, the

Table 2. Percent of dentists indicating reasons for leave of
absence from a dental career by type of leave and by dentists

gender for respondents under age 45, 1988

Reason Male Female

Personal illness 9.2 13.4

Family illness 1.3 2.5

Child rearing 1.7 33.4

Family problems 0,8 1.3
Financial problems 0.8 1.0

SOURCE: American Dental Association, 1988 Survey of Dental Career
Patterns, May, 1989, Table 9.
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Table 3. Mean number of total weeks of leave and mean number
of weeks leave of absence per 100 weeks since graduation from
dental school for personal illness and child rearing combined by

dentist age and dentist gender, 1988

Dentist age group
Total

Male Female
Total per 100 weeks
Male Female

<30 0.08 2.77 0.07 2.23

30-34 0.31 5.52 0.11 2.37

35-39 0.96 10.15 0.19 2.67

40-49 1.16 9.44 0.13 3.12

>50 2.18 22.45 0.13 1.50
TOTAL 1.31 7.57 0.13 2.44

SOURCE: American Dental Association, 1988 Survey of Dental Career

Patterns, May, 1989, Table 11.

highest percent of dentists in non-
ownership positions occur among
recent graduates, as seen in Table
5. However, at all categories of
years since graduation in the ADA
1988 Survey, the percent of females
in non-ownership positions ex-
ceeds the corresponding propor-
tion of males.

Also, males were more likely to
be solo private practitioners.
Among dentists younger than 45,
59% of male dentists and 39% of
females indicated they were solo
practitioner. Among owner den-
tists, staff sizes were larger for male
than for female dentists. A larger
proportion of male dentists employ
hygienists compared with female

practitioners.
These findings are consistent

with other reports in the medical
and dental literature, which concur
that women are more likely to prac-
tice as employees in group prac-
tices, health maintenance organi-
zation, governmental agencies, and
private institutions (6). Surveys of
medical and dental students indi-
cate that male and female students
expect to practice in different set-
tings. Male students expected to
establish independent or group
practices; female students expected
salaried positions (13,14). Thus,
differences in practice arrange-
ment between male and female stu-
dents are likely to persist.

Professional Work Effort

Considerable attention has been
paid to the professional work effort
of women dentists and physicians
in the literature. The stereotype of
female professionals having weak
and unstable commitments to the
work role was perhaps reinforced
by earlier studies of women den-
tists. For example, Linn, in 1970
(15), reported that about half of
females in private practice were
working full time. Tillman and
Horowitz, in 1983 (10), reported
that of the 77% of actively practic-
ing females, 49% worked full time.
Rosner, in 1984 (16), reported 64%
of the females surveyed worked full
time.
However, the three recent stud-

ies reviewed in this paper suggest a
far greater professional work effort
and productivity of the woman
dentist than previous reports.
Whether this represents a true
change in the women dentists' be-
havior over time, or is simply a
more accurate picture of the situa-
tion using better research methods
and survey techniques can be de-
bated. Also, it is important to keep
in mind that all studies to date have
been cross-sectional in design.
Cross-sectional studies are a snap-
shot view of the world and do not
take into account cohort effects or
societal changes over time. Also,
previous cross-sectional studies

Table 4. Private practice status by gender as reported in three national surveys, Dolan & Lewis (1987),
Wilson, et al. (1988) and the ADA 1988 Survey of Dental Career Patterns

Dolan & Lewis
male °/ci female %

Wilson, et al.
male % female %

ADA 1988 Survey'
male % female %

Sole proprietor 52 39 57 40 59 44

Partner in complete partnership,
shareholder in incorp. practice

24 25 34 36 30 24

Employed, on salary, commission,
percentage, or associate basis

24 36 9 24 11 32

'Dentists under age 45 only.
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Table 5. Percent of dentists in non-ownership positions in private
practice, by dentist gender and by years since graduation, 1987

Years since graduation male female

<5 29.6 43.4

5-6 14.1 31.1

7-8 5.6 16.3

9-10 7.8 15.5

11-12 2.7 11.4

>13 3.0 10.4

All dentists 7.2 29.6

SOURCE: American Dental Association, 1988 Survey of Dental Career

Patterns, May, 1989, Table 14.

were often of local or regional sam-
ples, contained small sample sizes
and less than ideal response rates,
and often did not include a male
comparison group. The studies
cited in this report represent vast
improvements in methodology
over the previous studies, and
therefore, provide more reliable
data.
The data summarized in Table 6

suggest similarities in time spent in
practice activities by male and fe-
male dentists, rather than differ-
ences. Women, on average, work
slightly fewer weeks per year, and
slightly fewer hours per week. In
addition, women spend slightly
more time with each patient, with
the net finding that women tend to
see fewer patients per year, on aver-
age, than their male colleagues.

The ADA 1988 Survey (8) reported
that male dentists spend slightly
less time than the female dentists in
diagnosis and preventive proce-
dure groups. Wilson, et al. (7) re-
ported the women were more likely
to see a greater percentage of pa-
tients who were of minority groups,
had handicapping conditions, low
income, and received public assis-
tance for dental care. Mean dental
procedure fees show little differ-
ence by gender (8).

Bivariate and multivariate analy-
ses suggest that the dentist's work
effort (measured as the number of
hours worked per week and the
number of weeks worked per year)
is associated with the dentist's
ownership status in the practice.
Dolan and Lewis (6) reported simi-
lar work effort for males and fe-

males when they are sole owners of
their dental practices, with a differ-
ence of only 2.1 hours worked.
However, for employed males and
females, there is a seven hour dif-
ference in favor of the males. Sin-
gle, divorced, and separated males
and females worked about the
same number of hours per week.
Married women, however, worked
5.8 hours less per week than their
married male counterparts. Wil-
son, Branch & Niessen (7) in multi-
variate analyses, reported that
when controlling for age, year of
graduation, and selected practice
and patient characteristics, gender
was significant but not a substan-
tial variable in predicting produc-
tivity.

Gender Wage Gap

The Bureau of Labor Statistics,
US Dept. of Labor, has developed
an extensive set of labor market
data to analyze the experience of
working women. Despite the many
changes in societal, marital, and
family patterns, there is a wide
disparity in the median earnings of
women and men, and the basic
ratio of women's to men's earnings
has not changed much over time
(17-19). In 1939, median earnings
for women working full time were
58% of the median earnings for
men. This so called "gender wage
gap" is consistent at every level of

Table 6. Practice productivity variables by gender as reported in two surveys, Dolan & Lewis (1987),
and the ADA 1988 Survey of Dental Career Patterns

Dolan & Lewis
males females

ADA 1988 Survey'
males females

Mean number of weeks worked per year na na 48.2 46.7

Median number of weeks worked per year na na 49.0 49.0

Mean hours worked per week 42.4 38.3 43.8 41.3

Mode hours worked per week 40.0 40.0 na na

Mean length of a patient appointment (min.) na na 42.2 44.9

'Dentists under age 45 only.
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Table 7. Mean net income for private practice dentistry by gender and by general practitioners vs.
specialists, and the ratio of female/male income as reported in two surveys, Dolan & Lewis (1987),

and the ADA 1988 Survey of Dental Career Patterns

Dolan & Lewis ADA 1988 Survey'

female: female:
Male Female male ratio Male Female male ratio

General na na na $72179 $44695 61.9%
Practitioners

Specialists na na na $103341 $59373 57.5%
Total $43,902 $33,123 75.4% $75441 $46124 61.1%

'Dentists under age 45 only.

educational achievement including
high paying occupations.
Dolan and Lewis (6) reported

that on average, women dentists
earned 75.4% of male pretax in-
come from the private practice, ad-
ministration, or teaching of den-
tistry, with a mean annual
difference of almost $10,000. Males
consistently earned greater income
from the private practice of den-
tistry, regardless of ownership sta-
tus. The smallest difference
($6,740) was found for sole propri-
etors, and the largest difference
($17,984) for dentists who were
partners or shareholders in their
dental practices. In multivariate
analysis predicting practice in-
come, gender remained a signifi-
cant variable after controlling for
other variables such as graduation
year, hours worked per week, and
practice ownership status.
These findings are supported by

the ADA 1988 Survey data (8). For
respondents under age 45 in 1987,
the average earnings of female pri-
vate practicing dentists was about
61.1% of the average earnings of
male practitioners. Average earn-
ing among female practitioners
was $46,120 compared to $75,440
for males. Female specialists earn
approximately 57.5% of the male
income, on average. Income dis-
parity between male and female
practitioners is associated with

age. The smallest disparity was
found in the 35-39 age group,
where women earned 76% of the
male average. Unfortunately, mul-
tivariate analyses predicting in-
come after controlling for age,
ownership status and personal
characteristics were not reported
in the ADA 1988 Survey report.

Discussion
The three national studies com-

paring gender trends in dental
practice patterns report very simi-
lar findings in the areas of dentist's
characteristics, practice arrange-
ments, work effort and practice in-
come. These consistencies suggest
an accurate aggregate description
of women dentists in the 1980's.
Should we, as members of the den-
tal profession, be concerned about
gender inequities in practice own-
ership status and income derived
from the practice of dentistry?
Should we, as members of society,
be concerned about these inequi-
ties, or about the changing gender
roles and family and professional
responsibilities? Will these inequi-
ties persist without intervention?
Are interventions indicated? What
implications do these findings have
for the future of the dental profes-
sion?
In the United States, dental ser-

vices are delivered in a free-market
economy, most commonly in a fee

for service mode. Patients are con-
sumers, and buy or contract for
services from the dentists of their
choice. Dentists determine fees,
hours of operation, and other prac-
tice policies. So why should we be
concerned about the gender wage
gap or disparity in practice owner-
ship status between male and fe-
male dentists? Economists might
tell us that in the end, market
forces will equalize disparities. But
will they? And in which direction,
and at whose expense? Women
dentists are a relatively new minor-
ity group in the dental profession.
For the most part, young women
dentists do not have a group of
senior female mentors to encour-
age and foster professional devel-
opment during or after dental
school. Rather, women dentists
rely on predominantly male profes-
sional colleagues, bankers, practice
brokers and realtors and to serve as
mentors, or to assist in the estab-
lishment of dental practices. Per-
haps bias and discrimination has
hindered the success of women
dentists, in terms of practice own-
ership and income.
The dental profession, and soci-

ety in general, has witnessed great
changes in the past two decades:
advancements in the biological and
technological management of oral
diseases, great expansion in dental
school enrollment, and the in-
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creased receptivity of the dental
profession to women as students,
and to a lesser degree as colleagues
and leaders in organized dentistry
and dental education. Women have
made great strides in all areas of
the work force. Yet issues of equal
pay for equal work, availability of
adequate child care, and the suc-
cessful combining of family and
work roles remain a challenge to all
working women. Research sug-
gests a convergence of practice pat-
terns of male and female recent
dental graduates, most notably in
the productivity measures, and
least notably in income. As opti-
mists, we may expect continued
convergence and equity resulting
from further advances of women in
dentistry and society in general.
However, it is doubtful that inequi-
ties will be negated without pur-
poseful interventions on the indi-
vidual, professional, and societal
level. Minority faculty development
programs, formal and informal
mentoring systems, symposium,
and additional research are essen-
tial to identify and monitor issues
related to women dentists. Action
plans to facilitate equity and to
accomodate the working women
and mother in today's workplace
are needed. Men and women al-
ready in positions of leadership
need to facilitate the development
of future female role models and
leaders, for the future good of our
profession.

Summary

This paper reviews three recent
reports of national gender trends in
dental practice patterns. Although
the three independent cross-
sectional studies were conducted at
different points in time, used differ-
ent sampling strategies, and used
similar but independent survey in-
struments, findings were consis-

tent across studies. In summary:

• Women dentists are less likely
to be married and have fewer
children.

• Women are more likely to as-
sume child rearing and house-
hold responsibilities.

• Women are less likely to be
practice owners.

• Women worked slightly fewer
hours per week and weeks per
year, and were more likely to
take a leave of absence for ill-
ness or child rearing. However,
women dentists demonstrate a
far greater professional work
commitment than was previ-
ously reported in the literature.

• Women earn significantly less
income from the practice of
dentistry, even after controlling
for age, practice ownership,
hours worked per week, and
other personal characteristics.

• The most current "Gender
Wage Gap" estimates range
from 57.7% for specialists to
75.4% for general practitioners
(8).
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Symposium: Women Dentists

MINORITY FEMALE DENTISTS:
A SYNOPSIS

For more than a decade, dental
schools have witnessed significant
changes in student enrollment. The
most evident change is in the num-
ber of first-year dental enrollees.
However, dental enrollment also
has varied with respect to gender
and ethnic composition. In 1978,
enrollment peaked with 6301 enter-
ing students.' By 1990, the first-
year class was comprised of 4001
students.' Despite the decline in
overall dental enrollment, the pro-
portion of female and ethnic mi-
nority students has increased in
recent years.' Nearly ten years ago,
females comprised about 17% of
first-year enrollment.3 By the late
1980s, these individuals repre-
sented more than one-third of the
entering class. In addition, in 1989
minority first-year enrollment was
30%.1.4's Although these enroll-
ment trends are encouraging, it is
important to note that Asians rep-
resent over one-half of minority
enrollment, while student enroll-
ment from other ethnic groups re-
mains relatively low.' Therefore,
minority recruitment and retention
strategies must be enhanced in or-
cliff to secure a greater number of
qualified minority dental students,

*Shelia S. Price, DDS, Assistant Professor

of Oral Diagnosis and Radiology, West Vir-
ginia University School of Dentistry
Presented at the Annual Session of the

American Association of Dental Schools,
March 11, 1991 in New Orleans, sponsored
by the Section of Pediatric Dentistry

Shelia S. Price

particularly those who are from
Afro-American, American Indian
and Hispanic populations.
Many times, minority faculty

pose as role models for dental as-
pirants; however, a more viable ap-
proach to minority student mentor-
ships may be the development of a
close-knit communicative network
between students, faculty and mi-
nority alumni. To develop this rela-
tionship, it is essential to seek pro-
spective participants among the
population of minority dentists and
assess these individuals' perspec-
tive about dentistry as a career.
This pilot study was initiated to

identify a group of minority female
dentists and gain insight into these
individuals' level of satisfaction
with dentistry as a career by using

Shelia S. Price*

educational indebtedness and an-
nual income as variables.

Methods

In the summer of 1989, a list of
2000 minority female dentists was
requested from the American Den-
tal Association (ADA). The request
had no restriction as to the dentists'
age, number of years in dental
practice or practice location. How-
ever, only 756 names and addresses
of ADA and non-ADA members
were available for distribution. A
random sample of 500 of these
individuals was selected for this
pilot study.
A 31-item questionnaire was de-

signed to collect descriptive data
about minority female dentists.
The inquiries were arranged in
yes/no response and multiple
choice formats. Also, participants
were encouraged to record addi-
tional remarks in a comment sec-
tion. The specific purposes of the
study were to examine minority
female dentists' employment sta-
tus, practice activity, educational
indebtedness, annual income, and
satisfaction with practice arrange-
ment and dentistry as a career.
In July 1989, the questionnaire

along with a cover letter of explana-
tion and a stamped, addressed en-
velope were mailed to the sample
population of minority female den-
tists. The study was conducted via a
single mailing and did not include a
telephone follow-up. Returned sur-
veys were analyzed by a compari-
son of means, chi-square proce-
dures and Pearson correlations.

FALL 1991



20 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS

Results

In August 1989, 190 usable sur-
veys (38%) were returned from the
single mailing. The respondents
were age 25-59, with a mean of 30.
The majority were less than 30
years of age. Only five individuals
were age 40 or above (Figure 1).
These individuals were either

Afro-American, Asian, Hispanic or
Native American. However, 75%
of the respondents were equally
representative of Asian or Afro-
American dentists (Figure 2).
Survey participants were from

diverse areas in the United States.
The respondents reported practice
locations in thirty-six states and the
District of Columbia. Several states
were represented by as few as one
dentist, while twenty-four respon-
dents reported practice locations in
California.
Table 1 shows the distribution of

the respondents by graduation
year. With the exception of one
individual, these dentists com-
pleted dental school in the 1980s.
Furthermore, 96% of these women
graduated from dental school be-
tween 1986 and 1988.

Nearly all of the respondents are
general dentists. One-fifth com-
pleted a graduate practice resi-
dency prior to practice initiation,
while only 8% pursued specialty
training. The greatest number of
specialists are orthodontists and
pediatric dentists. Both of these
specialty areas are represented by
five dentists. Table 2 illustrates the
distribution of these dentists by
employment area. The majority are
engaging in private practice.
These dentists vary with respect

to practice arrangement (Figure 3).
43% of the private practitioners
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Figure 1. Distribution by age, n = 190.

Native American 'A Asian

B Black EI Hispanic

Figure 2. Distribution by ethnicity, n = 190.
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Table 1. Distribution by year
of dental school graduation,

n =- 190

Year Percentage

1988 21

1987 38
1986 37
1985 or before 04

engage in an associate practice.
One-fifth are solo practitioners.
Nearly one-fourth of the respon-
dents engage in a partnership. Of
the thirty-six respondents who
have dental spouses, eleven of these
couples are in a partnership.

Figure 4 is a graph showing the
level of educational debt these den-
tists incurred while attending den-
tal school. Debt levels were re-
ported in one of four categories
which ranged from less than $5,000
to over $35,000. 57% have debt less
than $35,000. When indebtedness
was examined with respect to prac-
tice arrangement, those dentists
who have debt less than $20,000

Table 2. Distribution by
employment area,

n =- 190

Employment Area Percentage

Private practice 74
Public health 12
Academic 10
Military 01
No response 03

0 Associate

11111 Group

El Partnership
g Partnership with spouse

Solo
Figure 3. Distribution of private practitioners by practice arrangement, n = 141.
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were more likely to engage in solo
practice arrangements.
The respondents report gross an-

nual incomes from less than
$25,000 to over $200,000 (Table 3).
The majority earn less than $50,000
annually. As expected, gross annual
income varies according to the
amount of time devoted to dental
practice each week. Of the 45%
who work 40-hours or more each
week, only two individuals earn
more than $50,000 annually.
Figure 5 illustrates these dentists'

level of satisfaction with the dental
profession and practice arrange-
ment. Satisfaction was described in
one of four categories—very satis-
fied, somewhat satisfied, some-
what unsatisfied and very unsatis-
fied. 29% are very satisfied with
their practice arrangement, while
48% are somewhat satisfied.
When asked to rank professional

satisfaction, 88% reported in either
of the two satisfied categories.
When dental education indebted-
ness and level of professional satis-
faction were examined, no corre-
lation was demonstrated. Also,
contrary to popular opinion, no
correlation exists between income
and professional satisfaction. This

Table 3. Gross annual
income, n = 190

Gross Income Percentage

<$25,000 17

$25,000-$49,999 53
$50,000-$99,999 17
$100,000-$149,999 02
$150,000-$199,999 03
$200,000 or more 01
No response 07
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Figure 5. Level of satisfaction with practice arrangement and dental career.

finding shows that, in general,
these dentists are satisfied with
their career and practice arrange-
ment.
For those who reported any level

of dissatisfaction with dentistry as
a career or practice arrangement,
the remarks in the comment sec-
tion were scrutinized. Interest-
ingly, all dissatisfied associate
practitioners expressed unfavor-
able comments about the type of
on-the-job duties they perform. A
few of these dentists wrote:

"After almost 2-years of em-
ployment I am still doing hy-
giene 50% of my work hours."

"In order to survive, I'm doing
mostly hygiene. . . this isn't
what I went to dental school
for."

"I currently work as a hygienist
doing some dentistry."

Discussion

These dentists' level of satisfac-
tion with dentistry as a career and
practice arrangement is a positive
point to ponder. However, the re-
sults of this study are limited by
two important factors: size of the
sample population and response
rate. To ensure meaningful results,
a future study must include a larger
population of minority female den-
tists. In addition to the American
Dental Association, other profes-
sional organizations and dental
schools could be a source for
names and addresses of prospec-
tive study participants. As for the
latter factor, it is not unreasonable
to assume that dentists who did not
respond may have abstained due to
a lack of interest in the study or
professional discontentment. At
any rate, a more aggressive ap-
proach, such as a second mailing or
telephone follow-up is needed to
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improve the number of responses.
The majority of the survey partici-

pants are recent graduates, general
dentists and private practitioners.
These individuals are generally
young in age. Only 3% are age 40 or
beyond. These young dentists are
primarily engaging in private prac-
tice. 43% of these females work as
associates, while 20% are solo prac-
titioners. Of particular interest is
the number who engage in a part-
nership. Thirty-four of the private
practitioners are in a partnership
and eleven of these individuals en-
gage in a partnership with a spouse.
The latter finding is similar to a
1988 study of female dentists.'
This study revealed that in gen-

eral, these young minority female
dentists are satisfied with their
dental careers and present practice
arrangement. This finding is con-
sistent with a 1989 study of dental
alumni by Lancaster and Gro-
gono.7

In 1989, dental graduates' aver-
age educational debt exceeded
$40,000.5 Over one-fourth of these
recent graduates have debt less
than $20,000, while 41% have
$35,000 or greater debt. A previous
study found that educational debt
and income are primary factors
which may impede career sat-
isfattion.7 However, this study re-
vealed no correlation between sat-
isfaction with the profession and
educational debt or professional
satisfaction and income. This indi-
cates that regardless of factors such
as large debt and income, these
dentists maintain a positive opin-
ion on dentistry as a career. In-
stead, for this group, it appears that
concerns about debt and income
are secondary to discontentment
with on-the-job expectations, such

as assuming dental hygiene respon-
sibilities.
Dental schools may capitalize on

graduates who display enthusiasm
about a career in dentistry by invit-
ing their participation in programs
which encourage mentorships
among students and practitioners.
Minority student matriculation can
be enhanced by minority practitio-
ners' active involvement in mentor-
ships. The following recommenda-
tions may strengthen non-academic
support for minority dental stu-
dents.

1. Dental schools should identify
minority alumni and/or local
practitioners who will partici-
pate in a student mentorship
program.

2. Dental educators should strive
to promote the concept of
mentors/role models by devel-
oping a program whereby stu-
dents periodically engage in a
dialogue with minority den-
tists about career opportuni-
ties. Ideally, this informa-
tional exchange should occur
soon after students initiate the
dental program.

3. When possible, dental schools
should provide remote-site
opportunities which encour-
age interaction between mi-
nority dentists and students in
a professional setting.

Summary

This pilot study identified a
group of minority female dentists
who are relatively young to the
dental profession. In general, these
individuals are enthusiastic about a
career in dentistry. Career content-
ment is evinced by the reported
level of satisfaction with the dental

profession, irrespective of educa-
tional indebtedness or annual in-
come. Of those who are dissatis-
fied, it seems as if income and debt
are not the primary areas of con-
cern. These findings provide an im-
petus for a more comprehensive
investigation of this emerging pop-
ulation of dentists.
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FEMALE DENTAL STUDENTS:
IDENTIFYING AND
ADDRESSING NEEDS

Juliann S. Bluitt*

Women in dental schools, be-
cause of their sex, exhibit the dy-
namics of what will happen to a
different one in an organization,
as described by Rosabeth Moss
Kanter and Barry A. Stein. In their
"Tale of '0': On Being Different in
an Organization", they describe
two kinds of characters. The people
of an organization found in very
large numbers (the X's) and the few
people who are different (the O's),
because they are scarce.
What designates people as X's or

O's is just how common they are in
a particular place. From then on
they play a role that may have little
to do with what they are really like
as people. The O's seem different,
just because there are so few of
them compared to the X's.

In the Beginning and the
Decades Prior to the '60's

Imagine a group of 25 or 30 or
even 60, "X's". In this group the "0"
stands out. "0" is eye-catching, "0"
gets more of our awareness and
attention than any one of the "X's".
We put the spotlight on "0" and are
distracted by the novelty aspect of
"0". Up through the mid '60's a
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similar case was exhibited in dental
school enrollment. As long as the
number of "O's" (women) re-
mained one or two percent, their
treatment was characterized by:

• being taunted by the male stu-
dents

• being kidded
• attempts to embarrass
• acceptance of a lesser standard
of performance in technical
(preclinical) work by those in
command

• being overindulged by faculty
to assist these students

• being protected by one or two
of the "X's" (the male students)
against other "X's".

There tended to be a paternalistic
or a brother-sister relationship
which existed. There was little at-

tempt to "demean or harass" be-
cause there was no "need" to.
Women (O's) posed no threat to the
"X's" (men). Even if a woman did
survive the entire 4 years, there was
no serious thought given to her
conducting the full professional
working life of a "real dentist" as
would the males.
The literature references no for-

mal support systems existing dur-
ing this period. More likely, women
who came through this generation
experienced informal support sys-
tems as follows:

—relying heavily on the encour-
agement of the one or two
women predecessors, perhaps
even vicariously reliving their
experiences and reading of
such heroines in the annals of
the dental school or viewing
the graduation photos with the
females always on the first or
second row. A sense of motiva-
tion was generated through
such vicarious experiences.

—counseling and encourage-
ment by the mothers who ad-
mired the courage of their
daughters and perhaps even
the understanding of fathers
who suggested alternatives to
the pursuit of a dental educa-
tion to their daughters.

—self-inquiry as to the motiva-
tion for pursuing dentistry.
Perhaps a deep sense of the
pioneering spirit, a sense of
adventure and the desire to be
different was the motivator.
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—a sense of fulfillment engen-
dered by following their fa-
ther's vocation.

Societal opinion stereotyped
women seeking entry into this
male-dominated profession as ei-
ther looking for a husband or being
less feminine. The struggle to dis-
prove either one of these mind sets,
whether consciously or subcon-
sciously, always existed.
According to Ross and Kanter, as

more "O's" come into a group, a
different set of dynamics emerges.
Little difference in treatment of
women is seen on an individual
basis, as long as the ground rules
are set by the X's, although there
are more O's (women) amongst the
X's. In time however, within their
internal framework, the O's (wom-
en) become competitive with one
another and fail to give to each
other any support.

The Emergence of a
Recognizable Minority

Up to the mid 70's, with only a
few women in dental classes (about
7% or 8%—certainly under 10%),
dentistry exhibited the same type
group behavior. In the admissions
cycle, schools attempted to select
more than one woman into a class
so there ostensibly would be corn-
raderie.
Several events of history altered

dramatically the number of women
in our health profession schools.
First, there was the women's move-
ment which had firmly taken hold
with more women escalating to
higher occupational levels in the
workplace.
Secondly, the passage of the

Health Manpower Training Act of
the mid-sixties which targeted
special sectors previously under-
represented: one of these targeted
groups was women.
Third, the affirmative action

mandates, requiring equitable
treatment of women with men in
all aspects of education and work,
was highly emphasized and en-
forced.

Thus, although the number of
women in entering classes in-
creased, on the average their over-
all percentages remained meagre.
Ironically, at a time when women
were being recruited in ever greater
numbers to pursue careers in sci-
ence, obstacles in their advance-
ment still remained.
Comparing the Ross and Kanter

model with the phenomenon in
dental schools, what actually hap-
pened, was several-fold.

1. The O's (women) began to dis-
trust one another, because of
their competitiveness.

2. There were misinterpreta-
tions about the relationship of
any 0 (woman) with any X
(man).

3. The X's (men) tended to ste-
reotype the O's; and while this
was going on, each 0 at-
tempted to seek a separate
identity, further widening the
chasm with other female
classmates.

Undoubtedly there were many
coping mechanisms on an individ-
ual basis, however the presence of a
well structured support system to
help ameliorate the problems of
women still did not exist. Their ill
treatment took many forms such as
verbal harassment, insulting re-
marks, treatment as second-class
citizens, not being taken as seri-
ously as their male classmates and
discrimination by male students or
faculty. Ironically, selection of
women who showed higher levels
of knowledge and expertise re-
sulted in accusations of them being
"difficult", "vocal", and "having
domineering personalities".

The Period When Female
Enrollments Make

a Difference

Recruitment of women contin-
ued with fervor into and through
the '80's. National attrition of the
applicant pool was stemmed in its
downturn only by the demonstra-
ble increased presence of women.

Today we witness female represen-
tation in the 30% and upward
range in almost all of our dental
schools.
This 30% figure is very signifi-

cant, because it appears to be the
level when the O's (women) have
become fairly distributed through-
out an "X" society. It has now be-
come a normalized phenomena
,'once the number of women
reached the 30 percent level", as
stated by Kauffman of Ohio State
speaking of her American Astro-
nomical Society, "they (women) get
treated as scientists, rather than as
women".
The increase in numbers of

women causes one to focus more
on the problems which exist and
the need for support systems. To
explore these problems and percep-
tions of women enrolled in dental
school, four separate focus groups
were identified. Students currently
enrolled and representing all class
levels were selected and inter-
viewed.
In each instance, there was no

formal or structured program of
support activities within their den-
tal school. However, although there
were none, there were some adap-
tive measures which had been un-
dertaken. Interestingly, attitudes of
women seem to be tempered by
three factors:

1. the generation in which they
have grown up,

2. the economic forces requiring
second income families,

3. the commitment of women to
self fulfillment, i.e., to "be all
that one can be".

None were organized into a for-
mal administrative unit; they were
not coordinated by any single indi-
vidual and a standard protocol for
handling such situations was not
apparent.
The problems identified fall into

several categories:

1 Educational issues and mat-
ters relating to faculty inter-
action.
—Lack of uniformity and en-
forcement of school issues.
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—Grading and evaluation of
female students with parity.

—Issues relating to patient
care and clinical perfor-
mance.

—Attitudes of male faculty
members.

—Female classmate competi-
tiveness.
—Disproportionate physical fa-

cilities for women (i.e., rest-
rooms and locker rooms).
—Lack of incentives provided
through female role models.

—Absence of faculty and ad-
ministrative support result-
ing from the lack of female
support groups, the absence
of female faculty and no/few
women in levels which ef-
fect policy.

2. Psychological and emotional
adaptations used by women
to better adapt to the expec-
tations of society and them-
selves.
—Self-imposed guilt resulting
from categorization as a
‘`superwoman" and result-
ing expectations of perfor-
mance from others.

—Compromises of household
and marital duties.

—Role identity (i.e., the pro-
fessional vs. the woman).
—Harassment issues.
—Lack of emotional and psy-
chological support from
family; absence of female
network systems.
—Life style adaptations and

services which ameliorate
the stress and loss of time
propagated by dental school
study.

—Need for self-fulfillment
and the conflicting view of
society as a high achiever.

3. Financial issues and con-
cerns about financing dental
school
—Perceptions about differ-
ences in packaging of finan-
cial aid awards which may
not be as liberally inter-
preted as for male students.

—Placement and job issues,
including differential sala-
ries and positions.

—Child care availability and
homemaking-related ex-
penses.

There were a number of miscella-
neous concerns such as domina-
tion of leadership and responsible
positions in the dental school class
held by males, and the lack of uni-
formity in enforcement of dress
codes for males.

Identified in all of the focus
groups were first and foremost: the
need to develop increased faculty
role models and to increase repre-
sentation of women at the adminis-
trative levels where policy is made
and where their influence is criti-
cally important.
Further areas which need to be

addressed include:

1. Development and distribu-
tion of grievance procedures
to deal with charges of sexual
harassment.

2. Insuring that the equitable
treatment of married female
students is the same as male
students with comparable
extenuating circumstances.

3. Development of policies re-
garding maternity leave and
personal leaves of absence.

4. Equitable adjudication of
child care in financial aid
policies in cases where the
mother/relative, receiving no
remuneration, assumes re-
sponsibility for the child.

5. Eradication of the "chilly cli-
mate" which still exists in
some institutions; identify-
ing and eliminating areas of
subtle discrimination.

7. Insuring that the numbers of
women in educational pro-
grams remain at the 30% or
above level.

8. Providing meeting rooms
and providing space in news-
letters and other publica-
tions to discuss issues affect-
ing women and matters of
minority groups.

9. Supporting the development
of role models of women and
underrepresented minority
groups within the dental
community.

10. Encouraging institutions to
accommodate the profes-
sional needs of both partners
in married couples.

1 1 . Increasing the flow of under-
represented groups into
graduate specialty and gen-
eral practice residency pro-
grams.

Conclusion

The awkwardness that is gener-
ated by transitional times in a plu-
ralistic society, when a few people
of one kind join a group of another
kind is demonstrated in the story of
women entering the dental profes-
sion.

Cognitive psychology holds that
the fact of an object's distinctive-
ness heightens awareness of it, ex-
aggerates the difference between it
and the more common objects. Al-
though X-0 situations may never
completely disappear in dentistry,
the numbers of females in the pro-
fession may now have become bal-
anced sufficiently so that the "O's"
no longer seem unusual.

Nevertheless because men and
women are different, they will be-
have differently, both in their adap-
tive as well as maladaptive behav-
ior. Perhaps now is the time, when
carefully planned and substantive
support systems should be devel-
oped, to assist both women and
men to favorably negotiate our
dental educations programs. A
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Symposium: Women Dentists

WOMEN IN ACADEMIC DENTISTRY:
A PROFILE

The most significant demo-
graphic trend in dental school en-
rollment over the past twenty years
has been the rapid influx of
women. As these women graduate
and begin their careers in Den-
tistry, many choose dental educa-
tion as their livelihood. This inves-
tigation will show how the number
of women faculty has grown over
the past twenty years, but the em-
phasis will be on the current state
of women in academic dentistry
and their progress through the aca-
demic system.
There has been significant

growth in the number of females in
dental school faculties. Since 1970,
the number of women who are
members of a clinical science fac-
ulty has more than tripled (Fig. 1).
Women in clinical sciences were
selected because they had the most
reliable historical information
available. The trend is reflective of
women in all phases of dental edu-
cation. Between 1970 and 1980, the
number of women in the clinical
sciences increased slowly from 357
to 594. In the next decade, however,
the growth rate increased and the
number of women more than dou-
bled. This rapid increase mirrored
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the trend in dental students a de-
cade earlier when the number of
women in the first-year class in
dental school jumped from 100 in
1970 to 1,194 in 1980. The propor-
tion of female dental students con-
tinues to climb; 38.4 percent of the
first-year class last year (academic
year 1990-91) were women. The
increasing proportion of female
dental students is a sure sign that
women will assume a larger share
of dental school faculty positions in
the future.
The information on women in

dental schools comes from the
American Association of Dental
School's faculty roster; the Survey
of Dental Educators (SODE). This
roster has been updated annually
since 1982 and contains informa-

Eric S. Solomon*

tion on demographic as well as
academic characteristics of dental
school faculty. The information on
‘'current" faculty is derived from
the SODE file for academic year
1990-91. We will begin investigat-
ing the current status of women in
dental school by showing some de-
mographic information. Figure 2
shows dental school faculty by eth-
nic status and gender. Women
make up a larger proportion of
faculty among under-represented
racial/ethnic minority groups;
women comprise 30 percent of
Black and Hispanic faculty and 26
percent of faculty who are of Amer-
ican Indian or Alaskan Native ex-
traction. The age profile of women
faculty is also much different than
men's (Fig. 3). Generally, women
faculty are much younger than
their male counterparts. Forty-two
percent of male faculty are at least
fifty years old compared to only 17
percent of women in this age
group. Conversely, 55 percent of
women are less than 40 years old
compared to only 27 percent of
men.
Several variables help explain

women's academic roles in the den-
tal school. For example, women are
more likely to work full-time than
men (Fig. 4). Thirty-six percent of
male faculty work full-time while
44 percent of women are working
full-time. The relatively high per-
centage of women who are full-
time is an indicator that a signifi-
cant proportion of women intend
to make dental education their ca-
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reer. By looking at gender and pri-
mary appointment, we get a better
idea of the woman's role in the
dental school (Fig. 5). In this case,
one is struck by the similarity of
men and women. If you include the
women who are involved in allied
dental education with those in clin-
ical education, the result is a very
similar pattern between the sexes.

Black

Hispanic

American Indian

Asian

White

Our next area of investigation is
the representation of women in the
eight clinical specialty areas ac-
credited by the Commission on
Dental Accreditation (Fig. 6). Here
the patterns are quite different.
Women have a relatively high level
of representation in Pediatric Den-
tistry, Periodontics, and Dental
Public Health. Conversely, the cur-

30%

30%

26%

21%

17%

Figure 2. Female Faculty by Racial/Ethnic Group Percent of Group.

rent representation of women in
Oral and Maxillofacial Surgery,
Orthodontics, and Endodontics is
relatively low. To see if this profile
is likely to change in the future, we
next compared the percentage of
women in each of these areas to the
percentage of women currently in
postdoctoral training programs
(Fig. 7). The percentage of women
in specialty training is higher than
their current representation on fac-
ulty in each area. If the women
representation in specialty training
is an indicator of future faculty
status, we should continue to see a
high concentration of women in
Pediatric Dentistry and Dental
Public Health. In addition, we
should see the concentration of
women faculty in Oral Pathology,
Orthodontics and Endodontics in-
creasing in the near future.
This section looks at the issue of

equality between men and women
faculty in the dental schools. When
the genders are compared by aca-
demic rank, some differences
emerge (Fig. 8). Thirty percent of
male faculty are found among the
tenured ranks (Professor and Asso-
ciate Professor) compared to only
17 percent of women. In order to
discover any reasons for the differ-
ence, we conducted an analysis
that looks at academic promotion
to see if there are differences be-
tween men and women'. We de-
signed a data set that would allow
us to evaluate the progress of den-
tal school faculty on an equal basis,
irrespective of gender. To accom-
plish this task, we developed a se-
ries of cohorts. These cohorts were
formed by grouping individuals
with similar educational back-

'Details of this analysis can be found in
the article entitled Promotion and Appoint-
ment to Administrative Positions of Dental
School Faculty by Gender, Journal of Dental
Education, Volume 54, Number 8, pp. 530-
534.

VOLUME 58 NUMBER 3



WOMEN IN ACADEMIC DENTISTRY: A PROFILE 29

40s

under 40

over 59

508

Female Male
Figure 3. Age Group by Gender, Academic Year 1990-91.

Female Male
Figure 4. Work Status by Gender, Academic Year 1990-91.

Allied 14%

V Behavioral 2%

Basic 13%

Clinical 63%

Female

Admin 2%
Research 6%

2%

Male
Figure 5. Primary Appointment by Gender, Academic Year 1990-91.

grounds. We then followed the
progress of these cohorts through
time. The analysis examines the
male and female members of each
cohort to see if there are significant
differences in their progress.
We used the Survey of Dental

Educators (SODE) for academic
year 1985-86 to select the initial
group for analysis. The selection
criteria includes: full-time faculty
at U.S. dental schools between the
ages of 30 and 49. These faculty
were then matched with the SODE
file for academic year 1989-90.
Overall, 70.4 percent of the faculty
in 1985-86 matched with current
faculty. The matching process al-
lows us to see changes in academic
rank over the past four years.
For the analysis of promotion

rates, five cohort groups were es-
tablished from the matched data
set, depending on academic degree
status (Figure 9). The first group
(DDS + OD) consists of faculty
who have a clinical doctorate
(DDS/DMD, Foreign dental degree,
or MD) and a second doctorate (the
second doctorate could be a clinical
or non-clinical degree). Almost
two-thirds (63%) of this group are
involved in the Clinical Sciences
and 26 percent are involved in the
Basic Sciences. The next group
(DDS + M) contains faculty who
have a clinical doctorate and a mas-
ters degree (SODE does not differ-
entiate between different types of
masters degrees). Over 86 percent
of this group are associated with
the Clinical Sciences. The third
group (DDS) has a clinical doctor-
ate but no other postgraduate de-
gree. Once again, the majority of
the faculty in this group (85%) are
involved with the Clinical Sciences.
The fourth group (OD) has a non-
clinical doctorate as their terminal
degree (non-clinical doctorates in-
clude PhDs, EdDs, JDs and other
non-clinical doctoral degrees).
Most of the faculty in this group are
associated with the Basic Sciences
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(77%). The final group (M) is com-
posed of faculty with a masters
degree as their highest degree.
Most of the faculty in this group are
associated with Allied Dental Edu-
cation (59%); however, there is
some representation in the Clinical
Sciences (18%) and in Administra-
tion (12%).
The first analysis looks at promo-

tion rates among junior faculty. We
looked at changes in academic rank
among those faculty who held the
rank of assistant professor in aca-
demic year 1985-86. The results are
presented in Table 1. There were
760 faculty members in this analy-
sis; 22.6 percent of this sample
were women. Overall, 58.2 percent
of these faculty members were pro-
moted to either associate professor
or full professor. The analysis
shows that promotion rates be-
tween men and women are gener-
ally similar. In fact, there were no
statistically significant differences
in promotion rates between men
and women.
The degree classification, how-

ever, had a strong impact on pro-
motion rates (Figure 10). Three of
four faculty who have a clinical
doctorate and another doctorate
were promoted over the four year
period. Promotion rates for faculty
with a clinical doctorate and a mas-
ters degree were similar to faculty
with a non-clinical doctorate. Fac-
ulty with a clinical doctorate and
no other postdoctoral degree had a
promotion rate of just over 52 per-
cent. Finally, faculty with a masters
degree as their highest degree had
the lowest promotion rate. Overall,
59.0 percent of males and 55.2 per-
cent of females were promoted.
This difference can be attributed to
the fact that women were most
heavily represented in the degree
category with the lowest promotion
rate (masters degree) and were
least represented in the category
with the highest promotion rate
(clinical doctorate plus other doc-
torate).
The next analysis looks at promo-

tion rates among faculty who held
the rank of associate professor in
academic year 1985-86. The results
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Figure 9. Primary Appointment by Degree Status.

are presented in Table 2. There
were 740 faculty members in this
analysis; however, only 11.4 per-
cent of this sample were women
(about half the representation in
the first analysis). Promotion at
this level is obviously a more diffi-

cult process as only 35.0 percent of
these faculty members were pro-
moted to full professor. The analy-
sis shows that promotion rates be-
tween men and women are once
again generally similar. However,
the small sample of women in most

categories contributes to the lack of
statistically significant differences
in promotion rates between men
and women.
Once again, the degree classifica-

tion had a strong impact on promo-
tion rates. The highest rates
(61.3%) were found among faculty
who have a clinical doctorate and
another doctorate. Faculty with a
masters degree as their highest de-
gree had the lowest promotion rate
(8.3%). Promotion rates for faculty
in the other degree categories were
similar (about 31%).
The analysis showed that there

were no significant differences in
promotion rates between male and
female faculty with similar educa-
tional backgrounds. There were,
however, more than twice as many
women in this study who were as-
sistant professors in 1985-86 than
were associate professors. This
highlights the recent increase of
females into the ranks of dental
school faculty.

Conclusions

Several facts emerge from this
investigation. Most notable is the

Table 1. Promotion Rates by Highest Degree and Gender Assistant Professors in 1985—Number and
Percent Promoted by 1989

Clinical Doctorate
+ Other Doctorate

Clinical Doctorate
+ Masters Clinical Doctorate Other Doctorate Masters Degree Total

Female
Promoted 4 18 28 29 16 95

Total 6 26 56 46 38 172

Male
Promoted 38 69 139 99 2 347

Total 50 111 261 160 4 588

Total
Promoted 42 87 167 128 18 442
Total 56 137 317 206 42 760
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Figure 10. Promotion Rates by Degrees and Gender.

marked increase in the number of
female faculty over the past decade.
This increase makes sense when
viewed in the context of increas-
ing female enrollment in dental
schools. Therefore, it is not surpris-
ing to find a much higher represen-
tation of women among junior den-
tal school faculty. It is important to

note that women were both more
likely to be from under-represented
minority groups and more likely to
be employed full-time. When we
looked at primary appointment sta-
tus to see how women's role in the
dental schools compared to men's,
we found they were quite similar.
With regards to the clinical spe-

cialty areas, we found differences
in the concentration of women in
certain areas. The relative rate of
representation for women was the
highest in Pediatric Dentistry, Den-
tal Public Health, and Periodontics.
The lowest rates of representation
for women were found in Oral and
Maxillofacial Surgery, Orthodon-
tics, and Endodontics. However,
the concentration of women in
postdoctoral specialty education
was much higher than their current
rate of representation on faculty
and could, in the future, help to
raise the participation rate of fe-
male faculty among all the clinical
areas. Finally, we dealt with the
question of equality among the
genders with reference to promo-
tion and tenure. Here we found less
women in the tenured ranks, but
we believe that this is only a result
of youth and a tendency to have
less advanced academic degrees. A
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Table 2. Promotion Rates by Highest Degree and Gender Associate Professors in 1985—Number and
Percent Promoted by 1989

Clinical Doctorate Clinical Doctorate
+ Other Doctorate + Masters Clinical Doctorate Other Doctorate Masters Degree Total

Female
Promoted
Total

Male
Promoted
Total

Total
Promoted
Total
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I am going to engage in a po-
lemic—a controversial disputation.
I know that is what I am doing and
I want you to know that I know. I
will not speak to specific strategies
or tactics to recruit, retain, and
advance women in dental educa-
tion. Rather, my comments will be
more conceptual. My tone will
strike passion, for I feel strongly
about this issue. I may not be as
substantive as either you or I would
like, but I will be expressing my
personally reflected views on this
vitally important topic. My goal is
two-fold: first, to express one den-
tal educator's perspective on a
problem in dental education, and
secondly, to motivate other dental
educators to pursue, in substantive
and tangible ways, redressing that
problem.

Being a Feminist

I am a feminist and am here
today to challenge the feminine
mystique in dental education. In
1963 Betty Friedan sparked a ma-
jor revolution in our society with
her publication of The Feminine
Mystique.1 A "mystique" is a com-
plex of beliefs and/or attitudes
around an idea having a meaning
or reality that is neither apparent to
the senses nor obvious to the intel-
lect. Ms. Friedan argued in her
book, to me persuasively, that mys-
tical beliefs of the feminine have
overwhelmed our society. The fem-
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mine mystique says the root of
women's problems is that women
envy men and try to be like men
rather than accept their own na-
ture, their femininity; which can
find fulfillment only in sexual pas-
sivity, male domination, and nur-
turing maternal love. The book, as
a disclosure of the real nature of
femininity, became a vision for
women in much the same way Mar-
tin Luther King's "I Have A Dream"
speech became a vision for Afro-
Americans. With Ms. Friedan's
leadership, the movement was gal-
vanized by the founding, in 1966, of
the National Organization for
Women (NOW). NOW was estab-
lished with a declared goal of mov-
ing to true equality for all women in
America and an equal partnership
of the sexes. The movement to lib-
erate women in this country from
the feminine mystique began. I am
a feminist and a member of the
National Organization for Women.
Note that is not "of" but "for"
women. I proudly wear my tee-

David A. Nash*

shirt that proclaims, "a man of
quality is not threatened by women
for equality."
To me, to be a feminist is to

assert:

• Women and men are equal in
value.

• Women and men are equal in
dignity.

• Women and men are equal in
respect.

• Women and men are equal in
potential.

• Women and men are equal in
rights.

• Women and men are equal in
freedom.

• Women and men are equal in
autonomy.

• Women and men ought to be
equal in opportunity.

• Women and men ought to be
equal in responsibility.

• Women and men ought to be
equal in obligations.

• Women and men ought to be
equal in power.

To be a feminist is to affirm that
women, as men, should have an
environment that facilitates the re-
alization of their full potential as
human beings.
To be a feminist is to believe that

every political ideology, every so-
cial structure, every religious faith,
every organizational configuration,
every cultural assumption, every
government bureaucracy, and all
policies, practices, and procedures
must support the notion of the rad-
ical equality of women and men,
the full humanity of both sexes.
To be a feminist is to fully sup-

port and endorse the unique, influ-
ential, important, demanding, and
essential role of women in society.
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To be a feminist is to actively
engage oneself in tangible ways in
helping women to be all they can be
and all they want to be.
To be a feminist is to reject all

sexism.
I am a feminist and I reject the

feminine mystique in society, in
dentistry, and in dental education.
What is the feminine mystique in

our profession? The feminine mys-
tique in dentistry and dental educa-
tion is the belief that women are
not now, cannot be, and should not
be equal partners with men in the
profession; that women in the pro-
fession are an interesting phenom-
enon, but are only incidental; that
women are not essential to the ma-
turing of the profession; that the
important, influential, and valu-
able work of the profession is, and
must be, accomplished by men.
Women's role is secondary, sup-
portive, and superfluous. Accep-
tance of these mystical notions,
neither apparent to the senses nor
real to the intellect, contributes to
what is a major problem in dental
education; a lack of appropriate
numbers of women faculty to bal-
ance the male contributions in edu-
cation and research, and a lack of
adequate numbers of women fac-
ulty members to serve as role mod-
els for growing numbers of women
student dentists.

The Value of the Androgynous

I believe that women and men
are different, in fact, I know they
are. I applaud the differences! Each
sex has unique and essential quali-
ties and strengths to offer to society
and society's institutions. Dentistry
and dental education require the
balancing qualities of women if the
profession is to be as strong as it
can and should be.
Carol Gilligan, working with the

late Lawrence Kohlberg at Har-
vard, has identified significant dif-
ferences in the psychological and
moral development of men and
women. Gilligan's book, In A Differ-
ent Voice', is a most insightful trea-
tise on women, men, and the differ-
ences existing between them. Her
research at Harvard, which is sup-

ported by other gender - focused
research, points out the unique-
nesses of the male and the female
that must be joined in a comple-
mentary manner if the strength of
the total human, and I will add
human organizations or institu-
tions, is to be attained.
While the male emphasis is on:

• Fairness
• Justice
• Isolation
• Right
• Self Expression
• Self
• Rights
• Separation
• Independence
• Competition

The female emphasis is on:

• Care
• Love
• Intimacy
• Good
• Self Sacrifice
• Others
• Responsibilities
• Attachment
• Inter-dependence
• Cooperation

Riane Eisler in her revisionist
account of history, The Chalice and
the Blade3 , looked at the history of
the human race through the prism
of gender. She used the metaphor
of the blade to symbolize the cut-
ting, penetrating, and competitive
character of the male and the chal-
ice to represent the receptive and
cooperative qualities of the female.
Her study suggests that men are
oriented toward forming hierarchi-
cal organizational arrangements
based in power; while women are
predisposed to organizing net-
works based on communication.
Blending the characteristics of

the male and the female is under-
stood as androgyny. Literally, "an-
drogyny" is from the Greek for
man, "andros" and for woman,
gyne." Androgyny is men and
women existing side by side. In the
androgynous person, feminine and
masculine characteristics exist side
by side in the same individual.
Joyce Trebilcot argues in the Jour-

nal of Social Philosophy that men
and women should attempt to de-
velop personality traits and engage
in activities traditionally assigned
to the other sex; a single ideal for
all.' Androgynism, in so far as it
advocates shared roles, is now the
official public policy in a number of
countries. Since 1968 the official
policy of Sweden has been, "every
individual regardless of sex, shall
have the same practical opportuni-
ties, not only for education and
employment, but also for his or her
own financial support; as well as
shared responsibility for child rear-
ing and housework."5
An androgynous culture, an an-

drogynous profession, and an an-
drogynous college of dentistry, are
ones in which the uniquenesses of
the male and female are admired,
cultivated, encouraged, supported,
and affirmed. The resulting com-
plementary is a synergism, with the
whole being greater than the sum
of the two parts. Those of us with
successful marriages have no trou-
ble understanding this concept, for
we know that this institution is
predicated on such a radical equal-
ity. Dentistry and dental education,
in order to mature, need to become
androgynous.

Women in Dentistry

In 1981, 19% of our total student
dentist population of 22,000 were
women. Today 35% of the popula-
tion of 15,000 student dentists are
females. Nationally our current
first year class is 38% women, an
increase from 21% just ten years
ago. Today in our College of Den-
tistry at the University of Kentucky,
if we were to exchange five males
for five females, we would have
more women enrolled than men.
In 1982, 825 of our nation's den-

tal graduates were women. In 1991,
1,304 will be, an increase of almost
40% in less than ten years. This
year the University of Kentucky
College of Dentistry will graduate
more women in its class than men.
Although there is no complete data
base with which to confirm it, it
may be the first time such has
occurred in the history of dental
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education. Interestingly, only one
of our top ten graduates academi-
cally is a male, and all inductees
into Omicron Kappa Upsilon, the
national honor society of dentistry,
are women. What have we altered
in our College to accommodate to
these dramatic changes? The an-
swer is nothing.
In contrast to these statistics on

our student bodies, only 857 of all
5,000 full-time faculty, or 17% are
women. Only 15% (1,078) of all
part-time faculty (6,904 individu-
als) are women. Thus we have 35%
female students and 15% female
faculty.
These figures do not comport

with the ideal, a balancing of men
and women. While we are rapidly
moving to an ideal balance of male
and female students, ratios among
faculty are lagging far behind. Pos-
sibly we are only observing a de-
layed response that is due to
women gaining credentials to enter
academics, and possibly we will
catch up. I am not optimistic.
Teresa Dolan, in a recent issue of

the Chronicle of the American Asso-
ciation of Women Dentists, re-
ported on a survey conducted in
1989 of the membership of that
organization. The survey addressed
the most serious problems or im-
portant issues facing women den-
tists today. The most consistent
themes, "focused on the lack of role
models; female leadership in or-
ganized dentistry; and poor visi-
bility."'
The metaphor of the "glass ceil-

ing" has been widely utilized to
communicate the idea that while
advancement to upper administra-
tive echelons in organizations ap-
pears unobstructed to women there
are really invisible barriers. Eric
Solomon reported last year in the
Journal of Dental Education that 8
of 117 deans and 20 of 281 depart-
ment chairs in our colleges of den-
tistry were women. He said, "data
show that movement of female fac-
ulty into administrative positions is
quite slow."' The "glass ceiling" ap-
pears to exist in academic den-
tistry. Yet evidence suggests that
women excel over men in certain

leadership qualities. In the current
issue of National Forum, the jour-
nal of Phi Kappa Phi, Carolyn
Desjardins reports her research
regarding gender difference in
leadership.' She found that:
Women Excelled In:

• Presence
• Optimism
• Initiative
• Decisiveness
• Persuasiveness
• Interest in Developing People

Men Excelled In:

• Self Esteem
• Self Confidence
• Self Control
• Challenge
• Openness to Change

I want to be sure I am not misun-
derstood. I am not an altruistic
reformer, virtuously proclaiming
the merits of women's rights and
women's liberation. A reformer,
yes; altruistic and virtuous, no. I
believe gender roles are destructive
for men. We men have paid a high
price for the "control" and "power"
we have traditionally exercised
over women. I am a feminist be-
cause I believe that the feminist
movement's efforts to transform
women into autonomous, responsi-
ble decision makers is ultimately
beneficial for men; for me. Such
will make male liberation possible.
Rollo May states it directly in his
recent book, The Cry for Myth, "no
man can withhold liberation from
women without losing it himself."'
Men should insist that women
make the transition to become
"total persons." If women do not
become complete in their potential,
their feminine humanity, men can-
not become complete in their male
humanity. We men can become
"total persons" only if we are freed
from the constraints imposed on
both sexes by traditional gender
roles.
The lack of an appropriate num-

ber, 50%, of women on dental fac-
ulties today is a problem. Inade-
quate numbers of women in
leadership roles in our colleges is a
problem. Failure to acknowledge

the imperative of a balancing of
men and women - failure to ac-
knowledge the valuable role of
women in leadership; and failure to
affirm those ideals, are part of the
feminist mystique. I reject and en-
courage you to reject this mystique!
However, I believe that a signifi-

cant number of faculty members
and leaders in dental education
subscribe to the feminine mystique
and are not committed to an an-
drogynous culture in dental educa-
tion. I hope I am wrong, but my
observations lead me to conclude
that the feminine mystique is alive
and well in the clinics and class-
rooms of our colleges.

Taking Affirmative Action

Affirming an androgynous col-
lege leads to a commitment to level-
ing the playing field for women; to
an intense and passionate interest
and concern for recruiting, re-
taining, and advancing women in
dental education; and to taking af-
firmation action as an equal oppor-
tunity employer. We are members
of universities that are "equal op-
portunity employers." Federal law
supports and upholds the ideal of
sexual equality. However, there is a
gap between our rhetoric and our
reality, if we have the courage to
take an unvarnished look!
As I stated earlier, I believe in the

equality of the sexes. The formal
principle of equality, attributed to
Aristotle, is equals must be treated
as equals, while unequals must be
treated unequally in proportion to
their differences. But, what consti-
tutes equality or inequality in treat-
ment? The usual way of answering
this question is to say that the dif-
ferences between individuals must
be relevant to the issue in question.
Men and women are entitled to the
same treatment when there are no
differences between them relative
to the matter in question, in our
instance, being a dentist or a dental
educator.
The logical extension of Aristot-

• le's principle of equality is found in
John Rawls' influential book, A
Theory of Justice'. What is just
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today with regard to the sexes, con-
sidering the systematic inequalities
perpetrated against women for
generations, yes, even centuries?
Rawls explicated his concept of dis-
tributive justice by arguing that so-
cial and economic inequities are to
be arranged so that they are both
reasonably expected to be to every-
one's advantage and attached to
positions and offices open to all.
What does "justice as fairness," to
use Rawls' terms, require today in
order to create a level playing field
for women?
Kids have a keen sense of justice.

Remember as a child when you
would choose up sides for a game?
You naturally compensated for
age, size, and ability to be sure that
the game would be fair. . . and fun!
I remember the basketball teams
for which I was chosen always
had an extra player to compensate
for me.
Today we are attempting to ad-

dress "justice as fairness" in treat-
ing women by compensating for
the wrongs of the past. We call our
attempts affirmative action. As a
society we say we will take action
affirming the role and the value of
women (and minorities) by actively
searching for women, identifying
women, and giving preferential
treatment to women in hiring deci-
sions; all in an attempt to redress
the systemic, indigenous, and in-
sidious inequalities that have and
continue to exist in our culture and
its institutions.
I strongly believe that to resolve

the problem I have identified, inad-
equate numbers of women faculty
members and administrators to
balance our male-oriented ap-
proaches, and to serve as effective
role models for our female stu-
dents; that we must take aggressive
and affirmative action! While our
universities publicly proclaim their
allegiance to the concept, all too
often in academic dentistry I see
and hear the "good ole boys net-
work" beating its tribal tom-toms.
Not only because of our sheer num-
bers, but also because of our com-
munication networks, we men call

men to identify other men for posi-
tions which become available.
Not infrequently we men subtly

deceive ourselves into believing
that the male applicant is the more
qualified, for any number of rea-
sons, for the position that is avail-
able. It is not always true that op-
posties attract; in most instances in
"hiring, we gravitate to sameness.
This is not affirmative action. This
is not fairness. This is a continuing
manifestation of the feminine mys-
tique afflicting dental education.
To the extent we are unable to
destroy this mystique, replacing it
with a reasonable androgyny, to
that extent we will be unable to
create a culture that recruits, re-
tains, and advances women. Re-
cruiting, retaining, and advancing
women is the result of a culture
that values the unique and essential
role of women. Absent such a valu-
ing and commitment, all programs,
policies, and procedures will be
hollow.

Conclusion

What must be done? Generally
three things:

1. We must alter the assump-
tions and values of faculty,
primarily men; however, I
must acknowledge that I have
observed women faculty se-
duced by the feminine mys-
tique as well.

2. We must treat women prefer-
entially, out of a sense of fair
play, leveling the playing field;
a choosing up of sides so the
game will be fair.

3. We must select, appoint, elect,
or establish leaders in dental
education (men and women)
who, in their attitudes and by
their deeds, testify to their en-
thusiastic and unequivocal
support of women in dentistry
and dental education.

Such is not an easy task and
significant change is unlikely to
occur without a mild revolution.
Power is only reluctantly relin-
quished.

I would challenge men today
who are self-assured in their mas-
culinity and comfortable and confi-
dent in their performance, the truly
androgynous man; to join hands
with our female colleagues in refus-
ing, as did Rosa Parks, to "go to the
back of the bus" to catch a glimpse
of an academic community in den-
tistry where "justice overflows like
water." Only when women are ac-
knowledged, affirmed, and valued
for the contribution that they, and
only they can make in dentistry and
dental education, then, and only
then, will the feminine mystique be
destroyed and men and women be
able to join hands and hearts in
proclaiming the strength, beauty,
and potential of our chosen profes-
sion. A
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Women Dentists: From Here to the
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1990 represented a milestone
year for Alaskan women. Susan
Butcher won the Alaskan Iditarod,
(the 1100 mile dog-sled race) for
the fourth time. And another Alas-
kan pioneer, Dr. Geraldine Morrow
was elected President-elect of the
American Dental Association, 125
years after the first woman dentist,
Dr. Lucy Hobbs Taylor received her
dental degree.
For 110 years following Lucy

Hobbs Taylor's graduation from
dental school (in 1865), few women
followed her example.(1) However
since the late 1970's, the number of
women entering and graduating
dental school has increased signifi-
cantly.
In 1980, 19.8% (1170) of the first

year students were women.(2) By
1990, 38% (or 1522) women were
enrolled as first year dental stu-
dents.(3) (I might add, while the
percentage of women has doubled
over the past ten years, in terms of
real numbers, the increase repre-
sents only an additional 350
women predoctoral dental students
per year in 1990 over the 1980
numbers.)
The focus of this presentation

will be to provide a context for
interpreting the data presented in
the previous papers. In other
words, I'd like to take these dental
patches of information and weave
them into the quilt of the broader
society.
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So to briefly summarize:

1. The increase in the number of
women dentists from the
1980's to the present has been
substantial. I venture to say, it
will be sustainable into the
21st century(2,3).

2. Practice patterns between
men and women dentists are
showing some initial differ-
ences (4,5,6).

3. The number of minority
women dentists has in-
creased. Little is known about
minority women dentists but
we do know that women den-
tists are more culturally and
racially diverse than men.

4. Women dentists have in-
creased in number on dental
faculties since the 1980's but
primarily are clustered at the
low end of the faculty career
ladder (7)

5. Affirmative action may not be
taken seriously by academic
institutions.

Linda C. Niessen*

It is clear that dentistry isn't the
first profession to confront some of
these issues. I offer a broader per-
spective as we examine these issues
for several reasons. Dentistry, after
all, is a microcosm of society. The
influences and actions of society at
large are mirrored and reflected in
dentistry. As we examine the trends
and actions of various sectors of
the broader society, I believe we
can learn from these sectors. Busi-
ness and industry, in particular,
have been dealing with these issues
and have developed innovative pro-
grams and practical strategies
which may be applicable to den-
tistry. In other words, we don't
have to reinvent the wheel, or the
loom, as the case may be.
So back to points number 1 and

2 - the increase in the number of
women dentists and evidence that
practice patterns between men and
women may differ. In essence,
these are the quantity and quality
issues.
What are the implications of this

increasing number of women den-
tists? We have heard that women
now number 30% of dental stu-
dents. Is this a big number or a
small number? The answer is "rela-
tive to what." Relative to 1970,
clearly it is a large number. Rela-
tive to 2000, 2010 and 2020, who is
to say? In the absence of a national
consensus on a personnel policy for
dentistry, the number is merely a
descriptor of the profession. Do we
as a society have a collective vision
of what the ratio of women to men,
as dentists, should be or where the
number of women dentists should
stabilize? Might I mention the un-
speakable: are we prepared for den-
tistry to become completely fe-
male? And if that is the case, will
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the gender transformation of the
profession carry with it the con-
comitant devaluation, i.e., loss of
status, prestige and, most impor-
tantly, the loss of income that has
occurred in the past when men's
professions have become women's
work". Even today in countries
where the majority of dentists are
female, the positions carrying the
high status and prestige, those as
university faculty, are still held by
men.
The question of whether women

can become dentists is now a moot
point. The more relevant questions
become, will women practice den-
tistry in the same or different man-
ner than men? Will they be granted
the same rights, privileges and re-
sponsibilities the dental profession
offers to its male members? Essen-
tially, these are the quality aspects
of the equation.
Current evidence is suggesting

that women are practicing in differ-
ent manners from men. Women are
redefining the practice options to
accommodate their needs, most of-
ten, the biological need of integrat-
ing a professional career with
parenting responsibilities. In mak-
ing practice comparisons, I have
always been struck by the absence
of a "gender-neutral career stan-
dard". Practice comparisons are
usually made relative to men, with
the implication that the male ca-
reer pattern is the "gold standard".
Why?
The biological differences are

unavoidable. Women, at least for
the near future, will continue to
bear the children and usually as-
sume the primary responsibility for
their care. The goals women and
men set for their parenting needs,
will affect their career choices and
practice patterns.
Our colleagues in business are

discovering that since women will
be the majority of the entering
work force in the 21st century, they
must address family care issues, i.e.
caring for children and/or parents.
Corporations are establishing pro-
grams, such as flex time, job shar-
ing, and child and elder care cen-
ters to integrate family care with

professional needs- all efforts car-
ried out so as not to lose their
talented and productive female em-
ployees or executives, individuals
in whom they have already invested
considerable time in training and
experience.(8) The private practice
of dentistry may provide an ideal
laboratory for examining how
women can integrate family and
career. As the owner of one's prac-
tice, a woman can set the rules to
her needs. Unfortunately for
women dentists employed by oth-
ers, such as universities, hospitals,
or other dentists, creative opportu-
nities for simultaneous career and
family development may not be as
easily located.

Felice Schwartz in her contro-
versial article in the Harvard Busi-
ness Review, "Management Women
and the New Facts of Life" served
to open the discussion of integrat-
ing career and family.(9) This
model, which was nicknamed the
"Mommy Track" by the popular
press, while certainly not a pana-
cea, focussed the discussion on
women. However by opening the
discussion, it also creates the op-
portunity to discuss similar career
tracks for men, a "Daddy Track", so
to speak. The extent to which a
profession can accommodate life-
long career development, i.e. dental
school through practice through
retirement, with men and women's
needs for child and/or parent care,
will make that profession more ap-
pealing to both genders. A profes-
sion facing a recruiting crisis can-
not afford to neglect these issues
and miss the opportunity to iden-
tify the best and brightest.
Research on women physicians

has shown that they spend more
time talking to their patients. Are
women dentists seeing a similar or
different patient mix as the men?
Secondary analysis of the 1985
ADA Survey of Dental Practice
found that women dentists cared
for more low income patients than
men. (5)
Research from business is sug-

gesting that women and men have
different leadership styles. Women
have a more "participatory-interac-

tive" style while men have a "com-
mand and control" style.(10-11)
How will leadership styles affect
dental practice patterns?
And the most distressing differ-

ence is the income difference. If
you could hire one of two employ-
ees, and one would work for 61
cents and the other would work for
a $1.00, who would you hire?
Women being paid less money than
men puts men at a competitive
disadvantage. Clearly men have a
stake in women's equality of salary.
Are patient outcomes different?

How will the oral health of the
public change as a result of more
women entering the profession?
This is the outcome assessment
question in examining practice pat-
terns. These qualitative questions
have yet to be explored in the litera-
ture on practice patterns. Nor has a
data base been established to sys-
tematically collect this informa-
tion.
Dr. Shelia Price from the Univer-

sity of West Virginia conducted one
of the first surveys of minority
women dentists. Among other
things, Dr. Price's paper points out
that women dentists are more
culturally/racially diverse, as a
group, than men.

Cultural diversity is a bellwether
issue for business and industry as
well as higher education. As in the
case of family care issues, these are
issues of concern to business be-
cause they relate to industrial self-
interest and survival.
The cultural diversity of the U.S.

population in the 21st century will
have a major impact. To the extent
that any organization can welcome
and nurture the diversity, that or-
ganization will truly have a com-
petitive advantage in the future
American marketplace. Cultural di-
versity can add a wonderful depth
and richness to the fabric of den-
tistry should the profession choose
to recognize it, welcome it, nurture
it and learn from it.
The American Association of

Dental Schools (AADS) Special
Committee on Women and Minori-
ties has addressed this issue with
an ambitious agenda. The commit-
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tee's report is listed under Resolu-
tion 7 in the 1991 House of Dele-
gates book.(12) This agenda
includes establishing "the advance-
ment of women and minorities" as
an action priority of AADS. This
action priority includes recommen-
dations on information and data
collection, qualifications and skills
development of professional link-
ages through networks. This com-
mittee is to be commended for an
outstanding list of actions. As
stated at the AADS 1991 opening
session, one of the strategic direc-
tions for AADS is to enhance the
understanding of human diversity.
The Action Plan as set forth by this
committee weaves the thread of
cultural diversity into the fabric of
dental education.
Are dental schools meeting the

needs of female students? Using
certain outcome assessments, the
answer appears to be a yes. Women
do not appear to have higher attri-
tion rates in dental schools than
men. Women also appear to be
applying to postdoctoral training
programs in the same percentages
as their male counterparts. How-
ever as we have heard, they apply
differentially to postdoctoral pro-
grams. Fifty percent of the appli-
cants to pediatric dentistry spe-
cialty programs are now women,
while only 10% of the applicants to
oral and maxillofacial surgery are
women.(13) One can only ask what
occurs during dental school that
facilitates an interest in pediatric
dentistry but impedes the interest
in oral and maxillofacial surgery.
Certainly more research is needed
to answer this question.
Dr. Solomon discussed changes

in the dental school environ-
ment.(7) Where are the role models
that Dr. Enid Neidle in her 1986
AADS Presidential address identi-
fied as sorely needed?(14) The den-
tal school faculty has made some
improvements since 1986 but
women faculty continue to be clus-
tered at the lower ends of the aca-
demic spectrum. And if, in fact,
faculty does not take affirmative
action as seriously as some suggest,
how then will women have the op-

portunity to become role models
for the next generation? Who are
the men sufficiently courageous to
open the doors for the talented of
gender and color? Will women's
sheer numbers ensure that a cer-
tain percentage will break through
the academic "glass ceiling"(15) to
be promoted to full professorships
and/or to academic policy-making
positions as deans?(16) And when
that occurs, will women dentists be
"honored in authority" as are their
male counterparts?
Where do we go from here? The

issue of recruitment and retention
for dentistry will continue to be a
major issue in the next decade. We
must continue to recruit the best
and the brightest for dentistry. The
good news is that men and women
of all races are more welcome to
dentistry than ever before. The Se-
lect program is an excellent start
and should continue. But our vi-
sion must expand. The best and the
brightest may be working in other
fields. Job re-training and students
over age 40 may offer possibilities
that dentistry has only begun to
tap. Ken Dychtwald in his book,
"The Age Wave," discussed sequen-
tial careers(17). This concept will
result from the technology explo-
sion that may find an individual,
trained in the year 2000, obsolete in
2015. Sequential careers enable in-
dividuals to work in a field for
15-20 years and then retrain for
another 15-20 year career.

Organizationally, how can we en-
sure that women dentists and all
dentists reach their potential to
contribute to the dental profession.
As a start, every organization needs
a clear policy statement on affirma-
tive action - an organizational Civil
Rights act, so to speak: one resolu-
tion stating the organization's com-
mitment in all its activities to social
equity, gender and racial equality.

Additionally, there may be some
lessons to be learned from our col-
leagues in medicine. In 1984, the
American Medical Association ini-
tiated the "Women in Medicine"
project. The purpose of this project
was to address issues of special
concern to women medical stu-

dents and physicians and to facili-
tate their participation as members
and leaders in organized medicine.
By 1989, this project developed into
the Department of Women in Med-
icine as part of the American Medi-
cal Association. Key activities of
the department include an AMA
Women in Medicine Advisory
Panel which serves in an advisory
capacity to the AMA Board of
Trustees. The Department spon-
sors a data bank to recruit candi-
dates for leadership positions in
organized medicine, government
and academia. The Department
serves as an information clearing-
house on women physicians and
provides comparison data on the
numbers and practice characteris-
tics of women medical students
and physicians. It has gathered
information on maternity leave
policies for women in residency
programs, examined child care fa-
cilities available through hospitals
and developed guidelines for pre-
venting, identifying and addressing
sexual harassment cases in medical
school, residency training or prac-
tice.
Given the limited data available

on women's practice patterns, a
data base needs to be developed.
The ADA Division of Economic and
Behavioral Research must con-
tinue to oversample women and
minority dentists in order to obtain
a more representative sample for
the ADA's Survey of Dental Prac-
tice. It will be important to monitor
the cohort changes in practice pat-
terns in the future.
Our colleagues in higher educa-

tion also have models to offer. The
Association of American Colleges
(AAC) has initiated a "Project on
the Status and Education of Wom-
en". AAC has published several
monographs on the "chilly climate"
for women in higher educa-
tion.(18,19) In a similar vein, the
American Council on Education's
(ACE) Office of Women initiated
the National Identification Pro-
gram in 1977. The purpose of this
program was the advancement of
women in higher education admin-
istration. Their operating premise
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is that because relatively few
women are located in policy-mak-
ing levels of administration, higher
education experiences a loss of in-
tellectual talent, potential leader-
ship and female role models. The
program identifies potential
women leaders via state coordina-
tors and develops programs and
strategies to promote their ad-
vancement. This program has con-
tributed to the successful advance-
ment of women into positions of
leadership in higher education.

Like ADA, AADS has nothing
comparable to the programs of the
AAC and the ACE. However both
these programs offer the potential
linkage to dental education and
serve as a model for action which
can be taken by the dental organi-
zations. In fact, the AADS Special
Committee on Women and Minori-
ties also recognized this opportu-
nity and recommended, "that
AADS explore the American Coun-
cil on Education's National Identi-
fication Program and Women in
Medicine Program to develop ap-
propriate models for AADS."( 12)

Recommendations for the Future

Women dentists are here to stay.
The ability to capitalize on their
assets depends on the profession's
ability to expend the necessary re-
sources to develop women's careers
as the profession has done in the
past for men. The recommenda-
tions below provide a framework
for addressing gender issues in
dentistry, a loom, so to speak, on
which the fabric of women can be
included in the tapestry of den-
tistry.

1. Recruitment of women and
minorities must continue if
dentistry is to share in the best
and the brightest students the
country has to offer.

2. A data base on dentists, over-
sampled to include sufficient
numbers of women dentists,
should be developed and
maintained to identify the
contributions women are
making to the profession.

3. Professional dental organiza-
tions must adopt "organiza-
tional civil rights" acts to en-
sure that participation in
these professional activities is
encouraged and welcomed by
all members of the profession.

4. Dental academia must take its
women faculty, women stu-
dents and women staff seri-
ously and ensure that its affir-
mative action programs are
more substance than form.

5. Professional dental organiza-
tions must link to other pro-
fessional organizations such
as the AMA or AAC, who have
considerable knowledge and
experience in addressing gen-
der-related issues.

Dentistry truly is evolving as
more women define their roles as
women and as dentists. The evolu-
tion is occurring gradually. The op-
portunities for linkage and learning
with other professions are clearly
available to dentistry but not with-
out our energy, enthusiasm or com-
mitment. To borrow a line from
Goethe, by way of the American
Fund for Dental Health, "Whatever
you can do, or dream you can do,
begin it. Boldness has genius,
power and magic in it." The dream
of a just and equitable profession
has magic for me. Won't profes-
sionals and patients alike benefit
when we all leave a "tell-show-do"
profession to enter an "ask-listen-
share" one? A
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Earle F. Cote was recently in-
stalled President-Elect of the Amer-
ican Association of Orthodontists.
Dr. Cote is in the practice of Orth-
odontics in Greenwich, CT, and has
served as the President of the Col-
lege of Diplomates of the American
Board of Orthodontics.

Earle F. Cote

William R. Cinotti has been
elected President of the New Jersey
State Board of Dentistry. Dr. Cino-
tti is currently the Associate Dean
for Interdisciplinary and Extramu-
ral Programs at the New Jersey
Dental School of the University of
Medicine and Dentistry of New Jer-
sey.

William R. Cinotti

R. Bruce Donoff was recently
appointed Dean of the Harvard
School of Dental Medicine. Prior to
this appointment Dr. Donoff served
as the Chairman of the Department
of Oral and Maxillofacial Surgery
of the Harvard School of Dental
Medicine.

W. Robert Biddington was re-
cently appointed Vice President for
Health Sciences at West Virginia
University. Dr. Biddington has
served as Dean of the West Virginia
University School of Dentistry
since 1968 and also as Interim Pro-
vost and Vice President of Aca-
demic Affairs at the University
from 19792-80.
Dr. Biddington is a Past Presi-

dent of the American Association of
Dental Schools and of the Ameri-
can College of Dentists. He is pres-
ently the President of the American
College of Dentists Foundation.

W. Robert Biddington

F. Gene Dixon was recently hon-
ored by the University of the Pacific
School of Dentistry with the pre-
sentation of its Alumni Associa-
tion's Medallion of Distinction
Award. Dr. Dixon served as the first
Chief Executive Officer of Califor-
nia Dental Service (now the Delta
Dental Plan of California) and is a
recipient of the Distinguished Ser-
vice Award from the American
Dental Association. He was recog-
nized for his significant contribu-
tions to the school, the profession
and community.

NEWS
OF

FELLOWS
Philip J. Boyne was the recipient

of the H. W. Archer Award pre-
sented by the American College of
Oral and Maxillofacial Surgeons.
Dr. Boyne, Professor of Oral and
Maxillofacial Surgery at Loma
Linda University Medical Center,
was recognized for a lifetime of
achievement and contributions to
the profession and to his specialty.

Philip J. Boyne

Richard N. Buchanan was ap-
pointed Dean of the New Jersey
Dental School of the University of
Medicine and Dentistry of New Jer-
sey. Dr. Buchanan had previously
spent 16 years at the University of
Texas Dental School at San Anto-
nio where he was the Associate
Dean for Academic Affairs for five
years.

R. Bruce Donoff
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James E. Duke of Texarkana,
Arkansas, recently retired from the
U.S. Army Reserve and other active
duty branches (Air Force) after
over 40 years of service. At the time
of his retirement he was awarded
the Army Legion of Merit for out-
standing service.

James E. Duke

George Feldman of Lawrence,
New York was the recipient of the
Alumni Award of Merit presented
by the School of Dental Medicine
University of Pennsylvania. Dr.
Feldman was recognized for his
valuable services and devotion to
the advancement of the dental pro-
fession, the School of Dental Medi-
cine and the Dental Alumni So-
ciety.

George Feldman

Thomas R. Flinn was recently
honored by the University of the
Pacific School of Dentistry with the
presentation of its Medallion of
Distinction Award. Dr. Flinn, who
has served as the Vice President of
the American Dental Association
and of the California State Parole
Board, was recognized for signifi-
cant contributions to the school,
the profession and the community.

Lewis A. Kay of Haddonfield,
New Jersey was elected Secretary/
Treasurer of the American Acad-
emy of Pediatric Dentistry. Dr. Kay
is a Past Editor of the New Jersey
Dental Association and a Past Pres-
ident of the American Academy of
Dentistry for the Handicapped.

Lewis A. Kay

Michael D. Rennert has been
elected a Trustee of the American
Association of Orthodontists. Dr.
Rennert practices Orthodontics in
Montreal and is an Associate Pro-
fessor on the Dental Faculty of
McGill University where he previ-
ously served as Chairman of the
Orthodontic Department for six-
teen years.

Michael D. Rennert

Thomas R. Flinn

James A. Harrell, Sr., Former
ACD President, is serving as a
member of the American Dental
Association Council on Annual Ses-
sions and International Relations.
He is also continuing as the Chair-
man of the ACD Steering Commit-
tee for the Campaign for the 90's. In
addition, he has recently accepted
the Chairmanship of a Committee
to raise funds for a new clinical
building for the University of North
Carolina School of Dentistry.

James A. Harrell, Sr.

Barbara J. Steinberg has been
appointed as a consumer advisor
for the American Dental Associa-
tion. Dr. Steinberg is Professor and
Assistant Director of Dental Medi-
cine at the Medical College of Penn-
sylvania and has been selected as
one of twelve ADA spokespersons
responsible for discussing dental
health care issues with the media.

Barbara J. Steinberg
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Thomas R. Tempel, Major Gen-
eral, US Army Dental Corps, was
appointed Assistant Surgeon Gen-
eral (Dental) and Chief, Army Den-
tal Corps. General Temple received
the Distinguished Service Medal
for his work as Deputy Com-
mander, 7th Medical Command,
US Forces, Germany.

Thomas R. Tempel

Prem S. Sharma was recently
recognized by the Wisconsin Chap-
ter of the Pierre Fauchard Academy
with a presentation of its Dis-
tinguished Service Award. Dr.
Sharma was honored for his many
years of outstanding and dedicated
service to the dental profession, to
dental education and to his com-
munity. Dr. Sharma is the Associ-
ate Dean for Academic Affairs at
Marquette University School of
Dentistry and ACD Regent for Re-
gency 5.

Eugene J. Truono, President of
the American Dental Association,
was honored by the Albert Einstein
Medical Center's Maxwell S. Fogel
Department of Dental Medicine at
the Department's Annual Dinner
and Graduation.

Photographed from the left are: Alan J.
Borislow, Chairman, Department of Dental
Medicine, Eugene J. Truono, Stephen J.
Korn, Chairman, Board of Directors, Al-
bert Einstein Healthcare Foundation; John
Lathrop, President, Pennsylvania Dental
Association and Jules Einghorn, Immedi-
ate Past President, Philadelphia County
Dental Society.

Donald G. Woodside was the re-
cipient of the Albert H. Ketcham
Award presented by the American
Board of Orthodontists for distin-
guished accomplishments in the
specialty. Dr. Woodside has served
as the Head, Department of Orth-
odontics, University of Toronto
since 1962 and received an honor-
ary doctorate from the Karolinska
Institute in Stockholm, Sweden in
1989.

Donald G. Woodside

Arnold S. Weisgold received the
University of Pennsylvania's Pro-
vost Award, a University-wide
award recognizing the distin-
guished teaching of one health pro-
fessional each year. Dr. Weisgold is
Director of Postdoctoral Periodon-
tal Prosthesis at the University of
Pennsylvania School of Dental
Medicine.

Arnold S. Weisgold

Photographed at the Pierre Fauchard Academy's luncheon in Milwaukee are

from the left: Prem S. Sharma, the recipient of the Distinguished Service Award,
James A. Englander, Chairman of the Wisconsin Chapter of the Pierre Fauchard
Academy, Foster Bens, National President of the Pierre Fauchard Academy and
Robert E. Doerr President of the American College of Dentists.
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SECTION ACTIVITIES
Alabama

The Alabama Section consists of 39 active Fellows
and 15 Life Members. It conducts several activities to
help promote the goals of the College. During 1990 the
Section contributed $1000 towards the sponsorship
of a two day workshop in dental ethics at the Univer-
sity of Alabama School of Dentistry, Birmingham.
The workshop, conducted by Muriel J. Bebeau of the
University of Minnesota School of Dentistry, resulted
in a curriculum on professionalism and ethics that
was implemented at the School of Dentistry shortly

Carolinas
The Carolinas Section held its North Carolina meet-

ing in North Myrtle Beach and its South Carolina
meeting in Charleston.

Hudson-Mohawk
The Hudson-Mohawk Section at its Spring meeting

recognized one of its Fellows, Nathan Feltman, from
Albany with the presentation of an award for Out-

after the workshop. As a part of this curriculum
fifteen Fellows of the Alabama Section meet with
small groups of dental students to discuss ethical
problems encountered in private practice.
The Section also presents an award to a student for

an outstanding table clinic at the Annual Alabama
Dental Alumni Weekend where it also sponsors a free
continuing education course for dentists. In addition
the Section presents a plaque and a cash award to an
outstanding graduating dental student of the Univer-
sity of Alabama School of Dentistry.

't Dudley C. Chandler, Jr. Chairman of the Carolinas Section
I presented the Student Leadership Award to Kathleen

Boyd.

4—
E. Thomas Kays, Vice Chairman of the Carolinas Section,
presented the Student Leadership Award to Philip Prickett.

standing Service to the Section. The meeting was
attended by ACD Executive Director Gordon H. Rov-
elstad and Regent Edward C. McNulty of Regency I.

Photographed at the Hudson-Mohawk Section's meeting are standing from the left: Robert C. Westcott, John P. Essepian, John W.

Ehrcke, Michael E. Fleming, Donald F. Wallace, ACD Regent Edward C. McNulty, Gerald A. Ripp, John F. Rowland, Jr., Edward F.

Whalen, Robert H. Hill, II, Samuel J. Coppola, John R. Moon, Nathan Feltman and Michael Breault. Seated from the left are: William B.

Smith, Jr., Vice Chairman Arnold A. Ruxin, Chairman Ernest F. Reimann and ACD Executive Director Gordon H. Rovelstad.
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Florida
The Florida Section held its annual meeting in

conjunction with the Florida National Dental Associa-
tion Congress in Orlando. Section Chairman Robert
W. Williams presided and the meeting was attended
by over one hundred Fellows and guests including
ACD Past President Robert W. Elliot, Jr., ACD Trea-
surer Chris C. Scures, ADA President-Elect Geraldine
T. Morrow, ADA First District Trustee Jack S. Opin-
sky, Fifth District Trustee Heber S. Simmons, Jr.,
Pierre Fauchard Academy International President
Foster W. Bens and American Academy of Pediatric
Dentistry President Jerome B. Miller.
An award was presented to a graduating senior

dental student for displaying outstanding ethics and
professionalism and nine Fellows of the Section re-
ceived ACD pins commemorating 25 years of continu-
ous Fellowship. Fellow Louis J. Atkins spoke on
"Ethics and Professionalism—It's Relevance to To-
day's Society."

Photographed from the left are Florida Section's Chairman
Robert W. Williams, Speaker Louis J. Atkins and Florida
Section's Vice Chairman Jose E. Medina.

Oregon Section
The Oregon Section conducted three meetings dur-

ing 1990-91 and at its first meeting elected the follow-
ing officers: Chairman Charles A. Gutweniger, Chair-
man Elect Richard M. Bates and Secretary Evelyn M.
Strange.

Photographed at a recent meeting of the Oregon Section
are: Fellows Vernon Manny, Walter Johnson, James Tinkle
and Charles Gutweniger.

Photographed at the Florida Section's Meeting are from the
left: ADA President-Elect Geraldine T. Morrow, ACD Past
President Robert W. Elliott, Jr. and ACD Treasurer Chris C.
Scures.

Section Chairman Robert W. Williams presented an award
to Donald W. Legler, Dean, University of Florida College of
Dentistry for his role in inculcating ethics and professional-
ism into the curriculum of the College of Dentistry.
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Wisconsin Commemorates First Annual Meeting of the College
The Wisconsin Section commemorated the 70th

Anniversary of the first annual meeting and convoca-
tion of the American College of Dentists which was
held in the Pfister Hotel in Milwaukee on Saturday,
August 13, 1921. ACD President Robert E. Doerr and
Mrs. Mary Doerr were present and a large number of
Fellows and guests attended a business meeting and a
gala banquet in the same ballroom where 70 years
earlier founders of the College had gathered to confer
Fellowship upon a small group of dentists invited to
join the College.
The Wisconsin Section welcomed eight new Fel-

lows who were inducted into the College in Boston
and announced the names of ten who will receive
Fellowships in Seattle. ACD President Doerr gave a
presentation on the current activities of the College
and the Wisconsin Section made a contribution to the
Campaign for the 90's.
The business meeting was followed by an ACD/ICD

banquet at which time ICD President Neal Newton
and ICD Regent Charles Ziegler, both Fellows of the
ACD, congratulated the Wisconsin Section on its 70th
Anniversary celebration. Some of the other special
guests in attendance were ACD Regent Juliann S.
Bluitt, Regency 4, and ACD Fellow Foster Bens who is
the International President of the Pierre Fauchard
Academy.
The Wisconsin Section presented Dr. Doerr with a

collection of letters written by ACD officers in 1920
and 1921 to finalize the arrangements for the first
annual meeting of the College in Milwaukee. The

letters were exhibited in a very attractively designed
display case and will be kept in the Executive Office of
the College in the future.

President Doerr installed the following Wisconsin
Section Officers for 1990-91: Chairman Russell T.
Kittleson, Vice Chairman Elise Sampson, Secretary
Donald F. Pricco, Editor George E. Rooney, Jr., and
Immediate Past President Claude I. Sime.

AMERICAN
COLLEGE

- OF -
DENTISTS

Photographed at the Wisconsin Section's meeting are from
the left: Section Chairman Claude Sime, Chester I. Persch-
bacher, Thomas R. Abbott (both Life Fellows) and ACD
President Robert E. Doerr.

Photographed at the Wisconsin Section's meeting are from the left: Section Chairman Claude Sime, ACD Regent for Regency 4 Juliann

Bluitt, Elise Sampson, Russell Kittleson, ACD President Robert E. Doerr, Donald Pricco, ACD Regency 5 Regent Prem Sharma, George

Rooney, Harry Blumenfeld and Foster Bens, International President of the Pierre Fauchard Academy.
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122 S. MICHIGAN AVENUE

CHICAGO

July 26, 1921

Dr. H. L. Banzhaf
1207 Wells Bldg.
Milwaukee, Wisconsin

Dear Dr. Banzhaf:

DR. ARTHUR D. SLACK, CHICAGO. ILL.

AA AAA URER

DR. C. EDMUND KELLS. HER, ORLEANS. LA.

The annual meeting of the American

College of Dentists will be held at the Hotel

Pfister, Milwaukee, on Saturday August 13 at ten

A.M.

The report of the Board of Directors

on the objects of the College, the qualifications

for membership, and the presentation of a list

of newly elected members will constitute the
principal business of the session. Officers will

be elected.

A dinner has been arranged for all of
the Fellows at 6:30 P.M. at the Hotel Pfister.
On this occasion Dr. C. N. Johnson will deliver
an address on "Educational Ideals in Accordance
with the Aspirations of the American College of
Dentists." The President will confer Fellowships
on the newly elected members.

We are very anxious to have a full
attendance.

Very sincerely yours

ADB:MSC Secretary.

Among the ACD letters from 1921, that were presented to the Executive Office bv the Wisconsin Section, was this one written July 26,
1921 by Arthur D. Black, Secretary of the College, to Henry L. Banzhaf, the Dean of Marquette University School of Dentistry in
Milwaukee.
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Mississippi
The Mississippi Section conducted its Annual Meet-

ing recently in Jackson with Section Chairman Mark
W. Blackburn presiding. The Section presented an
outstanding student award for academic excellence to
a student from the University of Mississippi School of
Dentistry and, in addition, presented an outstanding
faculty award to Dr. Willie Hill.

Photographed at the Mississippi Sections meeting are, from
the left, Section Officers Chairman Mark W. Blackburn, Vice
Chairman Harry D. Halliwell, Jr. and Secretary/Treasurer
Robert T. Ragan.

Metropolitan Washington
The Metropolitan Washington Section honored

ACD Fellow and Congressman Ronald C. Packard at
the Section's meeting in Washington, D.C.

Congressman Ronald C. Packard, who is a Fellow of the
American College of Dentists, photographed with Aida A.
Chohayeb Vice Chairman of the Metropolitan Washington
Section.

Montana
The Montana Section held its Annual Meeting

recently in Missoula and welcomed seven new Fel-
lows. ACD Regency 8 Regent Charles V. Farrell of
Billingham, Washington was in attendance at the
meeting.

Photographed are Montana Section Officers from the left:
Frank V. Searl, Vice Chairman; David L. Movius, Chairman;
Regency 8 Regent Charles V. Farrell and Stephen R. Dailey,
Secretary/Treasurer.

mv.
IIHI

Upper Midwest
The Upper Midwest Section held its spring meeting

in Minneapolis which was attended by a large number
of Fellows and guests. Chairman Donald S. Benson
presided and the Fellows heard from ADA President
Eugene J. Truono and ACD President Robert E.
Doerr.
The Midwest Section initiated a "Free Dental Coop-

erative Educational Program" in 1989 in three col-
leges and this year implemented the program at a
fourth institution. Fellow George Humphrey was

given recognition as the originator of this innovative
program where Fellows of the Section provide a
liaison between predental students at various educa-
tional institutions and the University of Minnesota
School of Dentistry. The following officers were in-
stalled for the 1990-91 year: Chairman Kenneth J.
Buechele, Vice Chairman Douglas A. Nelson,
Secretary/Treasurer Odin M. Langsjoen, Second Vice
Chairman James R. Jensen and Third Vice Chairman
Donald W. Johnson.
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