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BJECTIVES
of the AMERICAN

COLLEGE of DENTISTS

The American College of Dentists in
order to promote the highest ideals in
health care, advance the standards
and efficiency of dentistry, develop
good human relations and understand-
ing, and extend the benefits of dental
health to the greatest number, de-
clares and adopts the following prin-
ciples and ideals as ways and means for
the attainment of these goals.

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

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

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

(d) To encourage, stimulate and
promote research;

(e) To improve the public under-
standing and appreciation of oral
health service and its importance to
the optimum health of the patient;
(f) To encourage the free exchange

of ideas and experiences in the in-
terest of better service to the patient;
(g) To cooperate with other groups

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

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

further these objectives, and to recog-
nize meritorious achievements and
the potentials for contributions to
dental science, art, education, liter-
ature, human relations or other areas
which contribute to human welfare—
by confer ring Fellowship in the
College on those persons properly
selected for such honor.
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FROM THE EDITOR'S DESK 3

Dentistry in the 90's

Dentistry in the 90's may see sig-
nificant changes, with dental edu-
cation leading the way. The back-
ground that helped to cause these
changes is briefly reviewed.

Over the past thirty years, den-
tistry has experienced rapidly
changing factors, first initiated
during the 1960's, when predictions
of greatly increased need for dental
care were made by leaders in educa-
tion and public health. They called
for dental schools to produce many
more dentists each year to meet this
antipated need. The response to this
call was a tremendous expansion in
dental education, including many
new dental schools in the 1970's,
that was intended to provide the
additional dentists supposedly re-
quired to meet this need.

However, the public obviously
did not perceive the increased need
for care and did not generate any
noticeable increase in demand for
dental services, in spite of the greater
availability of dentists.
When the expected demand did

not materialize, it was finally real-
ized that an oversupply of dentists
had been unnecessarily created for
the 1980's and beyond. School
counselors advised potential dental
students to look elsewhere for a
career because dentistry was now
overcrowded and lacked opportu-
nity. Government suddenly aban-
doned its financial support for the

Keith P. Blair

schools as unnecessary, literally
pulling the rug out from under the
program of expansion which had
been demanded of the dental
schools only a decade before. Appli-
cants to dental schools dropped
annually from a high of 14,000 in
1978 to approximately only 4200 at
present, the lowest number since
before World War II.

In this erratic and quickly chang-
ing environment, dental education
was thrown into chaos. Five private
schools were closed and more clos-
ings are planned. Faculties were
severely reduced or dismantled
completely, leaving career educa-

FROM
 THE 
EDITOR'S 

DESK

tors without a career. Many dental
schools frantically scrambled to find
operating funds, and were left to
fend for themselves by university
administrators who seemed uncon-
cerned with the problems of the
dental schools and who apparently
felt no responsibility to society to
educate and train dentists. With
steadily increasing education costs,
dental students acquired an ever-
growing debt burden.

In this tumultuous atmosphere,
it became apparent to educators
that the field of dental education
needed assistance and direction.
The Pew Foundation provided funds
to launch a study for strategic plan-
ning in dentistry which involved 21
dental schools. The Pew Report
produced new thinking and a na-
tional consensus on what was
needed to be done. Furthermore,
its findings have become the major
motivating factors for proposed re-
forms in the dental school curricu-
lum. Columbia University has al-
ready introduced substantial cur-
riculum changes.
Among the Pew Findings: (1)

Changing oral disease patterns have
determined that less curriculum
time needs to be devoted to dealing
with caries, which has nearly disap-
peared in about one-half of the U. S.
population. Instead, more effort is
needed, through preventive com-
munity programs to reach the re-
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Editorial continued
maining society groups that still
have caries. Significantly, oral
health is currently recognized as a
key indicator in identifying socio-
economic status: the lower the sta-
tus the greater the oral health prob-
lems. Dentistry should work more
closely with academic public health,
and vice-versa.

(2)IThe number of older Ameri-
cans is steadily increasing and they
are more interested in receiving
dental care than previous genera-
tions of elderly. Dental students
need to learn more about geriatrics,
physical assessment, medical his-
tories and psychosocial factors of
the elderly.
(3) Practice patterns are chang-

ing. The majority of practicing den-
tists will gradually shift away from
solo practice and are more likely to
join together into group practice
associations.

With our clear hindsight in the
1990's, it is now obvious that the
great expansion of dental education
in the 1970's was not needed and
that an oversupply of dentists was
unnecessarily created that affected
all areas of dental education and
dental practice. Unfortunately, the
pendulum has now swung to the
other extreme of too few dental
graduates and, if this trend contin-
ues, we are now in great danger of
soon developing a shortage of den-
tists.
The subject of "Dentistry in the

90's" is thoroughly presented in a
Symposium in this issue of the
JOURNAL.

Keith P. Blair

FORUM
LETTER TO THE EDITOR

Dear Sir,

It has been brought to my atten-
tion that the leading article/edito-
rial in Volume 58 No. 3 of the Jour-
nal of the American College of
Dentists entitled, "Reciprocity and
Licensure by Credentials — Euro-
pean Style," contains a number of
inaccuracies. Jam therefore writing
to clarify the position.
The General Dental Council has

been designated by Parliament as
the competent authority in the
United Kingdom for the purposes
of the European Community Den-
tal Directives. These concern firstly
the mutual recognition of diplomas,
certificates and other evidence of
the formal qualifications of practi-
tioners of dentistry, including mea-
sures to facilitate the effective exer-
cise of the right of establishment
and freedom to provide services (78/
686/EEC) and secondly the coordi-
nation of provisions laid down by
law, regulation or administrative
action in respect of the activities of
dental practitioners (78/687/EEC).
This Directive sets out minimum
training requirements in relation to
basic qualifications in dentistry and
also to specialist qualifications in
Oral Surgery and Orthodontics.
There is a further Directive setting
up an Advisory Committee on the
Training of Dental Practitioners (78/
688/EEC). The task of the Commit-
tee is "to help to ensure a compara-
bly demanding standard in the
training of dental practitioners in
the Community". The Dental Di-
rectives were approved by the
Council of the European Commu-
nity in 1978 and implemented by

legislative action in Member States
from 1980.

Against this background I should
like to comment on a number of
specific statements in your article:
(1) You refer to an article in the

Summer 1991 issue of the Journal
of the American College of Dentists
which stated that "dentists who are
graduates of an accepted EEC
school of dentistry, who are citizens
of an EEC country and who are
registered dental practitioners in
the country where they graduated,
are therefore licensed to practise in
any of the EEC countries." The
position is in fact that any dentist
who is a national of an EEC Mem-
ber State and who holds an appro-
priate European diploma is entitled
to be registered in any Member
State. There is no requirement that
the dentist be registered in the
country of graduation but it is nec-
essary to obtain registration in each
country in which a dentist intends
to practise. It is permissable to be
registered in more than one coun-
try at a time. Under Article 9 of
Directive 78/686/EEC a host Mem-
ber State which requires of its own
nationals proof of good character
or good repute prior to registration
as a dentist may require a dentist
from another Member State to
provide equivalent evidence of good
standing from the competent den-
tal authorities of the Member State
in which the applicant was last es-
tablished.

(2) It is stated that "in Europe,
there are no dental associations and
no accrediting bodies similar to the
US system." This statement is Mac-

VOLUME 59 NUMBER 2
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curate. In the United Kingdom the
General Dental Council is a non-
governmental statutory body which
validates dental qualifications. Only
primary dental qualifications ap-
proved by the General Dental
Council are recognised for admis-
sion to the Dentists Register in
pursuit of its function "to promote
high standards of dental education
at all its stages". The Council ap-
points Visitors to inspect courses
of undergraduate dental instruc-
tion in the United Kingdom and
at those non-EEC institutions over-
seas whose qualifications are
recognised for entry in the UK
Dentists Register and to attend ex-
aminations and to report subse-
quently to the Council on the suf-
ficiency of the standards attained.
The Dental Council of Ireland has a
comparable role in relation to dental
education in the Republic of Ireland
and there are a variety of validation
procedures elsewhere in the Com-
munity.

(3) It is also stated that "the den-
tal school that grants the dental
degree also has the authority to
grant the license to practise in twelve
countries". This is not the case as
registration (licensure) is the func-
tion of competent authorities which
are in every Member State separate
from the institutions which award
dental degrees and diplomas. As
indicated above, the Dental Direc-
tives also provide for minimum
training requirements in the spe-
cialties of Oral Surgery and Orth-
odontics and in each country which
operates a system of specialist reg-
istration there is an appropriate
training and validation system.

(4) The article also states that "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 stan-
dards of education." The European
Community Advisory Committee
on the Training of Dental Practitio-
ners provides a framework within
which representatives of the prac-
tising profession, the dental schools
and the competent authorities in
each Member State combine to
ensure comparably demanding
standards of dental training
throughout the Community. As part
of this task of harmonisation, or
convergence, the Advisory Commit-
tee is in the process of setting up a
system of self-assessment for den-
tal schools within the Community
which will include both question-
naires and Visitations by teachers
drawn from other Member States.
A pilot project has already taken
place and it is clear that the combi-
nation of questionnaires and on-
site visits provides a stimulus to
constructive self-appraisal and fa-
cilitates raising of standards
throughout the Community.

I hope that you will be able to
present this information in your
Journal to set the record straight.

Yours faithfully,

Norman Davies, MBE, JP, BA
Registrar

General Dental Council
37 Wimpole Street
London, W1M 8DQ

The letter to the editor by Mr.
Norman Davies, Registrar of the
British General Dental Council, in
response to the editorial "Reci-
procity and Licensure By Creden-
tials-European Style" in the Fall
1991 issue of the Journal correctly
points out certain operational
details regarding credentialing of
dentists in the EEC countries
which were not emphasized in

the editorial. His letter is appreci-
ated.
The editorial did not attempt to

focus upon those operational de-
tails in order to bring to the atten-
tion of readers the significant dif-
ference between the US and EEC
dental schools in regard to the
credentialing of dentists. In both
the EEC countries and in the US,
dental schools must be accredited.
The difference, however, is that a
student graduating from an EEC
school is not required to take and
pass an additional licensing ex-
amination. For example, as was
described in the original article on
this subject "Dental Licensure in
the European Community: Impli-
cations for the U.S." which appeared
in the Summer 1991 issue of the
Journal, dental schools in the United
Kingdom have the power to "hold
examinations in dentistry and grant
licenses certifying the fitness of the
holder to practice dentistry; and the
holders' names shall be entered on a
list of licentiates in dentistry."
(emphasis added) [Dentists Act,
General Dental Council, London,
1988]. Thus, for all practical pur-
poses, EEC dental schools both
graduate and credential dentists.
This is quite a difference from US in
which a separate examination is
required.
The main purpose of the editorial

was contained in the sentence,
"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." That
remains the salient point. Thus the
conclusion of the editorial was that,
"Any changes in this country should
be considered only with the com-
prehensive involvement of health
care organizations so that the health
interests of the public are best served
and protected."

Editor

SUMMER 1992



6 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS

Richard C. Oliver Appointed
Associate Editor for JOURNAL

Richard C. Oliver

Richard C. Oliver, DDS, MS has been appointed to the
JOURNAL Staff as Associate Editor for Dental Practice,
succeeding Dr. William W. Howard.

Dr. Oliver is currently at the University of Minnesota
School of Dentistry where he is a Professor in
Periodontology, a Professor in Health Ecology and a
Professor at the U. of Minnesota School of Public Health
Center for Health Services Research. He was the Dean
of the U. of Minnesota School of Dentistry for ten years.
(1977-1986).
He is widely known throughout the dental profession

as a researcher, administrator, clinician, author and
editor. He is the author of many publications, primarily
in his field of Periodontology and is highly acclaimed as
a program speaker, as is evidenced by his many invited
presentations.
He is a 1953 graduate of the University of Minnesota

School of Dentistry and, before he became the U. of

Minnesota Dean, he served as Dean of the University
of Southern California School of Dentistry. In 1982, he
was President of the American Association of Dental
Schools.

Dr. Oliver has also been very active in dentistry
beyond his academic duties, serving the profession in
many different capacities. He has served the American
Dental Association on committees and as a consultant.
He chaired the Visiting Committee for the ADA Com-
mission on Dental Accreditation and chaired the impor-
tant ADA Special Committee on the Future of Dentistry.
He continues to be involved with the American Fund for
Dental Health.
On the JOURNAL Staff, Dr. Oliver will be responsible

for reviewing manuscripts in the field of dental practice
which are submitted by authors and are to be consid-
ered for publication in the JOURNAL of the American
College of Dentists.
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APPROPRIATENESS OF CARE
Appropriateness of Restorative Treatment Recommendations:
A Case for Practice-Based Outcomes Research

Daniel A. Shugars *
James D. Bader **

Dentistry has begun to grapple
with a group of issues that will
influence the profession substan-
tially over the next few decades.
The issues, referred to collectively
as "appropriateness of care," will
challenge the profession to demon-
strate that many of its most funda-
mental assumptions are, in fact,
correct (Figure 1). Concerns over
appropriateness of care are lead-
ing to questioning the evidence
for such widely held truths as the
superiority of crowns,' the wis-
dom of removing asymptomatic
third molars,' and the need for
routine prophylaxis for most pa-
tients.3 As an initial response to
concerns about appropriateness
of care, the dental profession ii-

* Daniel A. Shugars, DDS, PhD., MPH
Associate Professor

"* James D. Bader, DDS, MPH
Research Associate Professor
University of North Carolina
School of Dentistry

Received January 27, 1992
Accepted April 16, 1992

tiated a program to develop prac-
tice parameters.4 However, the pa-
rameters initiative was terminated,
in part, because their development
required more information about
outcomes of treatment than was
currently available.'
To help focus discussion of these

issues, this paper will 1) briefly trace
the development of appropriateness
of care issues in medicine, 2) present
data from a current project to illus-
trate that the same issues challenge
dentistry, and 3) discuss methods
to produce the information needed
to ensure that dentistry does have
the information to confront these
challenges and provide appropriate
care.

Appropriateness of Care Issues
in Medicine

In the decades following World
War II, researchers and those
within the medical profession be-
gan to investigate the issue of ap-
propriateness of care by exploring
the concept of quality of medical
care. While there were many differ-
ent organizing schemes for under-
standing quality of care, the most
widely accepted view conceptual-
ized quality of care in terms of three
aspects: structure, process, and out-

come.6 Early research into quality
of care focused primarily on the
structural and procedural aspects
of medical care.

Beginning in the late 1960s, other
researchers examined the proce-
dural aspects of care to learn more
about treatment appropriateness.

Concerns over appropri-
ateness of care are leading
to questioning the evidence
for such widely held truths
as the superiority of
crowns,' the wisdom of re-
moving asymptomatic
third molars,' and the need
for routine prophylaxis for
most patients.'

They found that there was con-
siderable variation in the utiliza-
tion rates of surgical procedures
within small but similar geographic
areas.7-'° While this variation was
thought to be due to many factors,
much of the variation was attrib-
uted to the "practice style"11,12 of the
provider and was shown to result in
both under and over utilization.' 3-15
The growing awareness of the

cost implications of this variationu"
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sparked interest in the development
of practice guidelines."-19 The ra-
tionale for this interest was that if
effective treatments were known,
then only those so categorized
would be reimbursed, thus reduc-
ing the amount of ineffective care
and its accompanying costs.202'
However, as researchers and those
within the profession began to de-
velop practice guidelines, they
found that they had to rely on data
from a limited number of efficacy
studies. There were almost no stud-
ies of effectiveness. Thus, many
guidelines are products of the opin-
ions generated from panels of ex-
perts. Equally as problematic, ef-
forts to develop guidelines revealed
that little was known about patients'

Efforts to develop guide-
lines revealed that little was
known about patients' per-
ceptions of the outcomes
of medical treatments.22

perceptions of the outcomes of
medical treatments.22

This paucity of information com-
bined with ever-increasing federal
health care expenditures prompted
Congress to look to outcomes re-
search as a means of establishing
the effectiveness of medical treat-
ment and as a sound source for the
development of practice guidelines.
In 1989, Congress established the
Agency for Health Care Policy and
Research to support studies de-
signed to reduce variation in treat-
ment selection, increase appropri-
ateness and assess effectiveness of
medical care, and develop practice
guidelines.18.21 While many policy-
makers are looking to these initia-
tives to help reduce unnecessary
medical expenditures, others are
less sanguine about the cost con-

taining prospects of these efforts.22
Nevertheless, many clinicians, re-
searchers, and policymakers agree
that these efforts have the potential
of greatly enhancing the appropri-
ate utilization of medical ser-
vices.20

Variation in Dental Treatment

Only a few studies have explored
variation in dental treatment, ei-
ther at the level of the practice or
the patient. Although a crude means
of examining variation in treatment,

Figure 1.

Explanation of terms

Appropriateness
Appropriateness comprises considerations of the accuracy of risk
assessment and diagnosis, and treatment outcomes such as the
relative effectiveness and cost-effectiveness of alternative treatment
strategies, together with the short and longer-term physiological and
psychological results of those strategies.

Effectiveness
Effectiveness examines the likely benefit of a treatment when provided
under ordinary conditions by the average practitioner for the typical
patient.'"

Efficacy
Efficacy refers to the "probability of benefit to individuals in a defined
population from a medical technology applied for a given medical
problem under ideal conditions of use."`"

Outcomes Research
Outcomes research examines the clinical, functional, and psychologi-
cal results of a therapeutic intervention as well as the patient's percep-
tions of the outcome of treatment and its effect on quality of life.2'

Standards, Guidelines, Parameters
Standards are the most specific directives on the selection of a
treatment for the management of a clinical condition. Guidelines are a
less directive means of assisting in the selection, from among alterna-
tives, of a treatment that will increase the likelihood that effective and
appropriate care will be delivered. Parameters of care, the least rigid
form of treatment directives, are more general strategies designed to
assist practitioners in clinical decision-making.41

Variation in Use
Variation in use "most commonly refers to different observed levels of
per capita consumption of a service" when "all the usual explanations
for use, such as demographic, social, economic, and health status
factors have been controlled, leaving no obvious explanation for
differences except for those related to practice style of the individual
provider."'"
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TABLE 1

Distribution of Tooth Specific Treatment Decisions Made by 15 Dentists for Patient A

Tooth

Treatment
Decision

No Tx Treat
New

Caries

Principal Reason for
Decision to Treat

Recurrent Faulty
Caries Restoration Other

Type of Restoration
Treatment Planned

Resin or
Amalgam Crown

2 8 7 0 0 6 1 7 0
3 1 14 0 2 6 6 8 6
7 12 2 2 0 0 0 2 0
9 14 1 0 0 0 1 1 0
10 14 1 1 0 0 0 1 0
11 6 9 1 5 0 3 9 0
12 6 9 8 0 0 1 9 0
14 10 5 0 0 0 5 0 5
15 6 9 1 3 3 2 9 0
18 5 10 2 2 6 0 10 0
19 3 12 4 2 5 1 9 3
30 14 1 0 1 0 0 0 1
31 0 15 0 1 14 0 15 0

studies have shown substantial
variation in practice-level service
rates among practices treating
relatively similar patient popula-
tions.23-26 The one U.S. study that
examined variations in dentists'
treatment recommendations for the
same patient found that recommen-
dations varied considerably among
examining dentists, but the varia-
tion was expressed only in terms of
total costs of recommended treat-
ment.27 Information describing the
reasons for these cost differences
was not reported.

As a part of a project to define
restorative treatment needs, groups
of full-time privately practicing gen-
eral practitioners from a four-
county area in North Carolina ex-
amined and planned treatment for
groups of patients recruited from
the dental school patient poo1.28
Dentists indicated any planned re-
storative treatment for each tooth,
together with the primary, (and sec-

ondary and tertiary, if appropriate)
reasons for that treatment. Record-
ers present at each dentist-patient
interaction prompted dentists for
treatment details (type of restora-
tion, surfaces) as well as reasons.
Dentists were requested to proceed
as they would in their own offices,
although radiographs and periodon-
tal charting data were provided for
them. Dentists were encouraged to
approach the patients as private
patients in their offices, and to pur-
sue financial issues as well as pa-
tients' preferences in their usual
manner. Patients were asked to re-
spond as if this was an "actual visit"
for them, with all of the attendant
financial and treatment acceptance
issues. Patients were selected to
present a variety of single-tooth re-
storative decisions, with the em-
phasis placed on the presence of
existing amalgam and composite
restorations. Patients with multiple
missing teeth, and those with peri-

odontal complications were not se-
lected.

The results of the examinations
for two patients serve to indicate
the extent of variation in treatment
decisions that exists among den-
tists. One patient was examined by
15 dentists and the other by 16
dentists. Twelve of the dentists were
the same for the two patients. The
first patient was a 42 year-old white
female who had no dental insur-
ance and who reported a history of
dental visits only when necessary.
In this patient, 13 of 28 teeth re-
ceived a recommendation for treat-
ment by one or more of 15 dentists
(Table 1). The range in number of
dentists recommending treatment
for these teeth was from 1 to 15. A
total of 95 recommendations were
made, with the number per dentist
ranging from 4 to 11. Of the 13 teeth
receiving treatment recommenda-
tions, 6 received recommendations
by a minority of examining dentists

SUMMER 1992
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(7 or fewer). The range in cost for
the 15 dentists' treatment plans was
from $180 to $1340, when calcu-
lated using standardized fees for
each type of restoration. The sec-
ond patient was a 33 year-old white

The lack of understanding
or consensus about the
relative effectiveness of
dental treatments is likely
to account for variation in
treatment recommenda-
tions

male with no dental insurance who
reported a history of regular visits.
In this patient 13 of 32 teeth re-
ceived at least one recommenda-
tion for treatment, with a range
from 1 dentist to all 16 (Table 2). A

total of 70 recommendations were
made, with the number per dentist
ranging from 2 to 11. Ten of the 13
teeth received treatment recom-
mendations from a minority of den-
tists. Costs of planned treatment
ranged from $420 to $2400.

Need for Collecting Outcomes
Data

A model of dentists' restorative
treatment decision process, based
in part on the existing literature
and in part on new information
gained from a current research
project, suggests that there are three
distinct points in the decision pro-
cess at which variation can occur.29
These steps are the detection and
diagnosis of a clinical condition,
the decision to intervene given the
detection and diagnosis, and the
selection from among alternative
interventions. It is evident from the

TABLE 2

literature and Tables 1 and 2 that
variation in treatment decisions is
introduced by differences in assess-
ments of existing restorations,30-32
and differences in caries diagno-
sis,33'34 In addition to differences in
dentists' diagnostic determinations,
the lack of understanding or con-
sensus about the relative effective-
ness of dental treatments is likely to
account for variation in treatment
recommendations found in these
patients as well.

Presumably, if the relative effec-
tiveness of alternative treatments
was well understood, variation in
treatment recommendations would
be reduced. The determination of
treatment effectiveness, however,
requires considerable information
about the treatment and its out-
comes. For instance, in dentistry,
the efficacy, or benefit of treatment
performed under ideal circum-
stances, of many tooth-colored and

Distribution of Tooth Specific Treatment Decisions Made by 16 Dentists for Patient B

Tooth

Treatment
Decision

No Tx Treat
New

Caries

Principal Reason for
Decision to Treat

Recurrent Faulty
Caries Restoration

2 0 16 1 5 6
3 9 7 0 0 5
5 14 2 0 1 1
8 14 2 1 0 0
12 14 2 0 0 2
13 14 2 0 0 2
14 11 5 0 1 2
15 8 8 1 0 3
19 14 2 0 1 1
20 15 1 0 0 1
29 9 7 0 3 0
30 11 5 0 0 4
31 5 11 0 0 2

Other

Type of Restoration
Treatment Planned

Resin or
Amalgam Crown

4 7 9
2 4 3
0 2 0
1 2 0
0 2 0
0 2 0
2 1 4
4 4 4
0 1 1
0 1 0
4 3 4
1 4 1
9 2 9
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amalgam restoratives has been well-
documented.35-36 With the excep-
tion of dental sealants, 37 however,
the effectiveness, or average benefit
of a procedure, when used by the
average provider in the average
community, of most common den-
tal therapies has not been estab-

Organized dentistry could
provide the leadership to
form networks of private
dental practices to collect
information on treatment
effectiveness in a scientifi-
cally valid and reliable
manner.

lished. Similarly, only initial in-
roads have been made into mea-
suring the effects of dental treat-
ment on the quality of life" or mea-
suring patients' satisfaction with
their care.39,4°

Traditionally, randomized clini-
cal trials have been used to estab-
lish treatment efficacy.4' These tri-
als, conducted in highly controlled
settings, are expensive, present ethi-
cal constraints, and oftentimes do
not reflect the outcomes obtained
when used in a typical practice set-
ting. An alternative approach used
in medicine to assess treatment ef-
fectiveness is the longitudinal ob-
servational study. Such studies ex-
amine the outcome of treatments
delivered by average providers pro-
viding care in average clinical situ-
ations. Data from these studies are
used to determine the effectiveness
of treatments which, in turn, when
used in practice, can reduce the
inconsistency in treatment selec-
tions made by doctors in everyday
practice.42
To provide a better understand-

ing of the course of disease or the
effectiveness of a particular treat-

ment conducted in real world prac-
tices, several medical specialties
have used practice-based research
networks (PBRN) to collect data for
these types of studies.43-47 Practice-
based research networks have be-
come "prominent as research labo-
ratories that make possible the study
of a variety of health and health
care phenomena as they present in
the general population."43 PBRNs
are characterized as a network of
practitioners who define research
questions and "capture health and
health care events in relatively
unselected patient populations".43
Although networks are challenging
to create and maintain, they have
the potential to provide direct
knowledge of treatment effective-
ness and the natural course of health
problems.43

As the dental profession is in-
creasingly encouraged to examine
appropriateness of care issues, it is
essential for the profession to col-
lect practice-based data on treat-
ment outcomes. After all, this is
where the vast majority of dental
care is delivered. Organized den-
tistry could provide the leadership
to form networks of private dental
practices to collect information on
treatment effectiveness in a scien-
tifically valid and reliable manner.
A group of practicing dentists,
through a study club or dental soci-
ety, could explore an issue that has
particular clinical relevance to them.
Working with researchers familiar
with these types of projects, the
group could design an unintrusive,
practical means of collecting the
necessary information and assist in
the interpretation of the findings.
By way of example, most general
dentists do not know with any de-
gree of certainty what the different
probabilities of success of direct
pulp cap therapy might be in treat-
ing younger versus older patients;
in treating teeth with mechanical

exposures versus carious exposures;
and in treating posterior versus an-
terior teeth. To answer these ques-
tions, participating dentists could
collect information about the pa-
tient and the clinical condition. The
status of the tooth could be evalu-
ated at subsequent recall visits. Ag-
gregated over several practices,
there would be an adequate sample
from which to draw practical con-
clusions. Such an activity would
allow dentists to systematically
evaluate a particular procedure or
condition of interest and provide
results that would be directly repre-
sentative of and applicable to the
daily practice of dentistry in the
"field."

In summary, the profession has
limited knowledge of the likelihood
that certain commonly used treat-
ments will yield specified outcomes.
With this lack of consensus on treat-
ment outcomes, neither the dentist
nor the patient is able to make an
informed decision regarding the se-
lection of the preferred treatment
from among several alternatives.
Issues of cost and appropriateness

The profession has limited
knowledge of the likeli-
hood that certain com-
monly used treatments will
yield specified outcomes.

of dental care combined with ef-
forts to develop dental practice pa-
rameters will demand an enhanced
understanding of the effectiveness
of common dental treatments. In
the future, seven-fold ranges in treat-
ment costs will be hard to defend to
payors and patients, and consensus
on treatment recommendations to
reduce this variation will be elusive
until we have a better understand-
ing of treatment effectiveness.
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DENTISTRY FOR THE 90'S:
Dental Education Policy: Changing Factors*
Allan J. Formicola **

The U.S. enjoys a high level of
dental health. This high standard has
been achieved by a dental profession
oriented toward preventive services.
The profession, composed mainly of
general dentists supported by a full
range of specialists, has excellent
schools of dentistry with high aca-
demic standards throughout the na-
tion. Yet, just below the surface there
is a set of major issues which dental
schools must confront in the 1990s.
The understanding and assistance of
the community outside the profes-
sion is required to solve these issues.
Unless attention is paid to these is-
sues in the 1990's many of the ad-
vances made so far in the 20th Cen-
tury could become reversed.

The 1980s were extremely difficult
for dental education. Schools across
the nation were coping with a confus-
ing and rapidly changing environ-
ment for dentistry. A perceived over-
supply of dentists, alterations in dis-
ease patterns, rapid advances in tech-
nology and science coupled with an
excellent job market in competitive
fields hit dentistry hard, at the same
time. Applicants to dental schools
dropped from an all time high of
14,000 in 1978 to only 6,200 by 1985.
First year enrollments across the

** Allan J. Formicola, D.D.S.
Dean, Columbia University,
School of Dental and Oral
Surgery

* Excerpts in part from "Dentistry and the

Health Care System Issues and Challenges."
Raymond P. White, Jr. and Allan J. Formicola

in Perspectives on the Health Professions, Pew

Health Professions Programs, Duke Univer-
sity, Durham, N.C. and Formicola, A.J.
"Strengthening the Education of the General
Dentist for the 21st Century". J.D. Education
54:109-114, 1990.

Presented at a symposium September 27,1990
at the State University of New York at Al-
bany.

country reflected the abrupt disinter-
est in the profession by the college age
population, plummeting from 6,301
in 1978 to 4,843 by 1985. This con-
traction by one-third in the first-year
classes across the country occurred
over a relatively short period of time.
The contraction was created by what
can best be described as a cloudy
picture or an attitude that there was a
decline in the future of the profes-
sion. It placed all schools in jeopardy
as they tried to cope with rapid con-
traction in a system which was ex-
panded only in the 1970s. By the
second half of the 1980s this so-called
decline attitude about the profession
precipitated the closing of five private

Unless attention is paid to
these issues in the 1990's
many of the advances made
so far in the 20th Century
could become reversed.

dental schools, four of which were
longstanding schools of excellence.
One was a relatively new school, Oral
Roberts, that never took hold. Talk of
other schools closing in both the pub-
lic and private sector ran rampant
throughout the profession and con-
tinues to do so today, although some-
what abated. As the 1980s passed
their halfway mark what was already
a fragile national system of dental
education appeared to be sliding into
total collapse.

In the early 1980s, one found few
allies who wanted to assist the dental
schools. The Federal Government
adopted a market economy attitude
toward dental education and reversed
the 1970s policy of recognizing the
dental schools as a national resource.
Those in the practicing profession
believed there were too many den-
tists as they were feeling the ill effects

of the economic recession of the early
1980s. In some instances, practitio-
ners looked on the schools as a reser-
voir of future competitors and placed
pressures on schools' public and pri-
vate boards to close them. Poor analy-
ses of the good news, the drop in
caries rate in U.S. children, were trans-
lated by an over-exuberant research
community and sensationalizing
press into the demise of the dentist.
By the mid-1980s, however, the

seeds of reason for a new agenda for
dental education were being planted
by the Pew Foundation. The leader-
ship in that Foundation recognized
that this rapidly changing environ-
ment was creating chaos for dental
education. They reasoned that unless
some clarity was brought, the cloudy
image of the profession would ulti-
mately result in the public suffering.
In 1985, the Foundation launched an
$8.7 million National Dental Educa-
tion Program. It has resulted in the
glimmers of a turnaround, or if you
will, the bubbling up of the major
issues confronting dentistry to a level
with which national groups can re-
spond in the 1990s. The Pew Na-
tional Program for Dental Education
was unique as it recognized that the
best way to take stock of the collaps-
ing system was through introspec-
tion, planning and reforms at the
individual school level rather than
through sweeping national solutions.
The Pew initiative recognized that
the confusing environment for den-
tal education did not lend itself in the
1980s to a grandiose solution. How-
ever, the results of the Pew Project
are leading us to a national consen-
sus on what needs to be done to
maintain a vital and viable system of
dental education. It is separating fact
from fancy and bringing logical solu-
tions to complex problems.

Twenty-one schools were funded
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A SYMPOSIUM

by the Pew Foundation to undertake
planning and six schools were subse-
quently funded to implement their
plans. As the Dean of one of the six
schools funded in both phases, I would
like to share with you the results of
Columbia's thinking on the changing
environment, and then I'll draw some
conclusions and national recommen-
dations for dental education for the
1990s.
When the Pew Project came along

in the mid-1980s, Columbia already
had a faculty committee functioning,
attempting to understand the prom-
ising alterations in disease patterns
and clanging demographics and
translating these changes into cur-
riculum reform. The Pew Process
helped us assess those factors in
greater depth. The first phase of the
project — the planning phase, lasted
two years and involved a wide group
of faculty and others both inside and
outside the school. Working with com-
missioned white papers on various
subjects, and internal assessments of
the school itself, the school was able
to develop a strategic plan to respond
to the changing environment which
we are implementing now in Phase II.

Phase I - 1985-87

During the planning phase we as-
sessed the external environment
around us putting into perspective a
myriad of changing scientific, soci-
etal and professional trends. Three
factors, however, emerged which led
us to making significant curriculum
reforms. They are:

(1) The changing oral disease pat-
terns

(2) The growing number of elderly
as a proportion of the U.S. popu-
lation
Alterations in practice patterns(3)

We have reformed the content of

The results of the Pew
Project are leading us to a
national consensus on
what needs to be done

the curriculum as a result of these
three factors.

(1) The Changing Oral Disease
Patterns

As recently as 1971, screening for
tooth caries or decay was felt to be a
waste of resources since every child
had tooth decay. The dental curricu-
lum and much of dental practice for
the general practitioner were based
on this fact. The majority of the 3,700
clinical hours in the dental curricu-
lum were devoted to dealing with
caries, and the teaching of the consid-
erable skills necessary to treat caries
and its sequelae have preoccupied
dental educators over the past four
decades. But by 1979, national sur-
veys showed that 36% of children
ages 5-17 were free of caries, and by
1986 this had risen to 50% of the
children. In the early 1980s these data
were immediately translated by the
media and some within the profes-
sion into the notion that (a) we didn't
need to be producing dentists any-
more, and (b) there was no future for
the profession. However, when we
began to separate fact from fancy,
we, of course, realized that it would
be at least 2015 before this healthier
cohort of children became the adult
population in the United States and
that there was still a major propor-
tion of children, another 50%, who
were experiencing caries. We also
realized that we hadn't eliminated
caries as a disease but only reduced it
by preventive measures which needed
to be maintained or the drop in caries
could easily be reversed. We con-

eluded then that we still needed to
teach restorative dentistry and, par-
enthetically, we still required den-
tists; however, the curriculum for
general dentists could now be broad-
ened because practices could begin
in the future to place emphasis on
other areas of neglect such as peri-
odontal disease and other oral condi-
tions.
The curriculum needed to be

broadened in content then!
Coursework in new subjects, such as
risk assessment, needed to be added,
and so too was there a need to devote
research energy in the schools to de-
velop a better basis for risk assess-
ment. The curriculum needed to en-
courage some students to gain in-
depth knowledge in dealing with the
social problem of how to spread the
preventive benefit of reduced caries
to all segments of the population, not
only the socio-economic groups in
which the reduction in caries was
being recorded.

(2) The Growing Number of
Elderly as a Proportion of the
Population

The second changing factor we
found of major significance for cur-
riculum reform was the demographic
shift to the older American. By now
the country accepts the fact that the
number of elderly as a proportion of
society is steadily increasing. We were,
as a nation, just awakening to this
fact in the early 1980's. During the
Planning Phase, our conclusion was
that there were two significant impli-
cations of this fact for the dental
curriculum and the profession. First,
while at present 45% of individuals
over 65 years of age are edentulous,
those maintaining their teeth well
into their sixties, such as the baby
boomers, come into their 6th decade
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and beyond. Because of better oral
health care, and a desire to keep their
teeth, dentists will be treating many
more older individuals in the late
1990s and beyond who will want a
functioning natural dentition main-
tained throughout life. That means
dentists will need to treat the older
age group with more complex restor-
ative care. Dentures are fairly simple
treatment and require non-invasive
procedures but longer appointments
and invasive treatment will be re-
quired to maintain the elderly's natu-
ral dentition in the future. Dentists
will, therefore, be required to have a

Changing caries rate,
changing demographics
and changing practice pat-
terns became the major
motivating factors for re-
forms in our curriculum.

greatcr capability to understand the
complex medical histories of older
Americans in order to carry the eld-
erly safely and comfortably through
these more complex treatment plans
which is the second implication for
the dental curriculum on the aging of
society. They will need also to better
understand the psychosocial factors
involved with aging.

Translated into curricular terms, it
means the school needed to place
greater emphasis on patient physical
assessment to handle the medical
problems of the older American and,
at the same time, students would need
a broadened curriculum to deal with
the psychosocial complexities of the
older American. Laws were also push-
ing in the direction of a deeper medi-
cal knowledge for the dentist in order
for them to use inhalation and paren-
teral pain sedation techniques. Infec-
tious diseases and surgical advances
in specialty areas such as in
periodontics and oral and maxillofa-
cial surgery also were calling for a
stronger undergraduate training in
medicine.
(3) Changing Practice Patterns

The third changing factor we found

of significance was the changing pat-
terns in practice. While currently solo
private practices predominate, high
overhead costs and the increasing
percentage of third-party insurers are
leading to dentists banding together
into practice associations. Over 32
billion dollars were expended for den-
tal care in 1987 (6.5% of total health
care costs) and approximately 39% of
the nation's dental care bill was paid
by third-party insurers, up signifi-
cantly from the 1970s (about 20%).
The increasingly complex system of
financing dental care from the ear-
lier, relatively simple self-pay system,
changing ratios of general practitio-
ners to specialists, and the addition of
newer technology into practices, such
as implants and esthetic restorations,
will result in a more complex practice
environment for practitioners. The
need to better understand and find
solutions to access and equity issues
in the delivery of care requires schools
to broaden students' education into
areas such as the social sciences from
the narrower specified core curricu-
lum in dental subjects and basic sci-
ences. Students need a broader edu-
cation to cope with this growing more
complex environment. The profes-
sion requires graduates to have a more
profound understanding of health ser-
vices delivery issues. The curriculum
needs to change, too, in order to en-
courage some students to devote
themselves to further graduate stud-
ies and research in this emerging field.

While there were many other col-
lateral issues we studied, and con-
tinue to do so, these three important
factors—changing caries rate, chang-
ing demographics and changing prac-
tice patterns became the major moti-
vating factors for reforms in our cur-
riculum. To us, these three factors
translated into a need to strengthen
the education for general dentistry.

Phase II- 1988-1992

Columbia has adopted reforms to
our curriculum to deal with these
three major factors. The school was
one of only six schools to be funded
by the Pew Foundation to implement

its changes based on its Phase I Plan-
ning. To implement change, we built
on an already strong basic science
education, on close ties with the sis-
ter schools of medicine and public
health and by working closely with
the affiliated hospitals. As a result,
our curriculum now has three new
concepts to it. They are:

(a) The addition of a Medical Core
in years two and three

(b) An Area of Concentration Pro-
gram

(c) A major new Postdoctoral Fel-
lowship year in General Den-
tistry

Medical Core

The Medical Core provides stu-
dents the coursework in pathophysi-
ology which is the basis for better
physical assessment of their patients.
The students now have a greater in-
depth ability to perform medical risk
assessment for the growing complex-
ity of their patient pool and to work
closer with their medical colleagues
in managing patients with special
risks.
The Area of Concentration pro-

gram begins at the end of the second
year and offers the students an op-
portunity to broaden out their edu-
cation. It breaks the lock step cur-
riculum in which all students take
the same exact coursework. Twenty-
two separate courses organized
around four concentration areas
provide students with the opportu-
nity to broaden their education in
such areas as public health educa-
tion. This significant elective op-
portunity makes dental school more
interesting for the students and rec-
ognizes that the ever more complex
world requires practitioners to
broaden themselves beyond their
narrow field of expertise.
The Postdoctoral Fellowship Pro-

gram in General Dentistry faces the
reality that the majority of students
wish to take an additional year of
training before entering the complex
practice world or specialty training.
Our program is unique in that stu-
dents can translate their undergradu-
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ate Area of Concentration into a for-
mal degree at the postdoctoral level,
or it can mean an opportunity for an
individual student to gain some more
knowledge in collateral areas while
assimilating clinical skills.

In order to make these changes,
much had to happen because the
curriculum was already over-
crowded. We had to radically alter
the 2nd and 3rd years of the curricu-
lum. We placed students in a group
practice environment to learn to work
as teams and to provide more effi-
cient education using simulation and
computer technology. We
reprioritized the goals of each year
and reprogrammed course hours. We
needed to add flexibility while we
decompressed the overcrowded cur-
riculum.

Summary and Recommenda-
tions for the 1990s

Now, what is unique in all of this
is that Columbia made changes based
on the world around us, trying to
align better educational goals to our
assessment of what the public needs
in the 1990s and beyond into the
early years of the 21st Century. That,
I believe, is the strongest lesson, that
educational goals need to be aligned
to what will serve the public best, not
just to serve the egos of individual
course directors, all vying for their
special interests in the curriculum.
We need to encourage integration of
curriculum goals to overriding
broader concerns, instead of con-
tinuing fragmentation to the nar-
rower interests. The other lesson com-
ing out of the Columbia Plan is that
major change is possible in the cur-
riculum, but it has to be put into
place with overall reforms, using
newer teaching methodology and by
decompressing the overburdened
curriculum. The curriculum is not
immovable as some insist. If there is
a will to change it, it will yield.

The changes we have made are
probably mid-course ones to carry us
to approximately the year 2000. Now
a national consensus needs to occur
in the 1990s to better align future

educational goals with societal, sci-
entific and technological advances,
maybe along the lines we have imple-
mented. To arrive at such a national
consensus, I believe the following
four major actions are needed in the
1990s:
(1) A Major national study needs

to address the type of dental educa-
tion needed for the years 2015 and
beyond. This study needs to take into
account manpower issues, the ratio
of specialists to general practitioners,
the cost of education, and the lack of
healthy competition which will re-
sult from the demise of the private
sector in dental education. The im-

The curriculum is not im-
movable as some insist. If
there is a will to change it,
it will yield.

portant role schools play in providing
patient care services to such special
patient populations as the handi-
capped and those with limited access
to care, such as the poor, needs to be
clearly recognized and articulated.
The considerable financial burden of
the schools' clinics needs to be ana-
lyzed and support found for them to
continue along with a recognition of
their public service role.
(2) Venture funds need to be found

for educational innovation in the
1990's. These funds need to encour-
age schools to engage in curricular
experiments.
(3) Health services research in den-

tistry needs to be encouraged and
funded.
(4) Continuing education beyond

the DDS degree needs to be recog-
nized by licensure agencies. All stu-
dents should have a postdoctoral year
before initial licensure and existing
practitioners need higher quality con-
tinuing education to keep them
abreast of rapid changes.

Finally, I would like to observe
that the recommendation made re-
cently by the Association of Academic
Health Centers (AAHC) urging a halt
to the closing of dental schools be
honored by all until we can gain a

national grasp on the issues. The
market economy mentality of the
1980s must give way to more rea-
soned thought in the 1990s. Given
the already precarious nature of the
schools as a result of the changing
environment and the rapid contrac-
tion of the 1980s, coupled with the
current economic trends in the na-
tion, it will take the strong assistance
of all within government and in the
private sector to honor this call by the
AAHC.
The urgent need to honor this re-

quest is best reflected by taking a look
at the 7th Report to the President and
Congress on the Status of Health
Personnel. Three projections had to
be made on dental manpower be-
cause of the uncertainty.
The Basic Projection on Enter-

ing Students shows a further drop
from 4,196 students to 3,196 by 1998.
The Low Projection on Entering

Students shows a drop to 2,096 by
1998 and the
High Projection on Entering

Students projects that the student
pool will remain constant at the 1988
level of 4,196. The high projection
already appears wrong as the first
year class in 1989 was 3,900 making
the low or basic projections more
accurate. Only in 1939 did we edu-
cate fewer dentists.

Finally, as the new decade begins,
the Institute of Medicine has agreed
to assist dentistry in doing an inde-
pendent national study of the rapidly
changing environment, so my num-
ber one recommendation appears to
be about to become a reality.
One down and three to go is not

bad for just the beginning of the de-
cade. The hard part will be gaining a
consensus on not closing any more
schools and gaining assistance to
make that a reality. It's a waste of a
national resource. A

Reprint requests to:
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SUMMER 1992



18 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS

Dentistry for the 90's: A Symposium

The Future of Prevention
in Dental Schools

John P. Brown *

Favorable changes in the natural
history of oral diseases are resulting
in soul searching about the future
of dental education. Maintenance
of oral health is a reality, yet den-
tistry continues to have a narrow
focus on the effects of diseases on
teeth. The context for a discussion
regarding the impact of prevention
on dental education includes the
changes in burden of oral and den-
tal disease in the population and the
response of dental schools. Other
considerations include broader
changes in society affecting demand
and access to dental care, as well as
the ability of the individual and so-
ciety to pay. (1, 2, 3, 4)

Dental caries, although still the
major dental disease, has declined
in the past two decades!s• 6' 7) This
progress is attributed largely to the
beneficial preventive effects of wa-
ter fluoridation and use of fluorides
in other forms. However there re-
main economically and education-
ally disadvantaged groups who have
disproportionately high dental car-
ies prevalence.o. 9 10' 12)

There has been a decade long

* John P. Brown, BDSc, MS, PhD
Professor and Chairman
Department of Community
Dentistry

University of Texas Health
Science Center

Presented at a symposium September 27,
1990 at the State University of New York
at Albany.

decline in funded research on den-
tal caries, as periodontal research
gained a reviewed focus. Periodon-
tal disease is not affecting seriously
as many adults as compared to a
decade ago, (". 12) but the population
is aging and more teeth will be re-
tained over a longer lifetime. Thus,
the opportunity for diseases to oc-
cur and prevention, treatment, and
retreatment to be needed is increas-
ing. 03, 14, 15, 16) Dental caries and peri-
odontal disease continue to seriously
affect quality of life and remain
costly to treat for many!'7, 18)

In the broader social con-
text from the 1950's to the
late 1980's the United
States has shifted from pro-
duction to consumption,
from focus on the future to
the immediate, from self
sacrifice to greed, from
public interest to self inter-
est, from quality to quan-
tity and from long term
goals to short term.

Dentistry embraced the preven-
tive concept starting in the late
1960's, although the longstanding
restorative orientation to dental
caries was not replaced. Today
U.S. dentists tend to be less busy,
some dental schools have closed,
and class size is substantially re-
duced. At the same time the number
of minority and female students has
increased. (19) Dental students range

from the most capable who are in-
volved often in enrichment experi-
ences in community based treat-
ment and preventive programs, and
in basic and applied research, to
those more detached students, all of
whom are often assumed to be less
proficient. Health professional stu-
dents have an ever growing debt
burden, which is a major influence
on enrichment activities due to the
need to earn income. It is also a
major factor in early career choice
when debt must be repaid.
The reasons why students leave

dental school, in a country where
debt pressure is not a major factor,
is enlightening!") Most such Nor-
wegian students established success-
ful careers in a wide variety of other
professions, showing they were aca-
demically capable. Basically, they
reported boredom with dental
school. This indicates the necessity
for a problem solving approach to
dental education rather than tradi-
tional rote learning!'" Todays re-
duced class sizes make such change
somewhat more feasible. The back-
to-basics movement in high school
and college has not increased basic
skills in health professional stu-
dents, and placed less emphasis on
higher order skills. There is an
unstated fear that the less capable
students may not cope with prob-
lem solving. Perhaps the Norwe-
gian experience indicates we should
be as concerned about the elimina-
tion of undemanding and non-criti-
cal teaching, as we are about stu-
dents' abilities.

In the broader social context from
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the 1950's to the late 1980's the
United States has shifted from pro-
duction to consumption, from fo-
cus on the future to the immediate,
from self-sacrifice to greed, from
public interest to self-interest, from
quality to quantity and from long-
term goals to short-term.(") Under
supply side economics the rich got
richer and paid less taxes, middle
income earners made less money
and paid more taxes and the poor
got poorer and there were more
persons represented in this group.(")
This self-absorption has been a
decivilizing influence onus. Vaclav
Havel, President of Czechoslovakia,
in his speech to the U.S. Congress
was ostensibly speaking of his own
country, but made a universal state-
ment: "We still don't know how to
put morality ahead of politics, sci-
ence and economics".(24)

This discussion will consider ex-
ternal and internal effects of suc-
cessful oral disease prevention on
dental schools, and then discuss
impacts which dental schools
should both harness and initiate in
the future.

The Impact Successful Oral
Disease Prevention Had on
Dental Schools

The external forces on dental edu-
cation as a result of the success of
oral disease prevention have had a
much greater effect than any re-
sponsive internal adjustments made
in the structure, administration or
processes dental schools adopt.

Presently professional education

is caught between two opposing vi-
sions. In Medical Nemesis(") Ivan
Illich argued for a return to the ap-
prenticeship model of medical edu-
cation based on the truth that edu-
cation must involve the mutual in-
teraction of student and teacher.
Ever more complex and interrelated
knowledge cannot simply be handed
to students, even in the most orga-
nized course outlines, videos or pre-
pared curricula.

In The Sick Citadel(26) on the other
hand, Irving Lewis described the
contemporary health science cen-
ter. It seems a contradiction in terms
to call such institutions "health uni-
versities". The separate health cam-
puses, sustained increasingly by
public research dollars, teaching
health professional students and
providing health care services are
increasingly looked upon by state
legislatures as economic engines for
generation of wealth through bio-
technology. Such emphasis is often
perceived to put research first and
teaching second.
To attempt to reconcile these

two views in dentistry would in-
volve deliberately pursuing both
the high technology and the low
technology paths. The former holds
out the expectation of future ad-
vances in quality and efficiency of
care, for which students must be
prepared, or else new technology
may be ignored or misapplied. The
latter teaches students about present
and future human needs and health
resources. It recognizes that the
health professions are service occu-
pations and inculcates values ap-

propriate to achieving equity in the
availability of health services.
When Blackerby(27,28) proposed

what are presently Departments of
Community Dentistry, he envisaged
a coordinating role ensuring that
other clinical departments also
participated in a comprehensive
and community based role in pro-
viding dental care. This has only
been accomplished to a limited de-
gree. Often the comprehensiveness
achieved fitted the technical range
of treatment and not the social scope
of its outreach.(29) Current dental
quality assurance methods tend to
maintain this technical focus, and
ignore the wider aspects of the is-
sue.

In the last decade, with the loss of
federal capitation funding many
dental schools ceased their commu-
nity based programs. Just as treat-
ment of the underserved became
more feasible with the overall den-
tal caries decline, students were no
longer taught in the most needy
communities. This could only oc-
cur because such programs were
not seen as having unique and es-
sential educational value in them-
selves. Successful educational
changes in community medicine
were ignored,(") as well as a grow-
ing emphasis on community edu-
cation in general for college and
high schools.(3"
The implications of the dental

caries decline are only slowly being
realized by many faculty. Dentists
are not alone in practicing what
they were taught long after its util-
ity may have passed, so it behooves
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dental educators to take a broad
view and adjust curriculum accord-
ingly. The way students are taught
ought to provide for change in a
rational way, even if the directions
of change cannot always be agreed
on.
The focus of practicing dentists

has been on "demand" and "busy-
ness" and not on "need" for care, or
even on "want," which is the public's
own perception of need. Also eco-
nomics conditioned the demand.

The focus of practicing
dentists has been on "de-
mand" and "busyness" and
not on "need" for care, or
even on "want," which is
the public's own percep-
tion of need.

While dental practitioners through
their professional organizations
placed pressure on dental schools to
decrease graduates, they often ig-
nored the schools' research capa-
bilities and contributions, library
resources, continuing education
programs and community services
of value to the public and the profes-
sion. A self-regulating profession
forgot its obligation to self-educate.
This external pressure is now wan-
ing as data showing a potential short-
age of future dentists at current
graduation rates is acknowledged,
and it is realized that class size re-
ductions have already had a major
impact.(13, 14, 16)

Impacts Within Dental
Education of Oral Disease
Prevention

Interest in preventive dentistry
strengthened in the late 1960's. The
preventive orientation developed
very successfully, because the abil-
ity to prevent much of the dental
caries, gingivitis, oral carcinoma
and oral trauma had become a
practical reality for many people.

Curriculum guidelines were rewrit-
ten and accreditation standards in-
corporated this new emphasis."' 33)
Also at this time, under the im-
petus of capitation, guidelines on
extramural programs and commu-
nity dentistry were written and re-
vised.(34' 35)
The perception that dental caries

was no longer a priority in research
interest led in 1983 to cessation of
the National Caries Program of NIH-
NIDR, and the growth in emphasis
on peridontal disease and other re-
search. This is now seen as a trag-
edy. Groups remaining at high risk
of dental caries were neglected.
Health services research on treat-
ment systems, effective preventive
measures in the face of the contin-
ued dental caries decline, and cost-
benefit issues of fluorides were no
longer researched. This void of in-
formation is now regretted. Despite
a forty-two year history of water
fluoridation, mistaken and mischie-
vous beliefs about its continued effi-
cacy and safety still abound. Its sci-
entific basis and promotion have
been neglected in dental education
and in research. A group of dentists
have sued their association for mis-
leading them about fluoridation and
other risk-benefit issues.(36) This suit
is curious on several counts, involv-
ing long-standing anti-fluoridation
and health quackery support, the
use of the courts for publicity to
generate false treatment demand,
and non-science. Some dentists' un-
derstanding of scientific principles
is lacking.
So as the fashion for preventive

dentistry waned with its obvious
success, it was no longer taught as
intensively or as scientifically. While
the techniques of prevention are and
should be inherently simple if they
are to be adopted, the rationale may
be rather more involved. In an age of
disbelief some have put as much
value on what they heard and came
to believe about dental disease as
what could be agreed upon through
a scientific consensus based on pub-

lished research. A certain scientific
vigor was lost from preventive den-
tistry.

External Impacts on Dental
Education in the Near Future.

Dentistry has shared in techno-
logical advances to an increasing
degree but, unlike much of medi-
cine, cost containment for dental
services has been relatively success-
ful. Nevertheless, this remains a
pressing issue. If dentistry moves
exclusively into areas driven by high
technology, it runs the risk of be-
coming part of the problem of
unaffordable health care available
only to the affluent.
The counterbalance, while con-

tinuing to develop the technology of
dental care and prevention, is for
dental schools to deliberately seek
to serve those with greatest need
who lack insurance or Medicaid
coverage. Those of low income and
low education opportunity have a
disappropriate burden of oral dis-
ease.(6. 7. 8' 9' 113) Why are these social
indicators of disease risk ignored,
and focus made so completely on

The perception that dental
caries was no longer a pri-
ority in research interest
led in 1983 to cessation of
the National Caries Pro-
gram of NIH-NIDR, and
the growth in emphasis on
peridontal disease and
other research. This is now
seen as a tragedy. Groups
remaining at high risk of
dental caries were ne-
glected.

elusive biological and technical
markers? Hopefully the new behav-
ioral emphasis in dental school ac-
creditation standards(33) will allow a
wider recognition that human be-
havior is part of the problem of oral
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disease, and so its understanding
will also be part of the cure.
The apparent dilemma between

the apprentice health provider and
the student of biotechnology should
be solved through a dual educa-
tional emphasis. By serving the
neediest groups through commu-
nity-based clinical and other public
health programs, which have edu-
cational, research and service com-
ponents, the future of dentistry as
an essential health service is en-
sured, and better health care meth-
ods developed. In this way those
who have benefited least from the
dental caries decline, know less
about periodontal disease, maloc-
clusion, oral cancer, and have lim-
ited orientation to the prevention of
dental and facial injury may gain
some equity from the investments
society has made in these aspects of
prevention.

Future Applications of Preven-
tion with Positive Outcomes for
Dental Schools.

By developing and teaching at
the edge of technology it is hoped to
enhance the scope, acceptability,
and effectiveness of prevention and
treatment. High technology effects
on secondary and tertiary preven-
tion include the diagnosis and treat-
ment of chronic facial pain, the use
of cast glass materials in cosmetic
restoration of teeth and implants
used in the replacement of missing
teeth. These are very visible and
newsworthy.

High technology is also develop-
ing rapidly in the application of
gene markers for risk estimation of
dental caries and periodontal dis-
ease, and despite difficulties of reli-
ability and validity will improve pre-
vention in the future. The involun-
tary use of air-bag and anti-lock
brake technology in automobiles
will reduce facial and dental trauma,
just as voluntary seat belts and mo-
torcycle helmet usage has in the
past.

On the low technology side there
are a number of presently available
and easily implemented preventive
methods which should be adopted
to broaden the effectiveness and
scope of private and public dental
practice.

Dental students are taught nutri-
tional assessment, but not how to
apply this as part of a screening
system for general health. The big-
gest nutritional disorder in the U.S.
is obesity and there has never been
more widespread interest in diet and
health. Yet dentistry defines itself as
not including general health, even
in the primary preventive sense. Stu-
dents should be taught how to apply
this knowledge and to liaise with a
clinical nutritionist for those patients
in need of more detailed assessment
and counseling. A similar case can
be made for blood pressure moni-
toring. Dental students are taught to
monitor blood pressure with regard
to their treatment. They should also
prevent cardiovascular disease by
motivation and referral of those at
established risk. Likewise, patient
histories are acquired regarding
smoking and smokeless tobacco use,
alcohol, and drug use, but few den-
tal students know how to refer a
patient to tobacco cessation or sub-
stance abuse programs or indeed
how to monitor and reinforce their
progress.(")

New Roles Foreseen

New roles of dentists in pre-
venting facial and dental trauma
can be foreseen in the future. Fewer
women than men in contact sports
wear mouthguards. Education and
motivation about anti-social driv-
ing habits and other personally
aggressive behavior leading to face
injury, need to be part of the den-
tal preserve, since dentists are
called upon to rehabilitate the in-
jured.

Counseling skills have not been
high on the priority list for dental
schools, but would be required of

professionals in these expanded pre-
ventive roles, and also make them
more effective in conveying their
traditional preventive advice.

If dental schools do not show
students their roles in general as
well as oral health, it is hardly sur-
prising that insurance companies
and the public are unaware of these
potential contributions, and they are
not practiced.
A major factor of significance in

the future application of preventive
and therapeutic technology is the
opportunity created by more man-
ageable levels of dental caries and
periodontal disease. Innovative pro-
grams should be pursued to increase
demand for dental care among
people currently not connected with
the system.(38)

In the usual Utility Model for
generating this demand the time lag
is long. The demand management
objective is increasing "perceived
need," which Davis(39) has called
‘`want." Rationing of the available
services relies on market forces —
price and opportunity costs. This
ideology is closely matched to a re-
storative philosophy for the regular
dental attender. It fits treatment of
disease better than prevention and
maintaining health.

Davis' Benefit Model increases
the rate at which 'want' converts
to 'demand' for dental care. The
crucial factor is making contact
with the system of dentistry. Those
isolated groups and individuals
must be reached out to, while the
utmost attention is paid to their
different orientation to oral health
and services and their inexperi-
ence in the way services are orga-
nized and operated. Rationing in
this system relies administra-
tively on the availability and dis-
tribution of the dental work force
and establishment of a reimburse-
ment structure. Ideologically the
Benefit Model depends on a public
definition and acceptance of a mini-
mum standard of care for all de-
fined groups. Outreach programs
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which depend on the Utility Model
are bound to disappoint. Dental pro-
fessionals should not expect the
same orientation to their services by
those who are not yet connected to
the system of care. All too often they
do.

Minimum Standards of Care

There is growing interest in
minimum standards of care, uni-
versally called primary care, al-
though this term is sometimes mis-
used in dentistry to refer only to
emergency relief of pain and infec-
tion. Camara(40) described primary
care as essential health care defined
by biological and social research,
aiming to confront the main health
problems of the individual, the fam-
ily and the community, through pre-
vention restoration and rehabilita-
tion, providing universal coverage
for each life stage, and implying
participation of all parties.
Many U.S. dental schools provide

services currently under a Benefit
Model, or could do so. Few have
defined and justified a level of pri-
mary care. Few are involved in health
services research assessing such
models. Such exploration would
make dental schools an important
part of the solution to problems of
access. This would secure alliances
with consumer and employee groups
who have strong interest in access
and cost containment issues. The
behavioral and health services re-
search basis would need to be con-
currently taught in justification of
this approach.

Cost containment could also be
pursued through utilization of
proven auxiliary dental personnel
in selected Benefit Model pro-
grams. The community would re-
spond favorably to the public
availability of proven systems of
dental care, which were designed
with public research and develop-
ment resources in prior decades, yet
have only been implemented in mili-
tary settings.(41)

These alternatives should be in-
vestigated specifically for their abil-
ity to reach those without access to
dental care. They will not replace
existing fee for service, preferred
provider, or health maintenance
organization arrangements largely
based in private dental practice. On
the contrary, they can be expected
to recruit people into the tradi-
tional systems and do so much more
rapidly.
The response of dental schools

has often been to eschew such Ben-
efit Model activity precisely because
they are teaching institutions. If it is
conducted primarily for its unique
teaching importance and in a con-
text combining clinical instruction,
health services research and a com-
mitment to serve the community
which sustains the institution, this
objection is no longer tenable. The
decision to allocate resources to
operate Benefit Model services from
existing state funds or endowments
will be made in light of a redefined
mission, and in ascribing equal value
to internal and extramural teach-
ing, conducted under similar qual-
ity assurance standards.

Overtreatment and
Undertreatment

A final major potential impact in
dental education of oral disease pre-
vention concerns over and under
treatment. Fee-for-service systems
and slow technology transfer tend
to encourage this. Currently there
is an 'epidemic' of root canal treat-
ment, crowns and ultimately tooth
loss, strongly related to the advent
of the turbine drill in the late 1950's.
This rapidly adopted technology
made it far easier to cut tooth struc-
ture. Soon rapid advances in filling
materials, the decline in recurrent
caries and slower dental caries
progression followed and made tra-
ditional larger cavity design inap-
propriate. Yet more conservative
cavity preparation, as well as dental
sealant and remineralization alter-

natives to filling incipient caries
were and are adopted very slowly.(42)
Likewise, the rationale for stainless
steel crown versus amalgam, com-
posite or glass ionomer restoration
of primary teeth is not established,
yet has great cost implications.
Scarce public resources in the Med-
icaid-Early and Periodic Screening,
Diagnosis and Treatment (EPSDT)
program could be more equitably
divided if this issue was better de-
fined through research to establish
standards of care.

Thus in many cases the impact of
the original disease on the tooth has
been far less than the cure. Physi-
cally and biologically weakened
teeth, including the effect of refill-
ing, lead to loss of pulp vitality,
chronic infection, fractured teeth,
and tooth loss. The restorative path,
once taken, has tended to be an
increasingly expensive, traumatic,
and painful journey.

There is failure to act on fresh
insights into the natural history of
dental caries and periodontal dis-
ease. Although it is widely recog-
nized that dental caries prevalence
has dramatically fallen, especially
in more affluent and educated
groups, the implications of lower
dental caries rate, or incidence, plus
lower rate of progression are less
recognized and acted upon. Simi-
larly, the implications of lower
prevalence and incidence of peri-
odontal disease, plus the fact that it
is not inevitable or even the major
source of adult tooth loss, has not
been fully considered in the teach-
ing or provision of prevention and
treatment. The mere detection of
dental caries or periodontal pockets
by ever more sophisticated technol-
ogy should not lead inexorably to a
surgical remedy. Longitudinal ob-
servation will make clearer the place
of less invasive methods of preven-
tion and treatment, and dental stu-
dents should participate in such re-
assessment.
The National Institute of Dental

Research should convene a consen-
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sus conference on the subject of
dental caries diagnosis and its im-
plications for prevention, and treat-
ment, and cost of care, and consider
the timeliness of a similar confer-
ence on diagnosis of periodontal
disease and its implications.

Conclusion

There are a number of fruitful
domains in which dental schools
should capitalize on past preventive
gains. These interrelate education
with the systems of oral health care,
health services research and the pro-
vision for services for those groups
not connected presently to any sys-
tem of dental care.

Rather than being a threat to the
established and professionally sanc-
tioned systems, such an approach
will ultimately recruit new clients
into these systems. In recognizing
that acceptability of services is a
major determinant of dental atten-
dance and oral health,t43) dental
schools should reach out to the
underserved with non-traditional
programs oriented less to the pro-
fessions concept of dentistry and
more to the health orientation and
wants of the underserved. Such a
path will ensure that dental schools
receive and deserve community sup-
port. The high technology path
alone, though full of long-term prom-
ise, too often disappoints those who
presently want services but cannot
gain access.

Dental school programs must be
physically placed and fully in-
volved where the most extensive
oral health problems exist or be-
come irrelevant to those sectors of
society. In teaching oral health,
rather than dentistry, dental
schools may guide the profession
away from a rocky future in which
"dentistry has emerged as a high-
tech profession with sophisticated
tools in search of problems".(44)

Curricular objectives should be
based on goals established with com-
munity input, as described in

"Healthy People 2000 — National
Health Promotion and Disease Pre-
vention Objectives." (45) Equal value
should be placed on extramural and
internal prevention and treatment
experiences of dental students. A
dichotomy between intramural and
extramural services in dental schools
perpetuates different standards of
care. Too little attention is given to
this implicit double standard in den-
tal education.

Dental school programs
must be physically placed
and fully involved where
the most extensive oral
health problems exist or
become irrelevant to those
sectors of society.

Finally, the environment needed
to foster such a dental school must
be considered seriously. As the
Carnegie Foundation report on
American Universities(46) points out
"the loss of community is the root
problem — a feeling that universi-
ties are so administratively and so-
cially divided that common purposes
are blurred."
The report describes the desired

environment as follows:

• PURPOSEFUL - teaching must
be interactional.

• OPEN - characterized by freedom
and civility of teachers, students
and staff.

• JUST - the higher educational in-
stitution should be a model of
distributive justice, using its re-
sources for the whole commu-
nity.

• DISCIPLINED - implying accep-
tance of obligation.

• CARING - not self-serving of the
individual or the professions, but
dedicated to service of others, and

• CELEBRATIVE - observing the
traditions and rituals of change.

Such a dental school environment

could begin to allow morality to be
placed ahead of the economics
which drives fee-for-service den-
tistry, and for which the present
education system pre-conditions
dental students through the grad-
ing and requirement currency of
the dental school; ahead of the po-
litical positioning necessary to se-
cure resources; and even ahead of
the aura given by the biological,
behavioral and technical sciences
which must be pursued to develop
the oral health discipline.
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Dentistry for the 90's: A Symposium

The Role of Public Health in
Academic Dentistry

and
The Role of Dentistry (Oral Health)
in Academic Public Health

Linda C. Niessen *

The original title assigned to this
presentation was the role of public
health in academic dentistry. How-
ever since this symposium is being
held at a school of public health, I
thought it just as important to ad-
dress the role of dentistry or more
accurately oral health in academic
public health.

Initially I was concerned about
discussing this topic. After all, I hold
no full-time appointment at a den-
tal school or a school of public
health. This perspective, however,
offers the unique advantage that
should I conclude with a statement
recommending more resources for
dental public health in either set-
ting, it cannot be perceived as self-
serving.

Planning for future education
programs requires creativity, vision
and courage. Consequently, discus-
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sions of the future always hold a
certain degree of challenge and fun:
challenge in anticipating future
needs and creatively planning to
meet those needs. The future re-
quires one to articulate a vision and
convince others of the importance
of this vision. Dr. Formicola has
discussed the Pew Foundation's ii-

The future dental profes-
sional must understand
one's role as a health pro-
fessional in the commu-
nity. The future public
health professional must
understand how oral
health is linked to overall
health.

tiative in strategic planning in den-
tal education — an initiative to as-
sist dental schools in articulating a
vision. ( I ) Courage because planning
for the future often requires one to
disown much treasured beliefs for
which conceptual models no longer
apply or new data have disproved.
Casting aside these beliefs then
places one, like the astronauts out-
side the space shuttle, pioneers drift-
ing in space, grasping for some fa-
miliar landmark. As one always en-
vious of the pioneers who charted
this country, the future, unlike space
where only a few are pioneers, can

be seen as a new frontier-a new
frontier in which we are all pio-
neers. Therein lies the fun and ad-
venture.
My premise this morning is very

straightforward. I believe that pub-
lic health must play an increasing
role in dental education in the 90's.
I also believe that a school of public
health without an oral health pro-
gram is derelict in its responsibili-
ties for training professionals knowl-
edgeable in relevant public health
issues.

I could make this argument based
on the ethical principle of benefi-
cence which, as Dr. Atchison has
described, aptly encourages us to
promote good for others. (2) I could
make this argument based on the
principle of autonomy which de-
mands respect for others. But I make
this argument on the ethical prin-
ciple which rings truest in my heart,
that of justice, the proper distribu-
tion of social benefits and burdens.

As public health professionals we
have a moral responsibility to pro-
tect and promote the public's health.
As educators how can we not be
concerned about the community at
large, nevertheless, the community
which immediately envelops our
universities and to whom our uni-
versities pay no taxes? How can we
not be concerned about infant mor-
tality, teenage maternity and adult
illiteracy? The future dental pro-
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fessional must understand one's role
as a health professional in the com-
munity. The future public health
professional must understand how
oral health is linked to overall health.

Another bias that I must confess
is that future dental public health
professionals will not be just den-
tists. Dental hygienists have con-
tributed significantly to dental pub-
lic health programs in the past and
will continue to do so in the future.
The academic setting must recog-
nize their contributions and educa-
tional programs must continue to
train these individuals for careers
in dental public health.

Declining enrollments in den-
tistry and dental hygiene mean
that the applicant pool from which
we recruit dental public health
professionals is evaporating. Fu-
ture recruitment of dental public
health professionals will need to
be more active rather than the
passive route of the past, the route,
by which most of us here stumbled
into public health.
Why must oral health be in-

cluded in public health curricula
and why might dental public
health's role in dental education
be necessary and expanding? Yes-
terday the symposium addressed
fluorides and public policy. From
yesterday's discussions, it is clear
that academic activities centered
on water fluoridation are far from
complete. Fluoridation could keep
academics in public health and
dentistry busy. However, just like
health, by one definition, isn't
just the absence of disease, oral
health isn't just the absence of
dental caries. And dental public
health isn't just water fluorida-
tion. This undiagnosed epidemic,
or unrecognized epidemic as it has
been called includes:
* 84% of 17 year old children with

dental decay
* 41% of people over 65 with no

teeth at all

* 30,000 people each year diag-
nosed with oral cancer

* 50% of homebound elderly not
seeing a dentist in 10 years

* Dental Medicaid expenditures
decreasing by 1/3 as a percent of
overall Medicaid expenditures
from 1975-1987.

* 20.9 million work days lost an-
nually as a result of oral dis-
eases or dental care.

* one in 600 live births with cleft
lip or palate

* one in four adults with destruc-
tive periodontal disease.

* an estimated 10% of children with
a handicapping malocclusion.
While the nearly universal preva-

lence of dental caries in children
spawned many dental public health
programs in the past, the last ten
years have seen dental public health
broaden to recognize that the
public's oral health included more
than teeth. The broadening of den-
tal public health requires that fu-
ture oral health education, research
and service programs be linked to
existing health and social programs.
In the words of former Surgeon
General Koop, in response to the
oral health recommendations pre-
sented to him at the 1988 Surgeon
General's Workshop on Health Pro-
motion and Aging, "I was pleased
that these oral health recommenda-
tions recognized that the mouth
contained more than teeth because
it conforms to my lifelong profes-
sional belief that the mouth was
part of the body and that dentists
belonged in the mainstream of
caregivers."(3) Dentists and dental
hygienists also belong in the main-
stream of faculty members in schools
of public health. Public health den-
tal professionals (dentists and den-
tal hygienists) belong in the main-
stream of faculty members in schools
of dentistry.
The traditional mission of the

academic institution has centered
around the triad of research, educa-

tion and service. As we discuss edu-
cation policies in the 90's, it is ap-
parent that the academic mission
will remain intact. Research, edu-
cation and service will continue to
play major roles in public health
higher education. However rather
than have a purely philosophical
discussion of future education pro-
grams, I would like to discuss these
three roles vis-a-vis three recently
published reports. These reports,
like constellations in the night sky,
can serve as markers on this jour-
ney to the future frontier.

In the academic arena, research
has always played a major role. In
dental schools, research productiv-
ity has varied by location and by
time. The future direction is clear.
Dental schools must become col-
leagues with their health science
counterparts in the quality and
quantity of scholarly activities. Re-
search will play a major role in den-
tal schools in the 90's. My assess-
ment is that schools of public health,
as part of the higher education sys-
tem, feel the same pressures for
research activity and productivity.
To enhance research in dental

public health, the American Public
Health Association's Dental Health
Section and the American Associa-
tion of Public Health Dentistry last
year initiated a collaborative project
to develop a research agenda in den-
tal public health. This Research
Agenda for Dental Public Health is
now available.(4)
The goal of this agenda is to expe-

dite the improvement of the public's
oral health. Among the purposes of
the research agenda are: 1) to en-
hance communication and collabo-
ration about the research needs and
opportunities within the dental pub-
lic health community; 2) to educate
and inform the dental and public
health research communities of
the research needs and to elicit
collaboration from those commu-
nities; 3) to communicate the re-
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search needs and directions with
legislative and policy-making bod-
ies; 4) to facilitate the translation of
basic and clinical research findings
to the community. With a research
agenda in hand, one can then de-
velop an implementation plan and
identify resources to assist in sup-
porting the identified research ar-
eas.

Public health curricula in
schools of dentistry must
awaken students to the
community and its overall
health and social issues of
which dental professionals
will be one part.

Within the agenda lies the course
for charting future research direc-
tions in dental public health. Epide-
miology of oral diseases, research in
prevention of oral diseases and con-
ditions, oral health education and
promotion, and health services re-
search are clearly delineated in the
agenda. The research agenda is es-
sentially a massive workplan that
could provide promotion and ten-
ure to faculty members in schools of
dentistry or public health.

In the educational arena of the
academic mission, lifelong learning
for graduates will continue to be a
goal. Whatever discipline, specific
learning must be enhanced with
knowledge of the larger community.
Public health curricula in schools of
dentistry must awaken students to
the community and its overall health
and social issues of which dental
professionals will be one part. Oral
health curricula in schools of public
health must provide students with
an awareness of the role that oral
health plays in one's overall health
and well-being.
Many of the current public health

issues have oral health components.
HIV infection often manifests first

with oral infections or lesions. Smok-
ing and smokeless tobacco also
present with oral lesions. Child abuse
and neglect and elder abuse and
neglect may manifest with oral
symptoms. AIDS education pro-
grams must include oral health com-
ponents. Tobacco cessation pro-
grams have identified dental profes-
sionals as capable of playing key
roles in helping patients stop using
tobacco products. As baby bottle
tooth decay skyrockets in certain
populations of children, maternal
and child health programs must
address this oral health issue.

In 1974, The American Board of
Dental Public Health, the certifying
board for the specialty of dental
public health, and the American
Association of Public Health Den-
tistry, the sponsoring organization
for the board, established behav-
ioral objectives for dental public
hea1th.(5) The objectives were used
to form the basis of postdoctoral
training in dental public health. In
1982-84, the American Dental Asso-
ciation reviewed the specialty of
dental public health and re-certified
it as a specialty of dentistry. As a
result of this process, the behavioral
objectives were critically reviewed
by many within dental public health
and were found to be lacking. In
1988, the American Board of Dental
Public Health, and the American
Association of Public Health Den-
tistry, initiated a collaborative
project to update the "Behavioral
Objectives for Dental Public Health."
These revised behavioral objectives,
while much broader than the origi-
nals, also were submitted for review
by public health professionals as
well as the dental community. These
updated objectives, now called com-
petency objectives, have recently
been published in the Journal of
Public Health Dentistry.(6)
The competency objectives are

categorized into four groups: 1)
Health Policy, Program Manage-

ment and Administration; 2) Re-
search Methods in Dental Public
Health; 3) Oral Health Promotion
and Disease Prevention; 4) Oral
Health Services Delivery System.
These competency objectives for
dental public health can form the
basis of curriculum development in
public health for dental and dental
hygiene schools. Likewise, these
objectives will be relevant to devel-
oping oral health curricula in
schools of public health.

As technology advances, schools
of dentistry and public health will
be called upon to transfer the re-
search findings of the university to
the community. Continuing educa-
tion programs and "alternative" edu-
cation programs must be designed
to accommodate the adult "practi-
tioner-student."
The third avenue of academic

endeavor involves community ser-
vice. This perhaps is the broadest of
the academic missions and varies
widely from institution to institu-
tion. The future will require that
professional schools serve a more
active role as a community resource.
New organizational structures will
be required. The School of Public
Health as a joint venture with the
University at Albany, State Univer-

The future will require that
professional schools serve
a more active role as a com-
munity resource.

sity of New York, and the New York
State Department of Health cer-
tainly offers an excellent model of
community-university integration.

Community service programs will
require the setting of common goals
between the university and commu-
nity. In this arena, the recently pub-
lished Healthy People 2000: National
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Health Promotion and Disease Pre-
vention Objectives can serve as the
Rand McNally guide for improving
the nation's health.(7) These objec-
tives address the prevention of ma-
jor chronic diseases. Oral health is
but one of 22 chapters in this impor-
tant document. As community ser-
vice programs are developed in
schools of dentistry, dental hygiene
or public health, the oral health ob-
jectives for the year 2000 can serve
as the goals for such programs.

Like dental public health in gen-
eral, these oral objectives are far
broader than dental caries. In the
area of improved health status, den-
tal caries, tooth loss, edentulism,
gingivitis, periodontal disease and
oral cancer objectives are addressed,
with subobjectives for target popu-
lations. Risk reduction objectives
include increasing sealant use, com-
munity water fluoridation and pro-
fessionally and self-administered
fluorides and increasing awareness
to prevent baby bottle tooth decay,
all worthy topics for academic com-
munity service programs.

In some ways, it appears that den-
tal public health may be adroitly
positioned as we move to the 90's
and beyond. The specialty has been
critically evaluating itself over the
past five years. These three docu-
ments, the Research Agenda for
Dental Public Health, the Compe-
tency Objectives for Dental Public
Health and Healthy People 2000:
National Health Promotion and Dis-
ease Prevention Objectives will as-
sist in establishing future directions.

As I close, let me return to the
principle of social justice. Secretary
Sullivan, in his State of the Nation's
Health Report, highlighted the dis-
crepancy between the health status
of black and white Americans. Oral
health has been said to be a key
indicator in identifying socioeco-
nomic status in today's society—an
indicator that more than dentists

Oral health has been said
to be a key indicator in
identifying socioeconomic
status in today's society—
an indicator that more than
dentists have recognized.

have recognized. Tony Hillerman
wrote in 1984 in The Ghost Way,
"McNair grinned, more or less, show-
ing white, even teeth. Henry had not
had even teeth. It seemed to Vaggan
that it was one of the few remaining
signs left in America of social posi-
tion versus family poverty. Rich
people could afford orthodontists."(8)
In 1986, in Skin-walkers, Hillerman
writes even more harshly of this
discrepancy, ". . . modern den-
tistry had made crooked teeth an
identifying mark of those who were
born into the bottommost fringe of
the American socioeconomic
classes. Unstraightened teeth for
white trash, uncorrected birth
defects for the Navajo."(9)

In the 21st Century, oral health
should not be an indicator of socio-
economic status. The academic mis-
sion of research, education and ser-
vice, whether in a dental school or
public health school, offers much
that can be done to eliminate such
class differences.

The Institute of Medicine's Fu-
ture of Public Health Report out-
lines the roles of public health as: 1)
assessment; 2) policy development;
3) assurance."°) The role of academic
dentistry and public health must be
to ensure that their graduates un-
derstand these roles and can apply
them to oral health. For the im-
provement of people's health, oral
health must be integrated into aca-
demic public health. For the im-
provement of dentistry's health, pub-
lic health must be integrated into
academic dentistry.
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Introduction

The role of comprehensive care
in dental education has been con-
sidered for a number of years.'-6
The advantages and disadvantages
of a comprehensive care system ver-
sus a system based on required num-
bers of procedures have been dis-
cussed in the literature'. Another
issue of particular concern for
implementing a system of compre-
hensive care has been whether it is
best accomplished within specialty
departments or within a department
of general dentistry'. A report based
on a study by Buchanan described
and compared clinical training pro-
grams in dental schools with and
without general practice depart-
ments'.
The fourth-year program at the
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Louisiana State University School
of Dentistry (LSUSD) is, with the
exception of rotations and electives,
under the auspices of the Depart-
ment of General Dentistry. Almost
1000 hours are spent in the clinic
with the goal that the student will
apply the theoretical knowledge and
technical skills that have been
learned in the previous years and
render comprehensive care to pa-
tients. There is also emphasis on the
organization and management of
general practice. Each senior stu-
dent works in his own designated
operatory and is supervised by full-
time General Dentistry faculty. These
faculty members are general den-
tists, most of whom have spent some
years in general practice. For ap-
proximately one -third of their clinic
time, the students are supervised by
part-time General Dentistry faculty
who maintain private practices.
The program is well established

and, because of the cooperation and
availability of faculty in specialty
departments, well-accepted. Mem-
bers of the specialty faculty are al-
ways available and will come to a
student's operatory for consulta-
tions. The senior student may then
be able to proceed with treatment or
there may be a recommendation to
refer for care by a specialist. This
system is helpful in allowing the
student to learn when patient refer-

ral is indicated. The goal of the fac-
ulty is to encourage experience in
all of the disciplines of dentistry and
to prepare the student as a quality-
oriented practitioner.
The purpose of the present study

was to survey the graduates of
LSUSD who had participated in the
general dentistry program as to their
perceptions about its effectiveness
in preparing them for practice.

Method

A questionnaire was developed
to assess the attitudes of alumni
towards their experience in the se-
nior general dentistry program. The
items were designed to evaluate the
perceived strengths and weaknesses
in their preparation for practice and
any recommendations for change.
The question of whether the pro-
gram would have been more effec-
tive if taught by the specialty de-
partments was specifically ad-
dressed.
The questionnaire items were

reviewed by members of the general
dentistry faculty and by an educa-
tional consultant for clarity and
appropriateness of content. The
questionnaire was kept as brief as
possible and was anonymous. Only
those individuals practicing general
dentistry were asked to complete
the questionnaire. Those in specialty
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Table 1

Discipline

Endodontics

Fixed Prosthodontics

Operative

Oral Diagnosis

Oral Surgery

Orthodontics

Pediatric Dentistry

Periodontics

Removable Prosthodontics

Response to Preparation for Clinical
Practice by Discipline

Adequately *
Prepared

Best —
Prepared

0/0

Inadequately * Least **
Prepared Prepared

if 
0/0

307 87 42 10 35 10 7 2

267 76 28 7 60 17 12 3

345 98 273 64 2 .6 0 0

279 79 28 7 43 12 10 3

130 37 8 2 197 56 93 25

35 10 0 0 260 74 186 50

205 58 8 2 98 28 21 6

247 70 17 4 75 21 14 4

261 74 20 5 65 18 26 7

practice were asked to return the
uncompleted questionnaire. Demo-
graphic information such as age,
gender, year of graduation and type
of practice was included.

All alumni who graduated from
LSUSD between 1979 and 1988
(n=767) were surveyed. The ques-
tionnaires were mailed in Septem-
ber 1990. The responses were tabu-
lated and percentages computed.
Comments provided by the respon-
dents were summarized.

Results

A total of 453 replies were re-
ceived. Twenty-five questionnaires
were returned as undeliverable
which yielded an overall response
rate of 61%. Ninety-four were from
specialists and 7 from respondents
indicating that they were not cur-

More than one response selected.
" Percentage corrected for selection of more than one response.

rently practicing dentistry. This re-
sulted in 352 questionnaires which
were included in the analysis.
The rate of response was rela-

tively consistent for all the years
surveyed ranging from a low of 35%
for the 1983 class to a high of 49%
for the 1984 class. The percentage
each class represented of the total
varied from 6% to 13%. Eighty-eight
percent (306) of the respondents
were male and 11% (40) were fe-
male; 6 individuals did not respond.
The number of years in practice
ranged from 1 to 12 with the most
frequently reported being 6 years
(1984 had the highest response rate).
Concerning activity immediately
following graduation 47.4% (167)
entered associate practice, 41.5%
(146) entered solo practice, 5.4%
(19) entered military service and
5.7% (20) pursued advanced edu-

cation in general dentistry pro-
grams.
The first question asked for an

overall rating using a five point
Likert-type scale. Ninety-two per-
cent (313) indicated that they had
been adequately or very adequately
prepared for practice by the senior
general dentistry program. For the
other 25 individuals who responded
to the question, 8(2%) were neutral,
14 (4%) felt they were inadequately
prepared and 3 (1%) that they were
very inadequately prepared.
The following questions con-

cerned preparation in the individual
disciplines. Operative dentistry was
the area in which most (98%, 345)
felt adequately prepared followed
by endodontics (87%, 307) and oral
diagnosis (79%, 279). The respon-
dents could select more than one
response. For the best preparation
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category, only one response was to
be selected. However, some respon-
dents selected more than one, there-
fore, the reported percentages are
based on the total number of re-
sponses, 424. Again operative den-
tistry had the highest response rate
with 64% (273) and endodontics was
next with 10% (42). For the clinical
areas in which the respondents per-
ceived their preparation to be inad-
equate, orthodontics was highest
with 74% (260) followed by oral
surgery (56%, 197). The discipline
in which the respondents felt least
prepared, based on 369 responses,
was also orthodontics (50%, 186)
followed by oral surgery (25%, 93).
Results for these items are reported
in Table 1.

The final set of questions con-
cerned whether the respondents
believed that the general dentistry
program should be continued or
whether instruction in the senior
year should remain in the specialty
departments. Suggestions and com-
ments were also solicited. Of those
who responded, 89% (306) indicated
they felt that the general dentistry
faculty reinforced the techniques
and training provided by the spe-
cialty departments in the previous
three years. Eighty-nine percent also
indicated that they did not feel the
senior year should be departmen-
talized. Ninety-eight percent recom-
mended continuation of the general
dentistry program.

There were 205 diverse comments
provided by the respondents. The
most positive emphasized the excel-
lence of their preparation for prac-
tice. In particular those who entered
the military or established practices
elsewhere felt their training com-
pared very favorably with that of
their peers. Less favorable comments
concerned some perception of nega-

tive faculty attitude towards students
throughout dental school. Specific
suggestions included having more
practice management, more oral
surgery and more complex fixed
prosthodontics cases.

Discussion

The results of any survey are lim-
ited by the nature of self-reported
data. Further, the opinions ex-
pressed by those who responded may
not be representative of those who
did not respond.

Given these limitations, the re-
sults of this survey were that the
respondents perceived their prepa-
ration for general practice positively.
The vast majority believed that the
general dentistry faculty reinforced
the training they had received from
the specialty departments and they
did not feel that the senior year
should be departmentalized. They
felt particularly well-prepared for
general practice in operative den-
tistry and endodontics and less well-
prepared in orthodontics and oral
surgery. Although many of the com-
ments indicated that the students
felt the general dentistry program
closely approximated actual prac-
tice, they would have appreciated
more practice management courses.

There are a number of systems of
providing comprehensive care as
part of dental education'''. Some of
the difficulties which have been cited
include resistance from the faculty
in specialty departments, lack of
adequate facilities, lack of funds and
lack of qualified general dental fac-
ulty. The advantages are that com-
prehensive care provides opportu-
nities for integration of learning
experiences in providing total pa-
tient care and enhanced simulation
of private practice environment.

Based on perceptions of the LSUSD
alumni it appears to be a successful
means of accomplishing the goal of
preparing students for general prac-
tice.
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The Continuing Education of Professional
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Mr. Wine said figuring was
important. He said education
was a two-part proposition. One
part was technical, which was
how you moved ahead in your
trade. He said he was for getting
more modern in that end of edu-
cation. But, he said the other
part you had better stick to and
not change it. He called it valu-
ing.

Mr. Wine said if you learnt to
place a, value on being honest
and thrifty, on doing your best,
and on caring for folks; this was
more important than anything.
He said if you was not taught
these values, then no matter how
modern you got about the tech-
nical part, you was not going to
get anywheres "atall."

from "The Education of Little
Tree" by Forest Carter

Little Tree is a five-year-old
Cherokee Indian and his busi-
ness reference is his
grandfather's moonshine
trade.
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Introduction

As a general dentist (first author)
the reality of professional ethics in
dentistry was evident through per-
sonal encounters before I under-
stood or read about them. As I be-
came more aware of ethics, I began
to realize how easy it is to confuse
ethics with law, communications,
sociology, psychology, malpractice,
etc. These discoveries were subtle
experiences for me, similar to stum-
bling across the reality of gravity by
falling off a cliff. I now believe that
the appropriate continual study of
applied perfessional ethics is not
only vital to the success of every
dental practice and the continua-
tion of dentistry as a profession, but
it is also an extremely valuable pur-
suit with its own intrinsic rewards.
Because the personal rewards are so
satisfying, practical rewards such
as happier staff and patients, in-
creased income, better dentistry and
more enjoyment at the office be-
come secondary.
My pursuit of professional and

ethical behavior led to the discovery
that no systematic continuing edu-
cation courses were available for
local dental societies. Inquiries were
made with the American Dental As-
sociation (A.D.A.), the American
College of Dentists, the American
Association of Dental Schools, the
Academy of General Dentistry, the
National Institute of Dental Health,
Public Health Dentistry, the Society
for Health and Human Values the
National Endowment for the Hu-
manities, as well as colleges of Den-
tistry responsible for teaching den-
tal ethics. A few examples were un-

covered, e.g., the Annual Ethics In-
stitute that has been offered at Ohio
State Un'versity since 1984.") Most
efforts were sporadic and only in-
troductory in nature.

In 1988, the West Virginia Hu-
manities Foundation, funded the
West Virginia Dental Association
Ethics Project. By cooperating with
the West Virginia University School
of Dentistry, the Professional Eth-
ics in Dentistry Network, and the
A.D.A.'s Council on Ethics, Bylaws
and Judicial Affairs, an ethics edu-
cation forum for a local dental soci-
ety was developed. This article de-
scribes the West Virginia project.
Possible future programs are also
identified.

What is ethics?

The practice of dentistry requires
daily ethical decision making.
Hirsch and Gert explain that moral
and .ethical problems arise fre-
quently in the practice of dentistry
because a variety of treatment
choices are availab1e.(2) Our daily
routines often compel us to think of
dentistry as an objective science
with technical skills that are sepa-
rate from ethics. However, our de-
cisions affect others, their health,
and other relationships and our
relationships with them. Our prac-
tice affects our relationships with
colleagues as well as our pro-
fession's relationship with society.
Decisions and relationships are the
subject of ethics. Ethics should be a
subject for continuing education in
dentistry. We do have a responsi-
bility to decide how we should ex-
plore this issue.
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A frequent comment is "ethics
can't be taught." This view may have
merit, recognizing that a difference
exists between an individual's moral
code, which is often called his ethic,
and the study of ethics. We all have
different experiences and beliefs
about the world and make judg-
ments about what is important. We
rely on these beliefs and judgments
in our decision making. The sum of
the factors on which we base the
logical part of our decisions can be
considered an ethic. Decisions do
create results which, like it or not,
are often judged to be morally right
or wrong as well as clinically right
or wrong.0)

Ethics, however, is complex be-
cause it is often confused with feel-
ings, law, religion and other social
values. Ethics isn't law! That which
is ethical is not always legal, and
that which may be legal is not al-
ways ethical. Ideally law should be
shaped by ethics and not ethics by
law.(3) Social values are closely tied
to ethics. Yet social values, often
expressed in polls and democratic
votes, vary from society to society.
Religion is often equated with eth-
ics. It is interesting to note that the
study of ethics is not only a branch
of philosophy, but also a branch of
religious studies associated with
moral theology.
In one sense, religion without

ethics is not real religion because it
surrenders to immorality. In an-
other sense, however, individuals
and organizations can claim no re-
ligion and still act ethically in their
relationships with others. Neither
of these points should be trivialized
nor should their relative importance

be distorted in applied professional
dental ethics conversations.

Furthermore, ethics is more than
feelings. Saying things like, "it
doesn't feel right" or "it doesn't feel
ethical," is not an adequate guide. If
ethics were only feelings, then one
might consider whether it is ethical
to act on the feeling of wanting to
take another's life.

Thus, we have a notion of what
ethics isn't and what it is. People can
frequently agree on what it is they
are discussing, e.g., "doing the right
thing," but as soon as specific words
are used, someone starts to qualify
ethics and say what it isn't. This
occurs because ethics is not a sta-
tionary thing or a product; it is a
process of understanding what goes
into making decisions and what
makes these decisions useful, ap-
propriate, and correct.
To make this process or dialogue

of understanding possible, however,
it is essential to differentiate relativ-
ism from pluralism. Relativism is a
framework which says that since
there are no commonly agreed upon
principles, everyone can do what he
wants. Conversely, pluralism em-
phasizes that there are common
agreed upon principles on which to
base dialogue, and this enables
people to generate consensus and
organization.
Many factors must be considered

when trying to define ethics. Nash's
definition contributes to an under-
standing of ethics.(4) Providing con-
tinuing education in ethics requires
an awareness and sensitivity to the
many aspects that contribute to the
complexity of ethics. Developing an
appropriate framework to help struc-

ture thinking when practitioners
encounter ethical problems is an
important step. Ethics expertise
comes from the participants, not
the facilitator. Consequently, con-
tinuing education in professional
ethics in dentistry can be practical
and effective.

The West Virginia Experience

A. Initiation

In January 1988, the American
Dental Association sponsored its
first national workshop on profes-
sional dental ethics. The workshop
focused on ethical dilemmas in den-
tal advertising and treatment of pa-
tients with AIDS. Participants were
introduced to the Society for Health
and Human Values as a growing
network of diverse professionals
interested in furthering the dialogue
process in ethics, humanities and
public policy.

In November 1988, a proposal was
presented to the dental subsection of
the Society for Health and Human
Values to explore possible formats
for an ethics/humanities workshop
for a West Virginia local dental soci-
ety. The American College of Dentists,
ADA, and the American Association
of Dental Schools were jointly devel-
oping curriculum guidelines for
teaching ethics and professionalism
in dental schools.(5) The guidelines
focused on dental students, rather
than practicing dentists.

In early December 1989, the West
Virginia Dental Association voted to
support an ethics forum for a local
dental society and the Dean of West
Virginia University Dental School
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gave his formal support for the
project authorizing Continuing
Education credit following review
of the curriculum outline. The
Eastern Panhandle Dental Society
initiated the program, scheduling it
for April, 1989. The Humanities
Foundation of West Virginia agreed
to fund the project.

B. implementation

The Friday afternoon and Satur-
day morning workshop was held in
April, 1989. Participants included
four humanities scholars (one a
philosopher of dental ethics), a
small group of dentists representing
the local dental society and the West
Virginia Dental Association, and
two dental spouses.

1. Program The program was
structured to facilitate open, free
discussion in a supportive setting.
The opening session introduced the
general political and moral dilem-
mas of decision through two pieces
of literature. Ibsen's Enemy of the
People) and Orwell's Shooting an
Elephantm shed light on both politi-
cal and professional questions. The
resulting discussion provided a
common foundation for the par-
ticipants to discuss and clarify ethics
as the relationship between the
profession and society and demon-
strated the influence that this rela-
tionship has on professional deci-
sion making.

David Ozar, Ph.D. utilized this
common experience and excitement
generated by the opening session to
propose several theoretical frame-
works which allowed the partici-
pants to further explore the logic of
ethics.
Group discussions focused on a

dental case study. The day con-
cluded with the entire group dis-
cussing personal perspectives, ex-
periences, and concerns.

Highly emotional feelings can be
generated when different view-

points are discussed. By prompting
participants to clarify the logic of
different philosophical/moral
frameworks, individual differences
could be understood. This process
of explanation and clarification al-
lowed relationships between den-
tists and non-dentists to freely de-
velop and provided opportunities
for professional growth. A discus-
sion of Tolstoy's Death of Ivan
Ilyich(8) completed the evening's
schedule.
On Saturday, the participants

were involved in three additional
small group activities. A session on
contemporary Models of Profession-
alism(9) was followed by consider-
ations of a Hierarchy of Values.0°)
These and other moral theories led
to an exploration of Decision Mak-
ing Processes.w)

2. Instructional Objectives - In
preparation for the program spe-
cific instructional objectives were
identified. Upon completion of the
program, participants were expected
to be able to:

a. Recognize the role of the hu-
manities as a valuable compo-
nent of the profession.

b. Recognize the value and
strength of a philosophy based
on Camus' "neither victim nor
executioner."

c. Recognize several groups cur-
rently promoting and actively
exploring professional dental
ethics.
Differentiate among the follow-
ing: ethics, morality, profession-
alism, right, wrong, legal, ille-
gal and truth.
Identify several general themes
and trends of current interest to
ethicists.
Advance the general under-
standing of duty, love, econom-
ics, contracts, covenants, rela-
tionships and professionalism.
Discover and explore a personal
past experience associated with
feelings about professional re-

d.

e.

f.

g.

J.

lationships with colleagues and
patients.

h. Confront the paradox between
autonomy and commitment.

i. Recognize the conflict between
the placebo effect and informed
consent.
Identify post traumatic stress
disorder theory.

k. Recognize some evolving
changes in the roles and rela-
tionships between the dental
and legal professions and the
insurance and political indus-
tries.

3. Focal Issues - Specific issues
of current concern included, but
were not limited to:

a. Discussing the importance of
AIDS on the profession and the
impact on employer policies.

b. Exploring 0.S.H.A. steriliza-
tion requirements and guide-
lines.

c. Exploring relationships be-
tween third party carriers and
society.

d. Discussing the effect of state
legislation on the need to main-
tain financial stability of inde-
pendent practices and the need
to be responsible for creating
adequate access to dental health
care.

e. Recognizing the dilemmas of
managing different treatment
strategies for T.M.J. disorders
while scientific consensus re-
ports are incomplete.

The following example demon-
strates the kinds of situations and
issues encountered by a dentist.

CASE: After receiving a predawn
emergency call you agree to see a
patient. A couple arrive at your of-
fice, both are disheveled. The 27
year old woman appears emaciated
and has a severely swollen upper lip
and a black eye. The medical history
reveals "frequent epilepsy attacks,"
and "allergy to all pain medications
except percodan." After a clinical
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examination and discussion of
treatment options you open the up-
per left central incisor. A large
amount of fluid is drained and the
patient expresses immediate relief.
You write a prescription for an an-
tibiotic and percodan and resched-
ule the patient for the next day.
The patient does not keep the

appointment. She calls an hour later
saying "our car broke down and I
lost the prescription. Please give me
another prescription and another
appointment." When you call the
pharmacy you are told that your
patient, her husband, and her
mother-in-law have received numer-
ous prescriptions for percodan from
more than 20 doctors during the
past two years.
The patient arrives for the ap-

pointment with her husband who is
apparently angry, lying, manipulat-
ing, and/or frustrated. On examina-
tion you note "swelling decreased
but still present." You then confront
them with information from the
pharmacist. They respond by tell-
ing you of her first husband kidnap-
ping her child and hitting her in the
face with a pipe.
A few days later the patient calls

requesting a new prescription. She
apologizes for missing the previous
appointment and you agree to com-
plete the root canal procedure. Dur-
ing the procedure the patient has a
petit-mal-seizure. After recovering
she reports her failure to take pre-
scribed Dilantin. She also describes
an attempt earlier that morning to
kill herself and her three year old
daughter.

Several days later the patient
comes to your office crying that "the
emergency room won't see me, no-
body will help me." Her elltire face
is black and blue and swollen. She is
thin, unkempt and asks for
percodan. Earlier, however, her
mother called saying she got your
name from a prescription her
daughter (the patient) left at her
house. Her concerned voice de-

scribed taking care of a three year
old granddaughter and the trouble
between her daughter and her hus-
band. She said she wanted to help
and asked how her daughter was
doing. You inform the patient her
mother called, cares about her and
wants you to explain what is hap-
pening to her daughter. The patient
says she will sue if you ever speak to
or about her mother again.
The patient seeks appropriate

support and returns to your office a
few months later. She tells you about
her large sum of unpaid medical
bills in the community and
uninsurable medical status and then
expresses her desire to schedule pe-
riodic maintenance visits with your
office. She then asks if you go to
church and would you suggest a
good minister.

This factual case account raises a
number of issues that can be en-
countered by a practicing dentist.
What ought to be done? What are
the various alternatives available?
What moral/ethical values or prin-
ciples are at stake? What profes-
sional obligations are involved?
Which of these considerations is
(are) and one(s) that ought to guide
actions? Is it ethical for the dentist
to respond to the spirituality ques-
tion?

Oncet, Grampa stopped and
watched me pick blackberries.
It was one of the times he was
put out about words and how
folks was fooled by them.
Granpa said, "Little Tree, did ye
know that when blackberries is
green, they is red?"

This total confused me, and
Grandpa laughed. "The name is
give to blackberries. . . to de-
scribe 'ern by color. . . which
when they ain't ripe, they are
red." Which is true.

Grandpa said, "That's how
the damn fool word-using gits
folks all twisted up. When ye hear
somebody using words agin'

somebody, don't go by his
words, fer they won't make no
damn sense, go by his tone, and
yell know if he's mean and ly-
ing." Grandpa was pretty much
down on having too many
words. Which was reasonable.

(from Little Tree")"

C. Evaluation

Evaluation was conducted in sev-
eral ways. A discussion allowed
participants to evaluate the pro-
cess at its conclusion. Comments
were very candid and positive. All
expressed surprise with the experi-
ence and admitted they had had no
strong desire to attend. However,
they now wanted to continue the
process and would encourage oth-
ers to participate. After having one
month to reflect on the program,
participants were asked to provide
written evaluations. An overwhelm-
ing positive response followed which
included extensive comments of ap-
preciation.
The President of The American

College of Dentists provided a writ-
ten positive evaluation of the event.
Perhaps the most valid and reliable
positive comments were from the
Humanities Foundation staff.

In summary, everyone reported
that the project was an appropriate
and valuable continuing education
experience and that more programs
should be encouraged. The Hu-
manities evaluator commented,
"Dental ethics is really quite new,
both academically and in profes-
sional circles. I believe the Hu-
manities Foundation could perform
a genuine service to the profession
and to society by continuing at-
tempts to facilitate the development
of dental ethics through conferences
such as this." These comments,
however valuable, are not useful
for determining how this study
might improve dentistry.

Unlike the more familiar techno-
logical C.E. courses, effective con-
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tinuing education in ethics requires
the cooperation of organizations
and individuals (dental and non-
dental). As other educational for-
mats develop, serious systematic
evaluation of these approaches must
be considered. Before this under-
taking begins, however, the various
organized legislative bodies of den-
tistry may need to provide a more
formal recognition of the continu-
ing educational component of eth-
ics. By-law directives should spe-
cifically define an organizations'
responsibility for initating and co-
ordinating relevant educational
opportunities in ethics in addition
to developing and adjudicating
codes of ethics through their re-
spective ethics committees, thus
providing a framework for evalua-
tion.

D. Future

Edmund Pelligrino, in the Jour-
nal of Clinical Ethics(13) commented
on teaching medical ethics and that
. . . the most significant area to be

addressed is the attitudes of "scien-
tific" clinicians who rely on the posi-
tivist stance: if one cannot weigh,
smell, feel, measure and subject
knowledge to observation and ex-
perimentation, it is not knowledge
but only opinions and therefore, not
worth learning." This approach pre-
sents serious epistemological con-
fusion, and dental ethics students
(i.e. practicing dentists) should be
properly prepared to address this
question. But this is an ongoing
philosophical discussion which
should not stop learning about eth-
ics nor stop healthy skepticism about
its goals and methods. Individual
participants can gain respect for the
process, even if it is not accepted.
Future efforts in ethics will evolve
for the practitioner.

The A.C.D.'s initiative to trigger a
national program of ethics discus-
sions at a local level is one example.
Another group which could have a

major impact is the Dental Manage-
ment Specialists."4) By imitating
the A.C.D.'s effort and developing a
co-operative workshop with other
organizations interested in dental
ethics, results can be systematically
incorporated into their work thus
reaching a group of dentists not
normally reached through current
channels.

E. Conclusions

Professional ethics is the sub-
stance that holds dentistry together.
Concepts such as law, economics,
and social trends, are also impor-
tant considerations and tools, but
ethics is the one common founda-
tion that makes variation and dis-
cussion of these other ideas pos-
sible. It assumes without philosophi-
cal proof that ethics are cross cul-
tural and the basis of community
and other enclaves. For dialogue
purposes, community is described
by the commonalities of all, whereas
enclaves are defined by the distin-
guishing characteristics or respon-
sibilities within and between spe-
cial groups.

Perhaps the ultimate purpose of
the continuing education of profes-
sional ethics in dentistry is limited
to simply giving the participants a
chance to express their expertise
and allow them to gain a better
understanding of what is good, what
is truth, what is autonomy and what
is justice in the daily practice of
dentistry. It will not guarantee that
any of us will "do the right thing."

Continuing education courses in
ethics for the practitioner are essen-
tial to the maintenance of dentistry
as a respected health care profession.

A
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Philip E. Blackerby, Jr. was re-

cently the recipient of the John W.
Knutson Distinguished Service
Award in Dental Public Health pre-
sented by the American Public
Health Association in Atlanta. Dr.
Blackerby served as President of the
American College of Dentists in
1962-63 and received the College's
William J. Gies Award in 1967. He is
a former Dean of the University of
Louisville School of Dentistry.

Philip E. Blackerby, Jr.

James N. Clark was the recipient
of the American Society of Dentistry
for Children's ASDC Great Award.
Dr. Clark has practiced dentistry in
Dubuque, Iowa for over 29 years
and is serving as the 10th District
Trustee of the American Dental As-
sociation. He is a Past President of
the American Society of Dentistry
for Children.

James N. Clark

Allan J. Formicola was recently
installed President of the American
Association of Dental Schools. Dr.
Formicola is the Dean of the Colum-
bia University School of Dental and
Oral Surgery and has served as a
member of the Commission on Den-
tal Accreditation. He is a recipient
of the Distinguished Alumni Award
from Georgetown University and
was presented the New York
Section's 1992 Meritorious Service
Award.

Allan J. Formicola

Robert E. Gaylord was recently
honored by the Baylor College of
Dentistry with the establishment of
the Robert E. Gaylord Endowed
Chair in Orthodontics. Dr. Gaylord
has served as Chairman of Orth-
odontics at Baylor and is a Past
President of the American Associa-
tion of Orthodontists.

Lionell N. Greenberg

Deborah Greenspan was re-
cently awarded the Doctor of Sci-
ence (Medicine) degree by the Fac-
ulty of Medicine of the University of
London. Dr. Greenspan was recog-
nized for her contributions in oral
medicine, oral cancer and AIDS. Dr.
Greenspan in Clinical Professor of
Stomatology and Clinical Director
of the Oral AIDS Center at the Uni-
versity of California at San Fran-
cisco School of Dentistry.

Deborah Greenspan

John S. Greenspan has been
elected Chair of the Dentistry Sec-
tion of the American Association for
the Advancement of Science for
1992-93. Dr. Greenspan is professor
of Oral Biology and Oral Pathology,
and Chair of the Department of
Stomatology at the School of Den-
tistry, and also Professor of Pathol-
ogy, School of Medicine, at the Uni-
versity of California at San Fran-
cisco.

John S. Greenspan

Lionell N. Greenberg was re-
cently installed President of Alpha
Omega International Dental Frater-
nity. A member of the American
Academy of Periodontology, Dr.
Greenberg practices in Santa
Monica, California.
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James A. Harrell, Sr. was ap-
pointed Chairman of the Campaign
Steering Committee at the Univer-
sity of North Carolina, at Chapel
Hill, School of Dentistry. The Com-
mittee aims to raise six million dol-
lars for the School of Dentistry. A
Past President of the American Col-
lege of Dentists, Dr. Harrell is also
the Chairman of the Steering Com-
mittee of the College's Campaign for
the 90's.

James A. Harrell, Sr.

Ralph S. Kaslick has been elected
President of the Medical Staff of
Goldwater Memorial Hospital, New
York City. Dr. Kaslick is Director of
Dentistry at the hospital and a Clini-
cal Professor of Periodontics at New
York University College of Dentistry.
He was Dean of the College of Den-
tal Medicine at Farleigh Dickinson
University from 1975 to 1987.

Ralph S. Kaslick

Edwin S. Rosenberg has been
appointed Professor and Chairman,
Department of Periodontics and
Implant Dentistry at Temple Uni-
versity, School of Dentistry. Dr.
Rosenberg was formerly Professor
of Periodontics and Director of Post
Doctoral Periodontics at the Uni-
versity of Pennsylvania.

Jose E. Medina was recently hon-
ored by the President of the Repub-
lic of Chile for his longstanding con-
tributions to the dental health to the
People of Chile. Dr. Medina has
served as Dean of the University of
Florida College of Dentistry and was
also Vice-President for Faculty Plan-
ning and Operations at the Health
Center. He received the ACD 1990
William J. Gies Award and is pres-
ently serving as President of the
Academy of Operative Dentistry.

Jose E. Medina

R. Chester Redhead was recently
honored by Howard University with
the presentation of the 1992 Alumni
Award for Distinguished Achieve-
ment in Dentistry and Service to the
University. Dr. Redhead has served
as President of the First District
Dental Society of New York and is in
the private practice of dentistry in
New York.

R. Chester Redhead

Edwin S Rosenberg

Frank J. Sammartino recently
retired after serving as a member of
the Faculty of Temple University
School of Dentistry for over 44 years.
Dr. Sammartino served as Profes-
sor and Chairman of Dental Radiol-
ogy from 1974 to 1988 and is a Past
President of the Philadelphia Den-
tal Society.

Frank J. Sammartino

Herbert Schilder was recently
honored by the Massachusetts Den-
tal Society with the presentation of
the Etherington Award for Service
to the Profession. Dr. Schilder is a
Diplomate of the American Board
of Endodontics and is Chairman of
the Department of Endodontics at
the Goldman School of Graduate
Dentistry.

Dr. Joseph Kalil, President of the
Massachusetts Dental Society, on the left,

presented the Award to Dr. Schilder.
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DENTAL COMMUNITY STAFF
EXECUTIVES MEET

Executive Directors of six dental
organizations based in the Metro-
politan Washington, D.C. area, met
recently to discuss developments
within their respective organizations
and constituencies. The meeting was
held at a luncheon hosted by the
American Dental Trade Association.

Joseph Schachner is serving as
the General Chairman of the 1992
Greater New York Dental Meeting.
Dr. Schachner is in general practice
in the Bronx and has served as Presi-
dent of the First District Dental So-
ciety of New York.

Joseph Schachner

Clay E. Wilcox has developed
and implemented a project to pro-
vide low-cost dental care for resi-
dents of long-term care centers.
Working in conjunction with the
Veterans Administration Hospital
in Boise, Idaho and the A-dec Cor-
poration, Dr. Wilcox has designed a
self-contained, lightweight mobile
dental unit.

Photographed from the left are Mr. Nikolaj M. Petrovich, CAE, President and Chief Executive
Officer, American Dental Trades Association; Dr. Richard G. Shaffer, Secretary General,
International College of Dentists; Dr. Bill B. Lefler, Former Director, ADA Washington Office;
Dr. Gordon H. Rovelstad, Executive Director, American College of Dentists; Dr. John J.
Clarkson, Executive Director, American and International Associations of Dental Research and
Dr. Preston A. Littleton, Jr., Executive Director, American Association of Dental Schools.

Raymond Wenn of Charlotte-
town, Prince Edward Island, is serv-
ing as Vice-President of the Cana-
dian Dental Association. Dr. Wenn
is a Past President of the Prince
Edward Island Dental Association
and has been a Member of the Cana-
dian Dental Association's Executive
Council since 1987.

Raymond Wenn

Jerome M. Sorrel is serving as
President of the Northeastern Soci-
ety of Orthodontics. Dr. Sorrel is
also the President of the Dental Sec-
tion and a Trustee of the Pan Ameri-
can Association. He is a Clinical Pro-
fessor of Orthodontics at New York
University College of Dentistry.

Herbert K. Yee was recently se-
lected for induction into the Califor-
nia Public Education Hall of Fame.
He was also named University of
Pacific Distinguished Alumnus for
1992. Dr. and Mrs. Yee served as
Emperor and Empress at the Fifth
Annual Asian New Year activities in
Sacramento.

Herbert K. Yee

Clay E. Wilcox
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JOHN H. CORCORAN RECEIVES ACD'S
DISTINGUISHED SERVICE MEDAL

Dr. John H. Corcoran was recently presented with the
College's Distinguished Service Medal for 50 years of
service to dentistry as a Fellow of the College. The
citation and commendation were presented to Dr.
Corcoran in Scranton, Pennsylvania by ACD Regent
Ruth S. Friedman.

Photographed at the presentation of the Distinguished Service Medal
are from the left: Drs. Albert F. Giallorenzi, John H. Corcoran, ACD
Regent Ruth S. Friedman and Nicholas D. Saccone.

OSCAR E. RANFRANZ RECEIVES ACD'S
DISTINGUISHED SERVICE MEDAL

Dr. Oscar Ranfranz was recently honored by the
College with the presentation of the Distinguished 

) 

Ser-

I 4 

vice Medal. Dr. Ranfranz was recognized for having
given 50 years of distinguished service to dentistry as a
Fellow of the College. The presentation of the award was
made to Dr. Ranfranz in Houston by Dr. Darrell V.
Hawkins. We were extremely saddened to learn that Dr.
Ranfranz passed away a few days after the ceremony.

Dr. Oscar Ranfranz, left, photographed receiving congratulations
from Dr. Darrell V. Hawkins.

SECTION ACTIVITIES
European Section

The European Section held a business meeting in Thomas W. Slack, ACD President-Elect Albert
Seattle during the Annual meeting of the American Wasserman, ACD Executive Director Gordon H.
College of Dentists. Projects and concerns of this fast- Rovelstad and ACD Regency 2 Regent Ruth S. Friedman.
growing Section were discussed with ACD President

Photographed at the European Section's business meeting are seated, from the left, ACD President Thomas W. Slack, European Section Vice
Chairman Gil Alcoforado, Secretary-Treasurer Juan Serrano and Regent Ruth S. Friedman. Standing, from the left, are Immediate Past Chairman
of the European Section Pierre Marois, Philippi Gallon, Ajax Menakratis, Terge WahrHensen, Paul B. Feinmann and ACD Immediate Past
President Robert E. Doerr.
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Carolinas

The winter meeting of the Carolinas Section was
held earlier this year in Charlotte, North Carolina.
Section Chairman, Dudley C. Chandler, Jr. presided
and Dr. Brian Summers presented a Scientific Program
on "Esthetic Enhancement Through Periodontics".

Dr. W. David Brunson, Jr., from the University of
North Carolina School of Dentistry presented materi-
als from the ethics and professionalism workshop he
attended in Seattle. The Fellows of the Carolinas Sec-
tion voted to implement a program to train Fellows
from each of the five districts in North Carolina and the
four districts in South Carolina to present material on
ethics and professionalism at local and district levels.
The following new officers were elected for the

Section: Chairman, B. Thomas Kays; Vice Chairman,
William C. Bean; Secretary-Treasurer, W. Lynn
Campbell.

Dr. Dudley C. Chandler, Jr., on the right, photographed handing the
gavel to incoming Chairman, B. Thomas Kays.

Maryland

The Maryland Section recently conducted a dinner
meeting which was attended by ACD and ICD Fellows,
and their spouses, from Maryland as well as from the
Metropolitan Washington Section. This joint event was
held at the Engineers Club in Baltimore on April 29th
with Dr. W. Michael Kenney, Chairman of the Maryland
Section of ACD presiding.
The Maryland Section will conduct its annual Stu-

dent Day consisting of clinics, a forum and a luncheon
on October 28th, during the Chesapeake Dental Confer-

Photographed from the left are newly elected officers of the Carolina
Section. Chairman, B. Thomas Kays, Vice Chairman, William C. Bean
and Secretary-Treasurer, W. Lynn Campbell.

Photographed from the left are Program Chairman William C. Bean,
guest speaker, Douglas Mayer, ACD Past President, James A. Harrell
Sr. and Dudley C. Chandler, Jr.

ence. The Section will also conduct its annual Business
Meeting and Awards Banquet on November 18th.

Dr. Harry W. F. Dressel, Jr., editor of the Maryland
Section, has developed a program pamphlet for the year
which contains the names of the officers, committee
representatives and the schedule of events for the year.
This program brochure has been mailed to each ACD
Fellow in Maryland and will be an annual service of the
Section for its Fellows.
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Kansas City Midwest

Kansas City Midwest Section held its annual meeting
recently in conjunction with the annual meeting of the
University of Missouri-Kansas City Dental Alumni As-
sociation. ACD President Thomas W. Slack installed the
following officers of the Section: Chairman Ray E.

Photographed from the left are Drs. Harry Cook, John Haynes and
Howard Dukes, Sr. Drs. Cook and Dukes were recognized for 25 years
of Fellowship.

Photographed from the left are Drs. John Hynes, Michael Reynolds,
ACD President Thomas Slack and Ray A. Parsons.

Michigan

The Michigan Section conducted its Annual Banquet
and Business Meeting on April 3rd and 4th, in conjunc-
tion with the Michigan Dental Association's Annual
Meeting. A gala banquet was held at the Renaissance
Club in Detroit where the Section honored its own Dr.
Robert E. Doerr, Immediate Past-President of the Col-
lege.

Parsons, Vice Chairman Michael C. Reynolds and Secre-
tary/Treasurer John I. Haynes. Dr. Harry H. Cook, Jr.
and Howard H. Dukes, Sr. were recognized as 25 year
Fellows of the College. Drs. Larry A. Jones, Dale J.
Cartwright, Albert W. G. Schubert and W. R. Hiatt were
recognized as 15 years Fellows.

Photographed from the left are Drs. Larry Jones, John Haynes and
Robert Hiatt. Drs. Jones and Hiatt were recognized for 15 years of
Fellowship in the College.

Mrs. Barbara Slack and ACD President Thomas Slack at the Kansas
City Mid-West Section Meeting.

The next morning, Dr. Melvin A. Noonan presided at
the meeting and Dr. Doerr installed the following new
officers: Chairman, Malcolm D. Campbell, Vice Chair-
man, Dean S. Fields and Secretary-Treasurer, Arnold P.
Morawa.
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Indiana

The Indiana Section held the inaugural Dr. Maynard
K. Hine Scholarship Lecture, March 6, 1992. The lec-
ture, co-sponsored by the Indiana University School of
Dentistry, was also the occasion for the presentation of
a $1000 Maynard K. Hine Scholarship to a graduate
student from the Department of Periodontics. The Schol-
arship is funded equally by the Indiana Section and by
the Procter and Gamble Company. Dr. Harold Loe,
Director of the National Institute of Dental Research,
delivered the lecture. On the evening preceding the
lecture, over 100 friends honored Dr. Hine at a reception
and dinner.
The Indiana Section held its annual business meeting

following Dr. Loe's lecture and a senior dental student
was presented an award of $200 as the winner of the best
paper on Dental Ethics. Following the business meeting
Dr. Muriel Bebeau gave a brief address.

In late March, four Fellows of the Indiana Section
presented a forum on Ethics to the senior dental stu-
dents at Indiana University School of Dentistry.

Dr. Thomas W. Slack, President of the American College of Dentists,
installed the new officers of the Indiana Section who from the left are:
Varoujan A. Chalian, M. Gilbert Eberhart and Jack P. Mollenkopf.

Photographed at the Indiana Section's Dr. Maynard K. Hine's Scholarship Lecture are from the left; Dr. Harold Loe, Dr. William E. Allen, Dr.
Maynard K. Hine, Dr. H. William Gilmore, Dr. Alice Deforest, Dr. Norman H. Olsen, Dr. Jacob B. Freedland, Dr. David C. Vandersall, Dr. Brady
Hancock, Dr. Donald E. Arens.

ACD President Thomas W. Slack on the left photographed with Dr.
Maynard K. Hine.

Dr. Thomas W. Slack, President of the American College of Dentists,
on the left photographed with Dr. Norman H. Olsen, ACD Past
President and Dean, Northwestern University School of Dentistry.
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Metropolitan-Washington

The Metropolitan-Washington Section held its Win-
ter Meeting, January 22nd with 55 Fellows and guests
in attendance. ACD President, Thomas W. Slack was
present at the meeting and installed the new officers of
the Sections.

Photographed from the left are: Section Secretary-Treasurer Robert S.
Knight, Board Member George Young, Chairman Aida A. Chohayeb,
ACD President Thomas W. Slack and Immediate Past-Chairman
William H. Lady.

Photographed from the left are: Metropolitan-Washington Section Secretary-Treasurer Robert S. Knight, Jeanne C. Sinkford, ACD President
Thomas W. Slack, Section Chairman Aida A. Chohayeb, Immediate Past Chairman William H. Lady and ACD Executive Director Gordon H.
Rovelstad.

New York

The New York Section held its spring meeting at the Dr. David Valauri, Assistant Clinical Professor of Sur-
Harvard Club recently. Dr. Andrew M. Linz spoke at the gery at Mount Sinai Medical Center, also made a
meeting on the need and opportunity to study ethics. presentation.

Photographed at the New York Section's meeting are from the left Past
Chairman Terrence J. McGrath and current Chairman George W.
Schmitt.

Photographed at the New York Section's meeting are from the left Dr.
Herman L. Bosboom and Dr. Andrew M. Linz.
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Northern California

The Northern California Section conducted its gen-
eral membership meeting earlier this year and inducted
a new slate of officers. ACD Regent, Walter N. Johnson,
Regency 8, addressed the meeting. The Northern Cali-
fornia Section has, since 1984, presented a Willard C.
Fleming Meritorious Service Award in recognition of
significant contributions made to dentistry. Of the nine
individuals recognized thus far, one is not a dentist and
another a dentist but not a Fellow of the College. The
Section presented its 1992 Willard C. Fleming Meritori-
ous Service Award to Dr. Clifford Frank Loader of
Bakersfield, California for 54 years of meritorious ser-
vice.
The following officers of the Northern California

Section were inducted into office by Dr. Fred B. Carlisle,
a member of the Section's Executive Committee: Chair-
man Kenneth E. Follmar, Sr.; Vice-Chairman Louis S.
Vodzak; Executive Committee Members Herbert C.
Berquist and Alan J. Swimmer; Advisory Committee
Member, Betty Vodzak and Secretary-Treasurer, George
M. Yamamoto.

Dr. Clifford Loader, recipient of the 1992
Willard C. Fleming Meritorious Service
Award being congratulated by Section Chair-
man Kenneth Follmar.

Photographed at the Northern California
Section Meeting are from the left ACD Presi-
dent-Elect, Albert Wasserman; Alan J. Swim-
mer; Immediate Past Chairman Richard J.
Ennis; Herbert Berquist; Fredrick Carlisle
and Anthony Cusenza. Seated from the left
are: Section Chairman Kenneth E. Fol!mar;
ACD Regent, Regency 8, Walter Johnson;
Betty Vodzak and Chairman-Elect Louis
Vodzak.

Dr. Richard Emu th <2. out-going Chairman on the left, hand-
ing the gavel to Dr. Kenneth Follmar.

Photographed at the Northern California Section Meeting are from the left: Executive Commit-
tee Member, Herbert Berquist; Chairman, Kenneth Follmar and ACD Regent Walter Johnson.
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Wisconsin

The Wisconsin Section held its Spring Meeting in
Milwaukee on April 2 with Chairman Russell T. Kittleson
presiding. Thirty-two Fellows and several guests at-
tended a business meeting and luncheon which was
followed by the ACD lecture presented to Fellows and
dental students from Marquette University. The speaker
was ACD Fellow Harold Perry, the former Chairman of
the Department of Orthodontics at Northwestern Uni-
versity Dental School, Chicago.
The Section honored Dr. Robert V. Winders and Dr.

John F. Goggins for their significant contributions to
dentistry. Dr. Winders is a past chairman of the Marquette
University Department of Orthodontics and Dr. Goggins
is the Dean of the School of Dentistry at Marquette
University.
The Wisconsin Section voted to name its annual

spring lecture in memory of Dr. Henry L. Banzhaf who
was Dean of Marquette University School of Dentistry
from 1913 to 1942. Dr. Banzhaf served as the first
President of the American Association of Dental Schools
(1924) and was President of the American Dental Asso-
ciation (1926-27). He was also a founder of the Ameri-
can College of Dentists and was President of the college
in 1928-1929.

Photographed from the left are: Wisconsin Section Editor George
Rooney, James Englander, Edward Leone, Peter Murrell and Section
Secretary/Treasurer Donald Pricco.

Some of the Fellows of the Wisconsin Section photographed at the
Spring meeting.

Photographed at the Wisconsin Section's Spring meeting are from the left: Section Chairman Russell Kittleson, Secretary Treasurer Donald Pricco,
L. Thomas Johnson, Speaker Harold Perry, Section Vice Chairman Elise Sampson, Honoree Robert V. Winders, Honoree John F. Goggins and
Regent Prem S. Sharma.
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New Jersey

The New Jersey Section has implemented a program
to provide information about ethics and professional-
ism to students at the University of Dentistry and Medi-
cine of New Jersey, New Jersey Dental School. The
program has been organized by Section Chairman, James
L. Palmisano with assistance from the Sections Execu-
tive Committee and advice from Dr. Muriel J. Bebeau of
the University of Minnesota. Fellows of the New Jersey
Section act as facilitators and guide dental students
through ethical dilemmas and predicaments. A joint
luncheon is held for the dental students and the Fellows
of the Section. Later in the spring, a similar program is
presented to the junior class. The DentaJ School Admin-

New Jersey Fellows who serve as facilitators, photographed attending
a training session from the left are: Drs. Edward Bresmen, H. Curtis
Hester, Frank G. Landry, Hermon R. Katz, John De Voy, James
Palmisano, Greg La Morte, Peter Clemente and Leonard H. Goddard.

Southern California

The Southern California Section presented its annual Achievement
Award to the most deserving senior dental student from each of the
three Southern California dental schools at its meeting held during the
California Dental Association Annual Session at Anaheim. Pictured,
left to right, are award winners D. Michael Duggan of Loma Linda
University, Gordon Poelman of USC and Anthony P. Potente of UCLA.
ACD Regent Richard B. Hancock, right, was the Section Awards
Chairman. Winners received an engraved plaque and a check for $250.

istration has agreed to make the New Jersey Section's
Program a required part of the formal curriculum. The
Section now plans to expand the program to include
sophomore and freshmen dental students.
To prepare to serve as facilitators for the program,

Section Fellows attend a mandatory training session.
The Education Committee of the New Jersey Section is
meeting with the Curriculum Committee of the Dental
School to develop schedules and lesson plans for future
sessions. Further information about this program may
be obtained from the New Jersey Section Secretary-
Treasurer, Gregory C. La Morte.

New Jersey Fellows serving as facilitators guide dental students
through ethical dilemmas. ACD Past-President, H. Curtis Hester,
photographed addressing a group of dental students.

Pictured during the Southern California Section Meeting, held in
conjunction with the California Dental Association Annual Session at
Anaheim this year are, left to right, Immediate Past Chairman Edward
B. Cowan, ACD Regent Richard B. Hancock, Outgoing Secretary-
Treasurer Michael R. Miller, Incoming Secretary-Treasurer Jean E.
Campbell, Vice Chairman Hans S. Sjoren, ADA President-Elect Jack H.
Harris and Section Director Ernest L. Casares.
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NOMINATION FORM REQUEST
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City  
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Signature
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suitability of a manuscript for publication. References lists that do
not follow the illustrated format and punctuation or which are not
typed double spaced will be returned for retyping.

REPRINTS

A form for reprints will be sent to the corresponding author after
the manuscript has been accepted and edited. He/she then shall
inform all other authors of the availability of reprints and combine
all orders on the form provided. The authors shall state to whom
and where reprint requests are to be sent. Additional copies and
back issues of the Journal can be ordered from the Business
Manager of the Journal.

COPYRIGHT POLICY

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