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Objectives of the
American College

of Dentists

T
HE AMERICAN COLLEGE OF DENTISTS, in order to

promote the highest ideals in health care, advance

the standards and efficiency of dentistry, develop

good human relations and understanding, and extend the

benefits of dental health to the greatest number, declares

and adopts the following principles and ideals as ways

and means for the attainment of these goals.

A.To urge the extension and improvement of measures for the

control and prevention of oral disorders;

B.To encourage qualified persons to consider a career in
dentistry so that dental health services will be available to all
and to urge broad preparation for such a career at all educa-

tional 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 understanding and appreciation of
oral health service and its importance to the optimum health of
the patient;

F.To encourage the free exchange of ideas and experiences in
the interest of better service to the patient;

G.To cooperate with other groups for the advancement of
interprofessional relationships in the interest of the public;

H.To make visible to professional persons the extent of their
responsibilities 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
recognize meritorious achievements and the potentials for
contributions to dental science, art, education, literature, hu-
man relations or other areas which contribute to human wel-
fare - by conferring Fellowship in the College on those persons
properly selected for such honor.
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Editorial

FROM THE

EDITOR
A Profession Starved for Policy

D
entistry has changed. No
sophisticated statistics
are required to recog-
nize the differences that

have occurred in the one-third
century between 1958 and 1991.
Caries in children ages six to seventeen
as measured by the number of
decayed, missing, and filled teeth has
fallen by 40% or more. The number of
dentists per 100,000 population has
reached a high of 60. Of the $31.4
billion annual American dental bill,
third-party carriers write the checks for
$17.3 billion, or 55% — more than ten
times the amount twenty-five years
ago. In 1958, dentists spent 96% of
their time in the office doing dentistry
and lab work; now the number is
closer to 90%. The tithe of non-
technical labor goes to insurance
forms, staff meetings, continuing
education, OSHA compliance, etc. The
number of auxiliaries employed has
tripled during this period to an average
of four staff members, including one
hygienist. Personnel costs are the
largest segment of overhead as they
were in 1958. Total staff costs have
risen from 30% of expenses to over
40%, while total overhead has climbed

from 45% to 65% or higher in the more
productive practices.

Everyone a Winner
During this time of change, dentistry
has thrived. The 1985 Economic Report
to the President of Congress focused on
health care. Everywhere the congres-
sional investigators looked, they saw
health care costs outpacing general
expenses and absolutely no evidence
of improved health care or quality of
life. This sweeping and damning
generalization has a single exception.
America's oral health is the best in the
world, and continues to get better; this
is being achieved with dental expenses
rising more slowly than the cost of
living.

Edentualism dropped from 13% to
7% between 1957 and 1990. Almost
half of the teenagers in the United
States are now completely caries-free.
Until the 1960s, the proportion of
Americans visiting the dentist each year
had steadily increased. Now we are
seeing no changes or tiny increases.
ADA figures show the average
monthly patient visits in 1958 as 256
per dentist; in 1991, the number was
255. At the same time, our powerful

technology has increased the amount
of dental care a patient receives per
visit by 15% to 20%.

During this time dentists have also
thrived. Prestige and public respect for
the profession are at an all time high.
In constant dollars, the net income of
dentists has increased by 20% in the
past thirty years. This sharp rise in
spending power of dentists has been
sustained during the period when the
average age of practicing dentists
dropped by two years, the proportion
of women jumped from 1% to 6%, and
the dentist's work week shrunk from
40.0 to 37.5 hours. Dental practices are
contributing more to their local
communities by paying the salaries of
three or four auxiliaries for every one
they paid only twenty-five years ago.

The Need for a New View
Some readers will find these indicators
of the health of the profession and the
health of patients discomforting. We
are accustomed to thinking in terms of
winners and losers; but it appears that
everyone is winning. Multiple success
certainly does require an explanation.

The concept of dental care has
changed. Only a small residual of the
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American public defines dentistry as
the surgical repair of hard tissue lesions
and ancillary services. People now go
to the dentist because they desire
positive oral health, function, and
appearance. This represents a funda-
mental shift in the definition of den-
tistry. The public has asked for some-
thing different, and the profession has
responded. The old logic —  

Dentistry also has changed from
being a manufacturing business to
being a service. Until the 1960s most of
the value added in a dental practice
came from the customized manufac-
ture of restorations and prostheses by
the dentist. Economic analysis of data
from the ADA Survey of Dental
Practice for the late 1960s shows that

This shift from manufacturing to
service can be seen clearly in the
changing way practices are valuated.
The proportion of the sales price of a
practice attributed to tangible assets
has fallen steadily over the past quarter
century. The true value of dental
practices is now recognized to be in
their service potential, represented in

patient records and goodwill.
disease patterns determine The College is uniquely positioned to under-
dental en re, and its corollary of

I supply and demand econom- take the responsibility as a policy forum for
ics — is out of date. For the profession. It is an organization of leaders.
example, while the DMF has
been plunging over the past
several decades, the F component
(filled teeth, representing care re-
ceived) has remained relatively
constant. Over this period, four to five
times as many adults have sought
orthodontic care. This is because of a
change in the public's perception of
dentistry and the way orthodontic
offices are staffed and is not a result of
a dramatic rise in malocclusion. The
new reality is that experiences of
positive oral health are a better
predictor of demand for dental care
than is presence of disease. This is a
market shift of some consequence.

75% of a dentist's time was spent in
operative dentistry and in fixed and
removable prosthodontics procedures,
plus another 4% in lab work The
contribution to gross income from
service activities such as diagnosis,
prevention, and surgical repairs plus
services provided by staff, office
location, and other value-added
benefits paid for by the dentist but not
delivered as a product was 54%. By
1991, the proportion of time spent by
dentists doing restorative dentistry had
fallen to 51% and service-related value
added had increased to 79%.

This shift from manufacturing
to service is partially a
reflection of changes in
American society at large —
the service economy is now
estimated to be between 70%

and 80% generally. It is also a result of
basic and clinical sciences research that
has made the mechanical aspects of
dentistry easier and the knowledge-
based aspects more significant.
Techniques have become more
tolerant; patients have become less so.
It is an immutable economic principle
that labor cannot be leveraged, but
knowledge can. The timing of this shift
has created tensions between the
practicing profession and dental
education.

During the practice lifetime of most
Fellows in the College, dentistry has
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undergone a fantastic transformation
— but the way we talk about dentistry
has not. We still use the yardsticks of
the fifties and sixties and struggle with
the confusing images they create of
dentistry as we experience it today.
The crying need now is for a new
language that will make dentistry
meaningful to the profession, our
patients, and to other important
constituencies.

As a profession, dentistry is held
together by a shared rhetoric or world
view that must be adjusted and
rehearsed to strengthen individual
dentists' identity and sense of belong-
ing. This self-cleated culture is more
important in a profession of indepen-
dent persons than in companies and
other organizations where there is
constant interaction among members.
This world view is a precious resource
that provides the background against
which we judge who we are, which
things have value, and whether we are
being successful.

A Policy Forum
The Journal of the American College of
Dentists will become a forum for
creating policy for dentistry. Our new
statement of editorial policy states:
"The Journal should identify and place
before the Fellows, the profession, and
other parties of interest those issues
that affect dentistry and the oral health
of the country. All readers should be
challenged by the Journal to remain
informed, inquire actively, and partici-
pate in the formulation of public policy
and personal leadership to advance the
purposes and objectives of the Col-
lege."

While the Journal will continue to
publish a few manuscripts of high
quality, the central pages will be given
over to extensive discussions of the
issues facing the profession. For
example, in this issue we are privi-
leged to be among the first profes-
sional organizations to offer a compre-
hensive reaction to the landmark
Institute of Medicine study of dentistry
and dental education. Because this
report will provide a framework for
debate about issues ranging from
accreditation and licensure to research
and dental workforce size, it is impor-
tant that Fellows of the College be
informed so that they can take a
leadership role in this discussion. In
the next issue of the Journal, we will
take up managed care.
A second innovation in the Journal

is the introduction of departments.
These are short features appearing in
every issue and addressing the infor-
mation needs of the profession's
leaders. Examples of departments
include: ethics, leadership, history,
statistics, organizations whose actions
influence dentistry, as well as the
customary editorial and letters to the
editor. Three of these departments
(letters, ethics, and statistics) are based
on written reaction from readers.
Indeed, the entire Journal is intended
to invite active participation on the part
of all Fellows and readers.

The changes in dentistry necessitate
change in focus for the Journal of the
American College of Dentists. The
College is uniquely positioned to
undertake the responsibility as a policy
forum for the profession. It is an
organization of leaders. It has a

national reputation of respect and
credibility. Its historical legacy is to call
for excellence in turbulent times.

As we proceed with this new
mission we must be mindful of four
touchstones for how the Journal
expresses itself. First, many voices and
divergent opinions must be heard.
Dentistry is so complex that no one
person can understand it all, and it is
only out of dialogue that clear vision
will emerge. Second, words are very
powerful. We become what we talk
about, so let us cling fast to the high
road. Third, the identity and reputation
of the profession is a cherished
resource. We gather strength from
what we represent. It has been said,
"You have to stand for something or
you'll fall for everything." Fourth, the
profession and the Journal must be
defined in positive terms. Psychologists
are consistent in reminding us that a
personality built in reaction to others is
an unhealthy personality. Our work
will not be complete if we only "view
with dismay" or "point with alarm." We
must also fashion the positive vision.

The new Journal of the American
College of Dentists is not an archival
publication written for libraries. It is the
working papers for the future of
dentistry.

David W. Chambers, EdM, MBA, PhD
Editor
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Letters to
the Editor

Dear Editor

The Fall/Winter 1994 issue of the
Journal of the American College of
Dentists is an excellent publication.
Bob Mecklenburg did a wonderful job
as acting editor, and the College owes
him a debt of gratitude.

Bob wrote in the Journal describing
the color of its cover, "Please, these
covers are platinum:' The platinum on
the cover of the Journal reflects the
platinum individual who did a great job
as acting editor.

I was particularly fascinated by the
article "Communicating Science to Our
Patients and the Public" authored by
Dr. Irwin D. Mandel. Communication is
one of the most important keys to a
successful dental practice.To be
honest, most patient problems seem to
be created by a lack of communication.

Risk communication continues to
increase in importance to the dental
profession. Patients have the right to
know, want to know, and even demand
all information about their health and
safety. Patient autonomy is extremely
important and as professionals we
must recognize and understand this.

Dentists today must be knowledge-
able and trained as spokespersons on
most aspects of dentistry.

Sincerely,

RobertT. Ragan, DDS
Regent, Regency 6
Cleveland, MS

Dear Editor

I would like to commend Dr Dominick DePaola for his outstanding
article in the Fall/Winter issue of the Journal entitled, "Higher Education
and Health Professions Education; Shared Responsibilities in Engaging
Societal Issues and in Developing the Learned Professional?' The article
addresses four interrelated issues in a clear and effective manner: (I) the
primary forces impacting on dental education; (2) the fact that these
forces parallel the forces impacting on higher education and society as a
whole; (3) the need for dental as well as health professions education in
general to address core societal concerns; and (4) the necessity of
interweaving the philosophy and culture of the university into the fabric
of dental education.

Dr. DePaola contends that dental education must respond to these
issues in an effective manner in order to survive and to create a true
learned professional.1 strongly support Dr.DePaola's contention.

As a dental graduate of twenty-five years ago, I feel that I was well
trained but poorly educated.As a dental educator of today, I feel that
our current graduates may share my dilemma. So that dentistry may
continue as a learned profession in a complex and ever-changing
environment, dental education must assure that our future graduates are
truly learned professionals —"learned" as in "educated" not "trained?'

Many years ago, our medical colleagues realized the impossibility of
accomplishing this task through the predoctoral education program
alone. My associates in medical education find it hard to understand
how we can expect students to "pull it all together" in four years of
undergraduate dental education.With the exploding dental curriculum
and the new charge bestowed upon us by Dr.DePaola, the Pew National
Dental Education Program, and the Institute of Medicine study it may
now be time to address more seriously a question that has been
bounced back and forth for over a decade — the need for a mandatory
year of postdoctoral training.

Sincerely yours,

Warren M. Morganstein
Senior Associate Dean
University of Maryland
Dental School
Baltimore, MD
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The Future of Dental Education:
A Report from

the Institute of Medicine

D
ental education has un-
doubtedly made great
strides in the 20th cen-
tury. This progress de-

rives in part from broader scientific
and social developments including
public policies to promote individual
and community health. Beyond these
influences, however, lies the dedication
of several generations of dental practi-
tioners, educators, researchers, and
public officials to improving oral health
through educational, professional, and
scientific achievements.

Its achievements notwithstanding,
dental education faces serious chal-
lenges. Six dental schools have closed
and others are vulnerable. Dental
school enrollments have been cut back
substantially from the high levels of the
1970s and early 1980s, but the supply
question — whether there are too
many dentists in practice and in training
—is a continuing source of contro-
versy. The high cost of dental education
to students and to universities is an
acute wony.

The recently released Institute of
Medicine (IOM) report, Dental Educa-
tion at the Crossroads, examines the
challenges facing dental education. The
project originated from requests from
dental leaders and followed a planning

Marilyn J. Field

effort that concluded that this was an
important topic for study by the IOM. A
formally appointed, eighteen-member
study committee met for the first time
in February 1993 and for the last time
in May 1994. The committee was delib-
erately composed of individuals from
within the profession and outside it,
from within the higher educational
community and outside it. It included
three full-time practitioners.

The IOM is the health policy arm of
the National Academy of Sciences, a
private, nonprofit organization that was
created by an 1863 Congressional char-
ter for the furtherance of science and its
use for the general welfare. Although it
acts as an official, yet independent advi-
sor to the federal government, the TOM
also acts on its own initiative and in re-
sponse to requests from private organi-
zations. Somewhat over half of the
funding for the study of dental educa-
tion came from private sponsors. Major
sponsors included the Robert Wood
Johnson Foundation, the National Insti-
tute for Dental Research, the American
Fund for Dental Health, the Health Re-
sources and Services Administration,
and the Departments of Defense and
Veterans Affairs. The committee report
went through an outside review pro-
cess as required by the Academy.

In considering the future of dental
education, the committee had three ba-
sic tasks. One task was understanding
and describing the current system and
its evolution. A second task was trying
to assess the forces that would shape
dental practice and education in the fu-
ture. The third was to draw conclusions
about the reasonable and desirable
steps that dental educators and others
should take to capitalize on the positive
opportunities before the profession and
minimize the negative consequences of
change.

The committee undertook an inten-
sive information collection effort. It vis-
ited eleven dental schools, meeting
with faculty, students, university and
academic health center presidents, rep-
resentatives of other health professions
schools, alumni, and representatives of
state and community dental organiza-
tions. It also held a public hearing at
which some two dozen organizations
testified, commissioned eight back-
ground papers, undertook a mail sur-

Dr Field is a profes-
sional staff member at
the Institute of
Medicine and served as
Study Director for this
project.
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vey of all dental school deans, con-
ducted telephone interviews with some
two dozen university officials, and met
with many leaders of organized den-
tistry. The Journal of Dental Education
published the eight background papers
in its January 1995 issue.

The report is organized around ten
chapters, seven of which include  
recommendations. Virtually all of
the twenty-two recommendations
anticipate the need for active co-
operation from the larger dental
community as well as support
from university officials and state,
local, and national policy makers. The
recommendations do not provide a
checklist of "one-size-fits-all" remedies
for dental schools. Rather, based on the
committee's analyses of problems and
options, they present strategies for indi-
vidual schools to adapt to their mis-
sions and circumstances.

The committee emphasized four
broad objectives for the effective use of
health resources to advance the nation's
oral health. These objectives are to:

1. Improve our knowledge of what
works and what does not work to pre-
vent or treat oral health problems.

2. Reduce disparities in oral health
status and services experienced by dis-
advantaged economic, racial, and other

groups.
3. Encourage prevention at both

the individual level (e.g., feeding prac-
tices that prevent baby bottle tooth de-
cay, reduced use of tobacco) and the
community level (e.g., fluoridation of
community water supplies and school-
based prevention programs).

practice for children and young adults,
the increase in the population of older
patients who are keeping their teeth is
in its early days. These patients not only
have chronic age-related problems and
complicating medical conditions, but
also are more highly educated and pos-
sibly more demanding in terms of other

dental care than their pre-

Dentistry cannot remain isolated if it is
to secure the financial and other resources

for a successful passage into the 21st century.

4. Promote attention to oral health
(including the oral manifestations of
other health problems), not just among
dental practitioners but also among pri-
mary care providers, geriatricians, edu-
cators, and public officials.

It is quite evident that scientific dis-
coveries and technological innovations
will continue to change dental practice.
It is also clear that there is more to
come from the extended application of
past scientific developments, for ex-
ample, those involving fluorides. Out-
comes research is focusing attention on
the real-world effectiveness of alterna-
tive preventive, diagnostic, and treat-
ment strategies. And although we've
seen the impact of fluorides on dental

decessors.
In addition, the man-

agement and conduct of
dental practice will be al-
tered by other social, eco-
nomic, political, and tech-

nological developments. Comprehen-
sive federal action on health care re-
form was defeated and state initiatives
range from nil to significant. With or
without federal action, however, the
health care system is restructuring itself
in ways that will affect dental practice
and dental education. The directions
are reasonably clear. They include: con-
tinued creation and diffusion of sophis-
ticated information management tech-
nologies; ongoing evolution of expecta-
tions and methods for assessing and
improving the quality and efficiency of
care provided in ambulatory settings;
intensified pressure for controlled
health care costs; further growth of
managed care and integrated care sys-
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terns as a prevalent, if not dominant
method of organizing and administer-
ing medical and other health services;
and greater emphasis on the contribu-
tions of health care to community as
well as individual well-being.

Dental education will also be af-
fected by changes in the university en-
vironment. Financial pressures on edu-
cational institutions undoubtedly will
persist, although their severity may vary
over time and across schools. Universi-
ties and government policy makers will
continue to re-evaluate their programs
— adding, deleting, and restructuring
them. Overall, the world of higher edu-
cation is likely to become less stable
and thus more unpredictable and
stressful for its constituent parts.

Five broad themes stand out in the
Institute's report. First, dental practitio-
ners will use more medical knowledge
in the future and will need to work
more closely with other health profes-
sionals. The report did not call for a
single medicaVdental profession, but it
did condude that the dental profession
will and should become more closely
integrated with medicine and the health
care system on all levels — education,
research, and patient care.

Second, to prepare both their stu-
dents and their schools for change,
dental educators will need to teach and
display desirable models of clinical
practice. Using excellent practices in
the community as a model, dental
school clinics should seek to be more
patient-friendly and efficient and to pro-
vide students with a greater volume
and breadth of clinical experience in
prevention, diagnosis, treating planning
and execution, and appropriate referral
to specialists.

Third, dental schools will need to
demonstrate their value to their parent
universities, academic health centers,
and communities. They can no longer

afford to be centers of excellence in
technical dentistry that operate inde-
pendently and without a clear under-
standing of the missions and problems
of their parent institutions. The mix of
contributions will vary from school to
school but the fundamental point is
clear: dentistry cannot remain isolated if
it is to secure the financial and other re-
sources for a successful passage into
the 21st century.

Fourth, continued reforms in ac-
creditation and licensure are necessary
to resolve long-standing problems and
meet new expeditions for quality as-
sessment and improvement in health
care. Although states can be criticized
for occasional parochialism and ineffi-
ciency, they remain a reasonable locus
of governmental responsibility for pro-
fessional regulation. The relevant task is
not to construct a new national licen-
sure system but rather to minimize defi-
ciencies in the present system and to
involve all major parties in the process
of change.

Fifth, to prepare for an uncertain fu-
ture, dental schools will need to experi-
ment with different models of educa-
tion, practice, and performance assess-
ment for both dentists and allied dental
professionals. Traditional education and
practice will be challenged by a re-
newed focus on the dental practice
team, multidisciplinary health caw, and
practice beyond the office setting. Ex-
perimentation and learning will also
help the profession cope with a major
uncertainty — whether the future sup-
ply of dental practitioners and services
will match, exceed, or fall below popu-
lation requirements for dental care.

The committee noted that the dental
community is characterized by much
anxiety and discouragement about
whether the nation faces a future short-
age or a future oversupply of dental
services. The committee found no com-

pelling evidence that would allow it to
predict either outcome with sufficient
confidence to warrant recommenda-
tions that dental school enrollments be
increased or decreased. If a shortage in
dental services should develop, re-
sponses should emphasize more pro-
ductive use of allied dental personnel,
continued elimination of ineffective or
inefficient services, and, only if these
steps prove inadequate, increased den-
tal school enrollments.

In addition, tensions between the
academic and practice communities too
often impede efforts to revise educa-
tional standards, rationalize professional
licensure, and improve community
health. Politically, much of organized
dentistry views distance from health
care reform as a way of insulating the
profession from demands for change
and accountability. Indeed, compared
to other health professions, dentistry
may experience a less rapid restructur-
ing of its place in health care. The TOM
committee urged, however, that any
such reduction in pressure should be
used not as a time to reinforce resis-
tance to change but as an opportunity
to achieve a smooth transition for pa-
tients, practitioners, and educators. Ef-
forts to manage and resolve tensions
should be a high priority for educators,
practitioners, policy makers, and others
in the dental community. Dentistry will
not thrive in the next century if its edu-
cational and intellectual foundations are
compromised by unremitting conflict.

Copies of the 345-page report
Dental Education at the Crossroads can
be obtained from the National Acad-
emy Press for a cost of $49.95. Orders
are accepted by phone at (800) 624-
6242 or (202) 334-3313 in the Wash-
ington metropolitan area.
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Dental Education at the Crossroads
Summary of Recommendations

Recommendation /
To support effective and efficient

oral health services that improve indi-
vidual and community health, the com-
mittee recommends that dental educa-
tors work with public and private orga-
nizations to
O Maintain a standardized process in

the U.S. Department of Health and
Human Services to regularly assess
the oral health status of the popula-
tion and identify changing disease
patterns at the community and na-
tional levels;

O Develop and implement a system-
atic research agenda to evaluate
the outcomes of alternative meth-
ods of preventing, diagnosing, and
treating oral health problems; and

O Make use of scientific evidence,
outcomes research, and formal
consensus processes in devising
practice guidelines.

Recommendation 2
To increase access to care and im-

prove the oral health status of
underserved populations, dental educa-
tors, practitioners, researchers, and pub-
lic health officials should work together
to

O Secure more adequate public and
private funding for personal dental
services, public health and preven-
tion programs, and community
outreach activities, including those
undertaken by dental school stu-
dents and faculty and

O Address the special needs of
underserved populations through
health services research, curriculum
content, and patient services, in-
cluding more productive use of al-
lied dental personnel.

Recommendation 3
To improve the availability of dental

care in underserved areas and to limit
the negative effects of high student
debt, Congress and the states should
act to increase the number of dentists
serving in the National Health Service
Corps and other federal or state pro-
grams that link financial assistance to
work in underserved areas.

Recommendation 4
To stimulate progress toward cur-

riculum goals long endorsed in dental
education, the committee recommends
that dental schools set explicit targets,
procedures, and timetables for modern-
izing courses, eliminating marginally
useful and redundant course content,
and reducing excessive course loads.
The process should include steps to
O Design an integrated basic and

clinical science curriculum that pro-
vides clinically relevant education
in the basic sciences and scientifi-
cally based education in clinical
care;

O Incorporate in all educational ac-
tivities a focus on outcomes and an
emphasis on the relevance of sci-
entific knowledge and thinking to
clinical choices;

1=1

0

Shift more curriculum hours from
lectures to guided seminars and
other active learning strategies that
develop critical thinking and prob-
lem-solving skills;

Identify and decrease the hours
spent in low priority preclinical
technique, laboratory work, and
lectures; and
Complement clinical hours with
scheduled time for discussion of
specific diagnosis, planning, and
treatment-completion issues that
arise in clinic sessions.

Recommendation 5
To prepare future practitioners for

more medically based modes of oral
health care and more medically compli-
cated patients, dental educators should
work with their colleagues in medical
schools and academic health centers to
O Move toward integrated basic sci-

ence education for dental and
medical students;

O Require and provide for dental stu-
dents at least one rotation, clerk-
ship, or equivalent experience in
relevant areas of medicine, and of-
fer opportunities for additional
elective experience in hospitals,
nursing homes, ambulatory care
clinics, and other settings;

O Continue and expand experiments
with combined M.D.-D.D.S. pro-
grams and similar programs for in-
terested students and residents;
and
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0 Increase the experience of dental
faculty in clinical medicine so that
they — and not just physicians —
can impart medical knowledge to
dental students and serve as role
models for them.

Recommendation 6
To prepare students and faculty for

an environment that will demand in-
creasing efficiency, accountability, and
evidence of effectiveness, the commit-
tee recommends that dental students
and faculty participate in efficiently
managed clinics and faculty practices in
which

O Patient-centered, comprehensive
care is the norm;

O Patients' preferences and their so-
cial, economic, and emotional cir-
cumstances are sensitively consid-
ered;

O Teamwork and cost-effective use of
well-trained allied dental personnel
are stressed;

0 Evaluation of practice patterns and
of the outcomes of care guides ac-
tions to improve both the quality
and the efficiency of such care;

O General dentists serve as role mod-
els in the appropriate treatment
and referral of patients needing ad-
vanced therapies; and

111 Larger numbers of patients, includ-
ing those with more diverse char-
acteristics and clinical problems,
are served.

Recommendation 7
The committee recommends that

postdoctoral education in a general
dentistry or specialty program be avail-
able for every dental graduate, that the
goal be to achieve this within five to
ten years, and that the emphasis be on
creating new positions in advanced
general dentistry and discouraging ad-
ditional specialty residencies unless

warranted by shortages of services that
cannot be provided effectively by other
personnel.

Recommendation 8
To permit faculty hiring and promo-

tion practices that better reflect educa-
tional objectives and changing needs,
the committee recommends that dental
schools and their universities supple-
ment tenure-track positions with other
full-time nontenured clinical or research
positions that provide greater flexibility
in achieving teaching, research, and pa-
tient care objectives.

Recommendation 9
To expand oral health knowledge

and to affirm the importance of re-
search and scholarship, each dental
school should

111 Support a research program that
includes clinical research, evalua-
tion and dissemination of new sci-
entific and clinical findings, and re-
search on outcomes, health ser-
vices, and behavior related to oral
health;

O Extend its research program, when
feasible, to the basic sciences and
to the transformation of new scien-
tific knowledge into clinically use-
ful applications;

O Meet or exceed the standard for re-
search and scholarship expected
by its parent university or academic
health center;

O Expect all faculty to be critically
knowledgeable about scientific ad-
vances in their fields and to stay
current in their teaching and prac-
tice; and

El Encourage all faculty to participate
in research and scholarship.

Recommendation 10
To build research capacity and re-

sources, as well as foster relationships

with other researchers, all dental
schools should develop and pursue col-
laborative research strategies that start
with the academic health center or the
university and extend to industry, gov-
ernment, dental societies, and other in-
stitutions able to support or assist ba-
sic science, clinical, and health services
research.

Recommendation I I
To strengthen the research capacity

of dental schools and faculty, the com-
mittee recommends that the National
Institute of Dental Research

O Continue to evaluate and improve
its extramural training and devel-
opment programs;

O Focus more resources on those ex-
tramural programs with greater
demonstrated productivity in
strengthening the oral health re-
search capacity of dental schools
and faculties; and

O Preserve some funding for short-
term training programs intended
primarily to increase research un-
derstanding and appreciation
among clinical teaching faculty and
future practitioners.

Recommendation 12
To affirm that patient care is a dis-

tinct mission, each dental school should
support a strategic planning process to

• Develop objectives for patient-cen-
tered care in areas such as appoint-
ment scheduling, completeness
and timeliness of treatment, and
definition of faculty and student re-
sponsibilities;

O Identify current deficiencies in pa-
tient care processes and outcomes,
along with physical, financial, legal,
and other barriers to their correc-
tion; and

O Design specific actions — includ-
ing demonstration projects or ex-
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periments — to improve the qual-
ity, efficiency, and attractiveness of
its patient services.

Recommendation 13
To ensure that dental education and

services are considered when academic
institutions evaluate their role in a
changing health care system, the com-
mittee recommends that dental schools
coordinate their strategic planning pro-
cesses with those of their academic
health centers and universities.

Recommendation /4
To respond to changes in roles and

expectations for provision of outpatient
health services including dental school
clinics, the Commission on Dental Ac-
creditation and the American Associa-
tion of Dental Schools should

O Reexamine processes for assessing
patient care activities in dental
schools and ensuring the quality of
care and

O Begin to evaluate new options
such as eventual participation by
dental schools in separate accredi-
tation programs for their ambula-
tory care facilities.

Recommendation IS
To consolidate and strengthen the

mutual benefits arising from the rela-
tionship between universities and den-
tal schools, each dental school should
work with its parent institution to
O Prepare an explicit analysis of its

position within the university and
the academic health center;

O Evaluate its assets and deficits in
key areas including financing,
teaching, university service and vis-
ibility, research and scholarly pro-
ductivity, and internal management
of change; and

O Identify specific objectives, actions,
procedures, and timetables to sus-

tain its strengths and correct weak-
nesses.

Recommendation 16
To provide a sound basis for finan-

cial management and policy decisions,
each dental school should develop ac-
curate cost and revenue data for its
educational, research, and patient care
programs.

Recommendation I 7
Because no single financing strategy

exists, the committee recommends that
dental schools individually and, when
appropriate, collectively evaluate and
implement a mix of actions to reduce
costs and increase revenues. Potential
strategies, each of which needs to be
guided by solid financial information
and projections as well as educational
and other considerations, to include
O Increasing the productivity, quality,

efficiency, and profitability of fac-
ulty practice plans, student clinics,
and other patient care activities;

O Pursuing financial support at the
federal, state, and local levels for
patient-centered predoctoral and
postdoctoral dental education, in-
cluding adequate reimbursement
of services for Medicaid and indi-
gent populations and contractual
or other arrangements for states
without dental schools to support
the education of some of their stu-
dents in other states;

0 Rethinking basic models of dental
education and experimenting with
less costly alternatives;

O Raising tuition for in- or out-of-state
students if current tuition and fees
are low compared to similar
schools;

O Developing high quality, competi-
tive research and continuing edu-
cation programs; and

O Consolidating or merging courses,

IOM Report

departments, programs, and even
entire schools.

Recommendation /8
To protect students and the public

from inferior educational programs and
to reduce administrative burdens and
costs, the committee recommends that
the Commission on Dental Accredita-
tion involve concerned constituencies
in a sustained effort to

O Expand the resources and assis-
tance devoted to schools with sig-
nificant deficiencies, and decrease
the burden imposed on schools
that meet or exceed standards;

O Increase the emphasis on educa-
tional outcomes rather than on de-
tailed procedural requirements;
and

0 Develop more valid and consistent
methods for assessing clinical per-
formance for purposes of student
evaluation, licensure, and accredi-
tation.

Recommendation 19
To improve the current system of

state regulation of dental professionals,
the committee recommends that the
American Association of Dental Exam-
iners, American Dental Association,
American Association of Dental
Schools, and specialty organizations
work closely and intensively to

0 Develop valid, reliable, and uni-
form clinical examinations and se-
cure acceptance of the examina-
tions by all state licensing boards as
replacements for state or regional
clinical examinations and as
complements to current National
Dental Board Examinations;

O Accelerate steps to eliminate ex-
aminations using live patients and
replace them with other assess-
ment methods, such as the use of
"standardized patients" for evaluat-
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ing diagnosis and treatment plan-
ning skills and simulations for
evaluating technical proficiency;

O Strengthen and extend efforts by

state boards and specialty organiza-
tions to maintain and periodically
evaluate the competency of den-
tists and dental hygienists through
recertification and other methods;

CI Remove barriers to the movement
of dental personnel among states
by developing uniform criteria for
state licensure except in areas
where variation is legitimate (e.g.,
dental jurisprudence); and

1:1 Eliminate statutes and regulations
that restrict dentists from working
with allied dental personnel in
ways that are productive and con-
sistent with their education and
training.

Recommendation 20
Because the prospects for a future

oversupply or undersupply of dental
personnel are uncertain and subject to

unpredictable scientific, public policy,
or other developments, the committee
recommends that public and private
agencies

CI Avoid policies to increase or de-
crease overall dental school enroll-
ments and

O Maintain and strengthen programs
to forecast and monitor trends in
the supply of dental personnel and
to analyze information on factors
affecting the need and demand for
oral health care.

Recommendation 2 I
To respond to any future shortage

of dental services and to improve the
effectiveness, efficiency, and availability
of dental care generally, educators and
policymakers should

CI Continue efforts to increase the
productivity of the dental work
force, including appropriately cre-
dentialed and trained allied dental
personnel;

O Support research to identify and

eliminate unnecessary or inappro-
priate dental services; and

CI Exercise restraint in increasing den-
tal school reenrollments unless
other, less costly strategies fail to
meet demands for oral health care.

Recommendation 22
To build a dental work force that re-

flects the nation's diversity, dental
schools should initiate or participate in
efforts to expand the recruitment of
underrepresented minority students,
faculty, and staff, including

0 Broad-based efforts to enlarge the
pool of candidates through infor-
mation, counseling, financial aid,
and other supportive programs for
precollegiate, collegiate, predoctor-
al, and advanced students; and

CI National and community programs
to improve precollegiate education
in science and mathematics, espe-
cially for underrepresented minori-
ties.
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...Oral Health Objectives

N
ational data on oral
health status of the U.S.
population result from
surveys conducted most

often by the U.S. Department of
Health and Human Services. Respon-
sibility for the conduct of these national
surveys often rests with the National In-
stitute for Dental Research or the Na-
tional Center for Health Statistics. Al-
though the timing of the surveys is less
frequent than national surveys on
many other health problems, important
changes in the oral health status of
Americans have been identified.

Getting the Data
The most significant change in the oral
health status of the U.S. population
which has occurred over the past forty
years is a notable improvement of oral
health. Caries has decreased, while
tooth retention has increased. Unfor-
tunately, despite improvements oral
health problems remain very common.
Although the overall percentage of chil-
dren in 1986-87 who were caries-free
between ages 5-17 increased to 50%
from 37% in 1979-80, only 20% and
16% of 16 and 17 year olds, respec-
tively are caries-free. Over 70% of chil-
dren in the teenage years (ages 14-17)
still have experienced tooth decay.
(One should note, the reason for the
decline in percentage caries-free results
from the eruption pattern of permanent
teeth.)

Of greater concern is the disparity in
oral health status between low and

Linda C. Niessen

middle-to-high income individuals.
Children in low income families have
more dental caries and low income
adults experience greater tooth loss
than their middle or high income coun-
terparts.

Disparities in the use of dental ser-
vices are related to income, race, and
dental insurance. Children in families
with low incomes visit the dentist less
frequently than middle or high income
children. Whites visit the dentist more
often than African-Americans. In fact,
an Institute of Medicine report Access to
Health Care in America noted differ-
ences in dental utilbation as an indica-
tor of disparities in access to health
care.

While tooth retention has increased
considerably, the population is also ag-
ing. Thus, the oral health needs of a
population with more chronic diseases,
more dentate homebound, and nursing
home residents will require dental prac-
titioners to be more knowledgeable
about general medicine and the effects
of chronic illness and medications on
the oral cavity and the effect of oral dis-
eases on systemic illness.

The implications of the Institute of
Medicine report on the future of dental
education for the profession, for dental
education, and for the American Col-
lege are many. The report identified a
need for the dental school to more ac-
tively participate in the identification of
community oral health needs on a
regular basis. The report has high-
lighted the significant differences in oral

health status between the "haves" and
the "have riots" of our society. Is this a
situation that we will allow to continue?
Are we willing as a profession to share
Dr. David Nash's vision of dentistry as
"a profession committed to access, no
matter what one's social or economic
circumstance" and a vision that "ac-
knowledges that the good of the pro-
fession is best achieved by vigorously
pursuing the good of society" ("Values
and health care reform," Journal of
Public Health Dentistry, 1993, 53, 67-
69).

As health professionals granted a
public trust (and a monopoly license)
to improve the oral health of the popu-
lation, it is our responsibility to find cre-
ative solutions to improve the oral
health status of all. Oral diseases should
not and must not continue to be a mea-
sure of socioeconomic status in our so-
ciety.

As a profession of clinicians, educa-
tors, and scientists, we must respond by
working together to eliminate the dis-
crepancies in oral health status between
our children (who were lucky enough
to be born into a dental family and are
generally cartes-free) and children who
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the ACD Communica-
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are bearing the burden of dental dis-
eases.

The call to action will require us to
be creative, flexible and collaborative.
The dental school may need to step out
into the community as the practicing
community takes a step into the dental
school. But the models for academic-
community collaboration to improve
the oral health of the public already ex-
ist. They span the country. They have
received funding from public agencies,
foundations, and industry. In the 1980s
the University of Iowa collaborated
with the Iowa Dental Association to
conduct an oral health assessment of
the citizens of Iowa. The University of
Maryland's dental school currently con-
ducts Project Independence, an unique
program designed to meet the oral
health needs of women whose dental
appearance inhibits their ability to gain
employment. Funded by the State of
Maryland, the dental care is provid-
ed by dental students. Oral Health
America, America's Fund for Dental
Health has supported some innovative
academic-community based projects,
such as the Massachusetts Long Term
Care Project, a program to improve the
oral health of Massachusetts long-term
care residents. Colgate's Bright Smiles—

Bright Futures is an example of an
industrial-academic collaboration de-
signed to improve oral health to un-
derserved children.

Outcomes Research and Practice
Guidelines
The first recommendation of the TOM
report also addresses the importance of
using scientific evidence, outcomes re-
search, and formal consensus pro-
cesses in devising practice guidelines.
As a science, dentistry must continue to
develop and expand its knowledge
base. Various dental specialty organiza-
tions as well as the American Dental
Association have or are in the process
of developing clinical guidelines or
practice parameters. The Agency for
Health Care Policy and Research
through its Medical Treatment Effective-
ness Program currently funds the de-
velopment of clinical guidelines in
medicine. Teams of experts called
Patient Outcomes Research Teams
(PORTs) examine the effectiveness of
medical treatments for a specific condi-
tion based on the outcomes of alterna-
tive courses of care. Treatment effec-
tiveness is examined using a series of
steps which include a literature review,
evaluation of data from current prac-

tice, development of conclusions and
recommendations on effectiveness and
appropriateness based on the data, and
dissemination of the results. As new
products and technologies develop, we
must evaluate the effectiveness of these
products and technologies. Do they re-
sult in better patient outcomes? Dental
faculties need to become skilled in con-
ducting outcomes research. Dental
schools must become centers of clinical
research providing answers to the
questions both consumers and practi-
tioners are asking.

Stephen Jay Gould wrote in Eight
Little Piggies, "Change occurs in infre-
quent bursts and stability is the usual
nature of systems and species." The
IOM report, as an infrequent burst, can
serve as a catalyst to affect change
throughout the dental profession. This
change will require action by all sectors
of dentistry, working toward a com-
mon goal — a goal to improve the oral
health of all and to insure access to all
for needed dental services. Or it can
become another report on the shelf col-
lecting dust. The challenge lies with
each of us. Are you ready to commit to
action?
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...The Mission of Education

R
eading and responding to
the recommendations in
the IOM report brought to
mind the many papers,

meetings, and debates that have ac-
companied the evolution of dental
education. Not unlike the Flexner re-
port of 1910 and the Gies report of
1926, the IOM report on dental educa-
tion will likely gain respect for its influ-
ence on the changes that dental educa-
tion will undergo as we enter a new
century.

Appropriately, the IOM study recog-
nizes some seventy years of surveys
and reports dealing with curriculum
problems that "persist to a considerable
extent today." The report groups the
problems into five broad concerns.
First, "basic science concepts and meth-
ods are wealdy linked to students' clini-
cal education and experience; second,
the curriculum is insufficiently attuned
to current and emerging dental science
and practice; third, many problems re-
main in implementing comprehensive
patient care as a model for clinical edu-
cation; fourth, linkages between den-
tistry and medicine are weak; and fifth,
the overcrowded dental curriculum
gives students too little time to consoli-
date concepts and develop critical
thinking skills that prepare them for
lifelong learning." Recommendations
addressing these issues that form the
chapter entitled "The Mission of Educa-
tion" are grouped into six major head-
ings with a series of subrecommen-
dations.

Richard E. Bradley

Integrating Basic and Clinical
Sciences
It was obvious to the IOM committee,
as it has been to dental educators for
some time, that there has been a defi-
ciency in the manner of presenting ba-
sic and clinical science curriculum to
dental students. A basic science curricu-
lum taught in a vacuum does little to
educate students in its relevance to
clinical practice. This is particularly true,
as stated by the report, if PhD trained
basic scientists are not familiar with
clinical correlates. The traditional cur-
riculum, which places basic and pre-
clinical sciences in the first two years
and the clinical sciences in the last two
years, is inadequate to satisfy the objec-
tives of a scientifically based curriculum.
The four year integrated dental curricu-
lum enhances the continuity of basic
and clinical sciences throughout the
predoctoral program and does more to
reinforce the "scientific principle." The
report, however, points out the impor-
tant link "between science and practice
must be demonstrated by dental faculty
in both the classroom and the clinic."

The report emphasizes problem-
based learning as "perhaps the notable
example of such new approaches that
could meld scientific principles with
clinical instruction," but stresses that
even though a number of dental
schools have introduced a "problem-
based curriculum" there is a paucity of
research to document its educational
outcomes. Here, dental education can
turn to medicine for guidance, since

several medical schools have used this
approach for up to twenty years and
report greater student satisfaction,
higher faculty evaluations, and better
clinical functioning. Standardization of
clinical instruction accompanied by the
scientific method is the desired out-
come of all clinical instruction. Unfortu-
nately, there is considerable variance in
the clinical preferences of the dental
faculty, which tends to confuse stu-
dents and create an aura of distrust in
the teaching of clinical dentistry.

Focus on Outcomes and Relevance
of Science
Most dental schools have initiated ac-
tive outcomes analysis. One of the
main recommendations of the Commis-
sion on Dental Accreditation is out-
comes assessment, and this subject is
getting more attention from dental edu-
cators. Teaching with the scientific
method and learning with understand-
ing is the essence of this recommenda-
tion. Nothing does more to enhance
clinical dental education than for the
faculty to identify complex clinical
problems and challenge students to use
recently acquired basic science and
clinical information for solutions. Fact-
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oriented science courses do not pre-
pare students for this type of problem
solving. It seems ironic that while
higher education generally has given
up teaching factual regurgitation, many
dental schools still present material in
this fashion, creating student disinterest
and nonretention of information. Den-
tal schools which have their own basic
science units or basic science faculty,
apart from the medical school, have the
best chance of remedying some of the
above concerns. Also, as more dentists
obtain PhDs in basic sciences and enter
teaching and research, there should be
a better opportunity to correlate basic
and clinical science teaching. To effec-
tively satisfy this recommendation, all
clinical faculty must be better versed in
the basic medical sciences.

Active Learning Strategies
The long used and defended lecture
mode of teaching is not efficient and
frequently leads to student disinterest.
Many schools have already adopted al-
temative forms of instruction, e.g. com-
puter simulations, self-paced instruc-
tion, and small seminar-type groups of
students that allow time for critical
thinking and problem-solving. These
teaching methods have a common
theme — they encourage and require
the student's active participation in the
learning process. The IOM committee
recognized cost barriers to the introduc-
tion of some active instructional meth-
ods, including costs for acquisition of
computer hardware and software,
physical facility reconfiguration, and
faculty training in newer teaching meth-
ods. However, these educational meth-
odologies have the potential to reduce
total curriculum hours, allow faculty re-
deployment, and free other resources
for new uses. Postgraduate dental edu-
cation, which has traditionally used
such methodologies, might serve as
positive reinforcement for their validity.

Reducing Low Priority Coursework
An often discussed objective in dental
curriculum reform, included in the IOM
recommendations, is to reduce time
spent in low priority preclinical tech-
nique, clinical laboratory work and lec-
tures. This recommendation bears scru-
tiny in redesigning the curriculum for
the future. The IOM report highlighted
the fact that many dental laboratory
procedures now taught in the pre-
clinical sciences are often performed
by dental technicians or other per-
sonnel in actual practice. This recom-
mendation will still evoke some con-
troversy because of the difficulty in
identifying what dental students
should perform to competency ver-
sus what they should understand to
properly instruct the dental technician.
This issue is also intertwined with
licensure requirements. There still are
dental licensing examinations that re-
quire laboratory procedures used in
denture construction and crown and
bridge prosthesis, which, in turn, influ-
ence the course content of the
preclinical dental curriculum. It is safe
to predict, however, that preclinical
laboratory instruction will decrease to
make way for more relevant subjects
that reflect modem dental practice.

Balancing Clinic and Discussion
Time
New diagnostic technology combined
with traditional methods demand de-
voting appropriate time to this subject,
coincidental to clinical patient treat-
ment. The IOM emphasized the impor-
tance of setting aside time for in-depth
discussions that translate diagnostic
findings into appropriate treatment
planning. Further, this concept allows
interaction and discussion of various
patient conditions with peers, thus
broadening understanding of the many
facets of diagnosis and treatment plan-
ning. Again, this is similar to teaching

methodologies used in postgraduate
education where students defend their
treatment before their peers and men-
tors. Success in this teaching approach
requires faculty who are well rounded
generalists and who can call for spe-
cialty faculty consultation when appro-
priate. Practically speaking, setting aside
time for discussion groups requires re-
organizing and finding time in an al-
ready crowded curriculum, an issue
cited repeatedly in the TOM report.
Time for such changes must come from
eliminating redundancies and restruc-
turing existing schedules. It is appropri-
ately suggested that freeing summers
would have benefits for the students;
however, using some summer time
might allow offering specially designed
clinical experiences that meet the intent
of this recommendation.

Basic Science for Dental and
Medical Students
Linking basic science instruction for
dental and medical students has a num-
ber of components designed to create
closer integration of medical and dental
education and, as stated in the report, is
based "...not (on) institutional arrange-
ments or degrees but on educational
and clinical substance." The committee
recognized the need to address certain
requirements before the recommenda-
tion could be met. Basic science
courses, taught jointly or not, must be
relevant to oral disease and not be
separated from clinical care. This re-
quires that basic science dental faculty
also be familiar with clinical medicine
in order to reinforce relevant scientific
concepts. Basic science courses jointly
taught to medical and dental students
by medical basic science faculty fre-
quently have been unsatisfactory in
preparing the dental students as the pri-
ority was slanted to medicine, leaving
dental students with too little relevant
information. The report further states
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that the heavy load of preclinical
courses carried by dental students,
compared to medical students, put
them at a definite disadvantage. Based
on these factors, the IOM committee
recognized the difficulty in responding
to this recommendation. Practical con-
siderations of class scheduling, physical
facilities, and building medical knowl-
edge within a dental faculty must be
overcome before this "integration" be-
comes a reality.

Student Rotation Experiences
The report recommended that schools
"require and provide for dental students
at least one rotation, clerkship, or
equivalent experience." This is not un-
like the requirements accompanying
federal capitation grants of the 1970s;
dental schools initiated rotations
through a number of health-related ex-
tramural sites, bringing dental students
in close contact with other health care
professionals. As the capitation grant
authority expired, many dental schools
eliminated the rotations and returned
most clinical experiences to the dental
school. This recommendation provides
opportunities for dental and medical
students to learn together during clini-
cal treatment, bringing the professions
closer in order to offer the most effec-
tive treatments. These programs also
would serve to bring the dental schools
into closer contact with their university
health science counterparts and to alle-
viate some of the "isolationism" noted
by the committee. The committee gives
as examples: rotations or clerkships in
physical evaluation, urgent care, emer-
gency medicine, pediatrics, and geriat-
rics.

While the TOM report addresses
dental education, the committee could
have suggested medical student rota-
tions in dentistry, such as in pediatric
dentistry, stomatology, oral surgery, and
pathology. However, the report did

state, "medical schools would have to
make curriculum adjustments and
widen their perspectives so that future
generalists and specialty physicians
would regard oral health as a part of
their concern with total health."

MD-DDS Programs
The report cites a number of combined
MD-DDS programs, most dealing with
postgraduate oral surgery education.
One can interpret from the report that
the committee was anxious to see ex-
pansion of experimental MD-DDS pro-
grams as yet another avenue for closer
participation with medicine. This con-
cept resulted from committee discus-
sions on whether dentistry should be-
come a medical specialty. Some mem-
bers believed this could be a long-term
solution to bring the two disciplines to-
gether. Interestingly, the majority of the
committee disagreed with the concept
but felt that some experimentation in
this area would be appropriate, along
with continuing to review expansion of
the MD-DDS programs for interested
students and residents.

Dental Faculty Experience in
Medicine
The report recommended increasing
the experience of dental faculty in clini-
cal medicine so that they — and not
just physicians — can impart medical
knowledge to dental students and
serve as role models. Success in this
area depends on the background and
education of faculty and the availability
of faculty development programs to ex-
pand knowledge of clinical medicine.
Most dental schools have courses that
could enhance the clinical faculty's
knowledge of medicine, e.g., internal
medicine, stomatology, general pathol-
ogy, pharmacology, physical diagnosis,
and clinical immunology. The ultimate
importance of this recommendation is
its emphasis on having dental faculty

reinforce the relative importance of oral
health to the general health of the pa-
tient.

Patient-Centered Care
While the IOM report noted that many
schools have adopted comprehensive
patient care programs, the schools vis-
ited by the committee acknowledged
that implementation was "less than an
ideal compromise." However, dental
educators have accepted the premise
for some time that dental students must
learn clinical dentistry in a setting cen-
tered around comprehensive patient
care.

The IOM report notes that there are
a variety of programs in dental schools
identified as "comprehensive patient
care." Many of these fall short of fulfill-
ing a true patient-centered philosophy
and have considerable shortcomings in
appropriate faculty staffing. If the com-
prehensive care program is to be di-
rected by "generalists," as the report
suggested, then the problem becomes
one of gathering a cadre of "master cli-
nicians" who have extensive education
and expertise in general clinical den-
tistry. While the use of dental specialty
faculty is essential in such programs,
the generalists must assume the difficult
task of calibrating and standardizing the
evaluation of student competency. It is
encouraging, however, that a number
of dental schools have initiated innova-
tive clinical experiences which embrace
the general dentistry concept.

The recommendation that "patients'
preferences and their social, economic,
and emotional circumstances are sensi-
tively considered" hits at the heart of
one advantage of the comprehensive
patient care philosophy versus the tra-
ditional unit requirement system: There
is a greater opportunity to satisfy the
varied needs of a diverse population of
patients if their total welfare is the cen-
ter of teaching and learning. It is clear
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from the amount of attention given this
subject that the IOM committee has
strong feelings about its implementa-
tion.

Dental Team Emphasis
The TOM committee heard testimony
reinforcing the principle that successful
dental practices require teamwork and
the proper use of well-trained allied
dental personnel. The report refers to
Nash's "high performance dental team,"
reflecting new and challenging roles for
dental hygienists, dental assistants, and
dental laboratory technicians. The rec-
ommendation in this area coincides
with the dental profession revisiting the
issue of patient treatment by allied den-
tal personnel. With the birth of multiple
dental delivery systems, cost effective-
ness and dental team management of
patient needs will be increasingly im-
portant and must be an integral part of
the clinical curriculum.

Quality and Efficiency of Care
The report speaks to the importance of
evaluating dental delivery systems, in
particular those offered in dental
schools and dental faculty practice
plans. Outcomes analysis is a major
standard for dental accreditation and
hence, many dental schools have al-
ready initiated planning and programs
in this area. Careful evaluation of dental
school based clinical delivery systems
has been undertaken with commensu-
rate changes to enhance efficiency and
create a more friendly learning environ-
ment. However, much remains to be
done.

General Dentist Role Model
Clearly, the TOM report favored the
concept of the general dentist assuming
the primary role in the teaching of com-
prehensive patient care. As stated ear-
lier, this idea has been adopted by sev-
eral dental schools with varying suc-

cess. One of the key elements in a
comprehensive patient care program
led by generalists is the proper under-
standing and teaching of the appropri-
ateness of specialty intervention. It was
significant to note that the IOM com-
mittee recognized one of the most diffi-
cult areas of faculty recruitment will be
obtaining "master clinicians" in general
practice, which, ironically, is the very
thing that is essential if such programs
are to succeed.

Size and Diversity of Patient Pool
Most educators agree that a desirable
objective of clinical dental education is
to have large and diverse patient pools.
However, evidence indicates a wide
variance in patient demographics. Ob-
stacles to be overcome include geo-
graphical locations of dental schools,
which negate adequate patient pool, fi-
nite curricular time for complex clinical
treatment, and increasing competition
for dental patients by the private sector.
Notwithstanding such obstacles, inno-
vative program possibilities can be in-
itiated. Here again, patient-centered
teaching programs can do much to at-
tract an improved patient flow. Captur-
ing a diverse patient pool is quite an-
other story, but one that some schools
have addressed by seeking special,
dentally underserved populations, e.g.,
handicapped persons, migrant workers,
and indigent children.

Postdoctoral Training
The committee recommended that
postdoctoral training, predominantly in
general dentistry, be available to all
dental graduates. This recommendation
closely follows the trends cited in an-
other IOM study on postdoctoral edu-
cation and the growing demand for po-
sitions in general dentistry. The com-
mittee was quick to point out, however,
that the recommendation speaks only
to "increased opportunities rather than

requirements for general dentistry resi-
dencies." They recognized a number of
obstacles to this requirement, including
fiscal restraints, availability of generalist
faculty, shortages of patients needed for
postdoctoral education, and the need
to revise state statutes should this be-
come a requirement for licensure. Nev-
ertheless, dental education seems to be
moving in the direction of a required
postdoctoral experience in general den-
tistry, reflecting the feeling of more than
60% of the deans surveyed for the IOM
report, who felt that a year of post-
graduate training should be required by
2005. The basis for discouraging the ad-
dition of specialty residencies is that the
proportion of dentists who are special-
ists has been increasing since 1970, a
trend which could lead to a contradic-
tion of the primary care mission of den-
tistry.

Flexible Faculty Hiring and
Promotion
If dental education is to significantly im-
prove its curricula, a major restructuring
of the faculty must occur. The IOM re-
port made a good case for allowing
greater flexibility in faculty manage-
ment, emphasizing that the diverse
backgrounds of dental faculty — a
characteristic that can enrich education,
research, and patient care — may
cause difficulties when major changes
in the curriculum are attempted. Some
schools already have adopted non-ten-
ure-track positions both in the clinical
and research disciplines to partially ne-
gate some of the disadvantages of the
tenure system. While a case still can be
made for retaining the tenure system in
the university structure, it is increasingly
apparent that more flexible arrange-
ments must be created to allow dental
faculty to respond to the changing cur-
riculum. Again, this will not be an easy
task because of long-standing university
governance procedures and the re-
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cently enacted non-mandatory retire-
ment policies. The IOM report sees a
variety of possible solutions for faculty
assignment and suggests approaches
such as renewable contracts, reliance
on part-time faculty, and more gener-
ous sabbatical policies for those who
forego tenure. These could coexist with
the tenure system and still satisfy institu-
tional standards of excellence.

National Health Service Corps
The high cost of dental education to the
student and its associated problems
were emphasized by the IOM. The re-
port noted in 1994, 75 repayment posi-
tions in the National Health Service
Corps (NHSC) were approved; how-
ever, 350 dentists were on the waiting
list. Further, the NHSC Scholarship Pro-
gram reduced the number of scholar-
ships from twenty-two to five between
FY 1991 and FY 1993, and doesn't
mention dentistry for 1994. It also indi-
cated that in FY 1993 the Health Re-
sources and Services Administration
listed more than 1,000 dental shortage
areas which required 2,000 dentists.
Therefore, the recommendation for in-
creasing dental slots in the NHSC ap-
pears quite appropriate in light of the
background information presented in
the report and as emphasized, financial
assistance is becoming increasingly im-

portant to those students who come
from lower and middle income fami-
lies.

Other Observations
There were a number of other impor-
tant suggestions and observations cited
in the IOM committee that were
complementary to the main recom-
mendations, including: increased clini-
cal experience at non-traditional sites;
PhD training programs to adequately
prepare students for faculty research
positions; the importance of faculty de-
velopment and its increasing impor-
tance in building and sustaining faculty
excellence; more emphasis on the
evaluation of the effectiveness of con-
tinuing education; maintenance of fac-
ulty salaries and benefits; and, greater
research involvement by clinical faculty
to enhance links between basic science
and clinic education.

The committee was concerned
about current policies for admission,
education, graduation, and licensure of
graduates of foreign dental schools.
These concerns were largely the result
of the extremely high failure rate of for-
eign graduates on National Board Den-
tal Examinations.

The IOM study stressed initiatives
taken by some dental schools to im-
prove student satisfaction and quality of

life, pointing out "unhappy student
memories may mean meager alumni
contributions."

Most of the recommendations and
suggestions in the IOM study do not
come as surprises. They obviously re-
flect the extensive testimony heard by
the committee from various constituen-
cies. As stated in the report, "the agree-
ment on the educational problem is
widespread and the agreement is also
uniform on the obstacles to effect
change." The impact of this report may
be enhanced because of such agree-
ment. The IOM committee is com-
mended on its open approach and will-
ingness to listen to all interested patties.
They have presented a formidable chal-
lenge to dental educators and universi-
ties to better prepare dental students for
the realities of our current environment
and the changes that will occur in the
future.

The American College of Dentists
historically has been interested in den-
tal education and initiated a number of
supportive programs. It is hoped that
future discussions of the IOM recom-
mendations will include representation
of the College.
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...The Mission of Research

I
t is generally considered that
educational institutions en-
gaged in active research pro-
grams provide a better teaching

environment than those that are sci-
entifically inactive and that an educator
who is also a researcher is a better
teacher than the one who is not. Also, it
is anticipated that biomedical research
through mechanisms of scientific trans-
fer within the educational system will
favorably influence patient care.

The validity of this precept has, to
my knowledge, never been tested in
formal experiments but, like most axi-
omatic propositions, is more or less ac-
cepted on the inherent merit of the ar-
gument. Moreover, the modem history
of the medical sciences strongly sug-
gests a high degree of interdependence
exists between the generation of new
knowledge, scientific progress, and pa-
tient care; education and the teaching
environment plays a central role in this
relationship.

The Committee on the Future of
Dental Education fully embraced and
articulated this concept throughout its
report.

The chapter dealing with the mis-
sion of research reiterates that research
and patient care, though critical in their
own right, are essential to the educa-
tional enterprise. In addition to generat-
ing new knowledge, important schol-
arly activities include dissemination of
research findings, educating clinicians
to critically assess scientific and techno-
logical innovations, and educating fu-

Harald Loe

ture researchers. Truly, the scope of re-
sponsibilities is broad and offers an ex-
pansive continuum of opportunities for
scholarly exertion.

The committee made three recom-
mendations on oral health research
having to do with strengthening the re-
search efforts in dental schools, encour-
aging collaborative research, and the
role of the National Institute of Dental
Research in ensuring the supply of fu-
ture researchers. These recommenda-
tions call for the adoption of research as
a fundamental mission and priority in
each dental school — it is not seen as
an elective activity. These are forceful
goals and aspirations intended to in-
crease the quality of the educational en-
vironment and solidifying the position
of dental schools in academic health
centers and universities — besides hav-
ing effects on the progress of oral
health research itself

A Long Standing Concern
Similar advocacies have been heard be-
fore. The IOM report makes the point
that the Flexner report on medical edu-
cation was a landmark event when it
appeared in 1910; it still provides guid-
ance to medical and dental education,
especially in its promotion of the full-
time faculty concept and an education
grounded in scientific research and
thinking.

The Gies report, published in 1926,
centered on dental education in the
university, admissions criteria, pre- and
post-doctoral curriculum, and dentistry

as a medical specialty. The Gies report
did not contain a major treatise on re-
search, but implied that research in
dental schools at the time was substan-
dard and ought to be "as the best in a
good university."

Since 1926, we have had a succes-
sion of studies of the state of dental
education, none of which dealt with re-
search as an integral component of the
educational process. The last report in
1976 did not even mention the word!

Against this background, this latest
attempt to describe the interdepen-
dency of research, education, and pa-
tient care stands out by its clarion call
for an enhanced intellectual life in den-
tal schools through active participation
in the scientific effort. The questions
are: How well prepared are the schools
for a focus on science? What about the
financial and human resources needed
for a meaningful involvement in dental
research?

Prior to 1948 and the entrance of
the National Institute of Dental Re-
search (NIDR), research in the oral
health sciences was minuscule and
concentrated in just a few schools. Re-
search was encouraged but rarely sup-
ported. This situation changed dramati-
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cally with the evolution of the NIDR
programs. From a very modest start, the
total NIDR expenditure for grants to
faculty in dental schools grew and was
approximately $115 million in FY 1993.
However, both the demand for re-
search support and the cost of doing
research have substantially increased.
Actually, $115 million was able to sup-
port only 20% of the grant applications
submitted that year.

The Current Extent of Dental
Research
Almost all U.S. dental schools are in-
volved in research to some extent, but
the range of the efforts is quite large.
Probably fewer than half of the U.S.
dental schools today might be consid-
ered to contribute to the dental re-
search effort in a substantive way.
Implementation of the recommenda-
tions of the IOM report, therefore, is
important to the collective effort but it
also requires a sizable increase in fund-
ing.

The current annual expenditure in
support of sponsored research and re-
search training is estimated not to ex-
ceed $200 million, of which the
country's dental schools receive $125
million. This amounts to approximately
10% of the collective dental schools'
revenue of more than $1 billion. "By
way of comparison," the report states,
"all sources of research and training
grants and contracts contribute about
20% of medical schools' revenues."
This, however, is not a fair comparison.

It is worth noting the broad scope
and high quality of the background
data and analyses used for the TOM
study. Also, in reading the entire text
one finds the thoughts are thoughtful,
the reasoning is reasonable, and the
recommendations are commendable.
However, one limitation appears in
comparing research resources in dental
and medical schools where compari-
sons are not equivalent. The committee
should have separated support of re-
search in the basic science departments,
which, in most institutions, is accounted
for only in the medical school side of
the ledger. The practice of juxtaposing
dentistry with medicine and dental
schools with medical schools is inap-
propriate and misleading. The corollary
to dentistry is a clinical discipline in
medicine (e.g., otolaryngology, oph-
thalmology, etc.); the organizational
counterpart to a dental school is one of
the major clinical departments in the
medical school. If these conjectures are
not observed, elaborations of statistical
characteristics, as in this case, or other
important data may prove to be grossly
flawed or outright irrelevant.

Building Research Capacity
The problem of increasing the research
work force is also a complicated issue.
In the first place, it is difficult to make
an accurate estimate of the existing
work force. An analysis by the Ameri-
can Association of Dental Schools
(AADS), using somewhat strict criteria,
identified 910 oral health research

workers among the 3,300 full-time fac-
ulty members in U.S. dental schools
during the 1992-93 academic year. On
the other hand, the American Associa-
tion for Dental Research (AADR) now
has about 5,000 members. Most likely,
the correct number of scientists is
somewhere between the AADS low
and the AADR high. Whatever the ex-
act number, the IOM report emphasizes
a need for more researchers.

The NIDR, which has a special re-
sponsibility for research training, agrees
there is a shortage and has already
asked the National Academy of Sci-
ences to assist in assessing the future
needs and types of researchers in the
oral health sciences. In a report last
year, the Academy called for doubling
the number of trainees for oral health
research. Another IOM report, strongly
recommended that an effort be made
to train more clinical scientists and that
"half of the dental school faculty should
be clinical scholars...the other half
should be scholarly clinicians."
MDR currently spends almost $20

million per year on training and devel-
oping young talent for a career in the
oral health sciences. Fifty to sixty indi-
viduals with various training experi-
ences and research capabilities gradu-
ate from these programs every year;
most are recruited by dental schools
across the country. However, at this
rate, there is an average of one candi-
date for each dental school per year,
which is hardly enough to maintain a
steady state.

Journal of the American College of Dentists Spring 1995 21



Commentary on the IOM Report

Finally, there is the seemingly con-
stant mismatch between funding of re-
search and the demand for research
support. The congressional appropria-
tion for NIDR this year is approximately
$175 million. As already mentioned, this
does not come close to meeting the
current demand and need for research.
A doubling of the training effort and a
resulting increase in the requests for re-
search support would require substan-
tial augmentation of the MDR budgets
in future years.

The last fifty years of dental research
has brought remarkable improvement
in the clinical management of caries
and periodontal diseases. This has al-
lowed a broadening of the scope of
oral health research, which now en-
compasses every aspect of the structure
and function of the dental, oral, and
craniofacial tissues — in development,
maturation, and aging — as well as the
derangements resulting from systemic
diseases and disorders. The style and
focus of oral health research have

changed, and large paradigm shifts
have occurred in several clinical areas.
However, the full measure of these
changes have yet to materialize as den-
tal school curricula and teachings have
been slow to adopt the changes.
Strengthening the research effort in the
dental schools, as recommended in this
report, is apt to accelerate this science
transfer for the benefit of the patients
and the profession — and for enhanc-
ing the stature of the dental schools in
the university.
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T
he future viability of the
profession of dentistry
rests, in part, upon the
level of excellence of the

dental schools' academic programs.
One essential component of the den-
tal education mission is patient care.
Perhaps no where else is the potential
for rapid change so great as in the way
dental schools will manage their clinics,
both intramurally and extramurally.
Schools must rethink how and where
they should educate their dental and
dental hygiene students and residents,
reconsider how they should practice,
determine who their patients will be,
and what they want their practices to
become.

The marketplace and emerging
managed care are driving forces chang-
ing the financing of patient care. Dental
schools will have to consider carefully
how they will continue to attract suffi-
cient patients for their educational and
fiscal needs. With this will undoubtedly
come conflict between the way dental
schools and the profession view the
role and operation of student-based pa-
tient care clinics. For most dental
schools, obtaining sufficient funding to
operate their programs and meet their
strategic directions, let alone foster in-
novation, is an ongoing fiscal challenge.

New Care Models
One of the most likely sources for addi-
tional revenue is increased patient care.
To attain this will require increased stu-
dent productivity and reduced clinic

...Patient Care
John E Hasler

operation costs. Therefore, as schools
expand their patient care opportunities,
reaching outside into the community
may become essential. The schools and
the profession must remember that the
best clinical education occurs in a set-
ting of exemplary patient care. When
this care competes, or is perceived to
complete, with other practitioners in
the community, conflicts in co-exist-
ence will develop.

The IOM report, Dental Education
at the Crossroads, concludes that the
typical dental school clinic is not user-
friendly. It focuses excessively on com-
pleted procedures — not patients, and
additional emphasis must be placed on
the efficiency, quality, and accountabil-
ity of care from the patients' perspec-
tive. Most innovative dental school ad-
ministrators will agree with these con-
clusions. Faced with the oncoming
need to expand their patient base,
alone or through managed care net-
works, it will become mandatory that
many, if not most, dental school clin-
ics change. For some, to become
more patient-centered will be a dra-
matic change.

To improve their economic viability
schools will have to become more pa-
tient-centered and efficient. And, they
may have to reach out and join or es-
tablish community clinics, primary
health care centers, or perhaps even
carefully-coordinated partnerships with
private practices. In reaching out to the
community, schools will have to bal-
ance financial and academic obligations

to ensure that undue emphasis is not
placed on the former over the latter.

The patient care recommendations
in the IOM report call for schools,
through a strategic planning process, to
affirm that patient care is a distinct mis-
sion. In moving more to patient-cen-
tered care, attention must be directed to
better appointment scheduling, com-
pleteness and timeliness of patient
treatment, and more defined faculty
and student oversight responsibilities. If
the patient care process and outcomes,
together with physical, financial, and le-
gal barriers, are adverse, then the qual-
ity of patient care, the delivery model,
and the students' education will be af-
fected adversely. A reexamination of
the quality, efficiency, and attractive-
ness of the patient services will become
central in the decision-making process
for facilitating change. Clearly, however,
incentives for students, faculty and insti-
tutions, will be needed to bring about
this change.

The Need for Partnerships in
Patient Care
The American College of Dentists
should consider this IOM study and its
patient care recommendations very
carefully. Partnerships for change will
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be needed to attain the recommenda-
tions, many of which will not come
quickly or easily. The dental schools
will need to assume a leadership role,
in partnership with: the American Den-
tal Association and its Commission on
Dental Accreditation and Council on
Dental Education; the American Asso-
ciation of Dental Schools; the American
College of Dentists; and, the local com-
ponents of organized dentistry. It will
be essential that the profession and the
practicing community view the dental
schools' achievement of quality patient
care and economic viability as their suc-
cess.
A further partnership should also be

formed among the dental schools, indi-
vidual practitioners, the research com-
munity and public health officials to im-
prove access to dental care and the oral
health status of underserved popula-
tions. However, schools cannot do so
in the absence of means to compensate
their clinics for reduced fee or pro
bono care to the underserved, includ-
ing compensation for associated educa-

tional costs, as is the case presently for
graduate medical education. The pro-
fession must understand and accept
that schools must increase the revenues
from their patient care services to main-
tain and improve the quality and pa-
tient-centered aspects of treatment and
to provide additional revenue for pro-
gram enhancements and innovation.
Acting in partnership, the profession
and the dental schools should foster
more adequate public and private fund-
ing for quality  personal dental services,
public health and prevention programs,
and community outreach activities. In
many communities the dental schools,
through their existing or future extra-
mural programs, may be better posi-
tioned to care for the underserved. Cer-
tainly, reinforcing to students their re-
sponsibility to their communities justi-
fies the movement by dental schools
into this area.

Health care in America is changing.
Dentistry must be a more equal partner
in primary health care and its reform.
Perpetuation of the status quo in many

dental school clinics is neither appropri-
ate nor educationally sound. Notwith-
standing the perceived or real message
from the history-making 1994 political
elections, the need for new partner-
ships among institutions, dental profes-
sional organizations, government, and
the private sector has never been
greater. The IOM's recommendations in
"The Mission of Patient Care" are not
only appropriate, but also mandatory
considerations by the profession at
large. The American College of Den-
tists, an organization committed to ex-
cellence, can and should play a role in
helping to ensure that these recom-
mendations proceed from words to
deeds. Leadership from within the Col-
lege can even be viewed as an oppor-
tunity to raise the profession to a higher
level. Now is the time to become
proactive and involved for the better-
ment of our students, patients, dental
education institutions, and the profes-
sion at large.
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...Dental Schools and the University

T
he Institute of Medicine is
to be congratulated on its
willingness to undertake
an independent assess-

ment of dental education. It is ap-
propriate to highlight the recommen-
dations concerning the relationships be-
tween dental schools and universities
because of a changing economic cli-
mate. Although several of the twenty-
two recommendations touch on this re-
lationship, one speaks specifically to
strengthening the dental school's posi-
tion by devoting attention to explicit
planning, inventorying assets, and iden-
tifying strengths and weaknesses.

Dental education over the years has
evolved from apprentice training, to
more formal education within schools
of dentistry (some of which were pro-
prietary), to eventually becoming uni-
versity-based. As a result of their affilia-
tion with universities, and particulary,
the academic health science centers
and the attendant intellectual stimula-
tion and resources available through
such a relationship, dentistry has been
better able to meet its missions of edu-
cation, research, and patient care. This
has contributed immensely to improv-
ing the oral health status in the U.S. and
recognition of dentistry as a truly
learned profession, as attested to by the
high ranking it receives in many na-
tional polls. The report clearly empha-
sized that dental schools must remain a
viable and appreciated contributor to
the university in order to fulfill their fu-

Charles A. McCallum

ture obligations of meeting the health
needs of people.

After World War II universities and
their health professions schools enjoyed
considerable fiscal and public support
from the government and private sec-
tors. This was done to assure better
health and enhance the quality of life of
people in this country. Recently, public
support of education, government, and
many other institutions has decreased
considerably. Universities are being
challenged because of perceived high
costs, lack of accountability, arrogance,
and seemingly a lack of interest in help-
ing to solve societal and community
problems.

Universities are constantly assessing
and, where appropriate, eliminating
programs if they are too costly, do not
contribute, or are not essential to the
university's mission. This process be-
comes even more intense in today's at-
mosphere of fiscal constraint and public
cynicism toward institutions.

Between 1984 and 1994, six univer-
sities, all private, closed their schools
of dentistry; currently several other
schools are considered in danger of be-
ing eliminated. The IOM report con-
cluded that dental schools are at a high
risk for closure by their parent universi-
ties for a variety of reasons including:
high costs; isolation within the univer-
sity; limited involvement in the issues
facing surrounding communities; resis-
tance of alumni and faculty to change;
declining quality and number of appli-

cants; and at times, a perceived or ac-
tual conflict between the practicing pro-
fession and their academic colleagues.
Universities in their review of existing
programs take into account all of these
factors as they look at how to dovmsize
and cut costs in response to public
opinion and shrinking resources.

Focus on Finances
Finances were cited as the unanimous
first choice by university presidents
when polled by the IOM committee
relative to the problems facing their
universities and their schools of den-
tistry. In addition, forty-seven of the
fifty-four dental deans surveyed agreed
that their greatest concern was funding
problems. It was a somber conclusion
that unless the issue of fiscal integrity is
addressed and resolved more dental
schools could be "at risk." Currently,
dental schools are running an average
deficit of $1 million per year. Managed
care programs, which exclude den-
tistry, and those clinical programs
which cannot become competitive in
the managed care market could esca-
late that deficit considerably. The report
cited the average expenditure for a

virrorl
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dental student in 1992 as $53,000,
which is one of, if not the most costly
educational program in universities.
(The cost of medical education was es-
timated to be $38,000 in a 1993 study.)
About 30% of the expenditure per den-
tal student is covered by fees, tuition,
and clinic income. The remainder must
come from other resources, including
subsidization by the university. In part,
this high cost of educating dental stu-
dents is due to the fact that dental edu-
cation is not currently reimbursed by
third-party payers and dental schools
must operate expensive, faculty-inten-
sive clinical facilities. It is interesting to
note that expenditures per student na-
tionally varied widely ($26,300 to
$91,600). However, correlation be-
tween higher cost per student and bet-
ter student performance, as measured
by success on licensure examinations
or in practice has yet to be docu-
mented.

To emphasize the importance of fis-
cal matters, twenty of the twenty-nine
pages in this chapter of the IOM report
dealt with finances. Suggestions for ad-
dressing fiscal problems included in-
creasing the size of the classes to take
advantage of unused clinical facilities.
This could be accomplished by
regionalization, where some schools
could be closed and enrollment accom-
modated in schools with excess clinical
capacity. Other suggestions for increas-
ing revenues included increasing tu-
ition, sponsored research, alumni con-
tributions, income from continuing
education programs, obtaining reim-
bursement for dental indigent care, and
increasing patient care revenues from
faculty practice plans and postdoctoral
general dentistry programs.

Expenditures might be decreased by
limiting the number of tenured faculty,

consolidating departments, eliminating
unnecessary courses, and using new
technology to replace costly faculty. Be-
cause no single financial strategy would
solve the problems of fiscal constraints
in schools of dentistry, the committee
recommended that schools collectively
and individually take a variety of ac-
tions to increase revenues and decrease
costs. The committee strongly empha-
sized that schools should develop and
employ a strategic plan focusing on
both financial and non-financial issues.

The recommendations and sug-
gested actions presented in the report
are well conceived. They provide great
insight and suggest possible solutions
to the problems facing dental educa-
tion.

Becoming More a Part of the
University
A top priority for dental schools must
be a commitment to contribute posi-
tively to the mission of their universities
and visibly demonstrate their impor-
tance. The dean should become famil-
iar with the institutional goals and pro-
vide leadership on how the school can
actively participate to meet the univer-
sity goals. Today's universities are be-
coming more involved in a service
commitment to the community. If the
university is addressing the issues of the
aged, the disadvantaged, economic de-
velopment, international programs, di-
versity, managed health care systems,
and/or access to and cost containment
of health care, the school should be-
come a major player in these endeav-
ors.

Dental schools should emphasize
accountability, continuous quality im-
provement, and outcomes and should
publish evidence of their successes.
The performance of graduates on na-

tional and state licensing examinations
and the leadership provided by their
graduates in academics, learned societ-
ies, and the community must be docu-
mented.

Schools of dentistry must avoid iso-
lation as it invites vulnerability. Faculty
should become involved in interdisci-
plinary research throughout the univer-
sity. In service areas the school of den-
tistry should be prominent in caring for
the institutionalized, the disadvantaged
and other special population groups
e.g., immunosuppressed and handi-
capped patients. Participating with phy-
sicians, nurses, pharmacists, and social
workers in clinics conveniently located
and at non-traditional hours suitable to
the patients should be explored. Above
all, isolation in practice, as well as other
academic areas including education,
should be avoided.

As a strategic financial plan is devel-
oped, it is important to review the mat-
ter of tenure and the utilintion of more
faculty who would serve on a part-time
basis and bring special expertise to the
clinical education and training of den-
tists. Studies to ascertain how many full-
time faculty are needed is appropriate.
Reconsideration of tenure will require
the understanding and support of the
university and its community of schol-
ars.

Achieving essential change will re-
quire extensive study by each school
and the support of a broad constitu-
ency that includes the university, the
faculty, the profession, the public, and
health policy makers at the local, state,
and national level. The Committee on
the Future of Dental Education pro-
vided us with valuable recommenda-
tions and directions which should serve
us well.
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...Accreditation and Licensure

T
he long anticipated IOM
study on dental education
will serve as a great focus
of discussion within and

outside of the dental communities.
Of particular interest were the chapters
dealing with the relationship of the
dental schools to the profession and the
public on the divisive issues of accredi-
tation and licensure.

TOM criticisms of the accreditation
process indicated it is too expensive,
too focused on procedural details, and
too inflexible toward educational inno-
vation. Additionally, the committee re-
ported that the process tolerates some
inferior programs.

Major recommendations suggest ex-
panding resources and assistance de-
voted to schools with significant defi-
ciencies and decreasing the burden im-
posed upon schools that meet or ex-
ceed standards. The emphasis on edu-
cational outcomes should be increased
while reducing detailed procedural re-
quirements. Additionally, more valid
and consistent methods for assessing
clinical performance should be devel-
oped for education and licensure.

Streamlining Accreditation
The IOM criticisms and recommenda-
tions regarding accreditation are well
recognized in the accreditation and
educational communities and have
served as the basis for debate and ac-
tion for the past several years. Signifi-
cant steps have been taken by the
Commission on Dental Accreditation to

Newell H.Yaple

reduce costs both to the American
Dental Association (ADA) and the ac-
uedited schools or programs. Cost-cut-
ting measures include the increased uti-
lization of electronic transfer of data.
Standards for outcomes assessment
have been established and procedural
standards are being de-emphasized by
the commission. As the predoctoral
standards are rewritten over the next
several years, it can be anticipated that
the IOM recommendations will be fur-
ther considered and acted upon. Rec-
ognizing and assisting the schools with
significant deficiencies is undoubtedly
the greatest challenge to the commis-
sion, education, and the profession.
With the IOM study as a catalyst, the
dental communities hopefully will ad-
dress this most vexing and persistent
problem. Public accountability de-
mands no less.

Summarizing accreditation, the IOM
study recognized serious problems
within the current accreditation process
and recommended significant reforms
within the existing system and process.
While the issue of governance of the
commission was noted in background
information, the IOM committee took
no position on autonomy and inde-
pendence — an issue of considerable
importance to many of the dental com-
munities.

Coordinating Licensure Changes
Licensure deficiencies noted in the
TOM report were concentrated in five
areas including: (a) the use of live pa-

tients in clinical examinations; (b) varia-
tions in the content and relevance of
clinical examinations; (c) unreasonable
barriers to movement of dentists and
dental hygienists across state lines; (d)
inadequate means of assessing continu-
ing competency; and (e) practice acts
that unreasonably restrict the use of ap-
propriately trained allied dental person-
nel. The IOM committee recommended
improving the current system of state
regulation of dental professionals to de-
velop valid, reliable, and uniform clini-
cal examinations accepted by all state
licensing boards; accelerating steps to
eliminate live patients and replace
them with other assessment methods;
strengthening and extending efforts
to evaluate continuing competency;
removing barriers to movement of
dental personnel among states; and
eliminating statues and regulations that
restrict dentist from working with allied
dental personnel in more productive
ways.

The licensure issues raised by the
IOM report are well known to the den-
tal communities. In the last several years
there has been significant progress in
examination standardization as best ex-
emplified by development of Guide-
lines for Valid and Reliable Dental
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Licensure Clinical Examination by the
ADA and the American Association of
Dental Examiners (AADE), which also
includes a minimum common clinical
core. The new IVERB/CRD7S CORE ex-
amination is specifically designed to
conform to the guidelines and will be
administered in 1995. Additionally,
many regional and state licensure ex-
aminations have replaced some live pa-
tient procedures with various forms of
simulation. The AADE is working on
means to evaluate continuing compe-
tency.

The issues raised by the IOM report
will be debated and fought over by the
various dental communities for the
foreseeable future. Resistance to elimi-

nating live patients in clinical examina-
tions will persist among examiners.
Practitioners and regulators from sun-
shine states will continue to obstruct
freedom of movement efforts.

The IOM committee report recom-
mended reform and modification of the
existing examination and licensure pro-
cess, recognizing the responsibility of
the individual states for professional
regulation. Of significance is the lack of
endorsement for the concept of elimi-
nating clinical examinations and grant-
ing entry-level licensure based upon
graduation from an accredited school
and completion of a postdoctoral train-
ing program, as recommended by the
Pew Health Professional Commission.

Additionally, the report did not support
a new national licensure system, but
rather advocates reform of the existing
process.

The IOM report did not break new
ground in its findings and recommen-
dations on accreditation and licensure.
The educational, regulatory, and prac-
ticing communities presently are going
forward with most of the recommenda-
tions. Hopefully, the IOM study will
serve as a catalyst for discussion and
continuing resolution of areas of con-
cern, while staying within the current
systems of accreditation and state
licensure regulation.
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...Work Force Issues

T
he dental work force
analysis offered in the TOM
report, Dental Education
at the Crossroads, is re-

markable for the evident skill in
balancing the views and expectations
of numerous communities in the dental
health care field. The discussion pre-
sented by the IOM committee is deft, as
it considers simultaneously the exten-
sive and sophisticated background in-
formation it generated, as well as the
more politically charged perceptions
prevailing in the wider dental services
marketplace. The resultant dental work
force perspective reflects the com-
mittee's respect for pragmatism and
common sense.

The work force chapter developed
four recommendations dealing with
work force supply, effectiveness and ef-
ficiency, distribution, and diversity.

Work Force Supply and Model
Development
The decision to abstain from recom-
mending an increase or a decrease in
the supply of dental personnel is one of
the most profound of the report's
twenty-two recommendations. The
committee had the latest information at
its disposal, including a detailed paper
by Capilouto et. al. (journal of Dental
Education, January 1995) reviewing
several of the existing dental work
force projection models. These models
represented the efforts of the American
Dental Association, the American Asso-
ciation of Dental Schools, the U.S. Bu-
reau of Health Professions, and the U.S.

John W. Stamm

Bureau of Labor Statistics. The commit-
tee was attentive to the accuracy of
these models, but recognized that if
projections have an impact on altering
work force production policy, then a
successful projection will be inherently
inaccurate to the degree that policy
changes tied to the prediction had an
effect.

In addition, the committee took seri-
ously the concerns in the 1980s regard-
ing busyness in dental offices. It as-
sessed the implications from the six
dental school dosings during that same
decade and factored in various demo-
graphic projections for the U.S. to the
year 2020.

Although arguments currently exist
both for increasing and for decreasing
the relative supply of the U.S. dental
work force, the TOM committee stated
plainly that it was not sufficiently per-
suaded by, and therefore could not rec-
ommend on behalf of either argument.
Nor did the committee claim that cur-
rent dental personnel production
would balance with likely dental ser-
vice requirements in the future. In
short, the committee maintained an ag-
nostic stance. In effect, it came closest
to supporting the balanced supply-re-
quirements position without actually
doing so, a fine distinction that the
committee took pains to articulate.

Instead of stating its own dental
work force prediction, the committee
gave dental work force planning advo-
cates an alternative approach to coping
with future needs. Implicitly, the com-
mittee hoped that a reliance on current

dental personnel supply and service re-
quirements will permit achieving a bal-
ance that is sustainable into the foresee-
able future. Should its position be in er-
ror, the committee suggested various
scenarios that might be implemented
under the specific future conditions of
dental work force oversupply or
undersupply. These alternatives are de-
scribed explicitly in the report and are
worth careful attention.

Perhaps as a way of lamenting the
lack of sufficient, solid information for
clear cut policy recommendations, the
IOM committee appropriately urges
strengthening the monitoring and fore-
casting capacity relative to the require-
ments and supply of dental services.
Dentistry's current initiatives for predict-
ing need, demand and supply are
qualitatively good, but are only emerg-
ing and need nurturing and develop-
ment to better serve the public and the
profession. Moreover, since the meth-
ods for simply projecting numbers of
dental personnel are increasingly reli-
able, there is greater need for robust-
ness in anticipating requirements for
dental services and in forecasting the
impact of technological changes in den-
tal services that will be offered in the
future. It also will be useful to monitor
more definitely the ever changing qual-
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ity of dental care, because quality of
services is likely to be a component in
future, more fully specified forecasting
models of dental supply and demand.

Work Force Efficiency and
Effectiveness
The recommendation on work force ef-
ficiency and effectiveness included
three very important components. First,
the committee favored dentistry's long-
term trend of increasing efficiency in
the production, and hence in the sup-
ply of dental services. Taking the dental
office as the unit of production, adopt-
ing various new technologies has in-
creased the supply of services available
per unit of time. In this context, ap-
proaches to improve training and
which deploy dental care personnel in
more effective ways are included under
the new technologies rubric as used
above. There is little doubt that allied
dental personnel have been a strong
contributing factor in increasing effi-
ciency in the production of dental ser-
vices. Analogous increases in work effi-
ciency apply to most other health pro-
fessionals practicing in the U. S. over
the past twenty to thirty years.

Research on Dental Services
The second component of this recom-
mendation dealt with the effectiveness
of available dental services. A major
theme throughout the TOM report was
encouraging dentists to adopt more ex-
plicit evidence-based practice behav-
iors. The public would be better served
if dentists and dental hygienists place
greater reliance on treatment and pre-
vention modalities for which effective-
ness has been demonstrated through
formal outcomes assessment protocols.
Outcomes assessment is a major thrust
in the public and private sectors. In
health care, this focus began with the
randomized clinical trial movement of
the 1950s and health services research

of the 1970s. Outcomes assessment in
education was linked to the thrust for
greater public accountability. Industry
outcomes assessment has recently de-
veloped strong connections with total
quality management technologies.

Outcomes assessment and evi-
dence-based practice are not entirely
new to dentistry. However, the profes-
sion has historically tended toward em-
piricism; efforts to validate patient care
technologies formally are generally a
more recent phenomenon. Such efforts
create an unfortunate tension in den-
tistry because of the misapprehension
that the narrow, specific questions
posed as part of the outcomes research
process are an implicit attack on den-
tistry. In reality, efforts to place dentistry
into the mainstream of evidence-based
care are consistent with the mission
and desires of most dental professional
and are vital to keeping the profession
in the state-of-the-art zone desired by
most dental patients.

Future Personnel Needs and Dental
School Enrollment
Third, and related to the first compo-
nent of this recommendation, it is likely
that increased efficiency in providing
dental services will continue, without
accompanying lass in work satisfaction.
The policy implication is that dental ser-
vice supply increases resulting from
greater technological efficiency are
preferable to expansion in number of
provider personnel. The challenge will
be to estimate the rate of the growth in
efficiency in order to determine with
more confidence whether projected in-
creases in dental service supply will
meet anticipated dental service require-
ments.

Improved Access to Dental Care
The IOM report expressed concern
about the geographic distribution of
dental personnel and recommended re-

energizing the National Health Service
Corps (NHSC) program to place more
dental graduates in rural areas of the
U.S. The committee underlined the
problem of inadequate funding for the
dental component of the NHSC and
noted that too few of the designated
dental shortage areas had been re-
viewed and updated to qualify for assis-
tance through NHSC funds. Moreover,
the U.S. Health Resources and Services
Administration has approved only sev-
enty-five dental vacancies as potential
sites for student loan forgiveness initia-
tives; only twenty-three of these were
filled at the time the IOM report was
drafted.

In theory, an effective coupling of a
designated dental shortage area with
the NHSC should be a win-win situa-
tion. Unfortunately, results have been
disappointing for a variety of reasons.
The time and circumstances may be
such that a fresh approach is needed to
deal with putting patients and dentists
together in underserved areas. In par-
ticular, financial arrangements that rely
more on assistance with practical mar-
ket place solutions deserve greater at-
tention. In the current national climate
it would appear to be extremely impor-
tant to recognize a greater role for sig-
nificant state initiatives to solve what
are in essence local and county dental
care access problems.

Diversified Work Force
The IOM report also reminds the
reader that dentistry has made much
progress in efforts to diversify its work
force. The enrollment of women into
the nation's dental schools has been es-
pecially successful. In 1993, 38% of lust-
year dental students were female, com-
pared to 2% in 1970. Among the dental
practitioners forty years and under 20%
are women, a figure that is certain to
rise in the coming years. It also appears
that most other minority groups are
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gaining stronger representation in the
dental work force.

African-Americans are, unfortu-
nately, not a sufficient part of the diver-
sification trend. This is a source of frus-
tration to the dental profession, aca-
demic dentistry, and public agencies,
not to mention African-American
people themselves. Dental schools are
trying hard to change this trend. Anec-
dotal reports suggest that efforts to en-
roll African-American students have led
to intense competition among the den-
tal schools, as well as between dental
and medical schools on the same cam-
pus. Moreover, the impetus to attract
and enroll qualified African-American
students in U.S. dental schools has dra-
matically bid up the price of student fi-
nancial support for them.

The IOM report did a superb job
presenting quantitative data and provid-
ing thoughtful and sensitive analyses of
past, current, and likely future trends. In
the short term future, these trends give
no rise for optimism. As the committee
correctly noted, there is no easy, single,
or rapid solution. The dental schools
and their universities must work dili-
gently and enthusiastically with a com-
plex web of programs and initiatives
that, over time, will achieve the goal of
bringing more African-Americans into
the dental work force.

Summary Perspectives
"A qualified dental work force is a valu-
able national resource." Overall, the
recommendations pertaining to future
dental personnel requirements move in
the direction of letting market forces
guide work force policy. Dentistry,
more than other health professions, has
demonstrated that working construc-
tively with market forces can lead to
relatively rapid, if at times painful, ad-
justments to the work force supply
pipeline. The 1980s changes in dental
education relative to work force prepa-

ration clearly did not represent the
-trickle-down" work force policy that
has been the object of recent criticism
in medicine. Hopefully, state and fed-
eral policy makers will give credit to
dentistry for substantial and proactive
efforts to date to titrate its work force.

The committee is commended for
giving significant emphasis to dental
care access issues while avoiding rec-
ommendations and expectations that
dental schools clearly can not meet.
Dental schools play a very important
role in teaching future professionals
about the intellectual and ethical issues
related to caring for individuals whose
economic access to dental care is inad-
equate. Moreover, dental schools can
and should be part of the dental work
force that is increasing access to dental
care. Students must see that dental
school faculty are committed to helping
the economically disadvantaged obtain
needed dental services. However, the
current trend of declining federal and
state resources to dental schools will di-
minish their capacity to provide dental
care to disadvantaged populations.
Helping the economically deprived fi-
nance their dental care remains an im-
portant and a yet to be resolved issue
in society.

Although not featured prominently
in the work force chapter, the commit-
tee made cogent recommendations in
other sections of its report that chal-
lenge dental schools to educate a future
dental work force better prepared for
the inevitable and rapid changes taking
place in the practice of dentistry. Mov-
ing the educational process closer to
the university mission and integrating
dental education more effectively with
relevant clinical and basic training of-
fered in the nation's medical schools
are persistent themes in the IOM study.
The IOM also gave strong support to
the concept of a one-year postgraduate
clinical training opportunity for each

dental graduate from U.S. dental
schools. This experience was not con-
strued as a fifth year of dental school.
Taken together, these recommenda-
tions would put the new dental work
force in an advantageous position to
practice evidence-based dental care for
the public, provided that sufficient such
information is actually being generated
on behalf of the dental care system.

The profession and the dental
schools in the U.S. can take justifiable
pride in the quality of the dental work
force produced to date. Although it of-
fered little comment, the IOM commit-
tee almost certainly assumed no future
deviation from the quality standard cur-
rently associated with dental education.
Moreover, quality of dental services is
an important variable for developing
more meaningful forecasting models, as
advocated in the report.

From the perspective of a dental
school in the mid 1990s, there is a
threat to future work force quality,
namely the shrinking resources avail-
able to dental education. In an environ-
ment where modem technology and
more complex organizational structures
are the rule, it is distressing to find that
dental schools must rely on less support
from state, federal, and other sources.
This is a long-standing concern of pri-
vate and state-related schools, and is
becoming very acute in the public
schools that traditionally have carried a
larger dental research capacity. Al-
though educators are seen as biased in
these matters, continuation of current fi-
nancing trends for dental schools will
eventually and inevitably compromise
the quality of the future dental work
force. Projecting to 2020 under these
circumstances, the valuable national re-
source offered by a qualified dental
work force could be at risk in the not
too distant future, unless wiser policies
prevail.
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The National Academy of Sciences/
Institute of Medicine

0
 ver a century ago dur-
ing the height of the
Civil War, our nation's
leaders grappled with a

multitude of questions grounded in
science, technology, and health.
They recognized the need for an inde-
pendent advisor in these vital areas. On
March 3, 1863 President Lincoln signed
the congressional charter creating an in-
dependent science/technology advisor
— the National Academy of Sciences
(NAS). As stated in its original charter
the "Academy shall, whenever called
upon by any department of the govern-
ment, investigate, examine, experiment,
and report upon any subject of science
or alt." Since its founding, the NAS and
its affiliated institutions — the National
Academy of Engineering (NAE), the
National Research Council (NRC), and
the Institute of Medicine (TOM) — have
existed as a private, non-profit entity
providing independent, objective scien-
tific advice to the nation.

The NAS, the NAE, and the TOM al-
so are professional societies of elected,
distinguished scholars, scientists, and
professionals dedicated to scientific and
technological progress for the public
welfare. Election to the 1,700 member
NAS, the 1,700 member NAE, or to the
600 member TOM is among the highest
professional honors.

The work of the NAS organizations

Sherry L. Keramidas

is undertaken through committees of
experts from academia, industry, non-
profit institutions, and government.
Within a single year, the NAS organiza-
tions use more than 6,400 distinguished
volunteers serving on nearly 645 com-
mittees. These committees produce
more than 200 reports for use by gov-
ernment, industry, professional, and
private organizations. The work of each
committee is reviewed by separate
panels of experts before completion.
Historically, many NAS reports have
shaped critical policy initiatives for the
nation — the synthesis of penicillin,
sanitary engineering, radiation expo-
sure, nutrition guidelines, the relation-
ship between nutrition and chronic dis-
ease, injury control, improving quality
of care in nursing homes, licensing and
distribution of prescription drugs, the
human gnome project, the national
AIDS initiatives, standards for science
education, need for scientific and health
personnel in the future, and methods
for disposing of nuclear weapons.

The Institute of Medicine (TOM) is
the newest of the NAS organizations,
established in 1970. Its unique role and
purpose were delineated in its charter:
"...rising expectations of better health
and of improved quality of life for all
members of our society now include
good health care as a universal human
right and as a goal of this society. The

provision of such care places increas-
ingly heavy demands on the health ser-
vices and on their complex relations
with other sectors of society. The result-
ing expansion of requirements for
health manpower and the continuing
need to provide for further scientific
progress present grave challenges to
our medical and social institutions.
These developments have generated
the need for a national institution, com-
posed of individuals of distinction and
achievement, committed to the ad-
vancement of the health sciences and
education and the improvement of
health care."

The IOM is governed by a twenty-
one member council composed of
leaders representing an array of health-
related disciplines. The IOM's activities
are supported by its professional staff
located in Washington, D.C. The pro-
grams of the TOM are subject to review
and approval of the Research Council
Governing Board, the principle admin-
istrative arm of the NAS. IOM commit-
tee reports also are reviewed by the Re-
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port Review Committee of the Research
Council.

Policy studies and projects under-
taken by the TOM and other NAS affili-
ates arise from requests from Congress,
government agencies, private organiza-
tions, or from issues identified by mem-
bers and expert volunteers. Study con-
cepts and proposed approaches are
carefully reviewed and analyzed by the
governing structures of the NAS. Evalu-
ation typically encompasses the impor-
tance and scope of the topic, the avail-
ability of an appropriate information
base, the potential benefit of the effort
to national issues and discussions, and
whether the organization is the appro-
priate entity for undertaking the work.
Approved projects are initiated with a
well-defined statement of work.

The IOM/NAS is not part of the fed-
eral budget. Much of the support for
the IOM has been provided by major
endowments and foundations (The
Commonwealth Fund, The Howard

Hughes Medical Institute, The Robert
Wood Johnson Foundation, The Henry
J. Kaiser Family Foundation, W.K.
Kellogg Foundation, The John D. and
Catherine T. MacArthur Foundation,
The Andrew W. Mellon Foundation,
The Richard King Mellon Foundation,
and The Pew Charitable Trusts). As
study concepts are identified and devel-
oped, the TOM and other NAS organi-
zations often seek support from other
government and private organizations.
The IOM's recent report, Dental Educa-
tion at the Crossroads, was supported
by The Robert Wood Johnson Founda-
tion, The American Fund for Dental
Health, the National Institute of Dental
Research, the Health Resources and
Services Administration, the Depart-
ment of Veterans Affairs, the American
Association of Retired Persons, and
CIGNA Dental Health, Inc. The role of
funding sponsors of projects is clearly
defined and restricted to assure the ob-
jectivity of the effort.

Although the IOM and NAS projects
are initiated under defined procedures,
the organizations typically invite in-
put from the communities of interest
through requests for nominations to
study panels and requests for input, tes-
timony, and other information used by
committees. Reports are disseminated
through a variety of mechanisms, with
many reports available through the Na-
tional Academy of Sciences Press.

The National Academy of Sciences
and indeed the Institute of Medicine
were created to meet vital national
needs to understand the scientific, tech-
nological, and health related issues that
underlie the challenges and opportuni-
ties of our day. The intellectual re-
sources and talents drawn from all sec-
tor of society and the focus on collabo-
rative, non-partisan efforts have lead to
referring to this organization as a
unique national resource.

FOR FURTHER INFORMATION:

National Academy of Sciences, National Academy of Engineering,
Institute of Medicine and National Research Council
2101 Constitution Ave., NW
Washington, DC 20418

General offices (202) 334-2000
Institute of Medicine offices (202) 334-2485
Office of News and Public Information (202) 334-2138
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Information (NotTime)
 is  Money  

T
he world's leading author-
ity on the value of things
— the IRS — tells me my
(volunteer) time is worth

nothing. That is okay by me. I fig-
ure if time really is money, I would be
as rich as Sam Walton of Wal-Mart, if I
can just live that long. It may be pos-
sible to waste time, but no one knows
how to stretch it. Sam Walton's trick
had nothing to do with his spending
more time in retailing. His computer-
ized check-out systems are networked
and each day these nationally linked
computers cut purchase orders for
merchandize based on current pur-
chases. This ensures the availability of
hot items and drastically reduces ex-
pensive markdowns of excess stock.
Sam Walton was in the information
business.

America in general is rushing to-
ward the information age. For every
one person who earns a living by mak-
ing something, there are more than two
who add value through manipulating
information. The wealth of this country,
and every developed nation, is now
deposited in offices rather than facto-
ries. As we enter any such new terri-
tory, we must become familiar with the
terrain and novel rules and customs.
Leadership in the 1990s requires mas-
tery of information skills.

David W Chambers

Understanding Information
In its Latin origins, information meant
the knowledge that went into making
something such as a wheel or a sword.
It was know-how. But over the centu-
ries, the intrinsic connection between
information and the creation of con-
crete objects grew more distant. We
have deskilled manufacturing through
modular assembly, robotics, and job re-
design to permit individuals with mini-
mal training to perform routine tasks. At
the same time, information has ac-
quired a distinct identity and value; it
can be created, enhanced and trans-
formed, bought and sold many times
over, independent of any immediate
application — just as a trader on the
Chicago commodities exchange can
make a fortune without ever owning
anything.

At the middle of this century, infor-
mation was defined by engineers as the
reduction of uncertainty. Twenty years
later, it was organized data; the stuff
you get out of computers. As we ap-
proach the twenty-first century, infor-
mation has become a business concept,
specifically a key term in marketing. In-
formation is the value added for the
consumer by transforming physical ma-
terials or other information.

There is an often-told story that illus-
trates this point. As I recall the tale, a

small community in Connecticut had an
antiquated electrical power system that
had been kept functional for many
years by an old gentleman. Several
months after he retired, the power sys-
tem shut down and none of the avail-
able technicians or consultants could
revive it. In desperation, the city fathers
asked the former manager to return to
see if he could resuscitate the city's
power. The old man came and, as was
his custom, had a cup of coffee and a
donut, then examined the equipment
for several minutes. Finally, he stopped
in front of one piece of machinery and
kicked it, immediately restoring light to
the entire township.

The city fathers were pleased with
this result until they received the bill.
The old man asked for $4,018. They
had heard about how simple it had
been to correct the deficiency, so they
demanded an itemized statement. Sev-
eral weeks later they received a
scribbled reply: Travel $10, overhead
(coffee and donuts) $3, kicking $5,
knowing where to kick $4,000. This

Dr Chambers is editor
of theJournal of the
American College of
Dentists and a Professor
and Associate Dean for
Academic Affairs at the
University of the Pacific,
San Francisco, CA.
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story has something to tell us about
dentistry valuing its services in terms of
procedure codes.

The Information-Based Office
Information is changing the practice
and profession of dentistry. The cost-ef-
fective computerized clinical record is
only about five years away. Its display
will be highly visual and its input will
be verbal and electronic instead of
manual. It will be more accurate,
quicker, and will support more analysis
than current tet_ord systems. Computer-
enhanced radiography is here now.

So-called expert systems allow for
exhaustive, instant, and accurate
searches of patient knowledge
bases such as indications and
contraindications for drugs and di-
agnoses to support the dentist's de-
cision making. More commonly
available decision support systems
(DSS) include spreadsheets which
capture important data on practice
characteristics, patient information, and
personnel to monitor key practice vari-
ables and even model hypothetical
changes. Cephalometric analysis on the
computer is an obvious improvement.
The cost of intraoral cameras and com-
puter image manipulation software is
falling rapidly, thus putting within the
reach of every dentist and patient a

graphic understanding of the present
condition and the results of possible
treatment alternatives.

Even more revolutionary than these
simulations is work being done on vir-
tual reality. Simulations display what
the world would look like in response
to certain logical commands, typically
from a keyboard. For example, archi-
tects use computer models of office de-
signs to show what your new office
would look like viewed from the north,

of their training. The opportunities in
dental education and licensure exami-
nation are exciting. It is even theoreti-
cally possible to create virtual simula-
tions of actual cases such as a complex
surgical extraction. Thus a practitioner
could rehearse various approaches to a
complex procedure several times be-
fore having to perform it.

The information contained in a den-
tal chart has expanded tremendously
over the past several years, particularly

The surprising losers will be those who embrace tomorrow's
equipment to do yesterday's work.

from the east, or from above. In virtual
realiN the computer reads the behav-
ior of an individual and adjusts the "vir-
tual world" in response. A virtual reality
tour of your new office would require
putting on a visor and actually moving
your body and head, with each move-
ment changing the computer represen-
tation to correspond with the virtual
change in your orientation. This creates
a true interaction with both actual and
potential (virtual) worlds. Sound and
tactile interaction can be added to vir-
tual reality to create life-like representa-
tions of dental procedures. Airline pilots
now routinely use virtual reality as part

in the medical area, allowing for more
complete and accurate patient care. As
larger actuarial databases are devel-
oped, the probability of insurance com-
panies or dentists being driven out of
business by inappropriate fee schedules
decreases because of reduced surprises.
Outcomes based care decisions — us-
ing analysis of public or personal data-
bases of the outcomes of various thera-
peutic interventions to guide treatment
choice — makes both scientific and
economic sense. In a very literal way,
every sustained improvement in dental
care, both generally and in each
practitioner's office, is information
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based. Research is a formalized and so-
phisticated application of information.
The wisdom of experience is the same
thing on a personal basis.

The Technology Trap
Many otherwise talented and au cou-
rant individuals will miss the informa-
tion revolution. It has already hap-
pened to those who have chosen to
stick with yesterday's technology be-
cause they are familiar with it. The sur-
prising losers will be those who em-
brace tomorrow's equipment to do
yesterday's work. Several large studies
of American productivity have shown
substantial increases in the manufactur-
ing section where robotics and other
types of automation have changed the
way goods are produced. But there has
been a surprising lack of increased pro-
ductivity in the white-collar sector. This
is because we have failed to redesign
office work. Increased speed has been
offset by increased volume.

The fault lies in our definition of
technology. We have mistakenly identi-
fied technology with equipment, and
high technology with computers and
other products based on integrated cir-
cuits. That view is as misleading as
identifying dentistry as only restora-
tions, and good dentistry with nothing
but better restorations.

Mescon, Albert, and Ichedour's text
Management is typical of those used in
MBA programs. They offer the custom-
ary definition of technology in the fol-
lowing terms: "the combination of
skills, equipment, facilities, tools, and
relevant technical knowledge needed
to bring about desired transformations
in materials, information, and people."
Equipment is only one aspect of tech-
nology. Sometimes, greater improve-

ment in efficiency, quality, and work
satisfaction can be achieved by chang-
ing other parts of the technology mix,
including better trained people and
more effective scheduling and work
procedures. Sometimes the money
spent on new equipment is wasted —
or can even damage productivity — if it
is not carefully integrated into the mix
of technology. The same thing can hap-
pen if one hires more talented individu-
als (one part of technology) without
changing their job responsibilities (an-
other part). As a general rule, the effec-
tiveness of technology is partially deter-
mined by its capacity and partially de-
termined by overall changes in the way
work is done.

The most recent ADA Survey of
Dental Practice reports that 93% of
dentists have computers in their offices,
used mostly for accounting and word
processing. Five percent have intraoral
video systems. During the next decade,
the profession will be bombarded by a
dazzling array of electronic technology.
Dentists will be required to make
choices of great complexity and signifi-
cance. Information technology deci-
sions will be difficult because the field
is evolving rapidly and there are no
clear standards; the expenses can be
large; choices will involve how one
connects with the rest of the world;
dental training does not prepare indi-
viduals for these choices; and the cor-
rect choices will involve large-scale
changes in the way dentistry is per-
formed. Dentists will have to go to
school on this question. An exciting ex-
ample is the American College of Den-
tists' InfoTech seminar this July.

The selection of new dental technol-
ogy for the dental office, especially
electronic technology, cannot be made

on the basis of the features and capac-
ity of technology itself. The following is
the best selection criteria: Alternative A
is the way the office is organized cur-
rently. Alternative B is the way the of-
fice can be reorganized if the new
piece of technology under consider-
ation were added and appropriate ad-
justments made. Alternative C is the
way the office would be organized if
the same amount of time and money
required to purchase and install the
new technology were spent making
any other improvement in the office.
Selection criteria: Which alternative (A,
B, or C) adds the greatest value to the
practice measured in terms of patients'
oral health?

Most Americans will be unsettled
when the new computer tracking maps
are introduced in cars. Unlike the con-
ventional objective maps, where the
world remains fixed and we imagine
ourselves moving through it, our car
will be a fixed point in the center of the
screen and the world will change and
reorient itself in response to our chang-
ing position. Because virtual reality has
a subjective perspective, it will chal-
lenge our world view based on objec-
tivity.

The information revolution is more
than adding another technique to the
armamentarium. It is a change in focus.
We must get used to looking at the pat-
tern of things rather than the things
themselves. This was recognized by the
Taoists in China almost three thousand
years ago. ̀ Thirty spokes share one
hub. Adapt the space therein to the
purpose in hand, and you will have the
use of the cart"
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Recommended Reading

Abbey, L.M.& Zimmerman, J.L. (Eds.). Dental Informatics: In-
tegrating Technology Into the Dental Environment. New York:
Springer-Verlag, 1992. ISBN 0-387-97643-4; 348 pages; (price
unknown).

Informatics is a new term for a new field — the study
of information and its use. There are nineteen chapters
covering such useful topics as the role of information in
improving patient care and in health care delivery systems,
but the book is intended primarily for scholars.

*Burrus, D. Technotrends: How to Use Technology to Go Beyond
Your Competition. New York: Harper Business. ISBN 0-88730-
700-0; 373 pages; about $14.

Emerging technologies and their likely applications are
identified. The central thesis is that it is the use, not the
technology, that matters and that once a technology is
available it will be used, by someone — often to affect
your life.

California Dental Association Journal. Entire November
1994 issue.
An excellent example of how dental journals are keep-

ing the profession informed of breaking computer technol-
ogy such as office management software, the computer-
ized record, intraoral cameras, and digital radiography.

Evidence-Based Medicine Working Group. Evidence-based
health care:A new approach to teaching the practice of health
care. Journal of Dental Education, 1994, 58, 648-653.

Describes a new paradigm in medical care delivery that
uses computer technology and integrated databases to ex-
pand the information available to individual practitioners
and accumulate data from each care giving situation.

Mayer, J.J. Winning the Fight Between You and Your Desk: Use
Your Computer to Get Organized, Become More Productive, and
Make More Money. NewYork: Harper Business, 1993. ISBN 0-
88730-674-8; 247 pages; about $18.

Don't buy computer software without reading this
book first. Mayer is the man who has organized the desks
of some of America's top CEOs. Mayer identifies manage-
ment tasks such as appointments, addresses and commu-
nication and then tells you which software works best for
them.

Toffler, A. Power Shift Knowledge, Wealth, and Violence at the
Edge of the 21st Century. NewYork: Bantam Books, 1990. ISBN
0-553-29215-3; 611 pages; about $7.

The author of Future Shock sees the evolution of his-
tory as moving from physical power, to manufacturing
wealth, to information. We are entering the information
age in economics, politics, and every aspect of our per-
sonal lives. Power will flow to those who are comfortable
with information.

*Wurman, R.S. Information Anxiety:What to Do When Informa-
tion Doesn't Tell You What You Need to Know. New York: Bantam
Books, 1989. ISBN 0-553-34856-6; 316 pages; about $14.

The book is written by an architect who has made a ca-
reer of helping people understand information, including
the "Smart Yellow Pages." It is about practical ways to or-
ganize the information you receive so that you are not
overwhelmed by it.

Editor's Note
Summaries are available for the three recommended readings preceded by an asterisk (*).

Each summary is about four pages long and conveys both the tone and content of the book
with extensive quotations.These summaries are designed for busy readers who want the es-
sence of these references in fifteen minutes rather than five hours. Summaries are available
from the ACD Office in Gaithersburg. A donation to the ACD Foundation of $15 is suggested
for the set of summaries on information; a donation of $50 would bring you summaries of all
the leadership topics for a full year.
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Master Planner:William J. Gies
and Dentistry's 20th Century

Coming of Age 

T
he 1920s, said Alistair
Cooke, were a watershed
— perhaps the watershed
of history. The United

States had emerged from World War
I as the leading industrial and financial
power of the world. Science and tech-
nology were not only making rapid ad-
vances, but also fueling great expecta-
tions: these were the years in which
commercial airlines, talking movies,
household radio, and even cellophane
would come into their own. The Roar-
ing Twenties also roared for dentistry.
One reason is William J. Gies.

Few people have exerted as much
influence over the development of 20th
century dentistry as Gies. He spent his
professional life at Columbia University
pursuing dental research. Along the
way, however, he almost single-
handedly shaped dentistry as we know
it.

"I admire dentistry as one of the
most useful, effective, and desirable
agencies for the promotion of comfort,
health, and welfare," Gies wrote in
1936 of his passion to promote the pro-
fession. "I admire dentistry for its nobil-
ity of purpose, its efficiency in proce-
dure, its value in achievement and its

Eric K. Curtis

progressive effort, through self-exami-
nation and self-criticism, continually to
make itself better and more serviceable.
My appreciation of the dental profes-
sion as it exists today, my faith in its fu-
ture, my wish for its cumulative sup-
port, and my desire to see it fully es-
teemed everywhere at its true value,
are among the sentiments that hold my
abiding active interest."
A remarkable interest at that, since

Gies, a PhD biochemist, was not even a
dentist. launching his career around
the turn of the century, Gies first no-
ticed dentistry when his research inter-
ests turned toward saliva. As he in-
volved himself in dental caries research,
Gies became concerned that American
dentistry was not being taken seriously.
After all, the United States had invented
dentistry as a health care calling sepa-
rate from medicine, and American den-
tists were esteemed the world over for
their advanced skills.

At the same time, more people
wanted more dental care. The mass-
produced and affordable automobile
encouraged a sense of freedom and
prosperity. The era's economic and so-
cial developments were leading to a
burgeoning urban middle class with a

growing demand for such a personal
service as dentisfty. In the decade from
1910 to 1920, the population grew 15%.
The number of dentists in the same ten
years increased by 40%. Dentistry had
matured from its 19th century role as a
largely secondary, part-time pursuit to a
serious calling with a coherent, authori-
tative identity. A political cartoon of
about 1915 portrays Woodrow Wilson
as the nation's dentist, taking care of
the rotten teeth of business and labor
alike by signing into law the Federal
Reserve and Clayton Antitrust Acts.
Dentists were no-nonsense, can-do
people who got the job done.

Yet the very tradition of mechanical
acumen that made U.S. dentistry the
finest in the world was ironically its
greatest weakness. In 1910 the British
physician William Hunter, in a lecture
to a Canadian medical school faculty,
delivered a scathing denunciation of
American dentistry. He accused dentists

Dr Curtis is editor of
the Arizona State Dental
Association Journal and a
dental historian. He
practices in Safford,
Arizona.
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of ignoring patient health in their pur-
suit of technical virtuosity, dismissing
the entire profession with his famous
description of a crown as "a mauso-
leum of gold over a mass of sepsis."

Although Hunter dramatically over-
stated his ca se, dentists were appalled.
Gies cast a cool eye on the scene and
began what would be a long, critical
appraisal. "What were the rea-
sons for the prevailing indiffer-
ence to dentistry in scientific edu-
cational and medical circles in
1909 (the year Gies became in-
volved with dental research)?" he
wrote. "Among the reasons were
these: (a) Dentistry was generally
regarded as an occupation that
was more trade than profession.
(b) It was provincial in its tenden-
cies and relationships, and did
not induce its practitioners to par-
ticipate actively in public affairs. (c) Its
science, chiefly that of prosthetic me-
chanics, had exerted little influence be-
yond the useful applications. (d) Its
growth in professional quality had been
greatly retarded by a system of journal-
ism that was predominantly nonprofes-
sional, under editorial leadership that
was commercial and selfish. (e) Its edu-

cational system was mainly proprietary,
chiefly technological, and weakly bio-
logical."

Gies eventually became a major
force for change. Although profoundly
practical, dentistry lacked a systematic
application of science. Declaring that
research is "the register of a profession's
achievement and standing," Gies

founded the Journal of Dental Research
and stayed on as volunteer editor for
seventeen years. He also founded the
International Association of Dental Re-
search.

Dental education was one of Gies'
greatest interests. He was responsible
for founding schools of dentistry and
dental hygiene at Columbia, and

4fr/
r"

helped form the American Association
of Dental Schools. He conceived the
notion of a standard national board
dental examination.

In 1920, the influential and forward-
thinking Carnegie Foundation for the
Advancement of Teaching tapped Gies
to study the state of dental education in
the United States. The foundation had

previously sent Abraham Flexner
to conduct a similar analysis of
medical education. Flexner's re-
port set the criteria for modem
medical training.

Dentistry, like medicine, in
the 20th century's first decades
was at a crossroads. Education
among the schools was erratic
and often unscientific. Dental
schools, for example, routinely
accepted high school graduates,
and taught liberal arts courses

such as English. And out in practice
nagging questions remained about
dentistry's place in health care.

There were many dental educators
and practitioners who argued for a
merger of dentistry with medicine.
Gies, however, envisioned dentistry as
a co-equal branch of medical science.
He called for an expanded dental cur-
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riculum comparable to that of medicine
— but decreed for the sake of technical
superiority that dentistry should remain
a separate profession. Gies' report, pub-
lished in 1926, reflected the optimism
of the age. That same year Robert
Goddard launched the first liquid fuel
rocket, and in the cartoons Buck
Rogers rocketed to the stars.

Dentistry began the count down for
its own lift-off. The impact of the Gies
report, officially known as Bulletin
Number 19, was heightened by several
developments. For one thing, the Com-
mittee on the Costs of Medical Care,
one of a number of government-spon-
sored and private studies on various as-
pects of American society in the 1920s,
was already busily questioning many
American medical traditions. For an-
other, the Great Depression at the end
of the decade would lend new urgency
to examinations into the institutional
basis of American life. There was also
increasing pressure to expand dental
care to broader segments of the popu-
lation. Voluntary humanitarian organiza-
tions of lay people, such as the Red
Cross and parent-teacher organizations,
demanded increasing facilities for medi-
cal and dental treatment

So dentistry, like the society it
served, was prepared for change. Pro-
prietary schools should be closed, Gies
argued, and they were. Dental schools
should become integral parts of univer-

sities, he said, and they did. Gies
stressed the importance of biomedical
sciences in curriculum, and called for
the participation of full-time instructors
for dental clinical subjects. He strongly
believed dental schools should conduct
graduate education in such areas as
orthodontics and oral surgery, and offer
graduate degrees in basic sciences. Gies
recognized the crucial role of preven-
tion in dental health, and to that end
contended, "Dentistry should ... be es-
sentially a children's service."

Not all of Gies' radical ideas, such as
his suggestion that national board exam
scores be used as a basis for dental li-
censing reciprocity, were implemented.
Still, his conclusions were partially re-
sponsible for today's emphasis on re-
search and professional journalism, as
well as a major reorganization of dental
education, where current predental re-
quirements and dental school curricula
still carry his imprint. They also led to a
complete change in dentistry's image.
In a scant generation, writes sociologist
Peter Davis in his 1980 book The Social
Context of Dentishy, dentistry was
transformed from an occupation of un-
certain public standing and very mixed
social composition to an unchallenged
standing of profession whose new re-
cruits were drawn "largely from the
elite" of society.

Gies' professional life reveals an en-
ergetic picture of dentistry's evolution

and early 20th century emergence as a
scientific health care profession. Evalu-
ating dentistry with both deep pride
and unflinching honesty, Gies appreci-
ated dentistry's heritage and promise
even as he decried its weaknesses. His
clear thinking and unembarrassed ap-
proach to problem solving have served
as a model for later generations of lead-
ers.
Two aspects of Gies' vision of den-

tistry seem especially relevant in the
1990s. The first is his urging that den-
tists expand their professional relation-
ships to include non-dentists, and that
they actively participate in public affairs.
The second is his counsel that dentistry
extend its usefulness — and influence
— by addressing scientific and social
concerns beyond immediate clinical ap-
plicafions.

"Dentistry has the qualities of a
noble profession," said Gies later in life,
assessing the object of his secular min-
istry. "It has high ideals, important du-
ties, special opportunities. It has iden-
tity, personality, self-respect, responsi-
bility, solidarity, continuity — a soul."
The 1990s, as did the 1920s, promise
the uncertainties of rapid social and
economic change. For dentistry today,
Gies' description is not just a nod of ap-
proval, but a call  to action — both a
benediction, as it were, and an invo-
cation.
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The Case of the
Unsound Business Decision

Unsound Business Decision

Dentistry is a business as well as a healing profession; the
successes and failures in each area spill over into the other.
This is a case about an unsound business decision that nearly
ruined a young professional's career.The true story was told
by a Fellow from California. The Fellow owns the building
where the new dentist was practicing.

The new practice was slow to start for Beth (a fictitious
name). In an effort to increase patient flow, the dentist joined
a PPO.The terms of the one-year contract were detailed and
typical of such arrangements. A discount of 30% from the
usual, customary, and reasonable fees was part of the
contract.

In one sense, the program was a success for Beth.Within a
few months, her new patient visits increased noticeably.Very
soon, she was running 60% PPO patients, 30% from the
traditional fee-for-service pool, and 10% Denti-Cal (a state
Medicare system that normally pays at the 60th percentile).

The problem is that Beth's overhead had begun to stabilize
at about 70%. One-third of the way into the first year of the
PPO agreement, it was evident that income was running only
a few points above expenses, and the margin was so close that
no volume humanly possible would generate income needed
for living expenses and to pay back educational loans.

The problem came to light in a discussion about why the
office rent had not been paid when due.

Not all ethical issues are profound moral dilemmas to be debated
by scholars. Many are apparently small decisions embedded into the
normal routine of professional life.

T
he American College of
Dentists has taken a lead-
ership position with regard
to ethics and professional-

ism in dentistry. Part of this respon-
sibility involves continuing to place
before Fellows and others practical
ethical issues for analysis and discus-
sion. Ethics is neither entirely a private
matter nor an academic one. Several
Fellows were invited to analyze the first
case, you are invited to comment on
the second one.

Robert Saporito
General and Hospital Dentistry
New Jersey Dental School
Newark, NJ
The case of the "Unsound Business

Decision" is an example of the deci-
sion-making problems that routinely
challenge professionals. In this particu-
lar case, the landlord dentist is chal-
lenged by the dilemma of balancing a
sound business decision, with its inher-
ent legal issues, against a perceived
professional obligation. How he re-
sponds to this problem will be deter-
mined by his interpretation of the
moral and ethical professional codes he
has embraced.

The distinction between the defini-
tion of moral and ethical is often prob-
lematic, resulting in a wide spectrum of
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application. For practical reasons, the
word obligation is the key to resolution
of this dilemma. The young dentist en-
tered into a legal contract in good faith
and a questionable level of knowledge
about the economics of today's dental
practices. The landlord dentist likely en-
tered into this contract with the same
good faith and perhaps, an incomplete
understanding of the tenant dentist's
professional and business capacity to
uphold her end of the bargain.

Questions can be raised of the land-
lord dentist based on the presumption
that he should be more knowledgeable
and experienced and could have led
the young professional into a better de-
cision regarding office overhead. On
the other hand, there are obvious limits
in how prescriptive and paternalistic a
senior dentist can be.

If the term moral is interpreted to
identify what ought to be done, the
landlord may well have an obligation
to advise on options to the original
contract. This obligation is based upon
the belief that being a member of the
dental profession has a value that influ-
ences the individual's relationship with
other members of the profession as
well as the community at large.

In this case the landlord could offer
the tenant numerous business options
that would provide her the opportunity
to be successful both professionally and
personally. These could be constructed
in a manner to make the landlord le-
gally whole while providing the tenant
flexibility in repayment. These business
decisions are so basic that even per-
ceived heartless financial institutions
use these practices.

Society today is challenged by the
problem manifested by acting within
the law while disregarding moral or
ethical parameters. Professionals would
be well served if they focus on ethical
or moral standards; the legal matters
will follow naturally.

Muriel Bebeau
School of Dentistry
University of Minnesota
Minneapolis, MN
Is there a moral issue involved here?

Unless the dentist is over charging Beth
for the office space, wherein we might
argue from a fairness perspective that
he is exploiting this inexperienced den-
tist, it is not clear this dentist has a
moral obligation to help a beginner
with business decisions — especially if
his counsel has not been sought. While
the details of the case do not help us
judge whether the dentist is exploiting
Beth, she is being exploited by the
PPO. One wonders whether she con-
sulted an attorney or financial advisor
before committing herself to the con-
tract. Inexperienced professionals often
fail to see the legal and financial impli-
cations of the contracts they sign and
thus end up in the situation Beth finds
herself in at the moment. The ADA Di-
vision of Legal Affairs developed its
Contract Analysis Service specifically to
help dentists make sound business de-
cisions. It is not in the interest of the
profession or society to have profes-
sionals exploited by the benefits indus-
riy. But whose responsibility is it to see
that Beth isn't exploited? Where some
might argue that the dentist has a moral
obligation to see that there are sufficient
dentists to meet the health care needs
of the community, there is no moral
duty to help a new dentist develop a
successful practice.

What should be done? There are
good reasons for offering Beth assis-
tance even if there is no moral duty to
do so. Some are pragmatic; like avoid-
ing the interpersonal and financial costs
of terminating the lease agreement and
finding a replacement. Some relate to
the dentist's conception of his role and
responsibility toward others. Does he

view his peers as colleagues or com-
petitors? Does he see himself as having
some responsibility for mentoring the
next generation of professionals? Be-
having competitively rather than coop-
eratively would be inconsistent with the
ideals of the ACD and with recent
themes of the ADA — to embrace and
support young professionals. In reflect-
ing on this case, one wonders what ef-
forts each patty made to establish a col-
legial relationship. Was she friendly and
respectful toward him? Did he make
sincere and repeated efforts to make
her feel welcome? Did he offer to assist
her with business decisions? Did he
regularly invite her to discuss her
progress? Even if she rebuffed his at-
tempts, a collegial response would be
to offer assistance again. He could help
her analyze the terms of the contract to
see if there are ethical ways to mini-
mize her contractual obligations to the
PPO. He could help her analyze over-
head costs and find some ways to re-
duce overhead. At 70%, she is over the
national average. If she is not totally
booked, could he help here find addi-
tional work to supplement her income
while building her practice?

Is there a general principle in this
case? In addition to the principle of jus-
tice that would apply to the rental con-
tract the dentist established with Beth,
the principle of beneficence might also
apply. Many of us believe that we are
morally obligated to benefit patients be-
cause of the role we have voluntarily
assumed; but not all of us apply the
principle of beneficence to our relation-
ship with the larger society and with
our colleagues. In fact, some philoso-
phers have argued that because benefi-
cence potentially demands extreme
generosity in the moral life, it is com-
monly virtuous, but not a duty, to act
beneficently. From this perspective, the
help offered to Beth would be based
on personal or social ideals that go be-
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yond the call of duty. The AU) and the
ADA have advocated that a cooperative
rather than competitive relationship be-
tween colleagues is an ideal that the
profession wishes to promote; hence
the establishment of mentoring rela-
tionships and other acts of beneficence
to young practitioners.

David C. Hillson
Private Practice
Albuquerque, NM
Moral issues seem to appear every-

where. This one is disguised as a busi-
ness problem. The short-term and nar-
row personal interests of the senior
dentist is to get all the rent. That may
not even be possible without taking a
broader and more professional view of
the issue. The young dentist in this ca.se
needs both financial relief and business
advice. As a general rule, more senior
dentists are in a position to give both,
and a sense of professionalism urges
that this should be done. The rent
could be restructured during the PPO
period, and some "wisdom of experi-
ence" about managed care would be in
order.

I remember how much I was
helped when I was starting my prac-
tice. That made me proud to be part of
this profession. It would certainly make
me feel good to give something in re-
turn.

The Journal invites comment on The Policy Problem case below from Fellows and
other readers.Views should be 200 - 400 words and should be faxed to the Editor
(David W. Chambers) at (415) 929-6435 no later than Friday, 5 May 1995. Submis-
sions will be peer reviewed and edited to fit with other responses.The most useful
combination of responses will be published in the June issue of the Journal.

In the Next Issue

The Policy Problem

You have just been appointed to a state advisory committee represent-
ing organized dentistry in a multi-group effort to support a state law man-
dating fluoridation of drinking water.You are surprised by the diversity of
perspectives represented on one side of this political issue.
One of your colleagues is eloquent in "raising prudent concerns about

proceeding with due caution" on a matter that has potential for fundamen-
tally rearranging the economics of private dental practice. He seems to
have great command of statistics showing how much caries has fallen in the
United States over the past thirty years. He asks, "Just for the sake of argu-
ment, let's weigh how credible we seem as a profession when we represent
ourselves to the public as supporting legislation that would put us out of
business."

Another of your colleagues seems to have read the data differently. He
believes that fluoride has expanded the American oral health care bill by al-
lowing teeth to remain in the mouth longer and therefore they will receive
more care. He cites evidence that helmet laws cost states money by pro-
longing the lives of accident victims and recounts stories of very expensive
medical miracles. His view is that fluoride should be supported by the pro-
fession but it is misrepresentation to suggest that it will put dentists out of
business.
A consultant on the committee with many years of experience fighting

anti-fluoridationists is irritated with both of the previous committee mem-
bers. He points out that the economics of oral health and the scientific
background on fluoride are such complex issues that the public, and even
many lawmakers, are turned off by the detail. Anti-fluoridationists have
been so successful because they present a single clear position based on
emotion and characterize the profession as bogged down in inconsistent
and irrelevant research studies.

Your committee doesn't seem to be going anywhere fast. At this point,
you are not certain where you stand.

What is your obligation as a public trustee with regard to the factual founda-
tions of public policy issues?

What is your obligation with regard to dealing with differences between your-
self and others?

Can an issue be presented differently to different communities of interest?
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The Earning Potential
of Professionals

L
eaders have the capacity to
make both words and num-
bers come alive. They master
these sldlls by practice and are

not content to accept the analyses
and conclusions of others. This regular
department of the Journal presents ex-
amples of key data in areas of impor-
tance to the profession and invites
reader reaction. To initiate this depart-
ment, we invited several Fellows to
comment on recent statistics on profes-
sional earning potential.

An article appeared in the 5 May is-
sue of The New England Journal of
Medicine ("A comparison of the educa-
tional costs and incomes of physicians
and other professionals" by W.B.
Weeks, A.E. Wallace, M.M. Wallace, and
H.G. Welch) which compares several
professions in terms of economic return
on investment. Costs and time in edu-
cation, average earning streams over
one's career, and opportunity cost of
foregone investments were compared
for graduates of "selective" MBA and
law programs, for physicians in primary
care and in specialties, and for dentists.
The data to the right summarize the
comparisons among these professions.
They are used by permission of The
New England Journal of Medicine.

Income, Hours Worked, and Cash Flow*
According to Age and Profession

Annual Income (Thousands)
Ages 19-24 25-29 30-35 36-45
Business 3.6 68.6 96.0 110.1
Law 3.6 47.0 86.2 117.6
Dentistry 3.6 28.8 76.0 97.9
Med Specialty 3.6 16.0 113.2 208.8
Primly Med 3.6 18.9 80.2 104.4

Annual Hours Worked
Ages 19-24 25-29 3Q35. 36-45
Business 2300 2520 2520 2520
Jaw 2300 2062 1995 1893
Dentistry 2300 1888 1613 1613
Med Specialty 2300 2407 2479 2730
Primary Med 2300 2424 2506 2674

Annual Hourly Cash Flow
Ages 19-24 25-29 30-35 36-45
Business -4.6 14.4 24.9 30.3
Law -4.6 8.2 26.3 43.7
Dentistry -4.6 0.4 24.1 37.2
Med Specialty -4.6 -6.4 30.4 62.5
Primary Med -4.6 -5.3 17.0 24.8

46-55 56-64
108.8 102.6
135.2 131.5
100.2 80.9
208.9 169.2
117.7 108.6

46-55 56-64
2520 2520
1755 1574
1613 1613
2618 2488
2667 2544

46-55 56-64
30.2 28.6
58.6 64.3
41.9 31.2
67.3 55.8
31.9 30.7

* Cash flow is defined as income minus educational loan repayments minus
"opportunity cost" defined as the earnings of a typical high school graduate
(about $15,000 in the youngest age group and $30,000 in the oldest).
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Cumulative Net Present Value of an Hour's Labor for Various Professions
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Edward C. McNulty
Private Practice, Former Regent
NewYork, NY
In recent years there has been a seg-

ment of the profession that has coa-
lesced around the issue of perceived
lack of business and come to the con-
clusion that the profession will never
recover economically. Therefore, I read
with particular interest the May 5, 1994

article in the New England Journal of
Medicine comparing the educational
costs and incomes of physicians and
other professionals. The table and fig-
ure are jam-packed with interesting
data which substantially weaken the
view that dentistry is in economic de-
cline.

Once dentists go into practice, they
earn an average of $48,000 a year (ages

27 to 29) quickly rising to $76,000 (ages
30 to 35) and topping out at $97,900
(ages 36 to 45) to $100,200 (ages 46 to
55) and then declining to $80,900 per
year (ages 56 to 64). These 1991 figures
are slightly less than what is earned by
primary care physicians and graduates
of the top business schools and appre-
ciably less than medical specialists and
lawyers who graduated from top
schools.

Of great interest, however, is the fact
that once one's career is established,
the number of hours worked by den-
tists is dramaticnlly less than the hours
spent working in medicine, law or
business. As a result, dentists have a
much higher annual cash flow per hour
than primary care physicians; slightly
higher than that of business school
graduates; and only lower than for
medical specialists and lawyers. Thus
dentists work fewer hours per year in
their practices, allowing them more
time to pursue quality of life goals com-
pared to professionals with similar edu-
cations.

The figure also negates the percep-
tion that the dental profession is not do-
ing well economically. When the cu-
mulative hours adjusted net present
value of the educational investment is
measured according to age, dentists
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end up doing much better than primary
care physicians and compared favor-
ably with business school graduates.
Only lawyers and medical specialists
show superior cumulative ratings. It is
revealing that given the investment that
is required for a dental education, the
economic return combined with the
hours worked puts dentists near the
top for remuneration of similarly edu-
cated professions. While lawyers and
medical specialists may earn more, they
are working longer hours for their pay.
The dental profession should continue
to attract qualified people, especially
considering the facts that the net return
on investment is so positive and that
they develop equity ownership in their
practices. Most importantly, their op-
portunity to participate in quality of life
endeavors make their career choice
more attractive.

Like all professions, dentists' earn-
ings follow a bell curve, with a rapid
rise in the early practice years, a long
plateau of high earnings, followed by a
slow fiscal decline toward retirement.
Perhaps a majority of the vocal doom-
sayers come from this latter segment of
the profession who wish that the good
old days would return. Our profession
is surely changing, as it always has, but
new exciting avenues of treatment are
opening up for us to deliver even better
dentistry to the public we serve.

Stephen Corbin
Office of the Surgeon General
Rockville, MD
Most anyone who has graduated

from dental school in the last half cen-
tury can attest to the following: the aca-
demic and technical demands of a den-
tal education are considerable; the costs
of obtaining a dental education are sub-
stantial and rising to prohibitive levels;
and, during the years of dental educa-

tion, one can exist on little sleep and a
consistent diet of macaroni and ham-
burger. A review of dental editorials
and articles in current dental journals
and commercial publications reflects
the belief that dentists work hard
for their income, many dentists feel
that they are underpaid and under-
appreciated for the services they
provide. Most dentists worry quite a
bit about their ability to maintain and
increase their incomes amid a changing
health care and economic environment.
The sum of these views reflects some
fact, some intuition, and quite likely
some fancy as well. The data provided
from a recent article offer comparative
career financial return data from a
model that examined several profes-
sions compared to a high school level
of preparation.

The table is quite instructive for
comparing dentistry with other popular
professions. It is noteworthy that in-
come streams vary considerably be-
tween the professions of law, dentistry,
primary care medicine, specialty medi-
cine, and business. Protracted profes-
sional training denies dentists and phy-
sicians meaningful income in the early
years while those in business and law
get a substantial financial jump start and
avoid the large and prolonged costs of
professional medical and dental educa-
tion. It is also noteworthy that dentists
spend considerably fewer hours per
annum practicing their profession than
do all of the other groups compared.
This should not be surprising. Desir-
able, controllable work schedules is
one reason that many choose to go into
dentistry. This is not a reflection, neces-
sarily, of how hard individuals work for
their compensation. Dentistry is physi-
cally taxing work that includes expo-
sure to a wide variety of hazards, some
of which are life endangering.

Annual cash flow per hour for the
comparison groups indicates that to-

ward the end of a professional career,
attorneys and medical specialists are
doing extremely well. Undoubtedly,
this explains the abundant supply of at-
torneys and medical specialists. The fact
that dentists are doing only marginally
better than business people is due, in
large measure, to the much shorter
work schedule for dentists. Primary care
physicians do worse than dentists be-
cause they work so many more hours.

The accompanying figure summa-
rizes the cumulative, hours-adjusted net
present value of educational investment
according to age and profession. The
early years for medical specialists are
punishing and debt-producing. Com-
pensation for the early sacrifice be-
comes apparent shortly after comple-
tion of professional education for medi-
cal specialists and they zoom past the
other comparison groups after age forty
years. Dentistry catches up with busi-
ness by age fifty-five and stays even un-
til the end of the professional career.
Primary care medicine lags behind all
of the comparison groups after about
age thirty-three years. In a comparison
not depicted on the figure, but reported
in the text, dental specialists and attor-
neys at law firms realize better returns
on their educational investment than
do specialist physicians. One caveat —
dental public health specialists are
undoubtedly the only category of
health service provider that, on aver-
age, earn less than their general prac-
tice counterparts.

What does all of this mean? It surely
means your income will not change as
a result of this research nor will your
back hurt less. It does mean that den-
tists, on average, do not have it so bad
financially, all things considered. Data
from the American Dental Association
consistently demonstrate that "real in-
comes" for dentists continue to rise
much faster than the rate of general in-
flation as measured by the Consumer
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Price Index and are much better than
average incomes in this country.

One may argue that these data are
drawn from a model, not reality. But
the model presented is a reasonable
one and the assumptions and data
upon which it is based are not out of
line. The results may not change how
you feel, but they may change how
you think. Dental education is expen-
sive. Dental practice is physically, finan-
cially, and psychologically challenging.
All things considered, which of the
other groups reflected in the analysis
would you rather have opted to be a
part of?

Ian Bennett
Retired practitioner and dean
Vancouver; BC
Model building is a delicate busi-

ness. I would want to assure myself
with regard to the comparability of
groups on such matters as selection of
which type of individuals are in each
group, costs of the educational pro-
grams, age and gender composition of
each group, what was being done with
the hours not worked, and stress levels.

Assuming reasonable comparability,
the table appears to indicate that den-
tists work considerably fewer hours per
year than all the other professions ex-
cept lawyers over fifty-five years of age.
Al age thirty-six to forty-five, the proce-
dure based medical specialists worked
70% more hours than the dentists. Busi-
ness graduates worked 56% more
hours than the dentists. These numbers
seem hard to believe.

The figure appears to demonstrate
that, until age thirty-five, dentists do less
well than business and law graduates,
about the same as procedure-based
specialty medicine, and better than pri-
mary care medicine. By age sixty-five,
the law graduates and procedure based

medicine graduates lead by a wide
margin.

This information, if accurate, would
be of significance to the dental profes-
sion in its negotiations for fee rates. It
could also be useful in recruitment of
dental students. It would be valuable to
have school specific data tied to the ac-
tual costs in each dental school and the
area where most of the graduates prac-
tice. The AADS might consider this as a
service to its institutional members.

David W Chambers
Editor, JACD
Sonoma, CA
Relative to other professions, medi-

cine and dentistry entail highly lever-
aged educational investments. In addi-
tion to educational debt, there are sub-
stantial opportunity costs of not being
able to earn a living while in school
and one's career is shortened by the
time spent in education, thus reducing
the chance for recouping losses. Ac-
cording to the New EnglandJournal of
Medicine article "A Comparison of the
Educational Costs and Incomes of Phy-
sicians and Other Professionals," it re-
mains a sound investment. The pro-
jected internal rate of return for dentists
in general practice is 20.7%; 27.1% for
specialists. This compares favorably
with 29.0% for business, 25.5% for law-
yers, 15.9% for physicians in primary
care, 20.9% for physicians in specialty
practice, and 7.5% for three-year T-bills.
It has always been the case that invest-
ing in one's self is worthy; especially so
in dentistry today.

The report raises important issues
about timing of educational debt. The
direct costs of education across profes-
sions is similar (business: $97,800, law:
$108,500, dentistry: $130,200, and
medicine: $135,400). What puts the
health care professionals at an initial

disadvantage is the length of time re-
quired for education.

Because of the variable lengths of
training periods, this study uses the ac-
counting convention of net present
value (NPV). Would you rather have
$1000 now or $1200 next year? Unless
you think you can invest the present
$1000 at better than 20%, the latter al-
ternative is more attractive. This is the
principle upon which bonds are priced.
A bond with a three-year maturity and
a face value of $1000 would sell for
$840, assuming a 6% discount rate. In-
vesting $840 at 6% for three years
equals $1000. The time value of money
is a system for bringing all future ex-
penses and income to a common point
in time (net present value) so that com-
parisons among alternatives make
sense. (These calculations are easily
performed by all spreadsheet software.)

The table on page 45 presents the
net present value of an hour invested in
five careers. Considering all likely edu-
cational expenses and projected in-
come streams, an hour invested in den-
tistry is worth approximately $300 if
one practices to age sixty-five. The
same hour invested in law practice after
graduating from a prestigious law
school is worth about $425, but only
worth about $175 in the career of pri-
mary care medicine.

The NPV slopes for law, dentistry,
and primary care medicine are similar
— differences in earning potential are
almost entirely a function of the length
of time it takes to complete training.
Business is the most low-cost/low-re-
turn of the alternatives explored. Spe-
cialty medicine is the most leveraged:
until an average age of thirty-three the
NPV is worst, and by age forty it is best
of the careers studied.

I believe the following consider-
ations are supported by these data:

1. Perceived return on educational
investment will be no barrier to con-
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tinuing to attract qualified applicants to
dental schools.

2. Dental schools will continue to at-
tract qualified applicants who are inter-
ested in a balance of opportunity to
serve, quality of life, and earning poten-
tial.

3. The first dozen years of practice
are critical to one's career; it is during
this period that the largest swings in the
direction of the earnings curve occur.

4. Net present value is determined
by the prevailing interest rate. These
projections favor medicine and den-
tistry because their high impact educa-
tion dollars are at current low interest to
be repaid with anticipated cheaper fu-
ture dollars. Those who were educated
in the high interest late 1970s and early
1980s experienced a less favorable life-
time career earnings curve. This in fact
corresponds to a dramatic shift of appli-
cants away from dentistry toward busi-
ness at that time.

5. Proposals to mandate a fifth year
of dental school or a required year of
postdoctoral general dentistry training
must be evaluated carefully with regard
to their financial impact; their most
likely consequence could be to depress
the curve of expected earnings for den-
tists toward the same level that exists
for primary care medicine.

6. The thought that physicians will
embrace health care reform by reduc-
ing the current level of 80% specialists
to 50% is unrealistic.

In the Next Issue

The American Association of Dental Schools and the American Dental
Association collaborate in monitoring changes in the dental workforce.
Significant policy turns on the numbers of applicants and graduates for po-
sitions in dental, dental hygiene, dental assisting, and dental laboratory

technology programs.The data below are reproduced, by permission, from
the AADS Deans' Briefing Book — I 993-1994.

What do these data mean for the dental profession and for oral health?

Fellows and other readers are invited to submit interpretations of these
data for publication in the Journal. Responses should be from 200 - 400

words and are subject to peer review and may be edited to fit with other

responses received. Fax your responses to the Editor (David W. Cham-

bers) at (415) 929-6435. Last date for accepting submissions is Friday, 5

May, 1995.
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Making College Membership
a Personal Matter

I
n formulating my message, I
was reminded of a quotation
from the 1990s best seller
Megatrends, by John Naisbitt,

which helped us realize there were
and are some profound factors or "new
trends" which will exert a significant in-
fluence upon our lives. In his introduc-
tion, Naisbitt states "As a society, we
have been moving from the old to the
new. And we are still in motion.
Caught between eras, we experience
turbulence. Yet, amid the sometimes
painful and uncertain process, the re-
structuring of America proceeds unre-
lentingly."

This passage struck a nerve — not
only to me as an individual, but also as
a member of the Board of the Ameri-
can College of Dentists. As a College
we must recognize that the world is not
the same as it was when Doctors
Conzett, Friesen, Black, and King first
met at the Copley Plaza in Boston for
an open discussion about a "college" in
dentistry.

Naisbitt goes on to note, there have
been several critical aspects of the re-
structuring of society. We are moving
from a society oriented toward short-
term considerations and rewards to one
that favors much longer perspectives.
Concerns for permanency versus short-
term fixes and immediate self-indulgent
gratification can be added to this hy-
pothesis.

Juliann S. Bluitt

You have heard the phrases which
herald another era — retooling, reposi-
tioning, downsizing, and let us not for-
get new paradigms. This translates to
"stop and take a look at yourself" See if
what you're about and where you're
going is still valid. Is the way you did
business in the past the way you
should continue? Are there new consid-
erations which should be taken into ac-
count given the changes around you?

Strategic Planning For ACD
Cognizant of our changed world, or
perhaps because of serendipity, keen
insight, or maybe just our intellectual
acuity, the ACD Board embarked upon
a very important strategic planning en-
deavor under the leadership of then
President Al Wasserman. Many of us
approached this activity with a bit of
trepidation believing that it was more
"pie in the sky" and a plan to be laid on
the bookshelf beside the others.

But this time it was more than a
Mensa exercise. It was a critical analysis
of where we had been and where we
would like to be. We became sensitized
to the critical issues that our College
must address in the very short-term to
ensure that we will remain strong as
the calendar approaches the 21st cen-
tury.

lest you wonder if we had concern
for our existence, we did not. But quite
honestly, each of us began to ask very

important questions: What is the mis-
sion of the College? How can we make
this College an active and progressive
entity? How can we influence policy,
achieve recognition, and capitalize on
the unique knowledge and talents of
our Fellows? How can we rise to new
heights among dental organizations so
that we are the ones called to the table
to discuss the issues facing our profes-
sion?

Under the direction of our Executive
Director, Dr. Sherry Keramidas, the
Board set about establishing future di-
rections. A certain energy emanated
from the discussion and envisioning of
greater efficiencies and effectiveness;
new ideas and philosophies; and new
programs and projects to help us repo-
sition, revit1li7e, and align. We became
empowered to go beyond the status
quo of an honorary society to envision
ourselves in a very different light.

Let me assure you, however, that
we never compromised the mission of
the College or the trust of our founders.
We will always remain true to their vi-
sion to elevate the standards of den-

Presented by President
Bluitt as her President-
Elect's address at the
1994 Convocation in
New Orleans.
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tistry, to encourage graduate study, and
to grant Fellowship to those who have
done meritorious work. But we have
added the concept of advancing the
standards and efficiency of the dental
profession.

Having laid the foundation, let me
build a framework for our future
thrusts: First, we pondered the benefit,
other than recognition by peers, of fel-
lowship in the College. There must be
more than being a distinguished hon-
oree! Second, with tongue in cheek, we
verbalized that there were others de-
serving of the same recognition we had
received when inducted into the Col-
lege at a very impressive ceremony. We
believe this is one of the highest honors
our peers and colleagues can bestow
upon us for our achievements. At the
same time, we jealously guarded our
achievement. Third, while we extolled
the virtue of being on the cutting edge
in policy, we in fact, were infrequently
asked for our input. Fourth, we've
stood for a time, looking at our past in-
volvements, while society evolved. Our
past accomplishments slowly became a
mirage, distanced by time and exagger-
ated by the rapidity of societal and pro-
fessional changes over the past several
decades.

That was the past; now is the
present! I am excited, and I think you
should be also. Here we are entering
the olympic stadium and assuming the

lead position. I know we will continue
to run far ahead of the pack.

Referring back to Megatrends, there
is a quote by Walter B. Wriston, Chair-
man of Citicorp in 1981 who said, "The
philosophy of the divine right of kings
died hundreds of years ago, but not, it
seems, the divine right of inherited mar-
kets. Some people still believe there's a
divine dispensation that their markets
are theirs and no one else's — now
and forevermore. It is an old dream that
dies hard, yet no businessperson in a
free society can control a market when
the customers decide to go somewhere
else. All the king's horses and all the
king's men are helpless in the face of a
better product."

He continues by saying, "Our com-
mercial history is filled with examples
of companies that failed to change with
a changing world and became tomb-
stones in the corporate graveyard."

Catpe diem — seize the day has be-
come an admonition for your Officers,
Regents, Editor, and staff. Our mission
is active involvement — for you, the
Fellows — to help devise and imple-
ment programs to benefit not only our-
selves, but also the greater professional
community, our dental schools, orga-
nized dentistry, and policy-making bod-
ies.

What have we done and what are
we doing? Under the guidance of Presi-
dents Scums and Wasserman, we have

become proactive. A year ago we co-
sponsored an outstanding symposium
at the National Institutes of Health en-
titled "Frontiers in Clinical Dentistry." I
wish that each of you could have at-
tended, or that we could repeat this
program. From the latest in implants,
HIV infection, restorative materials pros
and cons, periodontal assessments, we
heard the experts share the latest re-
search.

The American College of Dentists
was also able to provide testimony to
the Institute of Medicine Committee on
the Future of Dental Education. The
recommendations of the IOM will be
unveiled early in 1995. These recom-
mendations have a potential for com-
pletely revising the dental education
process.

Our comments to the IOM, empha-
sized serious ethical concerns that exist
today and will persist tomorrow. Regu-
lations, third-party payers, escalating
debt of students, and increased compe-
tition surely will complicate the practice
of dentistry for our young colleagues.
These issues as well as equity, contin-
ued clinical competency, measures of
quality assessment, and supply and de-
mand issues require our attention.

Let us not forget that the American
College Dentists — the conscience of
the profession, can guide ethical prac-
tice and moral sensitivity in clinical
practice. Recently your College partici-
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pated in planning the first intensive
course in bioethics in dentistry, spon-
sored by Georgetown University's re-
nowned Kennedy Institute of Bioethics.
Some of the best known individuals in
the field of ethics participated. And yes,
several Fellows of the College partici-
pated as lecturers. Attendees, the best
measure of success, have said this was
an outstanding event. In fact, just two
weeks ago, when I was in Charleston,
South Carolina, an ethicist on the fac-
ulty, spoke of her attendance and
praised the course as being a profound
experience.

The Future Has You In It
What about the future? Our efforts of
the past two years are footholds; we
must continue to climb to new heights
so the American College of Dentists

future technologies and explore impli-
cations for you in your offices and in
your life. We also will explore the ethi-
cal and professional issues surrounding
the technology future.

Our leadership trust and promi-
nence will be manifest in the directions
the College will take through its partici-
pation with other associations and in
other programs this next year. We are
gaining recognition through several of
the activities I previously mentioned.
This year we shall find additional op-
portunities for involvement. We also
hope to offer you, the Fellows, oppor-
tunities to expand and fine tune your
leadership skills. We have some excit-
ing plans for our annual meeting in '95!

I offer a suggestion as a means of
capturing the leadership skills among
our Fellows. With the reservoir of

Our mission is active involvement — for you, the Fellows —
to help devise and implement programs to benefit not only

ourselves, but also the greater professional community, our dental
schools, organized dentistry, and policy-making bodies.

will be the invited experts, the first on
the invitation lists, the body which is
solicited first for an opinion, the signa-
tory that is highly regarded.

Progress is made by increments, not
giant steps. I would like to share the
things I feel we can and should accom-
plish.

In 1995 we mark our 75th anniver-
sary. The highlight of the year and our
future is captured in the phrase, "Rec-
ognizing the leaders of today, building
leadership for tomorrow." In July 1995,
we will hold a conference on "Future
directions and issues in information
technology." This two and one-half day
meeting will call upon the expertise of
information technology companies,
government agencies, health related or-
ganizations, and others. It will highlight

unique talent and variety of knowledge
of our Fellows, what greater opportu-
nity for participation in component and
constituent society meetings than to
have a lecture or half-day program
sponsored by your Section? With a rela-
tively small amount of effort, the visibil-
ity and activity of the College could be
enhanced 1,000%.

Speaking of sections, this year will
mark the first time sections will com-
pete for the newly established Section
Achievement Award. I know you're all
smart people, so it does not take a ge-
nius to figure out what I'm suggesting.
Go for it!

Membership, budgeting, and reten-
tion of fellowship must be addressed.
Therein rests the future of the College.
We have spoken of tracking our stu-

dent award recipients. Nearly every
section recognizes dental students. Fif-
teen or twenty years later, how many of
these individuals have we nominated
for fellowship? Did they indeed main-
tain the same caliber of participation
that we cited in their student years? I
am pleased that in my own Regency,
several of our student awardees are
now Fellows. Do you have similar ex-
periences? To help unfold this mystery,
I will send each section a brief ques-
tionnaire asking you to list your award
recipients as far back as you can go.
Let's take a look. I bet that some have
become leaders in their dental societies;
some have become leaders in their aca-
demic institutions; some have become
leaders in civic activities. How many of
them are Fellows?

Programming and heightened vis-
ibility will enhance retention of Fellows
— which, incidentally, is really quite
high. But nomination of new Fellows is
up to us. We must look around to pro-
pose new people for fellowship.

For me, this special moment came
in 1974 when I was sponsored by an
individual known well by many of you,
Norm Olsen. He provided mentorship
and encouraged my ardent participa-
tion. My gratitude for this tribute is best
demonstrated by my nominating other
persons who exemplify the ideals of
the College and the profession.
We have a lot to accomplish. We are

building the future. As Ken Dychtwald,
stated in his book Age Wave, that the
evolution of society has brought us to a
third level or the "troisieme age" with
its own focus, special opportunities,
and challenges. It is a period of growth
from a somewhat selfish focus to a
higher, more global, and altruistic per-
spective.

The history of the College runs in
parallel. Our first years dealt with our
development, organization, and per-
petuation as an important group of
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highly respected leaders. We gained
recognition and emerged as a valued
and respected entity.

In our second phase, we began to
focus on issues pertaining to the profes-
sion and found that with growth of a
young profession we could serve as the
beacon of its conscience. The produc-
tivity and rapid expansion of our rela-
tively young profession also required
that we focus on the social and profes-
sional responsibilities of the profession
and its members. We were caretakers,
ensuring that the level of professional-
ism our founders envisioned was not
eroded.

As we enter the current and particu-
larly significant period in our history,
our 75th year, I submit to you that we
too enter a "troisieme age," with a two-
fold purpose:

1. To give back to our profession
the benefits of our individual lessons,
resources, and experiences accumu-
lated and articulated over our profes-
sional lives.

2. With our tremendous talents and
collective intellect, creativity, and imagi-

nation, to further develop — in a very
significant way by our presence and
identity — a distinctive presence in
helping to formulate policy and proto-
col, influence decisions, and further
strengthen and weave the fibers of our
profession for its future.

Thank You
Before closing, I must share with you
my thanks and gratitude for the special
honor you have accorded me over the
past eight years to serve as a Regent,
Officer and now as President-Elect of
the American College of Dentists.

What greater honor? What greater
challenge? What greater opportunity?
This is a time for us to take advantage
of what I think is a very unique mo-
ment in time.
On a very personal note, I must tell

you that this time last year my mom
said to me that she hoped and prayed
that she would be able to experience
my installation as President of the Col-
lege. Somehow, I know that she is
sharing this moment, though not by my
side today. She is beaming as I embark

upon this next year as President of this
most esteemed College.

Reflect for a moment on the time
you were inducted and leave here with
that same sense of pride and excite-
ment, of being recognized for your
achievements. Now vow to give back
and share some of the experience by
participating even more fervently in
your Section. Vow to commit to assist-
ing your Section envision more activi-
ties and programs. Promise to yourself
and to us that you will perpetuate our
College by identifying and nominating
one of your worthy, but heretofore un-
nominated colleagues for fellowship.

I know that you would be ex-
tremely disappointed if I did not men-
tion the "G" word — the gender item.
And so I will. Yes, I am very humble,
very proud that you have given me
your support and, I might add, the first
but by no means the last woman to
serve as your President
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T
o you Fellows and soon-
to-become-Fellows of the
American College of Den-
tists, and to our guests:

"Good afternoon and welcome." I
shall try to exercise the wisdom of
Bob Bryan, a close friend and mentor,
and the past president of The Univer-
sity of Florida, who, upon learning of
my appearance here today, tendered
this advice: "Be accurate, be brief, be
seated." I promise to be as brief as pos-
sible, no matter how long it takes.

While thinking of what I might say,
under this tight mandate, I asked myself
what could I share that would be of in-
terest and value to a gathering of such
distinguished people. The Journal of
the American College of Dentists ad-
dresses many of our needs as dentists.
Certainly the Journal deals with our
professional lives and service to our
communities. Having been a part of
such service myself, it was easy to recall
Albert Einstein's reply when asked
about the purpose of man's existence,
"Man exists to serve," he said. I find it
inspiring to be here in a ballroom filled
with people who are dedicating their
lives to the service of humankind.
Thus, anything I might say about ser-
vice would seem redundant.

THE
GOLDEN
THREAD

Louis J. Atkins

I decided instead to talk about
something dear to us all, which we
might overlook in the steady stream of
traffic in the typical dental office. I want
to deal sparingly with statistics, the
health care debate, and the state of the
world. I have decided to get personal.
The title of my talk is "The Golden
Thread." I want to discuss the threads
that give stability in times of change,
and about happiness. In order to guide
your thinking, I present two quotations:

"Action and reaction, ebb and flow,
trial and error, change — this is the
rhythm of living." — Bruce Barton

"Those only are happy who have
their minds fixed on some object other
than their own happiness." — John
Mills

Let's begin with change. We have
frequently heard it said that the only
things certain in life are death and
taxes. I would like to add a third:
change. When I studied literature in
college, I learned that one of the great
themes of life is that people don't like
change. C. E Kettering put it more
bluntly. "The world hates change; yet it
is the only thing that has brought
progress." Tolstoy observed, "Everyone
thinks of changing the world without
changing themselves." Could that be

our problem? We hear things like,
"Somebody needs to do something
about the drug problem, about the
crime rate, the environment, and yes,
the health care crisis." As health care
professionals, that means we must
change.

Believe it or not, the health care cri-
sis is not an invention of Bill Clinton.
George Washington spoke of it, and
reference to it is found in the legislative
books of our founding colonies. In
more modern times, we know it
reaches back to 1969 when then-Presi-
dent Richard Nixon announced it in a
special message. He was joined by
John Knowles of Harvard and Martin
Cherasky of the Einstein School of
Medicine who hastened to confirm it.
The news media covers it in detail. The
obstacles for individual health care are
enormous. The challenge at present
seemingly exceeds our reach and
grasp. What about the poor; the unin-
sured? How can we manage AIDS and

Address presented by

Dr Atkins at the

Convocation ceremony

on October 21, 1994 in
New Orleans.
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other contagious entities if we neglect
anyone...?

If the present crisis has existed since
at least 1969, why haven't we solved it
yet? Because we are too afraid of
change? Just this month, I saw on the
TV program "20/20," the story about a
doctor who found a cure for peptic ul-
cers, which he insisted were caused by
bacteria. The drug companies de-
bunked and reviled him. Colleagues
ridiculed his theory and continued to
prescribe the same drugs. Finally, in
desperation, the doctor infected himself
with the bacteria he maintained caused
peptic ulcers and when he developed
them, he cured himself with a two-
week dosing of antibiotics.

The doctor who proposed this mav-
erick idea — a direct link between bac-
terial infection and peptic ulcer disease
—is no longer regarded is a "wild
card" among health professionals. Sev-
eral months ago, the National Institutes
of Health hosted a consensus confer-
ence at which some of the nation's
leaders in the treatment and scientific
investigation of digestive diseases a-
greed that more than 90% of peptic ul-
cers are caused by a bacterium called
Helicobacter pyloric.

To bring the story up to the minute,
a University of Florida gastroenterolo-
gist — Dr. Phillip Toskes — has been
appointed chairman of a three-year
campaign beginning in September to
educate both physicians and the public
regarding this bacterial infection and its
link to peptic ulcer disease. The cam-
paign is aimed at informing everyone
of the importance of obtaining an early
diagnosis of the bacterial infection and
seeking appropriate antibiotic treatment
in order to prevent the ulcers.

I relate this story simply to reinforce
the message that accepting change and
adapting to change often means listen-
ing to maverick notions, asking new
questions and exploring new avenues
to improve patient care and the deliv-
ery of that care. Am I optimistic in
thinking that as dentists we would not
be so self-serving that we would be un-
willing to consider new techniques and
treatments if the possibility existed that
they would benefit our patients and
serve our community? Let us all hope
that we are not so afraid of change, not
so afraid to change the way we have
always done things, not so selfish that
we would place our personal interests
ahead of our patients.

And now let's talk about happiness.
It occurred to me that I probably
should define it. I had no idea what a
task that would be. I looked in a book
called Twenty Thousand Quips and
Quotes. According to that volume, hap-
piness is many things. One source said,
"Happiness isn't something you experi-
ence. It's something you remember."
(Oscar Levant) That seems rather nice.
Still another idea, "A woman never
knows what real happiness is until she
gets married, and then it's too late."
(anonymous)

Needless to say there were many
more quotes and quips about happi-
ness. However, the one I liked best hit
my nail on the head. It said, "The great-
est essentials of happiness are some-
thing to do, something to love, and
something to hope for." Doesn't that
about sum it up? We are responsible for
our own happiness. It is not something
we attain by chasing after it. Happiness
grows at our own firesides and in our
own hearts. If we are to be happy, we
must have something to do. By choos-
ing to be dentists, we have something
worthwhile to do. By placing the wel-
fare of our patients above our self-inter-
est, we have something to love. And by
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keeping an open mind toward the in-
evitable changes that will affect our
work to an astonishing degree, we
have something to hope for. Indeed,
we can be happy because our minds
are fixed on something other than our-
selves.

There is a reason I entitled my re-
marks as I have. During colonial times
and to this day, the rope used on Brit-
ish ships is manufactured with a golden
thread at its center which practically
and symbolically represents strength.

I ask of this group that we entwine
a golden thread in the fabric of our
lives. Let any change we contemplate

be based on the golden thread of good
character, a basic sense of empathy and
compassion in dealing with those less
fortunate than we are, and the unshak-
able knowledge that all the good things
we enjoy are not a divine right, but a
privilege which continually must be
earned.

When we absorb ourselves in the
care of others — our families, our
friends, colleagues, and our patients —
we incorporate this symbolic golden
thread within our lives. We are
strengthened by this invisible thread
and, without struggle or even con-
scious effort, happiness becomes a by-

product of our lives.
Change whirls at rapid speed

around our individual lives and our
profession, and we are called upon to
respond and to adapt. I feel confident
that this group — you my colleagues
— will continue to serve with unwaver-
ing dedication to the provision of high-
quality, compassionate patient care as
well as to the general advancement of
dentistry, and that you — we — will
accept with good grace the changes
that are required of us. I am equally
confident that we need not stop and
check our pulses to see if we are
happy. We simply and surely will be.
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Profiles in Professionalism:
1994 ACD Awardees

William John Gies Award
The William John Gies Award was estab-
lished by the American College of Dentists
in 1939 to recognize Fellows for outstand-
ing service to dentistry and its allied fields.
This award embodies the highest levels of
professionalism, and it is the highest honor
the College confers on its members. In
1994, the College honored two Fellows
with The William John Gies Award: Dr
James A. Harrell, Sr and Dr Frank J.
Orland.

Dr James A. Harrell, Sr.
Born in Elkin, North
Carolina, James A.
Harrell, Sr. received
his DDS from the
Medical College of
Virginia. In his dedi-

cated service to his country, Dr. Harrell
served in the United States Army from
1942-44, in the United States Navy Den-
tal Corps from 1944-46, and again in the
Navy Dental Corps from 1952-54.

Dr. Harrell has dedicated his life to
the dental profession and to his com-
munity, and has offered his leadership
in these areas for nearly fifty years.
James Harrell has practiced dentistry in
Elkin since 1946. In addition to his
dedication to his patients, he served as
a leader in his local, regional, and na-
tional professional organizations and
served as First Vice President of the
American Dental Association. He was
equally dedicated to the American Col-
lege of Dentists. He was President of
the College in 1990. His dedication

continued through his leadership of the
"Campaign for the 90's," that enabled
the College to purchase its national of-
fice.

Dr. Harrell's fund-raising skills are
well recognized, and he was sought
out to lead a fund-raising committee for
the Dental School of the University of
North Carolina. Under his guidance, the
school far exceeded its goals.

James Harrell's professional dedica-
tion is equally rivaled by his commu-
nity service. He served three terms on
the Elkin City Council and three terms
as Mayor. His leadership resulted in
major improvements and growth of the
city. His civic involvement also encom-
passes his active involvement and lead-
ership roles with the Boy Scouts of
America, the Kiwanis, and the Elkin
Jaycees. He has served as President of
both the YMCA and the United Fund,
and has been the Director of the
Yadkin Valley Bank and Trust and the
Hugh Chatham Memorial Hospital.

Dr. Harrell's dedicated service ex-
tends to the United Methodist Church
where he has been a council member,
lay reader, teacher, and fund-raiser. In
addition, he has served the Eastern
United Methodist Conference as a
Council member and officer; he is a Life
Member of the United Methodist Men,
and a Fellow of the Society of John
Wesley.

Throughout his life, James Harrell
has been a dedicated professional who
has selflessly served his patients, his

community, his profession and his fam-
ily.

Dr. Frank J. Orland
Born in Little Falls,
New York, but resid-
ing for the past sev-
enty-five years in
Forest Park, Illinois,
Frank Orland is a

man of diversified interests and talents
— a dentist, a historiographer, microbi-
ologist, editor, and educator. Dr. Or-
land's career began with his training at
the University of Illinois where he re-
ceived his DDS and then at the Univer-
sity of Chicago where he received a
PhD in microbiology.

Dr. Orland's dental research work
began during World War H as he con-
ducted research at the University of
Chicago. He also sewed as a human
volunteer for many new therapeutic
medications that originated in the den-
tal and medical facilities at the univer-
sity. While pursuing an academic ca-
reer, he still carried on limited clinical
dentistry.

Dr. Orland's research made impor-
tant contributions to understanding oral
health. His work on the germ-free ani-
mal project led to identifying the micro-
bial nature of caries. He also studied
the benefits of fluoridation.

Dr. Orland has been a prolific au-
thor and a noted dental historian. He
prepared the First Fifty-Year Histog of
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the International Association of Dental
Research, and was a contributor to Mi-
crobiology in Clinical Dentistry. Re-
cently, he completed the Williamf Gies
Biography, published in 1992.

Dr. Orland is a Fellow of the Insti-

tute of Medicine, the American Acad-
emy of Microbiology and the American
College of Dentists. He served as Presi-

dent of the International Association for
Dental Research, Chairman of the ADA

Council of Dental Therapeutics, Chair-

man on the AADS Conference on Oral
Microbiology and Chairman of the
Committee on History of the Illinois
State Dental Society. He also served as
President of the American Academy of
the History of Dentistry and as Presi-

dent of the Society of Medical History

of Chicago.
Dr. Orland has been actively in-

volved in community activities in Forest

Park, serving as an adviser, community

editor, and President of the Historical

Society of Forest Park. He was named
Citi7en of the Year in 1989.

Honorary Fellowship
The ACD confers Honorary Fellowship

upon persons who are not members of

the dental profession but have made out-

standing contributions to the advance-

ment of the profession and to its service

to the public.These contributions may be

in education, research, administration,

public service, public health, medicine and

many other areas. In October 1994, the

ACD bestowed Honorary Fellowship

upon Dr John P Howe,111.

Dr. John Prentice Howe, Ill
A cardiologist by
training, Dr. John
Howe, has served
as President of the
University of Texas
Health Science Cen-

ter at San Antonio since 1985. Dr.
Howe's commitment to his profession,
to health care, and to our society is

clearly evident throughout his very no-
table career. This includes his long-
standing commitment to oral health.

Dr. Howe received his medical de-
gree from the Boston University School
of Medicine. He subsequently trained in
internal medicine with sub-specialty
training in cardiology. After serving two
years in the U.S. Army, he returned to
Massachusetts to begin a prominent ca-
reer in academic medicine, rising from
Assistant Professor in the Department of
Medicine to Vice-Chairman and ulti-
mately Academic Dean of the Univer-
sity of Massachusetts School of Medi-
cine. Concurrently, he served on the
staff of the University of Massachusetts
Hospital as Associate Chief of Medicine,
Director of Patient Care Studies and fi-
nally, Chief of Staff. While serving as
Chief of Staff and Associate Dean of the
medical school, he completed the
Harvard Business School Program in
Health Systems Management. In 1980
he was appointed Vice Chancellor of
the University of Massachusetts at
Worcester, a position he held until ac-
cepting the Presidency of the San Anto-
nio Health Science Center in 1985.

Dr. Howe is a Diplomate of the
American Board of Internal Medicine
and Diplomate, sub-specialty of Cardio-
vascular Diseases. He is a Fellow of the
American College of Cardiology, the
American College of Chest Physicians,
and American College of Physicians.

Dr. Howe also has been a vital and
active leader in his community. He is a
member of the American Heart Asso-
ciation, San Antonio Chapter, and
served as its President in 1988. He is a
member of the Board of Directors of
the American Red Cross, Greater San
Antonio Chamber of Commerce, and
the San Antonio Economic Develop-
ment Foundation. He also has been
President of the Higher Education
Council of San Antonio.

Dr. Howe's dedication to oral health

and the dental profession are exempli-
fied by two recent efforts. Dr. Howe
chaired the Institute of Medicine's Com-
mittee on The Future of Dental Educa-
tion. This very prominent and vital
committee was charged with examin-
ing the current status of oral health and
dental education and shaping a vision
for the future — an imposing task im-
portant to dentistry. Dr. Howe was an
outstanding and creative leader of the
TOM committee.

During his presidency at the Univer-
sity of Texas, Dr. Howe has been able
to effectively stimulate growth within
the dental school amid an era of reduc-
tions and closures. His efforts have re-
sulted in tremendous growth in re-
search programs, increased clinical pro-
ductivity, curriculum innovations, and
excellent integration with other aca-
demic and clinical programs. Dr. Howe
has been able to create an example of
vision and opportunity for dentistry and
health care.

Merit Award

The supporting services of dentistry are
vital to the profession, providing key ele-

ments which enhance the effectiveness of

dental care delivery and the growth of the

profession.The ACD's Award of Merit was

established by the Board of Regents in

1959 to recognize unusual contributions in

dentistry and its services to humanity by
persons who are not Fellows of the Col-
lege.

Ms.Anne Hecker
Ms. Anne Hecker
had an extensive
career in dental as-
sociation manage-
ment, meeting plan-
ning, and communi-

cations. She joined the Washington
State Dental Association (WSDA) in

1965 as a Staff Assistant, and then
served as Public Relations Director and
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Assistant Executive Director. In 1987,
she became Executive Director, a posi-
tion she held until her retirement in
June 1994.

During her many years with the
WSDA, Ms. Hecker worked with every
association standing committee. She
also served as Executive Assistant for
the ADA Eleventh District Caucus. Her
efforts led to significant growth in the
WSDA's programs and accomplish-
ments. Ms. Hecker applied her journal-
ism training to enhance professional
communication within the state and be-
tween the WSDA and the public. Ms.
Hecker has been recognized for her
professional writing and communica-
tion skills. She was President of Women

in Communications and received the
organization's Distinguished Service
Award in 1986.

Prior to joining WSDA, Ms. Hecker
was an editor for the National Aeronau-
tic Association; an editor, National Asso-
ciation of Clinic Managers and Wash-
ington Federation of Clubs; managing
editor, Northwest Medicine (Washing-
ton, Oregon and Idaho Medical Asso-
ciations); and freelance writer for the
American Institute of Architects. Ms.
Hecker also worked as staff correspon-
dent for United Press in Oregon and
Wisconsin, for the Time/Life Bureau in
Seattle, and as an investigative reporter
and contributing editor for the Seattle
Argus.

Ms. Hecker has been active in her
community, sewing as public relations
consultant for the Seattle Urban League
and for the Continuing Dental Educa-
tion Program at the University of Wash-
ington. She chaired the Public Relations
Committee for the Seattle-King County
Camp Fire Council and served on the
National Board of Directors for Camp
Fire.

Ms. Hecker received a bachelor's
degree in journalism with honors, from
the University of Oregon and did
graduate work at the University of Wis-
consin.

Ms. Hecker and her husband, Rob-
ert, currently reside in Seattle.
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Barry Joseph Agranat
Watertown, Massachusetts

Andrew L. Allen
Brunswick, Maine

Richard Frank Andolina
Hornell, New York

Gordon Arbuckle
Indianapolis, Indiana

John VV. Atwater, Jr.
Asheboro, North Carolina

Oded Bahat
Beverly Hills, California

Philip Jeffrey Bales
Astoria, Oregon

Ravinder Kumar Bali
New Delhi, India

Gary S. Barr
New Braunfels, Texas

Joachim 0. Bauer
Granite City, Illinois

R. Scott Beavers
Carrollton, Illinois

Colin Scott Bell
Dallas, Texas

Howard Cline Bell
Jacksonville, Florida

William J. Bennett
Williamsburg, Virginia

Joel Berg
Houston, Texas

Alvin S. Berger
North Haven, Connecticut

Eli V. Berger
Birmingham, Michigan

Leonard Bernstein
Brookline, Massachusetts

Allan Berry
Miami, Florida

Harold H. Biddle
Honolulu, Hawaii

Michael E. Biermann
Portland, Oregon

John William Blair
Calgary, AB, Canada

Hugh Allan Block
Sacramento, California

John Valentine Blomfield
Montreal, QU, Canada

Anthony Thomas Borgia
Plymouth, Massachusetts

Paul W. Bottone
Englewood, Colorado

Carl M. Botvinick
Waterford, Michigan

Rene R. Bousquet
Plainville, Massachusetts

Ann Michael Boyle
Cleveland, Ohio

Donald W Boyle
San Jose, California

Stephan Morehouse Brayton
Halifax, NS, Canada

Michael Alan Brewer
Vancouver, Washington

Alec E. Brown
Columbia, South Carolina

Terry L Buckenheimer
Tampa, Florida

Vaughn Evans Bullard
Laurens, South Carolina

Robert A. Burley
Walnut Creek, California

David Arthur Bussard
Indianapolis, Indiana

Henry Frank Cannaday
Winnsboro, Texas

Curtis E. Carlson
Bellevue, Washington

Fredrick D. Carlson
Fairmont, Minnesota

James William Cartwright, Jr.
102nd Medical Detachment

Joseph L Caruso
Chicago, Illinois

Joseph M. Caruso
Newhall, California

Paul S. Casamassimo
Columbus, Ohio

1994 Felll

Gennaro L. Cataldo
Revere, Massachusetts

Robert D. Charny
Hatboro, Pennsylvania

Lewis Clayman
Detroit, Michigan

Elverson Deville Coates, Jr.
Monroe, Louisiana

David Lee Cochran
San Antonio, Texas

Kent Cohenour
Oklahoma City, Oklahoma

Raymond A. Cohlmia
Oklahoma City, Oklahoma

Robert A. Colantino
Springfield, Illinois

Andrew Richard Collins
Cambridge, England

Nelson B. Conger
Dalton, Georgia

Dean Paul Copoulos
Wauwatosa, Wisconsin

William C. Corcoran
Omaha, Nebraska

J. Stevens Cotten, Jr.
Biloxi, Mississippi

Leonard Eugene Crabtree
Houston, Texas

James M. Crawford
Loma Linda, California

Richard A. Crinzi
Redmond, Washington

Ronald Cullen
Poole, Dorset, England

Anthony J. Curinga
Montrose, New York

Timothy James Curry
St. Joseph, Missouri

David Kennon Curtis
Columbus, Mississippi

Eric Kay Curtis
Safford, Arizona

Jeffrey B. Dalin
St. Louis, Missouri
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rship Class

Paul A. Danielson
South Burlington, Vermont

David Lewis Danner
Pekin, Illinois

Clive R. Debenham
London, England

A.Timothy DeConinck
Warren, Michigan

Eladio DeLeon, Jr.
Wuerzburg Dental

Diane C. Dilley
Chapel Hill, North Carolina

Robert J. Doherty
White Plains, New York

Sara Jean Donegan
Elm Grove, Wisconsin

David Michael Donnelly
San Diego, California

Joseph Anthony Draude, Sr.
Parris Island, South Carolina

Richard A. Eklund
San Antonio, Texas

Augusto R. Elias
San Juan, Puerto Rico

Samia A. Elias
Baltimore, Maryland

Robert Allen Faiella
Duxbury, Massachusetts

John Hopkins Ferguson
Milledgeville, Georgia

Catherine Mary Flaitz
Houston, Texas

Stuart A. Fleischner
Hot Springs, Arkansas

Kenneth Earl Follmar, II
Los Gatos, California

Sidney Frederick
Lafayette, Louisiana

Paula K. Friedman
Boston, Massachusetts

Clark David Galin
Plantation, Florida

L.Thomas Gallegos
Washington, DC

Louis James Gallo
Covington, Louisiana

H. Hugh Gardy
Maywood, New Jersey

Jerry J. Garnick
Augusta, Georgia

William Donald Gay
St. Louis, Missouri

Gerald Gelfand
Woodland Hills, California

Kathleen Diane Gentry
Crested Butte, Colorado

Roger B. Gerstner
Omaha, Nebraska

Carmen C. G. de Gierbolini
Guaynabo, Puerto Rico

Craig Barry Gimbel
Hewitt, New Jersey

Gerald Neal Glickman
Ann Arbor, Michigan

Steven I Gold
New York, New York

Perry V. Goldberg
Westmount, QU, Canada

Stephen M. Goldstein
Bay Shore, New York

Charles J. Goodacre
Loma Linda, California

J. Russell Goodloe, Jr.
Mobile, Alabama

Ronald D. Gore
Newport, Arkansas

David Goteiner
Chester, New Jersey

G. Philip Greeves
Calgary, AB, Canada

John W. Greig
Bloomfield, Michigan

Henry Alan Gremillion
Gainesville, Florida

Joseph Allen Grider
New Castle, Indiana

Robert G. Griego
Phoenix, Arizona

A. John Gwinnett
Stony Brook, New York

Mark Daniel Hackbarth
Brookfield, Wisconsin

Pamela Wallace Hammel
Grosse Pointe, Michigan

Frederick J. Hansing
Ketchum, Idaho

David W Hanson
Spokane, Washington

Hazel J. Harper
Washington, DC

James Morlan Harris
Washington, Iowa

William G. Harrison
Panama City, Florida

Richard H. Haug
Cleveland, Ohio

Robert F. Hawke
Tucson, Arizona

Darrell R. Hazle
Claremore, Oklahoma

Joel Patton Hearn
Florence, Alabama

James Henry Henderson, Sr.
New Iberia, Louisiana

Pamela S. Herrera
Detroit, Michigan

Joseph T. Hicken
Wilmette, Illinois

David C. Hillson
Albuquerque, New Mexico

Stephan Franklin Holcomb
Warner Robins, Georgia

Gregory W. Holve
Valley Village, California

Lisa Peter Howard
Golden Valley, Minnesota

Maria Lopez Howell
San Antonio, Texas

James D. Hudson
New York, New York

Wyatt R. Hume
San Francisco, California
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Carlos M. Interim'
Miami, Florida

Bejan Iranpour
Rochester, New York

George O. Isaacson
Princeton, New Jersey

Scott T. Jacks
South Gate, California

Robert John Jakoubek
Charles City, Iowa

Marjorie K. Jeffcoat
Birmingham, Alabama

Carl Henry Jepsen
San Diego, Calfornia

Burton Wayne job
Akron, Ohio

Arthur W Johnson
Barstow, California

James David Johnson, Jr.
Oak Ridge, Tennessee

Richard I. Johnson
Burlington, Washington

Daniel Ehs Jolly
Columbus, Ohio

John David Jones
San Antonio, Texas

Charles Hunter Julienne
Los Angeles, California

Fraya I. Karsh
New York, New York

Howard S. Katz
Montreal, QU, Canada

Lawrence B. Kaye
Akron, Ohio

Douglas Kenneth Keim
Roseville, Minnesota

Myron Kellner
Lutherville, Maryland

Joseph R. Kenneally
Biddeford, Maine

Lawrence Tennyson Kennedy
Knoxville, Tennessee

Theodore A. Kiersch
Tucson, Arizona

Thomas B. Kilgore
Boston, Massachusetts

John A. Kirst
Orlando, Florida

Harold Kolodney, Jr.
Jackson, Mississippi

Oleg S. Kopytov
Montreal, QU, Canada

David Kozloff
Montreal, QU, Canada

Kenneth A. Krebs
Chicago, Illinois

Robert M. Kriegsman
Greensboro, North Carolina

Terrence Lee Kullbom
Council Bluffs, Iowa

Jayanth V. Kumar
Albany, New York

C.William Lauver
Indiana, Pennsylvania

Ell L Lee
Green Bay, Wisconsin

Raymond Jon Lee
Ellicott City, Maryland

Harold D. Lester
Louisville, Kentucky

Constantinos A. Levanos
Springfield, Massachusetts

Jeffrey Levin
Richmond, Virginia

Barry Craig Levine
Tampa, Florida

Lawrence M. Le Vine
San Rafael, California

Steven Robert Lindstrom
Howards Grove, Wisconsin

James Michael Linn, Jr.
Metairie, Louisiana

Gloria T. List
Milwaukee, Wisconsin

David A. Little
San Antonio, Texas

Kaneta Rose Lott
Atlanta, Georgia

Riley Hamilton Lunn
Chattanooga, Tennessee

Don A. Lutes
Mt. Pleasant, Texas

William Ralph Maas
Rockville, Maryland

Paul S. Mace
Bridgeton, Missouri

C. Roger Macias, Jr.
San Antonio, Texas

Ian Campbell Mackenzie
Houston, Texas

Dennis Edward Manning
Deerfield, Illinois

Nicholas G. Marinakis
North Reading, Massachusetts

Douglas Dale Martin
Grapevine, Texas

George C. Martin
McGehee, Arkansas

L Ronald Martin
Jackson, Mississippi

Richard L. Martin
Kokomo, Indiana

Thomas A. Masters
Atlanta, Georgia

Stephen R. Matteson
San Antonio, Texas

Wm. Chadwick McCoy
Chillicothe, Missouri

Judith A. McFadden
Philadelphia, Pennsylvania

Arturo J. Mendez
New Orleans, Louisiana

Charles J. Meyer
St. Peters, Missouri

Richard Carl Meyer
Little Rock, Arkansas

John E. Miller
Anchorage, Alaska

Robert R Millslagle
Santa Cruz, California

William E. Milner, Jr.
Asheboro, North Carolina

G. Lewis Mitchell, Jr.
Gadsden, Alabama

Orrin Dwight Mitchell
Jacksonville, Florida

Donald C. Moen
Lewistown, Montana

Ronald A. Monica
Wausau, Wisconsin

Ronald Anthony Montana
Ridgewood, New Jersey

Richard Avedis Moomjian
Burlingame, California

William Kenneth Morgan, Jr.
Jacksonville, North Carolina

Leo Don Morton
Highland Park, Illinois

Wataru Motokawa
Fukuoka, Japan

Kathy I. Mueller
San Francisco, California

William Cooper Murdock
Kodiak, Alaska

Richard Bonke Myers
Oneida, New York
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Kent H. Nakamaru
Kealakekua, Hawaii

Martin Neil Narun
Pikesville, Maryland

Donald H. Newell
Indianapolis, Indiana

Dennis PA. Nimchuk
Vancouver, BC, Canada

Michael E Nolan
Monroe, Louisiana

Lonnie H. Norris
Boston, Massachusetts

John E. Novak
Sugarland, Texas

Jack L. Nugent
Aberdeen. Washington

Sandra Jean O'Neal
Birmingham, Alabama

Peggy Ann O'Neill
Houston, Texas

Angel M. Otero Viera
Bayamon, Puerto Rico

Charles Earl Owens
Southgate, Michigan

Jules B. Paderewski
Savannah, Georgia

Patricia H. Palmer
Augusta, Georgia

Hari Parkash
New Delhi, India

Sandy L Parrott
Port Huron, Michigan

Stephen David Pascal
Paramus, New Jersey

Michael J. Perpich
Edina, Minnesota

Richard Palese Perry
Oak Park, Illinois

David G. Petersen
Spokane, Washington

Paul Samuel Petrungaro
Palos Park, Illinois

Timothy H. Pfister
Billings, Montana

Clair F Picard
Mansfield, Ohio

John Martin Purdy
El Paso, Texas

William Gordon Quarles
Gastonia, North Carolina

William Clark Rabe
High Point, North Carolina

George Wayne Raborn
Edmonton, AB, Canada

Michael Keith Reece
Bryan, Texas

Frederick J. Regennitter
Fort Knox, Kentucky

Richard A. Reinhardt
Lincoln, Nebraska

Morton C. Rennert
New York, New York

William Louis Ries
Charleston, South Carolina

Frank Michael Rivelle
Columbus, Ohio

Francis John Robertello
Midlothian, Virginia

Mario R. Rodriguez
Guaynabo, Puerto Rico

Steven N.Rosenberg
New York New York

Vincent A. Rossi
Hayden Lake, Idaho

Jeffrey Allan Rossmann
Houston, Texas

Richard G. Rozier
Chapel Hill, North Carolina

James T. Rule
Baltimore, Maryland

James E. Ryan
Charleston, South Carolina

Larry B. Salzmann
Chicago, Illinois

Martin William Scanlon
Wilmington, Delaware

Harvey Allen Schenkein
Richmond, Virginia

Robert David Schwartz
Olympia Fields, Illinois

Carl L Sebelius, Jr.
Memphis. Tennessee

Terry Allen Sellke
Grayslake, Illinois

Margaret Helen Seward
Hertfordshire, England

Harry Durrett Simpson, Jr.
Newport News, Virginia

Lawrence Elliott Sims
Tulsa, Oklahon],,

Raymond McAndrew Sims
Hartselle, Alabama

Thomas N. Sims
Torrance, California

Jorge L. Sintes
Piscataway, New Jersey

Joan Elaine Sivers
Lincoln, Nebraska

Gerald L Skinner
Boynton Beach, Florida

Charles E. Slonecker
Vancouver, BC, Canada

Robert Allan Spingler
S. Hamilton, Massachusetts

Minna Helena Stein
Toronto, ON, Canada

Morton J. Stern
Bergenfield, New Jersey

Alfred V. Stines
Howell, Michigan

Christopher J.R. Stock
London, England

Burton E. Stockhouse
Riverton, Wyoming

Anthony M. Storace
Nashua, New Hampshire

Patrick F. Stranahan
Denver, Colorado

William D. Strickland
Chapel Hill, North Carolina

Stephen Strober
Forest Hills, New York

John R. Sturdevant
Chapel Hill, North Carolina

Sara Sue Sturgeon
Bloomington, Indiana

Daniel Young Sullivan
Washington, DC

Eugene Surasky
Rochester, New York

Harold Irwin Sussman
New York, New York

Gerald A. Sydell
Cranford, New Jersey

Sheldon Dov Sydney
Raawana, Israel

Hilt Tatum, Jr.
St. Petersburg, Florida

Ronald Wilson Taylor
St. Joseph, Missouri

Jonathan Andrew Tenzer
Bethlehem, Pennsylvania

Ronald George Testa
Flossmor, Illinois

James N.Thiel
Brookline, Massachusetts
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Huw E Thomas
San Antonio, Texas

Joseph Thomas Thompson
Meadowbrook, Pennsylvania

Fred Lewis Tidstrom
Ashland, Wisconsin

Vincent Sharpe Tiller, Jr.
Bristol, Tennessee

Phil D.Timberlake
Birmingham, Alabama

Martin Trope
Chapel Hill, North Carolina

Harry M.Tuber
East Orange, New Jersey

Frank Joseph Tuminelli
Great Neck, New York

Kenneth A.Turner
Decatur, Georgia

George VV.Tysowsky
Amherst, New York

Van Vagianos
Charlotte, North Carolina

Roland Vallee
Quebec, QU, Canada

Nicole Francoise Vallotton
Lausanne, Switzerland

Donald Edward Vanitvelt
Flint, Michigan

M. Herbert Varn
Greenville, South Carolina

Connie May Verhagen
Muskegon, Michigan

Galen VV.Wagnild
San Francisco, California

W. Michael Wainwright
Vancouver, BC, Canada

Thomas L.Walker
Pensacola, Florida

Willis J.Walker, Jr.
Augusta, Georgia

John S.Walsh
Dublin, Ireland

Martin J. J. Walshe
Dublin, Ireland

Martin Weiselberg
Fort Lee, New Jersey

Larry VV.White
Hobbs, New Mexico

Dale E.Wilcox
Silver Spring, Maryland

Sylvester Daniel Wiles
Salem, Oregon

Charles Eldon Wilkinson
Memphis, Tennessee

Donald Eugene Willmann
San Antonio, Texas

Roger D.Winland
Athens, Ohio

Farrell Bryant Wiygul
Columbus, Mississippi

Nelson J.Wong
Carrollton, Texas

Charles G.Wood
Gulfport, Mississippi

Richard Henry Wood
Richmond, Virginia

James Robert Woodall
Mobile, Alabama

John Joseph Young
New York, New York

Ralph A.Yuodelis
Seattle, Washington

Andrew J. Zimmer
Norfolk, Virginia

Mark R. Zust
St. Peters, Missouri
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American College of Dentists

InfoTech Conference
July 15-18, 1995

Lansdowne Conference Resort,
Leesburg VA

The road to the future is an information
superhighway. Join leaders in dentistry,

healthcare and technology to:

• Explore future technology trends
• Learn current and future applications in
healthcare

• Probe issues that will landscape the super-
highway

• Shape strategies for the future

The Lansdowne Conference Resort is 8 miles
from Washington DC Dulles airport. Registration

fee is $435 before 5/15 and $500 after
(includes all meals, receptions and conference

materials). For more information
and registration, contact the

American College of Dentists at
(301) 977-3223

or fax your request to
(301) 977-3330
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