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Objectives of the
American College

of Dentists
E AMERICAN COT .1- EGE OF DENTISTS,

in order to promote the highest ideals in health care, ad-
vance 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 qunlified persons to consider a career in dentistry so
that dental health services will be available to all and to urge broad
preparation for such a career at all educational levels;

C. To encourage graduate studies and continuing educational efforts
by dentists and auxiliaries;

D. To encourage, stimulate and promote research;

E. To improve the public 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
Following in Father's Footsteps

R
ecendy a colleague challenged
me, "Why don't the sons and
daughters of dentists go into
dentistry any more?" I look-

ed into the matter and discovered
about 12% of applicants to dental
schools are children of dentists and this
number has remained constant for
years. But I sensed there was more be-
hind this question than mere numbers.
What does it mean to follow one's pro-
fessional parents? Can we really enter the
profession our parents grew up with or
must it have changed? What are the
fears and hopes of parents as they look
at their own past and their children's fu-
ture?

When I was in junior high school my
grandmother's sister showed me a note-
book my father had assembled when
he was my age. We were both working
on the project 'What Would You Like
To Be When You Grow Up?" My fa-
ther, who to this day is an expert in the
field of notebooks, carefully laid out the
case for becoming a livestock buyer.
This is an individual who buys small or
large lots of cattle, hogs, and sheep for
meat packing plants or for resale to
other buyers. My father's grandfather,
his own father, and his uncle were live-
stock buyers and meat packers, and he
wanted to follow them.
My father did become head live-

stock buyer for the local meat packing
company. Eventually he succeeded his

father as president of the plant and then
ran an independent stock yard. He
raised purebred sheep on the side. My
father was immensely successful at what
he did. He held offices and won honors
from the local business community and
from national associations. His sheep
captured trophies and commanded
premium prices. He had the respect of
those he worked with, from subsistence
farmers through bank and university
presidents.

I learned a lot from cleaning hog
pens, hanging on for dear life to the 4-
H steer, and driving miles to buy the
last old ewe from a family that needed
cash for Christmas, when my father's
profit was less than the cost of gas. My
approach to life was formed in those
early years in Oregon's Willamette Val-
ley following in my father's footsteps.

But we parted ways when I went to
college. That was largely my father's de-
cision. From the days I first saw the
junior high school career notebook, my
father made it clear that I should con-
sider alternatives. In the 1950s it was ap-
parent there was no future in the meat
packing industry as he knew it.

Between the years of my father's
birth and my graduation from high
school, the proportion of Americans
engaged in agricultural work fell from
34% to 7%. At my twentieth high
school reunion where we all listed our
occupations, at least half of the jobs did

not exist at the time we graduated
(computer programmer, environmental
engineer, dental health plan administra-
tor, etc.). In my father's case, he became
president of a local packing plant at
about the time when changes in trans-
portation and technology made state
packing plants economically dominant
over local ones. But the state plants
were absorbed, in turn, by regional ones
and now, there are only two or three
firms operating at the national level
which account for virtually all of the
meat processing in this country. As a se-
nior in high school, I recall traveling to
San Francisco where the Western States
Meat Packers Association had its annual
convention and dinner dance in the
courtyard of the Sheraton Palace Hotel.
The association no longer exists. Ameri-
cans have learned to eat less red meat
and synthetic fibers are less expensive
than the cost of shearing sheep. The
same story can be told by those who
own "mom & pop" grocery stores.

Did I learn anything from following
in my father's footsteps as he won
battles in a losing war? I learned the cu-
rious greeting ritual of farmers receiving
visitors in the barnyard (never in the
house). I learned that forty-five minutes
before sunset on a sunny day in Decem-
ber, the shadow and light on hills mag-
nifies their features, just as there is al-
ways exaggerated contrast at any bor-
der. I learned that forty-five minutes be-
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fore sunset on a sunny day in August is a
hazy suspended animation of distant
sounds, odors, and feelings that seem to
never end. I discovered supply and de-
mand have a reciprocal relationship —
except in the cases of government and
lawyers. I know there are no farmers'
wives in purgatory; that matter was al-
ready taken care of. I learned people
appreciate an explanation when they re-
ceive disappointing news. I found out
reputation will open more doors and
keep better company than will money,
although it is quite fragile. And I learned
that good fences, well placed gates, and
patience are more effective for moving
livestock than is vigorous activity.

I also learned that life consists of
equal parts hard work, "BS," and
dumb luck. This is a lesson which bears
some reflection.

Hard work is straight forward. But,
as the writer of Ecdesiastes reminded us
almost three thousand years ago, it is
necessary for a satisfying life but no
guarantee of material prosperity.

When it comes to BS, it has not al-
ways been easy to follow in my father's
footsteps. He is not an avid practitioner
of the art. But I cleaned a lot of hog
pens as a boy and I know what I'm
talking about on this subject. I spent
many hours leaning against a fence with
one foot on the bottom rail as farmers
do, listening to them say many things
that weren't true, and knowing that I

knew that they knew it just wasn't so.
Veracity is never an issue. The art of BS
is always in the telling of the story and
the relationship of mutual belief in what
cannot be positively proved wrong.
Having a special brand of BS is how
farmers set themselves apart from the
government, their means of smoothing
over awkward situations and disap-
pointments, a sign of character, and
even a way to gain status or run for po-
litical office. BS is as unavoidable and as
useful in social relations as it is in agricul-
ture.

When I went to college, I learned
that proper people do not speak of BS.
Instead we talk about argot — the pri-
vate language of a profession which
marks membership and excludes non-
members. And we pronounce puffery
- - the promotional exaggeration with a
tinge of humor that is both meant to be
taken seriously and not to be taken seri-
ously. We indulge in effete affectation
such as utilizing a big word when a
small one could be used. I guess this is
what my father had in mind when he
used to say, "There's a lot of BS down
at the university."
Dumb luck explains a lot in life, but

it is hard to understand. In fact, a good
definition of luck would be the forces
affecting our lives that we cannot con-
trol or understand. All luck is dumb in
that sense. Dentistry and agriculture in
this century have both been influenced

Ed itoria I

by changes in the environment, although
these essentially unpredictable forces
have been as kind to dentistry as they
have been harsh on farmers. It doesn't
matter how efficiently you run the local
packing plant when meat packing is go-
ing to be done at the state or national
level.

Despite what the TQM gurus
would have us believe, a certain amount
of variation in the system is appropriate.
This is called the law of requisite vari-
ance — individuals, breeds of animals,
and organizations such as the ADA will
survive as long as they have the diversity
within them that matches the dynamism
of their environment. The wisdom of
living things generates random variation
as a means of protecting itself against
the dumb luck of our world. I can re-
member my father explaining to me
why there are so many breeds of sheep
and how each has been adapted to its
own environment. Heaven protect us
from those who would impose a uni-
versal standard of health care or reduce
the accreditation of schools to a check
list --
M a farmer and the developer of a

new standard of Shropshire sheep, my
father understands the delicate balance
between husbandry, genetics, and
providence. He also understands BS is
of limited value in managing luck. His
life has been a dialogue with the impon-
derable factors influencing his profes-
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sion. There were meetings with govern-
ment meat inspectors and labor union
officials; trips across the country and
even to Europe to meet the people
who knew the most about raising
sheep. And when the unpredictable na-
ture of multiple births and weight gain
of lambs became an issue, my father
developed a system of flock manage-
ment based on detailed records that is
only now being proposed in dentistry
under the heading of "outcomes-based
practice."

A dentist friend of mine recently
said, "The only people you always want
to do better than you do are your chil-
dren." The wisdom of that comment
lies in the difference between reproduc-
tion and evolution. My father, the
farmer, realized this when he urged each
of his sons not to follow in his foot-
steps. The world has changed, so the
new generation must change. It is true,
after all, the sons and daughters of den-
tists are not really going into their par-
ents' profession. They are going into a

new one with the same name. And all
youth must learn from following in their
parents' footsteps how to blend hard
work, BS, and a dialogue with uncer-
tainty.

Get ye the sons your fathers got, and God
will save the queen. — A.E. Houseman,

A Shropshire Lad

C idt,tP4-`

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

To the Editor:

This letter is in response to Drs.
Formicola and Redding's article on PGY1
which appeared in the fall issue of the
Journal of the American College of
Dentists. Their article supports a fifth
post graduate year because record
numbers of graduates today wish to
have a year of postgraduate education in
order to build on their initial compe-
tency gained in dental school, and states
that there are not enough positions
available to fill the need. Hence the
need for a PGY1.

This assumption is disputed by me
for the following reasons:

1. From what I have learned from
many student contacts, recent graduates
are applying for residencies because
their predoctoral clinical education is
inadequate. Their criticisms range from
too many medical subjects to inad-
equate clinical work and insufficient
numbers of experienced faculty. I
believe that this is the unspoken reason
for the rush to postdoctoral general
dentistry programs.

2. My position is substantiated by an
article entitled "Perceived trends in
operative dentistry skills: A ten year
comparison" written by Pink and Smith
and printed in Operative Dentistry in
1993. The authors conducted two
surveys of 357 examining board mem-
bers and found a continuing decline in
candidate ability as perceived by these
examiners of dental licensing agencies
over the ten year period.

Pink and Smith also suggest that
dental educational methodology needs
to be improved and curricular changes
considered to strengthen the ability of
recent graduates in the field of clinical
restorative dentistry. Schools of dentistry
need to consider increasing curricular
emphasis on restorative dentistry.

3. Welker, in the September 1992
Journal of Prosthodontics questions the
dental curriculum's relevance to dental
practice. He states that there is too
much irrelevance in the dental course of
study. This is also in concurrence with
the Institute of Medicine report which
urges schools to revise their curricula —
Recommendation #4.

The IOM, in Recommendation #6,
also urges that dental students and
faculty participate in efficiently managed
clinics and faculty practices in which
patient-centered, comprehensive care is
the norm. Revising the curriculum to
accomplish this should not be seen as a
stop-gap method of avoiding overall
reform of the entire dental curriculum.

The article by Drs. Formicola and
Redding confuses the issue: dental
schools have to revise their curricula to
eliminate irrelevancies, create clinical
guides for the different disciplines, and
start in-service training of their faculty.
Standards have fallen to shocking levels
of incompetence as evidenced by the
high failure rate on the boards. Adding a
fifth post-doctoral year is no substitute
for improving the previous four years. By
concentrating on what is relevant,
faculty will have more clinical time

Letters

available to teach subjects such as
esthetic dentistry, overdentures, and
perhaps implants. In the real world of
today, this is the most useful way to
prepare students for private practice.

Jules M. Hoffman
Former Assistant Clinical
Professor of Prosthetics
Columbia University
School of Dental and Oral Surgery

Dear Dr. Chambers:

Nowhere in the PGY1 article did we
state or imply that the PGY1 year was a
substitute for curriculum revision of the
predoctoral program. In fact, in the
article we quoted the IOM study
recommendation (#7) that urges dental
education to do both, e.g., reform the
undergraduate curriculum and provide
postdoctoral education for every
graduate. We once again concur with
the IOM report regarding the need for
reform of the undergraduate curriculum
and agree that the postgraduate year
should not be seen as a way of avoiding
such reform. The emphasis we placed
in the article, however, was on the
PGY1 year because that was the subject
for the fall issue of the Journal.

Those who use needed reform of
the undergraduate curriculum as a

Journal of the American College of Dentists Spring 1996 5



Letters

reason for not pursuing the further
development of a PGY1 year do not
serve either the graduates of the
nation's dental schools or the profession
well. In short, both are needed.

Sincerely yours,

valooe.", 41-aid

Allan J. ormicola, DDS, FACD
Dean, Columbia University
School of Dental and Oral Surgery

Sp ncer W. Redding, DDS, MEd, FACD
Associate Dean for Advanced Education
and Hospital Affairs
University of Texas
Health Sciences Center at San Antonio

Dear Dr. Chambers:

Recently I had the opportunity to
read the collected articles concerning
Postgraduate Year 1 (PGY1) published in
the fall 1995 issue of the Journal. These
articles provided an excellent overview
of an issue of great importance to many
individuals and groups within dental
education. Specifically, they illustrated
the many positive educational and
professional benefits to be derived from
the PGY1 experience. However,
conversations with my colleagues in
community private practice (and with

some friends in dental education) do not
indicate as much understanding of or
support for the PGY1 experience for
dental school graduates as might be
appropriate.

In dynamic times such as these,
predicting the future is difficult, but I am
convinced that a number of factors will
combine to make PGY1 training increas-
ingly vital to the well being of the
profession. A few factors are rapid
changes in science and technology,
pressures from public and private payors
and from consumers, and the impera-
tives of our country's demographics.
These factors will likely drive dentistry
further into the mainstream of health
care and move dentistry closer to
medicine. The growth of dental group
practice, the emergence of forms of
dental reimbursement other than
traditional fee-for-service, and the
generalized need to structure dental
delivery systems that can better provide
low-cost, high-quality dental care will be
driving forces in the increasing consolida-
tion of the business of dentistry. Our
academic health centers in general, and
our dental schools in particular, are
struggling with ever-increasing costs
against a backdrop of declining resources
and growing competition. One of the
strategies recommended in the 1993
Pew Health Professions Commission
report was to develop a more integrated
continuum of resources for educating
dentists. This recommendation was
based in large part on concerns relative

to the costs of dental education and
student indebtedness and on the
recognition of the value of PGY1
experience for all dentists. Certainly,
further development of PGY1 opportuni-
ties for dental school graduates cannot
address all the factors above; however, I
believe the role of the PGY1 experience
in our profession's response to the
future will be critical. As noted in the
articles by Drs. Gowan, Retzlaff, and
Demby, there may be tremendous
opportunities now and in the future for
public/private initiatives to develop
additional PGY1 programs. The extent to
which the private practice community
and the educational community can
work together to develop hybrid PGY1
programs will be a significant factor in
determining the future quality and
character of our profession.

The College has a tremendous
opportunity to guide and promote
greater interaction between the private
community and the educational pro-
grams. I encourage the College to exert
its leadership in the support of the PGY1
concept and thank you for making this a
theme of the fall issue of the Journal.

Sincerely,

oPk. 
Raymond S. S. Garrison, DDS, MS, FACD
Chairman
Wake Forest
The Bowman Gray School of Medicine
Department of Dentistry
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Dentistry in a Regulated Environment

Dentistry in the 21st Century:
What Can Congress Do?

The Lose-Lose Guidelines of Federal Regulations

Charlie Norwood, DDS, FACD

D
r. Randy Bragdon of Ban-
gor, Maine, decided early in
his dental practice that he
wanted ironclad protection

in his clinic against the transmission of
any form of infectious disease to a pa-
tient or employee. So in 1978, well be-
fore the AIDS virus entered the picture,
Dr. Bragdon instituted his own stringent
infectious disease control policy.

Under Bragdon's guidelines for his
office, any patient with an active case of
strep, hepatitis, tuberculosis, or other
contagious disease would of course be
accepted for treatment, but Bragdon
would provide the treatment at the
nearby hospital, where operating room
antiseptic conditions were available.

Dr. Bragdon's policy worked to
perfection from its inception until 1994,
but then led to disaster. Not from dis-
ease, but from the courts.
On a crisp September New En-

gland day, Sidney Abbott entered Dr.
Bragdon's dental office, requested treat-
ment, and informed Dr. Bragdon that
she was HIV positive. Dr. Bragdon ac-
cepted Abbott as a patient, examined
her in his office, found a cavity, and in-
formed her that in light of her condition
he would schedule treatment at the hos-
pital.

Abbott immediately filed suit under
the Americans with Disabilities Act,

claiming her constitutional right to equal
access had been denied.

After two years of court proceed-
ings, a federal judge found Dr. Bragdon
guilty, while incredibly noting in the deci-
sion that Bragdon's policy did indeed
reduce the risk of infection for patients
and employees.

At the same time and only 300 miles
away in Northampton, Massachusetts,
another case was under way in federal
court in which the plaintiff claimed that
Dr. Anthony Bregilo was to blame for
an HIV infection that would have been
prevented by Bragdon's now illegal in-
fectious disease control guidelines. Ac-
cording to attorneys for the plaintiff,
James Sharpe was treated in a room in
which an HIV-infected patient had been
previously treated, which allegedly led
to the virus being transmitted to Sharpe.
The Environmental Protection Agency
(EPA) and the Centers for Disease
Control and Prevention (CDC), both
were waiting in the wings for the out-
come in order to set new regulations
and "recommendations."

In February 1996, the jury fortu-
nately found in Dr. Bregilo's favor.
However, many regulatory activists feel
that in spite of this setback, they sooner
or later will be able to "document" a
patient-to-patient transmission of the
HIV virus in a dental office. This will

provide a free hand to rewrite the way
dentists practice — something already
well under way by the Occupational
Safety and Health Administration
(OSHA).

Choose: Meet the Standards
or Treat the Patient
When I look back at the list of factors
that led me to sell my dental practice
and run for Congress, OSHA regula-
tions led the pack. Imagine being told by
OSHA bureaucrats in Washington,
D.C. to buy a washer and dryer for my
dental office in Augusta, Georgia, and to
tell every nurse and hygienist on staff to
change clothes before going home and
wash their uniforms on the job.

If I thought for one second that do-
ing so would prevent someone from
getting sick, I would have done so with
or without a regulation, and so would
every other dentist in the country.

Representative
Norwood is a
freshman member of
U.S. Congress from
Georgia, o former
practitioner in
Augusta, and Fellow
of the American
College of Dentists.
His address is 1707
Longworthy Building,
Washington, DC
20515.
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Dentistry in a Regulated Environment

The OSHA regulation writers never
considered the fact that dentists are at
even greater risk from blood-borne
pathogens than nurses and hygienists; if
anyone is going to catch something, the
dentist is first on the list

When bureaucrats issue rules, there's
no thought if the risk is real, or whether
the rule comes anywhere near justifying
the cost of compliance. That's how we
wind up with regulations that forbid
roofers from chewing gum while
working and other mind-numbing rules
like posting notices instructing profes-
sional truck drivers to look behind their
truck before backing up.
Now we face a new potential adver-

sary in the EPA, which stands ready to
enter the dental regulatory business if the
AIDS epidemic provides an opening.

What is a dentist to do? The only
obvious solution to the dilemma of
protecting patients and employees from
infections while not violating the
"rights" of disease carriers, or OSHA
regulations, or incurring the regulatory
wrath of the EPA, would appear to be
for all dentists to implement operating
room standards of sanitation in dental
treatment rooms. But at what cost?

Estimates run as high as $150,000
per treatment room in up-front ex-
penses, with additional clean-up costs
after each patient. For the patient, these
standards would likely double or triple
the cost of a standard dental check-up.
This kind of inflation would result in the
inevitable: fewer dental visits and an in-
crease in disease.

Who's the Doss?
If over-regulation and politically-correct
practice mandates were our only wor-
ries, it would be more than enough to
seriously impede patients from receiv-
ing care. But it's just one side of the in-
creasing pressures on dentistry to con-
form to non-health related standards. A
quick look at the disaster facing the pri-
vate-practice dentists of Jacksonville,
North Carolina, vividly points out a
whole new avenue of concern.

The Department of Defense (DoD)
decided several years ago to implement

a nationwide managed-care plan for
dependent dental care, under the guid-
ance of Pennsylvania-based United
Concordia Companies, Incorporated.
The plan, known as the DoD Family
Member Dental Care Program, was in
place nationwide early this year.

Jacksonville dentists, located just out-
side the sprawling Marine Corps base at
Camp Lejeune, were not happy with
the plan's reimbursement and treatment
standards and opted not to sign the
agreements offered by Concordia.
Many Jacksonville dentists contend that
their market is so heavily dominated by
military dependents that Concordia's
discounted fee schedule is not offset by
other business, as occurs elsewhere in
the country.

elcome to
dentistry in the

1990's, where decisions
on patient health are
mode by politically-
correct government
and private-sector
bureaucrats....

Now Concordia has informed Con-
gressional staff involved in the case that
they are proceeding with a plan to open
new dental clinics in the Jacksonville area
using dentists from outside the commu-
nity, forcing a large percentage of dental
patients in the area to transfer or incur
severe reimbursement penalties. If the
Concordia plan goes into effect, private
practice dentistry in the Jacksonville area
within a short time will be irrevocably
altered at best, and at worst destroyed.

Where Health Core Went
Wrong - And How We Con
Fight Bock
Welcome to dentistry in the 1990's,
where decisions on patient health are
made by politically-correct government
and private-sector bureaucrats, with

providers forced to place top priorities
on lawsuit prevention, adherence to
managed care plan guidelines, and
OSHA compliance — all before con-
sidering the health of the patient and
prevention of disease. How did we
come to this point? What can we do to
correct the problems?
We arrived here largely by the ac-

tions of Congress over the last forty
years. With every law passed by Con-
gress, Washington bureaucrats created a
hundred new regulations and programs
that skewed the health care marketplace.
To correct the excesses caused by those
regulations, each succeeding Congress
passed more and more legislation.

The entire country came dangerously
close to the ultimate regulation in 1993,
as the Clinton Health Care Plan barely
fell short of passage in a Democrati-
cally-controlled Congress. Most Ameri-
cans will never realin just how dose the
nation came to full-blown socialism,
with a nationwide health care plan pat-
terned after the program targeted at the
North Carolina dentists.

As bad as these excesses seemed, we
may have turned the corner over the last
two years, beginning with defeat of the
Clinton Health Care Plan followed by
tentative reform of OSHA through last
year's Labor, Health and Human Ser-
vices and Education Act (H.R. 2127).
OSHA was created in 1971 with

modest goals and efforts directed to-
ward worker safety. Now the agency
seeks control over every productive ac-
tivity in the country, spending most of
its efforts in punishment rather than
prevention. We are all too familiar with
the "tooth fairy" story of regulations
that left dentists in the dark as to
whether it was legal to give a child an
extracted tooth.

The kind of excess enforcement
policies that led to this misconception
would have taken a huge hit under H.R.
2127, if President Clinton had not ve-
toed the act The bill would stop OSHA
from being a police force that buries
dentists in regulations, conducts no-no-
tice inspections, and levies overwhelm-
ing fines. It decreased funding on en-
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forcement by one-third, increased
funding for safety prevention, and
halted OSHA's attempt to write new
ergonomic standards.

The new Congress is ready to go
even further with OSHA reform, if it
ever manages to get past the obstruc-
tionists. The OSHA Reform Act (H.R.
1834) is ready to be debated this year
and puts common sense in regulations
by making OSHA a friend, not a foe of
dentistry. It requires regulators to first is-
sue warnings before leveling fines or
orders, as long as no accident has oc-
curred and there is no immediate dan-
ger to workers; and allows phone and
fax investigation procedures instead of
on-site investigations.

Turning the Tables
The efforts are not limited to just
OSHA. Congress is finally willing to
question the EPA on the reality of the
risks we seek to avoid with the thou-
sands of environmental regulations the
agency created since its inception. But so
far, Congress hasn't had much success in
receiving answers.

The Democratically-controlled Con-
gress of 1990 passed legislation legally
requiring the EPA to submit a cost-ben-
efit analysis of its regulations, with the
first report due in 1991 and follow-up
reports over the next two years. The
EPA blatantly failed to comply with a
single report to date.

What would happen if you failed to
file a legally mandated report to the
EPA or OSHA? One due in 1991, with
a follow-up in '92 and '93? And one
that you have still not filed today? We
know the answer: you would have been
driven out of business, jailed, or both.
Yet to this day, the EPA has simply
thumbed its nose at Congress.

Last December I joined eight other
Congressmen and Senators in filing a
class-action lawsuit seeking a court or-
der to force the EPA to abide by the
law. As I see it, an agency of the federal
government has no right to tell citizens
to abide by regulations while refusing to
do so itself. And when we finally have
real cost-benefit data in hand, we can
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start along a path on which science and
reason determine our environmental
and workplace rules instead of a federal
government bent on imposing political
ideology through bureaucracy.

Saving Money Without
Losing Choice
We are also beginning the difficult task
of addressing the excesses of managed
care, with proposals that may well bring
relief for providers caught in the vise of
situations like that in North Carolina.
This past year I introduced The Family
Health Care Fairness Act (H.R. 2400)
that takes a big first step towards ad-
dressing some of the dictatorial stances a
few managed care and preferred pro-
vider organizations seem to have
adopted, while not damaging the over-
all ability of managed care organizations
to seek reasonable cost-savings in health
care.

H.R. 2400 sets a ground floor, a
minimum set of national standards all
health care plans must follow, while still
minimizing federal government involve-
ment in national medical care policy.
Under this act, the Secretary of Health
and Human Services would establish a
process to certify managed health care
plans, including mandating an adequate
mix and range of health care providers
on the basis of license and credentials;
consumer choice would be maintained
through point-of-service arrangements
that assure access to necessary specialty
and primary care services and continuity
of care.

The bill also seeks to return a sense
of fairness for patients and providers,
like those outside Camp Lejeune, by in-
cluding effective grievance procedures,
patient satisfaction measures, and clauses
providing for non-discrimination against
providers and against patients because
of their health status.

The managed care debate has yet to
impact dentistry to the same extent as
the rest of the health care industry; but
we can fully expect the standards of
managed care to be extended into our
field, as the North Carolina dentists dis-
covered.

Managed care is quickly redefining
how medical health care is organized, fi-
nanced, and delivered. Yet, dentistry
must be approached differently from
medicine when considering managed
care legislation, since the delivery of den-
tal care differs significantly from that of
medical care.

While medical managed care calls
for a new emphasis on preventive care,
dentistry has always been prevention-
oriented, especially for children through
use of fluoride, annual exams, and high-
visibility public education programs.

Managed medical care requires the
use of general practitioners as the pri-
mary care giver. Unfortunately, most
physicians today are specialists, requiring
significant "reorientation" of the medi-
cal community, beginning at the medical
school level, to produce enough general
practitioners.

Dentistry consistently has maintained
an optimum general dentist-to-specialist
ratio of 80:20. Thus, the vast majority of
dental care is already being provided by
general dentists as the primary care
giver.

While medical care often requires
hospitals and other advanced treatment
facilities with large support staffs to ef-
fectively deliver services, dentistry is nor-
mally performed at a single-site dental
office, using small, efficient staffs.

Furthermore, the current system of
dental care benefit plans already con-
tains the concepts of managed care be-
ing developed for medicine. Current
dental benefit plans generally cover
most preventive services, which keep
down the overall cost of dental care.
These plans require patients to share a
percentage of the cost in the form of
copayments and deductibles and often
place annual or lifetime financial caps on
selected treatments or total costs of
care.
A significant portion of medical care

costs in the U.S. is subsidized by federal
and state tax dollars. In contrast, about
50% of all dental care in the U.S. is paid
by patients, 45% by third-party payers,
and only 5% is paid from government
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funds. And because of dentistry's un-
complicated infrastructure, the concept
of direct reimbursement can be easily
applied to the delivery of dental care,
thus eliminating the billing headaches of
the medical industry.

Hope for the Future
The problems facing our profession
seem daunting. In spite of making great
progress in attacking them over the last
year, there is still a long battle ahead of
us to overcome four decades of head-
ing in the opposite direction.

But the winds of change are finally
blowing. The new Congress is re-ex-
amining legislation and regulations
passed in previous sessions and deter-
mining whether the intent of the law is
being met.

In the process, those who seek re-
form are under attack by every radical
group in the nation. If we dare to ques-
tion an EPA or OSHA regulation, we

are accused of being out to destroy the
environment or the safety of consum-
ers. I knew this would be the case be-
fore ever leaving Georgia for Washing-
ton. I'm willing to take the heat, as are
all the other members of the freshman
class of the 104th Congress.

Whether we are ready for it or not,
dentistry in the 21st century will be dra-
matically different from today. But in
determining what role Congress and the
federal government will play in these
changes, we need to remember the ad-
vice of Thomas Jefferson, "Govern-
ment that governs best governs least."
As we enter this period of transition, I
believe Jefferson's advice should be our
guide.

Congress must provide the proper
legislation to set fair standards, assure
access, and guarantee quality. However,
government should not impose itself in
an obtrusive, counter-productive man-
ner, as is currently the case.

Whether we are Democrat or Re-
publican, conservative or liberal, we all
want to avoid every possible on-the-job
accident. We want clean water and air.
We want safe and affordable health
care. We may differ on the pathway but
we all agree on the destination.

But what is really at stake in the de-
bate is not just dentistry, safety in the
workplace, or the environment. It is our
freedom. We can sit and do nothing
and enter the 21st century with every
family in America paying $6,000 a year
in federal regulatory cost, and every
facet of our lives, both professionally
and personally, governed by a central
bureaucracy in Washington.

Or we can find the courage to stand
up against special interests and enter the
new millennium with a rebirth of the
American dream that has created the
greatest economy and the greatest health
care system the world has ever known.
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Continued Competency Assessment:
What the California Dental

Association is Doing

S
crudny by regulatory agencies
becomes easier and more con-
venient as time passes and tech-
nology improves. Public outcry

for professional accountability in-
creases with the journalistic account-
ings of abuses by health care providers
and managed care programs. From
within the dental profession, a renewed
clamor for freedom of movement
among states has grown. These issues
have not gone unnoticed by the Califor-
nia Dental Association (CDA), which
recognizes the significance of these in-
fluences on the profession and the de-
livery of care.

One of the most effective means of
functioning in a regulated environment is
to develop standards that make sense,
instead of waiting for others to impose
regulations. Self-regulation is one of the
marks of a profession.

Rising to the occasion, the CDA
Board of Trustees concluded that
implementation of a voluntary compe-
tency assessment program would be an
effective method to address these mod-
em concerns and provide a direct
member benefit. The Board resolved
that, "An ad hoc committee on volun-
tary continued competency assessment
be formed to develop a voluntary con-
tinued competency assessment sys-
tem..." The committee, now in its em-
bryonic stages, has already outlined the
program it expects to be implemented.

Robert S. GameII, DDS

Dentistry has progressed from a
time of individual mentorships, its earli-
est form of education, to today's com-
plex educational system, with formal
predoctoral and postgraduate pro-
grams. A series of sophisticated exami-
nations is in place to test both entry-level
cognitive and clinical skills and abilities,
but little has been introduced to objec-
tively measure competence of the prac-
titioner beyond the initial demonstration.
New scientific technology is rapidly

changing the dental profession resulting
in significant changes in the patterns of
practice. Despite these changes, once a
dentist leaves the formal education pro-
cess, the individual is left to his or her
own devices to maintain professional
skills.

As defined by Webster's New Collegiate
Dictionag, a professional is a person
"requiring specialized knowledge and
often long and intensive academic
preparation." This definition implies that
a professional has not only achieved
some degree of special knowledge, but
also maintains the expertise and skills.
The Code of Ethics of both the American
Dental Association (ADA) and the Cali-
fornia Dental Association address the
responsibility of practitioners to main-
tain professional skill and development.
Maintaining a prescribed skill level is the
responsibility and obligation of the indi-
vidual, warranting the title professional.

Yet, how does a consumer know that
the dentist is meeting this obligation?

Never before in the history of the
dental profession have there been so
many changes in the system of health
care delivery. Public and regulatory
agencies are calling for more systematic
scrutiny of practitioners over their life-
time rather than just at the onset of a ca-
reer. Periodic examination is espoused
as a logical and reasonable method to
assess continued competency. The ratio-
nale for post-licensure assessment is
multifold: expansion of knowledge and
new technology, the desire to keep cur-
rent, and patient pressures.'

For the most part, the organized
profession has met its obligation to
maintain performance standards through
educational programs at all levels. Peer
review committees, organized through
the component societies of CDA, are
effective in identifying patterns of sub-
standard practice, even though reviews
are instigated on a complaint basis. As
to the continuing learning process, Cali-
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fornia requires dentists to take continu-
ing education courses to maintain their
licenses.

CDA, through its Board of Trust-
ees, anticipates changes in credentialing
and broader freedom of movement
within the profession. Changes in both
the form and format for delivering
dental care in a managed care environ-
ment provoke a more proactive role by
the organized profession in the regula-
tion and control of the practice of den-
tistry. The issue of "quality assurance"
has been a continuing theme in many
legislatures and regulatory agencies.
CDA observed these changes and con-
cluded that organized dentistry should
forge the design and implementation of
future change. Who better to set the
standards than the dental community it-
self?

In the medical community, practi-
tioners and auxiliaries are under the rou-
tine scrutiny of peers, through direct ob-
servation and audit committee review.
External review takes place within the
common ground of the hospital, and
although not fail-safe, review improves
quality of patient care through the
monitoring process. Additionally, health
care facilities routinely undergo scrutiny
through various accreditation processes.
Practitioner competency is also continu-
ously monitored through these pro-
cesses.

Unlike medicine, dentistry is a cot-
tage industry; individual dentists practice
in separate offices with little peer intru-
sion. With only a few exceptions, an
individual's practice need not undergo
external review. Little is known, there-
fore, about a dentist's level of compe-
tency until a specific incident provokes
outside assessment. The literature dem-
onstrates that initial granting of a license
to practice says little about the likeli-
hood that subsequent performance will
improve as needed.'

The profession recognizes the char-
acteristics of competency. Competency
can be defined as "the state or quality of
being adequately or well qualified."3
Measuring competency is complex.
Levels of cognitive and clinical skills

must be evaluated in an inter-related
and coordinated manner. Certainly, a
synthesis of cognitive and motor skills,
as well as more unclassifiable character-
istics, are essential to delivering quality

ublic and regulatory
agencies are calling

for more systematic scru-
tiny of practitioners over
their lifetime rather than
just at the onset of a
career.

care. In his article, "The assessment of
professional competence," Michael
Kane described one of the inherent dif-
ficulties in designing a program to mea-
sure competency in a field in which little
outsider intrusion has been imposed,
and in which the variables in practice de-
cisions make competency difficult to
quantify:

Experts have been known to dis-
agree about how to handle specific
situations that arise in professional
practice, making it difficult to evalu-
ate an examinee's performance in
that situation. This inherent difficulty
is exacerbated by the impact of cli-
ent/situation variables on profes-
sional performance, because the
variability in performance across cli-
ents and situations make it difficult
to draw accurate conclusions about
a practitioner's general level of com-
petence based on a sample of per-
formance.3

CDA 's Planned Program
In entering the post-licensure compe-
tency assessment field and in making a
commitment to develop a voluntary
program, CDA recognizes that prac-
tices vary in size, type, delivery of care,
and in the selection and implementation
of treatment options. CDA also under-
stands that any successful evaluation

program must ultimately improve a
provider's delivery of dental care and
serve as an educational opportunity.
Cost of the program must be reason-
able so all dentists can participate.

The five-member committee ap-
pointed by CDA's president to accom-
plish this difficult task described its goal,
"To develop a cost-effective program
for voluntary assessment of competency
which can be used to reliably confirm
whether the quality of dentistry pro-
vided by the individual meets current
professional standards."

While in the early stages of develop-
ment, the committee has attempted to
focus on the crux of the problem in de-
signing a program suitable to California
dentists. Professional competency is, at
least, the ability to "use appropriate
knowledge, skills, and judgment to pro-
vide effective...services over the domain
of encounters defining the area of prac-
tice."4 Competency cannot be easily
benchmarked; no one answer is typi-
cally the only correct solution. Post-
licensure competency assessment, then,
must place professional judgment, tem-
perament, insight, and style as a high pri-
ority!'

Presently, dentists are required to be
externally scrutinized only at a few pro-
pitious stages in their careers, none of
which occur after passing a licensing ex-
amination. Dentists are subject to evalu-
ation at the following stages: prior to
admission to dental school, the exam-
inee must take the Dental Aptitude Test
(DAT); following course work in basic
and clinical sciences, Part I of the Na-
tional Dental Board Examination is
taken; after further course work, Part II
of the National Dental Board Examina-
tion must be passed; following gradua-
tion, a state or regional licensure exami-
nation must be passed. Once a dentist
completes the licensure process, no fur-
ther performance assessment is likely
unless the dentist chooses to continue in
specialty training. Only one dental spe-
cialty, oral and maxillofacial surgery, has
implemented a "re-certification" pro-
gram, requiring specialists to reaffirm
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their professional skills by undergoing
examination once every ten years.

Medical organizations have designed
accreditation programs to assess medi-
cal facilities as well as provider perfor-
mance. Accreditation, by medicine's
definition, is a voluntary, peer-con-
ducted, periodic process of determining
compliance by an organization or facil-
ity, using published standards of an ac-
crediting agency. As a process under-
taken by an organization or facility, ac-
creditation measures compliance to
standards determined by an external
agency. Accreditation focuses on overall
quality outcome improvements. Trends
in care, for instance, over a large num-
ber of patient encounters are measured
so change can be evaluated (i.e., last year,
100 infant inoculations were adminis-
tered; this year, 150 inoculations were
administered; therefore, the quality of
care has improved in the area of infant
inoculation).

The quality improvement process
has been embraced by many in the
health care industry since indirect or sur-
rogate statistics can be easily compiled at
a low cost and some very basic infer-
ences about the quality of care can be
made based upon the statistics. What
this method ignores is that successful
outcomes do not give a full picture of
competency. Professional judgment
over a range of patient situations is of
equal importance. Also integral to com-
petency assessment is evaluation of a
practitioner's integration of new tech-
nology and scientific advances into the
delivery of care. As a result, accredita-
tion can have only limited application to
the dental profession.

CDA's committee therefore con-
cluded that the continued competency
assessment program it designs will in-
clude assessment of: (a) general baseline
knowledge; (b) practitioner's application
of knowledge, professional judgment,
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and skills in patient care delivery; and (c)
appropriateness of the diagnostic and
treatment decisions in the practice envi-
ronment by looking at patient out-
comes.

As to the first component, assess-
ment of baseline knowledge, a form of
objective assessment may be applicable.
The committee is considering a pro-
gram that will appraise cognitive skills
considered basic in the recognition, di-
agnosis, and management of common
oral health care problems. Possible tools
to implement this component could be
modification of the National Board
Examination or development of a new
appraisal mechanism through a joint ef-
fort of CDA and the dental schools.

In addition, a self-assessment tool
would likely be required as a part of the
process. An individual could measure
self-perceived strengths and weaknesses.
As an educational tool, a self-assessment
would guide the practitioner through
areas considered important for compe-
tency and could identify areas where
improvement could be made.'

An in-office survey and audit phase
is planned as part of CDA's program to
assess the practitioner's application of
knowledge, judgment, and professional
skill. The survey will also be used to as-
sess appropriateness of the diagnostic
and treatment decisions of the provider.
The survey will be conducted by peers
and could include on-site observation
of patient care, review of completed
cases, and chart audits. The facilities and
operations in the office could also be as-
sessed. The office assessment will use
the "Quality Evaluation for Dental
Care: Guidelines for the Assessment of
Clinical Quality and Professional Perfor-
mance," Third edition, 1992, already in
place at CDA.

Ultimately, a committee of dental
peers will review the gathered data to
assess competency. Decisions will be

based upon realistic, reasonable, and at-
tainable standards, subjected to continu-
ous review and scrutiny for appropri-
ateness. Evaluators will be calibrated to
ensure uniform implementation of stan-
dards.

Conclusion
Organized dentistry intends to rise to the
occasion and implement a voluntary,
valid program for post-licensure com-
petency assessment. While influences
from outside the profession may have
catalyzed the development of this pro-
gram, the profession itself has the chal-
lenge of designing a competency assess-
ment methodology that meets the needs
of the profession as well as the needs of
the external forces seeking professional
accountability. CDA expects to deliver
to the profession a cost-effective educa-
tional tool for assessing professional
competency which can serve as a
framework for future competency as-
sessment vehicles.

The committee, *pointed by CDA President
Michael Miller, is composed offive dentists: Chair,
Robert Gartrell, Calvin Lau, Steven Schonfeld,
Bevan Richardson, and Edward Cowan. The Pnyect
Director is Linda Seifert.
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The Changing Marketplace:
Informed Choices; Safe Action

Mark S. Rubin, JD

M
ost of you have heard
about the "trend in man-
aged care," how "man-
aged care is coming."

Many of you expressed concern and
interest, sometimes in not so delicate
terms. Some have complained that your
dental societies and lawyers only tell you
what you can't say or can't do about
managed care. However, there is a wide
range of activities individual dentists and
their professional societies can undertake
in the changing marketplace without
crossing the legal line, especially when
the focus is on patient care.

This article explores positive advo-
cacy paths that can be safeb, traveled in
the changing dental marketplace.

Before our journey begins, we all
need to be on the same page regarding
the legal risks; therefore, I am putting
the fine print right up front. It's also
important to note, this article isn't in-
tended to sway you towards or away
from managed care, but simply to
stimulate your thinking about how to
reduce your legal exposure, whatever
route you choose. And, although not
focused on ethical issues in managed
care, it may stir your contemplation
about them.

A Hypothetical Case
Managed dental care is coming to your
town. You feel threatened, economi-
cally and otherwise. Thinking about
ways you and other dentists in your
community can combat managed care;

about agreeing with other dentists to set
fees at certain levels; or threatening boy-
cotts of managed care plans? Then, you
also should be thinking about up to
three years in jail, fines of up to
$350,000 (or two times the gain from
the wrongdoing, or twice the loss to the
injured party), and paying the other
side's attorneys' fees (in addition to your
own). All this risk is for each violation
and none of it is covered by your mal-
practice insurance.

Those are just the legal risks associ-
ated with violating the antitrust laws.
(See the April, October, and November
1995 issues of the Journal of the American
Dental Association for more detailed dis-
cussions.) You also could be sued for
disparagement, under theories of libel or
slander, perhaps for criticizing a plan's
quality without data to support such a
statement; or for tortiously interfering
with someone else's patients; or even
for breach of contract. These lawsuits
could lead to significant damage awards
against you. Even if you successfully de-
fend such claims, doing so can prove
incredibly expensive and disruptive to
your practice and life.

So why read on? Because there is a
range of safe activity dentists and their
professional societies can undertake in
the changing marketplace. This activity
can range from making and imple-
menting informed personal decisions
and communicating them to others, in-
cluding your patients; finding creative
ways to compete in the changing mar-

ketplace, including by communicating
with plan purchasers, promoting direct
reimbursement, and forming individual
practice associations; helping change the
rules of the game through lobbying,
and making the laws work for you, by
possibly raising emerging concerns
about managed care in the courts.

The Challenge
Did the FAR SIDE daily calendar for a
day last June capture a big part of the
problem? It pictured a rather large di-
nosaur, with a fairly small head, at a lec-
tern speaking to his colleagues, who ap-
peared pensive and were listening care-
fully. And what sayeth the lead dino-
saur? "The picture's pretty bleak, gentle-
men.... The world's climates are chang-
ing, the mammals are taking over, and
we all have a brain about the size of a
walnut." While I submit your brains are
significantly larger and better, speaking
about legal issues in managed care
across the country last year made me
wonder whether this attitude may have
too-closely captured dentistry's worst
fears. Many dentists opposed to
manged care felt this climate change at
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"Safe" Action Strategies in the Face of Managed Care

A guiding rule: Place the patient's health first.

Compete — Offer a better service
Talk with plan purchasers and patients
Promote direct reimbursement
Form I PAs

Work to Change the Rules — Lobby
Consider promoting state action

Make the Laws Work for You

their core; those signing up with plans
often had serious concerns about main-
taining their autonomy within this "new"
practice mode. Each sensed his or her
rights might be eviscerated. And fearful
of the economic changes and legal (par-
ticularly antitrust) constraints, they often
expressed little hope of survival,
whether measured economically, in
terms of practice satisfaction, or other-
wise.

The challenge, it seems, is to resist a
defeatist mindset. To take a careful look
at the changing marketplace and make
some potentially hard practice and per-
sonal choices. To gain information in
order to make informed choices. To
have faith in your brainpower, and the
collective brainpower of your profes-
sional societies. To consider that one
constant shared by dentists in and out of
managed care provides a viable focus
for legislative and legal options:
dentistry's dedication to the patients it
serves. And to minimize the all too
common use of the law "as a defense
for cursing the darkness rather than
lighting a candle." I can't promise that
resisting the "chicken little" mindset will
solve all your concerns, but it is a first
step. If you do not resist the mindset,
the sky may be more likely to fall one
day.

In this context, I offer an array of
scenarios for stye activity (subject to the
legal caveats) in the changing market-
place, including legal and legislative op-
tions for relaxing the rules that apply in

these arenas. I encourage you to think of
this as an exploration of the "positive
boundaries" of antitrust and other re-
lated laws.

Individual (Informed!)
Choice
Choice is a cornerstone to se#e action:
your personal choice about whether to
participate in managed care; your pa-
tients' choice of dentist; your ability to
talk with your patients about these
choices. All of these things can be done
safely, legally. Ultimately, deciding
whether to join a managed care plan is a
new twist on informed consent: what's
really at issue is your consent — your in-
dividual informed choice, based on
what's right for you, personally and
professionally.

There is a wide array of information
to help dentists make and implement in-
formed choices in the changing health
care marketplace. I'm most familiar
with the material from the American
Dental Association (ADA), highlighting
the importance of choice by bearing the
ADA trademark "Managed Care; Mak-
ing Choices." The ADA's A Dentist's
Guide To Managed Care MarkeOlace Infor-
mation can help you work through prac-
tice, financial, and legal issues. The Finan-
cial Impact Anabisis of Plan Contracts com-
puter spreadsheet lets you input per-
sonal financial figures and information
about a particular plan and run an infi-
nite number of "what if" scenarios to
help assess if the plan is likely to be fi-

The Fine Print
Caveats: Because these issues are often
complex and require case-by-case
analysis, you should not rely on this in-
formation as legal advice. Although each
activity identified here might be accom-
plished without significant legal risk if
undertaken in a vacuum, you do not
live and will not be acting in a vacuum. If
you engage in one of the safe activities,
your action may be tainted by other
things you or sometimes others do. Ac-
tivity that is safe on its face will not sur-
vive antitrust scrutiny if other action re-
veals it is no more than a veiled call for a
price fix or boycott of a managed care
plan.

You must consult your personal at-
torney for advice on what's safe in your
situation. Your attorney may inform you
that even safe activity can get you sued
and force you to pay significant sums in
legal fees to defend your position. No
doubt your attorney will reinforce the
theme of choice: only you can decide
whether managed care is right for you
and, whatever you decide, how you will
choose to act thereafter in the market-
place.

nancially advantageous for you. ADA
members can take advantage of the
Contract Analysis Service, providing
free legal information about specific
managed care plan contracts when sub
mitted through your state dental society.
And once you've made your choice, the
Managed Care Resource Packet has a variety
of useful items, including sample letters
to patients to explain your choice, infor-
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mation to help patients understand their
dental coverage, sample speeches and
letters to the editor, and more. Though
none of these resources is a substitute
for professional financial or legal advice,
they can be valuable in helping you un-
derstand your options and communi-
cate with your patients and others once
you choose.

Compete
Let's say, for whatever reason — pro-
fessional, practice, financial, legal, ethical,
personal — you've decided not to par-
ticipate in managed care. You are con-
cerned about your ability to effectively
survive and thrive in the changing mar-
ketplace. What can you safely do? Here
are some options.

Win the game of competition. The anti-
trust laws are sometimes called the rules
of the game of competition. But, just
because they prohibit you from taking
concerted action with other dentists (re-
member the price fixing and boycott is-
sues) does not mean the game is over.
You are legally free to compete indi-
vidually and win. Find the way that is
right for you. Reduce your overhead, if
possible; increase your marketing ef-
forts; find a niche for your practice; or
simply provide top quality care with a
personal touch. If you do so on your
own, without disparaging your compe-
tition, in all probability you will be safe. 
All of these options ultimately focus on
patient care, which legally is always the
safest route.

Talk with plan purchasers and your pa-
tients. There is a school of thought that
many employers may not fully appreci-
ate (or care enough about) the relative
benefits or lack of benefits offered by
certain managed care plans. This may
reflect a lack of understanding about
many common differences between
medical and dental plans. The ADA,
several dental societies, and many indi-
vidual dentists have developed commu-
nication strategies to help employers ap-
preciate the plans they purchase.

If you convey factual information
and do not disparage managed care
plans, it can be safe to talk with plan pur-
chasers and inform them about limita-

tions in their dental plans (e.g., restric-
tions on levels of care, specialty refer-
rals, etc.). Of course, it is safest to focus
on the health care needs of their em-
ployees, rather than your pocketbook,
and you will want to be sure the discus-
sions do not amount to a mere veiled
threat of a boycott.

You can convey similar information
to your patients, subject to the same le-
gal restrictions noted above. (You may
be further restricted contractually if you
already signed on with a plan that obli-
gates you to maintain information
about the plan and its limitations on a
confidential basis.) Often, employees
don't understand limits in their dental
benefits, and you can safely educate your
patients to help them make their per-
sonal choices. With this information, pa-
tients can set reasonable expectations or,
if they are not satisfied with their ben-
efits, be better informed if they discuss a
plan's shortcomings with their em-
ployer.

Promote direct reimbursement. Direct re-
imbursement, the ADA's preferred
dental benefits delivery model, can be
safely promoted as an alternative to
managed care. The model is simple.
Employees go to the dentist of their
choice, have the necessary care, pay the
dentist, provide a receipt to their em-
ployer, and get reimbursed for the per-
centage set up in the company's direct
reimbursement (DR) plan. (This model
has been modified in some cases to re-
spond to concerns of some employers
and patients.) DR can be promoted
safely by focusing on its benefits, such as
patient choice and less of the dental dol-
lar going to overhead. The ADA has
actively promoted DR for years to em-
ployers nationwide through its Pur-
chaser Information Service (PINSERV).
Many dental societies and the Alliance
for Direct Reimbursement Plans also
promote DR.
Of course, a DR promotion that is

no more than a call for an unlawful
boycott is problematic. Likewise, un-
substantiated disparaging remarks
against managed care plans offered to
support a DR plan could pose legal
risk. It's safest to market a DR plan on

its true beneficiaries, patients, and let the
merits of the plan speak for themselves.
In other words, promote what you are
for, rather than criticize what you are
against

Form IPAs. There is a clear legal
way, short of merging practices, for
dentists to band together and compete
with managed care companies: indi-
vidual (or independent) practice associa-
tions, or IPAs. Under guidelines issued
in 1994 by the Department of Justice
and the Federal Trade Commission,
IPAs meeting certain conditions, estab-
lishing safe harbors, are unlikely to spur
legal challenge except under extraordi-
nary circumstances. Provided they share
substantial financial risk, exclusive net-
works (where members are barred
from joining other networks) with 20%
or less of providers in a market, or non-
exclusive networks with 30% or less
provider participation will generally not
be challenged.

Importantly, IPAs with provider
participation exceeding the govern-
ment's safe harbors may still be safe un-
der traditional antitrust "rule of reason"
analysis. Dental IPAs with significant
provider participation may have insig-
nificant market power. This is not lost
on the FTC staff, which in a recent
meeting with ADA officials discussed
the importance of market power in any
determination regarding anticompetitive
effect.

One reason dentists may not have
formed numerous IPAs is the percep-
tion that statewide networks would be
hard pressed to satisfy the antitrust laws.
While this issue and the related one
about dental society sponsorship re-
main difficult, in January, 1996 the De-
panment of Justice approved a pro-
posal to form a statewide physician net-
work in Oklahoma. This evidences the
enforcement agencies' intent to facilitate
new, legally safe  ways for health care
providers to compete in the changing
marketplace.

Change the Rules
The antitrust laws are an approximately
one hundred year old set of laws. You
might think these laws do (or should)
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not apply to the professions, but they
apply to virtually everybody in this
country. True, there is an exemption for
one "learned profession." It's not den-
tistry. Nor is it medicine or law. It's
baseball. Go figure.

It's not likely that even a genie in a
bottle could secure an antitrust exemp-
tion for dentistry. True, Congress occa-
sionally considers providing a modicum
of antitrust relief to health care provid-
ers, as evidenced by a pending bill (H.R.
2925) that would ease formation of
provider networks; however, such bills
typically have not sought broad antitrust
relief. Without a major change in the an-
titrust laws, there are two existing ex-
emptions that merit discussion. One
flows from the right to petition the
government: dentists, like everyone else,
enjoy certain additional freedoms when
it comes to lobbying activities. The
other relates to states' rights: individual
states can enact legislation to take den-
tistry, or any other profession, out of
the rubric of the antitrust laws. Let's
look at each option.

Lobbi. There is a specific exemption
for good-faith lobbying activities. The
safest lobbying focuses on patient care.
The ADA engages in nearly constant
lobbying on managed care issues on be-
half of dentistry. Perhaps the best ex-
ample is H.R. 2400, the "Family Health
Care Fairness Act of 1995," sponsored
by Representatives Charlie Norwood
(R-GA) and Bill Brewster (D-OK). The
bill seeks to protect patient choice and
to require standards of due process for
patients and providers who participate
in all health plans, including those who
are self-insured. When introduced, then
ADA President Richard D'Eustachio
called the bill "an important first step
toward protecting both patients and
health care providers from a delivery
system that might otherwise over-em-
phasize the bottom line at the expense
of good oral health."

ADA's lobbying on H.R. 2400 is
perfectly appropriate. The same can be
true for dental society lobbying and
regulatory efforts focused on patient
choice and care, including to promote:
(a) mandates that fee-for-service op-
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tions be made available in all benefits
packages; (b) "point of service" op-
tions; (c) prohibitions of overbroad
"hold harmless" clauses; (d) restrictions
on "gag orders" that inappropriately in-
terfere in the doctor-patient relationship;
(e) requirements that plan information
be adequately disclosed; and (f) "any
willing provider" legislation, allowing
any willing and qualified dentist to par-
ticipate in managed care plans on the
terms offered by the plans.

Let's take a detailed look at one spe-
cific example of the sc#e activity recently
undertaken by the ADA: written com-
ments ADA sent to the FTC after the
ADA/FTC discussion of IPAs men-
tioned above. The comments reflected
ADA's belief that changes in the health
care marketplace give rise to serious
concerns that merit adjustment in the
FTC's enforcement activities. The com-
ments indicated that, absent some level-
ing of the playing field, the marketplace
changes could adversely affect the deliv-
ery of dental care to the patients served
by Association members and, ultimately,
the oral health of the American public.
The comments focused on the need
for relief to facilitate the formation of
dental IPAs, by expanding the safe har-
bor for network formation to those
without significant market power (irre-
spective of their percentage of provider
participation), and relaxing the require-
ments for sharing financial risk (e.g.,
withholds).

The comments highlighted that the
threat of antitrust enforcement (particu-
larly because dentists were the subjects
of the first federal criminal, health care,
antitrust investigation in a half century),
along with some realities of the dental
marketplace, may significantly chill the
development of IPAs. The net effect
may be the loss of dental IPAs that
could serve as meaningful procom-
petitive forces in markets increasingly
controlled by managed care plans. The
comments also emphasized that differ-
ences between the medical and dental
marketplaces, including the significantly
higher dental overhead (in the range of
62% to 65% of billings versus private
medical practice levels closer to 45%),

can make accepting a deep discount
difficult and support relaxing the sr*
harbors as applied to dentistry. The com-
ments closed by noting appreciation for
the FTC's continuing attention to issues
in the evolving health care marketplace
and looking forward to continuing dia-
logue with the agency about ways to
promote the efficient delivery of dental
care.

These are a few examples of stye
lobbying and regulatory activity. Addi-
tional ADA initiatives may ensue after
development of more quantitative data
on quality issues in managed care.

Consider promoting state action. Another
exemption flows from states' rights.
Under the state action exemption, indi-
vidual states can pass legislation exempt-
ing dentistry from both federal and state
antitrust laws. To do so, a state must ac-
tively supervise the activity it wishes to
make exempt. Whether any particular
state law satisfies the active supervision
requirement depends on the specifics of
the law and its implementation: the
more active the state's oversight, the
more likely that the intended antitrust re-
lief will be created. In contrast, paying
mere lip service to the active supervision
requirement will not create the intended
relief. Obviously, the decision to seek
such legislation will raise questions about
the relative desirability of state regula-
tion. Is the tradeoff worth it? If so, den-
tists should remember that the exemp-
tion will only extend to the activity su-
pervised by the state.

Make the Lows Work for You
The rapid changes in the healthcare
marketplace have opened a veritable
Pandora's box of antitrust and con-
sumer protection issues, all of which
flow into concerns about the delivery of
patient care. These issues may play out in
Congress or with the antitrust agencies;
they may be as likely to emerge in the
courts. Wherever they surface, they may
be the key battleground for the next era
of managed care. And whatever your
position on managed care, there may be
important ways you can make the laws
work for you.
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Perhaps the single burning issue is
quality. There is a risk that as managed
care plans seek to import the medical
model into dentistry, patient care may
suffer. Because the information on qual-
ity is mostly anecdotal, the ADA is de-
veloping studies to better assess the
possible impact of managed care on
patient care. Until hard data are avail-
able, it can be important to avoid mak-
ing claims about quality, except where
factually substantiated. Of course, indi-
vidual dentists can find soye ways to ex-
press their concerns about their personal
ability to provide quality care under cer-
tain conditions.

There are numerous sole ways to
raise questions about quality, and per-
haps to have them answered via addi-
tional lobbying or in the courts. As
noted throughout this article, focusing
on patient care is generally the safest le-
gal route. For example, a published
analysis of data from the National As-
sociation of Dental Plans (NADP) indi-
cates that the average premium dollars
available for dental care from a typical
dental HMO plan would not cover
dentists' average fees for certain basic
preventive services (such as oral exams
and tooth cleanings) based on historical
utili7ation rates. This raises at least two
patient care issues. First, the current safe
harbors (for IPAs) may not effectively
allow dentists to compete with such
plans. Second, dentistry prides itself on
prevention; the prospect of not being
able to provide preventive care, not to
mention other necessary restorative care
(such as crowns, fillings, and bridges),
could prove problematic. (See the Janu-
ary 1996 _ODA for details.)

Similar considerations may turn
regulatory attention on the potential
abuse of power by managed care plans
in the evolving marketplace, especially
by those with dominant market power.
Managed care plans should not be al-
lowed to misuse such power to the det-
riment of the public. They should be
watched very carefully to ensure they
do not encourage undertreatment or
promise more care than they are pre-

pared to deliver. The Department of
Justice's Managed Care and Fraud
Working Group is already looking at
such problems, including fraudulent
marketing, financial solvency, and false
statements in the managed care setting.
Private lawsuits may eventually also
provide disincentives for inappropriate
actions by plans.

Let's look at some specific ex-
amples. Some dental managed care
plans (and arguably the employers who
select them) wrongly suggest they are
providing full dental coverage, when in
fact they are not. This hidden problem
(e.g., a Least Expensive Alternative
Treatment clause shared in small print
with the consumer) may go unnoticed
until consumers try to rely on coverage
they do not really have. Likewise, un-
der-funded managed care plans may
negatively impact the health of the
American public. Further, at least one
dental managed care company appears
to have publicly blackballed dentists
simply for not agreeing to participate in
the plan — something three different
state regulators are already investigating.

In addition to the potential for mis-
leading consumers, managed care plans
may unfairly tie the hands of providers,
which could impact patient care. The lay
press loudly criticized "gag order"
clauses found in some managed care
contracts, which attempt to prohibit
providers from discussing all treatment
options with their patients, thereby
jeopardizing the patients' ability to give
informed consent. Other examples are
contractual risk shifting clauses (such as
hold harmless provisions), in which
plans seek to shift liability risk to pro-
viders. These may be anticompetitive or
otherwise legally problematic, especially
to the extent that powerful plans im-
pose such clauses and restrict treatment
options. Likewise, plans with dominant
market power that "deselect" provid-
ers due to alleged "overutili7ation" may
be inappropriately forcing out dentists
who are providing appropriate care.
Coupled with the potential built-in in-
centives to undertreat in certain plans

(particularly capitation), I am concerned
that managed care plans may be al-
lowed to misuse their power in ways
that will put patients at risk. It is argu-
ably equally important that employers
be held accountable for knowingly
making bad selections of managed care
plans the employers believe to have a
history of significant (e.g., malpractice)
problems.

I cannot lay claim to a crystal ball,
and am reluctant to make any serious
predictions about how these important
issues will resolve. I hope the antitrust
and consumer protection agencies
choose to take a hard look at them.
Whether or not we see regulatory activ-
ity, there will probably be lawsuits
against managed care companies, and
perhaps the employers and doctors
who contract with them.

What's Next?
This exploration of positive advocacy
paths that can be undertaken in the
changing marketplace has hopefully led
you to this conclusion: if you avoid the
"chicken little" mindset and act on your
informed individual choices, you can af-
fect the future. There is much that you
and your dental societies can do in the
changing marketplace without crossing
the legal line, especially if the focus is on
patient care. You can make and imple-
ment informed personal decisions and
communicate them to your patients and
others. You can find creative ways to
compete, including by communicating
with plan purchasers, promoting direct
reimbursement, and forming individual
practice associations. You can help
change the rules of the game through
lobbying. And you, your patients or
their employers may be able to raise im-
portant emerging concerns about man-
aged care in lobbying efforts and per-
haps in the courts.
To close on the theme of .1y9reo, the

one prediction I can safely make is this:
the ADA will continue to monitor de-
velopments on behalf of dentistry.
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Should the Federal Trade Commission
Allow Dentistry to Require Its Members to

Adhere to a High Standard in
Advertising?

Bernard L. Allamano, JD

Abstract
The California Dental Association (CDA) has been engaged in a dispute with the
Federal Trade Commission (FTC) for over ten years. At issue is whether CDA's
advertising restrictions have the effect of prohibiting truthful and nondeceptive
advertisements and whether this constitutes a violation of Section 5 of the FTC
Act. The case is now before the Commissioners of the FTC; they must decide
whether their staff or CDA is correct in interpreting the law. This paper reviews
the basics of antitrust law, the facts in the record, and how the Commissioners
might resolve some of the questions presented by this case.

T
he antitrust laws, including the
Sherman Act, the FTC Act, and
state antitrust laws, are designed
to protect competition not

competitors. The thrust of these laws
revolves around the question of
whether competition has been hurt by
the acts of the defendant. The term "re-
straint of trade" is used to describe an
act that harms competition. To be un-
lawful, a restraint must be unreasonable.

The CDA case is not about "boy-
cotts" or "price fixing" or "monopo-
lies." It concerns an agreement among
competitors, through their membership
in a professional association, to restrict
member advertising. The FTC must
prove that a contract, combination or
conspiracy exists for the purpose of re-

straining trade, the restraint affects inter-
state commerce, and is unreasonable.
The theory of the FTC staff is there is
an agreement among 75% of the prac-
ticing dentists in California to restrain
truthful, nondeceptive advertising by
agreeing to limit the information dental
consumers receive and use to learn
about the availability of dental services.
To prove a restraint is unreasonable,

the agency may choose one of three
methods. They may use the per se rule
and show that the act is one that always
or almost always tends to restrict com-
petition and decrease output. The U.S.
Supreme Court restricted the use of the
per se rule to cases where no elaborate
study of the industry is needed to estab-
lish that their nature and effect are

plainly or manifestly anticompetitive.
The courts emphasize the per se rule
should be invoked only upon the
strength of unambiguous judicial experi-
ence demonstrating that particular con-
duct is a "naked restraint of trade" with
no purpose except to stifle competition.
The per se rule was not appropriate for
the CDA case.

At the other extreme is the "rule of
reason" approach. With the application
of this rule, a practice is only con-
demned if the analysis of its purpose
and its actual effect on competition
show the restraint is unreasonable. The
fact finder must weigh all the circum-
stances in deciding whether the practice
is unreasonable. The real question is
whether the practice promotes compe-
tition or suppresses competition. Usu-
ally, the agency must prove that the
practice decreases output. To do so,

Mr. Allarnano is
General Counsel for
the California Dental
Association. The
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Box 13749, Sacra-
mento, CA 95853.
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they must assess the market impact of
the practice.

They must define the "relevant mar-
ket," which has both product and geo-
graphic dimensions. They must then
analyze the restraint's effect on competi-
tion within the market, including factors
such as price, output, and product qual-
ity. If the impact is substantially or sig-
nificantly adverse, the agency may con-
demn the practice.

The third approach, sometimes
called the "truncated analysis," involves
a short cut in the rule of reason ap-
proach. Where the impact of a restraint
on price competition is obvious on its
face, the courts have stated that the en-
tire market analysis is not necessary. This
is the approach used by the FTC staff in
prosecuting the CDA.

The approach in an appropriate
truncated case, as enunciated by the
FTC in their 1988 decision in Massachu-
setts Board of Registration in Optometry ass
Board), is to ask the following: Is the re-
straint "inherently suspect?" If it is, is
there a plausible efficiency justification
for the practice? And if it is plausible, is
the justification really valid? In Mass
Board, the Commission stated that the
truncated rule is "more useful" than the
traditional per se rule. In reality, use of the
truncated rule is highly favored by the
FTC staff because it provides an easier
method to prove a violation of the
FTC Act. It is highly questionable
whether less information about the eco-
nomic effects of a practice could ever
be "more useful."
CDA maintains this approach

should not be used in its case because
there is nothing "inherently suspect"
about the standard used by CDA to re-
view advertising (false or misleading in a
material respect) or the manner in which
CDA reviews advertising issues (notice
and hearing for those members who
are disciplined and a review by a state
committee for applicants). In addition,
the effect on competition is not obvi-
ous; thus, the CDA case is not an ap-
propriate one for application of the
truncated approach.

The Findings and Conclusions
of the Judge
The FTC case was presented before an
agency Administrative Law Judge dur-
ing a two-week period in February
1995. There were over a thousand
pages of exhibits, scores of wimesses,
and written briefs presented by both
sides. The judge issued his initial decision
in July 1995, using the truncated ap-
proach, and found that CDA had vio-
lated the FTC Act; but he also found
that CDA did not possess "market
power." This anomalous result sparked
an appeal by CDA and another round
of legal briefs, this time to the Commis-
sioners themselves. Oral argument be-
fore the Commissioners occurred on
November 15, 1995.

The judge found that CDA reviews
advertising in two ways. It sometimes
brings charges against a member for
violating the CDA Code of Ethics. Most
often, however, it reviews the advertis-
ing of applicants for membership and
informs the applicant of the changes,
necessitated by the Code of Ethics, re-
quired before membership can be ap-
proved. He found that CDA requires
price advertising must be exact and
without omissions. Discount offers
must include: (a) the dollar amount of
the non-discounted fee; (b) either the
dollar amount of the discounted fee or
the percentage of the discount for the
specific service; (c) the length of time, if
any, the discount will be honored; (d) a
list of verifiable fees; and (e) identifica-
tion of specific groups qualifying for the
discount. Across-the-board discounts
must include the regular fee for each
discounted service.

With regard to truthful non-price
advertising, the judge found that claims
of quality are prohibited because CDA
believes they are not susceptible to mea-
surement or verification. Claims of su-
periority are prohibited because they
imply other dentists are not as caring.
Guarantees are prohibited and phrases
that play on patients' fears and anxieties
are also prohibited. The judge found
that CDA purports to use the "false
and misleading" standard but, in fact,

the standard is ignored or improperly
applied.

One of the reasons given by CDA
for its activity in this area is the State
Board of Dental Examiners does not
have the resources to enforce state ad-
vertising laws. Thus, CDA attempts to
fill a void and protect the consumer.
CDA also purports to follow state ad-
vertising laws, but the judge found that
its efforts were not a sufficient justifica-
tion because a professional organization
represents the interests of its members
and not the interests of the public.

The judge concluded that CDA's
advertising restrictions affected interstate
commerce, the restrictions are a result of
a conspiracy to restrain advertising, and
these practices violate Section 5 of the
FTC Act. To reach the final conclusion,
the judge applied the truncated ap-
proach in his analysis of CDA's activi-
ties. He concluded the advertising re-
strictions were inherently suspect, al-
though he never explained how they
were so. He also concluded CDA did
have a legitimate interest in fostering
truthful, informative advertising by its
members but CDA has not followed
its policy and created confusion among
its members as to what is or is not ac-
ceptable in their advertising. He found
that CDA's actions are consistent with a
mind-set which believes adverting by
dentists is demeaning, a view the Su-
preme Court has long condemned. The
judge found that all of the restrictions
are inherently suspect, apparently be-
cause he believed that CDA's restric-
tions have the effect of an outright ban
on these forms of advertising. He went
on to find, under the second step of the
truncated approach, that CDA's restric-
tions are not justified.

At that point of the decision, the
judge inserted his anomalous finding
that CDA's members do not have mar-
ket power and that they cannot exercise
market power in any relevant market in
California. More specifically, he found:

CDA's enforcement of its Code of
Ethics with respect to advertising has
no negative impact on competition
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in any dental market in California be-
cause it cannot erect any barriers to
entry into any dental market in Cali-
fornia.

The only entry barrier into dental
service is the acquisition of a license
issued by the California State Board
of Dental Examiners and the need
to complete dental school and the
acquisition of an office and dental
equipment are not barriers to entry.
The over-supply of dentists which
complaint counsel pointed to as an
entry barrier is, according to CDA's
expert witness, strong evidence of
low entry bathers. CDA member-
ship is not a prerequisite to successful
practice in any California dental mar-
ket.

Even if CDA occasionally ques-
tions member advertisements which
are not false or misleading in a mate-
rial respect, the activities of CDA
with respect to their enforcement of
their Code ofEthks relative to advertis-
ing has no impact on competition in
any market in the State of California,
particularly with respect to price and
output

The inconsistency between his find-
ing of liability and his finding of no abil-
ity to violate the law is the stuff appel-
late cases are made of. The FTC staff
feels it proved its case. CDA feels it has
been vindicated because the judge
agreed they could not be found guilty
under a "rule of reason" analysis.

So who is correct? The FTC Com-
missioners will make that determination
some time during the year.

Commissioners' Choices in
Deciding the CDA Case
When oral arguments were held before
the Commissioners, the two sides were
each given forty-five minutes to present
their cases and to respond to questions
presented by each of the five Commis-
sioners. Several issues emerged from the
questioning as concerns of the Com-
missioners. The following is the author's
analysis of possible resolution to these
issues.

Dentistry in a Regulated Environment

First, if one accepts that consumers
have been deprived of certain truthful
information, does it necessarily follow
that competition has also been banned?
And if it has been banned, has it been

The inconsistency
between the judge's

finding of liability and his
finding of no ability to
violate the low is the stuff
that appellate cases are
made of

harmed in a substantial or significant
way? These questions obviously are
raised under a "rule of reason" analysis
and indicate the Commissioners are at
least open to considering that CDA's
activities must be measured under this
rule. The problem with the answers is
the FTC staff did not attempt to prove
any actual harm to consumers nor did
they attempt to prove any of the other
factors usually considered in a "rule of
reason" analysis, such as any harmful ef-
fects on price, output, and product
quality. Thus, the Commissioners are left
with a take it or leave it situation be-
cause it would be pure speculation to
answer these questions without any
findings of fact to rely on. The only rel-
evant findings made by the judge were
those conceding the economic impact
of CDA's advertising restrictions and
these findings support a contrary con-
clusion.

The judge stated in his decision the
FTC staff did not produce any convinc-
ing evidence CDA members acted or
could act together to raise prices or re-
duce output. He also concluded there is
a surplus of dentists in California. These
meager findings support the conclusion
that CDA has not and could not cause
any substantial or significant harm to
competition by its practices. Thus, the
Commissioners must conclude that it

does not necessarily follow that restric-
tion of truthful information causes harm
to competition. They must also agree
that under the "rule of reason" CDA
has not violated the FTC Act.

It is interesting to note, the FTC staff
attempted to prove harm to consumers
without any evidence and, at the same
time, criticizes CDA for its belief that
consumers may be harmed by certain
forms of advertising, such as claims of
quality, superiority, and comparative
claims. Under a "rule of reason" analy-
sis, the issue would have been ad-
dressed.

The second question raised under
the truncated approach is: must the
Commission conclude in all cases where
any restriction on truthful information
exists that the practices are "inherently
suspect?" Under prior FTC and court
decisions, only certain types of cases
were considered candidates for the
truncated approach. The activities in-
cluded a group boycott, usually consid-
ered to be a per se violation; a total ban
on various forms of advertising by a
state agency that was judged to have
market power; an agreement not to
open for business on certain days, which
the Commission considered analogous
to price fixing, and a joint rate filing by a
trade group which would also appear
to be analogous to price fixing. In the
CDA case, the practices do not fall un-
der one of the per se categories and the
lack of market power makes them even
less suspect.
On this issue, the Commissioners

should clearly reject the FTC staff re-
quest as being too broad. The reason
price fixing, group boycotts, and the like
are considered per se violations is experi-
ence under the various antitrust laws has
taught that these practices are nearly al-
ways harmful to competition. Since re-
straints on truthful advertising, as a cat-
egory, have not been proven by judicial
experience to be harmful to competi-
tion in every situation and, in this case,
were proven not harmful to competi-
tion, there is no rational for the Com-
missioners to conclude otherwise.
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The final question, again under the
truncated approach, is should the FTC
apply the truncated rule when there is a
finding of no market power? The au-
thor believes if the practices already
were adjudged to be "inherently sus-
pect" and the efficiency justifications
were rejected as invalid, the defendant
should be given the opportunity to
prove it does not possess "market

market power conclusion and the case
would proceed as before. This option
would pose no significant burden on
the agency. The defendant would have
the added burden of hiring expert wit-
nesses. The only other alternative to as-
sure that an anomalous result does not
recur is to prohibit the defendant from
proving its innocence — a concept for-
eign to most legal proceedings, al-

he CDA case presents on opportunity for the
1 Federal Trade Commission to allow o respected
profession the prerogative of holding its members to
a higher standard than commercial enterprises.

power" and thus could not violate the
law. Clearly, the reason the Commission
and its staff use the truncated approach
is because it allows them to avoid pre-
senting a full market analysis.

But what if the defendant is willing
to present its own market analysis and
lack of market power evidence?
Shouldn't the opportunity be afforded
to them? If the burden is on the defen-
dant, the FTC staff need only submit
enough evidence to refute the lack of

though present in a per se case. If the
Commissioners elect to allow their staff
to proceed with a truncated approach
against a defendant with no market
power, they will need the backing of the
federal courts and that may be more
than they can expect to achieve. CDA
has already committed to appeal such a
decision to the federal court of appeals
and to the U.S. Supreme Court, if nec-
essary.

Conclusion
The CDA case presents an opportunity
for the Federal Trade Commission to
allow a respected profession the pre-
rogative of holding its members to a
higher standard than commercial enter-
prises. There is a place for federal gov-
ernment regulation of activities of
purely private, voluntary associations.
However, when a private organization
lacks market power and after consider-
able thought, concludes that it is desir-
able for it to be more restrictive than
the state government or the federal
government in the area of member ad-
vertising, it should be allowed this op-
tion. When it is proven that commerce
has not been harmed, the antitrust agen-
cies should cease to meddle in the inter-
nal affairs of private organizations. That
is good government and good for con-
sumers. One hopes in most cases it
does not take ten years for the FTC to
reali7e the entity is not capable of violat-
ing the law. Pursuit of the matter after
such knowledge is obtained amounts to
harassment, over-regulation, and a mis-
use of valuable government resources.
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The ADA Washington Office
Craig Palmer, ADA Washington Editor

question often asked of theAtiAmerican Dental Associa-on (ADA) Washington Of-
ce is, "What are your issues

and how do you represent the profes-
sion?" A short response would number
the issues greater than the twenty-two
professional and support staff mem-
bers of this long-standing lobbying arm
of the ADA with representation as
changing as the political landscape. But
capturing the essence of lobbying in
words is as unlikely as an unregulated
environment for dentists.

Historical perspective may help.
Representation of dentists with govern-
ment policymakers dates from the civil
war when the issues were status, image,
and quality of care and the representa-
tives were ad hoc entrepreneurs. More
formal representation was established in
the post Depression, pre World War II
era. The more recent proliferation of
federal alphabet soup agencies —
AHCPR, CDC, EPA, FDA, FTC,
HCFA, HRSA, NIH, OSHA, and oth-
ers — and increasing scrutiny of the
profession by elected and appointed
policymakers has taken the relationship
of dentist and government in new,
more demanding directions.

The ADA's Washington Office to-
day is defined less by lobbying than by
adapting to changing political demands,
reshaping the profession's voice with
our grassroots and coalition advocacy.
Staffed by experts in law, legislative and
regulatory processes, and communica-
tions, the office monitors and influences
legislation and regulations, establishes

political liaison in Washington and the
states, and speaks for the profession in
policy-making arenas.
A department of state government

affairs, with seven additional staff posi-
tions at ADA headquarters in Chicago,
reports to and is organizationally part of
the Washington Office. The Council on
Governmental Affairs and Federal
Dental Services is directly related to and
supported by Washington Office staff.
The council, charged with oversight of
legislative and regulatory policy, also
represents interests of dentists in the fed-
eral, military, and civilian services.

Where do the profession and gov-
ernment meet? Interaction begins with
policy from the ADA House of Del-
egates. The Washington Office is
charged with managing the policy flow
in both directions, profession to Con-
gress, White House; and regulatory
agency and government to dentist

Legislative issues important to den-
tists in the second session of the 104th
Congress include: patient freedom of
choice of provider and other managed
care concerns; Occupational Safety and
Health Administration (OSHA) reform;
restructuring of the federal-state Medic-
aid program; appropriations for dental
education, research, Indian Health Ser-
vice dental care, and student aid; insur-
ance and medical liability reforms; the
Employee Retirement Income Security
Act (ERISA) and tax benefit policy such
as medical savings accounts and in-
creased deductions for the self-em-
ployed for health coverage.

A regulatory agenda of comparable
demand involves the profession with
the Federal Trade Commission (I-. C)
and Justice Department on antitrust re-
lief; the Environmental Protection
Agency (EPA) on waste water issues;
the Food and Drug Administration
(FDA) on dental devices and tobacco
regulation; OSHA on ergonomics, tu-
berculosis, indoor air, nitrous oxide, haz-
ard communication, and blood borne
pathogens; and the Departments of
Veterans Affairs and of Health and Hu-
man Services on reorganizations that
could diminish dental presence.

Not as easily categorized are other is-
sues, including the military issues that de-
manded the profession's attention since
its inception and take shape today
around dentist officer parity and pay,
the emerging risk assessment technique
that borrows from toxicology and epi-
demiology, child abuse reporting laws,
national practitioner data bank, Drug
Enforcement Administration (DEA)
registration for controlled substances,
and other demands of Washington rep-
resentation. The Washington Office also
administers the American Dental Politi-
cal Action Committee (ADPAC), man-
ages the nascent grassroots action net-
work of volunteer dentists in each con-
gressional district, and provides impor-
tant communications support for the
profession. The Washington Office
hosts the profession's showpiece politi-
cal meeting, the biennial ADA public
affairs conference for state and national
dental leaders.
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While the budget battle continues in
Washington, the Department of State
Governmental Affairs is preoccupied
with a likely Medicaid transformation
that could vest greater management
control with states, but at possible cost
to the minimal public dental coverage
currently available. Many of the pro-
fession's managed care concerns trans-
late to state legislative issues. Fluorida-
tion, insurance, and dental hygienist is-
sues are also important to constituent so-
cieties.

You can contact the ADA Washington Office at:

Phone:
Fax:

202.898.2400
202.898.2437

Mail: 1111-14th Street, N.W., Suite 1100
Washington, DC 20005

The Washington Office invites member inquiries about
legislative and regulatory issues.

24 Volume 63 Number 1



Manuscripts

"The Profession of Dentistry:"
The University of Kentucky's

Curriculum in Professional Ethics
David A. Nash, DMD, EdD, FACD

Abstract
Among the most important learning that occurs in our nation's colleges of den-
tistry is learning to be a professional. While knowledge, perceptual-motor skills,
and problem-solving abilities are basic to becoming a dentist, helping aspiring
colleagues to apply their newly developing skills with integrity must be a funda-
mental concern. Increasingly, we are realizing that the quality of health care
depends as significantly on the character of the health professional as it does on
the individual's knowledge and skills. Concern for character, virtue, and integ-
rity is the domain of ethics. This paper advances a justification for including a
curriculum in professional ethics in our dental educational programs. The pro-
fessional ethics curriculum at the University of Kentucky, "The Profession of
Dentistry," extends through all four years of the Doctor of Dental Medicine
program. The paper describes the major goals pursued in the curriculum and
outlines the content of each of the four, sixteen-clock-hour courses. Learning
ethics experientially through living in a college community is reviewed in the
context of the College of Dentistry's comprehensive Code of Professional Con-
duct and Academic Responsibility. An assumption of the curriculum is, if the
professional relationship of dentistry with society is to be sustained, each new
generation of dentists must understand the nature of the profession and the
ethical obligations of becoming a member of the dental profession.

A
mong the most important
learning that occurs in our
nation's colleges of dentistry
is learning to be a profes-

sional. While knowledge, perceptual-
motor skills, and problem-solving abili-
ties are basic to becoming a dentist and
demand major time and attention in
our curricula, helping aspiring colleagues
apply their newly developing sldlls with

integrity must be a fundamental con-
cern. Dentistry is a profession because
of its commitment to serving the public
in gaining the benefits of oral health.
The caring behavior of previous genera-
tions of dentists, and their commitment
to ethical conduct, have earned the pro-
fession the trust and confidence of soci-
ety. To sustain this professional relation-
ship, each new generation of dentists

must understand the nature of a profes-
sion and the ethical obligations incurred
as a member of the dental profession.

The professional ethics curriculum at
the University of Kentucky, entitled
"The Profession of Dentistry," extends
through all four years of the Doctor of
Dental Medicine (DMD) program.
Each year for four years, students par-
ticipate in sixteen hours of classroom in-
teraction and learning focused on eth-
ics in the context of the dental profes-
sion. The College's dean is the course di-
rector and an active participant in each
course. The dean's role is both substan-
tive and symbolic — substantive in pro-
viding an integrating perspective and
symbolically expressing the value, im-
portance, and relevance of ethics to the
dental profession. While classroom in-
struction and learning are fundamental
to a professional ethics curriculum, there
must also be a laboratory for learning,
in this case, participating in the ethical life
of the college community. This experi-
ential learning of professional ethics by

Dr. Nosh is Professor
and Dean, College of
Dentistry, University of
Kentucky, located in
Lexington, KY 40536-
0084.
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The Profession of Dentistry I — First-Year Course

El Ethics and Life. ..as a Dentist: How should we live.. .and, as dentists,
should we live differently than others?

11 The Terrain of Ethics: What's ethics all about?

▪ Ethics of Aspiration: What goals should I set for my life?

o Psychology of Aspiration: How should I pursue my life's goals?

o Living in Society: How can humans live in a society where everyone is
pursuing their personal best interests or goals?

o The Ethics of Obligation: How should! behave to promote a cooperative
society where!, and every other human, can pursue a life's plan?

o The Concept of Profession: What does it mean to be a member of a
profession... to be a professional?

o The Ethics of Profession: As a dentist, should I live differently than the
ordinary person, and if so, how and why?

students is framed by the College's Code
of Professional and Academic Responsibility,
which also guides the behavior of fac-
ulty and helps place the responsibility
for morally appropriate conduct within
the individual, where it ultimately re-
sides.

Purpose of the Curriculum
Professional education in dentistry exists
to educate good dentists — dentists
equipped and committed to helping
their patients and society gain oral health.
In achieving this intention, dental educa-
tors acknowledge that the complex
knowledge base and the sophisticated
perceptual-motor skills of dentistry
must be applied with integrity by the in-
dividual practitioner. Graduating
knowledgeable, skilled clinicians is a nec-
essary condition but not sufficient for
ensuring quality oral health care. The fur-
ther requirement is the commitment of
graduates to applying their abilities with
integrity, that is, providing quality care in
their patients' interest. Ultimately, good
dentistry depends on individuals com-
mitted to treating their patients and so-
ciety fairly, that is, ethically. Thus, the jus-
tification for teaching professional ethics
in dentistry is to facilitate the personal

and professional development of aspir-
ing dentists into socially and profession-
ally responsible human beings.

Some argue that the moral con-
science is developed early in life and if
student dentists are not morally virtuous
upon matriculation, instruction in ethics
is futile. Early moral education is an im-
portant determinant of one's commit-
ment to the moral life. Moral virtue is
the habit of making good and right
choices. Through repeated behaviors in
our formative years, habits of action are
developed, some supportive of living
the moral life, others potentially not. In-
telligent reflection, with disciplined sub-
stitution of alternative behaviors, is nec-
essary to break bad habits and replace
them with good ones.

Education is a reflective experience
that leads to behavioral change. In fact,
education cannot be said to occur ab-
sent behavioral change. To suggest that
education cannot change behavior, in-
cluding behavior with moral conse-
quences, is to adopt an intolerable skep-
ticism about education. No doubt the
virtue of student dentists varies, with
some finding it easier to do the good
and right thing once an appropriate
course of action is determined. While

acknowledging variations among indi-
viduals, the intention of the professional
ethics curriculum is to facilitate all stu-
dent dentists becoming good dentists.
The curriculum works to dispel the idea
morality is optional — it is only for
those wanting to be either altruistic or
religious; and to help students under-
stand morality is essential to coopera-
tion among people living in a civil soci-
ety where each person may achieve the
greatest good and suffer the least evil.
While the curriculum seeks to elicit a
sense of moral obligation, it is not in-
tended to change behavior directly as
this could be considered indoctrination.
Rather, it provides a framework for
students to sense and consider the
moral obligations they incur in society,
both as individuals and as dentists. Such
intelligent reflection can serve as a basis
for determining whether changes are re-
quired in their moral habits and behav-
ior.

Goals of the Curriculum
The intent of the curriculum is fulfilled
by the following:1

To sensitke student dentists to the moral di-
mensions of fe and professional practice. A
goal is to assist students in understand-
ing that human beings live in a complex
matrix of relationships, with conse-
quences for good and evil. Certain be-
haviors can be judged right or wrong,
depending on the context and conse-
quence. Ethical problems frequently are
embedded and unidentified in life's cir-
cumstances. Evaluating situations in the
context of their potential for good and
evil sensitizes students to the idea there is
a moral perspective. Ethics is the branch
of philosophy that reflects on the good.
Ethics as a discipline is concerned with
goodness and badness, rightness and
wrongness, virtue and vice, approval
and disapproval, ends and means, and
judgments of value and judgments of
obligation. Professing dentistry as a life's
calling intensifies the moral dimension
of life, as patients seek relationships with
dentists in order for dentists to do good
for them with regard to their oral health.
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To develop skills of ethical anabsis. The
cognitive tools of ethics are required to
critically and reflectively consider alter-
native courses of action with the poten-
tial for good or evil consequences. Eth-
ics is the science of the moral. Analysis
skills must be developed in using the
concepts, principles, and rules of ethics.
Problem-solving abilities in ethics have
real practical value. Choices in life have
consequences for the individuals making
choices and those affected by their
choices. Critical thinking in ethics assists
student dentists as human beings and as
health professionals in discriminating be-
tween good and evil and, therefore,
right and wrong behavior.

To foster repect for disagreement and tolera-
tion of ambigui. Although precise and
rigorous, ethics does not necessarily en-
able one to determine that only one ac-
tion is moral. Choices sometimes must
be made between conflicting goods,
and at other times, choices must be
made among alternatives all with poten-
tially negative consequences. Equally vir-
tuous people may disagree on courses
of action. However, care must be taken
to ensure that the grounds for disagree-
ment among them are reasonable and
logical. Dentists, as all humans, must
learn to be tolerant of other's views to
the extent these views comport with hu-
man rationality. A curriculum goal is to
enable student dentists to acknowledge
that much of human life is ambiguous
and to learn to tolerate ambiguity. Tol-
erance for ambiguity acknowledges
there are many dimensions of existence
in which no definitive behavior is ideal
or conclusive.

To assist student dentists in explicating the
moral responsibilities in becoming a member of
the profession of dentistry. The relationship
of the profession of dentistry with soci-
ety and with individuals is best under-
stood as a cooperative relationship, with
mutual benefits and burdens. Professing
of dentistry as a life's work is a promise
to society to care for its oral health and
to use the art and science of the profes-
sion to cure oral disease. The good of
both parties is basic to the complex re-
lationship of care-provider and care-re-

ceiver. However, because the relation-
ship is complex, circumstances emerge
in which harm can occur. To be con-
cerned with ethics is to be concerned
with good and harm, benefit and bur-
den. The curriculum seeks to explicate
concepts, principles, and rules that
should be considered in forging coop-
erative relationships that ensure all par-
ties obtain the greatest good possible
and are treated justly or fairly. The cur-
riculum explores the terms of coopera-
tion when patients seek the care of den-
tists, as well as between the profession
and society in general.

To motivate continued learning of ethics.
Authentic education prepares for and
promotes further learning. A substantive
goal of the curriculum is to develop a
positive attitude toward ethics so den-
tists will seek opportunities to further
their knowledge and understanding af-
ter graduation.

The curriculum is not intended to
disavow or discredit any student's ethi-
cal tradition or heritage. Rather, in
achieving the above goals, one's ethical
precepts will be placed in the larger
context of a pluralistic society. The con-
cepts, principles, and rules of ethics used
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throughout the curriculum are founda-
tional — ones intelligent, reasonable
people can agree upon — and are not
knowingly inconsistent with any
religion's or culture's ethical tradition.

The Curriculum
Ethics and Lzfe As a Dentist. The first-year
course begins with matriculation in the
college. From the first day as new col-
leagues in dentistry, it is intended that
students begin to understand the essen-
tial nature of life as a professional...as a
dentist. The major question the course
addresses is, "How should we live and,
as dentists, should we live differently
than others?" The sidebar outlines the
topics and questions of this course. A ra-
tional basis for living the moral life as an
ordinary human being is discussed.
Through exercises, students clarify their
life-time goals, considering why and
how they should pursue such goals. A
pivotal issue is exploring how it is pos-
sible for human beings to live in a soci-
ety where everyone is pursuing their
own personal goals. From this question
evolves the imperative to live the moral
life, of cooperating with others to
achieve well-being for all. Teaching and

The Profession of Dentistry II — Second-Year Course

O Ethics in Clinical Dentistry: How do dentists interact with their patients for
the good of both?

o The Patient as a Person: What are appropriate attitudes toward patients?

o The Virtues in Professional Ethics: What is the relationship of virtue to
behavior?

The Ethics/Duties of Dentists: What specific duties do dentists have to
patients in the clinical setting?

Informed Consent: How do I gain a patient's valid consent to benefit
their oral health?

Confidentiality: How far does the dentist's obligation to respect the
privacy of the patient extend?

To Treat or Not Treat: To what extent may a dentist exercise preference in
whom to and whom not to treat?

The Responsibilities of Patients: What are the duties of patients to
their dentists?
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The Profession of Dentistry III — Third-Year Course

o Justice and Jurisprudence: How do society and dentistry interact for the
good of the public and the profession?

o Relationship of the Profession and Society: What metaphor or model
can we use to best understand the relationship of dentistry to society?

o Contextual Framework for Law: What is the role of law in American
democracy?

o Contract Law and the Dentist-Patient Relationship: What commitments
are made when entering into the dentist-patient relationship that are
enforceable by law?

o Torts and the Dentists: What "rights" do patients have when "wronged"
by their dentists?

▪ Justice and Health Care Allocation: What is just in allocating health care?

• Appropriating Justice Between Dentistry and Society in Kentucky: What
are Kentucky's laws governing the practice of dentistry?

learning then move to the extraordinary
moral duties of being a dentist. The na-
ture of the profession is carefully con-
sidered, drawing on the literature of his-
tory and sociology. The extraordinary
ethical conduct required in becoming a
member of a learned profession, such
as dentistry, is explicated based on the
social covenant professions have with
the public.

Ethics in Clinical Dentist'''. During the
second year, student dentists grapple
with the question, "How do dentists in-
teract with their patients for the good of
both?" In this course, future practitio-
ners consider the unique duties of den-
tists including: respecting patients as ends
in themselves, not merely means to our
ends as dentists; the importance of clear
and reciprocal communication with pa-
tients; and how dentists can respond to
patients empathetically. Benefiting pa-
tients with the highest quality of care is
advanced as a moral imperative. Yet,
students consider the obligation of den-
tists to respect their patients' autonomy
as a critically important moral principle.
Discussion focuses on ways in which
dentists can ensure patients' full partici-
pation in clinical decision-making. Meth-
ods for gaining an informed consent to

care are role-played. An interesting and
lively discussion is always precipitated
with the question "To what extent may
a dentist exercise preference in whom
to and whom not to treat?" Issues asso-
ciated with treating culturally diverse,
economically deprived, medically com-
promised, and generally difficult patients
are discussed. The course also considers
patients' responsibilities to dentists — a
welcomed balance. In this course and
throughout the curriculum, small discus-
sion groups are used, with faculty
members facilitating consideration of
ethical issues derived from case sce-
narios. This methodology permits stu-
dent dentists to become actively en-
gaged with the topic and to appreciate
the practical relevance of ethics to clini-
cal dentistry.

Justice and Jurisprudence. Issues of ethics
are ultimately grounded in the principle
of justice: what is fair. Jurisprudence is
best taught and understood in the con-
text of law approximating and appro-
priating the ethical ideal of justice. This
matter is addressed in the third year of
the curriculum. The question is raised,
"How do society and dentistry interact
for the good of the public and the pro-
fession?" Students struggle with issues

of fairness in the complex relationship
between society and the profession and
between the individual patient and den-
tist in the caring relationship. The con-
cept of covenant is used as a metaphor
for understanding the nature of these
relationships. As the covenant relation-
ship is regulated and monitored by so-
ciety, contractual obligations enforce-
able by law are discussed, as is the issue
of torts or wrongs suffered by either
party in the relationship. Student den-
tists also study the problem of justice in
allocating health care and consider dif-
ferent systems for ensuring that all
members of society have access to a
reasonable level of oral health.

The Otganized Profession. In year four,
the curriculum focuses on the orga-
nized profession and its role in profes-
sional ethics. Professionals organize
their efforts to benefit society. Some
benefits require professional action only
attained through concerted effort. In
this course, the question is asked, "How
do dentists interact with one another?".
Students are introduced to the history
of dentistry as a profession, including its
development through the twentieth
century. The structure, functions, and
benefits of organized dentistry are out-
lined. A particular focus is professional
self-regulation. The American Dental
Association's Principles ofEthis and Code of
Professional Conduct is examined closely
and used as a guide for discussing prac-
tical implications of professional ethics.
Peer review, disciplinary hearings, and
professional sanctions are considered.
The question of why and when dentists
should challenge the integrity of their
colleagues is debated. In this context,
the ethics of "whistle blowing" is con-
sidered. The course and curriculum
conclude the week of graduation with
an assessment of the future of dentistry
and the important role each new
graduate can play in ensuring the
profession's future by serving the pub-
lic faithfully and fairly.

The Learning Laboratory
Individuals learn moral values and
moral behavior through experience,
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that is, interacting with others. A peda-
gogical approach that relies on class-
room exchanges alone likely will not be
successful in achieving the intention of
the "Profession of Dentistry" curricu-
lum. To be appropriated personally,
professional ethics must be directly ex-
perienced through life with members of
the college community and through the
policies and practices of the college as
an organization. Teaching through per-
sonal example and role modeling are
powerful instructional tools. An ap-
proach to collegiate life that relies on ex-
ternal authority and fear of punishment
to ensure moral integrity will not have
the effect of developing dentists with en-
lightened ethical judgment and a per-
sonal commitment to the moral life.

As a consequence, the college devel-
oped a Code of Professional Conduct and
Academic Responsibility to engage student
dentists and faculty in the moral life of
the college and to provide a vehicle for
professional self-regulation. Through
understanding of and commitment to a
codified standard of behavior, mem-
bers of the college participate in an ex-
periential laboratory for transmitting and
learning principles of professional ethics
and responsibility. Integrity is an essential
professional quality and self-governance
is an important professional responsibil-
ity. The college's code becomes a means
to guide and govern behavior within
the college community.

The linkage of the curriculum to a
code of academic and professional re-
sponsibility, integrated with the Univer-
sity of Kentucky Medical Center's Pro-
fessional Behavior Code are significant
features of the approach to professional
ethics. The college's code includes be-
havioral standards for health profes-
sionals, adopted by the broader medical
center community. These standards are
drawn from the practice acts of the
health professions. Generally, the stan-
dards address actions that would violate
the tenets of being a professional and
cause damage to the covenant between
the health professions and the public.
Specific examples of such behaviors are:
endangering patients or the public; de-

ceiving, defrauding, or harming the
public; failure to maintain confidentiality;
falsification of health records; abuse of a
controlled substance or drug, and
chronic or persistent use of alcohol. The
scope of the college's code includes
academic infractions, such as plagiarism,
cheating, and falsification of academic
records, as well as misconduct in re-
search. Non-academic infractions, such
as theft and lying are also addressed.

The design and scope of the Code of
Professional Conduct and Academic Repot/si-
b*/ are comprehensive and intended to
address professional life and its associ-
ated responsibilities. Combining the
college's code with the professional eth-
ics curriculum enables the College of
Dentistry to integrate its expectations
for professional development with the
larger medical center and university
communities.

Conclusion
The University of Kentucky's "Profes-
sion of Dentistry" curriculum offers
students a comprehensive introduction
to the ethics of the profession of den-
tistry and affords graduates four years
of experience in living the life of a self-
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governing, responsible professional per-
son. The college's "Profession of Den-
tistry" curriculum, its Code of Professional
Conduct and Academic Reiponsibi§#, and its
spirit of community offer responsible
leadership for the important topic of
professional ethics. What is more basic,
more important, or of more ultimate
concern than, "how should we to
live...and why?"
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The Profession of Dentistry IV — Fourth-Year Course

0 The Organized Profession: How do dentists interact with one another?

o A Retrospective on Teeth: How has humankind historically treated oral
problems?

o Development of the Profession of Dentistry in America: How has
dentistry emerged as a profession?

▪ Architecture of the Profession: How is the profession organized today?

▪ The ADA Principles of Ethics and Code of Professional Conduct: What
are the profession's standards of self-regulation?

▪ Professional Self-Regulation: How do dentists work with one another to
preserve the relationship of the profession with society?

o The Ethics of Whistle Blowing: Why and when should dentists chal-
lenge the integrity of their colleagues?

o The Future of Dentistry: What can I expect in my professional future?
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A New Paradigm for Increasing
Access to Dental Care:
The Oregon Health Plan

Lester E. Block, DDS, MPH, and James R. Freed, DDS, MPH

Abstract
The Oregon Health Plan, one of the most controversial health care proposals to
emerge in recent years, was implemented on February 1, 1994. The plan's
intent was to control cost and increase access to health care for Oregon's low-
income and Medicaid population. A key feature was limiting covered services to
a state-approved list created by an open public process. Services were ranked
from most important to least important, with covered services to be determined
by available funding. For the first time, the listing included a merged set of
medical and dental services, with many dental services ranked higher than
medical services. Oregon's Medicaid program, which previously did not cover
any adult dental care, now has one of the most generous set of Medicaid dental
benefits in the United States. From the perspective of increasing access to dental
care, this article suggests that the dental profession should re-examine its current
policy supporting the separation of medical and dental benefit packages.

0
 ne of the most controver-
sial health care proposals
to emerge in recent years
is the Oregon Health Plan,

often referred to as the Oregon
Health Care Rationing Plan. The plan
arose in response to two major societal
health policy concerns: the high cost of
health care, and the lack of access to
care for some segments of the popula-
tion. Oregon experienced both prob-
lems, with the cost of Medicaid grow-
ing at double-digit rates for a decade'
and 450,000 individuals without health
insurance.2

The Oregon Basic Health Services
Act of 1989 was intended to expand
access to health insurance by targeting
three segments of the uninsured popu-
lation: those with incomes below the
federal poverty level, including the
Medicaid population; those unable to
purchase health insurance because of a
pre-existing health condition; and those
who are employed but with no em-
ployer-based health insurance.3 Expan-
sion in coverage was to be achieved by
limiting coverage of services to a state-
approved list. The most publicized as-
pect of the plan has been the limiting or

rationing of beneficial care, which elic-
ited considerable comment in the medi-
cal literature." There has been limited
analysis of the dental aspects of the plan,
although it dramatically altered dental
care benefits in the state. For the first
time, dental and medical services were
combined into a single set of health care
services.

This paper first describes the
method used to prioritize health services
within the "Standard Benefit Package,"
the cornerstone of the Oregon Health
Plan. It defines the health care services
necessary to achieve and maintain good
health and, by excluding some services,
serves to control the cost of health care.
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Second, the paper describes which den-
tal services are included and where they
rank in comparison to medical services.
Third, the paper analyzes the dental
health policy significance of the plan
with respect to access to care.

Method Used to Prioritize
Health Services
The Oregon Basic Health Services Act
of 1989 created a Health Services Com-
mission charged with developing a list
of health services ranked by priority,
from the most to the least important.
The criteria used to determine which
services to include and their priority
ranking were: (a) effectiveness of treat-
ments; (b) cost and benefit of treat-
ments; and (c) the value placed on the
treatments by the public.° Mental health
and chemical dependency services were
not included in the original list but were
added in 1992.10

The Health Services Commission
consisted of eleven members including
five physicians, four consumers, a pub-
lic health nurse, and a social services
worker. There was no dentist on the
commission. The commission grouped
services into one of seventeen categories
of care based on effectiveness, cost, and
benefit of treatments. Services in Cat-
egories 1-9 were considered "essential,"
those in 10-13 "very important," and

14-17 were "valuable to certain indi-
viduals." Services first were ranked
within categories, but in the final list
were moved up or down based on
public values and commissioner judg-
ment. Thus, "essential services" could be
ranked lower than services in the "very
important" category.'

The commission used several ap-
proaches to gather public comment.
There were forty-seven community
meetings, twelve public hearings, and a
telephone survey of 1,001 individuals.'

The commission published its first
list of services on May 1, 1991 which in-
cluded 709 items, each representing a
"condition/treatment pair."11 For ex-
ample, a medical condition, such as
bone fracture, was paired with a treat-
ment, such as reduction of the fracture.
Each pair was listed using the Interna-
tional Classification of Disease (ICD)12
for the condition and the American
Medical Association's Current Proce-
dural Terminology (CP1)13 for the
treatment. For dental conditions, treat-
ment was indicated by the Current
Dental Terminology (CD1).14

Once the 709 condition/treatment
pairs were created, a projection was
made of the cost to fund the complete
list for the current Medicaid eligibles
plus the estimated 120,000 individuals
who fell at or below the federal poverty

Manuscripts

level. The legislature determined that
enough funding was available only to
pay for 587 of the 709 listed items.'

Since the plan would affect the
Medicaid population, it could not be
implemented until a waiver was granted
from the Health Care Financing Ad-
ministration (HCFA). HCFA initially
turned down Oregon's request to
modify its Medicaid program. The ba-
sis for the denial was that the Health
Plan violated the Americans with Dis-
abilities Act because Oregon used a
quality of life measure which was as-
sessed using a public opinion survey.
Advocates for the disabled argued that
the public was biased on the quality of
life of the disabled, especially where the
disability would remain after treatment,
and this bias led to a lower rating of ser-
vices for persons with disabilities.15

In response to the denial by HCFA,
Oregon devised a revised list which did
not use the survey data and did not
consider quality of life. The revised list
of 688 items, published in October,
1992,16 was resubmitted to HCFA. The
plan was approved with some condi-
tions and restrictions in March, 1993.17
A third list, produced on April 19, 1993,
included several revisions and an expan-
sion to 696 items. In this revision, the
term "condition" in the condition/
treatment pairing was replaced by "di-
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Table 1. Preventive Dental Services Authorized Under the
Oregon Health Plan — Line #280.

CDT Code
00110
00120
01110
01120
01201
01203
01351
05986

Comparison Medical
Line
#291
#300

Service 
Initial oral examination
Periodic oral examination
Prophylaxis - adult
Prophylaxis - child
Topical fluoride-child (including prophy)
Topical fluoride-child (no prophy)
Sealant
Fluoride gel carrier

Services
Service 
Non-insulin dependent diabetes mellitus
Cardiac arrhythmia

agnosis." Some technical changes were
made in April, 1993, and this list was in
place when the program began on Feb-
ruary 1, 1994.18 Of the 696 services on
the prioritized list, the Oregon legislature
appropriated funds to pay for 565.19
The following analysis is based on the
plan when it was inaugurated on Febru-
ary 1, 1994.

Coverage of Dental Services
Because there are only 696 diagnosis/
treatment pairs, the Oregon Prioritized
List of Health Services uses broad cat-
egories, including a number of different
services under a generic diagnosis head-
ing. For example, some diagnoses are
described only as "dental services" and
over 90 Current Dental Terminology
treatment numbers are included. Rather
than describe every service, selected ex-
amples from each diagnosis/treatment
pair are used to convey the type of ser-
vices covered. Some conditions which
may be treated by either dentists or
physicians are not included. These in-
clude facial fractures, cleft lip or cleft
palate, and cysts of oral soft tissues. To
illustrate the relative importance placed
on the dental services as compared to
medical services, selected medical ser-
vices at similar rankings are presented.

The Prioritized List of Health Ser-
vices uses line numbers to represent the
rank order of the diagnosis/treatment

pairs with #1 the most important and
line #696 least important.

The first dental diagnosis/treatment
pair to appear on the list is "preventive
dental services," at line #280. As shown
in Table 1, covered services include ini-
tial and periodic oral examination, pro-
phylaxis for children and adults, topical
fluoride for children, and sealants. Ex-
aminations and prophylaxis are limited
to once every six months; topical fluo-
ride can be provided once every six
months for recipients through eighteen
years of age. Sealants are covered for
permanent molars only for children fif-
teen years or younger." These dental ser-

vices rank just above medical therapy
for non-insulin dependent diabetes
mellitus (#291) and cardiac arrhythmias
(#300).

The next dental diagnoses are at lines
#330 and #331. "Dental caries
(periapical infection)" is #330 and the
treatment specified is CPT 41899, "un-
listed procedure, dentoalveolar struc-
tures." "Dental services (e.g., infec-
tions)" is at line #331, with treatment
described as "restorative dental ser-
vice."
A list of representative treatments at

line #331 and their Current Dental Ter-
minology numbers are shown in Table
2. These are episodic procedures for re-
lief of pain and infection, such as extrac-
tions, incision, and drainage. Pulpotomy
is included as are denture adjustment,
denture repairs, and recementation of
crowns and bridges. These dental diag-
noses rank below medical and surgical
treatment for non-orbital cellulitis
(#328) and above treatment for abscess
of bursa or tendon (#332) and abscess
of prostate (#333).

The next dental services are at lines
#478 "dental services (e.g., dental caries,
fractured tooth)" and #479 "dental ser-
vices (e.g., insufficient room to restore
tooth)." Over ninety CDT Procedure
Code numbers are listed for these two
lines, which encompass most basic den-
tal treatment. Line #478 (Table 3) in-

Table 2. Dental Services (e.g., Infections) Authorized Under the
Oregon Health Plan — Line #331.

CDT Code
00130
07110
07120
07130
07210
07510-20
09110

Service 
Emergency oral exam
Single tooth extraction
Each additional tooth
Root removal-exposed roots
Surgical removal of tooth
Incision and draining of abscess
Palliative (emergency) treatment of dental pain-
minor procedures

Comparison medical services
Line Service 
#328 Non-orbital cellulitis
#333 Abscess of prostate
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Table 3.Dental Services (e.g., Dental caries, fractured tooth)
Authorized Under the Oregon Health Plan — Line #478.

CDT Code
02110-31
02140-61
02330-35
02930-31
03310-30

04341

07220-50
07285-86

Comparison medical
Line
#477
#481

Service 
Amalgam restoration primary teeth
Amalgam restoration permanent teeth
Resin restoration, anterior teeth
Pre-fab stainless steel crown-primary/permanent
Root canal excluding final restoration (anterior,
bicuspid, molar)
Periodontal scaling and root planings per quad-
rant
Removal of impacted teeth, soft tissue and bony
Biopsy of hard or soft tissue

services
Service 
Acute conjunctivitis
Foreign body in ear and nose

dudes amalgam, resin, and stainless steel
restorations for primary and permanent
teeth; anterior, bicuspid, and molar root
canal therapy; periodontal scaling and
root planing, and removal of impacted
teeth. Root canal treatment is not al-
lowed for third molars and is limited to
permanent teeth with a favorable prog-
nosis. Periodontal scaling and root plan-
ing is allowed once every two years?)

Line #479 (Table 4) includes cast
crowns, including porcelain fused to
metal, pontics, crown buildups, cast
posts, denture relines, tissue condition-
ing, gingivectomy, and root canal
retreatment. Crowns and bridges are
limited to anterior permanent teeth only
and recipients must be sixteen years of
age or older. Bridges are limited to four
units including abutment teeth. For pos-
terior permanent or primary teeth,
stainless steel crowns are permitted.m
Medical diagnoses approximating these
lines are acute conjunctivitis (#477), for-
eign body in ear and nose (#481), hear-
ing loss over age of three (#482), and
reconstruction of disorder of the shoul-
der (#483).

Surgery for symptomatic impacted
teeth is at line #495 and interdental wir-
ing for avulsion of teeth is line #496.
"Dental services (e.g., tooth loss)" is at
line #499 and the services covered are

space maintenance, gingival flap proce-
dures, including root planing, complete
and partial dentures, and open and
closed reduction of maxillary and man-
dibular fractures (Table 5). Removable
cast metal and resin prostheses are lim-
ited to recipients age sixteen or older.
The nearby medical diagnoses are
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medical therapy for parasitic infestation
of the eyelid (#494) and fracture of one
or more phalanges of the foot (#500).

The next three lines containing dental
care are #508 (exfoliation of teeth due
to systemic causes), #510 (retained den-
tal root), and #511 (specific disorders
of the teeth and supporting structures).
A variety of treatments are listed using
CPT rather than CDT numbers. The
services include excision of fibrous
tuberosities and osseous tuberosities,
alveolectomy, and excision of lesions or
tumors. Medical services at this level are
treatment for osteoporosis (#504) and
medical and surgical treatment of carpal
tunnel syndrome (#513).

Line #535 is described as "dental
services (e.g., malpositioned tooth)."
Although the diagnosis includes "mal-
positioned tooth," no orthodontic ser-
vices are listed. A variety of services is
included such as acrylic partials, labora-
tory reline of complete dentures, re-
moval of exostosis, and frenukctomy.
Treatment of candidiasis of the mouth
is at line #542.

Treatment of atrophy of edentulous
alveolar ridge is line #548. Again, a van-

Table 4. Dental Services (e.g., Insufficient room to restore tooth)
Authorized Under the Oregon Health Plan — Line #479.

CDT Code
02751

03346-48

04210-11
05730-41
06211-12

06241-42

06751-52

06791-92

Service 
Crown, porcelain fused to predominantly base
or noble metal
Root canal retreatment (anterior, bicuspid,
molar)
Gingivectomy or gingivoplasty
Reline complete and partial dentures
Pontic, cast predominantly base or noble
metals
Pontic porcelain fused to predominantly base
or noble metal
Crown, porcelain fused to predominantly base
or noble metal
Crown, full cast predominantly base or noble
metal

Comparison medical services
Line Service 
#482 Hearing loss - over age of three
#483 Reconstruction of shoulder disorder
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Table 5. Dental Services (e.g., Tooth loss) Authorized Under the
Oregon Health Plan — Line #499.

CDT Code
01510-25
04220

04240

05110-40

05213-14
05936
07270

07710-80

Service 
Space maintainer fixed or removable
Gingival curettage surgical per quadrant by
report
Gingival flap procedure including root planing
per quadrant
Complete upper and lower and immediate
upper and lower denture
Upper and lower partial denture, cast metal base
Obturator prosthesis
Tooth reimplantation or stabilization of acciden-
tally avulsed or displaced tooth or alveolus
Maxilla and mandible open reduction, closed
reduction

Comparison medical services
Line Service 
#500 Fracture of one or more phalanges of the foot

ety of treatments is listed using CPT
numbers. Services include bone grafts,
partial and complete subperiosteal im-
plants, and endosteal implants (e.g.,
blade and cylinder) to reconstruct the
mandible or maxilla. Vestibuloplasty is
included in this line item.

TMJ splints for TMJ disorder are at
line #555. This ranks just above medical
therapy for non-sexually transmitted
urethritis and inflammation of lacrimal
passages.
No dental services are listed below

#565, the last funded line item.
surgery for TMJ disorders (#666) is ex-
cluded as are orthodontia, and a num-
ber of dental services described as
"dental services (marginal improve-
ment)" (#678). Services such as topical
fluoride for adults, apicoectomy, three-
quarter crowns, tooth transplantation,
application of desensitizing medica-
ments, and occlusal adjustment are ex-
cluded. Examples of medical diagnoses
not covered include acute tonsillitis
other than beta-streptococcal (#644),
acute upper respiratory infections and
common cold (#647), pharyngitis and
laryngitis (#651), and cancer of various
sites with distant metastases where treat-

ment will not result in a 5% five year
survival (#672).

Health Policy Implications
The goals of the dental profession in-
clude providing services for a larger
segment of the population than cur-
rently receives care, and for "oral health
to be considered an integral part of the
overall primary health care of an indi-
vidual."21'22 Over the past thirty years the
percentage of individuals having at least
one dental visit per year increased from
37% in 195823 to 57% in 1989.24 How-
ever, there remains much to do to in-
crease access, particularly among groups
without insurance. One likely cause of
low utilization of dental care services is
the lack of insurance, with only about
38% of the population covered by
some form of dental insurance24 com-
pared to about 89% with medical cov-
erage in 1989.25 This disparity in cover-
age indicates, to a large extent, that oral
health care still is not considered an inte-
gral part of health care.

The Oregon Health Plan deserves at-
tention by dental policy analysts because
of its dramatic effect on improving
dental coverage for hundreds of thou-
sands of individuals. Prior to imple-

menting the plan, Oregon's Medicaid
program provided no dental coverage
for adults. Oregon now has one of the
most generous dental Medicaid benefit
packages in the country, including cov-
erage for services such as endodontic
treatment, scaling and root planing,
along with basic preventive, restorative
and prosthodontic services. Cast
crowns and bridges are included with
limitations. Further, over 100,000 indi-
viduals not previously covered by Med-
icaid were brought into the plan and
provided dental coverage.

From a public policy perspective, it
appears the most reasonable explana-
tion for this change was the process
used by Oregon in revising its Medicaid
program. The central feature in that
process was inclusion of both dental
and medical services in the same benefit
package. The decision to develop a
"Standard Benefit Package" meant that
dental services had to compete with
medical services for inclusion. The com-
petition took into account the effective-
ness, the cost and benefit of treatment,
and the public's value of the treatment.
The final ranking of dental services in
Oregon indicates dental care services
compare favorably with many medical
services which suggests dental treatment
is regarded as effective, cost beneficial,
and valued by the public. As one news
report indicated, "It emerged that Or-
egonians placed a high value on certain
services: prenatal care, dental care, and
hospice care, for example, all ranked
high, and all are included in the Oregon
package."26

That dentistry fared so well in this
competition should lead to examining
dentistry's policy on combining medical
and dental benefits. Although there is a
policy to integrate oral health as part of
overall primary care, the fundamental
approach of organized dentistry with
respect to coverage of dental care has
been to have dental services considered
separately from medical services. The
Task Force on Access, Health Care Fi-
nancing and Reform of the American
Dental Association concluded, "Dental
benefit programs should continue to be
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treated separately from hospital-medi-
cal-surgical benefit programs?"27 The
Association's testimony to the House of
Representatives on health care reform
was, "The Association urges a soarately
administered and delivered dental ben-
efits program under Medicaid..."28

The Coalition for Oral Health,
formed in response to proposals for
health care reform, sought to include
dentistry in health care reform, but did
not specifically call for merging medical
and dental services into one package.
The coalition stated, ̀ We believe that a
basic package of preventive and pri-
mary health care benefits, including
comparable oral health benefits, should
be required to be avail2ble to all Ameri-
cans as part of both public and private
insurance programs, and should be
available in both private and commu-
nity-based settings."29 The services sug-
gested by the coalition for inclusion
were primarily preventive services,
emergency care, restorative services ex-
cluding metal casting, non-surgical peri-
odontal services, and full dentures with
partial dentures to be phased in as rap-
idly as possible. The coalition con-
cluded, "It is essential that oral health
benefits be considered no differently
than any other form of health care."29

It is important to note that although
the coalition supported a plan which in-
cluded dental services, it recommended
the inclusion of a very limited set of den-
tal benefits. Presumably, this was done
in the belief that if the coalition pro-
posed more comprehensive coverage
there was a much greater risk that den-
tal services would be totally excluded
from the final plan. This may have been
the case if inclusion of dental benefits
was viewed as an add-on. When dental
benefits are considered in this way, they
are not considered on their merits rela-
tive to the non-dental benefits, as was
done in Oregon. As a result, they often
are not part of the overall package and
are only included after the non-dental
benefits are decided.

Thus, both the ADA and the Coali-
tion for Oral Health took positions
which would result in a more limited set

of dental benefits than now appears in
the Oregon Plan, a plan devised by
non-dentists. The ADA viewed dental
services as "discretionary" and the
coalition's proposal would have resulted
in including only the most basic of den-
tal services, although it stated that the
oral health of thousands of citizens
would benefit from providing other
dental procedures (e.g., crowns, bridges,
and removable partial dentures).29 The
coalition took this position although it
began by asking "...why should we ac-
cept exclusions based on parts of the
body?"29

Given the goal to increase access to
care and the importance of insurance in
achieving this, it seems the reason to
keep dental benefits separate from
medicine is the belief this will lead to
greater coverage of dental services. This
belief must be examined in light of the
Oregon experience. When dental cover-
age is developed under a separate ben-
efit package, it is usually added after
implementing the medical plan, and
then only if additional funding becomes
available. In addition, a dental plan
standing on its own can be a convenient
target for budget cutters faced with two
distinct programs and who elect to
eliminate or drastically reduce one with-
out considering the relative importance
of the services. A program seen as an
add-on to an existing program is more
likely to be reduced or eliminated.

As an example of the potential vul-
nerability of separate dental benefits
packages, a survey of 357 benefits man-
agers and human resources officers of
medium-sized and large employers was
conducted in 1993 to determine
whether they would maintain their den-
tal coverage if health care reform were
enacted. Thirty-five percent responded
they were "not at all likely" to continue
to offer dental coverage as a supple-
ment to President Clinton's standard
benefit package which included only
emergency dental care for adults."

Another example of the vulnerability
of separate dental benefit packages was
the recent threat of a $70 million Med-
icaid funding cut in New York state. An
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early target for elimination was non-
emergency adult dental care. While a
concerted effort on the part of several
dental organizations before the state leg-
islature resulted in continuing that care,31
the dental program in New York was a
visible target for elimination.

Until recently, Oregon exemplified
the same phenomenon. The Oregon
Medicaid program had an adult dental
program. When a budgetary shortfall
occurred in 1991, all adult Medicaid
dental care including emergency care
was eliminated, making Oregon the
state with the lowest adult dental benefit
Medicaid program in the country. This
contrasts sharply with what occurred af-
ter the plan was implemented. When it
was determined that the original fee
schedule for the capitation portion of
the dental program had been compiled
with rates that were too low to attract
enough dentists to participate in the
program, the Oregon Health Services
Commission increased fees by 40% in
September, 1994." Dental services were
not reduced to fund the increase in fees.
The additional $3.7 million required to
fund the program was found within the
$400 million overall health plan," and
there was no reduction in the dental
benefit. Like many states, Oregon cur-
rently is having a budget short-fall.
Some cuts in the Medicaid program
may result," but these will be from the
bottom of the priority list and will not
target dental services.

Conclusion
Following the recent policy discussions
engendered by the proposed Health In-
surance Act of 1994, it is especially im-
portant for the dental profession to ex-
amine its policy regarding integrating
medical and dental care benefits in
health insurance programs. For the den-
tal policy makers who previously op-
posed including dentistry as an integral
part of a national health care program
due to concern that dental benefits
would be diminished, the Oregon ex-
perience suggests otherwise.

The significant improvement in den-
tal coverage as a result of the Oregon
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Health Plan is perhaps best captured by
the experience of a young rural female
Medicaid patient during a visit to her
physician just prior to the plan's imple-
mentation. The patient requested an ap-
pointment for a routine physical and the
removal of several moles on her neck
- a benign cosmetic procedure then
covered by Medicaid. During the physi-
cal, the patient revealed a common ail-
ment of the rural poor - a significant
number of decayed teeth. Her physician
asked if she had considered having her
decayed teeth "repaired." "I'd love to,"
she said "but Medicaid won't cover
them." The physician informed her that
removal of the moles would not be
covered after implementation of the
plan but that dental care would be cov-
ered. ̀ With the money we save by not
removing your moles," the doctor said,
"we can pay for your teeth."34
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Student Views of
Professional Ethics

T
he emphasis of the American College of Dentists on professional ethics
often takes the form at the section level of consulting and presenting
programs at dental schools, or sponsoring essay competitions for students.

In this issue, we present four winners of student essay competitions — one from
Georgia, two from Indiana, and one from Oregon. We thank Fellows Manuel
Weisman, Charles Kerkhove, and George Ronning for identifying and forwarding
these essays.

There is a freshness and optimism in the views of these young professionals.
They are a joy to read.

Ethics and the Student Dentist

J. Michael Long
School of Dentistry
Medical College of Georgia

For the dental profession to remain
as one of the most trusted professional
groups, we must inspire patients that
their best interest is paramount. The
ethical standard applied in dentistry re-
quires the dental student to live by this
code from the first day of his career.
How does the student know the way
to act to benefit his patient — the pro-
cess is learned. Where are we if this ethi-
cal standard is abused by those in au-
thority as opposed to being reinforced
in the minds of students?

At what point in a dental student's
career is the responsibility of a patient's
welfare shifted to the student? How
easy it is to hide the smallest flaws in
dental work instead of admitting to
them and seeking to solve the problem.
In the past four years, we had course-
work to empower us to become "ethi-
cal dentists," but when and how does
the transition take place? For seniors, the
role of faculty in the clinic is very differ-

ent from previous years as we are given
a good deal of freedom to make our
own decisions. This new freedom often
presents us with a dilemma of sorts of
how to work for the patients to pro-
vide the acceptable clinical standard. Ev-
ery June the squeeze is felt to complete
requirements, take boards, and plan to
start work — all within a short period
of time. But where do the patients fit in
the scheme of things? Are they some-
times given less than adequate treatment
simply to satisfy the requirements of a
department?
How shall we as professionals gov-

ern ourselves? What is our standard to
judge all actions as living up to the high-
est ethical standard? Ethics is the system-
atic study of what is right and good
with respect to conduct and character)
In each person's mind, he must seek out
and discover what is right and good
with respect to how to conduct life and
by what character he will be known.
This ability is learned throughout life
and must be a constant focus in his
mind. Any process or experience en-
graved in a dental student's mind is
there as a result of learning. What we see
is what we do; which is a familiar text
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used since childhood. The moral re-
sponsibility each student has must be
learned from someone who is usually
within the dental school setting. Dental
ethics is an application of ethical rules
and principles to the practice of den-
tistry.' Would it be called ethical when a
professor comes to the operatory, sits
down, and proceeds to "work" on a
patient in a harsh, abusive way? What is
the learning process here? Will this be
the manner in which a dental student
learns to treat his patients in the future?

Where must the process begin to as-
sure all dental students will live up to the
highest ethical standards? Is it the re-
sponsibility of those admitting students
into the school to evaluate every aspect
of the applicant's ethical upbringing? Is
the first week of dental training the ap-
propriate time to instill all of the ethical
standards to live by for a person's ca-
reer?

One day in the Fall quarter of my se-
nior year, I was preparing a Class II
amalgam preparation when I noticed I
had slightly nicked the adjacent gold
crown. The dilemma arose — should I
leave the small area alone, for I was
working on my own, or should I
smooth and repolish the area? The
choice was easy. Here was a patient put-
ting all of her trust in me to provide the
best care possible. The decision was
mine, and I repolished the tooth.

In today's society, there are no safe-
guards to insure that those who begin
their careers as dental students will pro-
ceed to carry the highest regard for the
welfare of their patients. There must be
a time of freedom to branch out and
discover one's own talents and rapport

Journal of the American College of Dentists Spring 1996 37



Student Views

with patients as their sole dental pro-
vider.

In the dentist-patient relationship, the
patient regards the dentist with the high-
est esteem and trusts all decisions made
by the dentist. What is the motivation
for the dentist to act and what will be
the moral implications of these motiva-
tions? The America Dental Association
states, "...the ethical statements which
have historically been subscribed to by
the dental profession have had the ben-
efit of the patient as their primary
goal."' For all that dentistry is worth, the
benefit to the patient is paramount.
Dentists are not factory workers with
patients "corning down the line" to be
worked on like a machine. These are
human beings, the same as the dentists.

Every dentist must constantly ask
himself if he is working for the benefit
of the patient, this is a thought process
that begins in dental school. Now is the
time to examine the decisions being
made and to think if the principles
taught in school are being adhered to or
if, perhaps, those ideals have lost their
significance in the race to become a
dentist.
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The Ethical Consequences of
Health Core Reform

T. Ryan Jackson
School of Dentistry
Indiana University

During the past year, political aware-
ness in the United States was elevated to
heights rarely seen outside of wartime.
Issues such as fundamental political be-
liefs and economic policies were among
the topics debated; but no single issue
influenced this enhanced consciousness
more than health care reform. Opinions
from constituents overwhelmed elected
officials and they realized that the issue
was too important not to listen.

As a result, the issue was tabled for
further review. Although no proposal
was instituted, the topic is far from
dead. Health care reform will undoubt-
edly return in some form or another. In
the future, the dental profession must
prepare to deal with the almost inevi-
table changes that reform will bring.
These changes will likely affect many as-
pects of dentistry including the ethical
considerations that must be addressed if
practices are to maintain a high standard
of care.

The proposed system of health care
reform featured cost containment ef-
forts pointing toward expanded man-
aged care. The field of dentistry is
somewhat insulated from these changes
in that dental insurance features preven-
tion and cost sharing. Rarely does dental
insurance cover more than a portion of
the costs of major restorations, but we
cannot become complacent.' If current
or future legislative powers implement a
system resembling the prevailing ideas,
we will likely see more effect on the de-
livery of dental care.

To see some of the ethical conse-
quences of reform, an overview of
similar systems at work is necessary.
First, it should be noted that according
to a recent NBC poll, 81% of people
are satisfied with the current health care
system.2 Regardless, government feels a
nearly complete overhaul is necessary to
achieve the contemporary goal of uni-
versal coverage.

In a model system in the state of
Hawaii, we can see the problems this
type of plan presents. In 1974, Hawaii
implemented a health care system based
on universal coverage using employer
mandates to accomplish the desired re-
sult. The Hawaiian government required
employers to pay for the health care of
their employees. Initially, the program
worked as planned and the majority of
citizens were satisfied. Since then, man-
dates were added each year and the re-
sults have not been so promising. The
consequence has been yearly double-
digit increases in medical costs, which
led to more problems for the employ-
ers. Between 1980 and 1990, Hawaiian
health care costs rose 191%.2 Businesses
responded by cutting budgets, freezing
expansion plans, and fixing wages.
Many Hawaiians now receive fewer
health care benefits than they did prior
to the implementation of the plan. Cur-
rent statistics show that 11% of Hawai-
ians are still without health care cover-
age, proving that the goal of achieving
true universal coverage was not reached.

Small businesses were the hardest hit
by the ever-increasing control of the
state government. Most cannot afford
to hire anyone new and approximately
40% of employers had to reduce their
total number of employees due to the
increased cost of keeping or adding
employees to their staff.

Ethical concerns should not only in-
clude how we treat our patients, but
also encompass the treatment of em-
ployees. Since we generally categorize
dental practices as small businesses, this
type of effect will be evident. How we
treat our employees is a reflection of pa-
tient treatment. Increased employer
mandates would likely lead to de-
creased employee wages and eventual
loss of jobs on a large scale. We all
want to treat our employees fairly, but
in such a system, the government would
dictate how we handle these relation-
ships. Ethics compels us to respect the
work of our employees and reward
them accordingly.

Another example of a similar health
care system designed to provide univer-
sal coverage, may give us insight to pa-
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tient treatment if our government insti-
tutes a comparable arrangement. This
type of system is currently in effect very
close to our borders, in Canada. Al-
though this type of system would not
be identical to the proposed plan in the
United States, many aspects are similar
and provide a working model of po-
tential problems. In the Canadian sys-
tem, health care is afforded to patients
by facilities or individual health care pro-
viders at the discretion of government,
based on the necessity of care or by
availability. This means patients are not
able to choose their provider based on
personal choice, but rather by geo-
graphical accessibility. Similarly, the pro-
posed system in the United States in-
cluded plans for HMOs that would re-
strict free market choices in the same
way.

The greatest health care system in the
world was built as a result of capitalistic
options allowing patients to seek the
best possible care regardless of geo-
graphical restrictions. The need for con-
tinuing research and development
would be greatly depressed because
equality of care rather than excellence of
care would become the focus. One area
would not be allowed to provide bet-
ter care than another. As a result, ad-
vancements in health care would likely
be repressed. If we believe that our pa-
tients are entitled to the highest standard
of care, how can we justify limited
growth of a system that is constantly
finding better ways to treat patient
problems within the current scheme?

Many believe that the standard of
care would actually fall under the pro-
posed plan. Treating patients in an at-
mosphere of restricted growth creates
ethical dilemmas for the health care
provider. Simply put, better methods of
patient treatment would not be avail-
able under the proposed system in as
timely a manner.

Financial restrictions are another
problem common to the Canadian sys-
tem. Rationing specific treatments such
as radiographs is a typical practice. This
means that certain procedures are only
available to individual patients within an
arbitrary time frame. A patient is not eli-

gible to receive additional diagnostic
care or treatment if the same care was
performed during this period. Health
care providers are fully aware that pa-
tient needs do not follow a specific
timetable. How can we ethically warrant
delaying treatment to a patient because
of a preset timetable?

In the United States, this type of re-
striction may be most evident when fac-
toring the role of insurance companies
into the equation. A similar timetable is
conceivable and the results would be the
same. Insurance carriers may dictate our
treatment. This seems absurd because
insurance companies are not qualified to
provide health care to patients. We are
ethically bound to render the best treat-
ment available, but with the restrictions
of a time frame, adjustments in care
would have to be made in order to
conform to the guidelines.

From the previous example, the
most important ethical concern may
stem from the very basis of the entire
program. A health care program based
on universal coverage eliminates many
of the free market aspects of our cur-
rent system. With the free market struc-
ture diminished, dentists and other
health care providers may, knowingly or
not, be inclined to treat patients in a dif-
ferent manner based on the confines of
the system. It would be nearly impos-
sible to afford every patient the highest
standard of care available. Free market
economics allows patients to seek out
the best care obtainable, but with
choices of providers moderated by
HMOs this process would be hindered.
The result would be decreased incentive
for dentists to excel in their field know-
ing that their patient basis would be
minimally affected by their perfor-
mance.
To best illustrate this phenomenon,

we need only to remember some ex-
amples of monopolies that existed at
one time or another in this country. Al-
though this may be an extreme ex-
ample, some correlations can be drawn
between the two types of systems. Mo-
nopolies were outlawed in this country
for the very lesson stated above. Incen-
tive to provide quality service to con-
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sumers was not a factor in business
proceedings because clientele would not
be effected regardless of how the cus-
tomer was treated.
To a certain extent, the same prin-

ciples apply to the proposed health care
system and the ethical treatment of pa-
tients. We need to aspire to be the best
that we can be in our field, and with
these aspirations, reap the rewards of
our continual search for excellence.
Ethically, these rewards should include
providing the highest possible standard
of care to our patients through every
available channel.

In order to retain the current level of
political awareness, we should consider
health care reform to be in a dormant
stage rather than dead. A complacent
attitude could prove detrimental to the
greatest health care system in the world
and to the patients it serves. This issue
was clearly too volatile to be brought up
at election time. Many incumbents
avoided taking a stand, sensing political
repercussions. Voters are often influ-
enced by the most recent actions of
their elected officials.
To think that the United States can

succeed with a plan that has failed time
and time again in other countries, may
be blind optimism. It is inevitable that
some type of reform will be imple-
mented, but this does not mean that the
dental profession cannot continue to
provide quality care to patients accord-
ing to new stipulations. Practitioners will
learn to adjust in order to excel at the
same level. During this period of adjust-
ment and into the future, we must con-
tinue to consider the ethical treatment of
patients a primary goal to strive for
when we plot our course into the next
century.
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Striving for Professionalism:
Moral Courage in Dentistry

Lynn Moehl McKee
School of Dentistry
Indiana University

'Moral courage is a more rare commodity
than braveg in battle or great intelli-
gence. "John F. Kennedy'

In recent years, it seems morality has
become an even more highly prized
commodity since John F. Kennedy ex-
pressed his opinion in 1963. Today,
society's core is decaying with crime
rates on the rise and a proportional de-
crease in moral behaviors. Ironically, the
more immoral society becomes, the
more precisely ethical codes have been
developed, exercised, and explored in
the professions.

The dental profession in particular
has followed suit and scrutinized its
own ethical cannon in recent years. It
seems this profession is attempting to
rise above society's resignation to moral
mediocrity and is urging its members to
strive for moral might. Although the
dental profession throughout history has
held the highest ethical standards, in re-
cent years a new focus has emerged.
Dental ethics are now related to the
study of the individual's development
of moral beliefs. This has led to the ad-
dition of ethics as a relevant course in
dental education. In addition, pressures
on dentists have enhanced the reevalua-
tion of professional ethics. Legal and or-
ganizational pressures have increased the
necessity for dentists to endeavor in
consciously making ethical decisions in
everyday clinical practice.
To begin, it was once thought that

ethics were a mere inherent quality of a
personage mixed with a bit of com-
mon sense, a dash of parental guidance,
and a sprinkling of religious experience.
However, today's society has proven
that ethics are not developed according
to that recipe. To be a "good" person
today is not just relying on the philoso-
phy of common sense: an ethic "is in-
tensified common sense; it is the con-

densed wisdom of the human race. It
can bring us clarity to help us keep sane
in a world of confusion and hysteria.'

The realization that moralistic beliefs
are not inherent has sparked several
theories and studies on ethical develop-
ment. In fact, "a large body of psycho-
logical research...contradicts the widely
held belief that young adults hold firm
and immutable value systems that dic-
tate the ethical quality of their conduct."'
One such theory by Dr. Lawrence
Kohlberg of Harvard University sug-
gests there are six stages of ethical deci-
sion-making development. The first
two levels involve children before pu-
berty: at these levels children make deci-
sions according to selfish advancement
and avoidance of punishment The third
and fourth stages occur from adoles-
cence to early adulthood in which per-
sons look at the opinions and rules of
other people. In stage four they con-
sider society as a whole when making
ethical choices. This is the level at which
most adults stop developing ethically,
and they function here throughout their
lifetimes.

Stages five and six are only obtained
by a small percentage of the adult
population; stage six includes only 5-
10% of the adult population. These
stage six individuals base their moral de-
cisions upon their own unique set of in-
ternalized, universal standards. "Stage six
involves critical thinking and problem
solving necessary for resolving ethical di-
lemmas in the dental school clinic and in
private practice. It represents the level of
ethics espoused by and aspired to by the
dental profession."' Thus, the highest
level of ethical development is that
which dentists are urged to strive to
achieve.
To further the ethical development

of future dentists, dental educators have
begun to teach ethics as part of certain
dental school curricula. This breaks the
traditional thought that ethics cannot be
taught. However, "ethical strength like
physical strength must be exercised."2
Most of these programs have been suc-
cessful by presenting students with
moral-clinical situations and allowing

them to consider the alternative solu-
tions. Students are taught to look at di-
lemmas by using the five components
of a moral point of view. These consist
of being adequately informed, being
conceptually clear, exercising free deci-
sion, being devoid of bias, and being
impartial.' The goal is to give students
some concrete tools to apply to difficult
moral decisions. These implements will
aid the forever developing dentist in his
or her striving to become ethically clear
in all clinical situations.

One key aspect of teaching ethics is
assisting the professional to recognize
moral circumstances. This ability to dis-
cern the situation as involving ethics is
completely separate from the capability
of moral reasoning. In other words,
"Students may be skilled at interpreting
the ethical dimensions of a situation
(ethically sensitive), but unskilled at
working out a balanced view of a
moral situation (moral judgment), and
vice versa."' This ability of recognition is
imperative to grow with the pro-
fessional's progress because as technol-
ogy expands, more ambiguous ethical
issues will emerge on a regular basis.
The not so obvious capacity to discern a
moral case is just another method to aid
in the ethical endeavor of the dental
professional.

Furthermore, pressures exist upon
the professional that can affect the
moral judgments made when dealing
with patients. Legal pressures coupled
with increased malpractice litigation
against dentists can place the profes-
sional in stressful situations. One ques-
tion that must be asked is, "Are dentists
making ethical decisions based upon
their own moral development or from
legal pressures and the fear of lawsuit?"
The philosophical answer would un-
doubtedly be "the dentist's own highly
developed, internalized set of moral
principles." However, the more realistic
answer is the doctor's worry of being
accused of malfeasance. Laws are
steadfast lists of situations that should
not be breached; this is a simple and ba-
sic approach to ethics. Being an ethically
correct practitioner in the first place will
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undisputedly keep one within the law's
confines. Although these legal codes are
based upon moral codes, the core of
morality in a profession should be de-
rived from the practitioner's personal re-
sponsibility to the patient. Legal codes
should be reserved as guidelines for jus-
tice — not as guidelines for dental prac-
tice. "It is certainly not sufficient to sim-
ply meet strictly legalistic minimal stan-
dards of practice; rather it is necessary to
strive to achieve the highest possible bio-
ethical standards."'

One especially critical and typical
threat to the dentist is informed consent
This aspect of moral legality is highly
complex for the practitioner; it is set
with several pitfalls, but only if the prac-
titioner has not achieved the highest
level of moral growth. The legal defini-
tion of informed consent consists of the
following. 1) The dentist explains the in-
herent and potential hazards of the pro-
posed treatments. 2) The dentist ex-
plains alternatives (reasons for prefer-
ring the proposed treatment). 3) The
dentist explains the risks of having no
treatment at all.° The patient also has the
following set of responsibilities for con-
sent to be informed: 1) The patient
must receive a thorough disclosure re-
garding the proposed intervention. 2)
The patient comprehends this disclo-
sure. 3) The patient acts freely in giving
this consent. 4) The patient is competent
to give this consent 5) The patient actu-
ally consents to the intervention.'

Actually, the entire liability of in-
formed consent is held by the dentist.
The professional is the one that ulti-
mately makes the decision that all of the
professional's responsibilities have been
fulfilled; he or she has done their part in
relaying the information. Also, the den-
tist has to be assured that the patient has
fulfilled all of his or her responsibilities.
All of this must be satisfied before the
dentist physically begins the agreed upon
treatment In the end, the dental profes-
sional holds complete accountability in
the legal concept of informed consent

What's more, the path leading up to
informed consent is twisted with com-
plications. Firstly, the dentist, while ex-

plaining the possible treatments, must be
able to discern if the patient is willing to
digest what the dentist is explaining.
"This means that the dentist must be
able to recognize the patient's need for
information. This is a skill which is as
much a part of dentistry as proper tech-
nique with a handpiece."6 Secondly, the
dentist must be articulate. The dentist
must have "the ability to convey that in-
formation, and this means that a dentist
be skilled in using language." Also, the
dentist must be a shrewd predictor of
the patient's reaction to the proposed
treatment; he must take into account the
patient's fears and views of "dentistry's
inherent handicaps: pain, cost, and inva-
sion of space."' Therefore, a profes-
sional must be a craftsman of "behav-
ioral dentistry, a term which emphasizes
the importance of understanding hu-
man behavior for the practice of den-
tistry."' Most importantly, the dentist
must be able to perceive the patient's
ability to comprehend; the dentist must
be skilled at jumping to whatever dental
I.Q. level the patient can understand.
A conflict will undoubtedly arise in

the communication process between
the dentist being complete and accurate
and being intelligible to the patient The
professional must be skilled in deliver-
ing a balanced message to the patient.
"The ability to strike such a balance is
one of the most important nontechnical
skills which a competent dentist must
have."6 To place the maximal stress on
the dentist, all of the skills must be used
in a very time-constrained environment.
Thus, to be an ethical provider of in-
formed consent, practitioners must
strive to "carefully rethink some of their
routine interactions with patients."'

The last aspect of ethical consider-
ation to be discussed is that of the den-
tal profession's organizational expecta-
tions. These standards are summarized
in the ADA Pnneiples of Ethics and Code of
Pmfessional Conduct. The overriding goal
of dental ethics is the priority of service
to the community and particularly to
each patient member of that commu-
nity. In fact the first principle is "The
competent and timely delivery of quality

care within the bounds of the clinical cir-
cumstances presented by the patient,
with due consideration being given to
the needs and desires at the patient, shall
be the most important aspect of that
obligation."' This is the ultimate obliga-
tion; it is that of altruism.

It is obvious that when one enters a
profession he or she is automatically
taking on a whole set of obligations re-
garding what is to be placed above
personal preference. Entry to the pro-
fession should be structured upon the
comprehension of that profession's
ethical standards along with a conscious
pledge to sustain them. However, this is
rarely achieved before graduation from
dental school.' These obligations should
be taught early in the dental education
system so they may be consciously
practiced throughout the clinical experi-
ence before graduation.

To further complicate the dental
professional role of ethicist, he or she is
pulled in contrary ways because prac-
tices exist in complex professional-eco-
nomic-social environments. This forces
the dentist to form hierarchies of alle-
giances, "...first to patients, second to
themselves as individual agents, third to
their profession, and fourth to their so-
ciety. These competing allegiances exist
in almost every clinical encounter and
their existence often generates clinical-
ethical dilemmas."9

Probably the most common clinical-
ethical situation arises because of eco-
nomics. The exchange of money for
services has historically aroused contro-
versy. Placing the dentist's needs sec-
ondary to those of the patient's is a psy-
chological struggle for the ego; placing
the dentist's economic needs secondary
to the patient's is a physical struggle for
the business. Dentists are expected to
run a business without being preoccu-
pied with business concerns, which are
always selfish in nature. Hence, striving
to be a business person must take into
account professional obligations to ethi-
cal standards.

In conclusion, dental ethics is the
heart of a highly adroit clinical practice.
It has been proven that dental ethics can

Journal of the American College of Dentists Spring 1996 4 I



Student Views

not only be taught but can be practiced
in the dental school education experi-
ence. This will enable dentists to achieve
the highest level of moral judgment ca-
pability which will in turn aid dentists in
dealing with the pressures of private
practice. The dental profession must
struggle to consciously uphold the legal
and organizational ethical command-
ments while placing the individual prac-
titioner below patients in a moral hierar-
chy. To put it simply, ethical expecta-
tions placed on the dental professional
seem so difficult that they may ironically
appear impossible to achieve com-
pletely in today's society. However, per-
haps a more appropriate view of ethics
should be that these codes are sugges-
tions to strive for moral courage in den-
tal clinics and practices everyday.
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Dentol Ethics As I See It

Randall Corey Snow
School of Dentistry
Oregon Health Sciences University

My primary reason for applying to
dental school was to provide top quality
service for the public. At least that is
what I recall saying in interviews and on
application essays. Was I being com-
pletely honest? No. In my mind, mak-
ing good money and having plenty of
time to play golf is what made dentistry
most appealing. Now as a senior dental
student, I am beginning to realize that
real success and lasting satisfaction in the
dental profession are had by adherence
to a stringent code of ethics.

The first principle of ethics in the
dental profession is service to the public
and quality of care. I have always be-
lieved in the saying, "Do unto others as
you would have done unto you." What
would I have done unto me? I want a
treatment plan that best serves my
needs. And if feasible, my desires in
dental care would be served. I want
cpiality dental care. I want to be treated
with respect, gentleness, and compas-
sion. I will continually try to provide
that same care to my patients.

As a dental student, the care I render
to my patients is regulated by faculty. A
common attitude among students is to
find the most lenient instructor to check
off procedures, with hopes of avoiding
more work. Students are elated when
an instructor overlooks or misses some-

thing that they know to be clinically un-
acceptable. Such an attitude is detrimen-
tal to the profession and to the public. I
recall placing an OL inlay on tooth #15
with a questionable gingival margin. I
tried to convince the instructor that I
could pull the gold to close the margin.
I remember the instructor asking me the
million dollar question — "Would I want
the same restoration to be placed in my
mouth?" The answer was clear. No! I
must provide the same quality care to
my patients that I would want. In just a
few short months, upon graduation, I
will not have the luxury of having an in-
structor look over my shoulder. Will the
quality of my provided dental care be
any less?

I have been taught what "clinically
acceptable" means. Therefore I can
govern myself because I know what is
and what isn't acceptable in dentistry.
My best work is above and beyond
what is "clinically acceptable." So, in do-
ing my best, whether or not a proce-
dure is clinically acceptable should not
be in question! As a practicing dentist, I
will have to always do my best whether
someone is watching or not
My desire to attend dental school

began as a desire to obtain things. I real-
ize that dentistry is much more than a
lifestyle of objects. Dentistry is a group
of people providing their best care for
their patients. While there are tangible
benefits to dentistry, such as cars or a
house, the satisfaction of providing ethi-
cal and quality care is a greater reward.

42 Volume 63 Number 1



Jackson Has a Fright 

0
 f all the medical sciences,
anatomy symbolizes the
breadth of biological
knowledge — the secrets

of the body literally revealed. "When I
considered doctoring," says the dentist-
narrator David Hurst about choosing
his profession in Jane Smiley's 1987 no-
vella The Age of Grief; "I used to imagine
a giant body laid open on an operating
table like a cadaver...and myself on a
little diving board above it, about to
somersault in."

Because of the complexity of the
subject matter and the easily understood
method of its exploration, anatomy is a
metaphor even for non-medical analy-
sis, interpretation, and understanding.
"Anatomize the character of a success-
ful hostess," wrote American socialite
Elsa Maxwell in her 1957 book How To
Do It, "and the knife will lay bare the
fact that she owes her position to one of
three things: she is liked, she is feared, or
she is important"

The very image of anatomy, in fact,
is the knife. The knife, and the cadaver.
'We were used to grease and formalde-
hyde and death, but we weren't used to
the Dead, or their messengers, the Dis-
sected," says a first-year medical student
in Martin Schecter's 1992 novel The Two
Halves of New Haven. "We...had a sense
of the anatomy lab as an exceptional
place, like a church or a cemetery, that
was supposed to frighten you or at least
earn your respect"

As one of the most dramatic rituals
of dental training, as well as demanding,
absorbing coursework, human dissec-

Eric K. Curtis, DDS, FACD

tion earns the respect of its students. For
some dentists, anatomy becomes a pas-
sion. Ernest Sloman was dean of the
College of Physicians and Surgeons of
San Francisco, or P&S, (later to become
University of the Pacific School of Den-
tistry) from 1938 to 1952. Sloman was
also an accomplished anatomist. He
held a concurrent faculty appointment
at Stanford University's medical school,
and contributed for years to the classic
medical text Grg's Anatomy. Prior text-
books had shown an incorrect course
for the buccal nerve, the branch of the
mandibular that supplies cheek mucosa
and the posterior buccal gingiva. Slo-
man's dissections established a more ac-
curate position. His studies on trigemi-
nal anatomy and anesthesia, and particu-
larly his description of the buccinator
nerve, were widely recognized.

Sloman's research interests and edu-
cational duties required uncommon
measures. Every so often the school re-
quired a fresh supply of a vital teaching
aid that couldn't be ordered through the
supply house detail men. So Dean
Sloman would climb into the school
station wagon and drive north into the
gentle green hills of the northern Cali-
fornia wine country. Pulling up to the
Napa County state hospital, he would
flatten out the back seat and with the
help of white coated attendants reap a
grim harvest — a car load of human
bodies.

The Belgian Andreas Vesalius was
the 16th century father of anatomy.
Modern medical history has been said
to begin with his text De humanis colon's

History

fabrica (On the Structure of the Human
Body), written from his own dissec-
tions. Surgeon Richard Selzer, in his
1987 book of essays Mortal Lessons, de-
scribes the picture hanging in a medical
school of Vesalius at work: "He is
driven by a dark desire. To see, to feel,
to discover is all." The church viewed
Vesalius with suspicion for disturbing
the dead, and he ultimately was forced
to make a pilgrimage to Jerusalem to
expiate his dissecting activities. Still, his
hard-won knowledge withstood the
fear and prejudice, open and accessible
to the world.

So the ancient speculations about the
workings of the body gave way to ob-
servation and understanding, but such
discovery came with a price. Here was
a pressing demand with an uncertain
supply. Where would the study speci-
mens come from? The drive to dissect
once made anatomy synonymous with
skullduggery. Nineteenth century En-
gland was famous for its resurrection
men, the grave robbers who grabbed
corpses out of morgues and cemeteries
to sell to desperate medical schools.

Dean Sloman had his own, tidier so-
lution. He arranged with the hospital di-

Dr. Curtis is in private
practice in Safford,
AZ. He is a dental
historian and Editor of
the Journal of the
Arizona Stole Dental
Association.
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rectors to have the remains of patients
who died unclaimed to be donated to
P&S science. He would bring his cache
back to the school. The third floor was
devoted to basic sciences, including
chemistry, bacteriology and anatomy.
Through at least the 1930s, the school's
anatomical specimens were prepared
on site. To the side of the dissecting area
was a spotless, tiled embalming room.
There Sloman would hoist the cadavers
up with big ice tongs clamped to their
heads to drain the blood, and then im-
merse them in vats of formaldehyde for
preservation. Although the windows
were blacked out and usually kept
tightly closed, on one hot and sultry day
a window was thrown open in hopes
of catching a breeze. A passing visitor
on a tour of the school glanced across
the way, and fainted at the shocking
sight of a cadaver hanging from the
ceiling.

Respect or no respect, the unsettling
closeness to death endured by young
students involved in anatomy lessons —
as well as a first-hand understanding of
the shock value of the material — inevi-
tably results in horseplay. Perhaps the in-
tensity of the experience requires some
neutralizing mechanism. University of
Utah folklore professor Jan Harold
Brunvald, in his 1989 anthology of ur-
ban legends Curses! Broiled Again!, re-
counts an apocryphal tale of medical
students who remove an arm from a
cadaver in their anatomy lab. They at-
tach a quarter to the hand and set out on
the highway. Coming to a toll booth,
they extend the arm out the window.
The startled toll taker then finds himself
holding the gruesome arm as well as the
coin as the car speeds away. Following
the story from St. Louis to Boston,
Brunvald traced the story to San Fran-
cisco, where it reportedly stemmed
from a real occurrence at another dental
school.

At P&S the shenanigans apparently
stayed inside the building. Even so, P&S
enjoyed a veritable culture of cadavers.
Early classes had their group photo-
graphs taken with a cadaver or two

1920 yearbook photograph-"A pair of stiffs"

propped upright, dressed, and posed
casually among the classmates. The stu-
dents penned poems to their speci-
mens, speculating on who they might
have been and imagining conversations
with them. A 1920 yearbook photo-
graph shows a student dancing with his
cadaver over the caption "A pair of
stiffs." The freshman class of 1937 once
tried to trap the sophomores in their
lecture hall by stacking cadavers against
the door. But perhaps the most famous
target of student anatomical hijinks was
Jackson, the school janitor.

It was generally known that Jackson
was nervous about his cleaning duties
on the third floor. The lab, with its
cache of bodies, neat rows of rigid hu-
man outlines laid out under sheets like
an entire graveyard risen from the soil,
had an especially eerie ambiance in the

dead of night. One year, the students
couldn't resist a prank. With a lookout
posted for the arrival of the unsuspect-
ing custodian, they assembled one
evening after classes and prepared the
scene. A steely nerved undergraduate re-
clined on a vacated dissection table and
had a drape arranged over him.

The janitor climbed the stairs, singing
softly to himself. He stepped into the
room, and began to work, methodically
and self-consciously, amid the tense, ter-
rible silence of the covered mounds. It
was show time. Suddenly, the counter-
feit cadaver rose up on his table, moan-
ing as the shroud slipped to the floor.
Poor Jackson started, and for an instant
stood transfixed in horror as his wildest
nightmare came to life before his eyes.
Then with a convulsive, gut-wrenching
scream he spun around and burst out
of the room. Until his retirement, Jack-
son would never set foot in the lab

again-
The next morning, arriving students

discovered the door to the anatomy lab
leaning against the wall. It had been tom
completely off its hinges.

This feature is adapted from
A Century of Smiles, University of
the Pacific School of Dentistry's
1996 centennial book by Eric
Curtis. A Century of Smiles, which
chronicles dentistry's 20th century
rise filtered through the perspec-
tive of a San Francisco dental
school, is available for $25 from
UOP's Department of Public Re-
lations, 2155 Webster Street, San
Francisco, CA 94115. Hardcover,
119 pages, with illustrations.
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Brain
David W. Chambers, EdM, MBA, PhD, FACD

I
t seems many of my executive
friends are quite knowledgeable
about their hearts and their guts.
They know cardiac anatomy fairly

well, often because of corrective sur-
gery, and they know how to monitor
their pulse during an aerobic workout.
There is also a high general knowledge
of dietary factors. One can have a
pretty good discussion of saturated fats
and bioflavonoids on any plane trip.
And the only books which regularly
outsell diet and health books are cook
books.

But when was the last time you had
a good discussion about your brain?
There seems to be a little lacuna there.
In fact, there is a pale shade of green
when we call people "brainy." But the
brain is an important piece of personal
equipment that can be nurtured, im-
proved, and certainly used to fuller ca-
pacity. It deserves the same respect and
workout that our other organs receive.

This department might be consid-
ered an introduction to some future
owners' manual. As we get into the
subject, we are going to find that much
of what we know about the world is
only imagined, and we need to work
better within the limitations placed on us
by our mental apparatus.

As the human brain evolved, it
added more complex functions on top
of simpler ones. The part of the brain
connecting to the spinal cord is the me-
dulla oblongata, which regulates basic
biological processes such as breathing
and blood pressure. Above this is the
pons, largely a communication organ

within the brain. The midbrain contains
structures such as the hippocampus,
amygda1a, thalamus, hypothalamus, and
pituitary gland, which have regulatory
and emotional functions. The cerebel-
lum is in the back of the brain and is
concerned with coordinating move-
ment. The cerebrum on top has two
hemispheres, each with four lobes: the
occipital (vision) in back, parietal (sensa-
tion, except smell), temporal (hearing
and memory), and frontal (social be-
havior, personality, and foresight).

Even at this gross anatomic level, it
is obvious that different parts of the
brain function in different capacities and
at different levels of complexity. Coor-
dination within the brain itself is com-
plex and is poorly understood. The re-
cent additions to the brain, which are su-
perior and anterior, increase the flexibil-
ity we have in responding to the world
—they free us as individuals through
choice. The abilities to simultaneously
consider alternatives without having to
choose among them, to evaluate condi-
tional statements, to contemplate desir-
able future states, and act creatively, are
all located in the frontal lobes.
A typical human brain weighs about

three and one-half pounds and contains
ten billion neurons, give or take. Activity
along the neuron is electrical and be-
tween the neurons, at the synapse, it is
chemical There are approximately
100,000 mental reactions per minute.
Many neurons fire spontaneously dur-
ing rest, with some going off as many
as ten times per second, even in the ab-
sence of stimulation. As impressive as
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this may be, the human brain is not the
largest. Elephants win in that category. It
is even possible that dolphins have a
more complex brain structure than we
do.

In the one hundred years since
Broca discovered in 1860 that loss of
certain speech functions could be corre-
lated with loss of brain tissue in local-
ized areas, our understanding of the
brain has been dominated by the meta-
phor that specific activities, perceptions,
and memory could be correlated with
specific sites in the cerebral cortex. We
even indulged in the myth that creative
individuals are "right-brained" and sci-
entists use their left brain. This com-
puter model fit well with the Positivist
philosophy of science popular at the be-
ginning of this century and with an ob-
jective view of the world.

As attractive as this theory of objec-
tive correspondence between the world
and sites in the brain might be, it simply
will not account for experience. Seem-
ingly similar activities such as playing a
piano piece from memory or from a
score take place in different parts of the
brain. People loose the ability to name
farm animals but not other animals and
know the uses and function of all ani-
mals, creating suspicion about what it
means to know something. Semantics
and syntax are stored in different areas.

And as complex as the brain is, it
simply cannot remember everything an
individual remembers if it has to assign
a neuron per memory. Some principal
other than objectivity is necessary if we
are to understand how the brain func-
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tions. The best answer at the moment is
that intelligence — useful brain func-
tioning — is a matter of overall organi-
zation or patterns of interconnectedness
within the brain. Research with rats
raised in an enriched environment,
compared to those raised in an impov-
erished one, show richer patterns of
interconnectedness in certain parts of the
brain and an increase in the glial support
cells rather than an increase in neurons.
(There is considerable evidence that
neurons in the brain do not proliferate
or regenerate; and that we actually lose a
small proportion every year.)
To illustrate the point that intelligence

is a matter of brain patterns, we will
consider in some detail the case of read-
ing. As you take in this line of text, your
eyes dart at about four fixations per
second. The movements, called seccads,
are jerky and not smooth. During the
movement, there is no perception and
virtually all of the time in reading is spent
moving the eyes. The point of fixation is
roughly the size of a word, and the area
around the point of fixation grows less
and less intelligible. At this rate a reader
who fixated on each word would read
approximately 250 words per minute, a
typical speed. The problem with this ex-
planation is that roughly one quarter of
the seccads are retrograde, looking back
over previously seen material.
Two things are obvious from this

explanation of the reading process. First,
there is some active process that con-
trols where the fixations will take place.
It is true there are innervations running
from the eye to the visual cortex and
from the eye to the motor cortex.
There are also connections between the
visual and motor cortexes. Seccads are
neither smooth nor random; they are
controlled by an interpretation of the
meaning of what is being read and such
simple syntactical rules as new sentences
begin new thoughts and punctuation
often signals a bending of the train of
thought

It is equally true the perceptual pro-
cess in reading involves reconstruction
and filling in the parts which, although
not seen, certainly must be there. We

take in words or phrases without having
to process the constituent letters. Good
readers, in fact are often poor at catch-
ing typos. We are unaware of all but the
most gross of the jerky forward and
backward fixations of our eyes. And
many people are incapable of seeing,
even under the most controlled experi-
mental circumstances, the blind spot in
their visual field which corresponds to
the place on the retina where the optic
nerve exits and there are no cones or
rods.

Let's consider the case of memory.
From the name of Walter Mondak's
vice presidential running mate to where
the keys to the car might be; from the
difference in pressure on a hand piece
for cutting dentin or enamel to whether
one likes broccoli, the number of indi-
vidual memories is much too large to
be associated with objective locations in
the brain. There is some research show-
ing that a certain type of memory can
be transmitted from one worm to an-
other through RNA. There are some
notions about protein migration down
the neuron. And there are some good
theories about alterations in the pattern
of receptor sites at the synapse. But the
best candidate for explaining brain
memory is some analog to the holo-
gram.

In making a holographic image, a la-
ser beam is split with one half being di-
rected at the receiving plate, and the
other half reflecting off the object to be
recorded back to the recording plate.
What is actually inscribed on the holo-
gram is the interference between the re-
flected object and the reference beam.
In normal light, the hologram has no
particular meaning. It is only meaningful
when reconstructed through laser pro-
jection. Because each piece of the re-
corded hologram captures the relation-
ship between that piece and all others
on the image, stored holograms have
the unusual feature that the whole image
can be reconstructed from part of the
hologram. They also have enormous
storage capacity and a characteristic that
resembles the phenomenon of recogni-
tion in human memory — the "I know

that I know that" sensation. It is cer-
tainly not true that the entire brain, or
even the cerebral cortex, is a holo-
graphic recording system. But certain
areas of the brain may function in
something like this fashion, or at least be
organized along the principle of rela-
tionships rather than objects.

Recently there has been popular in-
terest in the features of the brain involv-
ing emotions. Both Time and Newsweek
had cover stories on this topic. It is cer-
tainly true that sensitivity to one's own
emotions and to other's, and control of
one's emotions are marks of personal
growth and cultural evolution. Emo-
tional behavior has many of the same
characteristics as perception, memory,
and motor performance in that they are
an interaction between brain structure
and experience establishing new brain
patterns over time.

Like other brain functions, emotions
are a complex interaction among several
parts of the brain. What makes emo-
tions so unusual is they function at both
the most primitive and the most ad-
vanced levels. Much of emotional life
takes place in the mid-brain, involving
the amygdala, which has the power to
very rapidly mobilize chemical excita-
tion throughout the body, and the hip-
pocampus, which serves as a storage fa-
cility for early memories associated with
emotions. The other area associated
with emotions is the frontal region,
which is involved in weighing future de-
sired results and alternatives. It is well
connected to other parts of the cerebral
cortex.

The mid brain emotional reaction is
rapid and sloppy. It is so quick that
smells or sights associated with an angry
response, for example, have already
triggered an emotional mobilization be-
fore the stimuli reach the cortex and be-
fore it can actually be determined what
the emotional stimulus is. Quite literally,
we can know that we don't like some-
thing before we know what it is. Much
of emotional development involves the
capacity of higher cortical centers gain-
ing control over the expression of mid-
brain emotional activity.
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Finally a word about the right-
brain/left-brain mythology. It is true
that the left cerebral cortex processes in-
formation predominantly in a serial
fashion, which is more favorable to
reading, logic, and the spoken language.
The right cerebral cortex normally pro-
cesses information in a parallel fashion,
which is more conducive to grasping
images and relationships as a whole. The
reason for this appears to be a matter of
efficiency. Because the brain processes
the same material in a serial and a paral-
lel fashion simultaneously, and corn-

pares results on a constant and virtually
instantaneous basis, a fuller understand-
ing of the world is achieved in a much
quicker time. Creative individuals use
both sides of their brains more than
non-creative individuals do. For ex-
ample, much of music functioning is
on the right side, while perfect pitch, a
characteristic found more commonly
among professional musicians, is lo-
cated on the left side.

There is new interest in the human
brain: its structure, organization, and po-
tential. The newer views are demanding
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a broader definition of intelligence, to
include all of the socially effective be-
havior mediated by the brain. There is
also an increasing awareness that our
smooth, complete, and objective world
is a construction or a projection of the
brain and not a characteristic of the way
the brain actually functions. Perhaps it is
prophetic that the most highly evolved
and most recent of brain functions,
those located in the frontal lobes, are es-
pecially concerned with contemplating
the future and dealing with ambiguity.
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Csikszentmihalyi M. Flow: The psychology of optimal experience. New York: NY: Harper & Row, 1990.
Exploration of the transcendent thrill and focus that comes from expert performance.

* Coleman D. Emotional Intelligence. New York: Bantam Books, 1995. ISBN 0-553-09503-X; 351 pages;
about $24.

Criticizes the narrow view that success in life is primarily, or exclusively, a function of inherited, rational intelligence. Ar-
gues that self-control, zeal and persistence, self-motivation, and other emotions are critical to success in life and, although
some of these emotions can be located in various parts of the brain, they can also be altered by experience and drugs.
Goleman is equally against the exclusively rational life and the life of impulses.

Gardner H. Frames of mind: The theory of multiple intelligences. New York, NY: Basic Books, 1983.
A recent popularization of the theory that various aptitudes actually represent different mental capacities — "intelli-

gences." Gardner believes there are seven: linguistic, logical-mathematical, musical, spatial, bodily-kinesthetic, and two
forms of personal intelligence, one directed toward other persons and one directed toward oneself.

Hines T. Left brain/right brain mythology and implications for management and training. The Academy of
Management Review, 1987, 12, 600-21.

Review of the management literature showing that the claimed differences between right- and left-brained "personali-
ties" cannot be confirmed in fact.

* Restak RM. The Modular Brain. New York, NY: Touchstone Books, 1994. ISBN 0-684-80126-4; 199 pages;
about $14.

Modular theory of the brain holds that there are separate functions — so many that the number is unknown — that
operate in coordination, but are not synthesized into a single, unified action or consciousness. Database organization in
computer programming is an apt metaphor.

* Russell, Peter. The Brain Book. New York: Penguin Books, 1979. ISBN 0-452-26723-4; 270 pages; about $13.
A combination introduction to the structure and function of the brain, some interesting connections between brain and

behavior, and self-help to improve mental skills, especially memory. Sixteen short chapters presented in an accessible style.
Probably written for students or the lay public. There is an optimism throughout the book — characteristic of the '70s —
that mental function can be improved through effort.

Lighter Reading:

The EQ factor: New brain research suggests that emotions not IQ may be the true measure of human
intelligence. Time, 2 October 1995.

Your child's brain: How kids are wired for music and emotions. Newsweek, 19 February 1996.

Editor's Note

Summaries are available for the three recommended readings preceded by an asterisk (*). Each summary is about
five pages long and conveys both the tone and content of the book through extensive quotations. These summaries
are designed for busy readers who want the essence 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 the brain; a donation of $50 would bring you summaries of all the 1996
leadership topics.
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