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Mission

T
FIE JOURNAL OF IRE AMERICAN COI I FGE OF DENTISTS
shall identify and place before the Fellows, the profession, and
other parties of interest those issues that affect dentistry and oral
health. All readers should be challenged by the Journal to remain

informed, inquire actively, and participate in the formulation of public policy
and personal leadership to advance the purposes and objectives of the
College. The Journal is not a political vehicle and does not intentionally
promote specific views at the expense of others. The views and opinions
expressed herein do not necessarily represent those of the American College
of Dentists or its Fellows.

Objectives of the
American College of Dentists

T
HE AMERICAN COLLEGE OF DENTISTS, in order to
promote the highest ideals in health care, advance the standards
and efficiency of dentistry, develop good human relations and
understanding, and extend the benefits of dental health to the

greatest number, declares and adopts the following principles and ideals as
ways and means for the attainment of these goals.

A. To urge the extension and improvement of measures for the control
and prevention of oral disorders;

B. To encourage qualified persons to consider a career in dentis ay 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;

E 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, human relations or other areas which
contribute to human welfare—by conferring Fellowship in the College on
those persons properly selected for such honor.
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Editorial

FROM THE

EDITOR

G
iving is a compact with the fu-
ture. It is an attempt to tip the
scales in favor of our own
view of how the world

should be. The motives for giving are as
diverse as pity, vanity, charity, piety, grati-
tude, peer pressure, or the desire to win
one round with the IRS; but the goal is
always the same—a desire to live or have
our families or generations we care about
live in a world with less poverty and dis-
ease, hatred, ignorance, threat of vio-
lence, or ugliness. Giving is a way to
bring about a future more to our liking.

Personally, I have no problem with
people attributing any motive to their
giving that makes them feel comfortable.
Modesty keeps that sort of thing in line.
What matters is the conversations we
have about the future and making oppor-
tunities available for individuals with a
"giving heart" to participate.

Religious groups, service groups, the
Salvation Army, Donated Dental Ser-
vices, education (including dental
schools), the American Fund for Dental
Health, Oral Health America, and even
our own Foundation, are all examples of
organizations dedicated to the future.
They may honor the traditions of the
past, but they aim to serve the needs of
the next generation. They represent vi-
sions of how the world could be better,

Giving

and as such they deserve our attention,
and if the pattern fits with our vision,
they deserve our giving.

Just as the motives for giving vary, so
do the ways we can give. Money is always
nice—it is so negotiable. But service can
express and accomplish the same aspira-
tions; and it has the added benefits of in-
trinsic satisfaction and closer contact
with the emerging future. Dental care for
disadvantaged individuals and in
underserved countries, serving on the
board of a community center, church
mission work, and driving for Meals on
Wheels are just a few examples. At the
recent meeting of the Board of Regents
of the College in San Francisco, the
theme of service was sounded often. It
will become part of the witness of the
College in the next years. And why not,
every Regent and Officer has been in-
volved in and enriched by personal in-
volvement in this kind of service—from
Central Asia to local soup kitchens.

Committee work and involvement in
organized dentistry are forms of service.
No one makes the three-hour drives for
component society or peer review meet-
ings or takes the "red eye" to Chicago to
sit in committee meetings because it
makes them young or beautiful. Because
of some of the issues that must be
handled for the good of the profession,

it may not make us popular either. And it
is invariably a personal expense. The
foregone income and personal expense
of members of state boards of dental
examiners are substantial, but small com-
pared to the financial sacrifices of den-
tists who choose education or research
and instantly cut their lifetime income in
half. Of all the reasons we might ac-
knowledge individually, the common
thread is a desire, often a passion, to
make the world of oral health better.

And then there's the line about "I gave
at the office." A few dollars every month
for the United Way is good, but most pro-
fessionals I know give at the office in a
much more telling way. In hundreds of
small decisions every day about patients
and staff they are creating a positive and
caring environment Their habitual behav-
ior reflects the vision they have for the
way people should treat each other.

The ritual associated with giving is
meaningful. In the most public forms of
giving, there is celebration, acknowledg-
ment, decorum, and often a sense of fun
or even competition. Auctions, Monte
Carlo nights, and raffles are all popular
because they combine these elements.
They also create a sense of solidarity
and validity around a common cause.

I don't think anyone could prove me
wrong if I asserted that generosity is a
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fixed attribute of human nature, at least
among adults. There are generous souls
and there are those who have a little defi-
ciency in this area. And of course, there
are those who are overflowing with giv-
ing piled upon giving. Fund raising orga-
nizations make a mistake when they
think they can make a regular giver out
of an abstemious one. The reason
Dickens' story of Ebenezer Scrooge
warms our hearts so is that such conver-
sions are so rare and unexpected. The
purpose of fund raising should be to
channel giving, to articulate a vision of
the future that people believe in, and to
make the means of contributing to that
vision accessible.

What about the American College of
Dentists? It is by definition a giving orga-
nization. Read again the objectives of the
College. They are printed on the first
page of every issue of the Journal. See if
YOU don't agree that a world that embod-
ied a fuller realization of these objectives
wouldn't be a world that you would pre-
fer. Only one of the objectives speaks to
the College as an honor society; all the
rest is about creating a better future.

Over the past six years I have seen
the College gradually shift the balance of
emphasis toward programs that articulate
and bring about professionalism and oral
health. LeaderSkills training, a white pa-

Sponsors of Ethics Summit I (in alphabetical order)

3M Dental Products Division

A-dec, Inc.

American College of Dentists Foundation

Colgate-Palmolive Company

Delta Dental of Missouri

Delta Dental Plans Association

Henry Schein, Inc

John 0. Butler Company

Lord's Dental Studio

Oral Health America (American Fund for Dental
Health)

The William J. Gies Foundation

per on ethics and managed care, summer
conferences, and journalism designed to
encourage discussion of the important
issues facing the profession are examples.
Hand in hand with this future-oriented
program are opportunities to channel
giving toward these visions. The Gallery
and the Silent Auction are two notable
examples. Another, just announced, is
the American College of Dentists Foun-
dation Endowment Fund. This has been
discussed in News & Views and repre-

Editorial

sents a commitment on the part of the
leadership of our College and Founda-
tion to "invest" in programs that advance
our objectives. By their nature, endow-
ments contain a protected corpus and
spin off earnings for future projects.

Another promising initiative that has
historical precedent for the College is
Ethics Summit I. The College has
sounded a challenge to other groups in
oral health to explore the extent to which
ethics and professionalism (as opposed
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Editorial

to legislation, politics, economics, or liti-
gation) can become a common ground
for advancing our common cause. The
first results are very encouraging and it
has been recognized that the College can
effectively assume the role of convener,
encouraging partnerships throughout the
profession. Fifty-six organizations par-
ticipated in Ethics Summit I and the
planning group exploring future activities

is correspondingly representative. So was
the giving that provided the financial
base for that meeting. The sponsors are
listed here. They have expressed their be-
lief in a future of the profession that is
based on ethics and professionalism.
A giving heart is a common charac-

teristic of all Fellows. That is why you
were selected. It is one of the unwritten
criteria that is judged by the tangible

commitment to service and leadership
that all Fellows demonstrate. The College
is pledged to keep faith with its Fellow-
ship by providing opportunities to bring
about those visions of the future they
dream of.

ega

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

To the Editor:
In contemplating important ethical issues
for the dental profession, many of which
are addressed on an ongoing basis by the
ACD through its publications and
activities, I am continually struck by the
heavy burden the business-profession
dichotomy imposes on individual
dentists. One of my professors in dental
school dubbed this the "business-
profession conundrum." In many ways,
it may be the root of all evil for the
profession. While all professions that sell
services may be subject to this conun-
drum, dentistry is likely under the
greatest pressure as a result of the
"cottage industry" independence it has
guarded so closely. Dentistry juxtaposes
individual professional responsibilities to
patients and the profession at large
against individual business interest and
the prevailing business culture of
dentistry on virtually a continual basis. As
such, dentists must make choices
between their personal perception of
optimal business practices and dental
professionalism all of the time. There is a
delicate balance in all of this. Too heavy
on one side and the financial viability of
the practice may be threatened. Too
heavy on the other side and the health
and trust of the patient and the public
are at risk. Undoubtedly, this creates a
great deal of stress for conscientious
dentists, either as difficult cases arise or
simply from the continuing accumulation
of endemic stress. It would be helpful if
one could be assured that decisions are
always made with only the interests of
the patients in mind, but this would be
self-deluding.

A prime current example of this
business-profession conundrum con-
cerns the role of dentists in addressing
tobacco use by their patient. That
tobacco use compromises oral and
general health and the potential for oral
health care services can no longer be
questioned on serious scientific grounds
(unless of course, one accepts the
tobacco industry's science). And yet,
there is ample evidence from state and
national surveys as well as from anec-
dotal discussion with dentist and
auxiliary personnel, that tobacco
education and cessation services of a
professionally-competent quality are not
routinely available to the American
public through their dentists or physi-
cians! Given the national morbidity and
mortality from the use of tobacco,
scientific evidence of the effectiveness of
clinical tobacco-cessation techniques,
and the over 100 million dental patient
visits each year by tobacco-using
patients, this situation is not acceptable.

Numerous reasons have been cited
for why dentists do not routinely address
tobacco use by their patients, including:
"It's not my job," "I'm not paid to do it,"
"I don't have time," It doesn't work,"
and "I don't want to offend my patients."
Maybe an even more important reason,
not overtly stated but evident in surveys
is "I haven't been trained to do it" or "I
don't have confidence that I can do it
effectively."

One can envision at least five
dimensions of a dentist's responsibility to
his or her patients and the public
regarding tobacco:

Letters

• The dentist as health scientist: With
regard to tobacco use by patients,
dentists need to understand the
pharmacological basis of tobacco and
its constituents, the oral and general
effects of tobacco use, the impact of
tobacco use on dental care and its
outcomes, and methods of reducing or
eliminating tobacco use by patients.

• The dentist as skilled and caring
clinician: Dentists have ethical
responsibilities of both beneficence
and non-maleficence toward their
patients. Thus, they are required to
take actions intended to provide direct
benefits to their patients, e.g., improve
oral functioning, arrest disease, reduce
risks of disease, as well as avoiding
harm as a result of their interaction
with patients, e.g., infection control,
appropriate use of drugs and materials,
adequate clinical skill. With regards to
tobacco, dentists must seek to detect
patient tobacco use through medical
and dental histories and clinical
examinations, determine and inform
patients of any oral health effects from
tobacco use, counsel patients about
the need to stop using tobacco, and
offer to treat or refer patients for
tobacco cessation, including educa-
tion, pharmacological, and behavioral
intervention as appropriate.

• The dentist as teacher: Dentists are, to
a great extent, surgeons by virtue of
their training. At the same time, they
are diagnosticians and teachers. The
term doctor classically means teacher.
Similarly, trained dental auxiliaries
posses knowledge and skills that the
dentists (teacher) employ in the
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process of caring for and educating
patients.

• The dentist as ethical business person:
Dentistry is at once a healing profes-
sion and a business. Patients under-
stand that they receive services for
which they and a third party will pay.
As customers, they expect quality,
timeliness, and courtesy at a price that
is agreeable to them. They should be
able to expect that the services that are
recommended are needed and that
they are made aware of services from
which their oral and dental health
could benefit. With regard to tobacco,
patients need to be aware that
continuing tobacco use compromises
their health and oral functioning and
that dentists and their staffs will be
proactive in offering them services or
referrals for tobacco intervention. It
would seem to be a questionable
business practice to provide cosmetic
dental services, crown and bridge
work, implants or periodontal services
to tobacco using patients without
offering tobacco intervention or
referral services as well. Additionally, it
would be questionable from a busi-
ness standpoint, as well as a medical-
legal standpoint, not to perform a

thorough oral cancer examination on
patients in recognized risk groups for
oral precancerous lesions and cancers,
and to advise patients about the results
of such exams. Finally, it is the respon-
sibility of an ethical dentist business
person to be fully informed about
technology, science, and other
developments that affect the quality
and value of the goods and services
that they provide and the choices
offered to patients.

• The dentist as citizen: As citizens,
dentists are entitled to hold political
views and to act on them. They are
ethically constrained, however, in
ways that the majority of citizens are
not. Dentists and the organizations
that represent them are duty-bound
not to take actions that compromise
the oral and general health of the
public, and conversely bear responsi-
bility for taking actions that are in the
best health interests of the public and
their patients. Science supports that
tobacco addiction is an illness, that if
not treated successfully, will lead to
bad health outcomes. Dentists need to
act on this information as they would
to other threats to public oral and
general health. A personal view that

tobacco use is an individual choice
(vice) that people alone are respon-
sible for is at odds with ethical,
professional standards. The American
Dental Association, its constituents,
and, most recently, its esteemed
journal editor have formulated dozens
of positions over the years against
tobacco use and in support of involve-
ment by the dental profession and
dentists in tobacco cessation and
education.
Dentists' ethical and professional

obligations to the public and their
patients extend beyond the regular
business hours of their offices. They are
obliged as long as they have the knowl-
edge to be helpful and are accorded
respect and special standing as scientific
leaders, healers, and even honest
business persons. The time is right for
dentists, individually and organization-
ally, to be prominent as leaders of the
oral health team in working aggressively
against tobacco at all levels.

Sincerely,

Steven B. Corbin, DDS, FACD
Brookeville, MD
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Dear Sir:
You are to be congratulated for dedicat-
ing the issue of the Journal of the
American College of Dentists, Summer
1998 for the subject of Total Quality
Management in dentistry.

However, I have a major disappoint-
ment with your editorial staff in not
mentioning the most significant place
that has addressed the subject of Total
Quality Management issues—that is a
hospital dental department. Since 1982,
hospital dentists have been very involved
in Quality Assurance (QA), Continuous
Quality Improvement (CQI), Total
Quality Management (TQM), and
Performance Improvement (PI). Dentists
have worked side by side with our
medical colleagues to plan and design
effective and workable CQI programs for
dental departments that have advanced
education programs in general practice,
oral and maxillofacial surgery, and
pediatric dentistry. Hospital dental CQI
programs focus on achieving optimal
patient care through clinical indicator

development, patient and employee
satisfaction, and interdisciplinary
concern.

The JCAHO (Joint Commission on
Accrediting Healthcare Organizations)
has always encouraged the establishment
of CQI programs for hospitals as well as
the individual clinical departments.
Dental medicine departments in
hospitals have been active participants in
the overall hospital CQI process. The
data retrieved from CQI programs have
led to improved patient care in a non-
punitive environment.

Articles that you published in the
journal have conceptual, historic, and
academic value. However, the hospital
dental experiences in TQM are often
more germane to practicing general
dentists since they stress clinical situa-
tions in the real world. Hospital dentists
have pioneered the quality assurance
concept for dentistry which has evolved
to Total Quality Management. Our
experiences should have been high-
lighted in the Summer 1998 journal

Letters

along with dental school, group practice,
solo practice, and corporate models.

Thank you,

Burton S. Wasserman, DDS, FACD
Chairman, Department of Dental Medicine
Medical Director for Quality Assurance
The New York Hospital, Medical Center
of Queens
Flushing, NY

Editor's Note: Dr. Wasserman is abso-
lutely correct that hospitals have lead
the way in QA and CQI and that the
JCAHO would like to accredit all dental
practices. A conscious editorial decision
was made not to include the kindred
concepts of quality assurance and
continuous quality improvement in the
TQM issue. TQM is such a new concept
to dentistry, and one in great danger of
being confused with similar sounding
notions such as continued competency,
that I decided to make the introduction
as straightforward as possible.
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1998 ACD Annual Meeting

Life After Fellowship
ACD President-Elect's Address

October 23, 1998
San Francisco, California

Alston J. McCaslin V, DDS, FACD

C

andidates for Fellowship, on be-
half of the Officers, Regents,
and Fellows of the College, I
extend my personal congratu-

lations. You are being recognized for
your meritorious achievement and for
your contributions to dentistry and to
your communities. You dearly have dem-
onstrated evidence of leadership, and
you have already made significant contri-
butions to your profession.

Fifteen years ago, when I became a
Fellow of the College, dentistry looked
much different to me than it does today.
I was a young man; I had just begun to
experience the exhilaration of simulta-
neous participation on several levels of
our magnificent profession, and becom-
ing a Fellow of the American College of
Dentists was an honor—a joy—that I
had not really comprehended, nor, in my
naivete, had I expected.

Reflecting on those past fifteen years,
I have matured—I have certainly aged—
and I have experienced more change and
more opportunities for serving my pro-
fession than I thought were possible in a
dozen lifetimes.

What Is Life Like After
Fellowship?
Some of you, maybe many of you, will
have opportunities to represent our pro-
fession in ways and on levels of which

you never dreamed. Most of you will ex-
perience the liberty of reflecting on what
it means to be a Fellow of the College.
On the eve of the millennium, some of
you will struggle to understand exactly
what the role of the College is in our
profession in the next century.

The American College of Dentists is
not just about bestowing honor on indi-
viduals like you. When Fellows of the
College nominate colleagues for Fellow-
ship, they, and the Credentials Commit-
tee who makes the selection, strive for
quality in the selection of candidates.
For, you see, the American College of
Dentists has come to be known as the
conscience of the profession, the de-
fender, the standard bearer, the guardian
for ethics and professionalism.

For all of you who are on the advent
of receiving Fellowship in the College,
four things are expected of you.

First, you are expected to continue
your activities in the profession (whether
administration, private practice, research,
or teaching) in an exemplary fashion.

Second, you are expected to con-
tinue to develop in your leadership and
your meritorious service to the people
we serve.

Third, you are expected to exemplify
the highest ideals of ethics and profes-
sionalism in the conduct of your life and
work

And fourth, you should consistently
and regularly search for other colleagues
who are worthy of nomination for Fel-
lowship, and you are expected to nomi-
nate those individuals.

Life, even life after Fellowship, is not
easy. If you are going to enjoy life as a
dentist, you have to love your profession.
You have to work hard, and you have to
give back to your profession, to the
people you serve, and to your colleagues
who serve with you. And you have to ac-
cept change that sometimes goes against
everything you believe, and to live with
that change.

Probably every contemporary genera-
tion feels as if it is going through unbe-
lievable change. I know that you, as a par-
ticipant in this generation, experience
and feel the change. We are being chal-
lenged, as never before, by change in de-
livery systems. We are being challenged by
change in reimbursement mechanisms.
We are being challenged by unimaginable

Dr. McCaslin is in the pri-
vate practice of pediatric
dentistry at 211 East 31st
Street, Savannah, GA
31498.
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advances in technology. We are being chal-
lenged by changes in dental education and
continuing education. And we are even
being challenged by changes in the per-
ception of ethics—not its basic principles
and its core values, but in the way we per-
ceive ethical and professional behavior
and the way the public perceives ethical
and professional behavior.

In April, the American College of
Dentists sponsored Ethics Summit I in
St. Louis, an event that brought together
more than eighty individuals representing
fifty-four different dental organizations,
industries, and institutions—the largest
gathering of its kind that we know of—
to discuss and reflect on professional
ethics. It was a significant event, the pro-
ceedings of which are published in the
latest issue of the Journal of the American
College of Dentists. An Ethics Summit II is
being discussed for 1999 or 2000. If the
College is to retain its reputation as the
conscience of the profession, it must
confront and challenge the changes in
this most important aspect of profes-
sional life—ethics.

Corry On
I have to tell you that my son joined my
brother and me this past July in the practice
of pediatric dentistry in Savannah. This ex-
perience is a joy and an opportunity I had
not even thought about seven years ago.

My life as an active participant in or-
ganized dentistry is slowing down, but I
am not quitting. I have no desire or in-
tention of retiring. As long as our good
Lord continues to give me the ability and
the health to work, I plan to do so. As
my good friend, Heber Simmons, an-
swered when asked about his plans for

1998 ACD Annual Meeting

College that is a driving force in den-
tistry; in short, a College that leads.

I can assure you that the College is
strong and well-prepared to meet the
challenges of the future. The Officers
and Regents will do everything in their
power to see that the College continues
to flourish and thrive in this ambiguous

I f the College is to retain its reputation as the con-
science of the profession, it must confront and chal-

lenge the changes in this most important aspect of
professional life—ethics.

retirement, 'Why would I want to quit
doing the one single thing I enjoy most?"
And, as you assume pre-eminence in
professional and organizational life, I en-
treat you to "Carry On," as have so many
of our great leaders in the past.

As has been our tradition, the College
will proceed to identify and address
those difficult issues of ethics and pro-
fessionalism facing our profession. We
will continue to promote and reinforce
ethical behavior. The next few years will
define the College in the upcoming mil-
lennium; a College that effectively inter-
acts with its profession and constituents;
a College that is committed to quality and
improvement; a College with standards; a

and volatile culture in which we live. The
College is blessed with a beautiful and
functional office in Gaithersburg, Mary-
land, and with a creative, dedicated, and
exceptional staff.

You belong to a truly magnificent pro-
fession! You represent its leadership and
its potential. So grab hold of dentistry
with all of your might Build it, nurture it,
protect it, and defend its most powerful
sword—ethics and professionalism.

I wish for you more accomplishment,
enjoyment, and success in your life after
Fellowship than I ever imagined for my-
self; and I wish you God's speed.

Thank you.

Journol of the American College of Dentists Winter 1998 9



1998 ACD Annual Meeting

The Dental Industry and the Dental
Community: A Working

Partnership...Growing Together

G
ood afternoon ladies and
gentlemen, incoming Fellows
of the College, and special
guests. It is both a pleasure

and singular honor for me to have been
invited today to serve as your convocation
speaker, and on behalf of the Board of
Directors, members, and staff of the
American Dental Trade Association, I
would like to extend my appreciation to
Dr. Edward C. McNulty, President of the
College, and, of course, to my good friend
Dr. Stephen A. Rails, Executive Director
of the College, for the opportunity.

In the few minutes we have together I
would like to provide you with an over-
view of how the dental industry has at-
tempted, over the years, to be an effec-
tive partner with both the dental profes-
sion and dental team in the delivery of
optimum oral health and what our goals
are in the near future.

Toward that end let me begin with
some background. The ADTA, an inter-
national organization, was founded in
1882 and is the oldest and largest trade
association representing the dental indus-
try in the USA. Our members consist of
dental distributors, laboratories, and
manufacturers. The mission of the

Convocation Address
October 23, 1998

Nikolaj M. "Nik" Petrovic, CAE

ADTA is to promote and represent the
interests of its members, to support the
advancement of oral care, to provide ser-
vices which strengthen the members'
businesses, and to provide a forum for
the exchange of ideas and information.
We offer traditional trade association pro-
grams and activities for our members,
such as: (1) liaison with governmental
bodies, both legislative and regulatory; (2)
market information services; (3) educa-
tional seminars and employee training sys-
tems; and (4) dental community relations.

Being o Port of the Team
We are particularly proud of our commu-
nity philanthropic activities and embrace
the notion and belief in the importance
of philanthropy in dentistry as an essen-
tial part of corporate and professional re-
sponsibility. We attempt to link the goals
and mission of our corporate interests
and marketing strategies to specific phil-
anthropic objectives for the good of den-
tistry and the health of the public. As a
founding member of Oral Health
America, America's Fund for Dental
Health, with a forty-five year history and
member contributions exceeding $5 mil-
lion, ADTA finds itself supporting

projects covering oral health for older
adults, the national sealant alliance, the
partnership for tobacco cessation, the
national spit tobacco education pro-
gram, and numerous collaborative initia-
tives to improve dental education.

In 1990, working in conjunction with
the National Foundation of Dentistry
for the Handicapped and the Colgate
Palmolive Company, we launched the
dental product coupon book project
called "Dentacheque." Purchased by
members of the dental team for a cost
of $60 per book and containing in ex-
cess of $7,000 worth of savings on
products, the proceeds (some $500,000
in 1998 alone) will provide 64% of the
revenues the Foundation will need this
year for helping needy disabled, aged,
and medically compromised individuals
as part of the Donated Dental Services.

• Mr. Petrovic is President
and Chief Executive Of-
ficer of the American

' Dental Trade Association,
4222 King Street, Alexan-
dria, VA 22302-1597.
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DDS is now active in twenty-one states,
and I know some of you in this room are
involved on a local level.

We have supported initiatives such as
the ADA/AADS SELECT program
which encouraged highly qualified indi-
viduals to consider careers in the dental
profession. Also, we have established and
supported dental clinics at several Olym-
pic committee training sites, the Special

extensive study of the effects of reim-
bursement on both the dental profession
and the industry. Recognizing that there
is a great variety among the needs of pa-
tients and in the various reimbursement
plans available, we are identifying strate-
gies to ensure that programs do not re-
strict access, value, or quality The key to
our overall objectives will be communi-
cating a consistent message to the dental

IA/e are proud of the...belief In the importance ofphilanthropy in o'entistty as an essential part of
corporate and professional responsibility.

Olympics/Special Smiles activities and
served as a founding benefactor and
continuing supporter of the Dr. Samuel
D. Harris National Museum of Dentistry
located in Baltimore, Maryland.

In the pursuit of our mission, we are
very proud of our dental community rela-
tions activities, including our keen aware-
ness of the role of the College for its his-
toric and current interest in the develop-
ment, promulgation, and discussion of
ethics in dental practice. All of us at
ADTA applaud the leadership role you
served once again in the conduct of your
Ethics Summit I this past April in St Louis.

In support of your goals and objec-
tives to promote appropriate ethical be-
havior in the dental community, our as-
sociation has developed a Voluntag
Guideline for Business Conduct. Member
companies of the ADTA, by virtue of
their membership, are asked to consider
on a voluntary basis maintaining their
business operations in conformance with
these guidelines. Toward that end we par-
ticipated in your April program and will
continue supporting future efforts.

One of the objectives of the College
is "To encourage the free exchange of
ideas and experiences" and toward that
end we are indebted to both Dr. Stephen
Rails and Dr. David W. Chambers, Edi-
tor of the Journal of the American College of
Dentists for devoting the entire Spring
1998 issue on the subject "the trade
looks at dental reimbursement." The
ADTA this past year commissioned an

profession, patients, benefits managers,
and the research community. The mes-
sage is "Responsible consumption of
appropriate care."

Growing Stronger Together
The fundamental goal of any trade asso-
ciation is to ensure the long-term finan-
cial viability of its industry. Many, in fact,
would argue that "viability" is not enough
and that a higher goal should be the
"growth" and evolution of its industry.
In accordance with this belief, the
ADT.Ns new overall strategic plan states
that it will be a goal of the association to
undertake steps to advance the overall
growth of the dental industry.

At ADTA, we have identified four very
basic themes in which to discuss the idea
of growing the size of the dental industry:
1. Increasing the number of dental pro-

cedures performed and matching
wants and needs with standards of care.

2. Increasing the productivity of dental
practice and matching provider supply
with patient demand.

3. Increasing the product/service offer-
ings of the trade and matching these
to evolving market requirements.

4. Leadership and industry advance-
ment.
With respect to the latter, if it is in the

interest of the industry for dentists to
perform more and different procedures
more productively, then the industry
needs to provide them with productivity
enhancing materials, equipment, and sys-
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tems. Furthermore, in addition to finding
ways to perform existing procedures
more productively, advancements in den-
tal technology often bring entirely new
procedures to dentistry Both improving
the productivity of existing procedures
and developing new ones—diagnostic, pre-
ventive, and restorative—are essential to
the goal of growing the dental economy.

While numerous attempts have been
made over the years to reach out to pro-
spective patients who do not go to the
dental office on a routine basis, at
ADTA we have taken a different ap-
proach. We believe real growth can be
found in existing dental office files.
Cases in point...

Procedure Potentiak How many case
plans are not proposed by dentists be-
cause they simply are not comfortable
proposing them?
How many case plans are proposed

by dentists but not accepted by patients?
What are the real accept/reject issues?
How many recall appointments are

canceled by patients because of schedul-
ing conflicts and then never rescheduled?

Among these three areas alone, the
dental economy could be missing out on
fifty to one hundred million procedures
per year, with a value of $4.5 billion to $9
billion ($90 per procedure average) at the
professional level and $300 to $600 mil-
lion at the industry level. We need the
profession to cultivate and convert these
cases and retain patient demand!

Practice Model Potentiak The average
dental practice sits dormant with the
lights off 133 hours per week, or nearly
80% of the time. During the thirty-six
hours per week that the average practice
is operating, the dentists has to do all the
things associated with owning a small
business, in addition to actually deliver
dental care to the patients. Estimates
vary, but it is generally agreed that the av-
erage practice could increase production,
as measured by gross income and proce-
dure throughput, by 20% to 35% by
simply using existing human and capital
resources more efficiently. Excess capac-
ity in the practice is a major driver be-
hind and argument for managed care.

Alternative practice models are
emerging that respond to the prospects
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for gaining more leverage from the
dentist's time, knowledge, and training
and more leverage from the significant
capital investment required to open and
maintain a modern dental practice.

Technological Potential: Advancements in
dental technology help to grow the in-
dustry by improving the productivity of
current procedures and by creating com-
pletely new procedures. Many of the
procedures that are common today came
about because of advancement in dental
technology over the past fifteen years:

Diagnostic...imaging, lab tests,
intraoral cameras

Preventive...sealants, periodontics
medicaments

Operative...air abrasion, lasers
Restorative...composites, cements,

adhesives
Endodontics...treatments, mawrials,

methods
Periodontics...regenerative, long-term

treatment plans
Orthodontics...methods, materials,

systems
Oral surgery...methods, materials,

implants
Crown and bridge...methods,

materials, ceramics
Removable...methods, materials,

service
Aesthedcs...methods, materials,

bleaching
The industry needs to continue to

bring new technology to the profession,
increasing the number of procedural op-
tions available to dentists in treating the
oral health care needs and wants of the
population. These technologies should
address different standards of care, pa-
tient and provider choices, and economic
realities.

Leadership and industry advancement
can be achieved in the following ways:

Natural Goals: Improvement and in-
novation in the business side of dentistry
means serving and retaining patients pro-
viding rational and productive dental
care, meeting economic and financial ob-
jectives, and serving society's oral
healthcare needs. The ADTA has a stra-
tegic and economic stake in helping to
advance this goal of improvement and
innovation in dentistry.

Marketing Reality: The dental profes-
sion will continue to evolve, and these
changes will filter through and affect
various aspects of the dental industry.
The question is whether the trade must
simply react to changes at the profes-
sional level or can in some way
proactively influence the future of den-
tistry in a way that benefits consumers,

We set out to change these percep-
tions by becoming more involved in all
facets of the dental fabric and became
more assertive in order to become a true
partner in the dental family. We expanded
our traditional role.

In that light, I would be remiss if I
did not recognize a few individuals who
played a very important mentor role for

ou represent the creative force of today and the
I promise of tomorrow

providers, and the industry. We believe
the trade has the prerogative and perhaps
the responsibility to define opportunities
for better procedures, better practice
models, and better technology efforts
that will intercept these evolving market
realities, near-term and long-term.

Growth Vectors: Perhaps the most pro-
ductive way the ADTA and member
companies can actively grow the size of
the dental industry is to focus on pro-
ductivity and capacity utilization in the
dental office. The trade customer base
will level out over the next twenty years.
In order for industry revenue to continue
to grow, the revenue of each of our cus-
tomers will have to grow at least as fast.
This will involve:

Developing new and more efficient
procedures and modalities is part of the
dental service growth equation.

Understanding and assisting in the
evolution of new practice and service de-
livery models is the second part of the
equation.

Bringing technological solutions to
both the clinical and business aspects of
dental practice is the third part of the
equation.

Feeling Welcome
When I first joined the staff of the
ADTA some twenty-two years ago, I was
struck by the misunderstanding which
existed in the dental community relative
to who we represented and what we as
an industry stood for. The general per-
ception was that we were the advertisers,
exhibitors, and deep pockets.

me in the early years as I attempted to
navigate the various political minefields
along the way. I salute Dr. Harold
Hillenbrand, Dr. Gordon H. Rovelstad,
Dr. W Robert Biddington, Dr. Norman
H. Olson, Dr. Robert W. Elliott, Jr., and
Dr. James A. Harrell, Sr. who, in 1989,
presented me with the College's Award
of Merit, my first recognition from the
dental community, which will always have
a special place in my heart.

As I conclude my remarks, I would
first like to congratulate the Fellows who
will be inducted this afternoon and the
award winners. You represent the cre-
ative force of today and the promise of
tomorrow.

Second, to paraphrase a passage from
your Guide to Professional Conduct
provided each Fellow: "Education and
research improves the road that we must
travel and our goal, in the ultimate
reaches of a challenging world, is the
eradication of dental disease and the im-
provement of life for those who look to
us for care. There are no limits to what
can be done. You and you alone deter-
mine what your limits shall be..."

As you assume the mantle of leader-
ship, within the numerous dental organi-
zations represented here today, we at the
American Dental Trade Association wel-
come the opportunity to work with you
in the pursuit of your goals and objec-
tives and trust that you will provide us
with a true partnership role now and in
the future.
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1998 Fellowship Class

The Fellows of the American College of Dentists are the
leaders in dentistfy and in their communities. They represent

the creative force of today and the ,oromise of tomorrow.
We proudly welcome the 1993 class of Fellows...

James H. Abjanich
New York, NY

David S. Acuff
Savannah, GA

Steven M. Adair
Augusta, GA

Frank M. Addabbo
Orlando, FL

Suresh P. Aggarwal
New Delhi, India

Alan Ainley
Paragould, AR

G. Jerome Alesi
Lafayette, LA

Roger E. Alexander
Dallas, TX

Martin A. Alfano
East Stroudsburg, PA

Stephen G. Alvis
Harrisonburg, VA

Madeline J. Anderson
Austin, TX

Ralph L. Anderson
Richmond, VA

John M. Anholm
Loma Linda, CA

James W Antoon
Rockledge, PL

Robert A. Augsburger
Tulsa, OK

Justin E. Aurbach
Dallas, TX

James G. Avery
Memphis, TN

Kenneth J. Backman
Boston, MA

Jeff D. Baggett
Edmond, OK

David N. Bardwell
North Andover, MA

Douglas H. Barton
South Bend, IN

Guy P. Bates, Jr.
Springield, MO

Gary R. Baughman
Stockton, CA

Harvey A. Beaver
Warren, MI

Edmond Bedrossian
San Francisco, CA

Ronald A. Bell
Charleston, SC

Edward Besner
Springfield, VA

Russell W. Bessette
Buffalo, NY

John Allan Bier
San Francisco, CA

Gerald W Bird
Cocoa, PL

Daniel W Boston
Philadelphia, PA

John D. Bouws
Wyoming, MI

Charles R. Bowen
South Burlington, VT

Susan E. Brackett
Oklahoma City, OK

James B. Bramson
Natick, MA

Charles L. Brandenburg
Rising Sun, MD

James M. Brophy III
Waukegan, IL

David E.R. Brown
Poplar Bluff, MO

Louis A. Browning
Knoxville, TN

Gretchen J. Bruce
San Francisco, CA

David P. Bryk
Roseville, MI

R. Steven Bull
San Francisco, CA
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Alva G. Burris
Beaufort,  SC

Charles R. Caldwell
Grand Rapids, MI

William E. Campbell
Knoxvilk, TX

Roland G. Canning
Sidng River, Nova Scotia

Eli Capilouto
Birmingham, AL

Mary Lynne Capilouto
Birmingham, AL

Medick M. Capirano
Pittsburgh, PA

Deon M. Carrico
Dana Point, CA

Jarvis T Chan
Houston, TX

Wing E Chan
Rockville, MD

James W. Chancellor
San Antonio, TX

Martin Chin
San Francisco, CA

Norman C. Clark
Phi ladeOhia, PA

Donald S. Clem III
Fullerton, CA

Larry J. Cook
Mananna, FL

Brendan M. Cooney
Trcy, NY

Leon H. Cooper
Salinas, CA

Michel M. Couture
Montreal, Quebec

Lawrence D. Crawford
Saginaw, MI

Kennard W Creason
Grand Haven, MI

Manuel M. Cunanan
Warwick, R/

Donald P. Cunningham
Halifax, Nova Scotia

John S. Cupples
San Jose, CA

Leslie S. Cutler
Farmington, CT

Lowell G. Daun
Sacramento, CA

James DeBoer
El Paso, TX

John A. del Campo
Aped, NY

Edwin A. del Valle
Ponce, Puerto Rico

Arto Demirjian
Montreal, Quebec

C. Daniel Dent
Richmond, VA

Guy S. Deyton
Kansas City, MO

Benjamin Dienstein
San Rafael, CA

Henry DiLornezo
Oxon Hill, MD

Terrence E. Donovan
Los Angeles, CA

Bernard J. Dormer
Salisbug, MD

William C. Draffin, Jr.
Columbia, SC

Trucia A. Drummond
Chicago, IL

V. Kayron Dube
Houston, TX

William J. Dunn
Panama Cig, FL

Lee R. Dyer
Sevierville, TN

Bryan C. Edgar
Federal Way, WA

Fares M. Elias
Rgal Oak, MI

Harvey C. Eplee
Kansas City, MO

Bill D. Estes
Austin, "IX

William E. Evans
Cape Cod, MA

Michael A. Fabio
Sprinffiekl, VA

Pouran Famili
Pittsburgh, PA

Vincent W. Farhood
Vacaville, CA

Thomas W Faull
Virginia Beach, VA

Jan Feldman
Providence, RI

Brett L. Ferguson
Kansas City, MO

Raymond P. Forbes
Modesto, CA

Thomas G. Ford
Orlando, FL

Ray B. Fossick
Nashville, TN

Sanford M. Franklin
Cincinnati, OH

William E Frecda
Fcgetteville, NC

Jules T. Frere
Bellingham, WA

John R. Frick
Chapel Hill, NC

Alan E. Friedel
Hallandale, FL

Eiji Funakoshi
Fukuoka, Japan

Robert A. Gallegos
Washington, DC

Jerry R. Gardner
Fullerton, CA

Gustav E. Gates
Temple, TX

John Gawley
South Pasadena, CA

Robert P. Gebfert
Forth Wayne,  IN

David A. Gelb
West Hartford, CT
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Joel C. Gelbman
Livingston, NJ

Jack D. Gerrow
Halifax; Nova Scotia

Daniel E. Gewartowski
Boca Raton, FL

Eleanor A. Gill
Olive Branch, MS

Russell 0. Gilpatrick
Memphis, TN

Paul Glassman
San Francisco, CA

Alan J. Goldstein
New York, NY

Joel B. Goodman
West Hartford, CT

Susan B. Goodman
Clarksville, MD

Elaine E Gordon
Hega;  Nova Scotia

James A. Granade, Jr.
Tucker, GA

M. Oliver Grant
Dublin, Ireland

James G. Green
Gainesville, FL

Frank Grimaldi
San Francisco, CA

Richard R. Grossman
Kingston, PA

John W. Gruendel, Jr.
Pittsburgh, PA

Frederick V. Guthrie, Jr.
Bristol, TN

Patricia A. Haberman
Eggertsville, NY

David A. Hanson
Pittiord, NY

V. Paul Harrison
Mt. Pleasant, SC

Fred I. Hasegawa
Seattle, WA

Michael R. Hauer
Tucson, AZ

Chet B. Hawkins
Houston, TX

James F. Helms
Houston, TX

Fred C. Heros
Memphis, TN

Lee E. Hershon
Charleston, SC

Edmond R. Hewlett
Los Angeles, CA

Frank L. Higginbottom
Dallas, TX

Larry K. Hildebrand
Huntington, WV

Allen H. Hindin
Danbury, CT

Franklin B. Hines III
Lexington, SC

Dennis W. Hobby
Modesto, CA

J Lee Hochstedler
New Orleans, LA

James K Hocott
Kansas City, MO

Steven W Hogg
Broken Arrow, OK

William J. Hollingshead
Red Deer, Alberta

Robert E. Horseman
Whittier, CA

Lawrence R. Huber
Davenport, IA

Gene R. Huebner
Omaha, NE

Joseph W. Huff
Bourbon, MO

Virginia Hughson-Otte
Catyon County, CA

David W. Humbarger
Lakewood, CO

David S. Humerickhouse
Tulare, CA

Richard E Hunt III
Rackj Mount, NC
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Gary 0. Inman
Elizabethtown, KY

Robin S. Jackson
Richmond, British Columbia

Ronald D. Jackson
Middleburg, VA

Robert A. Janes
Gander, Newfoundland

Michael D. Jennings
Grosse Pointe Woods, MI

Warren K Johnson
Seattle, WA

Paula S. Jones
Wheaton, IL

Donald R. Joondeph
Seattle, WA

Mark W. Jurkovich
Chicago City, MN

Michael A. Kahn
Memphis, TN

Gregory M. Karr
Elgin, /L

Andrew E Keene
Waterbury, CT

Peter A. Keller
Fort Lauderdale, FL

Jeffrey N. Kenney
Newport News, VA

Bruce E King III
Raleigh, NC

Bruce R Kinney
Yakima, WA

Lisa A. Kinney
Seattle, WA

Paul E Kirk
East Greenwich, R/

Randy L. Kluender
Denver, CO

John C. Kois
Tacoma, WA

Vincent G. Koldch
Tacoma, WA

Josef N. Kolling
Ann Arbor; MI
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Kurt Korai
West Haven, CT

Keith V. Krell
Des Moines, IA

Edward W. Lake
Potosi, MO

Edward J. Lamb
Obripia, WA

John W. Lamons
Greeneville, TN

Edward S. Lane II
Memphis, TN

Michael J. Langan
Orlando, FL

John T. Lanka
Schenectiuly, NY

Idalia Lastra
Miami, FL

Mark D. Laviola
Tacoma, WA

Penelope J. Leggott
Seattle, WA

R. Stephen Lehman
Caring IN

Marc S. Lemchen
New York, NY

Ronald P. Lemmo
Richmond Heights, OH

Cary D. Letkemann
Ancaster, Ontario

Daniel V. Lewis
Oakland, CA

David A. Linde
Savage, MN

H. Jeffrey Lindsey
Carrollton, GA

James A. Lipton
Bethesda, MD

William J. Long
Calgary, Alberta

Lyndon S. Low
Stockton, CA

Robert A. Lowe
Chicago, IL

Kenneth F. Luke
Rochester, NY

Neil D. Lutins
Greensboro, NC

Gerald B. Mac Donald
San Jose, CA

Leonard R. Machi
Wauwatosa, WI

Daniel G. Mahoney
Osterville, MA

Charles L Maier
Tacoma, WA

John A. Maktta
West Des Moines, IA

William T. Malone
Columbia, TN

Joel L Manley
Brook#n, NY

Frederick J. Mantz
Modesto, CA

Baldwin W Marchack
Pasadena, CA

Fred S. Margolis
Buffalo Grove, IL

Wayne S. Mans
Fitwrald, GA

Gregory P. Marks
Atlanta, GA

Robert T Marks
Walnut Creek, CA

Edward T Marshall, Jr.
Akron, OH

Harry Edward Martin
Overland Park, KS

Lawrence E. Mast
Bellevue, WA

John D. Matheson
Asheville, NC

James E McCallum
Bellingham, WA

Daniel R. McClain
Houston, TX

Ralph S. McCraken, Jr.
Holden, MA

Gary W McDonald
Kingwood, TX

Scott W McDonald
Indianapolis, IN

Wm. Timothy McGaw
Edmonton, Alberta

Arnold G. McGreevy
Frederick, MD

Kevin S. McLaughlin
Norwalk, CT

James M. McNerney
Sacramento, CA

Ronald B. Mead
San Luir Obispo, CA

Raymond L. Meade
Colonial Heights, VA

Rodrigo C. Melendez
San Diego, CA

Daniel S. Merker
Zanesville, OH

Jeffrey A. Mermelstein
Livingston, NJ

Robert M. Merrill
East Wenatchee, WA

Matthew J. Messina
Berea, OH

Dan G. Middaugh
Seattle, WA

Richard J. Mielke
Vancouver, WA

David J. Miller
East Meadow, NY

Joseph B. Milzman
Annapolis, MD

Leon Mirviss
Visalia, CA

Joe T. Mitchell
Salinas, CA

Robert D. Mitus, Jr.
Grand Rcpidr, MI

John Delano Mixon
Gainesville, GA

Dennis M. Moody
Youngstown, OH
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David D. Moore
San Mateo, CA

John P. Morgan
Seattle, WA

Robert T Morrison
Hutchinson, KS

Elliott M. Moskowitz
New York, NY

Barbara L Mousel
Chicago, IL

Edmund E. Mullins, Jr.
Richmond, VA

Carlos E. Munoz-Riera
San Juan, Puerto Rico

James P. Murphy
NoOlk, NE

Valerie A. Murrah
Chapel Hill, NC

Robert R. Murray
Anacortes, WA

Thomas M. Murray
Princeton, IN

Kurt W Myers
San Antonio, 7X

Kevin T. Nelson
Peoria, IL

Peter B. Nelson
Kalipell, MT

Robert L. Nelson
Kansas City, MO

Jeanne M. Nicolette
Westervilk, OH

Richard Y Nomura
Seattle,

Joan Otomo-Corgel
Los Angeles, CA

James R. Paige
New Castle, PA

Leon E. Pappanastos
Los Gatos, CA

Jeffrey L. Parrish
Issaquah, WA

John M. Parrish, Jr.
Pueblo, CO

Phillip R. Pate
Kokomo, IN

Donald E. Patthoff
Martinsburg, WV

David P. Paul
Virginia Beach, VA

Julia A. Paulson
Decatur, IL

Peter L. Paulson
Decatur, IL

James L. Peck
Sacramento, CA

Edward E Peterson
Visalia, CA

Hugh P. Pierpont
Houston, 7X

Martin R. Pittman
Johnson City, TN

Paul H. Pokorny
Clinton Township, MI

Michael M. Polimus
Monroeville, PA

Theodore R. Pope
Englewood, OH

James N. Powell
Augusta, GA

Phillip B. Powell
Knoxville, TN

Terry R. Pracht
Westervilk, OH

Howard L. Pranikoff
Ormond Beach, FL

Alan D. Price
Winter Park, FL

Marsha A. Pyle
Cleveland, OH

Luis Quiroz
Mexico City, Mexico

William S. Ray, Jr.
Savannah, GA

James E. Reagan
Lowel4 MI

Stephen E. Reagan
Oklahoma Cip, OK
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Maria E. Redo Mandes
Rio Piedras, Puerto Rico

Richard J. Reisman
Glens Falb., NY

Albert J. Repicci
Greenwich, CT

William G. Reuter
Columbus, OH

Vernon E. Rice
Kansas cipi, mo

James G. Richeson, Jr.
Washington, DC

Gary A. Riggs, Jr.
Hampton, VA

Matthew B. Roberts
Crockett, 7X

Boyd E. Robinson
Bethesda, MD

Brand D. Robinson
Bozeman, MT

James A. Robson
H6den Lake, ID

E. Kennedy Rogers
Overland Park, KS

Dara J. Rosenberg
Bronx, NY

Arnold H. Rosenheck
New Brunswick, NJ

Richard K Rounsavelle
Torrance, CA

Leo E. Rouse
Washington, DC

Louis F. Rubino, Jr.
Phoenixville, PA

S. Everett Rushing
Jackson, MS

John N. Russo
Wilmington, DE

John S. Rutkauskas
Chicago, IL

Fouad Saad Salama
Riyadh,  SaudiArabia

Ramon A. Sanchez
Miami, FL
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Charles E Sanders, Jr.
Silver Spring, MD

James A. Sarbinoff
Indianapolis, IN

Michael J. Sbuttoni
Albany, NY

David A. Schmid
Marshfield, MA

Charles L. Schonberger
Brush, CO

Steven E. Schonfeld
Eureka, GA

Kathleen A. Schroeder
Cgstal Lake, /L

Edwin D. Secord III
Dearborn, MI

Masid N. Shaheen
Canton, OH

Elizabeth A. Shapiro
Ambg, IL

Edward R. Shellard
Orange, CA

Jeffrey Alan Sherman
Oakdale, NY

Thomas J. Skiba
Cgstal Lake, IL

Jeffrey A. Slone
Framingham, MA

Christopher Smiley
Grand Rapids, M/

Colette Smiley
Grand Rapids, MI

Charles W Smith
Vestavia Hill; AL

Jared H. Smith
Omaha, NE

Millard B. Smith
Jacksonville, NC

Philip E. Smith
Lexington, SC

Robert N. Smyth
Washington, DC

Andrew P. Soderstrom
Modesto, CA

Luis A. Sojo-Morales
San Juan, Puerto Rico

Allan M. Solden
Ocean, NJ

Anoop Sondhi
Indianapolir, IN

Philip E. Souhaid
Beirut, Lebanon

Richard G. Spolzino
Mt. Vernon, NY

Jack Spratt, Jr.
Lima, OH

Henry A. St. Germain
Lincoln, NE

Leon E. Stanislav
Clarksville, TN

Kent T. Starr
Waco, IX

John W. Staubach
York, PA

H. Clayton Stearns
Salem, OR

David C. Steele
Alexandria, IN

Debra G. Stewart
Steord, TX

Charles F. Streckfus
Jackson, MS

Jerry M. Studdard
Gainesville, FL

Carol G. Summerhays
San Diego, CA

Stuart Super
New York Ci#, NY

Michael S. Swartz
West Roxbug, MA

Michael P. Tabor
Hendersonville, 7N

Paul E. Tamisiea
Omaha, NE

Don L. Theophilus
Nogeolk, NE

John A. Thompson
Lexington, KY

R. Wayne Thompson
Shawnee, KS

William K Thomson
Austin, TX

Judee Tippett-Whyte
Stockton, CA

Louis Z.G. Touyz
Montreal, Quebec

Gordon P. Trowbridge III
Milbridge, ME

Walter F. Turbyfill, Jr.
West Columbia, SC

Thomas S. Underwood
Nashville, TN

Martin J. Ungar
West Hartford, CT

Richard W Valachovic
Washington, DC

Thomas S. Valo
Toledo, OH

Thomas J. Vergo, Jr.
Boston, MA

Mahesh Verma
New Delhi India

Edward J. Vigna
Lincoln, NE

Gerald E Wallace
Aurora, CO

Timothy P. Walsh
Berayn, IL

Daniel H. Ward
Columbus, OH

Charles K Wear
Santa Rosa, CA

James D. Weaver
Seattle, WA

Hans-Peter Weber
Boston, MA

William D. Weber
New York, NY

C. Edwin Wentz
Lubbock, 7X

Lisa M. Wentz
Lubbock, TX
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Phillip N. Wheat
Sprinffieki, IL

George S. White
New York, NY

Esther M. Wilkins
Boston, MA

John W Willhide
Fredericksburg, VA

Clifford P. Williams
New York, NY

Jean R. Williams
Craufordrville, IN

Gerald S. Williams, Jr.
D6tona Beach, FL

William D. Wilson
Gastonia, NC

Robert P. Windauer
Kakpell, MT

Charles E. Wingard
Salem, OR

Charles H. Wolf
Berkelg, CA

Allen Wong
Rosen*lk, CA

Robert E Wright
New York, NY

Kenneth H. Young
Marietta, GA
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Stanley L Zak, Jr.
Beak, NY

Peter P. Zakarow
Oshawa, Ontario

David J. Zaner
Ocala, FL

Posthumous

John David Stine
Bgn Mawr, PA

Alan R. Tuchten
Vacaville, CA
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Profiles in Professionalism:
1998 ACD Awardees

Whom John Gies Aword

The William John Gies Award was established by the
American College of Dentists in 1939 to recognize Fellows for
outstanding service to dentistry and its allied fields. This award
embodies the highest levels of professionalism, and it is the
highest honor the College confers on its members.

W. Robert Biddington

The first recipient of the William John Gies
Award is W. Robert Biddington.

Dr. Biddington graduated from the Balti-
more College of Dental Surgery, University
of Maryland after obtaining his bachelor's
degree from West Virginia University. After
two tours in the Navy, he joined the full-time
dental faculty of his alma mater. He served in

this capacity for ten years, rising to Associate Professor and
Head of the Divisions of Endodontics and Periodontics. Dur-
ing this period he maintained a part-time practice in general
dentistry.

In 1959, Dr. Biddington joined the faculty of West Virginia
University as Professor and Chairman of the Department of
Endodontics. In 1968, he was named Dean of the school after
serving two years as Assistant Dean. Dr. Biddington served in
this position for twenty-three years until being named Vice
President of the Robert C. Byrd, Health Sciences Center. Dr.
Biddington is Dean Emeritus- of West Virginia University,
School of Dentistry and continues to serve as part-time Associ-
ate Vice President for Health Sciences.

Dr. Biddington has held numerous high offices, including
President, American College of Dentists; President, American
Association of Dental Schools; and President, National Chap-
ter of Omicron Kappa Upsilon, among others. He has served
as Chairman of the Joint Commission on Dental Examinations
and member of the ADRs Commission on Dental Accredita-
tion and its Council on Dental Education.

Dr. Biddington also provided leadership to his community
through the Boy Scouts, local school committees, and health

centers. He served on the U.S. Olympic Committee as Chair-
man of the Council on Sports Medicine and Committee on
Dental Health. Throughout Dr. Biddington's professional ca-
reer he has been an active clinician and lecturer, both in the U.S.
and abroad.
He has been honored with the Distinguished Alumnus

Award of the Baltimore College of Dental Surgery and the
Alumni Achievement Award of Potomac State College of West
Virginia University.
We also have it on good authority that Dr. Biddington is a

great dancer and a true West Virginia Mountaineer!

F. Gene Dixon

The second recipient of the William John
Gies Award is F. Gene Dixon.

After serving four years in the Navy,
Dr. Dixon graduated from the University
of Nebraska, College of Dentistry, in 1947.
Dr. Dixon has devoted over thirty years of
his professional life to the design, develop-
ment, and marketing of the first comprehen-

sive free-choice insured dental care plan in the United States.
He was an important pioneer in improving quality, access, and
affordability of dental care. Dr. Dixon was the creator of the
California Dental Service, the start-up company which today is
known as the Delta Dental Plans.

Dental disease and dental care were considered uninsurable in
the 1950s. There were no dental prepayment plans. As chief ex-
ecutive officer of California Dental Service, Dr. Dixon took a
two-employee office and developed the first dental plan for pre-
payment coverage for 2,500 children of union employees. Under
his leadership, the company evolved over the next thirty years to
meet the needs of the populace of California, serving eight mil-
lion people with an annual budget of over $900 million.

Dr. Dixon's intelligent, innovative leadership and his willing-
ness to "take a risk" provided the stimulus for development of
the dental insurance industry that currently is the envy of the
world. Dr. Dixon's efforts were not without adversity and skep-
ticism. In fact, the dental profession itself opposed the concept
of dental health insurance and made it difficult for him to get
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his programs approved and in use. After Dr. Dixon proved it
could be done in California, the rest of the nation followed,
and dental insurance became a reality. His direct, positive im-
pact on the oral health of the public is, therefore, unsur-
passed. Dr. Dixon has held numerous high offices in dentistry
and has been accorded many honors, including honorary de-
grees from both the University of the Pacific and the University
of Nebraska. The highest national award of the Delta Dental
Plans Association is named the E Gene Dixon Leadership Award
in recognition of his distinguished service to the profession.

Dr. Dixon is also well known for his generosity, support,
and successful fundraising abilities for dental schools.

Gordon H. RoveIstod

The third recipient of the William John Gies
Award is Gordon H. Rovelstad.

Dr. Rovelstad received DDS, MSD, and
PhD degrees from Northwestern University,
School of Dentistry. After graduation in 1944,
Dr. Rovelstad served a tour in the Navy. He
then returned to Northwestern as Assistant
Professor of Pedodontics, Chief of the Den-

tal Department of the Children's Memorial Hospital, and part-
time private practice. In 1953, he again served as a dental officer
in the Fleet Marine Force. Dr. Rovelstad continued in the Navy,
serving in a number of high-level research positions, including
Head of Research for the Bureau of Medicine and Surgery and
Dental Research Advisor for the Office of Naval Research. Dur-
ing this time he received an honorary Doctor of Science degree
from Georgetown University He retired from the Navy after
thirty years and accepted an academic appointment as Professor,
Pediatric Dentistry at the University of Mississippi, where he
rose to Assistant Dean, Educational Programs.

Dr. Rovelstad fully participated in numerous professional
societies, rising to leadership positions in all of them. He was a
member of the Editorial Board of the American Society of
Dentistry for Children for nineteen years. He served on the
Board of the American Academy of Pedodontics for five years,
and later as its President. Dr. Rovelstad also served as President
of the American Board of Pedodontics.

Dr. Rovelstad served as President of the American College
of Dentists in 1980 and was named Executive Director Emeri-
tus following eleven years of service as its Executive Director.
He was President, International Association of Dental Re-
search and is President Emeritus of the William J. Gies Founda-
tion for the Advancement of Dentistry.

Among other talents, Dr. Rovelstad is an accomplished cel-
list and golfer. His regular, unassuming, and unselfish service to
humanity, the profession, and the College continues to uphold
our highest traditions.

1998 ACD Annual Meeting

Honorary Fellowship

The ACD confers Honorary Fellowship upon persons who are
not members of the dental profession, but have made
outstanding contributions to the advancement of the
profession and its service to the public. These contributions
may be in education, research, administration, public service,
public health, medicine, and many other areas.

Arthur Meisel

The 1998 recipient of Honorary Fellowship
is Arthur Meisel, Esq.

Mr. Meisel serves as general counsel and
deputy executive director of the New Jersey
Dental Association. He resigned from a presti-
gious New Jersey law firm twenty years ago
to become legal counsel for the association.

Ask Mr. Meisel has demonstrated exceptional dedi-
cation and leadership qualities on behalf of organized dentistry.
He has made numerous contributions to the health and well-be-
ing of dentists in New Jersey. In 1995, he was instrumental in
convincing the State Board of Dentistry to prohibit advertising
claims of professional superiority and expert testimonials. He
also persuaded the Board to adopt specific regulations governing
public communications by referral services and commercial co-
operative advertising programs. Mr. Meisel has successfully chal-
lenged upward rate corrections to the New Jersey Commission
of Insurance as well as the constitutionally of the "PIP" sched-
ule. In another case, he successfully resolved a backflow preven-
tion device issue in favor of 225 dentists, at no charge to them.
When the Director of the Division of Medical Assistance unilat-
erally ceased payments to dentists because of errors, he inter-
vened and the payments were restored. When an insurance com-
pany terminated without cause participating agreements of sev-
eral dentists, Mr. Meisel represented at no charge every Associa-
tion member and won reinstatement for these dentists.

Mr. Meisel has been made an honorary member of the New
Jersey Dental Association and received their Distinguished Ser-
vice Medal. He has been a recipient of the prestigious Seymour
A. Levy Memorial Award from the New York University Law
School.

Mr. Meisel has been an important lobbyist, policy advisor,
and trusted counsel to his Association. In New Jersey dental
circles, the name "Art Meisel" is practically a household name.
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Award of Merit

The supporting services of dentistry are vital to the profession,
providing key elements which enhance the effectiveness of
dental care delivery and the growth of the profession. The
ACD's Award of Merit was established by the Board of Regents
in 1959 to recognize unusual contributions in dentistry and its
service to humanity by persons who are not Fellows of the
College.

Barbaro Sims

The 1998 recipient of the Award of Merit is
Ms. Barbara Sims.

During the past thirty years, Ms. Sims has
served as the Executive Secretary, Director,
and Vice President of the East Coast District
Dental Society in Florida. She was instru-
mental in establishing loan and scholarship
programs so early Cuban immigrants could

go to dental schools here and receive their American dental de-
grees. She has enabled numerous dentists and staff to enter into
treatment programs allowing them to return to productive lives
because of her special training in working with chemically de-
pendent persons.

Ms. Sims established the Peer Review program and wrote
the manual used as a model for Florida peer review. When Hur-
ricane Andrew hit Florida, even though her own home was de-
stroyed, she skillfully organized staff and volunteers to contact
every dentist in the affected area, both member and non-mem-
ber, to determine their needs for housing, office space, food, or
financial assistance. She procured a fully equipped trailer to pro-
vide office space for dentists who had their offices destroyed.
For this exemplary service, the Dental Society received the
Golden Apple Award from the American Dental Association.
The Society recently won another Golden Apple Award for
treating the Cuban and Haitian refugee population in Cuba. Un-
der her leadership, the East Coast Dental Society leads in many
programs and produces the Miami Winter Meeting, one of the
premier dental meetings in the country.

Service Award

This award is presented to recognize outstanding efforts of a
Fellow of the American College of Dentists for exceptional and
distinguished service to the College or to humanity through his
or her professional service.

Herbert Caplan

The 1998 recipient of the Service Award is
Dr. Herbert Caplan.

Herb Caplan has made the ACD his pri-
mary pre-occupation ever since his induc-
tion in 1971. His personal project was to en-
hance College membership in the Province
of Quebec and other areas of Canada. The
increasing number of Canadian Fellows can

attest to his outstanding leadership and tireless effort
Five years ago, Dr. Caplan volunteered to establish Cana-

dian Sections of the American College of Dentists. He served
on the organizing committee as Quebec's representative, along
with other Canadian members. Dr. Caplan was identified as be-
ing a "moving force" in determining the future of the Ameri-
can College of Dentists in Canada. His enthusiasm, expertise in
international professional organizations, and administrative
skills provided a significant positive impact on the organizing
committee. Subsequently, five Canadian Sections were chartered
and now flourish. Dr. Caplan has been a source of inspiration
and encouragement to all the Canadian Sections. He derives as
much pleasure from their successes as he does from the Que-
bec Section's. Largely through his efforts, Canadian Fellows
look upon their Fellowship with a renewed sense of pride.
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The Future is in the Present:
The Impact of Generations

Carol A. Aschenbrener, MD

Abstract
Among the complex mix of forces that
shape our futures are differences among
generations. A generation is a cohort,
roughly twenty-some years in duration,
where the members have experienced
a common formative environment and
tend to react to the world in patterned
fashion. The defining characteristics of
five generations are discussed: GI,
Silent, Boomers, Generation X, and the
millennial generation. Implications are
drawn for patient preferences as
dental consumers, recruitment and
management of faculty and others in
organizations, and the transitions of
values in leadership of professional
organizations.

A
s the level of complexity and
pace of change in the world
continue to increase, one
hopeful sign is the increased

interest in anticipating and shaping the
future. Strategic planning, future search
conferences, construction of future sce-
narios—all can be fruitful exercises in
thinking more broadly about how the fu-
ture might unfold. Such thoughtful
analysis prepares individuals and organi-
zations to act more boldly to increase
their relevance and value.

Considering a range of possible alter-
native futures creates the opportunity to

anticipate trends, take a leading edge po-
sition, and mentally rehearse possible re-
sponses to plausible opportunities and
challenges. Because the future is fore-
shadowed in the trends of today but is
not pre-determined, people do have the
opportunity to influence the unwinding
of the future. Professional futurists sug-
gest that demographics, physical environ-
ment, technology, economics, and gov-
ernment all influence the future equally
(Bishop, 1998). No one factor is likely to
be the dominant influence. Rather, it is
their complex interactions that shape the
course of events.

In the health professions, much
speculation about future trends centers
on technology, the role of government,
and the state of the economy. Individuals
and publications from professional soci-
eties blame government for "alarming
trends" that portend catastrophe or im-
plore government to rescue society from
a future painted less bright than the
present. Sometimes they lay blame on
one issue and seek government rescue
on another. Demographics seem to be
considered mainly with respect to mar-
keting or business plans, in predictions
about future demand for services by spe-
cific population groups.

Moving into the new millennium, the
key task for the health professions and
for academic health centers is to under-
stand the world as it is and as it is becom-
ing—and define our place in it. We can-

not stand separate from the context. In
both educational preparation and prac-
tice, the health professions are influenced
by the environmental and societal con-
text and, in turn, those professions affect
the context. The promotion of fluorida-
tion for prevention of tooth decay and
its impact on the profile of dental ser-
vices is but one obvious example.

The context is always dynamic and
the future is created by actions taken to-
day. The choices made, people selected
for positions, allocations of resources,
behaviors rewarded or punished—all
shape the future. Signals ignored, deci-
sions deferred, changes postponed also
create the future. In the words of Lao
Tzu, "Every choice shapes my destiny"
Choices may be as sweeping as the cre-
ation of systems to pay for dental ser-
vices for all children or as seemingly
mundane as the selection of languages
for signage in the office. All contribute to
shaping the future.

Dr. Aschenbrener is Se-
nior Vice President,
Kaludis Consulting
Group in Washington DC
(caschenbrener@licg.com)
and Clinical Professor of
Pathology, George
Washington University
School of Medicine. This
paper is based in part
on a presentation made
to the American Asso-
ciation of Dental
Schools, Minneapolis,
March 1998.
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Across all industries, members of the
Baby Boom generation are moving into
top management positions and individu-
als from Generation X are assuming first
level management positions. Both have
very different ideas about work, author-
ity, and values than the preceding living
generations. Both will have a profound
influence on organizations and societal
institutions. They seek different rewards.
They will lead in different ways. Antici-
pating the future requires much closer at-
tention to the differences among current
living generations. Forecasters typically
predict that people will react to the recur-
rence of circumstances—war, economic
depression, increased standard of living,
oppression—in ways that people before
them have reacted. Such predictions do
not take account of generational differ-
ences. This paper will focus on the
demographics of generations and specu-
late on implications that generational im-
pact might have for academic dentistry
and dental policy.

Generations
The term "generation" refers to far
more than the average number of years
separating a cohort of children from
their parents. A generation is a group
that "came along at the same time," a
group that experienced history from the
perspective of the same phase of life.
For example, the so-called Lost Genera-
tion of Hemingway and F. Scott
Fitzgerald (born 1883-1900) grew up in
a permissive, post-war climate of drugs,
parental neglect, and migration to the
cities and were hit hard in their middle
years by the Great Depression. At least
as early as the nineteenth century, writ-
ers such as de Toqueville suggested that
each generation of Americans carries
"certain fundamental notions" or pat-
terns of belief and attitudes about the
important questions in life.

In their fascinating analysis of the im-
pact of generations on American life,
William Strauss and Neil Howe (1991)
link generation both to phases of the life
cycle and to societal eras. They theorize
that each generation is shaped by the ex-
periences of its formative years and de-
velops collective attitudes about the ma-

jor issues in life: sex roles, family life,
work, politics, religion, lifestyle. In par-
ticular, the events surrounding birth and
the coming of age seem to define gen-
erational boundaries. For example,
Americans who were between the ages
of sixteen and twenty-four on December
7, 1941 are likely to have very clear
memories of where they were and what
they were doing when they heard news
of the attack on Pearl Harbor, while
those sixteen to twenty-four in 1963 have
similar memories surrounding the assas-
sination of President Kennedy. Strauss
and Howe define a generation as a co-

is likely to be early in the next century
(Crispell, 1993).

Within each generation there is wide
individual variation, yet each has clear dis-
tinctions that are readily recognizable by
many of its members and by those one
generation removed. According to Span-
ish sociologist Julian Marias, generational
awareness may be a significant compo-
nent of identity: "Each of us moves with
the men of our generation. To ask our-
selves to which generation we belong is, in
large measure, to ask who we are" (Marias,
1970, p. 106). Each generation has many
characteristics; some persist through all

N ow, in midlife, many Boomers are confronting
unmet expectations that their standard of living

would keep rising without interruption.

hort-group, born over a period of years,
who experienced major historical events
during the same phase of life and share
common beliefs and attitudes influenced
by those events. A generational cohort-
group may contain several cohorts, each
with distinctive features. Based on their
analysis of eighteen distinct generations in
American history, Strauss and Howe sug-
gest that a generation spans, on average,
about twenty-two birth years. This corre-
sponds roughly to the length of each of
the four major life cycle phases: youth, ris-
ing adulthood, midlife, and elderhood.

While there is minor variation among
different sources about the starting and
ending dates for generations, most con-
clude that there are five living generations
in the U.S. today.
• The GI generation, born 1901-24,

now 74 and older
• The Silent generation, born 1925-42,

now 56-73
• The Baby Boomers, born 1943-60,

now 38-55
• Generation X, born 1961-81, now

17-37
• The Millennial generation, the first of

whom were born in 1982
The cut-off date for the Millen-

nium generation is not yet clear but,
following the twenty-two year average,

life cycle phases, others emerge later in life.
For example, the GI generation are ener-
getic in elderhood as they were in youth,
the Boomers moralistic in midlife as they
were in adolescence, Generation X alien-
ated as it transitions from youth to adult-
hood. Since a generation tends to behave
like itself across the life cycle, the behavior
of one generation of adolescents or se-
nior citizens does not predict the behavior
of the next generation at the same life
stage. The following descriptions of the
five current generations are composites
based on sociological, historical, and mar-
ket research (Crispell, 1993, 1995; Smith
& Clurman, 1997; Strauss & Howe, 1991).
It is unlikely that any individual will display
all the characteristics of her or his genera-
tion, yet many members of a given gen-
eration likely will recognize the following
as descriptions of "people who came
along at the same time" as they did.

The GI Generotion
Once numbering sixty-three million, the
GI generation came of age during the
Depression and has been characterized
throughout its life span by unstoppable
energy; this is a get-it-done generation
determined to repair the disorder and de-
cay left by its predecessors, the Lost
Generation. Growing up during times of
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economic upheaval, they learned early
the value of discipline and hard work and
their later success in life reinforced these
as core virtues. They passed this lesson
along to successive generations as the
motto, "You can do anything if you
work hard enough," a promise that fails
many in this decade. Many in this genera-
tion were touched in some way by the
First World War and almost half of the
men served in the armed forces during
World War II. With the opportunity of
wartime, women of this generation made
new inroads into fields previously exclu-
sive to men, including assembly line
work, engineering, architecture. This is a
generation with strong civic sense—they
were the first boy and girl scouts, they
prize loyalty and patriotism, and place
strong trust in government and other so-
cietal institutions.

This generation set a number of
trends that pleased their elders: lower sui-
cide and crime rates, greater educational
attainment, increased voter participation,
and rising confidence in government.
Their confidence in government was well
placed for they were the first generation
to benefit from child labor laws and "the
entire modern growth in government
spending has coincided with the duration
of their life cycle" (Strauss & Howe,
1991). Under the seven Presidents from
this generation, government programs
grew rapidly with the addition of Medi-
care, initiatives of the Great Society,
Medicaid, the NASA space program, and
a broad array of regulatory agencies. GI
Presidents oversaw both the build-up of
a global nuclear arsenal and the begin-
ning of its retrenchment. The GI genera-
tion reaped much economic prosperity,
directed great resources to public goods,
and left a legacy of mountainous debt
and widespread environmental damage.

During the birth years of this gen-
eration, childhood mortality dropped
50% and children grew taller and
healthier, the first to benefit from safely
packaged food, pasteurized milk, and vi-
tamin supplements. Well behaved as
youth, they continue to place high value
on conformity and fitting in and show
deference to authority. This is the first
American generation to be much better

off financially than its parents were.
Home ownership reached a record high
of 60% when the GI generation was in
midlife and they are now the most afflu-
ent elders of the century. Still activists in
old age, this generation spawned the se-
nior citizen movement, established the
first retirement community in Sun City,

American history and one cohort of
women, those born 1931-35, had the
highest fertility rate of the twentieth cen-
tury. This generation also exhibited the
greatest change in behavior with the
"sexual revolution" and the enactment
of "no fault" divorce laws. Its members
include most major figures of the civil

G eneration X Is the poorest living generation;

about 20% live in poverty, and economic distress

seems to be following them as they transition from

youth to adulthood

spurred the passage of Medicare, and lob-
bied successfully for the largest rise in So-
cial Security benefits during the period
1972-81. Crime, personal safety, and
health care benefits are key concerns for
them today.

The Silent Generation
At forty-nine million, this generation has
the unique distinction of being smaller
than either the preceding or succeeding
generation. The Silent generation looked
to the GIs as role models and share a
number of characteristics with that gen-
eration: childhood shaped by war and
economic upheaval, common external
national enemy in communism, defer-
ence to authority, patriotism, and strong
trust in institutions. In contrast to the
can-do GI generation, the Silents were
unobtrusive as youth and rising adults,
earning such labels as "the gray flannel
mentality" and the "lonely crowd." De-
scribing them, historian William
Manchester noted, "Never had American
youth been so withdrawn, cautious, un-
imaginative, indifferent, unadventurous
(sic)—and silent." Like their predeces-
sors, men of this generation extended
their educational achievement, but the
women retreated from the advances
made by those before them.
A generation of contrasts, the Silents

are pluralists, experimenting and tolerat-
ing a variety of lifestyles without fanfare.
They married earlier and had children
earlier than any other generation in

rights revolution and many of the most
noted public advocacy lawyers, as well as
some of the most public "swingers." In
stark contrast to its predecessors, this
generation have produced no Presidents
and, with the youngest members now
fifty-six, may never do so. A string of un-
successful candidates have come from its
ranks: Walter Mondale, Michael Dukakis,
Jack Kemp, Gary Hart, Jesse Jackson,
and Bob Dole. Silents held a plurality in
Congress from 1975 until the mid-nine-
ties and continue to do so in many state
legislatures. Under their leadership, Con-
gress' reputation as bureaucratic has ad-
vanced significantly.

The Silent generation has enjoyed
great prosperity. Since the deprivation of
their childhood, their economic fortunes
have advanced steadily; during their rising
adulthood, per capita income and per
household wealth rose at record levels.
As young adults, they sent a surge of vol-
unteers to the Peace Corps. In mid-life,
they fueled strong markets for exercise
programs, cosmetic surgery, and weight
control programs.

The Baby Boom Generation
Perhaps the most studied of generations,
because of their great market power, the
Baby Boomers (about seventy-eight mil-
lion strong) constitute the largest single
generation in American history. They
have had more influence over consumer-
ism than any previous generation and can
be expected to exert increasing financial
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influence as they grow older. Boomers
grew up in a period of unprecedented
economic expansion, unrivaled economic
and educational opportunities, and dra-
matic advance in prevention of childhood
diseases. As young children, they were told
repeatedly that they were "special"—and
they believed it Now, in midlife, many are
confronting unmet expectations that their
standard of living would keep rising with-
out interruption. Compared with their par-
ents, Boomers have experienced net de-
dines in income adjusted-for-inflation with
rising age. As their parents die off however,
Boomers will become richer, inheriting
about $10.7 trillion (Roszak, 1998). Already
the source of much fuel for the dramatic
surges in stock market performance,
Boomers will wield increasing financial in-
fluence over the next few decades.

As a group, Boomers are intensely
competitive and have a strong sense of
entitlement. It is no coincidence that
grade inflation and a booming expansion
in student services both occurred during
their college years. Boomers typically be-
lieve in their own capabilities and seek to
continue developing themselves; they
fuel the self-improvement industry. The
Boomers have always broken the rules.
They are idealists who challenge the sta-
tus quo and value individuality over con-
formity. That idealism, coupled with re-
belliousness and a sense of superiority,
often propels them to take a moralistic
stance. It was Boomers who blurred gen-
der roles, marched in civil rights protests
led by the Silents, launched demonstra-
tions against the war in Vietnam and led
many consumer rights crusades. By sheer
numbers, the Boomers have been able to
amplify societal trends, perhaps most no-
tably the diversification of the business
and many of the professions. Boomers
have been credited with challenging the
"legal canon of race and gender bias" in
law schools, catalyzing transformation of
the profession and bolstering new op-
portunities for women and people of
color (ABA, 1997). On the other hand,
drunk driving, illegitimate births, teen un-
employment, crime rates and teen acci-
dental deaths all rose for this rule-break-
ing generation. As young adults, the non-
conforming Boomers migrated out of

mainline churches to New Age and evan-
gelical sects, yet their church attendance
rose by 30% during the 1980s.

Boomers are demanding customers;
they insist on "convenience, control, and
customer orientation and don't hesitate
to walk away from services that don't de-
liver" (Smith & Clurman, 1997). Hungry
for information, Boomers want access
not instruction; they want to be "on top
and in charge." In particular, Boomers
want to take charge of their health care
and will change practitioners to get what
they seek. In a recent survey demonstrat-
ing that visits to "alternative medicine"
practitioners continue to exceed total vis-
its to primary care physicians, people
aged thirty-five to forty-nine (mostly
Boomers) purchased the most services,
with over 50% using at least one alterna-
tive therapy during the previous year
(Burg, Kosch, & Neims, 1998;
Eisenberg, Davis, Ettner, et al, 1998).
Throughout life, Boomers seek experi-
ence and personal fulfillment and bring
those desires to the workplace. By self-
report, they are the most highly stressed

substantially lower over much of this
generation's span, it currently is about the
same size as the previous generation.
While the Boomers experienced intense
parental nurture, Generation X weathered
the highest parental divorce rate in history,
the most complex family structures, the
highest rates of domestic dissatisfaction,
and the highest percentage of working
mothers. The federal minimum wage and
the purchasing power of benefits for chil-
dren living in poverty both declined
steeply during their formative years. As
school children, they witnessed the retreat
of grade inflation, the emergence of
Proposition 13, and record high rates of
childhood deaths from murder, suicide,
and accidents.

Generation X is the poorest living
generation; about 20% live in poverty,
and economic distress seems to be fol-
lowing them as they transition from
youth to adulthood. As they move
through adulthood, they will continue to
bear an enormous burden of federal
debt, shifted from the three preceding
generations. This generation may turn

Fueled by affluent Silents and Boomers, the rapidly
growing market for a spectrum of alternative thera-

pies is likely to expand significantly as both generations
accumulate the chronic conditions and myriad aches
and pains of advancing age.

generation so far and they want a change.
Surveys show that Boomers seek less
stress, more time for family, and a sim-
pler life (Smith & Clurman, 1997).

Generation X
In contrast to the Boomers, the Genera-
tion X cohort group experienced great
economic, political, domestic, and soci-
etal uncertainty during childhood. Now
aged seventeen to thirty-five, this genera-
tion includes the "baby bust" cohort, the
product of lower fertility and higher
abortion rates; during the last three birth
years of this cohort, one-third of fetuses
in the U.S. were aborted (Strauss &
Howe, 1991). Although birth rates were

out to be the first to achieve less higher
education than their parents and are defi-
nitely taking longer to complete college.
For example, the seven-year post-high
school college graduation rate was only
37% for the class of 1980, compared to
58% for the class of 1972 (Strauss &
Howe, 1991).

This generation is highly visual and
highly computer literate and they insist
on the latest in technology Not as work-
focused as the Boomers, members of
Generation X are cautious and prag-
matic, focused on the present. As cus-
tomers, they want speed and conve-
nience and novelty. Generation X seems
to prefer diversity and spontaneity, in all
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aspects of life. They are socially tolerant
and have pursued a spectrum of alterna-
tive living groups, perhaps a spin-off
from their complex families of child-
hood. They are both the most Republi-
can-leaning youths in sixty years of poll-
ing research and the most heavily incar-
cerated generation in history (Strauss &
Howe, 1991). Many were "lost" to the
war on drugs. Not surprisingly, this gen-
eration is widely perceived, even among
its members, as cynical beyond its years.

The Millennial Generation
By 1995, this generation already num-
bered seventy-two million and is pro-
jected to be about 60% larger than Gen-
eration X. Since birth rates are expected
to continue to rise after the year 2000, it
is likely that this generation will outnum-
ber the Baby Boomers by 2015 (Crispell,
1995). Like the Boomers, this generation
is receiving high parental attention. Many
are born to parents who want them des-
perately—abortion is on the wane, infer-
tility treatments and life-saving therapies
for small premature babies continue to
rise in frequency. These children enjoy
the lowest child-to-parent ratio in history,
with only 2% currently living in families
with five or more children. They arrived
at a time when concern about values,
protection, and structure for children is
on the rise.

This is the first living generation that
has not experienced the threat of world
war. With the demise of the Cold War, the
common external enemy of communism
has disappeared, replaced by a resurgence
of tribalism at home and abroad.

While societal ambivalence about val-
ues continues, many worrisome trends
have reversed: the divorce rate and the ho-
micide rate for young children both
peaked in the 1980s and other indices of
violent crime are also dropping. The child-
hood poverty rate dropped for early co-
horts in this generation but now seems to
be rising again. Public interest in public
schools and the quality of education is on
the rise and school uniforms are increas-
ingly poprilor. The early cohorts in this
generation had the benefit of increased
child poverty assistance, a trend that has
reversed for later cohorts. Though it is too

early to have much information about this
still incomplete generation, they already
show some characteristics similar to the
GI generation: friendly, optimistic, saving
their childhood allowances.

Implications
Based on their theory of four repeating
generational "types," Strauss and Howe
predicted in 1991 that the nineties would
be marked by declining confidence in soci-
etal institutions, erosion of respect for pri-
vacy, rising social intolerance, and an in-
crease in tribalism and nativism, all of
which seem to be on target. With a large
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conditions and myriad aches and
pains of advancing age. There will be
opportunities for dental profession-
als to expand their practice into
complementary areas such as nutri-
tion counseling and herbal therapies.
Cosmetic dentistry will have a strong
appeal. If new technologies should
yield major reduction in incidence
of dental caries and periodontal dis-
ease, the inclusion of some alterna-
tive therapies could be a welcome
new source of revenue for dental
professionals. Several large surveys
have clearly demonstrated the

A s the order changes in universities and professional
organizations and all sectors of life, the old rules

will be voided and there will be a period of confusion
and uncertainly as new rules emerge.

body of research suggesting that early life
experiences shape the beliefs and attitudes
both of individuals and of generational
groups, it should be apparent that there are
many valid world views, each of which is
but a limited perspective on reality. Each
generation has contributed to the advance
of society, and each has left a legacy of
problems for those who follow. That is the
nature of the evolution of human con-
sciousness. The patterns of generational
behavior suggest at least six significant im-
plications for the profession of dentistry-.
1. Customers from the Baby Boom and

Generation X will demand more of
what they already seek: fast and conve-
nient service, easy access, readily avail-
able information, and high value for
their money. The dental professionals
who can tailor their office hours and
services to meet those demands should
have a market advantage. The profile
of dental health services is almost cer-
tain to shift, and cosmetic dentistry will
have a strong appeal.

2. Fueled by affluent Silents and
Boomers, the rapidly growing market
for a spectrum of alternative therapies
is likely to expand significantly as both
generations accumulate the chronic

public's willingness to pay for such
services and a number of health plans
already include alternative therapies in
their coverage (Eisenberg, Davis,
Ettner, et al, 1998). In addition, as
they age, the activist Boomers may
continue their press for consumer
rights by insisting that Medicare cov-
erage also envelops a wider spectrum
of alternative therapies.

3. As Boomers move into upper man-
agement and high profile leadership
positions in all industries and profes-
sions, they will change the model,
moving away from the authoritarian
hierarchy that has dominated
throughout this century. And mem-
bers of Generation X taking over
first line management positions will
help. Both generations are likely to
place more attention on self-fulfill-
ment, variety of experience, and a
balanced life. They recognize the
value of a diverse workforce and are
more attuned to diverse customers.
As the order changes in universities
and professional organizations and
all sectors of life, the old rules will be
voided and there will be a period of
confusion and uncertainty as new
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rules emerge. This period of uncer-
tainty will be a great opportunity for
the emergence of new leaders and
for the redefinition of roles among
the health professions.

4. The rewards of security and stable
income will not be enough to keep
the most talented Boomers and
Generation Xers attached to any em-
ployer. With their emphasis on expe-
rience, opportunity for personal
growth, and time for adventure and
outside interests, Boomers may seek
more flexible schedules, flock to sec-
ond careers in higher numbers, and
show greater interest in phased re-
tirement. Individuals of Generation
X also seek opportunity to grow, va-
riety, and the chance to adapt to
changing circumstances—and they
want to have fun at work. Opportu-
nities for continued training, partici-
pation in decisions, more latitude in
work style, and greater commitment
to keeping up with technology will
be important in keeping this genera-
tion involved. Both generations have
low loyalty to organizations, so re-re-
cruitment of the talented will be im-
perative. One can no longer expect
to recruit a colleague and keep her or
him for decades. Whether one has a
small office employing only several
staff, a group practice with several
dental professionals, or a large aca-
demic dentistry department, the
challenges will be the same: offer op-
portunities for growth; use flexible
scheduling and part-time arrange-
ments to meet individual prefer-
ences; provide a spectrum of re-
wards, monetary and non-monetary;
show appreciation regularly; create
an environment where people can
have fun at work; and re-recruit con-
tinuously.

5. In the academic health centers, em-
ployment relationships are beginning
to change and new covenants of ac-
countability between universities and

faculty members are emerging.
Though triggered in large part by eco-
nomic concerns, these new covenants
offer the opportunity to create work-
places and work conditions more at-
tractive to Boomers and Generation
X. There are five changes universities
could make to adapt faculty reward
systems to meet both societal condi-
tions and the needs and values of
these two generations: (1) Clearly pro-
daim academic freedom to be essential
to the mission, establish adequate pro-
tection to ensure it, and guarantee it to
all faculty, uncoupling academic free-
dom from tenure decisions and em-
ployment contracts. (2) Develop a
clearly articulated covenant that stipu-
lates the mutual expectations of the
university and faculty member, the re-
spective obligations of each and the
values that are most important to the
university. (3) Establish a system to pe-
riodically renegotiate an agreement
with each faculty member that would
specify accountability: the outcomes or
results expected, the standards for be-
havior and the rewards that can be an-
ticipated if both behavioral standards
and outcomes are met or exceeded. (4)
Develop an equitable, understandable,
systemic reward system that fosters
alignment with mission and strategy, is
attuned to the values and needs of fac-
ulty and staff, and rewards critical be-
haviors such as customer focus,
entrepreneurialism, and rapid applica-
tion of discovery. (5) Periodically ques-
tion all institutional motivational and
reward systems in light of mission and
strategy.

6. Finally, as educated members of so-
ciety, dental professionals could have
an impact way beyond high cus-
tomer satisfaction. They can actively
promote peace and harmony by
modeling openness to divergent
views—by honoring the differences
among generations.

We live in a time of immense chal-
lenge and unprecedented opportunity.
The ways of looking at the world, at-
tracting and retaining people, and doing
business that worked so well are no
longer sufficient. To anticipate and shape
the future, it will be essential to recognize
and accept that everything changes, let
go of expectations for sameness and se-
curity, and see the world as it really is.
That means letting go of stereotypes for
adolescents and midlife adults and se-
niors, looking directly at the uniqueness
of each generation, and anticipating dif-
ferent scenarios that might evolve as each
generation takes its turn at leadership.

References
ABA News, (1997). How Bab! Boomers have

changed the face of law practice. 12/28/97
Bishop, P. (1998). Thinking like a futurist

The Futurist, 32, (June/July), 39-42.
Burg, M. A, Kosch, S. G, & Neims, A. H.

(1998). Personal use of alternative
medicine therapies by health science
center faculty. Journal of the American
Medical Association, 280, 1563.

Crispell, D. (1993). Where generations di-
vide: a guide. American Demographics,
May.

Crispell, D. (1995). Generations to 2025.
American Demographics, January.

Eisenberg, D. M, Davis, R. B, & Ettner,
S. L. et al (1998). Trends in alternative
medicine use. Journal of the American
Medical Association, 280, 1569-1575.

Marias, J. (1970). Generations: A historical
method. Birmingham, AL: University
of Alabama Press.

Roszak, T (1998). Birth of an old gen-
eration. Civiation, (October/No-
vember), 90-93.

Smith, J. W, & Clurman, A. (1997). Rock-
ing the ages: The Yankelovich Report on gen-
erational marketing. New York, NY:
HarperBusiness.

Strauss, W, & Howe, N. (1991).: Generations:
The &rimy of Americal figure 1 584 to
2069. New York, NY: William Morrow.

28 Volume 65 Number 4



Demographics

Current Patterns and Future Trends in
the Population of the United States:

Implications for Dentistry and the Dental
Profession in the Twenty-First Century

Steven H. Murdock, PhD, and Md. Nazrul Hogue, PhD

Abstract
Changes in the size, distribution and
composition of the population of the
United States will have significant
effects on health care professionals in
the coming years. For dentists and
other professionals involved in health
care provision, it is likely that among
the effects of demographic change will
be change in the characteristics of their
patient base, change in the
characteristics of health professionals,
and potential change in the
socioeconomic resources of their
patients. In this article, we describe
current and expected future patterns of
change in the population of the United
States and discuss their significance for
dentistry in the twenty-first century.

A
lthough several potentially sig-
nificant changes in the popula-
tion are occurring that promise
to impact future health care

needs and services in the United States
(Pol & Thomas, 1992), the discussion
here will focus on three which we believe
are among the most important relative to
the magnitude of their potential impacts.
Specifically, we examine the impacts of:

(1) the decline in the rate of population
growth and changes in the sources of
such growth; (2) the aging of the popula-
tion; and (3) the increase in the number
and proportion of minorities in the
United States. These factors have been
shown to markedly impact a variety of
other demographic, socioeconomic, and
service factors (Murdock, 1995;
Murdock et al., 1997). Specifically, we
first review the historical trends in these
three factors, then examine the projected
changes in these factors in the first half
of the next century, and then discuss
some of their implications for dentistry
in the coming century

Trends in Population Growth,
Aging, and Minority
Population Growth in the
United States
Historical patterns of population change
for the United States show the country to
have experienced relatively rapid popula-
tion growth. This growth has been from a
population of only 3.9 million in 1790,
when the first census was conducted, to
75.9 million by 1900, 248.7 million in
1990, and 267.6 million according to U.S.
Bureau of the Census estimates for July 1,
1997 (U.S. Bureau of the Census, 1998a).
Thus, the U.S. population displayed in-

creases of approximately 30% per decade
during the 1800s and average rates of
growth of roughly 15% per decade from
1900 to 1950. During the 1950s, when the
baby boom period was at its peak, the de-
cennial growth rate reached 18.5%, it was
13.4% during the 1960s, 11.4% during the
1970s, and 9.8% during the 1980s. Ac-
cording to 1997 estimates, the U.S. popu-
lation has increased by 7.6% from 1990 to
1997 and is growing at a rate that, if con-
tinued through the remainder of the
1990s, will lead to an approximately 10.4%
rate of growth in the population from
1990 to 2000.
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Although the rate of growth in the
1990s may slightly exceed that for the
1980s, the general trend in population
growth in the United States since 1960,
as in other developed countries, has been
a pattern of decreasing rates of growth.
In addition, under a wide variety of pro-
jection scenarios, future growth is likely
to be slower growth with the population
projected to increase at a rate of less
than 10% per decade from 1990 through
2050 (Day, 1996).

Coupled with slower growth is the
change in the sources of that growth.
National population change is a result of
two mechanisms-natural increase
(which is the excess of births over
deaths) and immigration from other na-
tions. The population of the United
States has historically increased primarily
as a result of natural increase with immi-
gration accounting for more than 50%
of total population growth in only the
decade from 1900 to 1910. Immigration
has played an increased role in the last
several decades, however. From 1980 to
1990, the number of immigrants to the
U.S. was 7.3 million, the largest in any de-
cade since 1900 to 1910, accounting for
29.7% of the nation's net growth from
1980 to 1990 (Murdock, 1995) and, from
1990 to 1996, immigration is estimated
to have been 5.6 million, accounting for
29.8% of U.S. population growth (U.S.
Bureau of the Census 1998a). These per-
centages compare to 13.5% in the 1960s
and 18.8% of growth in the 1970s which
was attributable to immigration.

The origin countries of immigrants
to the United States have also changed
dramatically during the past several de-
cades. From 1820 (when the first immi-
gration data were collected) through the
1960s, more than 50% of all immigrants
were from Europe but, by 1980 to 1990,
only 10.4% were from Europe while
47.1% were from Mexico and other parts
of Latin and South America, and 37.3%
were from Asia. In the 1990s, despite an
increase in the number of immigrants
from Europe, the dominance of non-
European immigration has continued.
From 1991 to 1996, Europe was the re-
gion of origin for 14.9% of immigrants
to the United States, Mexico and Latin

and South America accounted for 48.7%,
and Asia was the region of origin for
30.5% of U.S. Immigrants (U.S. Immigra-
tion and Naturalization Service, 1997).

The population of the United States
has also aged significantly. In 1900, the
median age of the population was 22.9
years, but by 1990 it was 32.9 years.
Whereas roughly 4% of the United
States population was 65 years of age or
older in 1900, by 1990 12.6% of the
population was of that age. Because of
the aging of the well publicized baby-
boom generation (persons born between
1946 and 1964) who account for roughly
one-third of the U.S. population, the me-
dian age of the population will increase

migrants being increasingly diverse in
their national and ethnic origins. The
population is growing older and it is in-
creasingly racially and ethnically diverse.

Projected Patterns of Future
Population Change in the
United Stores
How are the patterns noted above likely to
evolve in the future? In this section we ex-
amine projected patterns relative to each
of the population factors noted above us-
ing U.S. Bureau of the Census projections.
The discussion emphasizes the middle of
several population projection scenarios
provided in the most recent U.S. Bureau
of the Census' projections (Day, 1996).

T he patient population will tend not only to become
older and more ethnically diverse but also poorer.

such that by 2050 a median age of 38.1
years of age is expected with 20.0% of
all persons being 65 years of age or older
(Murdock, 1995).

Because of the increasing diversity of
immigrants (Edmonston and Passel,
1994) and the higher birth rates of mi-
nority populations, the growth in minor-
ity populations has also increased sub-
stantially. Thus, during the 1980s, non-
Hispanic whites (Anglos) increased by
4.2% while the African American popu-
lation increased by 12.0%, the Hispanic
population by 53.1%, and the "other"
population category (consisting of
Asians and Pacific Islanders, American
Indians, and others who are not of His-
panic Origin) increased by 71.7%. Of the
net population increase in the U.S. popu-
lation from 1980 to 1990 of 22.2 million,
66.0% was accounted for by minority
population growth. During the 1990 to
1997 period, it is estimated that the
population increased by 18.9 million with
approximately 66.8% being due to mi-
nority population growth (U.S. Bureau
of the Census, 1998b).

In sum, then, the U.S. population is
growing more slowly than in earlier de-
cades. A larger proportion of that
growth is due to immigration, with im-

The middle scenario is used because the
Bureau indicates that this scenario is most
likely to characterize the future population
of the United States.

The middle scenario's projections as-
sume that migration will average 820,000
per year throughout the projection pe-
riod; this is a smaller number of immi-
grants than during the late 1980s and
early 1990s, but greater than the number
in the first part of the 1980s. The Bureau
also assumes that the total fertility rate
will increase from 2.0 children per
woman in 1995 to 2.2 children by 2050,
due to the growth of minority and immi-
grant populations with higher levels of
fertility, and that life expectancy will in-
crease from 75.9 years in 1995 to 82.0
years by 2050. We use these projections
with full realization of their limitations,
but with the expectation based on other
analyses (Fosler et al., 1990; Murdock,
1995) that, although the exact number of
persons projected to be in the future
population is unlikely to be correct, the
general trends are likely to be in the di-
rection indicated.

This analysis uses only one means of
defining racial/ethnic groups. There is
no single most appropriate means either
of deriving mutually exclusive racial/eth-
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nic groups or referring to racial/ethnic
groups. We use the terms Anglo, Black,
Hispanic, and Other, with Anglos de-
fined as Non-Hispanic persons of the
White race, Blacks as Non-Hispanic per-
sons of the Black race, Others as Non-
Hispanic persons of all other races (ex-
cept the White and Black races, so that
the Other racial/ethnic category includes
Non-Hispanic Asian and Pacific Island-
ers, American Indians, Alaskan Natives,
and Aleuts, and persons in an other racial
group category), and Hispanics defined as

Hispanics from all racial/ethnic groups.
These categories were employed to pro-
duce values for which the sum across ra-
cial/ethnic groups is equal to the total
population. The reference names used are
employed because we believe they gener-
ally communicate commonly recognized
groupings of the population.

Finally, in examining the results pre-
sented below, it is important to acknowl-
edge that demography is not destiny
(Murdock, 1995). A variety of social,
economic, and other factors may have as

large, or perhaps even larger, effects on
health services and expenditures than de-
mographic forces. However, we believe
that demographic change will play a sub-
stantial role in determining the future of
service usage in the United States. Thus,
we maintain that it is useful to examine
the implications of such patterns for the
future of dentistry in the United States.

The projections in Table 1 show a
population of 393.9 million by 2050 (see
Table 1, Panel 1) and indicate a likely av-
erage annual growth rate of 0.77% per

Table 1: Size, Change, and Characteristics of the Population of the United States in 1990
and Projected 1998-2050 (Middle Projection Scenario)

Year/Age Anglo Black Hispanic Other Total

Panel 1: Total Population Change

1990 188,128,296 29,216,293 22,354,059 9,011,225 248,709,873

1998 195,785,548 32,789,478 29,565,764 11,861,114 270,001,904

2000 197,061,204 33,568,144 31,365,806 12,638,488 274,633,642

2010 202,389,687 37,465,695 41,139,053 16,721,854 297,716,289

2020 207,392,991 41,538,365 52,652,350 21,158,235 322,741,941

2030 209,997,665 45,447,803 65,570,344 25,883,548 346,899,360

2040 209,620,908 49,378,524 80,163,857 30,816,855 369,980,144

2050 207,901,472 53,555,336 96,508,378 35,965,491 393,930,677

Panel 2: Percent Change in Population for Selected Time Periods

1990-2000 4.7 14.9 40.3 40.3 10.4

2000-2010 2.7 11.6 31.2 32.3 8.4

2010-2020 2.5 10.9 28.0 26.5 8.4

2020-2030 1.3 9.4 24.5 22.3 7.5

2030-2040 -0.2 8.6 22.3 19.1 6.7

2040-2050 -0.8 8.5 20.4 16.7 6.5

1990-2050 10.5 83,3 331.7 299.1 58.4

1998-2050 6.2 63.3 226.4 203.2 45.9

Panel 3: Percent of Population by Race/Ethnicity for Selected Time Periods

1990 75.7 11.7 9.0 3.6

1998 72.5 12.1 11.0 4.4

2000 71.8 12.2 11.4 4.6

2010 68.0 12.6 13.8 5.6

2020 64.2 12.9 16.3 6.6

2030 60.5 13.1 18.9 7.5

2040 56.7 13.3 21.7 8.3

2050 52.8 13.6 24.5 9.1
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Table 1: Size, Change, and Characteristics of the Population of the United States [continued]

Year/Age Anglo Black Hispanic Other Total

Panel 4: Percent of Population by Age Group 1990 and 2050

1990

<18 23.3 31.9 34.7 30.2 25.6
18-24 10.0 12.3 14.2 12.2 10.7

25-34 16.9 18.0 19.7 19.0 17.4
35-44 15.5 14.0 13.2 16.4 15.1

45-54 10.7 8.7 7.7 9.7 10.1

55-64 9.2 6.6 5.3 6.3 8.5
65-74 8.3 5.1 3.2 4.1 7.3

75-84 4.7 2.6 1.6 1.7 4.1

85+ 1.4 0.8 0.4 0.4 1.2

2050

<18 20.0 28.8 30.8 26.3 24.4
18-24 8.0 10.5 10.8 10.0 9.2

25-34 11.5 13.3 13.7 14.2 12.6

35-44 11.7 12.5 12.0 13.3 12.0

45-54 11.6 10.8 9.9 11.6 11.0
55-64 12.2 9.9 8.5 9.4 10.8
65-74 10.6 7.5 6.3 7.2 8.8
75-84 8.4 4.2 4.6 4.8 6.6
85+ 6.0 2.5 3.4 3.2 4.6

Panel 5: Percent of Net Population Change 1990 to 2050 Due to Change in Each Racial/Ethnic Group

Race/Ethnicity Number Percent

Anglo 19,773,176 13.5

Black 24,339,043 16.8

Hispanic 74,154,319 51.1

Other 26,954,266 18.6

Total 145,220,804 100.0

Source: Derived from U.S. Bureau of the Census projections for 1998-2050 (Day 1996)

year from 1990 to 2050 (see Table 1,
Panel 2). Immigration will play a large
role in future population change in the
U.S. These projections of the population
of the United States (Day, 1996) suggest
that 55% of the net growth in the U.S.
population from 1990 to 2050 is likely to

be due to immigrants and their descen-
dants. When immigrants' descendants
are taken into account, this percentage is
not unprecedented (see Passel and
Edmonston, 1994) but nevertheless sug-
gests that the effects of immigration will
be substantial. Immigrants are also pro-

jected to continue to come from diverse
areas of origin with the vast majority
coming from Mexico, Latin and South
America, and Asia (Murdock, 1995). As a
result, immigrants will likely also play an
increasing role in health service utiliza-
tion in the United States, exerting de-
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mands for a greater diversity of products
and services.

The trend toward an older age struc-
ture in the U.S. population was discussed
above. This aging of the population base
is expected to continue, with the US.
population reaching a median age of

the total U.S. population composed of
Hispanics is expected to be 24.5% in 2050
compared to 9.0% in 1990; the propor-
tion of Blacks would increase from 11.7%
in 1990 to 13.6% in 2050; and the propor-
tion in the Other racial/ethnic group
(other than Anglo, Black, and Hispanic)

ata...suggest a need for substantial growth in the

number of minoriry dentists.

35.6 by 2000 and 38.1 years by 2050.
These changes will be reflected among
age groups both numerically and propor-
tionally. The proportion of the popula-
tion less than 25 years of age is projected
to decrease from 36.3% in 1990 to
33.6% in 2050 (see Table 1, Panel 4). On
the other hand, the population of elderly
persons, those 65 years of age or older,
will increase from 12.6% in 1990 to
20.0% by 2050 (see Table 1, Panel 4).

Substantial differences also exist in
the age structures of Anglo versus mi-
nority populations. For example, whereas
14.4% of the Anglo population was al-
ready 65 years of age or older in 1990,
25.0% will be 65 years of age or older
under the middle scenario in 2050. Only
5.2% of the Hispanic population, 8.5%
of the Black, and 6.2% of the Other
populations were 65 years of age or
older in 1990, and under the middle sce-
nario only 14.3% of the Hispanic, 14.2%
of the Black, and 15.2% of the Other
population is projected to be elderly in
2050 (see Table 1, Panel 4).

The trend toward an increasing num-
ber and proportion of minority residents
is also evident in these projections. Of the
total net increase of 145.2 million persons
projected to be added to the U.S. popula-
tion between 1990 and 2050, 74.2 million
are projected to be Hispanic, another 24.3
million are projected to be Black, and per-
sons in the Other racial/ethnic group are
projected to account for about 27.0 mil-
lion of the total net increase (see Table 1,
Panel 5). Thus, 86.5% of the net change
in population is projected to be accounted
for by members of minority groups. If
these patterns continue, the proportion of

would increase from 3.6% in 1990 to
9.1% in 2050. The proportion of the total
U.S. population composed of members
of minority groups would be 47.2% in
2050 compared to 24.3% in 1990 (see
Table 1, Panel 3).

Significance of Current and
Future Patterns of Population
Change
Why are the current and future patterns
of population change noted above sig-
nificant? Their effects are both direct and
obvious and indirect and subtle. First,
slower rates of population growth point
to slower growth in markets for all goods
and services, including general health and
dental services. Thus, the declining rate
of population growth is likely to lead to
reduced rates of growth in the total
number of potential patients.

Equally important, the nature of that
growth is likely to markedly alter patient
characteristics. The diversity of origins

Demographics

the socioeconomic characteristics of the
population. Change in socioeconomic
characteristics are likely to occur because
of the differences that exist in the in-
come and other resources of persons of
different ages and racial/ethnic back-
grounds. For example, in 1996, the me-
dian household income of households
with a householder (head) 15-24 years of
age was $21,438, it was $50,472 for a
household with a householder 45-54, but
$19,448 for a householder 65 years of age
or older. Similarly, although the median
household income in 1996 was $38,787
for households with an Anglo house-
holder, it was only $23,482 for house-
holds with a Black householder, and
$24,906 for those with a Hispanic house-
holder (US. Bureau of the Census,
1997). As a result, if changes do not oc-
cur in these socioeconomic differentials,
the patient population will tend not only
to become older and more ethnically di-
verse, but also poorer. An analysis of a
similar set of projections by Murdock
(1995), in fact, estimates that the average
US. household in 2050 would have an in-
come about $2,000 less CM 1990 constant
dollars) in 2050 than in 1990 and that the
percent of families in poverty would in-
crease by 3.0 percent, if the socioeco-
nomic differentials by age and race/
ethnicity do not change.

For dentistry, such changes also sug-
gest the need to increase the number of
minority dentists. Table 2 shows the re-
sults of a projection in which dentist to
patient ratios for 1990 (approximately

It may be necessary to carefully plan the location of

future training and educational centers for the dental

profession.

of immigrants coupled with faster rates
of growth among minority populations
is likely to lead to larger proportions of
minority populations and patients. Simi-
larly, the aging of the population will lead
to an older patient population with the
health care needs of older populations.

Less obvious is the fact that such
changes are likely to lead to changes in

0.58 dentists per 1,000 population) are
applied to the population in 1990 and for
periods through 2050. In these projec-
tions, it is assumed that the number of
dentists needed from a given racial/eth-
nic background is similar to that of the
population. Although dentists can obvi-
ously serve persons from backgrounds
different than their own, Table 2 pro-
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Table 2: Projected Number and Percent Change in Number of Dentists Needed from 1990
to 2050 by Race/Ethnicity Assuming Dentists Have the Same Race/Ethnicity Backgrounds as
Patients and 1990 Ratios of Dentists to Population (Middle Projection Scenario)

Year Anglo Black Hispanic Other Total

1990 109,303 16,975 12,988 5,236 144,502
1998 113,752 19,051 17,178 6,892 156,873
2000 114,493 19,503 18,224 7,344 159,564
2010 117,589 21,768 23,902 9,716 172,975
2020 120,496 24,134 30,592 12,294 187,516
2030 122,009 26,406 38,097 15,040 201,552
2040 121,790 28,689 46,576 17,906 214,961
2050 120,791 31,116 56,073 20,898 228,878

Percent

Change:

1990-2050 10.5 83.3 331.7 299.1 58.4

Source: Derived by applying 1990 dentist to population ratio of 0.58 dentists per 1,000 persons to the 1990 Census
population and to U.S. Bureau of the Census population projections 1998-2050 (Day 1996)

vides data that suggest a need for sub-
stantial growth in the number of minor-
ity dentists. Thus whereas the total num-
ber of dentists would have to increase by
58.4% from 1990 to 2050, the number of
Anglo dentists would need to increase by
only 10.5% while the number of minor-
ity dentists would need to increase by
207.1% from 1990 to 2050.

In sum, what do these demographic
changes suggest about the future of den-
tistry and for the dental profession in the
coming years? Decreased rates of growth
suggest that the market for such services
may also decline. However, it must be rec-
ognized that there will be substantial vari-
ability in growth patterns across the United
States. Patterns from both the 1980s and
the 1990s, for example, have shown much
faster growth in the South and West than in
the Northeast and Midwest, with the South
and West accounting for 88.8% of net
population growth in the United States in
the 1980s and 812% from 1990 to 1997.
Under conditions of slower growth, evalu-
ations of geographic factors affecting the
viability of practice locations may come to
play a larger role in the selection of a prac-
tice area than in the past Similarly, it may be

necessary to carefully plan the location of
future training and educational centers for
the dental profession, if such centers are to
be located in the fastest growing parts of
the country Finally, although the growth
rate in the United States and most devel-
oped countries is projected to be relatively
slow, it is important to recognize that many
other parts of the world are expected to

A growing pair of the
patient base may

need assistance in meet-
ing the cost for dental
services.

show substantial growth, making the op-
portunities for international training in-
creasingly viable.

Age structure changes are likely to
lead to decreases in the number of chil-
dren and increases in the number of eld-
erly patients and it is apparent that
among children an increasing proportion
will be minority children. It is likely that

to the extent that the mix of specialties
reflects the needs of specific age groups
shifts toward the growing segments of
the population may be necessary. Simi-
larly, if the socioeconomic resources of
minorities do not change, it may be nec-
essary to adjust to a patient population
of children from families with more lim-
ited socioeconomic resources.

Finally, it is obvious that due to both
immigration and patterns of natural in-
crease, an increasing proportion of den-
tal patients will be minority population
members with potentially different cul-
tural and other expectations for dentists
and other health professionals. It is likely
that serving this growing population seg-
ment will require that the dental profes-
sion both show substantial sensitivity to
cultural and ethnic differences and that it
increase its number of minority dentists.
In addition, as with children, if the socio-
economic resources of minorities do not
improve, a growing part of the patient
base may need assistance in meeting the
costs for dental services.

Overall, what these patterns suggest
is that the twenty-first century is likely
to pose substantial challenges for den-
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tists and the dental profession. Prepar-
ing for the service and professional
changes likely to result from the chang-
ing demography of the United States
should be a priority for the profession
in the coming years so that such
changes can be made into opportunities
for, rather than limitations to, the
growth in the profession.
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Trends:
Immigration and Technology

Bruce Arthur Miller, CPA

Abstract
America is experiencing a new wave of
immigration that many say will be
larger than the one beginning just
before 1900. But this immigration is
more global in origin and will result in
making many states so diverse that
there is no "majority" culture.
Immigration will fuel the economy and
will be particularly advantageous to
those businesses that can recognize
and respond to the needs of the new
immigrant groups.

A
projected increase in total U.S.
population of 65 million per-
sons from 1998 to 2025 (from
270 to 335 million) implies fu-

ture demand for the creation of more
services of all types. That population in-
crease is the same as the one that oc-
curred from 1969 to 1994—a period of
immense development. Almost 80% of
our absolute population growth will oc-
cur among minority groups, groups that
are, on the average, less affluent and less
well educated than the majority of the
population. By 2020, about 45% of all
U.S. children under nineteen will be
members of minority groups. And, more
than any other force, immigration will
drive U.S. population growth in the
twenty-first century.

To put immigration in perspective,
let's look back. The first great immigra-
tion wave occurred around the turn of

the century, when immigrants arrived on
U.S. shores primarily from Ireland, En-
gland, Germany, and other European
countries. This immigration wave
reached a peak in the 1901-1910 decade,
during which 8.8 million immigrants ar-
rived in the United States.

Between 1991 and 1996, 6.1 million
immigrants arrived in the United States, or
an average of about one million immi-
grants annually. If that rate of immigra-
tion continues, immigration in the period
1991-2000 should reach approximately 10
million. That would be the highest of any
decade in U.S. history. Obviously, the im-
pact on the overall economy and services
such as dentistry will be stronger as well.

Immigration and Diversity
Let's take a look at how the immigration
mix will change. In 1996, the number of
legal immigrants admitted to the United
States totaled 915,900. That is an increase
of 27% from the 720,461 admitted in
1995. It is estimated that more than
200,000 illegal immigrants also came into
the U.S. in 1996. In contrast to the waves
of immigration from Europe and Russia
in the nineteenth and early twentieth cen-
turies, many of today's immigrants come
from Mexico and Asia.

Nearly two-thirds of all 1996 immi-
grants intended to reside in just six states
and in seven metropolitan areas. This is a
huge influx of people and energy for
Chicago, Houston, Los Angeles, Miami,
New York, San Francisco, and Washing-
ton, DC. These "gateway cities" are

popular because immigrants find a sup-
port network of family and friends as
well as other immigrants from their
home countries. In these cities they are
able to buy homes or acquire space for
start-up businesses at attractive prices,
especially in the tough, "disadvantaged"
areas of the city.

The Washington Post noted that
"within the lifetimes of today's teenagers,
no one ethnic group—including whites
of European descent—will comprise a
majority of the nation's population." By
2000, California will become a "majority
minority" state where no single ethnic
group is in the majority, or accounting
for more than 50% of the population,
according to the Census Bureau. In the
near future, Maryland, Nevada, New Jer-
sey, and Texas will also become majority
minority states. This is already the case in
Hawaii and New Mexico.

The greater diversity of the popula-
tion in the next century will change the
face of urban politics. It will increase the
power and influence of the emerging im-
migrant population—and their descen-
dants—at every level of government

Mr. Miller is a senior part-
ner in E&Y Kenneth
Leventhal Real Estate,
Ernst & Young LLP, Suite
1100, 550 California
Street, San Francisco, CA
94104, fax (415) 248-
2100.
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The Surge in U.S. Immigration
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from Washington to state capitals to city
councils. It will affect decisions of vital
importance to every industry and all local
governments.

Furthermore, the demographic mix
of the United States will change even
more dramatically by 2050, as shown in
the accompanying table.

Impact of Immigration
If immigration continues indefinitely at
its current level, 387 million people will
live in the United States by 2050. This
will represent an increase of 124 million
from 1995. Immigrants and their descen-
dants will account for 80 million or two-
thirds of this increase in the U.S. popula-
tion between 1995 and 2050.

This increase in the immigrant popu-
lation will create new demand in every
sector of the economy. It will create
more than 36 million jobs by 2050 (based
on current ratios of population to em-
ployment). Per capita income of each
immigrant will be $25,670 in 2050, or a
total of more than $2 trillion (in 1997
dollars) in the economy. From a housing
standpoint, at current average household
size, these 80 million immigrants and

their descendants will require approxi-
mately 30 million dwelling units by 2050.
A major factor for immigrants will be

housing One thing that immigrants and
native-born Americans have in common
is a strong desire to own a home. But the

Demographics

American dream of home ownership
may be even stronger among immi-
grants. The reason is simple. Many come
from countries where there is no legal,
private housing market, or such a market
is in only its early stages of development,
or only the very wealthy can afford
homes. Despite their desire for a home
of their own, immigrants generally have
to live and work in the United States for
about ten years before they have accu-
mulated the capital to make a down pay-
ment on a home.

Some Prognostications
Immigration will have an even greater
impact on the US economy in the
twenty-first century than it has had in
this century.
1. The new immigration wave will create

significant opportunities for every
segment of the service economy.

2. One of the major impacts in the new
immigration wave in the short run
will be to physically rejuvenate local
real estate including: neighborhood
and community shopping centers, in-
dustrial parks, and the inner cities and
in older suburban neighborhoods.

3. Over the long run, immigrants will
become assimilated into the economy
and will become major stakeholders

1996* U.S. Immigration: Country
of Origin

Many of the recent immigrants to the U.S. have arrived

from Mexico and Asia.

Rank Country Immigrants

1. Mexico 163,572

2. Philippines 55,876

3. India 44,859

4. Vietnam 42,067

5. China 41,728

*Fiscal year
Source: Immigration and Naturalization Service
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1996 Immigration: States of
Intended Residence*

Nearly two-thirds of all 1996 immigrants
intended to reside in just six states

State Immigrants

California 201,529
New York 154,095
Texas 83,385
Florida 79,461
New Jersey 63,303
Illinois 42,517

*Fiscal 1996
Source: Immigration and Naturalization Service

in just about every facet of several
industries.

4. The current dynamics of local poli-
tics as it affects the development of
retailing in local communities will
significantly change as the result of
increased immigration.

5. A market will evolve for ethnically-
themed entertainment, recreational,
and retail facilities as specific ethnic
enclaves become large enough to
support them.

6. There will be a greater need for im-
migrant-focused service companies
such as those providing specific im-
migrant-related market research and
marketing services.

7. Immigration patterns will have an in-
creasingly greater influence on cor-
porate location decisions.

8. Local communities will have to work
closely on programs to recruit, edu-
cate, and train immigrants for the la-
bor force—with communities mak-
ing this investment emerging as the
new targets for corporate relocation.

9. More land will need to be set aside
for school facilities as immigrants
have larger primary families. Public

infrastructure will likewise need to
be expanded to cope with the popu-
lation and economic growth engen-
dered by this immigrant wave.

It's clear that the dramatic changes
created by the new wave of immigration
are only beginning to ripple through the
economy and the real estate industry,
and they should serve as a wake-up call
for builders, developers, and others in
the industry. All of us need to realize
that the world is coming to your door-
step. In the gateway cities, and other
markets, their future tenants, buyers,
customers, investors, business partners,
managers, and employees increasingly
will come from the nation's rapidly
growing immigrant population. We
need to start thinking of how to take
advantage of the opportunities created
by the immigration wave, but how to
position their companies and organiza-
tions to target immigrant markets, learn
about the needs of immigrant commu-
nities, and form partnerships with im-
migrant-owned businesses, and recruit
managers and employees from the im-
migrant community and train them to
be future leaders in your companies.
The message for all segments of the
service economy is clear: don't be left in
the dust by competitors who have
learned how to capitalize on the immi-
gration boom.

U.S. Population:
A Changing Mix

• The U.S. population will become more diverse in the
21st century.

1995 2050

Hispanic 9% 25%

Asian 3% 8%

White* 74% 50%

Black* 12% 14%

Other 2% 30/0

*Non Hispanic
Source: National Academy of Sciences
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Dental Education Issues and Trends
Jeanne C. Sinkford, DDS, PhD, FACD

Abstract
This article is a survey of the current
status and likely future changes in
dental education in the context of
changing demographics, economics,
and higher education. Topics covered
include changes in faculty, students,
curriculum, research, and dental
practice.

1
 n addition to the ability to secure the
financial resources needed for insti-
tutional support, universities now
face two major challenges that af-

fect their survival: (a) reassessment of
the role of the university within the con-
text of societal needs and expectations
and (b) expansion of global communica-
tions technology.

These challenges will affect the strate-
gic directions and management of re-
sources for both the universities and their
dental schools well into the next century.
However, during this period of rapid
metamorphosis, dental schools will sus-
tain their viability through their tripartite
missions of education, research, and ser-
vice. In so doing, they will contribute to
the aura and emerging role of their parent
institutions in "extension of walls," out-
reach, and other collaborative venues.

It is neither the best of times nor the
worst of times for dental schools as they
address systematic, technologic, human
resource, and societal issues that will help
sustain their prestige among the commu-
nity of scholars within their universities.

The current trends in telecommuni-
cations alliances and computing tech-

nologies have produced instantaneous
global communications upon which the
new global economy depends. John
Naisbitt, the predictor of major trends
that have transformed our world, has ob-
served that "technology now makes
stranger bedfellows than politics"
(Naisbitt, 1994). This staggering trend
toward telecommunications alliances is
paying little attention to national borders.
We have seen this in the merger of digital
programming skills of Americans with
the Japanese experience in consumer
electronics. These types of alliances are
occurring within the educational com-
munity also with the emergence of dis-
tance learning and the virtual univer-
sity—examples being: The Western
Governors University, the Virtual Auto-
motive College in Michigan, and the pro-
gram at the University of Phoenix in-
volving thirty-one states with branches in
Europe and 66,000 students.

As early as the year 2000, televisions
are expected to have the power of per-
sonal computers. This potential for
knowledge expansion and increased con-
sumer demand pose immediate challenges
to our universities and to our dental
schools especially in the areas in the areas
of allied and continuing dental education.

Current Status
Dental education, unlike medical educa-
tion, has undergone downsizing with the
closure of six private dental schools be-
tween 1980 and 1991, and Northwestern
will close its doors in 1999. Downsizing
within the remaining dental schools has
resulted in a 37% decline in undergradu-
ate dental enrollments. In addition to

downsizing, dental schools have revised
their operations in keeping with the 1998
Accreditation Standards and they have
instituted such changes as: the merger of
clinical departments, the modernization
of clinics, introduction of computer-as-
sisted simulators for preclinical instruc-
tion and testing, expanded clinical deliv-
ery systems to create a more patient ori-
ented environment for students and fac-
ulty practice, expanded extramural clini-
cal experiences, and introduced problem-
based learning across disciplines.

Based on population growth esti-
mates and the current number of dental
graduates per year at 4,000, dentistry is
expected to experience a decline in the
ratio of professionals to population. To-
day, there are 55 dentists per 100,000
Americans. If current trends continue
there will be 46 dentists per 100,000 by
the year 2020. Recent studies by the In-
stitute of Medicine (Fields, 1995) and the
Pew Health Professions Commission
(The Pew Health Professions Commis-
sion, 1995) have not recommended a fur-
ther reduction in dental graduates. In
fact, there is one new school in Florida,
at NOVA Southeastern University, and a
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school contemplated at the University of
Nevada at Las Vegas (UNLV).

This paper will address five issues and
trends that pose specific challenges to
dental education: Faculty, students, cur-
riculum, research, and dental practice.

Faculty
Within the fifty-five U.S. dental schools,
there are approximately 11,600 1-qb fac-
ulty and 5,100 full-time faculty. Women
now constitute 21.8% of full-time fac-
ulty. Of major concern to dental educa-
tors is the "graying" of faculty and lim-
ited opportunities for funded graduate
experiences in both specialty and PGD
programs. Kennedy (1995) in his review
of dental faculty status confirms the
1990 estimate of need for approximately
200 well-trained individuals to enter aca-
demic dentistry each year. This 1995 re-
port cited, also, the 40% decline in basic
science faculty since 1981. The shortage
of adequately trained oral health research
personnel has been addressed with rec-
ommendations by the National Research
Council (1994). The increased emphasis
on research within our universities will
affect new faculty hires and faculty devel-
opment activities. Dental faculty will con-
tinue to be judged by academic credential
requirements that include research and
publication for promotion to senior
ranks. There is a critical need for the
funding of graduate dental educational
programs to assure qualified faculty in

tion, by specialty and geographic area of
interest. The Registry is a step toward
matching potential faculty with institu-
tional needs. It also enhances the capacity
of dental schools to participate in the
federal FLRP (Faculty Loan Repayment
Program) that allows student debt reduc-
tion in addition to the salary paid by the
institution to new faculty hires.

Students
The decline in dental student enrollment
seen during the eighties has been re-
versed, resulting in a steady increase in
applicants since 1991. At the present
time, there are approximately 8,100 appli-
cants for the approximately 4,200 first-

are major concerns related to student edu-
cation debt and the influence of that debt
on career choice. The average student
debt for all schools in 1997 was $81,688
(American Association of Dental Schools,
1998b). This debt varies significantly de-
pending upon the type of school at-
tended—$93,583 for private/state related
schools and $113,128 for private schools.
Only 13% of 1997 graduates reported no
debt:Thus, our schools are challenged to
find ways to reduce educational costs that
will ultimately be used to contain or re-
duce the rate of escalation of debt from
the 7.8% seen in 1997.

Dental schools are experiencing a de-
cline in underrepresented minority en-

ental education, unlike medical education, has
L., undergone downsizing with the closure of six pri-
vate dental schools between 1930 and 1991, and
Northwestern will close its doors in 1999.

year slots. The high demand and intense
competition to enter dental schools has
resulted in the acceptance of highly
qualified and motivated students. This
trend, also, reflects a perception by col-
lege-age students that dentistry is a viable
and financially rewarding profession.

Within dental enrollment trends there
was a sharp increase in the enrollment of

D enrol schools will sustain their viability through
their tripartite missions of education, research, and

service.

the eight clinical specialty areas, in the ba-
sic sciences, and in the general practice
disciplines.

The American Association of Dental
Schools (AADS) has developed a Faculty
Applicant Registry (FAR) to assist dental
deans and program directors in their
search for junior and minority faculty.
FAR identifies postgraduate trainees who
are interested in careers in dental educa-

women during the eighties that has now
leveled off to approximately 36%
(American Association of Dental
Schools, 1998a). The increased number
of women in the profession offers a
challenge regarding their potential value
to both the education and practice com-
munities of the future.

While we are enjoying a significant re-
bound in dental school enrollments, there

rollment according to ADA Survey data
(American Dental Association, 1994-
1997). Underrepresented Minority
(URM) groups have included: African-
American/Black, Hispanic, and Native
Americans. Whereas we are seeing shifts
in URM enrollment in states affected by
the Hopwood (Texas) and Proposition
209 (California) decisions, it is too early
to judge fully the impact of these deci-
sions. The vast majority of dental
schools have consistently failed to enroll
URM students at rates commensurate
with their proportion in the general
population. Both Black and Hispanic en-
rollment showed a steady decline from
1994 through 1997, with Blacks going
from 973 students in 1994 to 883 in 1997
and Hispanic students going from 1045
to 825 during the same period. Of the
16,926 undergraduate dental students,
fewer than 1,000 of these students are
African-American and fewer than 1,000
are Hispanic.

Strategic measures are needed to en-
hance the pipeline of qualified minority
students that will seek careers in dentistry
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now and in the future. AADS is working
with the ADA in a joint effort to address
this issue that will ultimately affect the
health of the growing numbers of minori-
ties in the U.S. population. Dental schools
are challenged to build a dental workforce
that reflects the nation's diversity.

Curriculum
Dental school curricula average 4892.6
dock hours with a range of 3997 to 8285
hours (American Dental Association,
1996). Nearly 40% of the dental curricu-
lum is in clinical sciences with the largest
component is operative dentistry (687.0
hours) followed by fixed prosthodontics
(467.8 hours) and removable prosth-
odontics (438.7 hours). It is impossible
to make judgments with regards to cur-
riculum innovations or content from this
survey. However, there appear to be sig-
nificant limitations with regards to clini-
cal nutrition, and women's health issues
are not identified in the survey.

The most recent review of dental
curricula that was included in the IOM
Study (Fields, 1995) resulted in two ma-
jor recommendations with regard to den-
tal school curriculum goals. Recommen-
dation #4 relates to "modernization of
courses, eliminating marginally useful
and redundant course content, and re-
ducing excessive course loads." Also, in
the IOM Recommendations, #5 chal-
lenges schools "to prepare future practi-

shortages of services." Dental education
is now being challenged to become more
closely integrated with medicine and the
health care system on all levels: educa-
tion, research, and patient care.

Research
The research capacity of U.S. dental
schools varies with roughly a third having

Demographics

tistry and medicine in basic biomedical,
clinical, and health services research. The
benefits to be accrued from collaborative
research strategies will contribute to
newer diagnostic and treatment proce-
dures, especially for aging and medically
compromised patients. It will contribute,
also, to the understanding of the com-
plexity of disease processes, particularly

he high demand and intense competition to enter

dental schools has resulted in the acceptance of

highly qualified and motivated students.

substantial ($1.0+ million) research activ-
ity and resources. The tripartite mission
of dental schools creates a serious limita-
tion to research development where the
primary focus relates to student education
and patient care. The direction of the
newly renamed National Institute for
Dental and Craniofacial Research
(NIDCR) expands the national research
horizon for dentistry and creates opportu-
nities for enhanced research collaboration
of dental researchers with medical col-
leagues and other scientific researchers.

Since NIDCR is the major funding
resource for dental research and research
training, a serious collaborative effort is
needed to sustain and increase the re-
search capacity of our dental schools.

There is a critical need for the funding of graduate
1 dental educational programs to assure qualified

faculty in the eight clinical specially areas, in the basic

sciences, and in the general practice disciplines.

tioners for more medically based modes
of oral health care and more medically
complicated patients." Recommendation
#7 recommends that "a general dentistry
or specialty program be available to every
dental graduate with emphasis on creat-
ing new positions in advanced general
dentistry and discouraging additional
specialty residencies unless warranted by

Advances in science and technology will
demand the increased participation of
faculty in competition for grants espe-
cially in the fields of molecular biology,
immunology, neuroscience, and genetics.

Dental schools, therefore, will be
challenged to increase their collaborative
research and research training efforts and
to forge new partnerships between den-

with regard to hereditary, neoplastic and
chronic degenerative diseases, and to en-
vironmental risk factors created by air
pollution, toxic and nuclear waste, and
low-frequency electromagnetic radiation.

Dental Practice
Our dental graduates are being prepared
to enter and succeed in a rapidly chang-
ing health care delivery system with un-
known challenges and opportunities.
They will enter practice at a time when
managed care systems are increasing,
where great disparities in access to care
exist, and where solo practice is on the
decline (although according to the ADA,
69.4% of those in private practice are still
solo practitioners). In spite of efforts to
maintain high quality, affordable health
care, the long-term estimates by Health
Care Financing Agency (HCFA) antici-
pate that health care spending will grow
more rapidly in coming years. Our gradu-
ates will be treating patients with in-
creased knowledge about their health,
demands, and expectations. The system
will increasingly require more account-
ability for adherence to practice stan-
dards, for outcomes assessment, and for
reviews of the appropriateness of treat-
ment. It is possible that this complexity
of issues has contributed to the change
in the immediate practice plans of dental
graduates. More than a third of dental
graduates now plan to enter postgraduate
educational programs (American Asso-
ciation of Dental Schools, 1998b) and
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fewer than 10% expect to enter solo
practice upon graduation. This expressed
need for additional training supports the
direction that we are taking toward a
mandatory fifth year. We expect that this
goal is achievable within the next ten
years. The fifth year is expected to be
available to all students without addi-
tional costs to the students.

Dental schools will continue to be
"safety-nets" for the delivery of care to
underserved patients. Students, therefore,
will be exposed to patient treatment in a
variety of extramural treatment facilities
such as primary care clinics, neighbor-
hood health centers, nursing homes, and
other facilities that will be designed to in-
crease access to health care. Extramural
program experiences will increase the ex-
posure of students to patients with com-
plex medical problems and will include
their interaction with other health pro-
fessionals in the delivery of care.

Summary
Dental schools are making efforts to
provide academic environments and pa-
tient treatment opportunities that will
produce qualified dental practitioners
who are prepared to function in a chang-
ing health care delivery system. Our
schools are prepared to continue as vital
and viable components of their universi-
ties. The unique contribution that dental
schools make to their universities will be
the discovery of new knowledge through
research, the production of competent
dental practitioners, and outreach activi-
ties that elevate the value of the univer-
sity in the minds of the American
people.
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Annual Survey of Freshmen

David W. Chambers, EdM, MBA, PhD, FACD

A
n annual survey of freshmen in
a representative sample of all
United States institutions of
post-secondary education has

been conducted since 1966 by the Coop-
erative Institutional Research Program
(CIRP), as part of a national study of the
American higher education. The survey is
now housed in the Higher Education Re-
search Institute, at UCLA graduate school
of education, and is cosponsored by the
American Council on Education. The
founding director was professor Alexander
W Astin; the survey is now directed by Dr.
Linda J. Sax.

Standardized data are collected from
fourteen hundred institutions of higher
education, involving over nine million
students. Focus is on entering college
freshman. Questions are asked about
background of students and their par-
ents, career plans and personal aspira-
tions, personal habits, opinions on social
issues, etc. Revised periodically, some of
the questions have been repeated for
over twenty-five years and provide in-
sight into evolving patterns.

Recently reported is a record level of
academic disengagement. Over the ten-
year period from 1987 to 1997, self-re-
ported frequent boredom in class rose
from 30% to 37%, oversleeping and miss-
ing class from 30% to 36%, while spend-
ing six or more hours per week on home-
work fell from 45% to 36%. In terms of
voting in student elections, interest in
tracking political affairs, discussing politics,
and working on political campaigns, focus
has turned away from political involvement

Agencies

Fall 1997 Freshman Selected Demographic Characteristics

Characteristic Percent

1969 1979 1997

Parents living with each other 69.6

Will require remedial work in

English ('79) 11.8 10.7

Science ('79) 9.3 10.6

Native speaker of English 93.9

US citizen 98.0 96.4

Born-again Christian 29.5

Father a physician or surgeon 2.0 2.2

Father a lawyer 1.2 1.8

Fall 1969 and 1997 Freshman Distribution of Racial
and Ethnic Background

Background Percent

1969 1997

White/Caucasian 90.9 80.7

African American/Black 6.0 10.6

American Indian 0.3 3.1

Mexican American/other Latino 1.0 4.2

Asian 1.7 5.3

Other 0.2 2.9
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The percent of entering freshmen
who agree that abortion should be legal
was 54% in both 1979 and 1997; but be-
tween these points, it rose to 66% in the
early 1990s. A similar swing in attitudes
regarding legaliyation of marijuana were
noted. In both 1968 and 1989, fewer
than one in five freshmen favored legal-
ization. The "high" was reached in 1977
when 53% of freshmen expressed an
opinion in favor of legaliying marijuana.
The trend is rising rapidly again and is at
about 35%. Frequent cigarette smoking
has doubled to 17% during the past de-
cade, while frequent beer drinking has
fallen from near 75% in 1981 to under
55% in 1994.

The American family from which col-
lege students are drawn reflects changes
in society, with 10% of mothers being
full-time homemakers (35% in 1976) and
almost 30% of freshmen coming from
homes with divorces or separations
(compared to less than 10% in 1972).
A very important factor in college se-

lection is low tuition or offers of finan-
cial assistance. This has increased from
20% in 1970 to 30% in 1995.

Students report more academic stress
at the same time they report less involve-
ment in academic pursuits and grade in-
flation in high school is apparent.

In the thirty years of this survey be-
tween 1966 and 1996, the educational as-
pirations of entering freshmen have in-
creased. At the beginning of this period,
slightly more than 30% reported aspira-

Fall 1997 Freshman Self-Reported Behavior and Attitudes

Behavior and attitudes

1969

Percent

1997

In last year:

1985

Attended religious service 89.2 81.5

Smoke cigarettes frequently 5.5 16.1

Drink beer frequently 56.4 52.7

Feel overwhelmed 16.0 28.5

Feel depressed 8.2 9.2

Performed volunteer work 70.4 73.1

Overslept/missed class 23.9 34.5

Used personal computer 24.9 56.7

Six or more hours per week:

Studying 33.9

Socializing 77.3

Partying 31.4

Volunteer work 8.6

Watching TV 29.5

Important objectives in life:

Be very well off financially 44.5 74.9

Be successful in own business 45.8 41.1

Be a community leader 17.6 31.2

Help others in difficulty 65.5 61.0

Opinions on issues:

Favor nat'l health care 60.5 72.4
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tions to a master's degree and 10% were
pointing toward a doctoral degree. In
1996, these numbers were just under
40% and 15%. Not reported in the sur-
vey of freshmen is the fact that the first-
year dropout rate in American higher
education is over 25%.

Women expressing an interest in the
MD degree has risen sharply from 1.7%
in 1969 to 9.9% in 1994. The interest of
men in becoming physicians has varied a
few percentage points around a relatively
constant 7% over the same period. The
same, gender-related pattern is true for
professional degree aspirations generally,
including law, health, and other doctoral-
level careers. It has varied between 20%
and 25% for men between 1968 and
1993; while it has risen steadily from
about 7% to over 25% for women, re-
cently surpassing men.

Between the 1960s and 1990s interest
in business as a career has fluctuated
from a starting level of 15% to almost
double that in the late 1980s, and has
now settled back to baseline. During the
same period, interest in health fields has
tripled from 5% to 15%.

Various reports are available for
sale from the Higher Education
Research Institute. These include
the annual reports on freshmen,
ethnic issues in higher education,
faculty, and degree attainment rates.
Those interested are advised to
phone at (310) 825-1925 for a
publication list and applicable prices.

Agencies

Fall 1997 Freshmen Probable Careers

Career

1977

Percent

1997

Dentist 0.9 0.8

Lab technician, hygienist 2.1 0.5

Lawyer 4.4 3.3

Physician 3.2 5.5

Veterinarian 1.4 1.5

Pharmacist 0.8 1.0

Engineer 8.3 7.7

Elementary teacher 4.0 5.6

Business 14.5 12.0

Clergy 0.5 0.2

Probable major

Premed, predent, prevet 3.3 3.9

All biology 4.7 6.3

All business 22.2 15.9

All education 8.8 10.1
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Managed Care: An Ethical
Controversy in Dentistry as

Viewed by a Dental Student

Abstract
This essay defines managed care and
presents three particular ways it affects
the profession of dentistry. The first issue
is whether managed care is needed in
dentistry; the second is the effects of
managed care on treatment; and finally
the dentist-patient relationship is
examined. It is incumbent on dental
students to be highly proficient in
understanding and managing managed
care because of the potential this system
has for vast impact on patients, the
profession, and one's practice.

T
he Officers and Regents of the
American College of Dentists
(1996) define managed care as
"a market mechanism for dis-

tributing oral health care resources." The
four essential features of managed care
are identified as:
1. It is a secondary market; dental health

care opportunity, not care itself, is
brokered in the managed care market
In this fashion it might best be
termed brokered care since future
dental visits are actually bought and
sold rather than oral health itself

Anthony G. PetriIli

2. It is a four-party system; there are (1)
patients, (2), dentists (together com-
prising the primary market), (3) bro-
kers, and (4) purchasers (the latter two
comprising the secondary market).

3. Costs and benefits are calculated in
the aggregate; not on an individual
basis. Plan purchasers buy a package
of benefits; third parties work on an
actuarial basis. Dentists cannot use
conventional pre-procedure account-
ing to figure their return; only aggre-
gate analysis works.

4. Some of the dental health care dollars
are shifted from providing care to
managing the market.
The College also identifies eight char-

acteristics of managed dental care that
seem to be emerging, which although
they do not define managed care, are
usually the focus of discussion:
1. Income of providers tends to be lowered
2. Income of brokers tends to rise
3. Cost to purchasers tends to be lowered
4. Risk is spread more evenly across the

four parties
5. Access to care among the marginally

served tends to be increased
6. There are pressures for standardizing

dental care
7. Large databases on care delivery are

being assembled by third parties

8. More opportunities for ethically based
decisions are created for dentists

Is Managed Core Needed in
Dentistry?
Many dentists argue that dentistry and
medicine differ in some respects that
make managed care unnecessary in den-
tistry. In particular, it is frequently cited
that dentistry has a long tradition of fo-
cusing on preventive care and so man-
aged care programs are not needed to
encourage prevention or early diagnosis
and treatment.
On the other hand, there can be

many benefits of managed care organi-
zations to their members and employers.
Managed care plans use their bargaining

Mr. PetriIli is a third-year
student at the Indiana Uni-
versity School of Dentistry,
1121 West Michigan
Street, Indianapolis, IN
46202-5186. This manu-
script was judged first
place in the American
College of Dentists, Indi-
ana Section dental ethics
essay contest. It was ac-
cepted for publication in
the Journal of the Ameri-
can College of Dentists
based on anonymous
peer review.
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power to negotiate substantial discounts
with providers. This results in more value
for each dollar spent on dental care. J.
Michael Quinn, a representative from
Delta Dental Plan of Indiana, agrees that
managed care has a place in dentistry. He
feels many changes in dentistry have
been brought on by managed care.
"More and more companies are looking
at ways to decrease their costs of health
care. Any time you have a corporate
buyer who is looking for ways to de-
crease costs then you are going to have
entities trying to develop plans to meet
that buyer's needs" (Quinn, 1998 [per-

ployer than from the managed care orga-
nization. Even under restrictive plans, pa-
tients retain considerable freedom re-
garding dental care because it is generally
much more affordable than medical care
(Morreim, 1996).

How Does Managed Core
Affect Patient Treatment and
Practice?
Many feel managed care assaults profes-
sionalism, turning dentists' professional
services into a mere commodity. "Many
managed care organizations throughout
health care are attempting to standardize

ne could argue that the problem of managed
core may have been brought on by the employ-

ers or purchasers of managed care.

sonal interview]). Quinn cites surveys
from Foster Higgins and Tower Perin to
support his claim. The Foster Higgins re-
sults showed that dental benefits costs
rose for the fourth consecutive year in
1996 for employers with 500 or more
employees. It also showed that while
overall health benefits costs for these
employers increased just 15% in the last
four years, dental benefits costs increased
more the 31%. The Towers Perin survey
showed that dental benefits cost in-
creases have out-paced medical benefits
cost increases during the last three years,
and they predict that dental benefits
costs will increase again this year.

One could argue that the problem of
managed care may have been brought on
by the employers or purchasers of man-
aged care. Between 1970 and 1989, em-
ployers' expenditures for wages and sala-
ries increased 1% while their spending
for employee health benefits increase
163% (Morreim, 1996). If employers
take their workers' money and make uni-
lateral decisions about what health ben-
efits to buy with little or no input from
those whose money they are spending,
they may be acting coercively. The cur-
tailment of patients' autonomy may
sometimes come more from the em-

care, [a practice] stemming more from
obvious cost savings than from care con-
siderations. Such guides may account to
an assembly line care that ignores impor-
tant differences from one patient to the
next. The situation possesses a signifi-
cant problem because professions are in
part defined by the fact that sophisticated
judgment and individuality of care are re-
quired" (Morreim, 1996, p. 45). The
French, postmodern philosopher Michel
Foucault takes the position that "All
practice that reduces individuals to

Manuscript

facing the profession in the next few
years will be to discover ways of thinking
and talking about the delivery of care
and the management of practices that
combines understanding of both the in-
dividual and the group. Dental science is
made stronger by this double vision—
an SNA angle can only be fully inter-
preted by knowing the age group from
which the measurement comes. The
same might be true of business prac-
tices" (Chambers, 1996, p. 42).

President Clinton raised questions re-
garding managed care and treatment in
his 1998 State of the Union Address. "A
hundred and sixty million of our fellow
citizens are in managed care plans. These
plans save money and can improve care.
But medical decisions ought to be made
by medical doctors, not insurance com-
pany accountants. I urge the Congress to
reach across the aisle and write into law a
consumer bill of rights that says this:
'You have the right to know all your
medical options, not just the cheapest.
You have the right to choose the doctor
you want for the care you need.' Now,
traditional care or managed care, every
American deserves quality care."

In response to this, Quinn says that
once one joins a managed care pro-
gram, a directory comes from that pro-
gram. There is an economic incentive to
go to a participating dentist, but free-
dom of choice is still there. He reas-
sures us that the patient can see some-

A lot of dentists feel that if you are not going to pay
their entire fee, then it Is a bad plan.

norms or averages is inherently unethical
because it robs them of their unique
identity" (Chambers, 1996, p. 42).
On the flip side, patients are indeed

individual, but if dentists or any other
health care providers are to claim that ev-
ery patient is unique that would be deny-
ing that their profession is based on sci-
ence, where science after all seeks pat-
terns and regularity in the world
(Morreim, 1996). "A significant challenge

one who participates in the plan or
someone who does not and is informed
that it will cost more out of pocket
money for treatment by a non-partici-
pating dentist. It seems that this free-
dom has a price, at the expense of the
patient and the dentist. Despite what
patients may say about admiring and re-
specting their own dentists, the vast ma-
jority will only seek care in offices par-
ticipating in specific dental programs.
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Patient's demand for dentistry is quite
elastic. Dental care is viewed as a luxury
item by most patients who usually seek
care where they have the least out of
pocket expense (Zatz, 1995). As far as
decision making, Michael Quinn agrees
that medical decisions should be made by
medical doctors and that managed care is
not trying to dictate treatment but rather
make an interpretation of what is in the
contract and what is not covered. "Man-
aged care is not going to dictate treatment;
that is going to be between the dentists
and the patient, and that's certainly where
it should be" (Quinn, 1998).

How Does Managed Core
Affect the Dentist-Patient
Relationship?
In a recent survey by Bramson, Noskin,
& Ruesch (1998), 50.7% of dentists who
participated in at least one managed care
plan said managed care plans interfere
with the dentist-patient relationship in
their practices. Seventy-eight percent of
dentists who do not participate in man-
aged care plans also said managed care
interferes with the relationship.

"The most damaging cost of third
party involvement in dentistry stems
from a difference of opinion about who
is the customer. Dentists treat the indi-
vidual patient while third parties insure
cohorts of people as actuarial averages.
To a carrier, the treatment for a particular
patient is judged against the norms from
a database. To the dentist, treatment is a
function of professional judgment con-
sidering the individuality and the history
of each patient and what works in each
practitioner's hands. This is more serious
than a few cases where care is compro-
mised for economic reasons. It represents
a clash of fundamental perspectives. Den-
tists do not think in terms of averages and
patient populations. Insinuating the actu-
arial perspective of third parties into the
dental office changes the nature of the
profession, to the detriment of the pub-
lic" (Chambers, 1995, p. 3).

In response to this, Quinn says that
when you bring a third party into the

dentist-patient relationship, the relation-
ship is going to change. He feels when
you have contract limitations and con-
tract exclusions and you have factors that
are directed at fees, it is going to impose
a certain impact on dental offices. The
reason, Quinn says, dentists are at odds
with third parties is that they see such
practices are an intrusion on their prac-
tices and the insurance companies as try-
ing to dictate treatment by determining
how much dentists can charge. That is,
according to Quinn, not what they are
trying to do. Insurance companies are
trying to interpret the contract and tell
what is covered and how much is going
to be paid. I think a lot of dentists feel
that if you are not going to pay their en-
tire fee, then it is a bad plan. But on the
other hand, if we did not have dental in-
surance, many people would not be com-
ing in for dental care.

Managed care companies feel that the
third party does not hurt the dentist-pa-
tient relationship, but does change it. The
majority of sources studied agree that it is
vital that when a dentist considers partici-
pation in a managed care plan, that den-
tist must thoroughly review the pros and
cons that the plan has to offer. What
might be beneficial in one office may be
detrimental to another. The Indiana Den-
tal Association does not promote or de-
nounce managed care, but does provide a
contract analysis service free of charge
that will send the dentist's prospective
contract to the ADRs legal department to
gather information so the dentist knows
exactly what is being offered.

As a Dental Student, What Is
My Personal Opinion About
Managed Core?
My fellow classmates and I have very im-
portant decisions to make regarding our
participation in managed care programs.
I never considered that patient treatment
would be controlled or limited by a third
party. I am not so sure I am comfortable
with the idea that third party contracts
may benefit the whole yet penalin an in-
dividual. I understand that dentistry is

elective and similar problems can be
solved by different solutions. But is it not
our responsibility as a profession to regu-
late ourselves? I somehow feel that my
professionalism and patient care are be-
ing threatened. Moreover, I do not quite
see how the quality of oral health care is
being improved.

Through my research, I have con-
cluded this: I am an ethical and educated
person who cares about the wellness of
others. I am sacrificing a valuable period
of my life and taking on enormous debt
to educate and train myself to provide
optimal oral health care to my future pa-
tients. I feel that under a managed care
system it will be difficult to fulfill the
hopes and needs of my patients, my
practice, and my profession.
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How the apanese Work

David W. Chambers, EdM, MBA, PhD, FACD

Abstract
The Japanese do not work harder or
even use different approaches so
much as they aim for a different
result—one that balances process and
results and extends the definition of
quality beyond the product itself to
include cost and convenience to the
customer as well. Ten methods of the
Japanese kaizen culture of work are
presented with applications and
contrasts to American dentistry.

Nv
hen a Japanese teacher re-
turns student papers, the
number correct is not
marked. Instead the paper

shows the number of "hits" (the actual
word is atari, like the video game). An
atari is a probability hit which reflects the
wisdom of the strategy taken by the stu-
dent. In contrast, American students are
taught to believe that some answers are
"right" and others are "wrong," and that
those who pick the right ones are some-
how personally "correct"—students
themselves are right or wrong. This fun-
damental difference of perspective is car-
ried over into all aspects of life, including

business. Japanese aim for sound ap-
proaches; Americans aim for success.

Although there are many views of
quality practiced in Japan, it has been
popularized under the name kaken.
Roughly translated this term means the
spirit or philosophy that whatever one is
doing can be done better. It is less a man-
agement theory or technique than a cul-
ture or collective philosophy of work.

Balancing Process and Results
Kaizen is not an alternative strategy for
beating Western manufacturing at its
own game. It is a redefinition of the goal
of the game.

Let's start with results. That is a char-
acteristic Western approach. The bottom
line is the ultimate test; and the faster we
can get there the better. The perfor-
mance of executives is measured in quar-
terly ROI figures. The performance of
school superintendents is measured in
test scores. Lawyers count billable hours.
There are a lot of consultants and CE
gurus willing to help dentists improve
their net, and, as far as I know, none
making a living promoting oral health.
Perhaps nowhere is America's preoccu-
pation with the "winner of the day"
more obvious than in professional sports.

Leadership

By contrast, the Japanese culture is
more concerned with a balance between
results and process. A focus on process
builds intrinsic pride in workmanship
and promotes investment in the capacity
for sustained productivity. Japanese ex-
ecutives, and line workers as well, are still
judged on the "what have you done for
me lately" standard; but they are also
evaluated against the criteria of "what are
you preparing to do for me tomorrow"

The balance between results and pro-
cess is part of a larger web of cultural
values and perspective. The Japanese
time horizon is longer than it is in the
West. American companies live from
quarter to quarter. The stock market of-
ten withdraws support from a company
based on low performance which is the
result of random fluctuation in an other-
wise healthy growth pattern—a practice
that will limit the growth of dental man-
agement companies. A second cultural
difference is the Japanese belief that a
person's contribution to the group is
judged by its overall impact on the group
rather than by characteristics of the con-
tribution itself. Another way of saying
this is that everyone in the group feels re-
sponsible for the group's performance.
Nowhere is this more the case than with
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respect to Japanese managers. It would
not be unusual for a Japanese manager to
resign because of the poor performance
of the section of the business for which
he was responsible or even in the case of
chronic carelessness or illegal activities of
employees. A common American mana-
gerial response would be to find and vig-
orously punish someone else in the orga-
nizations for the shortcomings.

The Japanese education system is
consistent with many of the examples in
Japanese business practices that support
a balance between results and process.
For example, rewards are often given to
students for following the correct proce-
dures even when the results are disap-
pointing. (This should not be confused
with the occasional American practice of
"grading on effort"—it is grading on fol-
lowing appropriate procedure.) In Japan,
the class as a whole is more likely to
share the sense of accomplishment or
frustration of class members, and par-
ents often feel a deep sense of responsi-
bility This is even taken to the extreme in
the practice where a mother of a child
who is ill will attend class, sit in the child's
seat, and take notes to tutor her child.
Lessons in Japanese classrooms tend to
involve all of the senses—sight, tactile,
body movement—and not just the ab-
stract and intellectual.

The final deep cultural difference un-
derlying Japan's balance between process
and results is the view that improvement
is the result of constant small changes
rather than periodic large innovations. In
America, "break through," "innovative,"
and "revolutionary" are descriptions one
can be proud of and are staples in adver-
tising. In Japan, the same terms might be
viewed with suspicion. Constant, over-
lapping, incremental improvements are
preferred by the Japanese because they
are more predictable, easier to manage,
involve more people within the organiza-
tion, and are easier to learn from.

Quality-Cost-Delivery
In addition to balancing results and pro-
cess, the kaizen approach to quality dif-
fers from the American version in an-

other significant fashion. The goal of
kaizen quality is broader than the goal of
its traditional Western counterpart. In Ja-
pan, continuous improvement means
improving the product itself, lowering
the cost of the product, and giving care-
ful attention to its delivery The goal of
improvement efforts in Japan is Quality-
Cost-Delivery (QCD) and not just the
quality of the product. Americans, par-
ticularly professionals such as dentists,

are preoccupied with improving the qual-
ity of dentistry and even the amount of
it, and give only secondary thought to
lowering cost to patients or making it
more convenient.

Cost. Japanese consider the cost of
products at two points in the production
process, and in two different ways. A tar-
get selling price for any new product is
set in a general way when management
announces its intention to introduce a

Table 1. Ten Kaizen Techniques for Quality.

Technique

Standards

Public management of

quality

Woruso-kagen

Gembutsu

Quality audit
review by
management

Quality circles

Suggestion system

Policy deployment

Total productivity

Example

Documented, single best way
to perform a task

Posted control charts

Early warning system for
potential mishaps or
malfunctions

Work group autopsies of
representative failures

Periodic, comprehensive

Voluntary, natural work
groups striving for continuous
improvement

Numerous group
recommendations for
demonstrated improvements

Sharing of work development
by all levels concerned

TQM applied to equipment
maintenance
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new product and the product is in the
conceptual stages. (The term "intended
selling price" is more descriptive than the
traditional term, cost.) Cost is also an im-
portant consideration during the product
development and the process planning
phases of production. Here we are talk-
ing about cost in the traditional sense of
reducing the expense of delivering a
product. (This view of cost is familiar to
dentists who strive to reduce overhead,
usually to increase net rather than lower
price.) The Japanese version of product
development and process development
through design of experiments pays at-
tention to delivering a product which has
superior quality characteristics. It also
pays attention to delivering a product
which costs less because of failures re-
quiring warranty replacement or repair;
that costs less to produce because of
materials, equipment, labor; that can be
produced by holding less inventory,
through shorter production lines, with
less down time, with lower space require-
ments, and with less lead time.

Timing The QCD, kaken definition
of quality also pays attention to the time
dimension of quality. Shorter product de-
velopment cycles achieved through con-

Table 2. The Five Ss.

Sort

Straighten

Scrub

Systematize

Standardize

Leadership

Example 

Keep only the essentials

Keep the important things close at hand

Keep the work area clean

Maintain a professional personal appearance

Make the other Ss a habit

a broad prospective, there are specific
techniques that have developed out of
this tradition and out of Japanese culture.
These techniques are not practiced by
every Japanese company and only few
firms use most or all of them.

Standardr. Every process should have
standards. This includes a description of
the anticipated result in terms of target
and tolerances. But standards in Japan go
farther and more typically mean standard-
ized operating procedures. In other words,

... the spirit or philosophy that whatever one is doing
can be done better.

tinuous overlapping small improvements
add to quality. Receiving materials from
suppliers as close as possible to the time
when they are needed and delivering
goods to customers in the quantities and
at the time the customer finds most con-
venient also contribute to quality. Time is
an essential ingredient in the quality of re-
sponsiveness to customer demands. But
this is not production time in the "time is
money sense;" it is customer wait time.
The Japanese would be ashamed of being
booked months in advahce.

Kaizen Techniques
Although kaken is a general approach
which emphasizes habits of process and

standards apply to both the result and the
process. If dentistry had standards they
would go beyond parameters and even
beyond so-called "evidence-based den-
tistry" Accreditation for dental educa-
tional programs are based in standards.

There is some resistance to the notion
of standards in the West Our tradition of
individualism and creativity blunt both our
appetite for developing standards and the
conscientiousness with which they are ex-
ecuted. In the Waterford crystal factory in
southern Ireland, master craftsmen hand
blow glass stemware and then cut deep
patterns in it, giving each wine glass its dis-
tinctive beauty. In the factory, the uncut
goblets are placed in a device with corn-

puter guided marking pens which outline
the pattern for future cutting. There is a
sign at the base of this machine which
reads "This process is in place to comply
with ISO-9000 standards (International
Standards Organization certification re-
quirements). All Waterford craftsmen cut
their patterns individually from memory."

In kaizen, however, standards are not
regarded as restrictive or fixed. They are
the structure for continuous improve-
ment It is expected that standards will be
reviewed regularly and changed every six
months to two years, depending on the
process. Standards have the following ad-
vantages: (a) They represent the best,
easiest, and safest way to perform any
procedure. (b) They preserve and codify
valuable know-how. (c) They provide a
focus for measurement, a necessary
component of improvement. (d) They
are built on and help clarify cause and ef-
fect relationships within processes. (e)
They are the basis for negotiating main-
tenance and improvement. (f) They are
the basis for developing training materi-
als and for verifying that training has
been effective. (g) They are a necessary
part of process audits. (h) They are a
means for passing organizational knowl-
edge from one employee to another.

Public Management of Quality In Japan
it is equally bad form to produce a dud
or disregard established procedures. It
would be unlikely to hear a worker say
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"Let me do it my own way as long as I'm
not causing any problems." This view
makes it publicly possible to manage
quality in a way that would be difficult in
the West. Not only are standard operat-
ing procedures likely to exist for most
operations, they are publicly displayed so
that managers and co-workers can see
immediately whether an employee is in
compliance with the process. An extreme
form of public management of quality is
jidohka. Jidohka is the automatic monitor-
ing of processes with a built-in shut-
down provision if the process exceeds
control limits. This might include a de-
vice for measuring the output of a pro-
cess or a temperature gauge on machin-
ery that is sensitive to heat. It is not a
warning mechanism, as for example an
oil pressure light might be in a car; it is an
automatic shutdown, often with no over-
ride possibility.

Western employees might take of-
fense at making quality a public issue.
Dentists certainly do. This is not the case
in Japan where performance is viewed
more as a group then individual process
and where employees are not held ac-
countable for defects in the process.
There is another reason why public man-
agement of quality is important—it pro-
motes prevention.

Warusa-Kagen: In the United States
there is a cynicism about managers or
consultants calling problems "opportuni-
ties." In Japan, this is rather serious busi-

Employees are encouraged to identify
and bring forward examples of potential
problems. There is no automatic as-
sumption that the employee is respon-
sible for substandard performance. It
may be a useful insight into a change in
the materials being shipped by suppliers.
There may be a change in the market or
consumer preferences. To get the full
benefit from warusa-kagen, managers
must not only avoid blaming employees
who point out problems, they must also
investigate them thoroughly. This in-
cludes looking for further examples,
categorizing the circumstances, looking
for possible causes, identifying the sig-
nificance of possible failures, and taking
corrective action where appropriate. An
organization that encourages employees
to bring forward small issues which
have the potential for effecting the fu-
ture of the organization is in a much
better position than one that forces em-
ployees to hide what management re-
gards as mistakes. The counterpart of
an OSHA visit in Japan would be re-
garded as an opportunity for improving
health and safety.

Gembutsu: Some might say that the
Japanese have a preoccupation with ana-
lyzing failures. The Japanese word for
failure is closely related to the word for
treasure. An example of this might be
gembutsu. This is the practice of exploring
in detail a concrete example of a process
failure. It could be a customer complaint

here is no automatic assumption that the employeeis responsible for substandard performance.
ness. But the "opportunities" are not sys-
tem failures and crises. The valuable
problems are those that are just emerg-
ing. The term warusa-kagen might be
translated "useful warning." Unusual pat-
terns that do not meet the threshold for
declaring a system out of control, un-
usual cases, and unanticipated customer
reaction might all be warusa-kagen.

or an order that was lost, but more typi-
cally it is the physical product itself—an
electric shaver that does not function
properly or a bushing that does not meet
tolerances. The FFA investigation of air-
line crashes would be such an example
on a large scale. Gembutsu meetings in-
clude those individuals involved in the
process analyzing the evidence of failure,

searching for patterns or explanations in
hopes of preventing future occurrences.
In some organizations, such meetings are
regularly scheduled occurrences. If the
proper attitude of avoiding blame could
be established, the morning dental office
huddle could include analysis ofgembutru.
A similar practice is the habit of "ask-

ing why five times." For example, a den-

tandards apply to
both the result and

the process.

tist might ask why the patient wrote a
complaining letter. The first answer is
"Because her inquiry about insurance
was poorly handled." The second why:
"Why was the inquiry muffed?" "Be-
cause we confused one patient with an-
other" is an accurate answer, but still not
very useful. A third why might be "Why
did we confuse this Mrs. Andrapoupolos
with the other Mrs. Andrapoupolos?"
"Because the computer field for name
only has a limited number of charters,
there was not enough room to put in a
differentiating first name." This situation
requires yet another why question. Even-
tually, the dentist will understand the
problem in sufficient detail to take correc-
tive action. The purpose of repeating the
why question is to move from an explana-
tion to a cause that can be corrected.

Asking why is different in Japan then
in the United States. Consider the "one-
why" approach of the following dentist.
He calls in his receptionist and asks
"Why are there so many typos in this
letter?" The answer is "I guess I wasn't
as careful as I should have been." The
dentist dismisses the receptionist with
the admonition ̀ Well, be more careful
in the future." That is not a conversa-
tion intended to discover the causes of
the problem and prevent their reoccur-
rence. It is a conversation on the
receptionist's part calculated to diffuse
or avoid blame and on the dentist's part
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to role play the expectation of "having
looked into the matter."
,Qua4, Audit: The practices of setting

standards, making problems visible, iden-
tifying and solving problems early, and
seeking causes and corrections rather
than blame and justification are all com-
bined and formalized in the quality audit.
This is an internal process initiated at the
top levels within each organization. The
audit is conducted periodically, six
months to a year is a normal practice, by
the organization's president or other
high-ranking officers. It is intended to be
comprehensive and constructive.
.Qua4; Circles: Quality circles are vol-

untary small groups of employees who
meet regularly to improve the process
they are involved with. The movement
started in the 1950s as a means of edu-
cating front line workers with informa-
tion necessary for quality improvement.
There are hundreds of thousands of
such groups in Japan and they are sup-
ported by a national organization. This is
one of the best known aspects of Japa-
nese TQM in the Western World.

The purpose of quality circles is to
improve pride of workmanship and
predictability (control) over work pro-
cesses at the local level. This contributes
directly to workers' satisfaction and in-
directly to quality improvement. In this
sense, quality circles are not an essential
part of TQM and they receive modest
but not extensive discussion in the Japa-
nese TQM literature. They are certainly
not a part of the overall quality system
operated by management for the orga-
nization. Relationships between man-
agement and unions in Japan tend to be
more harmonious than in the West be-
cause Japanese workers are more likely
to be regarded as sources of revenue
and productivity than as cost. Japanese
unions take somewhat more interest
than their Western counterparts do in
promoting quality improvements. There
are even quality circles for managers,
known as JK groups.

Suggestion System: Another example of
involving employees in quality improve-

ment is the suggestion system. The no-
tion started around the Second World
War in the United States with the sugges-
tion box and a cash reward for employ-
ees if the organization adopted the sug-
gestion and it proves beneficial. While
the boxes still exist in many American
companies, no one bothers even to col-
lect the suggestions in many cases. Em-
ployees stop offering ideas when their
first attempts are ignored. Good ideas,
the ones that lead to monitory prizes, are
often contentious since several people
may have come up with similar notions.
American workers make few suggestions.

The system is different in Japan. Un-
der the kaizen model, suggestions are
made by groups rather than individuals,
they may or may not receive cash prizes,
they almost always receive thorough
management evaluation and response,

Leadership

of their job to explore small, constant
improvements. Of course anyone famil-
iar with the American situation realizes
that workers also make numerous inno-
vations. The real difference is that
Americans do so privately, thus denying
our co-workers and the organization as a
whole the benefit of learning from each
other. Dentists are notorious for selling
their "successes" to their colleagues in
CE courses.

Polig Dolgment: The basic structure
of deciding what should be done and
placing it into practice in America is top
down and based on a structure developed
around 1910 by a time-and-motion expert
Frederick Taylor. Taylor's movement was
called Scientific Management and its basic
tenant was that managers would study
how work is best done and then tell em-
ployees how to do it. The employees' job

T he counterpart of an OSHA visit in Japan would be
regarded as an opportunity for improving health and

safely.

and they are voluminous. The average
Japanese worker makes almost twenty
suggestions per year. In one organiza-
tion, a group produced an average of
more than sixty suggestions per day. If
that sounds like a lot of suggestions con-
sider what is required in most Japanese
companies in order to submit a sugges-
tion. Suggestions cannot be unsupported
ideas out of the blue for hoped-for re-
sults. It is expected that suggestions will
come from groups that have gathered
data, in some cases performed experi-
ments, and in all cases offer improved
ways of doing something. In many cases,
suggestions are reports of quality circles
that have identified potential problems,
explored alternatives, and implemented
changes. The American notion of being
rewarded for giving somebody a "hot
tip" must seem strange to our Japanese
counterparts who consider it to be part

is to do what they are told as faithfully as
possible. Over fifty years later, this is still a
common view in dentistry. The Human
Relations Movement of the thirties run-
ning through the 1970s increased
management's sensitivity to workers, and
consumerism—a growing phenomenon
over the past thirty years has made man-
agement sensitive to the needs of custom-
ers. The basic Western model remains,
however, that managers will decide what
products and services to deliver and how
the work is to be done. The market, not
the workers or the customers, will vindi-
cate the good manager's decisions—or
otherwise. Enlightened managers, not
necessarily the same as effective ones, will
make these decisions after consultation
with worker and customers.

The same pattern is evident in Japan,
but the boundaries between management
on one hand and workers and customers
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on the other is less distinct Workers have
a greater say in what is to be done and
how. Customers are more involved in
product choice and product design, and
may even be invited regularly into the or-
ganization to consult on product design
and manufacture.

Total Produaivi0 Maintenance: The
kaiten definition of quality extends con-
siderably beyond the quality of results.
We have already seen that the process is
an integral part of quality and that it in-
cludes cost and delivery as well. There is
even a strong thread of the quality move-
ment that takes as its primary focus

shitsuce), each beginning with the letter S.
Their approximate English translations
are as follows.

Sort The first S requires that workers
divide all material, equipment, paper, etc.
in their work area into two categories.
Essential items are those that are used
regularly, often with a defined limit of at
least once every thirty days. All other
items are marked as unessential, usually
with a red tag. All unessential items are
either destroyed or sorted and moved to
storage areas.

Straighten: The second S involves
strategic placement of work materials, in

T he Japanese word for failure is closely related to
the word for treasure.

maintenance and improvement of pro-
ductive capacity. This is known as total
productivity maintenance (IPM) and it is
concerned with issues of machine up-
time, safety, and capacity, as well as pro-
ductive characteristics of the workforce
such as levels of training, education, and
morale. In Japan, there is a national prize
similar in prestige to the Deming award
for quality, that is given annually for Total
Productivity Maintenance.

The Five Sr The part of kaiten qual-
ity that comes closest to representing a
habit or culture of continuous improve-
ment is the Five Ss. It is also an ap-
proach that most dentists practice natu-
rally. The five Ss stand for five Japanese
words (rein; seiton, seiso, seketsu, and

the sense of organizing by use. Items
that are used frequently or that are im-
portant (for emergency use, for example)
are placed in convenient locations; less
frequently used items are in less acces-
sible locations. It is also important to
place limits on the numbers of items. It
is not uncommon in America to encoun-
ter a salesmen's office with weekly sales
reports (that are important) going back
eight years (which are not important) or
to have a supply of paper dips to last un-
til retirement or bottles of whiteout but
no typewriter.

Scrub: The third S is for being neat
and clean. Many Americans would not
consider the cleanliness of their work
space to be a personal responsibility.

That is what janitorial services are for.
Health care professionals and some
others are a clear exception to this rule.
In kaiten, cleanliness is a personal re-
sponsibility and extends to include veri-
fying that all equipment is in proper
functioning order.

Systematize: The fourth S has been
translated as systematization, but that
is an inadequate representation of the
concept of seiketsu. Literally it refers to
extending the five Ss to one's own per-
son and behavior. It is better translated
as professionalism of appearance and
mannerisms. It includes personal hy-
giene, wearing appropriate clothes, in-
cluding protective gear where appro-
priate, and presenting a professional
appearance.

Standardization: There is also some
problem in translating the fifth S. Al-
though a common translation is stan-
dardization, the notion here is that the
proceeding four Ss and the kaiten phi-
losophy of quality generally should be-
come internalized as a daily habit

Lest professionals consider the Five
Ss to apply only to Oriental shop work-
ers, consider the following The average
American desk has thirty-seven hours
worth of work piled on top of it. The
average American desk driver spends
ninety minutes each day working on this
"inventory in progress" and forty-five
minutes looking for the thing on the
desk. What does that say about quality?
The Five Ss are typically more evident in
the operatories or labs in a dental office
that they are at the front desk or in the
dentist's personal office.
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Dore, R. P., & Sako, M. (1998). How the Japanese learn to work. New York, NY: Routledge.
Thorough examination of vocational education and training in all parts of the Japanese educational system, from primary education to

in-house training within companies and on the shop floor. Much training is carried out informally by colleagues, the motivation being pride

in doing the job well rather than a means to personal advancement.

Hess, R. D., & Azuma, H. (1991). Cultural support for schooling: contrasts between Japan and the
United States, Educational Researcher, 20(9), 2-8,12.

Systematic contrasts between the two educational systems; examples and evidence of the strengths and weaknesses of the Japanese approach.

Imai, M. (1986). Koisen: The key to Japan's competitive success. New York, NY: McGraw-Hill.
Best general introduction to Japanese business practices.

* 'mai, Masaaki (1997). Gembo Koizen: A Commonsense, Low-Cost Approach to Management.
New York, NY: McGraw-Hill. ISBN 0-07-031446-2; 354 pages; about $25.

Kaken is the spirit that whatever you are doing could be done better. Gemba is the place where the action is—"on location" (the

operatory in a private office, the clinic in a dental school). The principles are (a) housekeeping (self-discipline that shows in the orderliness

of the workplace), (b) elimination of waste—anything that does not contribute to value added, (c) standardization—both in the sense of a

patterned way of responding and in the sense of meeting standards. A glossary is provided at the beginning which defines frequently used

terms that are foreign to Western readers.

* Ishikawa, Kaoru (1985). What is Total Quality Control? The Japanese Way. Lu, David J. (Trans).
Englewood Cliffs, NJ: Prentice-Hall. ISBN 0-13-952441-X; 215 pages; about $18.

This is a summary of the quality movement through Japanese eyes—it isn't the same as the American view; not even when American

authors say they are describing the Japanese way. The style is sparse and direct, sometimes being quite blunt about faults of managers and

sometimes a little opinionated. Professor Ishikawa is president of Musashi Institute of Technology in Tokyo and has been involved in the

quality movement since the late '40s.

Lebra, T. S. (1976). Japanese patterns of behavior. Honolulu, HI: The University Press of Hawaii.
Rather academic treatment of cultural and behavioral norms of Japanese and Japanese Americans.

Nonaka, Ikujiro, and Takeuchi, Hirotaka (1995). The Knowledge-Creating Company: How
Japanese Companies Create the Dynamics of Innovation. New York, NY: Oxford University Press.
ISBN 0-19-509269-4; 284 pages; about $25.

Knowledge is the new competitive weapon. This book is a blend of philosophy and business and its main thesis is the Americans focus

on explicit knowledge while the Japanese concentrate on tacit knowledge. Both are necessary and the conversions among the two types

must be mastered.

* Taguchi, Genichi (1993). Taguchi on Robust Technology Development: Bringing Quality
Engineering Upstream. S-C Tsai (Trans.) New York, NY: ASME Press. ISBN 0-7918-0028-8; 136
pages, $?.

A translation of a rather technical work that urges attention to quality at the design stage and shows how to define a loss function for

quality of the product in use and how to set appropriate tolerances. A mathematical background is essential. Questions and answers (as

after a class) and quantitative exercises at the end of each chapter. The exercises generally require calculus and engineering knowledge and

appear to require several hours to complete. Answers are given at the end of the book.

Editor's Note
Summaries are available for the three recommended readings preceded by an asterisk (*). Each is about four 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 Executive Office in
Gaithersburg. A donation to the ACD Foundation of $15 is suggested for the set of summaries on the Japanese approach to business;
a donation of $50 would bring you summaries of all the 1998 leadership topics.
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1998 Reviewers

The Manuscript Referee  Process 

Ten unsolicited manuscripts were considered for possible publication in the Journal of the American College of Dentists during
1998. Two were returned without review because of format. Of the eight sent for peer review, six (75%) were accepted for
publication, some pending revision.

Forty reviews were received, 5.0 per manuscript. Seventy-eight percent of the reviews that expressed a clear view were con-
sistent with the final decision regarding publication. Cramer's V statistic, a measure of consistency of ratings was .613. A V-
value of 0.0 represents random agreement and 1.0 represents perfect concordance. There is no way of comparing the consis-
tency of the reviews for this journal with agreement among other reviewers because it is not customary for others to report
these statistics. The College feels that authors are entitled to know the consistency of the review process. The Editor also fol-
lows the practice of sharing all reviews among the reviewers as a means of improving calibration.

The Editor is aware of one reprint of an article (Direct Reimbursement), of one Agency department (CheckUp), and one
Leadership department (Meetings) reprinted from the journal during the year and believes there were others.

The College thanks the following professionals for their contribution to the dental literature as reviewers for the Journal of the
American College of Dentists during 1998:

Robert B. Alley, DDS, FACD
Knoxville, 77\T

Charles N. Bertolami, DDS, PhD, FACD
UC San Francisco Dental School

Bill Bird, DDS, FACD
UC San Francisco Dental School

Richard E. Bradley, DDS, FACD
Lincoln, NE

Dennis Brandstetter, DDS, FACD
Hopkins, MN

Jane Casada, DDS, MS
U Louisville Dental School

Paul Casamassimo, DDS, FACD
Columbus, OH

Joseph W. Consani, MBA
Portland, OR

Stephen B. Corbin, DDS, FACD
Brookevilk, MD

Eric K Curtis, DDS, FACD
Seed, AZ

Thomas R. Dirksen, DDS, FACD
Augusta, GA

Aaron H. Fenton, DDS, FACD
Universig of Toronto Faculg of Dentistry

Jack Ferracane, DMD
Oregon Health Science Campus Dental School

Thomas C. Field, DDS, FACD
Gainesville, GA

Thomas K Hasegawa, DDS, FACD
Bcylor College of Dentirtry, Texas Ad.,M System

Kenneth W Hinkelman, DDS, FACD
U Alberta Faculty of Dentistry

Howard Howell, DMD, FACD
Harvard School of Dental Medicine

Tommy W Gage, DDS, FACD
Dallas, 7X

Bruce Graham, DDS, FACD
Detroit-Merg Dental School

James E. Kennedy, DDS, MS, FACD
School of Dental Medicine, Connecticut

B. Charles Kerkhove, Jr., DDS, FACD
Indianapolir,IN

Robert Kiger, DDS
Loma Linda Dental School

Thomas Larson, DDS, FACD
Bloomington, MN

Robert E Mecklenburg, DDS, FACD
Potomac, MD

Pat Odom, PhD
The Ohio State University Dental School

Don Patthoff, DDS, FACD
Martinsburg, try
Bruce Peltier, PhD
University of the Pacific Dental School

Robert J. Shankle, DDS, FACD
Chapel Hill, NC

James E. Simon, DDS
University of the Pacific Dental School

Jean Sinkford, DDS, PhD, FACD
American Association of Dental Schools

Allan M. Solden, DDS
New York University School of Dentistry

Michael J. Till, DDS, FACD
University of Minnesota Dental School

Roger W. Triftshauser, DDS, FACD
Batavia, NY

Manuel I. Weisman, DDS, FACD
Augusta, GA

David H. Werking, DDS, FACD
Greeky, CO
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1998 Articles 

1998 Fellowship Class Winter 13

A Stratcgy for the Profession and Trade to Deal with
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