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Mission

T
HE JOURNAL OF THE AMERICAN COI IFGE 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 Journalis 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 dentistry so that
dental health services will be available to all and to urge broad preparation
for such a career at all educational levels;

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

D. To encourage, stimulate and promote research;

E. To improve the public understanding and appreciation of oral health
service and its importance to the optimum health of the patient;

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

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

H. To make visible to professional persons the extent of their responsibilities
to the community as well as to the field of health service and to urge the
acceptance of them;

I. To encourage individuals to further these objectives, and to recognize
meritorious achievements and the potentials for contributions to dental
science, art, education, literature, 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

A
t least 4000 years ago identity
theft was an important issue.
The Bible takes a strong stand

against it (Ex 20:7; Deut 5:11; Ps 139:20;
Pr 30:9). Today, one may legally hold a
proxy or exercise a power of attorney
to act on behalf of another person.
Throughout history, this practice has

Identity Theft

had the influence (name) of a greater
power when that is not in fact the case.

From time to time, one encounters
cases of professional identity theft in the
American College of Dentists. This has
to do with the inappropriate use of the
term Fellow of the American College
of Dentists, or more typically with the

Never use the title or initials for commercial or
other personal benefit, or when Fellows of the
College might construe that this motive is
involved.

been called acting "in the name of" an-
other person.

Sergeant Preston of the Royal Cana-
dian Mounted Police, in the radio pro-
grams I listened to as a child, concluded
each show by arresting the bad guy "in
the name of the queen." Historically,
trusted servants were empowered to
take action, quite literally in the name of
their masters. Having the name means
having the delegated power of another.
The biblical admonition not to take the
Lord's name in vain does not mean that
it is useless to call on a supreme religious
authority (Acts 4:10; Luke 24:47; John
20:31). It means that a grievous error is
made when one acts as though he or she

initials FACD. The essential principle is
that FACD does not belong to each Fel-
low individually; it is loaned to each of
us by the College. When we use the title
or the initials, we are acting in the name
of the College. We have to be cautious
not to take that name in vain.

Following is the policy regarding use
of the College's name by its Fellows.
This policy was outlined to each Fellow
at the time he or she was inducted into
the College.

Fellows may use "Fellow, American
College of Dentists," or alternatively
"Fellow of the American College of
Dentists," on letterhead, business cards,
and in biographical summaries, pro-

vided this is done in a dignified and pro-
fessional matter and is consistent with
other provisions of the Code of Con-
duct. The title shall not be used in the
direct solicitation of patients or for
strictly commercial purposes.

The title "Fellow, American College
of Dentists" is conferred on all mem-
bers of the College and is abbreviated
FACD. It is understood that Fellowship
is an honor, but it is not a degree. The
conferring of Fellowship in the College
may be announced to the public in ac-
cordance with the guidance provided by
the Executive Director.

Fellows shall use the FACD abbre-
viation in the accepted manner. The use
of the FACD abbreviation following the
professional degree is limited as follows:
(1) the abbreviation may be used to-
gether with academic or professional de-
grees on the tide page of textbooks. (2)
The abbreviation may be used in College
registration where faculty listings are pre-
sented, together with other tides and de-
grees. (3) When presenting a paper or
publication in a professional journal, a
Fellow may inform the editorial board
of Fellowship in the College and at their
discretion, the abbreviation may be used
following the author's name. (4) The ab-
breviation should not be used on office
doors, office buildings, name plates, di-
rectories, or stationery, including per-
sonal, professional, or appointment
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cards. (5) The abbreviation should not be
used in flyer announcements, educational
courses, seminars, or meetings where the
Fellow is a participant or otherwise in-
volved. (6) The abbreviation should not
be used when signing a professional reg-
ister, except in foreign countries where
such recognition is expected.

Admittedly, there can be circum-
stances where it is ambiguous how the
title or the initials might be properly
used. Three rules might help. First,
never use the title or initials for commer-
cial or other personal benefit, or when
Fellows of the College might construe
that this motive is involved. That is a
simple rule that should prevent most
abuses.

Second, do not use the abbreviation
FACD in circumstances where it could
be confused with an earned degree. The
DDS or DMD, the MSD, and PhD are
examples of earned degrees, signifying a
level of attained competence certified by
an accredited educational institution.
Mingling FACD with one's earned de-
grees on stationery sent to patients or in
other public documents is inappropriate.
The honor should be included in your
curriculum vitae, resume, or in an-
nouncements of your accomplishments.
Here the context makes it clear that Fel-
lowship is an honor and is unlikely to be
confused with an implied claim of pro-
fessional expertise.

If you have glanced at my signature
on the bottom of this editorial you will
already recognize an exception. The
third rule covers use of the tide or ab-

Editorial

breviation in College business, publica-
tions, and any other circumstances where
it brings reputation to the College more
than the Fellow. The abbreviation
FACD is used in our journal and our

Norman and David Becker, Joe Blase,
Jack Conley, Marjorie Jeffcoat, Daniel
Laskin, Larry Meskin, Michael Nash,
Roger Winland, and others. These edi-
tors follow, in almost every case, a policy

Wouldn't it be a wonderful day for the College and
for journalism if all editors endorsed a policy that
FACD would never appear in an advertisement or
in any other commercial context?

newsletter. When I write editorials or ar-
ticles for other publications, the abbre-
viation is omitted. You will notice the
same convention in other publications.
Use of the title and initials in one's own
publication but not in others is at the dis-
cretion of editors, but most follow this
practice.

As an aside, a similar rule applies to
capitalization of the individual and the
organization in one's own publications
but not when referring to membership
in other organizations. For example,
throughout our journal, the term Fellow
is capitalized, as is the word College. By
contrast, we would refer to an individual
who held a mastership in the academy,
meaning the Academy of General Den-
tistry. In General Dentistry, they would re-
fer to Masters in the Academy and fel-
lows of the college.

I would like to formally salute some
of my editor colleagues, who happen to
be Fellows of the College. Leon Assael,

of appropriately omitting the initials
FACD in bylines and generally refuse to
run advertisements where individuals tide
themselves as Fellows of the College or
use the initials. Wouldn't it be a wonder-
ful day for the College and for journal-
ism if all editors endorsed a policy that
FACD would never appear in an adver-
tisement or in any other commercial
context?

There will always be situations where
individuals take the name of the College
in vain. Sometimes this is an innocent
oversight; and sometimes it is a moral
lapse. It is quite appropriate to chat with
your colleague Fellows about the differ-
ence. If you need an opener for this
kind of conversation you might say
"Did you see the editorial in the second
issue of the Journal in 2002? Let's see if
we can figure out what Chambers was
saying?"

David W. Chambers, EdM, MBA, PhD, FACD
Editor
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Gies Report Redux

Introduction: Gies
Report Redux

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

I
n 1926 the Carnegie Foundation
for the Advancement of Teaching
released the three hundred-page re-

port, Dental Education in the United States
and Canada, also known as Bulletin Num-
ber Nineteen, and more commonly as
"the Gies Report." It remains to this day
the most comprehensive and influential
look at dental education in the context

the beginnings of recognition that a sci-
entific foundation for practice was nec-
essary. Affiliation with medicine was an
attractive option.

Probably during no single decade in
the history of dentistry was so much at-
tention focused on the multiple alterna-
tives that could define a profession. The
choices made then, and those not made

William Gies was passionate, irascible, and
idealistic.

of a changing profession. It was con-
ceived as a companion to the Flexner
Report on medical education issued six-
teen years earlier.

Dr. William J. Gies began work on
this project in 1921, visiting every dental
school in the United States and Canada,
interviewing numerous individuals, and
pouring over hundreds of documents.
He was seconded by a committee of six
dentists. The report is primarily a de-
scription of dental education and the
forces acting on dental education during
the "adolescence" of the profession.
Dentistry was emerging from its status as
a wonderfully skilled trade. Apprentice-
ship as a path to professional qualifica-
tion was all but gone. Proprietary dental
schools, those operated by dentists as an
investment, had acquired a public odor
but had not disappeared entirely. Quali-
fications for licensure were not standard-
ized, and accreditation standards for
schools were still ragged. There were

as well, continue to define the identity of
oral health care today. To a surprising
extent, Gies set the agenda for public de-
bate that is still operational seventy-five
years later. The curriculum, articulation
between predoctoral education and
predental and postdoctoral experiences,
accreditation, relationships with medi-

In this context, it is appropriate to
have a fresh look at the Gies Report.
Each year hundreds of practitioners and
educators who have never read the re-
port cite it in papers and speeches. What
Gies actually said—dental education
should be reduced from four years in
length to three or research should be
supported by the profession not the
government, for example—might sur-
prise those who quote him so lightly
This issue of the Journal of the American
College of Dentists contains the essays of
six leaders in the profession who were
asked to read selected sections of Bulletin
Number Nineteerr, to summarize what Wil-
liam Gies had to say about licensure, ac-
creditation, the dental curriculum, re-
search, relations with medicine, and the
Canadian perspective; and then to reflect
on the state of the profession in light of
that perspective.

Each year, the American College of
Dentists presents its highest honor, the

Probably during no single decade in the history of
dentistry was so much attention focused on the
multiple alternatives that could define a
profession. The choices made then, and those
not made as well, continue to define the identity of
oral health care today.

cine, and the role of research are still
lively themes. Licensure remains an open
and contentious issue.

William John Gies Award, to a "Fellow
who has made truly unique and excep-
tional contributions to advancing the
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profession and its service to society."
The Gies name is associated with nu-
merous other awards for leadership, edi-
torial writing, and research. There is
even a William J. Gies Foundation for
the Advancement of Dentistry whose
principal function is give such awards.

But who was William Gies? He was
not a dentist: he was a biochemist who
taught at Columbia from 1905 until
1937. His research included attention to
dental topics such as the nature of caries.
It was supported primarily by dentists,
such as the First District Dental Society
of New York. Gies was an organizer
of incredible energy He had a hand in
the founding of Columbia's College of
Dental and Oral Surgery, a hygiene
school in New York (there's vision!), the
American Association of Dental Schools
(now ADEA), and the International As-
sociation for Dental Research. He initi-
ated the Journal of Dental Research in 1919
and sustained it financially and served as
its editor for six years. The American
College of Dentists managed a fund-

Gies Report Redux

raising effort in the mid-1920s to put the
journal on a stable financial base. When
JDR was taken over by the International
Association for Dental Research, the
funds raised by ACD were consolidated
to form the William J. Gies Foundation
for the Advancement of Dentistry. Gies
is the only non-dentist inducted as a Fel-
low (not an honorary Fellow) in the
American College of Dentists. He
served as the Secretary of the College
from 1937 through 1942—the only per-
son ever to hold that position.

William Gies was passionate, iras-
cible, and idealistic. He would approve
of our looking with fresh eyes at the is-
sues he felt were so important three-
quarters of a century ago. Very likely, he
would chide us a bit for making such
slow progress. He would certainly be
outraged at the commercialism that per-
meates the profession—especially the
"authorized" commercialism of ven-
dors at dental conventions, faculty mem-
bers on corporate retainers, and journals
as "profit centers" in organized dentistry.

He would have made our ears ring for
such moral weakness. (But that's another
theme issue for the Journal.)

Because most of the authors in this
issue reference three other reports in ad-
dition to Bulktin Number Nineteen, the ref-
erences will be given below and not re-
peated in each article.

References
American Dental Association (2001). Future of

Denkrtry. Chicago, IL: The Association. [The
education chapter of that report is published
in the first number of the 2002 Journal of the
American College of Dentists.]

Field, M. J. (Ed.) (1995). Dental education at the
crossroads: Challenges and change. Washington,
DC: Institute of Medicine, National Acad-
emy Press.

Gies, W. J. (1926). Dental education in the United
States and Canada: A report to the Carnegie Foun-
dation for the Advancement of Teaching—Bulletin
Number Nineteen. New York, NY: The Foun-
dation.

U. S. Department of Health and Human Ser-
vices (2000). Oral health in America: A report
of the Surgeon General. Rockville, MD: U.S.
Department of Health and Human Services.
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Legal Status of Dentistry
and Licensure

James R. Cole II, DDS, FACD

Abstract

The lack of a national standard for dental

education and lingering proprietary inter-

ests in the 1920s formed part of the con-

text for development of licensure stat-

ues by individual states. In this report,

Gies called for high standards on state

boards and urged the National Associa-

tion of Dental Examiners (now the AADE)

to develop uniform statutes and exami-

nation practices. Significant progress has

been made in the past seven decades

(and especially recently) through regional

examining agencies and in increasing

the representation of membership on

boards. The challenge posed by Gies to

increase reciprocity has been refocused

on credentialing, accreditation of special-

ists passed from state boards to the spe-

cialty groups, and uniform statues have

proven elusive.

A
t the time when it was not
clear whether dentistry ought
to become a specialty of medi-

cine or remain an emerging profession
of its own, Dr. William J. Gies under-
took a five-year study in 1920 that pro-
vided for dental education what the
Flexner Report had done for medical
education ten years earlier. In his land-
mark treatise Dental Education in the United
States and Canada, published by the
Carnegie Foundation for the Advance-
ment of Teaching in 1926, Dr. Gies ac-

knowledged that the practice of den-
tistry already was and would remain a
distinct profession regulated and re-
stricted within boundaries then being es-
tablished by courts and state legislatures
throughout the United States.

The regulation of the practice of
dentistry would have a profound impact
in determining its educational require-
ments, as well as determining the qualifi-
cations of its prospective practitioners.
This was and continues today to be ac-
complished through the enforcement of
state dental practice acts by state boards
of dental examiners and the interaction
of those boards with educators at the
state, regional, and national levels.

The Context of Early
Licensure
By 1920 the practice of dentistry in the
forty-eight states then comprising our na-
tion was regulated by statutes under so
called "police powers of each state"
which enabled legislatures to prohibit
"acts or practices that would impair or
threaten the health of its citizens," and
protect them from "acts of ignorance,
incapacity, deception, or fraud." Courts
had by then repeatedly upheld the right
of a state to prescribe uniform require-
ments for admission to practice any
health care profession within its borders,
as well as to establish the method to
qualify for and gain licensure to practice
that discipline. These "states' rights" had
been upheld on the basis that health care,
"if conducted ineffectually or in an igno-
rant manner," would endanger the health

of the patient and the welfare of the
public. Health care, the courts ruled, "can
only be entrusted to persons who are
learned, trained, and skilled in the art."

Thus legislatures across the country
were actively establishing specific require-
ments in preliminary education, as well as
in professional training, and prohibiting
anyone from practicing dentistry in any
state without a license issued from their
dental boards. Legal precedent had es-
tablished that a license to practice den-
tistry in one state would not automati-
cally transfer that right to another state.

The necessity for the regulation and
restrictions discussed above had been
justifiably predicated on the manner in
which practitioners of the healing arts re-
ceived their education and training. In
dentistry at the beginning of last century
entry preparation for practice was for
the most part via preceptorships offered
by individuals practicing dentistry or
through proprietary schools. Neither sys-
tem had established any common crite-
ria or prerequisites for acceptance or ad-
mission, nor was there, until 1938, an ac-
creditation system in place to access the
quality, quantity, or character of students'
educational experiences under those edu-

Dr. James Cole is a prac-
ticing oral and nnaxillofa-
cial surgeon in Albu-
querque, NM. He is cur-
rently President of the
American Association of
Dental Examiners.
jrctwo@aol.com.
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cational formats. Medicine had effec-
tively made the transition at the time of
Dr. Gies' report and he advocated the
need to equali7e the predental with exist-
ing premedical education and house the
undergraduate dental curriculum of all
dental schools, if not already so based,
within the American and Canadian uni-
versity systems as medicine had begun to
do a decade before.

The lack of a formal accreditation
process during the transition of dental
education from a commercial, propri-
etary format to the non proprietary, in-
dependent schools and then again into
the university format created a diverse
educational and professional quagmire
that justifiably allowed each state board
to evaluate the competency of their can-
didates in terms of their own prescribed
standards.

The dental statutes that were being
enacted during this time were similar in
prescribing "qualifications of possession
of sufficient knowledge, training, and
skill for the safe practice of dentistry"
These statutes also empowered dental
boards "to determine the fitness of indi-
vidual applicants to practice dentistry and
to issue licenses to persons legally entitled
to them." The statutes differed widely in
the details as to the delineation and defi-
nition of dentistry and of the particular
acts that constituted its legal practice.
"Scope of practice" as we now refer to
it was generally a shopping list of proce-
dures, void of anatomical boundaries
beyond which procedures could not be
carried, nor did they clearly include op-
erations or treatments in adjacent regions
of the oral and maxillofacial complex.
Most permitted a dentist to lawfully
provide general inhalation anesthesia.
Some already had provisions for the li-
censure of trained assistants to provide
dental prophylaxis, thus establishing the
foundation for dental hygiene to de-
velop and become formally recognized.

The legal boundary between dentistry
and medicine was not sharply differenti-
ated. While always regulated by separate
practice acts in all states, some statutes ex-
empted physicians from their dental
practice act. Others "permitted physi-
cians to practice dentistry incidentally but

Gies Report Redux

not as a specialty without a license." It
was uncertain in many states if a dentist
could legally conduct all of the opera-
tions common to oral surgery or ad-
minister drugs systemically for their
therapeutic benefits within the oral cavity.
Custom within states and geographic re-
gions was establishing distinctions in
practice that the statutes had not recog-
nized or which boards refused to ad-
dress. This issue is ongoing today and
was not addressed effectively until 1997
when the ADA House of Delegates de-
fined dentistry in such a manner as to
protect the profession and its specialists
from pious physicians on medical
boards who question the ability of den-
tists to provide care to their patients
within the scope of their education,
training, and experience.

The Gies Report acknowledged that
"one of the most important aspects of
protecting citizens from the conse-
quences of the inept practice of den-
tistry was the determination that a candi-
date for licensure had a suitable educa-
tion, had an adequate amount of pro-
fessional training, and was competent
and trustworthy" The precautionary
function of assuring this was delegated
to the state boards of dental examiners
and could not be transferred by the
boards to any other authority. This func-
tion of public protection could be ac-
complished by boards either by direct
examination or by "special interstate
agreements" commonly called "licensure
by reciprocity." Laws in about half the
states at that time specified that "licen-
sure examinations must be conducted to
determine the candidate's theoretical and
practical knowledge in all or nearly all of
these subjects": anatomy, anesthesia, bac-
teriology, chemistry, histology, hygiene,
materia medica, therapeutics, metallurgy,
operative dentistry, oral surgery, orth-
odontia, pathology, physiology, and
prosthetic dentistry Examiners assumed
that proficiency in "these sciences and the
evolving dental arts afforded a sound
basis for the safe initiation of a depend-
able practice of dentistry"

Approximately half of the forty-
eight states also had within their statutes
laws that allowed them to "issue licenses

without examination to dentists who for
the preceding five years had been con-
tinuously engaged in the lawful, compe-
tent, and reputable practice of dentistry
by presenting certificates to that effect
from boards of states with which reci-
procity is maintained." With few excep-
tions these states did not grant licenses
without examination to dentists from
states which did not extend the same
privilege to its own dentists, and due to
the perception that most other state
boards maintained lower educational or
professional standards than the granting
state, little freedom of movement was
accomplished. Dr. Gies, while advocat-
ing that "the opportunity lawfully to
practice dentistry at will in any state is an
ideal that organized dentistry desires to
promote" acknowledged that "the real
objective in licensure should be the high-
est welfare of the public in each state
and not the convenience of the indi-
vidual practitioner."

In the 1920s boards of dentistry
consisted of three to five members. The
majority of boards had five representa-
tives. Several states limited their executive
functions, but all provided the ability for
the board to conduct licensure examina-
tions. All required members to be citi-
zens of the state and, at the time of their
appointment, to have been actively prac-
ticing dentistry for a period of three to
ten years. Other qualifications might re-
quire board members to be graduates
of "reputable schools" or engaged in
"respectable practices" or be "members
in good standing" in their state dental so-
cieties or be "free of any personal rela-
tionship with a school of dentistry"

The majority of dental board mem-
bers were appointed by governors. A
few states provided election directly by
state dental associations. Half the states
allowed governors to appoint at their
whim, about a third required the gover-
nor to appoint from nominees selected
by the state associations. Appointed
terms were generally staggered, five-year
terms. Many states allowed reappoint-
ment for unlimited terms, some limited
appointments to two successful terms.
Governors were always provided the
power to remove board members for
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Gies Report Redux

"acts of immorality, criminality, incom-
petency, or neglect of duty."

One must remember that when state
boards of dentistry were first established
many dental schools were rival propri-
etary schools and used every opportunity
to advance the financial interests of their
owners. This mistrust of the owners and

mance and significance of their func-
tions." He argued that organized den-
tistry should "insist that the duties of
state boards of dental examiners be
taken seriously and executed as effectu-
ally as their importance requires" and that
"their work be given commensurate fi-
nancial support." He urged that all den-

He urged that all dentists should be alert to the
fact that state dental boards and their individual
members "formally reflect not only the quality of
the dental practice, but also the intelligence and
character of dentistry as a profession."

teachers to fairly evaluate graduates of
their schools or of their competitors
made educators ineligible for member-
ship on state boards. This concept has
with few exceptions become inbred in
boards and still exists today.

Dr. Gies noted that board examina-
tions ranged from "those with a high
degree of competency" to "those that
were inadequate or conducted superfi-
cially" Wide variations in standards of
practice, lack of validity, and demon-
strated partiality or prejudice for gradu-
ates of favored or rival schools pro-
vided for a gate keeping system rather
than an honest evaluation of what the
candidate could do and how well they
did it.

He also felt that licensure examina-
tions would be "particularly effective" if
every dental board consisted of "only
members of the highest personal and
professional character and ability, and
who were notable for their comprehen-
sion of the quality, needs, and responsi-
bilities of progressive dentistry." Dr.
Gies observed that "unfortunately, state
boards have not always been selected on
this plane" and that many appointments
to state boards continue to be "purely
personal or obviously political." He
noted "a general indifference to the con-
ditions and methods of their designation
and a similar disregard for the perfor-

tists should be alert to the fact that state
dental boards and their individual mem-
bers "formally reflect not only the quality
of the dental practice, but also the intelli-
gence and character of dentistry as a
profession."

The Gies Report acknowledged the
important "general advisory influence of
the National Association of Dental Ex-
aminers (the predecessor of the Ameri-
can Association of Dental Examiners)
and recognized the association's initiation

Gies envisioned two areas were the
National Association of Dental Examin-
ers could have an impact, the first being
"the desirability of improving and unify-
ing the dental statutes" and the second
being "the need for uniform national ex-
aminations as a basis for suitable inter-
state exchange of licenses."

The origin of the first dental statutes
was significant. They were the result of
the need, when the preceptorial method
of training dentists was prevalent, to im-
prove the quality of dentistry by at-
tempting to restrict its practice to gradu-
ates of dental schools. Gies observed
the unfortunate deterioration in the qual-
ity of dental education with the advent
of the commercial or proprietary
schools. Statutes were redrafted de-
manding as a requirement for licensure
graduation from "reputable schools."
With the movement of dental education
into the university system reputability was
no longer an issue, but questions of
quality remained. He advocated requir-
ing candidates for licensure to pass ex-
aminations commensurate with the in-
struction received in "good schools" and
with the requirements of "progressive
dentistry"

He felt the National Association of
Dental Examiners' responsibility was to

He charged the association to be "particularly
conscious of its opportunity by recurrent self
examination and self criticism to elevate the
standard of quality and achievement of the
individual state boards."

and continued support against the com-
mercialism of dental education" in the
early decades of the century and which in
1926 was about to witness the extinction
of proprietary schools. He charged the
association to be "particularly conscious
of its opportunity by recurrent self ex-
amination and self criticism to elevate the
standard of quality and achievement of
the individual state boards."

advocate for "improved statues, im-
proved state board procedures, and to
improve practical relations between the
boards and the schools." To this end he
advocated that the association publish
"an authoritative collection of dental
laws in force in the United States with a
supplementary model statute." Dr. Gies
believed that "such an endeavor, if re-
vised occasionally and supplemented
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with annual or biannual legislative
amendments and modifications of the
model statute, would be an important
factor in the progress of dentistry."

Dr. Gies foresaw the need for uni-
form national examinations as a basis to
provide the opportunity for competent
dentists to practice in any state. "Con-
ducted on a high plane, with the most
advance legal requirements under the
auspices of the National Association of
Dental Examiners" he felt, "uniformly
high grade licensure examinations, ap-
proved by the most exacting state
boards, would be a reliable foundation
for an interstate exchange of an increas-
ing number of qualified practitioners."

Finally Dr. Gies suggested "a national
board of dental examiners devise and
conduct examinations of prospective
specialists who at present publicly an-
nounced themselves as being superior to
general practitioners without having to
demonstrate to an examining board the
validity of such claims."

In summary, the Gies Report identi-
fied the following issues impacting the
regulation and licensure of dentists in the
1920s.
• Regardless of whether dentistry

would emerge as its own profession or
become a specialty of medicine, courts
and legislatures by 1926 had already es-
tablished the regulatory boundaries of
the profession and had drafted dental
practice acts and empowered state
boards of dentistry to enforce these
regulations.
• The necessity for this regulation was

predicated upon the wide variations in
the undergraduate requirements and the
preceptorship and proprietary dental
school education available prior to and
throughout the 1920s.
• Licensure examinations became the

primary tool boards used to protect
their state's citizens from the conse-
quences of poorly educated, untrained,
and incompetent dentists.
• Lack of meaningful interstate com-

pacts prevented any significant move-
ment of dentists between states, and the
licensure examinations being offered by
individual boards ranged from "highly
competent to superficially conducted."

Gies Report Redux

• The political nature of board ap-
pointments and the partiality of board
members to graduates of favored
schools led to a gate keeping system that
would impact the licensure system for
years after the Gies Report.

changed however. Forty states and the
District of Columbia have modified
their practice acts and now contract with
regional examining boards to provide
the clinical licensure examination they re-
quire their applicants to pass. Ten states

Finally Dr. Gies suggested "a national board of
dental examiners devise and conduct
examinations of prospective specialists who at
present publicly announced themselves as being
superior to general practitioners without having to
demonstrate to an examining board the validity of
such claims."

• The lack of a meaningful accredita-
tion system of dental schools combined
with the recognized need to protect the
public, prevented a diploma holder
from the dental school of a state univer-
sity from automatically qualifying to
practice dentistry.
• Gies believed that the National As-

sociation of Dental Examiners had the
best potential to elevate the quality and
achievement of state boards by advo-
cating for "uniform dental statutes" and
"uniform national examination." He also
advocated the development of specialty
licensure examinations.

Progress on Gies' Agenda
for Quality Through
Licensure
Many would suggest after reading the
Gies Report that much favorable change
has occurred in the dental licensure and
regulatory arena in the ensuing seven and
a half decades. Some would argue that
little has changed. I witness for the
former rather than the status quo others
within our profession might see.

Our courts and legislatures still em-
power health care boards, be they indi-
vidual dental boards or umbrella agen-
des, with the right to issue dental licenses.
This is accomplished as it was in Dr.
Gies' era via a licensure examination or
by a credentialing process. Much has

and two territories still provide the ex-
amination themselves. Thirty-seven states
offer a credentialing process through
which to obtain a license. Although more
criteria are involved in this process, it is
providing much more freedom of
movement then the reciprocity agree-
ments in effect at the time Dr. Gies
authored his report. Unfortunately the
current advocacy by the ADNs Council
on Dental Education and Licensure
(CEDL) to abolish the provision requir-
ing that a practitioner "be in full-time
practice or full-time education for a
minimum of five years immediately
prior to applying" for licensure by cre-
dentials will unfavorably impact this vi-
able alternative to a clinical licensure ex-
amination which 74% of the licensing ju-
risdictions currently provide. If passed, it
will eliminate a set time requirement to
establish a performance record to use in
lieu of an examination. Lacking the abil-
ity to evaluate this performance record,
the fourteen jurisdictions currently not
offering licensure by credentials are un-
likely to do so. Many states currently us-
ing this alternative will cease doing so.
This will have an unfavorable impact on
freedom of movement and license
portability which in today's society is so
important and which has gained much
creditably as regional examining agencies
move toward more similar and compa-
rable examinations.
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The composition of state boards is
now more diverse. Every agency has ex-
panded its membership to include rep-
resentatives from the hygiene commu-
nity as well as the public sector. No
single entity has the power to affect pub-
lic policy without collaboration within
the entire membership of the board. As
a result, state dental boards are even
more effective in disciplining those it
regulates and protecting the public then
they were in the past.

The identification of dental specialties
by the ADA and the development of
policy on specialty licensure have ad-
dressed Dr. Gies' concern regarding
"prospective specialists, who presently
may publicly announce themselves as be-
ing superior in particular branches of
dentistry without having to demonstrate
to an examining board the validity of
such claims." Dental specialty certifying
boards have developed examinations of
such validity that specialists who hold
diplomat status from these ADA-recog-
nized specialty certifying boards and
meet other state requirements for licen-
sure are finding it easier then ever before
for interstate movement. The mandated
requirement of accreditation by CODA
of all postgraduate training programs
permits state boards a high degree of
confidence that the specialists they are li-

related institution's undergraduate and
postgraduate programs for a level of
performance, integrity, and quality that
entitles them to confidence of the edu-
cation community and the public. Prior
to 1998, the accreditation process was
more a measure of the educational pro-
gram as an instrument within education
rather than a determinant of its product.
It used a complex, entangled process to
determine the degree to which an educa-
tional program complied with its mini-
mum accreditation standards. That pro-
cess lacked any demands for assessment
of the competency of the individual
who was soon to become a member
of our profession.

Five years ago the American Dental
Education Association adopted a model
set of competencies for individuals
ready to begin the independent practice
of dentistry or dental hygiene. In 1998
CODA began using outcomes assess-
ments based on these competencies in
their accreditation protocols. Scores on
Dental and Dental Hygiene National
Boards and on regional and state licen-
sure examinations will glow a broader
insight into student performance by the
accreditation system than it had previ-
ously.

Although educational standards are
more uniform and higher than in Gies'

Dr. Gies would be pleased with the progressive
advances made in dental licensure examinations
in the United States and with the continuous
evolution of the accreditation process used to
evaluate our dental schools.

censing bring reputable knowledge,
training, and skill to its public.

The dental education accreditation
system was initiated in 1938 and is now
conducted by the Commission on Den-
tal Accreditation (CODA), which was
established in 1975. Operating under the
auspices of the American Dental Asso-
ciation, this thirty-member body (only
four of whom are from the examining
community) assesses dental and dental

time, although the accreditation system
has continually been refined and im-
proved, a degree of disparity exists
among our educational institutions. Del-
egating licensure authority to educators
eliminates an extremely important set of
check and balances which has helped as-
sure that American dentistry is and will
remain preeminent within the world.

State licensing authorities provide the
third important leg of a triad of educa-

tion, accreditation, and independent li-
censure examination. Without this tripar-
tite process, neither the profession, the
student, nor the public are well served.

Perhaps the single most important
force in licensure reform came in the
1970s and 1980s with the emergence of
regional testing agencies. Collaboration
between member states within these re-
gions provided both the impetus to de-
velop anonymous, valid, secure exams
superior to those given up to that time as
well as the financial and administrative
resources to do so. The positive fallout
of this process has "raised the bar" for
individual state licensing agencies as well.
The evolution over the past seventy years
of the Part I and Part II (cased based)
Dental National Boards and the estab-
lishment of the Dental Hygiene National
Boards administered by the Joint Com-
mission on National Dental Examina-
tions (1CNDE) has provided written
competency assessments of such validity
that they are now recognized by all states
and the District of Columbia as a
benchmark requirement for licensure.
The quality of these examinations en-
abled three regional boards (CRDTS,
SRTA, and WREB) to focus on clinical
aspects of examination only and to
forgo a written examination as a part of
their competency assessment model.

In recent years, dialogue stimulated at
interagency meetings sponsored by the
ADA and the AADE with representa-
tives of regional and independent testing
agencies has lead to the development
and publication of Guidelines for Valid
Dental Licensure Clinical Examinations,
Guidelines for Examiner Standardization, and
Guidelines for Scoring and Post Examination
Anahlsis. Agencies using these documents
have created examinations which, al-
though not uniform, are so similar that
today twenty-three states are accepting
multiple regional and independent
agency exams in lieu of a state-specific
one. CRDTS and WREB boards of di-
rectors are now urging their member
states to accept either region's examina-
tions in their application specifications.

Dr. Gies would be pleased with the
progressive advances made in dental li-
censure examinations in the United States
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and with the continuous evolution of the
accreditation process used to evaluate
our dental schools. Each school must
withstand a formal accreditation process
by the ADA Council on Dental Accredi-
tation (CODA) every seven years. The
commission traditionally focused on
evaluation of the educational process, i.e.,
what was being taught in the predoctoral
years of dental school. This process-ori-
ented accreditation system was exces-
sively detailed and difficult to manage. In
1998 a more contemporary outcomes
assessment program was implemented.
Now CODA is attempting to measure
outcomes, i.e., schools must now de-
scribe and document what their students
have learned. A variety of assessment
methods is now being used to evaluate
the effectiveness of academic and clinical
programs and the performance of stu-
dents on a minimum of fourteen com-
petencies. Performance on National
Board Examinations, as well as state and
regional clinical licensure examinations,
are used by site visit teams of CODA in
this outcomes assessments.

There has been progress toward the
uniform dental statues that Dr. Gies ad-
vocated, but this will never perhaps be
based on a "model statute" advocated in
his report. In the mid-1990s (seventy

Gies Report Redux

manageable to develop a model so in-
clusive that it would be helpful to indi-
vidual states, most of which have unique,
specific laws applying to all licensure and

ability today to communicate via the In-
ternet and view other agencies' web sites,
attorneys can more simply access and re-
search other states' laws. By doing this

More progress has occurred in licensure
examinations in the past five years than was seen
in the previous seven decades.

regulatory agencies within their states.
The BAR then attempted to develop an
outline of what a model practice act
should include, leaving specific language
up to each state. This too became un-
manageable and no consensus was de-
veloped as to what an outline should in-
clude. The BAR's inability to accomplish
this stems from two concerns. Since no
existing state dental practice act is per-
fect, having a model practice act could
be used as evidence against a board
when challenged in court over a part of
or the entire act. Little expectation exists
that a majority of states could or would
enact such a model, because not only
was it an asset, but also a liability board
attorneys felt could be used against their
boards. Secondly, board attorneys come
from private law firms, from attorney

Rarely is the competence of a new licensee
questioned after completion of initial licensure, but
rather it is an individual whose established
practice is impacted with accusation of substance
abuse, insurance fraud, sexual misconduct, or
failure to practice to a standard of care established
by one's peers that boards are more frequently
investigating.

years after his report was issued) the
Board Attorney's Round Table (BAR)
of the AADE began work on a model
practice act for state boards. After much
deliberation and work, the BAR con-
cluded that it was impractical and un-

general's offices, and in house within a
board. Because of this disparity of rep-
resentation, much disagreement existed
about "signing off" on a model statute
without the specific approval of the em-
ploying law firm, the attorney general, or
the attorney's board. Fortunately with the

on a case by case basis as necessary on a
given topic, the model statutes envi-
sioned in the Gies Report are unneces-
sary.

Synthesis
In conclusion, the legality of state boards
of dentistry to license, regulate, and disci-
pline members of its profession is as ir-
refutable today as it was in the 1920s.
The force most active in licensure then
and today remains the boards of den-
tistry. They are evolving from frequently
parochial bodies of dentists prone to
gatekeeping for reasons obvious, or not,
for reasons valid at times, or not; autho-
rized and endorsed by legislatures to
protect the health of its citizens to
greater or lesser degrees, into diverse
bodies reflecting a wider membership
of the dental community and public sec-
tor. They have effectively removed
themselves from the criticism inherent in
providing licensure examinations by con-
tracting with regional examining agencies
and by developing "high stake" exami-
nations in concert with testing specialists
containing demonstrable reliability, ano-
nymity, fidelity, and security. More
progress has occurred in licensure ex-
aminations in the past five years than was
seen in the previous seven decades.

This trend to provide state-of-the-art
entry level licensure examinations has cre-
ated a desire for regional and indepen-
dent state testing agencies to collaborate
in test development, scoring, and post-
examination analysis such that examina-
tions are becoming so similar that, in the
near future, successful passage of any ini-
tial licensure examination will provide a
credential accepted by almost every state

Journal of the American College of Dentists 2002 11



Gies Report Redux

board for initial licensure or for
credentialing purposes.

This trend will allow boards to focus
upon important regulatory issues and
disciplinary hearings which, from a pub-
lic policy perspective, are more impor-
tant than ever. Rarely is the competence
of a new licensee questioned after
completion of initial licensure, but rather
it is an individual whose established
practice is impacted with accusation of
substance abuse, insurance fraud, sexual
misconduct, or failure to practice to a
standard of care established by one's
peers that boards are more frequently in-
vestigating. It also allows the educator
and the examiner communities the op-
portunities to discuss new and innova-
tive methods to deliver examinations to
students. The AADE is actively engaged
in facilitating this discussion between
educators and regional and independent
testing agencies to explore innovative

testing methodologies that do not draw
the criticism current exams experience.
The goal is, in effect, to develop a new
generation of entry level clinical licensure
examinations.

Dr. Gies identified issues in licensure
that in the 1920s impacted unfavorably
upon our profession. Barriers he identi-
fied in licensure and mobility are me-
thodically being eliminated. The willing-
ness of leaders in dentistry throughout
the country to collaborate to provide the
opportunity for those seeking entrance
or already in the profession to practice at
will in any state is a noble, and I believe,
obtainable goal. But as Dr. Gies cau-
tioned, "It must never come by forget-
ting that the highest standards of welfare
to the public cannot be compromised or
sacrificed to accomplish it."

But as the issues of initial licensure
and freedom of movement are re-
solved, another of equal importance will

surface. Continuing competency, a cause
Dr. Gies did not address, awaits its turn
for open, passionate debate within the
dental profession. Leaders among sev-
eral of our dental specialty boards have
effectively addressed and resolved it al-
ready by issuing time-limited certificates.
The ADNs endorsement of lifelong
learning obscures this important topic
which state boards with integrity must
soon begin to address. Why must we in-
sist that those entering our profession
demonstrate entry level competence, in
order to protect the public, and not re-
quire evidence of continued competence
of our licensee for the same reason? The
issuance of a time-limited license
coupled with a defined method of fa-
cilitating continuing competency at spe-
cific time intervals will further define the
profession while providing an even
greater level of public protection.
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Dental Schools' Relations
with Organized Dentistry
and Accreditation: The Gies
Report Reconsidered

Abstract

The American Dental Education Associa-

tion was formed with Gies' help in 1923

from four existing groups to better repre-

sent the interests of dental schools. An

independent organization of examiners,

practitioners, and educators, the Dental

Education Council of America, started in

1909 to rate and later accredit schools.

Later this group came under the influ-

ence of the ADA as the Council on Dental

Education. Modern accreditation of dental

education began in 1941, under the ADA

Council on Dental Education, but has

gradually achieved more independence.

Gies favored the work of guiding and de-

veloping dental education under the

hand of a small number of representative

experts, and he cautioned against the

sway of politics—a warning as valid today

as it was three-quarters of a century ago.

T
he 1926 Gies Report specifi-
cally addresses the role of pro-
fessional organizations in the

regulation of dental schools. The major
organizations of influence at that time
were the newly formed American Asso-

Eric Hovland, DDS, FACD

ciation of Dental Schools, the National
Association of Dental Examiners, the
Dental Educational Council of America,
and the American Dental Association.
This paper will focus on the American
Association of Dental Schools, the Den-
tal Educational Council of America (and
accreditation), and the American Dental
Association, both from the time of the
Gies report and today. It is fascinating to
see that many of the issues, political
forces, and concerns expressed by Gies
in 1926 are still issues of concern and
discussion seventy-six years later.

American Association of
Dental Schools
In 1923, the American Association of
Dental Schools was formed through the
amalgamation of the Canadian Dental
Faculties Association and three existing
national dental education associations.

The first organization was the Na-
tional Association of Dental Faculties.
Prior to the formation of this associa-
tion in 1884, dental schools operated
quite independently and in competition
with each other. This competition was
especially strong because many of the
schools were commercial enterprises. A
group of the better schools felt the need
to establish a national dental education
organization in response to a growing

trend toward the creation of many new
and unnecessary dental schools. During
its existence, the National Association of
Dental Faculties was the most influential
executive organization for the promo-
tion of dental education. Although influ-
ential, it did not represent all dental
schools because of the growing dissatis-
faction with the organization's support
of commercial dental schools. In 1923,
its membership consisted of only
twenty-eight of the fifty-one dental
schools existing at that time. It is interest-
ing to note that this organization, which
consisted essentially of administrative of-
ficers, was titled an association of dental
faculties.

The second association was the Den-
tal Faculties Association of American
Universities, formed in 1908. The com-
mercial influence of the independent
dental schools in the National Associa-
tion of Dental Faculties created great dis-
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satisfaction among the university-based
dental schools. Thus, a small group of
six university-based schools formed the
Dental Faculties Association of Ameri-
can Universities with the objectives of
eliminating proprietary control of dental

problems of dental education; (and)
provided exceptional opportunity for
unprejudiced consideration of proce-
dures of administration and methods of
teaching." The report further states that
this new organization brings all the

The organization was a strong critic and vigorous
opponent of the activities of the National
Association of Dental Faculties, which was
perceived as an organization strongly influenced
by commercialism.

schools, furthering higher standards of
preliminary education, and making den-
tal schools units within universities. The
organization was a strong critic and vig-
orous opponent of the activities of the
National Association of Dental Facul-
ties, which was perceived as an organiza-
tion strongly influenced by commercial-
ism. By 1923, the DFAAU's member-
ship had increased by seven schools to a
total of thirteen.

The third association was the Ameri-
can Institute of Dental Teachers. This as-
sociation was formed in 1893 in re-
sponse to the National Association of
Dental Faculties being mainly an organi-
zation of administrators, concerned with
administrative issues. Also, there was a
need for a group or association of fac-
ulty members to address the issues of
teaching and instruction. The organiza-
tion, consisting of faculty members
from dental schools, focused mainly on
academic matters of teaching and dental
curriculum. By 1923, practically all of the
dental schools, both United States and
Canadian, were members.

The 1923 amalgamation of these
three organizations and the Canadian
Dental Faculties Association was praised
in the Gies Report, which is not totally
surprising since Dr. Gies assisted in the
negotiations. The report stated, "It uni-
fied the administrative and teaching
forces in dental education in North
America; eliminated all causes of reason-
able disagreement among the schools
except such as are inherent in the real

strengths of the former organization
and provides the conditions for leader-
ship and progress in dental education in
America. The one area of suggested im-
provement was that, "The American As-
sociation of Dental Schools has not yet
exerted an important influence for the
improvement of teaching."

Dr. Gies would be pleased with the
strong leadership in dental education and
the substantial influence for improved
teaching that the American Association
of Dental Schools and its subsequently
named American Dental Education As-
sociation (ADEA) have provided in the
seventy-six years since his report. Today,
all of the United States and Canadian
dental schools are active members of
ADEA, and the organization is a unified

amalgamation of national dental educa-
tion issues, institutional issues, and indi-
vidual faculty and teaching issues does
provide for the unity that was lacking in
1923. But it has also resulted in some
present-day stress. ADEA is now both
an institutional and a member organiza-
tion. It is an institutional organization
supporting dental schools and national
dental education as the American Asso-
ciation of Medical Colleges (AAMC)
does for medical schools. However, un-
like AAMC, it is also a member organi-
zation, as is the American Dental Asso-
ciation, addressing issues of its diverse
individual membership of administra-
tors, dental and allied dental faculty, stu-
dents, and corporate members. This dual
responsibility has resulted in a very com-
plex, large, and, some feel, cumbersome
organizational structure. In addition, the
breadth of activities of the organization
in representing dental education, dental
schools, dental disciplines, and individual
members is at times overwhelming. Cer-
tainly dental schools, as institutions, need
a national organization to represent their
interests and to provide for national
leadership in dental education. Faculty
members also need an organization to
address their teaching issues and to pro-
vide for their individual development as
teachers. For one organization to meet
both these needs with efficiency and
equal priority is a challenge. The present
leadership and staff of ADEA are do-

The Dental Educational Council of America was
independent of any one professional organization.

force speaking for dental schools and
dental education. Through the years,
ADEA has had a major influence on
improving teaching through its journal,
national meetings, special teaching and
curriculum committees, and the forma-
tion and activities of the Councils of
Faculties and Sections.

Dr. Gies strongly advocated combin-
ing the teaching activities and the admin-
istrative and institutional issues of dental
schools into one organization. This

ing an excellent job in addressing this
challenge.

Dental Educational Council of
America
In 1909, the National Association of
Dental Faculties and National Associa-
tion of Dental Examiners, in an effort to
improve the relations between examin-
ers and dental schools, proposed the
formation of a new council. This coun-
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cil was developed similarly to the Coun-
cil on Medical Education of the Ameri-
can Medical Association and would con-
sist of equal representatives of the ex-
aminers (NADE), dental schools
(NADF), and practitioners (National
Dental Association, NDA). The impor-
tant difference, however, between the
Council on Medical Education and this
new Dental Educational Council of
America was that the Council on Medi-
cal Education was a standing committee
of the American Medical Association
while the Dental Educational Council of
America was independent of any one
professional organization. This newly
formed independent council was to be-
come the first national body to seriously
address dental accreditation.

The Dental Educational Council of
America initially confined itself to sur-
veys of dental education, inspection of
schools, and advice on policy and cur-
riculum. However, in 1918, it began rat-
ing dental schools using a highly contro-
versial rating system. The council used
categories of "A," "B," and "C" to rate
dental schools, with "C" indicating a fail-
ure to meet council standards. The con-
troversy revolved around the awarding
of "A" and "B" ratings to several pro-
prietary schools (McCluggage, 1959).
The university-related dental schools
were especially upset with a system that
gave an "A" rating to a proprietary
school, and the inferior schools were up-
set with their "unacceptable" ratings. The
council continued to revise its ratings,
and by the time of the Gies Report in
1926, all of the better schools supported
the council. Dental education had be-
come a function of the university, and
commercialism in dental education was
no longer acceptable. The council at that
time consisted of eighteen members
with equal representation from the
NADE, the newly formed AADS, and
the ADA (formally NDA).

Gies, in his report, strongly advo-
cated the continuance of the Dental
Educational Council of America in or-
der to protect dental schools from what
he termed "mercenary spirit" or "indif-
ferent attention" or "neglect" of some
universities. He opposed the notion that

Gies Report Redux

the dental schools or the AADS could
assume the council's work of accredita-
tion, stating "Direct or active censorship
of one another cannot suitably be in-
cluded among functions of the schools,
individually or as members of the
American Association of Dental
Schools."

Gies strongly advocated the contin-
ued independence of the council and felt
that control of the council by organized
dental practitioners would severely
weaken the council's usefulness, impair its
initiative, and limit its freedom of ex-
pression. He stated that dental
education's direction should be deter-
mined primarily from the point of view
of public welfare and not professional
partisanship: "In some quarters there is a
disposition to forget that dentistry is nei-
ther a political party nor a secret society;

House of Delegates had the right to ap-
prove the members of the other two
bodies. The new council was specifically
described as the agency of the American
Dental Association (McCluggage, 1959).

Accreditation
Accreditation as we know it today came
into effect in 1941 with the establishment
of the ADA Council on Education Re-
quirements for Approval of a Dental
School. In 1973, the ADA approved the
establishment of a Commission on
Dental Accreditation of Dental and
Dental Auxiliary Programs. In 1979, the
name was changed to the Commission
on Dental Accreditation. Members of
the Council on Dental Education also
served on the Commission on Dental
Accreditation. In 1997, the Commission
on Dental Accreditation became more

Gies strongly advocated the continued
independence of the council and felt that control
of the council by organized dental practitioners
would severely weaken the council's usefulness,
impair its initiative, and limit its freedom of
expression.

that it is not an organization of dentists
by dentists for dentists, but that it is an
accredited agency for public service,
open to public inspection, subject to
public regulation, and subservient to
public opinion."

The independence of the Dental
Education Council of America, how-
ever, was not to last as the ADA leader-
ship became increasingly concerned with
activities of the council, and a series of
moves took place that ended in the de-
mise of the council. In 1938, a new
Council of Dental Education of the
American Dental Association was estab-
lished with much the same structure as its
predecessor. It consisted of three mem-
bers from each of the national organiza-
tions of practitioners, examiners, and
educators. The ADA assumed all ex-
penses of the council, and the ADA

independent as the Council on Dental
Education, and the Commission on
Dental Accreditation became two dis-
tinct agencies with separate memberships
(American Dental Association, 2000).

The issue of independence of a den-
tal education and accreditation organiza-
tion versus control by organized dental
practitioners, which was of such concern
to Gies, continues today with the rela-
tionship of the Commission on Dental
Accreditation and the American Dental
Association.

Since the 1938 establishment of the
ADA Council of Dental Education, ac-
creditation activities have become pro-
gressively and increasingly independent.
The Commission on Dental Accredita-
tion now has broad-based representa-
tion from practitioners, dental schools,
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examiners, dental specialties, allied dental
organizations, and a student. Four public
members, representing public interests,
also serve on the commission. The com-
mission has autonomy and final author-
ity in matters relating to dental program
evaluation, accreditation status, and ac-

tional Council of America, which con-
sisted of six members, each from the
ADA, AADS, and NADE. He stated
that the council of eighteen members
was much larger than the amount and
nature of the work required: "The delib-
erations of the council need more judg-

In 2000 the commission requested elimination of
the requirement for approval of its rules or articles
of incorporation by the ADA House of Delegates,
but the ADA House of Delegates turned down the
request.

creditation policies and guidelines. The
commission independently develops and
approves the accreditation standards.
The commission is independent in its di-
verse composition and in its accredita-
tion activities. In addition, the United
States Department of Education recog-
nizes the commission, and it must ad-
here to the department's procedures and
criteria. However, it is not completely in-
dependent from ADA control. The
ADA House of Delegates has final ap-
proval over the articles of incorporation
of the commission, including member-
ship, and its rules and amendments
(American Dental Association, 2000).
The ADA also determines the annual
budget of the commission, and its staff
is employed by the ADA. In 2000 the
commission requested elimination of the
requirement for approval of its rules or
articles of incorporation by the ADA
House of Delegates, but the ADA
House of Delegates turned down the
request. Although the present relation-
ship between the ADA and the Com-
mission on Dental Accreditation is har-
monious, there has been stress in the past
as members of the commission and
dental schools felt the ADA was interfer-
ing with the commission's accreditation
independence. Until the commission is
completely independent from ADA
House of Delegate control, there is the
potential for future conflict

In his 1926 report, Gies proposed a
reorganization of the Dental Educa-

ment and less geography. The suggested
decrease would focus attention on the
selection of the fittest representatives of
each of the organizations concerned, and
would greatly reduce the present amount
required to pay the traveling expenses of
the members." He also wanted to add,
as active or advisory members, repre-
sentatives of other educational organiza-
tions such as the Association of Ameri-
can Universities or the Association of
American Medical Colleges. This would
give the council's deliberations improved
quality and higher public authority. Gies
noted that the present council consisted
of seven dental deans and stated, "It is
doubtful whether the functions of the
council can always be performed judi-
cially by a body consisting so largely of

Dental Accreditation has thirty members
and a rather hefty travel budget. How-
ever, the number of programs and areas
of dental accreditation have increased ex-
ponentially since 1926. He probably
would be quite pleased with the addition
of public members and with the ac-
creditation of dental specialty programs
and allied dental programs in addition to
dental schools. He would also most
likely applaud the unity of accreditation
activities with one organization directing
all dental accreditation activities. Address-
ing Gies' concern regarding the deans'
ability to disregard their loyalty to their
schools while serving on the council, the
present commission requires any com-
mission member who has an affiliation
with the institution being discussed to
leave the room during deliberation of
that particular institution.

Although addressing state board
regulations, Gies had strong comments
in regard to dental curricula regulation
that directly relate to the accreditation
process and standards of today. He
stated that specification of required edu-
cational details that schools must adhere
to interfere with the orderly improve-
ment of curricula. He reported "Where
the dental regulations fit the number of
hours for the subjects to be taught, the
sequence of their presentations, and the
years in the curriculum during which the
subjects must be completed—all in a
rigid program—desirable freedom in
the evolution of dental education may

The Committee on the Future of Dental Education
concluded that excessively detailed assessments
of structures and processes should be trimmed
from the accreditation standards and processes.

men who are obliged continually to en-
counter the temptations of direct self-in-
terest. They would be more than human
if, as judges, they could completely disre-
gard their loyalty to the schools of which
they are officers."

Gies would probably not be pleased
to see that the present Commission on

be seriously impaired. Curricula cannot
be suitably improved when earnest
teachers are prohibited from testing ef-
fectively the value of departures from
conventional views."

It is interesting to note that the exact
same concerns regarding dental accredi-
tation were expressed sixty-nine years
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later in the 1995 Institute of Medicine re-
port by the Committee on the Future of
Dental Education. The committee heard,
however, that some of the schools had
faced opposition from accreditors who
had created time-consuming and stress-
ful delays in implementing program in-
novations. For example, efforts to give
students some leeway from the tradi-
tional "lockstep" curriculum by institut-
ing special focus tracks encountered con-
cerns that the tracks amounted to early
specialivation, which is restricted under
current standards which state: "special-
ization must not be permitted until the
student has achieved a standard of mini-
mal clinical competency in all areas nec-
essary to the practice of general dentistry
The committee concluded that exces-
sively detailed assessments of structures
and processes should be trimmed from
the accreditation standards and pro-
cesses."

The Commission on Dental Accredi-
tation has recently addressed this issue of
specificity and rigidity in accreditation
standards versus flexibility and innova-
tion in dental education programs. In
1998 the commission revised its stan-
dards for dental educational programs in
order to allow for all dental schools to
be more innovative and unique in their
approaches to dental education. The
commission significantly reduced the
number of required standards. The stan-
dards are now more broad, less pre-
scriptive, and allow schools to meet the
standards in the manner they choose.
The emphasis is on the outcomes of the
educational program and the demon-
strated competency of students rather
than process (American Dental Associa-
tion, 1998).

American Dental Association
Council on Dental Education
and Licensure
As stated earlier, Gies felt the issues of
dental education should be determined
primarily from the point of view of

Gies Report Redux

public welfare not professional partisan-
ship. He was especially concerned that a
large group of practitioners such as the
present ADA House of Delegates
would need to approve decisions of a
more informed and representative edu-
cation council. He stated, "It (the council)
could not function to the highest degree
of public utility, if its decisions were sub-

sure proposes policy for the ADA.
However, it does set the potential, as
Gies warned, for decisions to be made
based on political or partisan reasons
rather than from the view primarily of
public welfare.

An example of a situation and out-
come that Gies would have been most
concerned about occurred in 1997 with

The Commission on Dental Accreditation has
recently addressed this issue of specificity and
rigidity in accreditation standards versus flexibility
and innovation in dental education programs.

ject, at annual meetings under stress of
partisan maneuvers or political excite-
ment, to modification, substitution, or
rejection by a majority vote of less well-
informed members." He went on to
state, "The only necessary restraint on
such a judicial and advisory body as the
council is that of earnest selection of
members who are notable for ability, in-
dependence, courage, disinterestedness,
and trustworthiness. Their mistakes
would hardly be more numerous or
damaging than those of majorities at an-
nual meetings of a national association
of practitioners; and it would be far bet-
ter for the dental profession to submit to
the embarrassments from occasional er-
rors of judgment of a council of highly
reputable representatives, with public
criticism as in effectual corrective, than
to lose the many advantages that would
accrue from unfettered expressions of
the convictions of such a body"

The present ADA Council on Dental_
Education and Licensure has tripartite
membership of dental practitioners, ex-
aminers, and dental educators. However,
as Gies cautioned against, the decisions
of the council are subject to House of
Delegates approval. This House of Del-
egate approval is not that unusual for an
organization like the ADA because the
Council on Dental Education and Licen-

the proposed recognition of two new
dental specialties, dental anesthesiology
and dental radiology. The Council on
Dental Education, represented by practi-
tioners, examiners, and educators, after
extensive examination and deliberation,
concluded that the two proposed spe-
cialties be granted recognition because
their applications met the established cri-
teria for recognition. Subsequently, at the
ADA annual meeting, under what some
thought was the stress of partisan ma-
neuvers and political excitement, the less
well-informed members of the House
of Delegates rejected the recommenda-
tion of the council. Whether this was a
case of professional partisanship rising
over public welfare is open to interpre-
tation. But it certainly was a scenario that
Gies cautioned us about seventy-six years
earlier.
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Gies Report Redux

The Dental Curriculum
in Gies' Time, Now, and
in the Future

Abstract

Writing in the 1920s, William J. Gies was

a champion for the importance of den-

tistry to general health, the scientific

foundation for dentistry, and the need to

develop and integrate an efficient cur-

riculum. He argued that admissions stan-

dards should be made uniform and

raised. He also proposed that the

predoctoral dental curriculum should be

reduced to three year's length by elimi-

nating unnecessary material and improv-

ing efficiency. Gies called for available

postgraduate experiences on an optional

basis. Perhaps it is time to consider a

three-plus-one model combining a three-

year program focused on general den-

tistry with a mandatory fourth year along

the lines of a postdoctoral general edu-

cation experience.

G
ies brought back after sev-
enty-six years. The return of
the famous Carnegie Foundation

Report on Dental Education in the United
States and Canada Bulletin Number Nine-
teen published in 1926—is not only ap-
propriate but also enlightening in 2002.
John Updike named his novel Rabbit
Redux as he brought back the protago-
nist to Rabbit Run and Anthony Trollope
titled his chronicle about the reyitAli7ed
career of Phineas Finn, Phineas Redux.

Rowland A. Hutchinson, DDS, MS, FACD

Like Updike and Trollope, "Gies
Redux" allows us to bring back what
Gies said in both the context of 1926
and 2002 and to consider if there are
forces from 1926 that are the same or
similar today. If there are such forces
should we consider them as we plan for
the future?

In the area of dental school curricu-
lum, I submit that many of the Gies'
findings and recommendations in 1926
are very appropriate to both current and
future curriculum considerations in den-
tal education. The preface to the Gies
Report, written by Henry S. Pritchett,
states "In the medical school, anatomy,
bacteriology, chemistry, pharmacology,
physiology, and pathology tend to be-
come separate and distinct studies just as
in the engineering school, mathematics,
physics, chemistry, and mechanics tend to
become unrelated studies instead of the
common soil out of which the theory
and practice of engineering rise by a
natural growth." Pritchett further writes
"A large amount of time is now con-
sumed in teaching medical students re-
dundant details of anatomy, of physiol-
ogy, of chemistry, which they quickly
forget and which the teachers do not
long remember. These details ought to
come to medical students as matters of
illustration and experience in the course
of their medical study. This is a problem
of education, not of medicine. It is the
most important problem that confronts
the modern medical school."

I believe the same or a similar situa-
tion is still present in many of the current
dental schools' curriculums. The stan-
dards by which the Commission on
Dental Accreditation and its consultants
evaluate dental education programs
clearly state in Standard 2-9 that "bio-
medical, behavioral, and clinical science
instruction must be integrated and of
sufficient depth, scope, timeliness, quality,
and emphasis to ensure achievement of
the curriculum's defined competencies"
(American Dental Association, 1998).
The intent of this standard is that "devel-
opment of the curriculum should be in-
tegrated and sequenced to allow for the
optimal development of students into
practitioners." Integration of both the
biomedical and behavioral sciences in a
meaningful manner with clinical educa-
tion and practice continues to be a prob-
lem in some of our schools.

One of the most quoted conclusions
from the Report of the Surgeon Generak
Oral Health in America published in 2000
is that oral health is extremely important

Dr. Hutchinson is former
Dean of the Schools of
Dentistry at the University
of Detroit Mercy and the
University of Louisville
and is a Past President of
the American Dental Edu-
cation Association.
rahutchdds@aol.com.
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to general health and that oral diseases
and disorders affect health and well-be-
ing throughout life. It is interesting to
note that in 1926, Pritchett wrote, "only
in recent years has it been fully recog-
nized that dental disorders are directly re-
lated to the general health." The Gies Re-
port itself states "The profession of
dentistry, in order to discharge its obliga-
tions in the matter of oral health-service,
must require for entrance to the profes-
sion such equipment in preliminary edu-
cation as will prepare the candidate for
professional study, and must also offer
in the dental curriculum training in the
medical sciences, in dental technology, in
clinical dentistry, and in oral medicine,
such as will afford a sound basis for the
general practice of dentistry"

Currently, all of the dental schools in
North America have extensive biomedi-
cal and behavioral science courses. The
important question is, are these courses
integrated throughout the curriculum or
are they being presented as compart-
mentalized entities? Many schools have
incorporated Problem-Based Learning
(PBL) in an attempt to better combine
the biomedical sciences with clinical
practice. According to Shuler (Shuler,
2001), "The PBL pedagogy naturally in-
tegrates discovery, mastery, and applica-
tion through the focus on analyzing the
condition of the patient. The use of pa-
tient presentations as a focus for learning
mimics the eventual practice environ-
ment and builds student confidence in
problem analysis through a critical-think-

Gies Report Redux

interests as servants of the public health.
It further states that "The immediate and
direct obligation upon both the medical
school and the dental school is to reex-
amine the courses of study and to con-

these two conclusions, however, they are
only indirectly related to curriculum con-
siderations. The other non-curricular
conclusion that is as important to dental
education in 2002 as it was in 1926 is

Standards for admission to dental school were
greatly elevated. Dental education became an
integral component of universities, and the
curriculum became based on a scientific
foundation.

vert them into effective agencies for the
training of those who are to make their
professions in the service of the public
health."

There is little doubt that this 1926 re-
port had a profound effect on dental
education throughout the twentieth cen-
tury. Standards for admission to dental
school were greatly elevated. Dental
education became an integral compo-
nent of universities, and the curriculum
became based on a scientific foundation.
This was in distinct contrast with the den-
tal schools prior to 1926. Although some
of the early dental schools were based in
universities, many were commercial
schools that were essentially proprietary
in nature.

The Gies Report suggested a reorga-
nization of dental education with five
general conclusions. I will not discuss the
"preparatory education of dentists" or

The Gies Report repeatedly emphasizes the
relationships between medicine and dentistry and
their intimate mutual interests as servants of the
public health.

ing process. Problem-Based Learning
provides a pedagogy that works not
only for basic science content in areas
but also for the clinical sciences."

The Gies Report repeatedly empha-
sizes the relationships between medicine
and dentistry and their intimate mutual

the fact that "in universities, dentistry, an
independent division of health service
and, in effect, the oral specialty of the
healing art, should receive the quality of
consideration and support now deserv-
edly accorded to medicine." Tremen-
dous progress has been made regarding

that "in dental schools, teaching and re-
search should be as effectual as the best
in a good university, and the status of
dental teachers should be raised accord-
ingly" Although the implementation and
success of this condusion are vital to the
future of dental education and dentistry,
it is only indirectly related to the curricu-
lum.

The two other major conclusions of
the report directly involve the curriculum
and will be discussed in the context of
1926 and 2002.
• The undergraduate curriculum in

dentistry should be devised for intensive
preparation for the duties of general
practice only, and should be so orga-
nized that earnest and competent stu-
dents could complete the training in
three years.
• Optional full-year graduate curricula,

separate or combined, including dispen-
sary and hospital experience as well as
opportunity and encouragement in re-
search, should be provided for all types
of specialization in oral science and art,
especially those of private practice, pub-
lic-health administration, teaching, and in-
vestigation.

Three Years Focused on
Preparation for General
Practice
This recommendation was based on the
premise that the plane of preliminary
education was raised to a requirement of
at least two years of approved work in
an accredited academic college and that a
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proposed test of professional aptitude
was introduced. Most of the students
accepted in dental schools today have
four years of college and an under-

physical reactions of many of the stu-
dents and instructors in the technical
laboratories, and as a consequence much
time is wasted that might be saved un-

In addition, "unprofitable repetition "and "dawdling
characterizes the mental and physical reactions of
many of the students and instructors in the
technical laboratories, and as a consequence
much time is wasted that might be saved under a
more effectual and intensive system of education."

graduate degree. Many of today's stu-
dents have more than four years of col-
lege and a graduate degree (Valachovic,
Weaver, Sinkford, & Haden, 2001). The
Dental Admission Test (DAT) (Ameri-
can Dental Association, 1950) was intro-
duced in 1950, and most dental schools
rely on the results of this examination as
an important factor in the admissions
process. The Gies Report was truly fu-
turistic when it posed the following quo-
tation. "If it be conceded that dentistry is
a mode of health service that requires an
understanding analogous to that de-
manded of practitioners of accredited
specialties of conventional medicine, and
in addition exacts a broad comprehen-
sion of mechanical principles as well as a
sensitive esthetic appreciation, it would
seem to be inevitable that predental edu-
cation should be similar in general scope
and equal in quality to that of premedi-
cal education, in order to ensure desir-
able intellectual parity between prospec-
tive students of medicine and dentistry,
and equivalent capacity to master their
responsibilities as practitioners."

The report advocated that the under-
graduate curriculum in dentistry could be
completed in three years. One of the
reasons for this recommendation was
that "practice in manual procedures,
which is essential for the attainment of
digital facility, is often carried to an ener-
vating extreme, yet is traditionally inter-
rupted by long summer vacations." In
addition, "unprofitable repetition" and
"dawdling characterize the mental and

der a more effectual and intensive sys-
tem of education."

Over the past seven decades most
schools have eliminated or greatly re-
duced summer vacations, however, it is
my opinion that unprofitable repetition
and dawdling still exist in many of the
technical laboratory courses. I am not
alone with this opinion as Dean Bruce
Graham, in his commentary on Dr.
Michael Cohen's article, states "we spend
too much time and faculty effort (and,
therefore, too many faculty salary dol-
lars) on teaching dental students to be
dental laboratory technicians" (Graham,
2002).

Standard 2-5 of the Commission on
Dental Accreditation states, "The cur-
riculum must include at least four aca-
demic years of instruction or its equiva-
lent" (American Dental Association,
1998). Although several dental schools

The University of the Pacific School of
Dentistry, during the Commission on
Dental Accreditation site visit in 2000
met all of the criteria established for a
fully accredited school. Dean Arthur A.
Dugoni has successfully led the faculty in
assuring that students learn through the
humanistic model of education in a
technologically-advanced facility with a
thoroughly streamlined curriculum. Year
after year, this school ranks in the top
half dozen in number of patient treat-
ments completed by its students.

Many dental educators believe that
with the tremendous explosion of
knowledge in science and technology,
three years is not sufficient to teach ev-
erything that a competent dentist needs
to learn to begin independent practice. It
is my contention that extensive curricular
revisions can be accomplished to re-
move redundant and outdated material.
Faculties are comfortable teaching what
they were taught, using the methods that
were used to teach them. In addition,
many dental schools do not use the aca-
demic year in the most efficient manner.
Just as the Gies Report observed, change
in the future will be viewed as a disad-
vantage or threat to what is generally per-
ceived as an already excellent dental edu-
cational system.

Dean Charles Bertolami has ad-
dressed a critical issue in dental education
in his August 2001 publication "Rational-
izing the dental curriculum in light of
current disease prevalence and patient de-
mand for treatment: form vs. content."
The premise of Dr. Bertolami's paper is

Just as the Gies Report observed, change in the
future will be viewed as a disadvantage or threat
to what is generally perceived as an already
excellent dental educational system.

over the years have attempted to de-
velop an equivalent curriculum in fewer
than four academic years, only one
school, the University of the Pacific, has
been successful with a curriculum that is
fewer than forty-five months in length.

that the manner in which dental educa-
tion is conducted does not support what
is being taught. His conclusion is "when
the form and content of dental educa-
tion do not reinforce each other, what
results is an inadequate learning experi-
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ence and dissatisfied students. Absent re-
form, the capacity of dental curricula to
be responsive to change will be compro-
mised." In this very enlightening paper,
Dr. Bertolarni, suggests an asynchronous
model of dental education where im-
proving the form of the dental curricu-
lum might begin by recognizing that
people learn at different rates. Advances
in problem-based learning (PBL), pre-
clinical simulation systems, distributed
models of clinical experiences, and a
comprehensive patient care philosophy
could all assist in moving toward this
type of curriculum change. Dr.
Bertolami also states that "while various
curricular proposals may differ, all ac-
knowledge a need for reform because
all understand that the dental curriculum
must be responsive to forces that are
coming into play and that are already in
evidence." This type of futuristic think-
ing is extremely important in 2002, as
was the futuristic thinking expressed in
the Gies Report in 1926.

A General Practice Fourth
Year
This Gies Report conclusion is what
many current dental educators have been
advocating under the title PGY-1 (Jour-
nal of the American College of Den-
tists, 1995). Although in 1926 this was
proposed as an optional year, the rec-
ommendation could well be added as a
mandatory general dentistry experience in
a three-plus-one model. Speciali7ed
training in the current nine Commission
on Dental Accreditation recognized spe-
cialties require from two to six years ad-
ditional study after receiving the DDS/
DMD degree. However, many ad-
vanced general dentistry programs
(AEGD and GPR) are one-year pro-
grams. An innovative approach to the
current severe shortage of dental faculty
and research-trained dentists would be to
use the fourth year of a three-plus-one
curriculum for training in education and
research.

It was my hope during the ten years
that I served as dean of two dental
schools that many of the unique com-
ponents that make the University of the

Gies Report Redux

Pacific School of Dentistry so effective
could be incorporated into a three-year
curriculum. This would allow the tradi-
tional fourth year to be used for ad-
vanced general dentistry programs

lum during the past seventy-six years
have been significant and have been in-
strumental in facilitating excellent dental
education programs in North America.
Many of the Gies Report recommenda-

An innovative approach to the current severe
shortage of dental faculty and research-trained
dentists would be to use the fourth year of a three-
plus-one curriculum for training in education and
research.

(PGY-1 programs) that have been
strongly advocated by many dental edu-
cators. This proposed fourth year could
be under the control of the parent den-
tal school with the dental degree
awarded at the end of four years. With
only three years of the traditional cur-
riculum and creative financing (to include
clinical revenue cost sharing) during the
advanced general dentistry fourth year,
the total cost of a complete dental edu-
cation could be substantially reduced.
The cost of dental education has been
cited as a major concern in the American
Dental Association's Future of Dentistry
Report. The mean educational debt of
dental students who had debt in the year
2000 was $106,000 (Valachovic, Weaver,
Sinkford, & Haden, 2001). Any innova-
tive curriculum changes that would re-
duce the cost of dental education should
bode well for the future of our profes-
sion.

Conclusion
Henry S. Pritchett in the preface to Dental
Education in the United States and Canada
Bulletin Number Nineteen stated that "The
study has been carried out by Dr. Gies
with an open mind and with the single
desire to be of service to the cause of
professional education." There is little
doubt that Dr. Gies and his colleagues
approached the state of dental educa-
tion in 1926 with such an open mind,
and that they were of great service to the
cause of professional education in den-
tistry. The changes in the dental curricu-

tions are still pertinent today. The leaders
in dental education in 1926 were re-
markable in their vision for the future.
The 2001 American Dental Association
Future of Dentistry Report states "The den-
tal education curriculum should become
more relevant to the practice of modern
dentistry" If we are to continue to pro-
vide excellent dental education in North
America, the current leaders in dental
education must be willing to take risks,
make changes, and have the courage to
develop visions for the future.
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Gies Report Rea'ux

The Gies Report
and Research

R. Bruce Donoff, DMD, MD, FACD

Abstract

In the eyes of the intellectually curious

William Gies, dentistry and dental educa-

tion in 1926 was mechanical, empirical,

commercial, reparative, and isolated

from other disciplines. The solution pro-

posed in the Gies Report included mak-

ing dental schools parts of universities

and collaborative equals with medical

schools, increasing full-time teachers,

promoting graduate study, and espe-

cially, grounding dentistry in science.

Early attempts by the American Dental

Association to develop and support a re-

search agenda floundered, and scholar-

ship was left to the universities and the

government, and more recently to com-

mercial interests. To a disappointing ex-

tent, the separation of practice from sci-

ence remains today as the technologies

of the scientific spirit remain unfamiliar

and vaguely threatening.

T
he Institute of Medicine Re-
port (TOM), Dental Education at
the Crossroads, characterizes the

history of dental education in the past
century as transformational.

"The twentieth century opened for
dental education with an abundance of
proprietary schools, a trade not fully
transformed into a profession, and a
primitive regulatory structure. The popu-

lation was beset by serious dental dis-
ease, resigned to tooth loss, and limited
in the treatments available to it. The sci-
ence and research base was minuscule.
During the twentieth century, dental

the United States and Canada during
1921-22 and revisiting some of these
during 1922-23.

Gies was an exceptional person. A
first-rate scientist, he established the first

Gies lamented that investigation in dentistry had
mainly consisted of the development of profitable,
patented invention with commercial support and
motivation. Research he said, had been almost
exclusively mechanical and only incidentally
biological.

practice, education, and regulation have
been transformed. Proprietary schools
have vanished amidst a series of educa-
tional reforms, and a significant—albeit
still limited—research capacity has
emerged."

The Carnegie Foundation for the
Advancement of Teaching supported
evaluations of a number of existing
educational paths in the early nineteen
hundreds. It issued the Flexner Report
evaluating medical education in the
United States in 1910, and in 1922 chose
William J. Gies to head a commission to
study dental education. The report,
known as the Gies Report or Bulletin
Number Nineteen resulted in the reorgani-
zation of dental education. Its visionary,
courageous, and imaginative content was
based upon Gies' visits to all dental
schools and associated medical schools in

department of biological chemistry at
Columbia University Medical School.
His interest and passion for dentistry led
him to suggest and promote a School
of Dentistry at Columbia. Bulletin Num-
ber nineteen was the culmination of his in-
tense study and involvement in dentistry,
its research and education and collabo-
ration with the First District Dental Soci-
ety of New York. One cannot help but
be awe struck by this man's intellect, en-
ergy, and accomplishments which are

Dr. Donoff is Dean of the
Harvard School of Dental
Medicine.
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chronicled in a 1992 biography by Frank
Orland.

The Separation of Practice
from Science in the 1920s
What did Gies have to say about re-
search specifically? "The practice of
health service in any branch, unless ani-
mated by research, is weakened by the
complacency of empiricism." He la-
mented that investigation in dentistry had
mainly consisted of the development of
profitable, patented invention with com-
mercial support and motivation. Re-
search he said, had been almost exclu-
sively mechanical and only incidentally
biological. He felt that the dental profes-
sion concentrated on immediate and ob-
vious remedial needs rather than preven-
tion and understanding of disease. He
suggested that the existing system of
dental education failed to make research
important to its teachers and a goal of
its students and therefore hurt the future.

Gies saw the disparity between re-
search at medical and dental schools, but
was particularly critical of the lack of in-
terest in solving biological problems by
dentists. He described this perceived lack
of intellectual quality and felt it was a
critical constraint on full development of
dentistry as a learned profession. In con-
sidering special conditions that interfered
with research in dental schools, Gies in-
cluded:
• Lack of general scientific education

of dental students and faculty;
• Disinterest of medical faculty to in-

clude the mouth in their research inter-
ests;
• Disregard for medical sciences by

dental schools and the profession;
• Students projected their future needs

almost exclusively along mechanical lines.
So in 1922, we had teachers lacking

the inspiration for the ideals or values of
research or scientific inquiry and a pro-
fession unable to make anything other
than mechanical things relevant to prac-
tice. Sound familiar today?

Recall the opening statement from
the Institute of Medicine report and
compare it with the situation Gies de-
scribed. Then think how far things had

Gies Report Redux

come in 1923 since the turn of the cen-
tury. A succession of discoveries, inven-
tions, devices, and procedures had been
introduced. Alleviation of suffering and
removal of disability had truly been a
success. Yet the Gies Report states
"Dentistry has been triumphant in the art
of repair, but has been baffled by the

nized dentistry felt that the universities
should do their jobs of scholarship
without ADA dues. Gies bemoaned this
philosophy and the commercialism asso-
ciated with it.

Gies felt that the biological problems
for dentistry required the highest degree
of scholarship and the most complete

He felt that the dental profession concentrated on
immediate and obvious remedial needs rather
than prevention and understanding of disease. He
suggested that the existing system of dental
education failed to make research important to its
teachers and a goal of its students and therefore
hurt the future.

mysteries of prevention." He felt this
was a direct result of dentistry's lack of
scientific comprehension and medicine's
lack of interest in the treatment of and
prevention of dental disorders. This is an
important message for the future exist-
ence of a separate National Institute of
Dental and Craniofacial Research
(NIDCR).

The Gies Report's description of the
special agencies created for the promo-
tion of dental research pays homage to
the Journal of Dental Research and the In-
ternational Association of Dental Re-
search (IADR), which Gies promoted.
An Institute for Dental Research, and the
American Dental Association's Scientific
Foundation and Research Commission
were fleeting failures. The politics, and
most importantly, the values of orga-
nized dentistry were reflected in deci-
sions that did "nothing to solve one of
the most pressing problems—the dis-
covery of young men and women who
are exceptionally crtnlified to devote their
lives to teaching and research." There
were no NIDCR and no training grants
in 1926. In 1925, the ADA decided that
support of more relevant practical as-
pects of oral health, those more sup-
portive of guiding practitioners, were
worthy of financial support. So, orga-

understanding of the fundamental sci-
ences. The report in its section on re-
search is worth reading for it raises criti-
cal thinking issues and topics for investi-
gation like the reparative powers of
teeth compared with bone, genetics and
inheritance, and microbiology and nutri-
tion. He lamented the poor understand-
ing of and study of periodontal disease
and its drowning in a passion for oral hy-
giene. Interestingly, this continued well
into the 1960s until microbiology made
periodontology the apex of "basic sci-
ence" for dentistry.

One cannot read this and not ask
why he said it in 1926. Clearly this was
what he found in his tour of American
and Canadian dental schools. Yet he ad-
vised that dentistry as a health profession
remain separate from medicine. He pre-
dicted the successful transformation of
dentistry into a service equal to medicine.
The report does cite evidence for its rec-
ommendations. The University of
Michigan had reduced technique and re-
placed it with engineering courses in
1925 without negative impact on the
cptnlity of clinical work. Marquette ac-
cepted students with advanced standing
in 1925 and found their performance
better than those admitted with lesser
preparation.
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The critical factors for Gies were re-
search, inquiry, and scholarship. Improv-
ing the quality of students and faculty
were the basis for reorganization. One
of the most important recommenda-
tions of Bulletin Number Nineteen was that
schools become integral parts of univer-
sities and develop strong collaborations

tor in the elevation of the profession. We
must remember that as the National In-
stitutes of Health (NIH) comes under
scrutiny by a current TOM review.

Clayton M. Christensen, a professor
at the Harvard Business School has
coined the phrase "disruptive technol-
ogy" in his 1997 book, The innovator's di-

Gies' recommendations were to change dental
education by improving its applicant pool,
upgrading faculty, and improving the curriculum.

with medical schools. Equalization of
premedical and predental education
should become the norm. The biomedi-
cal sciences should receive an important
place in the dental school curriculum and
dental clinical subjects should be taught
by full-time teachers. Additionally, in-
volvement in graduate education was
needed and specialties such as orthodon-
tics and oral surgery would need addi-
tional study. The proper place of basic
science might even one day be recog-
nized by advanced degree programs.
Gies' recommendations were to change
dental education by improving its appli-
cant pool, upgrading faculty, and im-
proving the curriculum. The Gies Re-
port is about research and scholarship
and these are two of the critical issues to-
day.

The Separation of Practice
from Science at the Turn of
the Century
Which forces active in 1926 are still im-
portant today and which have changed?
The influence of the mechanical arts on
dentistry remain as dominant today as in
1926. Separation of science and practice
continues and we have a critical need for
full-time teachers and dentistry must be-
come a true branch of medicine, like or-
thopedics and dermatology. Compari-
son to medicine as a whole is unfair and
regressive. The critical issues are about
values and processes. The establishment
of the National Institute of Dental Re-
search (NIDR) in 1948 was a critical fac-

lemma. He describes technology as the
processes by which an organization (and
I will add profession) transforms labor,
capital, materials, and information into
products and services of greater value.
This concept of technology, therefore,
extends beyond engineering and manu-
facturing to encompass a range of mar-
keting, investment, and managerial pro-
cesses. Innovation refers to a change in
one of these technologies. Christensen
points out that processes can be inflex-
ible and values, the criteria by which de-
cisions about priorities are made, are
even more important. (For a discussion
of Christensen's and others' work on
technology transfer relative to oral health
care see Chambers, 2001.)

linked to reimbursement. CAD/CAM
fabrication of restorations, 3-D printing,
and laser tooth preparation are readily
seen technologies poised to disrupt.

In 1955, Dr. Theodor Rosebury paid
a tribute to Dr. Gies on the thirtieth anni-
versary of Bulletin Number Nineteen
(Orland, 1992). He pointed out that in
the thirty years since the issuance of the
report, medical schools, and, indeed, the
whole of medical practice had been
transformed by the influence of experi-
mental science. "What seems to me most
significant in this transformation is the
idea that disease can be understood, and
if understood, controlled." As a result,
clinicians have become convinced of the
importance of science. "Science as an at-
titude and as a method of learning has
permeated every branch of medicine:
and it is more in consequence of this
event than any other that medical educa-
tion has reached its present eminence."

Rosebury didn't suggest that medi-
cine as a practice is any more scientific
than dentistry. He suggested that the
practitioner of either medicine or den-
tistry needed to understand science, but
needn't be a scientist. That state of
knowledge would permit the patient to
be seen as a whole being, not just an eye
or a mouth or a leg Medicine, Rosebury
said in 1955, "has come to accept the
spirit of science." Rosebury suggested

I would argue that the profession has made great
strides and that the inability of the profession to
innovate (change) is matched only by the inability
of the dental education community to change
(innovate).

I would argue that the profession has
made great strides and that the inability
of the profession to innovate (change) is
matched only by the inability of the den-
tal education community to change (in-
novate). Recent examples of disruptions
of processes include the fluoride varnish
effort by pediatricians in North Carolina,
dental management companies, and the
development of practice guidelines

that no comparable transformation had
occurred in dentistry because dental re-
search had not solved any of the prob-
lems of dental disease and had contrib-
uted little to the everyday practice of
dentistry. Fluoridation, a triumph of
public health, was the exception.
Rosebury exhorted his audience to fol-
low the path mapped by Dr. Gies and
achieve for dentistry a status fully equiva-
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lent to that of the best specialties of
medicine, through the conquest of den-
tal disease.

It is of interest, that in his remarks Dr.
Rosebury highlights comments in a book
by Dr. A. LeRoy Johnson, one of my
predecessors as Dean at Harvard, who
pointed out that at the time of the
Flexner Report, medicine was better po-
sitioned for change since it already had
an experimental school, Johns Hopkins.
The Gies Report stimulated several ex-
perimental schools in dentistry such as
Rochester and Harvard. The Rochester
experiment won general esteem from
the start, while that at Harvard was first
received in a spirit of controversy and
even of hostility. Johnson suggested that
the varying reception of these two was
related to Rochester never having had a
dental school while Harvard did, albeit
of a new sort. Harvard was a challenge
to entrenched notions and the status quo.
It was a disruptive technology of sorts,
much like Internet-based higher educa-
tion today. Yet, the influence of politics
and the status quo played an important
role. Barbara Tuchman, the noted histo-
rian said, "Men will not believe what
does not fit in with their plans or suit
their prearrangements." The importance
of the times in which we live and man's
coming to terms with his world is the
lesson of history. The implementation
of the Gies Report's recommendations
is a clear example of evolution rather
than revolution.

Dr. Herbert J. Bartelstone paid tribute
to Dr. Gies on the fiftieth anniversary of
the IADR in 1970 (Orland, 1992). He
challenged dentistry to revamp its sys-
tems of dental manpower development
and dental health care delivery to bring
its abilities to effectively limit caries and
periodontal disease to bear. He stated,
"Our system of education produces a
mechanistically oriented dentist whose in-
adequacies become glaringly apparent
when both the state of dental health
needs and the right of man to be free of
dental disease are joined conceptually."
He exhorted the members of the IADR

Gies Report Redux

to take a more active role in bringing sci-
ence to the clinicians and closing the gap
between what is known and application.

William Gies had the curiosity that
underlies both clinical practice and re-
search and scholarship. Critics must agree

It is impossible for dental schools to educate their
students to become "persons of science "and to
acquire a taste for complexity, problem solving.
and understanding of disease without putting
science into dental schools.

Might Christensen's disruptive tech-
nology concept be informative today, as
vaccines for dental caries find it difficult
to gain funding for adequate clinical tri-
als? Successful vaccines threaten the sta-
tus quo, challenge current business mod-
els based upon treatment rather than
prevention, and are, therefore, disruptive
technologies. Will greater understanding
of the relationship of periodontal dis-
ease to systemic disease provide the clout
for oral disease to meet the test of
medically important? What if in the next
year definitive research demonstrates that
healthy gingiva reduces heart disease as
dramatically as streptomycin added to
isoniazid improved the treatment of tu-
berculosis?

I could go on and on but the major
message of Bulletin Number Nineteen must
be repeated today. The role and impor-
tance of research and scholarship in den-
tal education and practice was the key-
note address (Bertolami, in press) and re-
sponse (Garcia, in press) at the October
2001 American Dental Education Asso-
ciation (ADEA) and NIDCR co-spon-
sored meeting, "Conducting and Putting
Science into Practice: The Role of the
Dental Schools." The message, educa-
tion informed by research and scholar-
ship, education made relevant by science,
and direct education and experience in
the conduct of research, is one way of
achieving the intellectual rigor needed for
the professional.

that subjects other than science require
scholarship and the differences between
education and training need to be re-
membered to keep dentistry a profes-
sion and not a trade (Donoff, 1994). In-
arguably, it is impossible for dental
schools to educate their students to be-
come "persons of science" and to ac-
quire a taste for complexity, problem
solving, and understanding of disease
without putting science into dental
schools (Donoff, 2001). That message is
the headline of the Gies Report and it is
well worth repeating today.
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Eighty Years of Dental
Education in Canada

Gordon Thompson, DDS, PhD, FACD

Abstract

The many similarities between dentistry

and dental education in 1920 between

Canada and the United States continue to

exist today. These have lead to parallel

development of dental education and

practice and to extensive sharing be-

tween the two countries. However, the

provincial rather than national approach

to education and health care in Canada

has not facilitated national outcomes.

T
he dental schools in Canada
and the United States were so
similar that it was difficult to dis-

tinguish them in the 1920s or now as
two separate systems. When William
Gies made his report on the status of
dental education, there was the opportu-
nity for the Canadian schools in their de-
velopment to use the programs and
program standards that had been previ-
ously developed in many schools in the
United States. Early, there did not appear
to be the perceived need for the profes-
sion in Canada as early as there was in
the United States. This was based on the
population base and need that was not
there in Canada. As well, there were
staff members from one country who
also helped out at one or more pro-
grams in the other.

The First Dental Schools
Eighty years ago, dental programs ex-
isted only in Ontario, Quebec, Nova
Scotia, and Alberta. The first school had

been started in Ontario by the Royal
College of Dental Surgeons of Ontario.
This was the first structured program af-
ter dentists had learned their profession
by being apprentices for a period from
three months to one year, although a
few were graduates of medical or den-
tal schools in Europe or the United
States. No formal education was
needed, as there were no controls on
what services were provided. Some of
those who had done the apprenticeship
program were associated with the
North West Mounted Police. One of
these police officers, Dr. E D. Shaw,
born in Nova Scotia, graduated from
the New York Dental College in 1878.
He extracted two teeth for Chief Sitting
Bull after the Battle of Little Big Horn
while Sitting Bull was seeking refuge in
Canada.

The Royal College of Dental Sur-
geons started the first dental school in
1869, and it was not associated with a
university. The college was created by
bringing together all of the practicing
dentists in the province. They controlled
all aspects of the program, including ad-
missions and training This was in the end
considered to be a proprietary school,
and Gies felt that the program did a dis-
service to the profession as he similarly
disliked proprietary programs in the
United States.

In the next iteration of dental educa-
tion in Canada, the Royal College of
Dental Surgeons of Ontario established
the School of Dentistry of the Royal
College of Dental Surgeons of Ontario,
which after a few years was affiliated

with the University of Toronto. Later
on, the University of Toronto took over
the dental education program, and the
Royal College of Dental Surgeons of
Ontario looked after the practice of
dentistry in Ontario, but only after this
was voted on by the membership of
the Royal College of Dental Surgeons
of Ontario.

It was proposed that the Canadian
schools were more advanced than many
of the dental schools in the United States.
This was partially due to the
preprofessional education that was re-
quired by Canadian schools. The four
schools required various preprofessional
programs—Toronto one year, McGill
(Montreal) two years, Montreal three
years, and Dalhousie (Halifax) one year.
Graduates of the University of Alberta
(Edmonton) had to complete one year
of preprofessional education and at that
time completed the clinical program at a
Canadian or American school. Gies
noted that the Canadian dental schools
had a greater focus on medical sciences
and less emphasis on the technical as-
pects of dentistry and dental education
than their U. S. counterparts. He felt that
technical skills were obtained with time

Dr. Thompson is Execu-
tive Director and Registrar
of the Alberta Dental As-
sociation and College in
Edmonton, Alberta.
gthompso@planet.eon.net.
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and by being in practice. The programs
at McGill (Montreal) at the Montreal
General Hospital (where the clinical pro-
gram is located) and Dalhousie (Halifax)
were particularly noteworthy to him be-
cause they were associated with hospitals
and gave students and faculty the advan-
tage of working with physicians. The
Canadian Dental Faculties Association
that was established in 1920 provided an
advisory function for the Canadian
schools. Later in that decade, the Ameri-
can Association of Dental Schools was
formed by the amalgamation of three
American organizations and the Cana-
dian Dental Faculties Association

Gies may have considered the Cana-
dian programs as being educationally su-
perior, but they did not have the same
research base as American schools. Nor
were there courses for graduates of the
dental program or programs for staff.
The Canadian dental programs were not
well funded and the status of the library
collections was scattered at best and
clearly inferior.

One would have expected that the
profession of dentistry in Canada would
have taken on a European format. This
likely would have been the case if it
were not for the ties of mutual recogni-
tion and friendship that existed between
dentists in Canada and the United States.
Gies noted the exchange of ideas, staff
visitations, and membership in common
organizations, and he felt these could
have been facilitated further as a free
trade of professional development with
an invisible international border.

Lacking National Focus
The structure of organized dentistry was
such that the Canadian Dental Associa-
tion was the national organization that
coordinated the activities of the profes-
sion within Canada. There were also
provincial and urban dental organizations
that handled issues on a more local level.
The Dominion Dental Board of
Canada had been established to stan-
dardize professional requirements but
did not have any regulatory functions.

Gies reported on the state of affairs
for dental education in Canada by com-
paring it to the programs in the United

Gies Report Redux

States. These comparisons are appropri-
ate and well founded. However, Canada
had a major obstacle that was not the
same in the United States and it is more
apparent today than it was then. As a re-
sult of the British North American Act
of 1867, which founded the Confedera-
tion of Canada, education and health
programs are planned and funded on a
provincial and territorial basis. That was
bad enough in 1926 when there were
fewer jurisdictions than the current ten
provinces and three territories in Canada
that develop programs and determine
human resource requirements in virtual
isolation of the other provinces and ter-
ritories.

In 1926 there were only four dental
schools that graduated about 205 stu-
dents annually. Now there are ten dental
schools which are located in all areas of
Canada. The provinces of British Co-
lumbia, Alberta, Saskatchewan, and
Manitoba each have a single dental
school. Quebec has three dental schools
and Ontario has two. The Atlantic re-
gion, which is comprised of the four
provinces of New Brunswick, Nova
Scotia, Prince Edward Island, and New-
foundland and Labrador, share one den-
tal school (Dalhousie University in
Halifax, Nova Scotia). The province of
Newfoundland and Labrador was not
part of Canada until 1949. The Cana-
dian dental schools provide not only
dental undergraduate programs with
about 425 graduates annually but also
some graduate programs and some den-
tal hygiene programs. There are also
"qualifying programs" in five dental
schools that provide a two-year pro-
gram to prepare graduates from dental
programs outside North America for
the National Dental Examining Board
examinations. While the Gies Report
supported a three year program, all of
the Canadian dental schools now have
four-year programs with varying levels
of preprofessional education. For many
years, the University of Saskatchewan
had a five year program. With the sig-
nificant expansion of knowledge in den-
tistry, the Canadian schools have not
been able to derive a curriculum that can
be completed in three years.

All of the Canadian dental schools
are members of their own organization,
which is the Association of Canadian
Faculties of Dentistry which was estab-
lished in 1967. This association is well
represented in many organizations such
as the Council on Education of the Ca-
nadian Dental Association and the
Commission on Dental Accreditation of
Canada. This provides a format for
representation without having to have all
ten schools at the table. The interaction
between the Association of Canadian
Faculties of Dentistry and the American
Dental Education Association (the
former American Association of Dental
Schools) has had a very positive and sig-
nificant impact on dental educators in
Canada. For many years, Canadian den-
tal educators have met at the site of the
American meeting to conduct their own
meeting and to participate in the Ameri-
can program.

Affiliation with a university was an
important issue in the Gies Report. Is it
noted that proprietary programs had not
been that successful in Canada and the
United States. All of the dental pro-
grams are university based in Canada.
The respective provincial governments
fund all these programs as there are no
private dental schools in Canada. How-
ever, because the funding generally
comes from the Department of Educa-
tion rather than the Department of
Health, dental programs are funded like
other university programs. This is par-
ticularly difficult for dental programs be-
cause they are often the most expensive
programs on campus. As a result, they
are seriously under-funded. This has
brought about significant increases in stu-
dent tuition fees at most institutions.
No dental schools have been closed

in Canada, but two programs have been
assimilated or amalgamated with medi-
cal schools. The Gies Report and some
other U. S. reports have noted the im-
portance of affiliation with medical
schools. If this recommendation has
merit, then the recently amalgamated Ca-
nadian programs will have an advantage.
These programs provide for further in-
tegration of medical and dental students.
This is in congruence with the Gies Re-
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port that looked upon the dentist as the
oral health specialty of the practice of
medicine. Those dental programs that
are part of a combined faculty are con-
fident that this is the best structure, while
those who have autonomy wish to retain
that structure. Both are right because they
have optimized their resources and de-
veloped their best possible program.

creased support for dental epidemio-
logical studies, the importance of con-
tinuing competency, the need to deter-
mine human resource requirements, and
the need to provide care to various seg-
ments of society."

The testing of aptitude for dental
education is somewhat similar in both
countries. Aptitude testing in Canada is

Unfortunately, the level of underfunding has been
a serious determinant in the level of research
productivity at Canadian dental schools.

However, life was simpler when each
dental school was a faculty (school).

Research was noted in the Gies Re-
port, but it was not a significant factor in
1926. Most of the research at that time
was done by companies and not in den-
tal schools. Unfortunately, the level of
underfunding has been a serious deter-
minant in the level of research produc-
tivity at Canadian dental schools. There
has not been appropriate funding to de-
velop a more reasonable full-time staff
complement. The full-time staff are so
busy teaching that there is no time for
doing research. The dental schools must
rely on limited provincial and national
granting agencies for research funds
without the availability of funds from a
national institute for dental research or an
oral health directed agency. Consequently,
lack of research has been an issue in re-
cent initiatives to close one or more of
the Canadian dental schools.

The Canadian System Today
The Canadian Dental Association com-
pleted a Report of the Task Force on Dental
Education in 1998. This report recognized
that, relative to the Gies Report, "much
of the situation ... is unchanged." How-
ever, the report acknowledged amongst
other issues that oral health care is an es-
sential primary care service that must be
recognized by governments, clinical edu-
cation is a vital part of dental education,
the consideration of the regionalization
of dental education, increased
prelicensure clinical experiences, in-

administered by the Canadian Dental
Association. The test batteries used in
Canada are purchased from the Ameri-
can Dental Association. The main differ-
ence is that the Canadian Dental Asso-
ciation uses a manual dexterity test, for-
merly chalk carving, but now soap carv-
ing. This provides an additional admis-
sion standard over and above perceptual
ability. As well, the Canadian Dental As-
sociation has developed a structured in-
terview for evaluating applicants. The in-
terview would probably be acknowl-
edged by Gies who indicated that the
technology could be learned with expe-

bodies handles any regulatory functions
as these are carried out provincially by
the provincial Dental Regulatory Author-
ity. In turn however, representatives of
the Dental Regulatory Authorities consti-
tute the National Dental Examining
Board of Canada. The Commission on
Dental Accreditation of Canada is re-
sponsible for the accreditation of dental
programs in Canada. The examination
of graduating students is done by the
National Dental Examining Board of
Canada.

Reciprocity of the accreditation of
undergraduate and graduate programs
between Canada and the United States is
a model of international acclaim. The
Canadian program standards are usually
derivations of the Commission on Den-
tal Accreditation of the American Den-
tal Association. Members of accredita-
tion teams from one country are repre-
sentatives on survey teams in some of
the accreditation visitations in the other.
This allows direct access to board ex-
aminations in the other. Dentists from the
United States do not have to take pro-
vincial examinations or regional boards
but only need to obtain the certificate of
the National Dental Examining Board
of Canada. They take the same exami-
nations as graduates from Canadian

Dentistry was required to develop a Mutual
Recognition Agreement that outlined the
requirements for the labor mobility of a dentist
from one province or territory to another.

rience but the medical sciences were im-
portant in an undergraduate program. It
is dear that the personal attributes deter-
mined in an interview are important se-
lection criteria.

The qualifications and standards for
dentists in Canada have been cocoordi-
nated nationally by the National Dental
Examining Board of Canada since 1952
(which succeeded the Dominion Dental
Board of Canada) and by the Canadian
Dental Association, which celebrates its
centenary this year. Neither of these

dental schools. This reciprocity helps Ca-
nadian students who take graduate pro-
grams in the United States or can sit the
regional board exams.

The seamless border should be easier
now than it was in 1926 with signed
continental free-trade agreements. How-
ever, the fact of the matter is that the
regulations passed by both countries
have compromised this aspect of pro-
gram development for the dental pro-
grams, particid2rly in Canada. There is a
continued exchange of personnel be-
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tween the two countries despite the
regulations that exist in many jurisdictions
for the hiring of new full-time staff
from outside of the country. This has
not been an impediment to hiring deans
and department chairs from the other
country. There are and have been several
deans in the United States who gradu-
ated in Canada and vice versa. Due to
government regulations, it is not as easy
for Canadian faculties to recruit junior
staff from the United States when there
are Canadians with similar qualifications.
The pool for recruiting academic staff is
often very small nowadays as there are

Gies Report Redux

another. All provinces and territories
were signatories to this agreement for an
effective date of July 1, 2001 for general
practitioners, which includes the require-
ment of a certificate from the National
Dental Examining Board of Canada for
the purposes of portability. Not all of
the jurisdictions signed the agreement for
dental specialists, but they all support it
for new registrants. For the purposes of
portability within Canada, all new regis-
trants must pass the National Dental
Specialty Examination administered by
the Royal College of Dentists of
Canada.

Continuing dental education was not a factor in
1926. Many providers now give courses.

so many open academic staff positions
in North America. Another reality for
recruitment to Canadian dental schools is
the weak Canadian currency. Notwith-
standing the problems with the Cana-
dian dollar, the purchasing power of the
Canadian currency within Canada is very
strong

The parochial approach to the trans-
fer of goods and services within
Canada was underscored with the sign-
ing of the Agreement on Internal Trade
which was designated to facilitate free
trade between all provinces and territo-
ries. This agreement resulted indirectly
from the lack of free trade of beer
which had to be brewed in the province
in which it was consumed and the acces-
sibility of construction workers to work
in another province or territory. Den-
tistry was required to develop a Mutual
Recognition Agreement that outlined the
requirements for the labor mobility of a
dentist from one province or territory to

One of the areas that has developed
since 1926 is the evolution of allied den-
tal professionals. Some of the issues as-
sociated with these groups were greater
in Canada and came to light earlier than
they did in the United States. It was
more difficult to handle these issues in
Canada because the provincial govern-
ments determine scopes of practices,
titles, and duties which may be quite dif-
ferent from adjacent provinces or terri-
tories. Consequently, dental educators
and organized dentistry need to develop
initiatives to restore the dental team.

According to the Gies Report, the
undergraduate curriculum was devel-
oped primarily for educating the general
dentist only. There are now other aspects
that must be considered. The focus has
to be on developing a competent dentist
for practice, education, research, govern-
ment, and other health careers.

Continuing dental education was not
a factor in 1926. Now, many providers

offer a wide variety of courses. The uni-
versity dental schools provide some of
the programs, but many of the courses
are put on by dental organizations. These
courses can easily influence the type of
dentistry that is the accepted norm in the
region.

The Future
The Gies Report became the frame-
work for dental education in the United
States and Canada. It has stood the test
of time and provided a structure for
program and curriculum development.
The successes of the dental programs in
Canada have been a direct result of the
cooperation with various dental pro-
grams in the United States. The focus in
Canada has been on the 1998 Report of
the Task Force on Dental Education and is
now on the 2002 summit (Academic
Dentists and Practitioners: Together
Forging a Future for Our Profession) to
develop models for staff recruitment
and retention in Canadian dental schools.
Other factors such as the North Ameri-
can Free Trade Agreement, globalization,
research, technological advances, and
healthcare delivery systems changes will
have significant impact on dentistry and
dental education in Canada. We can only
hope that the Canadian initiatives that
have been established will maximize the
present professional and environmental-
scan of the issues the way it was accom-
plished in the Gies Report

Background Reading
Canadian Dental Association (1998). Report of

the Task Force on Dental Education. Ottawa,
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MacLean, H. R. (1987). Histog of Dentistg in
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Dentistry and Medicine,
Then and Now

Allan J. Formicola, DDS, FACD

Abstract

Two factors have, at times, pushed den-

tistry and medicine together and pulled

them apart. The factor acting to create a

symbiosis is the common biomedical or

scientific foundation for these fields. The

factor causing independence deals with

socio-cultural matters impacting on the

professions and the public. These two

factors will be examined at three points

in time when the relationship between

the two professions was significantly

important for the welfare of the public:

the 1920s and '30s, the 1960s and '70s,

and our own time. Contemporary major

discussion about the alignment of dental

education, scientific advances, and soci-

etal needs point to a need for a new look

at how dentistry and medicine relate to

one another.

B
v 1920, dentistry in the U. S.
had evolved as a separate pro-
fession from medicine. During a

previous eighty-year period, however,
the abuses in the manner of practice and
the educational system underpinning a
poor model of dental care had risen to
the level of alarm among the major
thinkers of the day. In Illinois alone, be-
tween 1883 and 1902, twenty-eight den-
tal schools were chartered. Most were
diploma mills, spinning out a profit for
the owners. The practice of dentistry
was mainly restorative and highly corn-
merciali7ed, with dentists as well as phy-

sicians having litde to no regard for the
biology or pathology of the oral cavity.
Practice was mainly a mechanical art.

port was definitive in setting down how
the two fields should be related. Charac-
terizing dentistry as "a form of health

Gies also argued that service to the public could
best be achieved through a separately organized
dental profession, one that he cautioned needed
to reform itself in order to elevate dentistry into a
respected position in society equal to medicine.

The 1920s and '30s
The 1926 Carnegie Foundation Report
by William J. Gies exposed these abuses
and is largely credited with establishing
the relationship between the two profes-
sions as we know it today. Gies main-
tained that the professions had a com-
mon biomedical bond and should be
closely aligned. But, he also held that they
should remain separate because the cul-
ture of two distinct professions was al-
ready well established in the U. S. and
Canada, and that there was little interest
on the part of either profession to inte-
grate. Gies also argued that service to the
public could best be achieved through a
separately organized dental profession,
one that he cautioned needed to reform
itself in order to elevate dentistry into a
respected position in society equal to
medicine.

Bulletin Number Nineteen of the
Carnegie Foundation, popularly known
as the Gies Report, summarized the pre-
vailing wisdom on the relationship be-
tween the two fields at the time. The re-

service to be made equivalent to an oral
specialty of the practice of medicine,"
Gies urged that dental education should
be part of the university system of the
U S., have entrance standards compa-
rable to medical education, share a sci-
ence education equal to medicine, and be
pursued in schools with high standards
and faculty who would devote their en-
ergies to teaching and research.

There were several key statements
and observations in the Gies Report that
were pertinent then and have bearing to-
day. For example:
• On research advances: "Recent ad-

vances of science on the borderline be-
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Dean of the Columbia Uni-
versity School of Dental
and Oral Surgery and
currently serves as Vice
Dean for Community
Health Partnerships in the
Faculty of Health Sci-
ences.
ajf2gcolumbia.edu.

4

30 Volume 69 Number 2



tween medicine and dentistry... have
shown that certain common and simple
disorders of the teeth may involve
prompt or insidious development of se-
rious and possibly fatal ailments in other
parts of the body."
• On the need to improve research in dental

schools: "Dental schools show high appre-
ciation ...to (for) the invention of better
instruments. . . and. . . active interest in
devices of value in dental practice. But,
with a few notable exceptions, the teach-
ers have very hazy conceptions of the
biological problems of dental science."
• On the lack of *predation of dentistry
b, medicine "Even research in dental fields
is regarded, in important schools of
medicine, as something inferior. Most of
the medical schools...do not recognize
dental services in its true relation to hu-
man welfare. It is also true that the bio-
logical ignorance of many dentists, oc-
curring due to deficient education in
medical sciences and in the requirements
of oral medicine, often accounts for the
disrespect of physicians for the views of
dentists."
• On the public's interest on the relationship

between the two fiehis: Due to research find-
ings that "dental service. . . may hide or
evolve local pathological conditions fa-
vorable to the onset of infectious disease
elsewhere in the system...antagonism
between medicine and dentistry cannot
be explained on any basis of public in-
terest."
• On the relationship between medicine and

dentistry: "The practice of dentistry
should be made either an accredited spe-
cialty of the practice of conventional
medicine or fully equal to such a spe-
cialty in grade of health service." Gies
further noted that prevailing law and
"neither organized medicine nor orga-
nized dentistry desires a conversion (of
dentistry as an accredited specialty) or
would be content with it."
• On the service to the public and the ratio-

nale for maintaining two separate professions:
"If the dental schools were discontinued
and dentistry taught only to medical stu-
dents, the growing demand for dental
practitioners could not be met. Accord-
ing to the need for exceptional digital fa-
cility in the manifold intraoral procedures

Gies Report Redux

of dental practice.. .the extensive techni-
cal training and the clinical instruction ...
cannot be superimposed upon a con-

standards, be put into place. But, societal
issues in the 1960s and 1970s prompted
the need for a new look at the relation-

Federal legislation known as the Comprehensive
Health Manpower Acts of 1963 and 1971 provided
incentives to academic medical centers to
strengthen their ties with underserved communi-
ties through the development of Area Health
Education Centers and other incentives were put
into place to build Community Health Centers and
to encourage school's graduates to practice in
areas of shortages.

ventional medical curriculum ... without
making the period of dental training
prohibitive in length."

While the debate on the proper rela-
tionship between dentistry and medicine
lingered into the early 1930s, the Gies Re-
port put to rest the notion that dentistry
should be an accredited specialty of
medicine, but set the stage for dentistry
to become the service equivalent of an
oral specialty of medicine independently
organized.

To become that oral equivalent, the
Gies Report set out four standards. It
recommended that students have at least
two years of predental college education
for admission to dental school and that
the predoctoral curriculum be reorga-
nized to be equal in quality to the corre-
sponding courses in medicine and three
years in length. Further, it recommended
that graduate curricula be developed in
all types of oral specialties, including ad-
vanced degrees at the Masters and PhD
levels, thus uniting medical and dental
training of specialists in maxillofacial sur-
gery and dental internships in hospitals.
And finally it called for active promotion
of research, almost nonexistent at the
time, in the schools of dentistry.

Until the 1960s, the dental schools in
the United States and Canada worked to
implement the Gies educational model,
which was supported by accreditation

ship between dentistry and medicine to
ascertain how each was serving society.

1960s and '70s
There was little to no talk about integrat-
ing the fields of medicine and dentistry
thirty-five years ago, although there was
much encouragement by the govern-
ment at the time for the two fields to co-
operate. Public policy intended to im-
prove access to care for the poor, the
handicapped, and the elderly, as well as
government incentives to spur the health
sciences to become proactive in societal
issues were becoming more intense.
Many strategies and categorical govern-
ment programs were implemented to
encourage new action by medical and
dental schools. Federal legislation known
as the Comprehensive Health Man-
power Acts of 1963 and 1971 provided
incentives to academic medical centers to
strengthen their ties with underserved
communities through the development
of Area Health Education Centers
(AHEC). Other incentives were put into
place to build Community Health Cen-
ters and to encourage schools' graduates
to practice in areas of shortages. Schools
were provided capitation funds to ex-
pand enrollment, construction grants to
build new facilities, and financial incen-
tives to revise curricular content. Con-
gress was urged to invest in biomedical
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research at levels well beyond previous
commitments.

In assessing progress on the 1963
legislation, a Carnegie Commission Re-
port in 1970 urged congress to renew
the Act in 1971 because the "nation has a
vital stake in maintaining high standards
of health among its residents. In recogni-
tion of the social benefits flowing from
medical and dental education, the federal
government should pursue a stable
policy of financial support of university
health centers ..." because "the problem
of geographic maldistribution of medi-
cal and dental practitioners is still serious
... in states with low per capita income,
rural areas, and inner city areas." The so-
lution at the time was a combination of
policies including expansion of the Na-
tional Health Service Corps (NHSC) and
NHSC scholarships, financial incentives
for practicing in underserved areas,
changes in Medicaid/Medicare policies
for private care, AHECs, and expanded
auxiliaries in medicine and dentistry.

Most of us know the results of the
government changes during the 1960s
and 70s. New dental and medical
schools were opened and enrollments
were greatly expanded. Experimentation
with increasing the functions of nurse
practitioners, physician assistants, and ex-
panded duty dental auxiliaries prolifer-
ated throughout the nation. Curriculum

favorable to early introduction of clini-
cal experience.

Some notable cooperative programs
between the medical and dental profes-
sions were launched, reflecting what
many thought was an enlightened time in
health profession's education. Funding
for geriatric fellowship programs re-
quired that dental fellows be part of the
medical residency program. The Robert
Wood Johnson Foundation funded the
Health Service Research Fellowship pro-
gram to help dentistry better integrate its
service delivery system with the needs of
the public. The integrated OMFS resi-
dency programs with the MD degree
gathered steam. Schools were encour-
aged by NIH to develop, with their
growing academic health sciences cam-
puses, PhD programs for dentists in or-
der for dentistry to become a strong
partner in the growing science revolu-
tion.

In 1985, on the 75th anniversary of
the Flexner Report in medicine, Pelligino
summarized this period by expressing
the opinion that the health sciences were
fulfilling the second half of the Flomer
Report. The full effect of those decades
on society and the professions is still be-
ing analyzed. However, dentistry
emerged from this era somewhat
wounded. Medicaid coverage for dental
care became optional (except for chil-

However, dentistry emerged from this era
somewhat wounded. Medicaid coverage for dental
care became optional (except for children),
Medicare did not cover most dental care, and
dentistry was largely left out of the Area Health
and Community Health Centers that sprang up
across the nation.

innovation was the order of the day. The
dental curriculum rapidly shifted from a
horizontal design favorable to funda-
mental studies in the first two years of
the curriculum as recommended by the
Gies model to the diagonal design more

dren), Medicare did not cover most
dental care, and dentistry was largely left
out of the Area Health and Community
Health Centers that sprang up across the
nation. The NHSC never funded suffi-
cient positions to make even a small dent
in effectively encouraging graduates to

locate in underserved areas. Instead, with
an economic downturn in the country
beginning in the late 1970s and continu-
ing into the 1980s, the outcome of this
era was a perceived glut of dentists for
the "have" portion of society—since the
"have nots" were excluded from access.
The rest of the story is now well known:
closure of seven dental schools, fol-
lowed by a period of contraction and
introspection.

But the scientific revolution was
moving ever forward, and concomi-
tantly a new look at the profession's re-
sponsibility to society was emerging due
to the drastic shift in demography to a
more racially and ethnically diverse
population and a society growing older.
Startling advances in fields such as genet-
ics, immunology, and bioengineering de-
veloped, prompting new questions
about how medicine will be practiced in
the future and whether dentistry will be
prepared to enter into the world of mo-
lecular medicine.

1995 to the Present
So now where is dentistry today and
how is the profession emerging? Two
very important reports urge us once
again to pay new attention to education
and practice issues. They are the 1994
IOM Report, Dentistry at the Crossroads,
and The Year 2000 Surgeon Generals. Report.
Both have set the stage for dentistry's
next leap forward. From these reports
and others stimulated by them, it is quite
clear that new trends are taking place,
which make it important for us to look
at our relationship to medicine again.
There are five factors that lead to this
conclusion. They are expressed best in
the following statements:

1. Scientific advances are "shifting its
(dentistry's) emphasis from drill and fill
to antibiotics and biotechnology ... den-
tists, not physicians, may become the
ones to sound the early warning for a
wide variety of illness" (Genco,
Scannapieco, & Slav-kin, 2000).
2. The relationship between oral infec-

tions and systemic disease, and vice
versa, is becoming clearer. You must
have oral health to have general health.
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3. The health and social consequences
of poor oral health in underserved
communities and for neglected popula-
tion groups has made it to the national
radar scene through the Surgeon
General's Report.
4. Manpower concerns are becoming

real, as the already reduced dental
workforce continues to shrink in rela-
tionship to the population and concern
grows over covering the "have-nots" as
well as those who can currently afford
care. The lack of diversity in the
workforce, especially in regard to Afri-
can-Americans and Hispanics, requires
new attention.
5. Shifting patterns in private practice

reveal an astonishing range of oral health
needs in the nation from very basic re-
storative to esthetic and from prevention
to implants.

The IOM report was far-reaching
and examined aspects of the profession
from education to practice, from soci-
etal needs to research advances, and
from school missions to curriculum.
While this thorough report has not re-
ceived widespread acclaim in the profes-
sion, it is very prophetic and pointed to
many issues raised by the subsequent
Surgeon General's Report. Pertinent to
the relationship between dentistry and
medicine, the IOM Report stated:
"To prepare future practitioners for

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

ence education for dental and medical
students;
• Require and provide for dental stu-

dents at least one rotation, clerkship, or
equivalent experience in relevant areas of
medicine, and offer opportunities for
additional elective experience in hospi-
tals, nursing homes, ambulatory care clin-
ics, and other settings;
• Continue and expand experiments

with combined MD-DDS programs
and similar programs for interested stu-
dents and residents; and

Gies Report Redux ,

• Increase the experience of dental
faculty in clinical medicine so that they—
and not just physicians—can impart
medical knowledge to dental students
and serve as role models for them."

The Surgeon General's Report spoke
to the factors affecting the capacity to
meet the oral health needs of the nation.
In that report, it was pointed out from
the review of all the relevant data that the
oral health needs and wants of Ameri-
cans is challenged by numerous factors.
Among them are:
• Concerns about a declining dentist-

to-population ratio,
• An inequitable distribution of oral

health care providers,
• A low number of underrepre-

sented minorities applying to dental
schools,
• The effects of the cost of dental

educational debt on the type and loca-
tion of practice,
• Expected shortages of personnel

for faculties and research, and
• An overcrowded curriculum with

an ever-expanding knowledge base.
Yes, we truly have coming together at

the same time the two issues that have
pushed medicine and dentistry together
at times or pulled them apart at other
times. Scientific advances and societal is-
sues have caught up with each other in
our field and it's time for us to wonder
whether a new paradigm is needed to
move us forward.

The Future
These observations represent another
opportunity for the leaders of the pro-
fession to revisit how dentistry will be
practiced in the future as both an inde-
pendent profession and in a new align-
ment with medicine. First, there is a need
to begin to think about educational re-
forms if practice paradigms are ex-
pected to change. The class that will en-
roll this fall in 2002 will be at the prime
of its practicing career in 2025. There-
fore, it is not too soon to begin thinking
of the following:

1. Will scientific advances allow the
dentist to perform more prescriptive
functions, as do physicians, and if so, will

the nature of practice need to shift? Are
we preparing students for the exponen-
tial change into the realm of molecular
biology and biotechnology? Are dental
students receiving a science education
equal to that of medical students as Gies
urged or does that not matter today?
2. Will manpower shortages and pub-

lic demands for care alter the delivery
system to one in which paraprofessionals
will become a necessity? Will physicians
become more interested in oral health
problems as research advances knowl-
edge on the systemic and quality of life
relationships between oral disease and
general health? What are the implications
of physicians integrating some aspects of
dentistry into their practices and does
dentistry have an obligation to the public
to better educate physicians about oral
disease?

For those thinking through these is-
sues, opinions vary on a spectrum of ac-
tion from maintaining the status quo to
seeking an interim position, to pursuing
greater integration with medicine. On the
traditional or status quo part of the con-
tinuum, we have seen the IOM report
receive little to no serious attention by the
profession. Some suggest this far-reach-
ing report was premature and politically
incorrect in its development. I don't re-
member any major discussion or deci-
sion about the findings and recommen-
dations from this very important report,
but I do remember the opposite, a quiet
campaign to discredit and dismiss the
findings. On the other hand, the Surgeon
General's Report is stimulating new
thoughts in the profession and in the
public arena.

In the middle of the spectrum,
schools such as Columbia and others are
wrestling with the reality of change and
the need to take interim steps to bring
more medicine into dentistry. Beginning
in the late 1980s we asked ourselves the
question whether it was time to integrate
dentistry into medicine. Our conclusion
was not yet, but it was time to bring
more medicine into dentistry. We there-
fore revised our curriculum to permit
students to take more of the medical
curriculum. We believe our graduates to-

Journal of the American College of Dentists 2002 33



Gies Report Redux

day have a very similar foundation in the
biomedical sciences to most medical stu-
dents after the first two years of the cur-
riculum.
On the other end of the continuum,

calling for integration with medicine, we
have seen the University of Kentucky at-

those countries. In Europe, a consensus
arose that the interests of the public were
above professional concerns as they
worked toward a common goal to im-
prove the oral health of their countries.

In conclusion, there needs to be
greater thought given to what we teach

In Europe, a consensus arose that the interests of
the public were above professional concerns as
they worked toward a common goal to improve
the oral health of their countries.

tempt a joint MD /DDS program at the
predoctoral level. As far as we can tell
that effort has not been successful,
maybe because it was premature and
maybe because no one school can take
isolated action before there is adequate
discussion and consideration of these
matters by both professions.

But is there a willingness to address
this complex and complicated issue? I
applaud the steps taken by those in the
European Community to make major
change to the system of dental education
in Southem Europe. I believe we should
look more closely at their experiences
with systems change. However, when I
studied that change process, it was quite
clear that Italy and Spain in the 1980s
and the 1990s moved from the stoma-
tology model of dental education (that is
one in which the DDS was earned dur-
ing residency years and superimposed on
the MD training), to the autonomous
model because that would lead to better
care of the public. There was much dis-
cussion by government, as represented
by a Committee on Dentistry of the
European Union, and by both the medi-
cal and dental professions in those coun-
tries prior to a phase-in of this major
change by all of the medical schools in

if we are to adequately address where
emerging science can lead us and to bet-
ter serve the needs of all of society. I be-
lieve we have the capacity within the
profession to think through the issues
and take appropriate action. I urge us
not to ignore the growing body of lit-
erature and authoritative, well thought
out reports on this subject because the
status quo is comfortable.
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What About Dental Care for
People with Mental Retardation?
A Commentary

Abstract

People with mental retardation have un-
treated oral health needs that are compa-
rable or even greater than those of indi-
viduals in the general population. But
dental students have limited experi-
ences in providing care for patients with
special needs. In addition, there are nu-
merous other barriers that current practi-
tioners must overcome if we are to pro-
vide needed services for a population
that increasingly resides in our communi-
ties.

,,0nly after all is said and done
with the nondisabled com-
munity do people with dis-

abilities get any attention" (Hunt, &
Growick, 1997; Rimmer, 1999).
"Among the fifty-three million adults
with disabilities in the United States in

H. Barry Waldman, DDS, MPH, PhD
Steven P Perlman, DDS, MScD, FACD

Emphasis on the prevention of dis-
eases and disabilities has long been a ba-
sic tenet of our health care system. This
orientation may well be the underlying
reason why it has taken so long for
health prevention groups to consider the
needs of people who "already are dis-
abled" (Rimmer, 1999; Brandon, 1985;
Stuifbergen, Gordon, & Clark, 1998).
We must first recognize that for all of us,
health is not a static state, but rather a
continuum throughout an individual's
life. It is easier then to understand how
the health of a person with a disability,
either can improve or worsen in the
same manner as anyone else. "The only
difference, however, is that people with
disabilities often start at the lower end
of health continuum due to secondary
conditions that overlap with their pri-
mary disability" (Rimmer, 1999).
Of primary importance is the fact

that people with disabilities are highly
susceptible to secondary health condi-

Of primary importance is the fact that people with
disabilities are highly susceptible to secondary
health conditions.

1997, thirty-three million had a severe
disability and ten million needed assis-
tance in their daily lives" (Census Bureau,
2001).

tions. The working document, Rea/thy
People with Disabilities, 2010, emphasizes
this point in its call for the prevention of
health conditions that contribute further

complications for those individuals who
already have disabilities (U. S. Public
Health Service, 1998). Oral health prob-
lems, visual impairments and mental
health disorders (e.g. depression) are
among some of the more significant
secondary health conditions that contrib-
ute to the compounding difficulties
faced by individuals with mental retarda-
tion (Horwitz, Kerker, Owens, & Zigler,
2001).

Oral Disease
"Children and adults with mental retar-
dation have more untreated caries than
the general population" (Horwitz,
Kerker, Owens, & Zigler, 2001; Costello,
1990). "(Studies on oral health
indicate) ...prevalence estimates of gingi-
vitis in the range of 60% to 97% among
individuals with mental retardation with
estimates of 28% to 75% in the general
population" (Horwitz, Kerker, Owens,
& Zigler, 2001; Costello, 1990; Cumella,
Ransord, Lyons, & Burnham, 2000).

Dr. Waldman is Professor of Dental Health
Services at SUNY at Stony Brook School
of Dental Medicine and Dr. Perlman is
Global Clinical Director, Special Olympics,
Special Smiles and Associate Clinical
Professor of Pediatric Dentistry at The
Boston University Goldman School of
Dental Medicine.
hwaldman@notes.cc.sunysb.edu
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National and international studies
have not provided definitive data on the
prevalence of dental conditions among
those with mental retardation, relative to
the general population (Shapira, Efrat,
Berkey, & Mann, 1998; Waldman,
Perlman, & Swerdloff, 2000a). An ex-
tensive series of community studies do
indicate that, like the general population,
two of the most common oral health
problems of children and adults with
mental retardation are dental caries and
periodontal disease. For example: Stud-
ies show youngsters and adults living in
institutions and in local communities
have DMF/T scores that are reported
to be close to those in the general popu-
lation (Costello, 1990; Nowak, 1984;
Gizani, Dederck, Vinckier, Martens,
Marks, & Gofftn, 1997) However, the
proportion of missing teeth (M) to filled
teeth (F) was much higher among indi-
viduals with mental retardation than in
the general population, suggesting (by the
writer) that extractions, rather than resto-
rations are the primary treatment of
dental problems among individuals with
mental retardation (Nowak, 1984).
Youngsters with severe mental retarda-

year-old children with mental retardation
had similar patterns of dental caries to
children of the same age in the general
population. Overall prevalence of un-
treated caries and gingivitis in athletes,
however, was greater, than in the general
population. Further, only 14% of eight-
year-old Special Olympic athletes in one
study were reported to have received
dental sealants, compared to 23% of the
general population of eight-year-old
children (Feldman, Giniger, Sanders,
Saporito, Zohn, & Perlman, 1997; Spe-
cial Olympics Inc, unpublished; White,
Beltran, Malvitz, & Perlman, 1998).

Overall prevalence of untreated den-
tal decay among Special Olympic ath-
letes of all ages is 24.6%, compared to
prevalence estimates in the general popu-
lation (20% among school-aged children
and 14.2% among working adults) (Spe-
cial Olympic Inc, unpublished; Kaste,
Selwitz, Oldakowski, Brunelle, Winn, &
Brown, 1993; Winn, Brunelle, Selwitz,
Kaste, Oldakowski, Kingman, &
Brown, 1996; Brown, & -Lazar, 1998).

Individuals with Down syndrome
may be more susceptible to gingivitis
and periodontal diseases because they

Specific studies of athletes at Special Olympic
events report that six-to-eight-year-old children
with mental retardation had similar patterns of
dental caries as children of the same age in the
general population. Overall prevalence of
untreated caries and gingivitis in athletes, how-
ever, was greater, than in the general population.

tion had fewer dental caries than children
with mild or moderate mental retarda-
tion. "It is likely that the low prevalence
of dental caries found among those with
severe mental retardation living in institu-
tions ... resulted from the prior removal
of decayed teeth and the low sugar diet
served in institutions" (Shapira, Efrat,
Berkey, & Mann, 1998; Gabre, &
Gahnberg, 1994; Tesini, 1981).

Specific studies of athletes at Special
Olympic events report that six-to-eight-

have underlying abnormal immunologi-
cal responses (Nespoli, Burgio, Ugazio,
& Maccario, 1993). The increased preva-
lence of oral health problems among in-
dividuals with mental retardation may be
related to their oral habits—poor oral
hygiene, (i.e. limited brushing) which, in
the cases of moderate or sever mental
retardation, may be associated with im-
paired physical coordination (Nowak,
1984).

Much of the variation in oral health
status stems from where the individuals
with mental retardation reside (i.e. the
availability of service in a large state insti-
tution vs. the need to secure services
from community practitioners) and the
reluctance of community practitioners to
provide needed services (Waldman,
Perlman, & Swerdloff, 2000b) .

Mainstreaming and
Community Residences
During the past thirty years, the prover-
bial "playing-field" has changed for one
large group of individuals with disabili-
ties—the hundreds of thousands of
persons with mental retardation/devel-
opmental disabilities (MR/DD) who
once were housed in large state institu-
tions and psychiatric institutions. Between
75% and more than 90% of these
former residents with MR/DD now re-
side in our local communities (Ander-
son, Lakin, Mangan, & Prouty, 2000).

Changing social policies, favorable
legislation for people with disabilities,
and class-action legal decisions which de-
lineated the rights of individuals with
mental retardation, have led to
deinstitutionalization (i.e. establishment
of community oriented group resi-
dences and enhanced personal family
residential settings) and closure of many
state run large facilities.

The success of community based
programs depends on the availability of
support services, particularly by private
dentists (and physicians) who are conve-
nient and accessible to the
deinstitutionalized individual and are
trained and willing to provide the
needed care (Waldman, & Perlman,
2000). The reality is that, "for some indi-
viduals with disabilities who reside in the
community, comprehensive oral health
care is inaccessible" (Burtner, & Dicks,
1994). The perceptions of staff mem-
bers of community residences are that
residents receive poorer quality health
care, with particular emphasis on the
limitation of dental services (Conroy,
2001).

In the past, large state institutions (to
some degree) offered a wide range of
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in-house health services provided by
medical and dental staff employees.
Most current community residential fa-
cilities, however, are too small in size to
provide intramural services. As a conse-
quence, the monitoring and delivery of
health care can be difficult when the ser-
vices and health records are disseminated
among multiple providers and locations.
And most important, the residents in the
community facilities are dependent upon
local practitioners for health services.

Producing The Needed
Dentists
In 1993, the Academy of Dentistry for
Persons with Disabilities surveyed all U.
S. and Canadian dental schools to deter-
mine the amount of curriculum time de-
voted to the care of patients with special
needs. The average number of lecture
hours devoted to the dental manage-
ment of individuals with disabilities in a
typical four-year curriculum was 12.9
hours, and fourteen schools reported
fewer than 5 hours of time. The average
clinical instruction per student was 17.5
hours. Thirty-two schools reported
fewer than 10 hours in the curriculum
(or five patient appointments) (Fenton,
1993).

In 1999, a second study showed an
actual decrease in the time spent by stu-
dents in the didactic and clinical phases
of care for patients with special needs.
Fifty-three percent of dental schools re-
ported that they provided fewer than 5
hours of didactic training in special care
dentistry. Clinical instruction in the care
of patients with special needs constituted
0% to 5% of a predoctoral student's
time in 73% of the responding dental
schools (Fenton, 1999; Romer,
Dougherty, & Amores-Lafleur, 1999).
"The results of these two studies clearly
indicate that, during their predoctoral
education, current dental school gradu-
ates do not gain the necessary expertise
to treat the special-needs patient"
(Fenton, 1999). The level of training
among practicing dentists is unknown.

The procedures used for the treat-
ment of patients with special needs usu-
ally do not differ from those used for
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the general population, except that cer-
tain modification of these procedures
may be required. The most important
aspects of clinical practice involving pa-
tients with disabilities are learning to ap-
ply previously learned procedures to the
particular situations (National Confer-
ence, 1979). Graduates who haven't had
sufficient number and variety of patients
with special needs during their formal
years of training, "will not feel confident
inviting these individuals into their private
practices" (Fenton, 1999). Should recent
graduates join ongoing practices, they still
may not gain sufficient experience since
most private practices excluded special
need patients from their patient pool.
çI'his exclusion may well occur because
dentists who are willing to treat persons
with disabilities often are inundated by
referrals from colleagues who are not so
inclined (Fenton, 1999).

There Are Barriers
"Research indicates that most individuals
with mental retardation do not receive
the services that their health conditions
require. In fact research on the access
and quality of ...dental care demon-
strates that individuals with mental retar-
dation receive little.. .care, as compared
with the general population" (Horwitz,
Kerker, Owens, & Zigler, 2001;
Howells, 1986; Wilson, & Haire, 1990).

There are reports which suggest that
individuals with mental retardation have
four times more preventable mortality
than individuals in the general popula-
tion—suggesting that care may alter the
health trajectories of individuals with
mental retardation (Barr, Gilgunn, Kane,
& Moore, 1999; Dupont, & Mortenson,
1990). But there are real obstacles. For
example, managed care and fee sched-
ules pose barriers. As with the general
population, many individuals with men-
tal retardation who receive Medicaid
have been transferred into managed care
plans. The combining emphasis, how-
ever, on financial "bottom lines" and
closed panels may not provide the addi-
tional necessary resources for persons
with special needs, as well as the coordi-
nation of providers experienced with

mental retardation (Walsh, 8c Kastner,
1999; Waldman, Perlman, 8c Swerdloff,
1999). Many writers have reported that
health providers have negative attitudes
and stereotyped feelings about individu-
als with mental retardation and their abil-
ity to maintain their health status, as well
as "value judgements about the worth
of individuals with mental retardation...
suggest(ing) that (providers) with nega-
tive attitudes may withhold treatment"
(Garrard, 1982). There is the added real-
ity that other patients may feel uncom-
fortable sharing waiting rooms with
these patients. Individuals with mental re-
tardation may be reluctant to seek health
services because they are frightened of
new surrounding and treatment proce-
dures—in particular dental visits. Pre-
medication, restraints, and operating
room procedures may be necessary for
behavioral management difficulties and
the contributing problems of complex
dental procedures needed to repair long-
delayed oral health care (Gordon,
Dionne, & Snyder, 1998). Physical and
behavioral difficulties associated with
comorbid neurological conditions (e.g.
individuals with athetoid cerebral palsy
have increased involuntary movement
during stressful situations) also may add
further complications to the delivery of
services.

The Challenge
Yes, the availability of dental care for
people with mental retardation often is
complicated by the inadequacy of third
party reimbursement. In addition, there
can be real difficulties in providing care
to patients with mental retardation, many
of whom live in our communities and
may be members of families we already
treat. But before the dental profession
can "legitimately" make the case that the
failure to provide the needed care is a re-
flection of inadequate fee schedules and
specific difficulties, we must be certain
that we prepare dental students and cur-
rent practitioners (e.g. with needed con-
tinuing education and workshop pro-
grams) to provide the necessary services
for people with mental retardation/de-
velopmental and other disabilities.

Journal of the American College of Dentists 2002 37



Manuscipt

References
Anderson, L. L, Lakin, C., Mangan, T W, &

Prouty, R.W. (2000). State institutions:
thirty years of depopulation and closure.
Mental Retardation, 67, 413-417.

Barr, 0., Gilgurm, J., Kane, T., Moore, G. (1999).
Health screening for people with learning
disabilities by a community learning disability
nurse service in Northern Ireland. Journal of
Advances in Nursing, 29, 1482-1491.

Brandon, J. (1985). Health promotion and
wellness in rehabilitation services. Journal of
Rehabilitation, 51, 54-58.

Brown, L. J., & Lazar, V. (1998). Demand-side
trends. Journal of the American Dental Associa-

tion, 129, 1685-1691.
Burtner, A. R, & Dicks, J. L. (1994). Providing

oral health care to individuals with severe
disabilities residing in the community: alter-

native care delivery systems. Special Care in

Dentistg, 14, 188-193.
Conroy, J. (2001). Eight years later-the lives of

people who moved from institutions to communities
in California: A report to the State of California.
Sacramento, CA: The Center on Outcome
Analysis.

Costello, E. J. (1990). The dental health status of
mentally and physically handicapped children
and adults in the Galway community care

area of the Western Health Board. Journal of

the Irish Dental Association, 36, 99-101.

Cumella, S., Ransord, N., Lyons, J., & Burnham,

H. (2000). Needs for oral care among people
with intellectual disability not in contact
with community dental services. Journal Intel-
lectual Disability Research, 44, 45-52.

Dupont, A., & Mortenson, P. B. (1990). Avail-

able death in a cohort of severely mentally
retarded. In W. I. Fraser, (Ed), Key issues in
mental retardation research. London: Routledge,

pp. 45-63.
Feldman, C. A., Giniger, M., Sanders, M,

Saporito, R., Zohn, H. K., Sc Perlman, S. P.
(1997). Special Olympics, Special Smiles: as-
sessing the feasibility of epidemiological data
collection. Journal of the American Dental As-
sociation, 128, 1687-1696.

Fenton, S. J. (1993). Survey of training in the

treatment of persons with disabilities.

InterFace, 9, 1,4.

Fenton, S. J. (1999). People with disabilities need

more than lip service [editorial]. Special Care

in Dentistry,  19, 198-199.
Gabre, R, & Gahnberg, L. (1994). Dental health

status of mentally retarded adults with vari-
ous living arrangements. Special Care in Den-
fishy', 14, 203-207.

Garrard, S. D. (1982). Health services for men-
tally retarded people in community resi-
dences: problems and questions. American
Journal of Public Health, 72, 1226-1228.

Gizani, S., Declerck, D., Vinckier, E, Martens,
L., Marks, L., & Goffin, G. (1997). Oral
health condition of 12 year-old handicapped
children in Flanders (Belgium). Community
Dentistry & Oral Epidemiology, 25, 352-357.

Gordon, S. M., Dionne, R. A., & Snyder, J.
(1998). Dental fear and anxiety as a barrier
to accessing oral health care among patients
with special health care needs. Special Care in
Dentist7y, 18, 88-92.

Horwitz, S. M., Kerker, B. D., Owens, P. L., &

Zigler, E. (2001). The health status and needs of
individuals with mental retardation. Washington,
DC: Special Olympics, Inc.

Howells, G. (1986). Are the medical needs of
the mentally handicapped adults being met?
Journal of the Royal College of General Practice,
36, 449-453.

Hunt, D. C., Growick B. S. (1997). Managed
care for people with disabilities. Journal of
Rehabilitation, 63 (3), 10-14.

Kaste, L., Selwitz, R., Oldakowsld, It, Brunelle,
J., Winn, D., & Brown, L. (1996). Coronal
caries in the primary and permanent denti-
tion of children and adolescents of age:
United States, 1988-1991. Journal of Dental
Research, 75 (2, special issue), 631-641.

National Conference on Dental Care for Handi-

capped Americans: Education Programs in
Dentistry for the Handicapped (1979). Jour-
nal of Dental Education, 43 (Part 2), 1-41.

Nespoli, L, Burgio, G. It, Ugazio, A. G., &
Maccario, R. (1993). Immunological fea-

tures of Down's Syndrome: a review. Journal
of Intellectual Disability Research, 37, 543-551.

Nowak, A. J. (1984). Dental disease in handi-

capped persons. Special Care in Dentistry, 4,

66-69.
Rimmer, J. H. (1999). Health promotion for

people with disabilities: the emerging para-
digm shift from disability prevention to pre-
vention of secondary conditions. Physical
Therapy, 79, 495-502.

Romer, M., Dougherty, N., & Amores-Lafleur,
E. (1999). Predoctoral education in special

care dentistry: paving the way to better ac-

cess?Journal of Dentistry for Children, 66, 132-

135.

Shapira, J., Efrat, J., Berkey, D., Mann, J. (1998).
Dental health profile of a population with
mental retardation in Israel. Special Care in
Dentistry, 18, 149-155.

Special Olympics, Inc. (unpublished data). Special
0#mpics administrative data derived from 34 Spe-
cial Smiles events during 2000. Washington,
DC: Special Olympics, Inc.

Stuifbergen, A. K., Gordon, D., & Clark, A. P.
(1998). Health promotion: a complementary
strategy for stroke rehabilitation. Topics in
Stroke Rehabilitation, 5 (2), 11-18.

Tesini, D. A. (1981). An annotated review of
the literature of dental caries and periodontal
disease in mental retarded individuals. Special
Care in Dentistly, 1, 75-87.

U. S. Census Bureau (2001). Population profile of
the United States: America at the dose of the 20th
century. Current Population Reports, P23-205.
Washington, DC: Government Printing Of-
fice.

U. S. Public Health Service (1998). Healt4y people
2010 objectives: Dr* for public comment. Wash-
ington, DC: Government Printing Office.

Waldman, H. B., & Perlman, S. P. (2000).
Deinstitutionalization of children with men-
tal retardation: what of dental services?Jour-
nal of Dentistry for Children, 67, 413-417.

Waldman, H. B., Perlman, S. P., & Swerdloff, M.
(1999). Managed (not to) care: Medicaid and
children with disabilities. Journal of Dentistry
for Children, 66, 59-65

Waldman, H. B., Perlman S. P., & Swerdloff, M.
(2000a). Use of pediatric dental services in
the 1990s: some continuing difficulties. Jour-
nal of Dentistg for Children, 67, 59-63.

Waldman, H. B., Perlman, S. P., & Swerdloff, M.
(2000b). Orthodontics and the population
with special needs. American Journal of Orth-
odontics and Dentofadal Orthopedics, 118, 14-
17.

Walsh, K. K. & Kastner, T (1999). Quality of
health care for people with developmental
disabilities: the challenge of managed care.
Mental Retardation, 37, 1-15.

White, J. A., Beltran, E. D., Malvitz, D. M, &
Perlman, S. P. (1998). Oral health status of
special athletes in the San Francisco Bay
Area. Canadian Dental Association Journal, 26,
347-353.

Wilson, D. N., & Haire, A. (1990). A health care
screening for people with mental handicap
living in the community. British Medical Jour-
nal, 301, 1379-1381.

Winn, D., Brunelle, J., Selwitz, R., Kaste, L.,

Oldakowski, R., Kingman, A., & Brown, L

(1996). Coronal and root caries in the denti-
tion of adults in the United States, 1988-
1991. Journal of Dental Research, 75 (2, spe-
cial issue), 642-651.

38 Volume 69 Number 2



Issues in
Dental
Ethics

Professional Ethics in Dentistry Network

Associate Editors
David T. Ozar, PhD
James T. Rule, DDS, MS

Editorial Board
Phyllis L. Beemsterboer, RDH, EdD
Muriel J. Bebeau, PhD
Thomas K. Hasegawa, DDS, MA
Bruce N. Peltier, PhD, MBA
Donald E. Patthoff, Jr., DDS
Alvin B. Rosenblum, DDS
Gerald R. Winslow, PhD
Pamela Zarkowski, RDH, JD

Correspondence relating to the Dental Ethics
section of the Journal of the American College
of Dentists should be addressed to:

PEDNET
c/o Center for Ethics
Loyola University of Chicago
6525 North Sheridan Road
Chicago, IL 60626
e-mail dozar@luc.edu

Is It Ethical to Involve Patients
in State Board Examinations?

Larry E. Jenson, DDS, MA

Abstract

It is argued that the state becomes an

ethical agent when it requires that candi-

dates for licensure perform dentistry on

patients. As an ethical agent, the state is

required to give full information, obtain

true voluntary cooperation of patients,

not expose patients to increased risk,

and provide oversight while unlicensed

dentists are practicing and follow-up care

where untoward outcomes occur. The

possibility of unsuccessful outcomes is

known in advance, and there is no evi-

dence showing that known exposure of

individual patients to risk is compensated

by decreased risk to patients generally.

S
everal authors and professional
groups have called for the elimi-
nation of board examinations in-

volving patients for a variety of reasons
(American Dental Association, 2000;
American Dental Education Association,
2001; Chiodo & Tolle 1996; Damiano,
1993; Damiano, Shugars, & Freed, 1992;
DePaola, 1992; Dugoni, 1992; Howard,
1991; Meskin, 2001; Nash, 1992). Orga-
nized dentistry is on record with policy
calling for the elimination of live patients
from initial licensure examinations by
vote of the American and California
Dental Association's Houses of Del-
egates. Courts in the states of Hawaii
and Florida have appointed external
consultants to correct identified prob-
lems with current examination practices.
Generally, dental schools and recent
graduates concur in these concerns.

Some argue that either the validity or
the reliability, or both, of such examina-
tions has not been established (Damiano,
1992; Hangorsky). Testing agencies point
out correctly that content validity has
been vigorously addressed in recent years
through efforts to improve the way ini-
tial licensure examinations are conducted.
Critics continue to note, however, that
evidence regarding concurrent and pre-
dictive validity (do the tests have the re-

Dr. Jenson is in private
practice in San Francisco
and is also Associate Pro-
fessor and Vice-Chair of
the Division of Clinical
General Dentistry at UCSF
School of Dentistry. He
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suits that are claimed for them?) has yet
to be established or even discussed. Oth-
ers in the practice community argue that
these examinations are demeaning, un-
fair, and overly costly to the candidates.
Most include some reference to the ex-

that demands that certain members of
its population agree to be examination
subjects if dentists are to be licensed in
this manner. If dentists are to be licensed
under the present examination structure,
some people must agree to be subjects.

We need to be clear that it/s indeed the state and
not the licensing candidate who is primarily
responsible for putting patients into this
examination setting and that the state bears
significant responsibility for the patients' well
being during the examination.

aminations being unethical in their treat-
ment of patients. But what exactly are
the ethical issues and underlying ethical
arguments? Why is it unethical to in-
volve patients in these examinations and,
if it is, can dentists ethically continue to
support and participate in the present ex-
amination process?

States that require the involvement of
patients in dental licensing examinations
also clearly recognize a moral obligation
to protect their populations from in-
competent dental care. They must be-
lieve that the best way, of those practi-
cally available, to test for competency is
by directly observing candidates render-
ing dental care in a controlled setting.
Unfortunately, these states fail to recog-
nize another moral obligation, specifi-
cally to the individuals who are the sub-
jects of this type of examination, the pa-
tients. I shall argue that states must take
greater moral responsibility for the pa-
tients involved in these examinations. I
shall further argue that involving patients
in state board examination is unethical if
the examination in any way diminishes
the oral health of the patients or puts the
patients at an increased risk of harm.

To begin, we need to be clear that it
is indeed the state and not the licensing
candidate who is primarily responsible
for putting patients into this examination
setting and that the state bears significant
responsibility for the patients' well being
during the examination. It is the state

The state, then, whether it acknowl-
edges this or not, is as surely a de facto
provider of dental care during the ex-
amination of the candidate. The state is
therefore bound by the same ethical ob-
ligations as any dental professional. It
must assure that patients are not treated
without appropriate informed consent,
it must protect the patient from harm,
and it must promote the oral health of
the patient. Though states might like to
place this ethical burden solely on the
shoulders of the candidate, they may not
ethically do so.

Nor may the state claim that this ob-
ligation should fall principally on the can-
didate because success on the exam ad-
vances his or her own interest, namely
that of making a living as a dentist. For
it is specifically the state that requires this
particular type of examination and thus
requires that patients participate. The
state's obligations in the matter most cer-
tainly do not eliminate the candidates'
professional obligations to the exam pa-
tient; by choosing to participate, candi-
dates assumes all the ethical obligations in
the dentist-patient relationship. However,
because the state has the greater power
to change the situation, and gives the can-
didate no choice, it is the state whose ob-
ligation to the patients is the greater.
A second point to make is whether

true voluntariness can occur for patients
in this situation since the state has insisted
on patient participation. Although it may

seem as though the state is merely asking
for volunteers, it is in reality creating a
situation in which genuine voluntariness
cannot occur. Patients must be able to
choose to be a part of the examination
without undue controlling influence
(Beauchamp & Childress, 1983). This
means that, at a minimum, prospective
patients must be fully informed of all
potential risks by those who intend to
render diagnosis and treatment. And, as
argued above, this is a responsibility of
the state as well as the candidate.

Furthermore, the state certainly can-
not claim that examination patients face
no increased risk of a bad outcome.
The state must inform the patient that a
certain percentage of candidates typically
fail the exam precisely because they de-
liver incompetent dental care. More-
over, the state must inform these pa-
tients that they will be subjected to con-
ditions that would be far more uncom-
fortable than normal dental procedures
due to the length and process of the
exam and may encounter an increased
risk of transmissible diseases as well. In
summary, the state is obligated to make
sure that all potential exam patients un-
derstand that the exam situation is not
the same as ordinary dental care and that
they will be at increased risk for harm.

In addition, consent to this increased
risk may not be won by exercising coer-
cion or manipulation or other control-
ling influence, whether in monetary or
some other form. Without some sort of
incentive (i.e., controlling influence) it is
hard to imagine anyone consenting to
this process. Presently, candidates are in
the unenviable position of trying to
bribe or otherwise influence the patient
into agreeing to a process that the patient
would not normally seek in order to be
able to obtain a license and make a living.

Now, even if the state did a good
job of informing patients and could find
willing subjects, it is generally recognized
that full disclosure to the patient hardly
discharges all the ethical duties of dental
care providers towards patients. It is gen-
erally accepted that patients cannot ask
providers to harm them no matter how
informed the consent is and that the
provider has an obligation to decline to
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treat when he or she has determined that
the oral health of the patient would be
diminished in some way by the proce-
dure (Ozar & Sokol, 1994). These same
obligations apply to the state when it is
the state that requires the exam to in-
volve actual patients. The only ethical
way for a state to discharge these duties
is to make sure that the exam patients are
in fact not at risk of significant harm
during the exam. But the fact that candi-
dates do fail these exams demonstrates
that these candidates' previous training is
not a guarantee against significant harm.
In fact, the state knows that a certain
number of harmful events are extremely
likely in the process.

Furthermore, as these exams are
presently constructed and administered,
there is no continuous oversight of pa-
tient care during the procedure, as there
is in a typical dental school setting where
the attending dentist supervises the work
of the unlicensed practitioner, checks
each minute step of the procedure, and
has full legal and ethical responsibility for
the outcome of any procedure. Because
of this lack, the potential for the board
examination to have a bad outcome is
considerably elevated.

But as has been indicated, it is exactly
this possibility of bad outcomes that
purportedly makes it a screening tool for
incompetence in the first place. That is,
states rely on the known certainty of fail-
ure to create an exam that is both spe-
cific and sensitive enough to differentiate
competent and incompetent practice and
thus make it valid as a evaluative tool.

Issues in Dental Ethics

unable to provide the continuity of care
normally expected of any provider. Not
only are some subjects likely to be
harmed but also the logical remedy of
this harm is made unavailable by the ex-
amination process itself. If harm does
occur, the state holds itself harmless in
the matter, in clear violation of its duties
as a co-provider of care with the appli-
cant and, within their relationship, as the

of the general public. This is exactly why
tests of competency have been sup-
ported by organized dentistry. So every
dentist who is aware that the public is at
risk in this type of exam setting should
protest this sort of examination. This in-
cludes candidates even though their situ-
ation is clearly the most precarious, be-
cause their ability to practice their profes-
sion depends on the state and its re-

In summary, the state is obligated to make sure
that all potential exam patients understand that
the exam situation is not the same as ordinary
dental care and that they will be at increased risk
for harm.

more powerful and therefore the more
responsible of the two.

Based on the argument so far,
should the candidate decline to partici-
pate on ethical grounds? Quite possibly
yes. Yet the candidate is only directly re-
sponsible for one patient, not the popu-
lation of patients for the examination
that the state is responsible for. In addi-
tion, he or she could ordinarily in good
conscience treat an individual patient with
a reasonable expectation of a good out-
come (since standing for the exam with-
out such a view of his or her own skills
would be unethical in the first place).
Thus the candidate can ethically treat the
examination patient within his or her
professional obligations to the patient. It

The exam is either valid and harms patients or it/s
invalid and therefore useless.

How else to justify its use in the exami-
nation setting? The exam is either valid
and harms patients or it is invalid and
therefore useless.

As currently constructed, there is no
provision in the states using these exami-
nations for follow-up care for examina-
tion subjects if they are harmed. Here
again, the states leave this up to the failed
candidates, who are by legal definition

is the state that must expect some possi-
bility of poor treatment if the exam is to
be an effective licensing tool. So clearly it
is the state that has the principal obliga-
tion to act in order to guard against such
possible harm occurring and that there-
fore has the greater responsibility for
rectifying such harm when it occurs.
On the other hand, dentists do have

an obligation to protect the oral health

quired examination structure. Clearly,
they would be ethically justified in refus-
ing to be examined in this way, and ide-
ally they ought to boycott such exams
based upon this ethical obligation. But it
would hardly be just for the dental com-
munity to expect or permit the burden
and the financial loss of such action to
be born solely by those applying for II-
censure.

Now, it might be possible for a state
to design and administer a practical ex-
amination involving patients that ac-
knowledges and attends to these ethical
shortcomings. The state could accept its
role as a provider of dental care and
take full responsibility for patient care it-
self, providing patients to the candidates
and also providing close supervision of
every step of a procedure and consistent
follow-up care like the situation that now
exists in dental schools.

Most if not all state dental boards
would probably consider this option to
be far beyond their resources. The cost,
they might argue, would outweigh the
ultimate benefit to the population. But is
it true that the public actually benefits in
some measurable way from these ex-
aminations? Do state board examina-
tions involving patients actually reduce
the exposure of the public to incompe-
tent dental care? Is there a known corre-
lation between exam scores and future
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cases of negligence prosecuted by the
board? Are exams involving patients
better at identifying incompetent dentists
than other forms of exams?

These, of course, are empirical ques-
tions and the subject of a very different

dollars that support this system are per-
forming a useful service. But in actuality,
no such protection has been demon-
strated and the states that use examina-
tions involving patients without the safe-
guards described above are in violation

The available literature on the subject is far less
than clear and certainly not sufficient to overcome
the ethical problems discussed above.

type of paper. Suffice it to say that one
would have to show clear and scientifi-
cally substantiated evidence that these
types of examinations are valid and,
moreover, better at detecting incompe-
tent dentists than tests that did not in-
volve patients. Only if there is clear evi-
dence of validity and superiority MAY
one argue that the benefits to the popu-
lation somehow outweigh the costs and
risks to the individual patients involved.
However, the available literature on the
subject is absent and certainly not suffi-
cient to overcome the ethical problems
discussed above.

At best, present board examinations
that involve patients give the population
a perception that something is being
done to protect them and that the tax

of ethical obligations to the patient that
are undeniable. For this reason, members
of the dental profession who continue
to support and participate in these ex-
ams are on questionable ethical ground.
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Ethical Issues of Performing
Invasive/Irreversible Dental
Treatment for Purposes of
Licensure

Abstract

A case involving a patient sitting for an

initial licensure examination is used to

develop several ethical issues in detail.

These include misalignment of those

bearing the risks and dangers of such

tests, lack of respect for patient au-

tonomy, and compromises in the stan-

dard of care and avoidable and dysfunc-

tional stress inherent in the examination

system as it is currently conducted.

Case: "Will You Hurt Me?"
The following ethics case is a composite
of dental licensure examination stories
gathered over twenty-five consecutive
years of experience with such examina-
tions. The elements of the case are as-
sembled from observations by candi-
dates, faculty members preparing candi-
dates, and a clinical administrator re-
sponsible for overseeing the event. The
case will be used to identify the ethical is-
sues discussed in this essay.

David Wong is a "back-up" patient
for the amalgam restoration for senior
student Casey Arnold who is preparing
for the regional licensure examination. A
back-up in licensure jargon is a patient
who agrees to be used for the examina-

Thomas K. Hasegawa, Jr., DDS, MA, FACD

tion if the "ideal" patient is rejected or is
unwilling or unable to attend. Casey
screened David six weeks ago and iden-
tified distal decay on tooth #4 that, while
more extensive than ideal, could serve as
a back-up amalgam for the exam.

David is a thirty-year-old Asian male
with stable vital signs, an unremarkable
medical history, and a history of epi-
sodic dental care with his last examina-
tion one year ago. He has some discom-
fort with tooth #30, and radiographs re-
veal that he has extensive occlusal decay
and may need root canal therapy. He has
had "flare-ups" with the molar, but right
now there is only an occasional "dull
ache. "He has not had the best experi-
ences with dentists and admits that he is
fearful of the "needle and drilling." That
is why he did not return for treatment of
the molar from his last dentist. The only
reason he is participating is that his good
friend, Celeste Norton, is a patient for
another student. She asked David to be
screened as a favor to her and arranged
for the screening. However, since her
student had his patients, Casey, another
of Celeste's friends, asked if he could
screen David for the exam. David reluc-
tantly agreed, but since that first meeting
he has been impressed with the thor-
ough and professional way that Casey
conducted his examination and the way

he explained what to expect as a patient.
Although it took three tries to get the X-
rays "perfect," David appreciated that
they were of good quality. By now the
two had developed a good relationship,
and David told Celeste that he trusts
Casey and that makes him feel better
about the examination.
On the day of the examination

David's molar is throbbing, and he has
been taking 1000mg of Ibuprofen every
six hours for two days now. He is seated
in the reception room with five other
back-ups and waits for word from
Casey. Casey's ideal patient is accepted,
and as he leaves the clinic to tell David,
Jim Edwards, a candidate from out-of-
state, asks Casey if he has any extra
amalgam patients as he just found out
that his patient was incarcerated last night
in the local jail. While Casey is somewhat
cautious because he does not know Jim,
he decides to help him as Jim is emo-

Dr. Hasegawa is Associ-
ate Dean for Clinical Ser-
vices at Baylor College of
Dentistry, The Texas AftM
University System Health
Science Center.
thasegawa@tambcd.edu
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tionally distraught at the thought of fail-
ing the exam for a second time. David
was quietly hoping that he would not be
"used" for the examination and was
pleased that Casey's ideal patient worked
out. Then, Casey introduces David to
Jim, who explains his predicament. After

of testing is not reliable enough (Cham-
bers & Loos, 1997; Collins, 1985;
Dugoni, 1992; Field 8c Jeffcoat, 1995
Hutchinson, Haden, & Valachovic, 2000;
Yaple, Metzler, & Wallace, 1992). No
other health profession requires inva-
sive/irreversible treatment as a part of

No other health profession requires invasive/
irreversible treatment as a part of demonstrating
competency for the purpose of earning a license
to practice.

some discussion and some pleading
from Jim including an offer to double
the "setting fee," a fee some candidates
pay their patients to compensate them
for their time and to encourage them to
be prompt or to show up at all, David
reluctantly agrees to be his patient. David
then turns to Jim, and the last question he
asks before they enter the clinic is, "Will
you hurt me?"

Later Casey sees David sitting in line
with the other patients, waiting with their
rubber dams on, mouths open, all hold-
ing tissues dabbing at the drool, quietly
embarrassed, and waiting to be graded.

Licensure Requiring
Invasive/Irreversible
Procedures
Clinical faculty and administrators who
prepare dental students for dental licen-
sure examinations will find this story fa-
miliar because these circumstances or
ones like them have been observed so
often. The ethical issues discussed here in
relation to this case include: (1) the ben-
efits and harms of licensure examina-
tions requiring invasive/irreversible pro-
cedures, (2) respect for the autonomy of
patients in licensing examinations, (3) the
risks that applicants faced regarding pro-
fessional integrity and standards of care,
and (4) the role of stress on the delivery
of competent care.

First of all, using "live patients" as a
part of licensure examinations is a mat-
ter of ongoing debate across the profes-
sion because of claims that this mode

demonstrating competency for the pur-
pose of earning a license to practice
(Guagnano, Merlitti, Manigrasso, et al,
2002; Nash, 1992). Medical educators
hold that for assessment purposes, inva-
sive procedures cannot be duplicated
and are unreliable, not to mention ethi-
cally problematic. Patients are often in-
volved in the assessment process in
medicine, but most often as standardized
patients. According to Swanson and
Stillman (1990), "A standardized patient
is a non-physician trained to accurately
and consistently portray a patient in a
simulated clinical situation for teaching
and testing purposes." Standarcli7ed pa-
tients feign certain conditions, and stu-
dents can be tested on their ability to
gather and interpret clinical patient data,
communicate effectively and render a
differential diagnosis with no risk to real
patients (Stillman, Swanson, Smee, et al,
1986). The National Board of Medical
Examiners plans to start a clinical skills
assessment test in 2004 that includes ten
standardi7ed cases including standard-
ized patients (American Medical Associa-
tion, 2001). The Western Regional Ex-
amination Board (WREB) last year
added a standardized periodontal patient
component to test candidates' diagnostic
skills (Western Regional Examination
Board, 2002). No invasive procedures
are involved, and candidates diagnose
and formulate a treatment plan based on
the materials and patients provided by
the site. The standardi7ed patients are
screened and selected by the site and
paid by the WREB.

Although there have been notable
court-ordered improvements in the way
licensure examinations are conducted,
there is still no evidence to support the
assertion that such tests protect the pub-
lic. So even if there were no other ethical
questions, it is worth asking if this mode
of assessment is valid enough to justify
patients receiving invasive/irreversible
treatment.

"Using" Patients and Respect
for Autonomy
Second, there is the moral issue of "us-
ing" patients and respect for autonomy.
If you put yourself in David Wong's
place, it may very well feel like you are
being used. After all, while you are now
another amalgam restoration who will
set for the exam, you are only a "back-
up" because your disease is not "ideal."
Add to this mix a frantic candidate (does
he really want to be treated by someone
that stressed?) who is not even the one
he agreed to help and this candidate is
offering to pay him large sums of
money to set for this exam. And what is
this about him failing the last exam, if
this is mentioned at all? Did he hurt his
last patient? David already has pain from
the lower tooth. What does this second
dentist know about David's real pain
and fears as a dental patient? Jim has
never treated David. Will he be gentle or
rough and will he even care about his
feelings? David may indeed sign some
forms agreeing to be a patient and as-
suring that he will not sue the examina-
tion company. But the situation is far
from fully voluntary on many counts.
There is also the patient's desire to not
see someone fail and feeling partially re-
sponsible for this person being able or
not to practice dentistry, mixed in with
the patient's own real fears of being hurt,
both physically and psychologically, dur-
ing the examination. Who in this setting
really cares about David Wong? The
question, "will you hurt me?" is a real
one.

The philosopher Immanuel Kant
proposes the idea of human dignity and
respect for persons as a basis for moral-
ity. One foundation for his philosophy is
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the moral principle stated as: "Act so that
you treat humanity, whether in your own
person or in that of another, always as
an end and never as a means only"
(Rachels, 1986).

Unlike "things" that have no inherent
moral value, Kant maintains that humans
have an intrinsic worth and therefore
dignity because they are rational agents,
free to make their own decisions, set
their own goals, and to be guided by
their own reasons. The philosopher
Rachels explains this in the following
way, "On the most superficial level, we
have a strict duty of beneficence toward
other persons: we must strive to pro-
mote their welfare; respect their rights,
avoid harming them, and generally en-
deavor, so far as we can, to further the
ends of others."

Related to Kant's theme, the ADA
Code focuses on the importance of the
patient's best interest. The Code calls
upon dentists "to follow high ethical
standards which have the benefit of the
patient as their primary goal." But how
do we respect patients' dignity when they
sit in lines with their mouths open,
drooling, wearing a rubber dam, waiting
to be evaluated like typodonts? And
more importantly, do their goals and
their status as free choosers have any real
impact on the exam situation?

While a relatively new principle in the
history of health care, we recognize to-
day the importance of the respect for
persons in the form of patient au-
tonomy. The ADA Code defines patient
autonomy as "self-governance" and
notes that the dentist has a duty to re-
spect the patient's rights to self-determi-
nation and autonomy. The ethical prob-
lem here is that we may not have re-
spected the autonomy of David Wong,
but instead have systematically used him
as a means to test for competence and
to attain licensure for the candidate.
While it may be argued that David
Wong will receive a competent service
and perhaps some cash at the comple-
tion of this experience, it is appropriate
to ask at what costs to his dignity and
with what measure of respect for his au-
tonomy?
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Standards of Care at Risk
Third, in order to pass the exam, candi-
dates are being asked to practice in ways
that violate the very standards that have
governed their professional education.
For example, Standard 5-2 of the
CODA Accreditation Standards for

Here is a true conflict of interest be-
tween radiographs that benefit the pa-
tient and those that are exposed in order
to present the most favorable case for
purposes of licensure. How can we
claim the patient's well-being is the high-
est priority here?

But the situation is far from fully voluntary on
many counts.

Dental Education Programs states that
the "use of quantitative criteria for stu-
dent advancement and graduation must
not compromise the delivery of com-
prehensive care" (Commission on Den-
tal Accreditation, 1998). But comprehen-
sive patient care is clearly not the focus
of licensure examinations. The focus is
on very specific dental procedures as if
they measured the overall competence
of the candidate.

Moreover, standards of care are at
risk in this process. For example, one of
the first standards at risk occurs during
the screening process. Radiographs are in-
tended to be used to discover and de-
fine the type and extent of disease in
many clinical situations (Eastman Kodak
Company, 1999). But there is no limit on
the number of unproductive radio-
graphic exposures—that is, routine
screening, or administrative exposures
(Atchison 8c Brooks, 2000) that do not
yield the "ideal" lesion. The Center for
Devices and Radiological Health encour-
ages compliance with the selection crite-
ria derived from patient signs, symp-
toms, and history (Eastman Kodak
Company, 1999). So, even though pro-
spective board patients may be in-
formed of the nature of the screening
examination, the exposures and retakes
that follow must be considered as de-
partures from standard selection criteria
and instances of unnecessary risk. Casey
Arnold's exposure of three radiographs
for David Wong may have been needed
for purposes of the examination but ex-
ceed what is appropriate for standard
technique for his particular treatment.

A second standard that is at risk is the
philosophy of comprehensive patient
care. Under general practice and com-
prehensive care guidelines of dental
schools, David Wong would have his
painful molar treated before the "back-
up" premolar. This is not simply a mat-
ter of standard sequencing of treatment;
it is a true conflict with proper priority
of care for the patient's health. There is
no provision, opportunity, or obligation
to address his painful molar during or af-
ter the examination, and David may
leave the experience with the persistent
throbbing untreated. In a similar way,
board patients that require periodontal
scaling of a single quadrant of teeth may
leave the examination with the majority
of their periodontal needs untreated.

Stress and the Provision of
Competent Care
Furthermore, the very quality of the
doctor-patient relationship that is core to
the profession is placed at risk in the ex-
amination setting. Ask any practicing
dentist and they can probably tell you
with remarkable clarity about their board
experience. Dental licensure examina-
tions create stresses or emotional costs
rarely encountered in the "real world"
(Reed & Hocott, 1995; Debate, 1985;
Meskin, 1994).

It is difficult to measure the stress of
each person taking a board examination.
We do know that the failure to pass re-
sulted in delaying the start of practice for
the 51.5% of seniors graduating in 2000
who were planning to enter private
practice. Considering that the average
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educational debt for these graduating se-
niors with debt being $105,969, this de-
lay is not a small matter (Weaver, Haden,
& Valachovic, 2001). Candidates who fail
the examination may need to take their
patients to another, possibly unfamiliar,
facility to retake the test months later. If
they fail the examination enough times,
they will be subject to further remedial
conditions prior to reapplying.

Add to this stress the conditions un-
der which candidates must perform
during the examination itself. First they
must present patients who match the cri-
teria of the examination and any candi-
date may lose, for example in the

narrowly on the examination procedure,
on the dental lesion on #4, and on the
clock. Neither party in this relationship is
able to do and be what he or she ought
to.

Conclusion
In summary, providing invasive and irre-
versible treatment for patients during en-
try-level dental licensure examinations
creates inherent risks to ethical values and
professional standards. These include
disrespecting the dignity and autonomy
of the patient, pressuring the candidates
to set aside the profession's own stan-
dards of care, and putting candidates in

We would not ask an orthopedic surgeon to
replace a hip joint under these constraints, nor
would we expect his or her patient to agree to
these conditions.

WREB, from five to thirty-five points
due to patient selection (Western Re-
gional Examining Board, 2002). Lose
over thirty points and you fail the exami-
nation. Further, not only are they to
practice competently but also within a
prescribed time limit. If candidates ex-
ceed the time guidelines by one to five
minutes they will have two points de-
ducted, and if they exceed sixteen min-
utes total, they will lose all remaining
points for the procedure. We would not
ask an orthopedic surgeon to replace a
hip joint under these constraints, nor
would we expect his or her patient to
agree to these conditions. Yet these re-
quirements seem necessary in order to
have a well-managed examination and to
promote standardization. Not only are
patients prevented by the nature of the
situation from acting like autonomous
persons choosing their dental care, but
also the applicant candidates themselves
can hardly interact with their patients as
caring, patient-centered professionals.
They must, in order to succeed, focus

circumstances that challenge the very
core of the doctor-patient relationship.
And all of this for the sake of an assess-
ment method of uncertain validity. The
dental profession must find a way to
eliminate the unethical practice of per-
forming invasive/irreversible proce-
dures for purposes of testing candidates'
competency to practice.
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A Response from the
American Association of
Dental Examiners

Abstract

The American Association of Dental Ex-

aminers supports a testing environ-

ments that include supervision of patient

care. Extensive steps are taken in licen-

sure examinations to ensure content va-

lidity through standardization by practice

surveys, standards of competency, com-
mon core content, dental school cur-
ricula, and the limitations of practical con-
straints. Examining agencies report con-

sistent, high collaboration among exam-

iners. The examining community has de-

veloped comprehensive standards that

compare favorably with standards in the

testing community generally. When
more reliable and valid alternatives to
existing testing methods become avail-
able, they will be employed.

W
hen Professor David Ozar,
editor of Issues in Dental
Ethics, approached the Amer-

ican Association of Dental Examiners
(AADE) in mid-March, 2002, requesting
us to respond to Dr. Larry Jenson's ar-
ticle, "Is it ethical to involve patients in
state board examinations?" and Dr. Tom
Hasegawa' s article, "Ethical issues of per-
forming invasive/irreversible dental

James R. Cole II, DDS, FACD
Ronald I. Maitland, DMD, FACD

treatment for purposes of licensure," we
were immediately intrigued as to how to
address yet another assault on the dental

mandated within boundaries established
by our courts and legislatures throughout
the United States and delegated to state

For our association to attempt to counter the many
distorted assumptions that these two authors
make in the short space available here is logically
impossible.

licensure process as it currently exists in
the United States. It is, we believe, note-
worthy that this criticism of using pa-
tients for testing comes principally from
an insular group of students and educa-
tors who, in all due respect, have a pre-
conceived assumption that matriculation
and graduation from any dental school
within the United States in the year 2002
should provide the sole credential re-
quired to establish a dental practice in
any of our fifty states, territories, or the
District of Columbia, i.e. that licensure is
a right of passage superseding even the
right of the state.

The dental licensure examining com-
munity throughout our country is cohe-
sive in the belief that protecting the pub-
lic from acts or practices that would im-
pair or threaten the health of its citizens
is not only highly ethical but has been

boards of dental examiners for nearly a
century.

For our association to attempt to
counter the many distorted assumptions
that these two authors make in the short
space available here is logically impos-
sible. We will make some general com-
ments regarding the two articles and the
dental licensure process as it currently ex-
ists, a process that has seen more pro-
gressive change in the past ten years than

Drs. Cole and Maitland are President and
President Elect of the American Associa-
tion of Dental Examiners.
jrctwo@aol.com
rimdmd@earthlink.net.
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has occurred in the previous seventy
years.

The concept discussed by Dr. Jenson
of obligating the state for a patient's
well-being during a dental licensure ex-
amination is illogical and convoluted. On

ceptable outcome. Patients volunteering
for today's clinical exams are being
treated for dental disease in need of at-
tention. They are fully aware that the care
they receive is not comprehensive nor
does it fulfill their total dental needs.

Any perceived ethical issues or burdens involved
in conducting a dental examination are
outweighed by the burden mandated by our
courts and legislatures to protect its citizens by
identifying and licensing only those competent
graduates of our fifty dental schools.

whom an ethical burden of any inap-
propriate treatment should be placed is
debatable. While the state does provide a
mechanism for licensure, it renders no
treatment, per se, and it seems illogical to
hold it accountable for candidates' inad-
equacies. Any perceived ethical issues or
burdens involved in conducting a dental
examination are outweighed by the bur-
den mandated by our courts and legisla-
tures to protect its citizens by identifying
and licensing only those competent
graduates of our fifty dental schools. A
very high percentage are competent and,
as stated in several of AADE's position
papers, we assert that an independent
third-party evaluation of a candidate's
clinical skills as a part of the licensure
process is of critical importance in this
assessment evaluation.

Patients agree to participate in the li-
censure examination process for a
myriad of reasons. They range from
those of an altruistic nature to strictly fi-
nancial gain. What is important is that
they currently participate in the process
with informed consent, and that the
overwhelming majority receive quality
care that meets or exceeds what they
would receive in other dental environ-
ments. Contrary to Dr. Jenson' s asser-
tions, the oversight that occurs during the
examination process provides a high de-
gree of patient protection. Currently po-
tential substandard treatment is inter-
cepted before it evolves into an unac-

The question of validity of the cur-
rent examination formats is questioned
repeatedly by both authors. Validity is the
degree to which logic and evidence sup-
port a specific examination score's inter-
pretation or use. Validity exists in degrees
and depends on the strength of the logi-
cal argument and the validity evidence in
support of a specific interpretation or
use. Validity does not refer to "the ex-
amination" but rather to the appropri-
ateness of an examination score's inter-
pretation or use. In our clinical licensure
examinations, the main intended inter-
pretation of an examination score is as a
measure of competency, and the use of
examination scores is to make pass/fail
decisions. This is a critical step in achiev-
ing a license to practice in each state.

When documenting validity, testing
agencies verify the process of how an

skills required for practice, most testing
agencies reference the examinations
against five benchmarks:

1. Practice Surveys. These surveys
query practitioners to profile the inci-
dence and frequency of services pro-
vided in a typical general practice. These
surveys may be conducted within a spe-
cific testing jurisdiction or include peri-
odic surveys conducted by the ADA.
2. Standards of Competence. While

standards of competence have histori-
cally not been clearly defined or widely
accepted, they have begun to emerge as
testing agencies attempt to define per-
formance criteria. Recently the American
Dental Education Association (ADEA)
has adopted competencies for dental
and dental hygiene students who are
ready to graduate.

3. Common Core Content.
Throughout the 1980s and 1990s the
AADE and the ADA collaborated in
projects that attempted to bring greater
uniformity and validity which includes re-
liability into the clinical examination pro-
cess. In 1988, a comparability study of
exams in all jurisdictions led to the de-
velopment of Guidelines for Valid and Reli-
able Dental Clinical Examinations in which a
suggested core content for dental clinical
exams was outlined. The common core
content was developed from a survey
of practitioners, examiners, and educa-
tors about the essential content of a
clinical exam and whether the appropri-
ate assessment methodology for a given
procedure should be written, patient-
based, or manikin-based.

Validity exists in degrees and depends on the
strength of the logical argument and the validity
evidence in support of a specific interpretation or
use.

examination is put together. The content
of examinations is developed with the
joint expertise of examiners, practitio-
ners, and educators. To ensure that the
exam content is a valid reflection of the

4. Curriculum. With input from edu-
cators, examination content is weighed
against the current curriculum of accred-
ited schools to ensure that examinations
are a reflection of what is being taught.
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5. Practical Constraints. All deci-
sions about examination content must,
by necessity, be weighed against logistical
constraints. Patient availability is a primary
concern for patient-based procedures.
Does a sufficient pool of cases exist
within the patient population to give
each candidate a fair opportunity to
demonstrate his or her ability? What
amount of time is required for the can-
didate to complete the procedure and
for the examiners to evaluate it? Is
enough new information gathered about
a candidate's ability to justify the time and
cost of including the procedure in the
exam? Does a procedure lend itself to
objective observation and measurement?
Can testing sites support the evaluation
with sufficient equipment or technology
for all candidates to be given an equal
opportunity to demonstrate their ability?
These are just a few of the many ques-
tions that must be addressed before ex-
amination content (be it on patients,
manikins, or simulators) can be deter-
mined.

The examination protocol used in
current clinical examination had its ori-
gins in a study conducted from 1975-78
under a federal grant from what was
then the Department of Health, Educa-
tion and Welfare, Public Health Service,
Division of Dentistry, Contract No. 1-
DH-4099. In the evolution of clinical
examinations since that time, thirteen
principles of evaluation (the length of
which prohibits discussion in this article)
have been accepted and employed by
most testing agencies.

Several large testing agencies have his-
torical data accumulated for well over
twenty years that support the reliability
and stability of performance results. Ex-
aminers are typically required to calibrate
for four to eight hours prior to every ex-
amination. They must demonstrate reli-
ability at the 80% level or higher. Actual
post-examination analysis of data dem-
onstrates that on average, examiners in-
dependent ratings are in agreement more
than 90% of the time.

Several testing agencies regularly con-
duct periodic external reviews by outside

Issues in Dental Ethics

testing measurement specialists. Such re-
views confirm the extent to which clini-
cal examinations are in compliance with
Standards for Educational and Pgchological
Testing, published by the American Edu-
cational Research Association, the
American Psychological Association, and
the National Council on Measurement in
Education.

The most recent project of the
AADE to develop Guidance for the Scoring

concepts, a new generation of simula-
tors, or new computer-based method-
ologies will provide a viable alternative
to the use of patients in licensure exami-
nations. The dental and dental licensing
community does not believe that this
time has arrived. Incorrect assumptions
and biased allegations from students and
educators predicated on ethics, invasive/
irreversible procedures, stress to candi-
dates, alleged abuse of patients or in-

Actual post-examination analysis of data
demonstrates that on average, examiners
independent ratings are in agreement more than
90% of the time.

and Post L .x-amination Anahisis of Dental and
Dental Hygiene Clinical Licensure Examina-
tions has referenced all the guidelines to
relevant standards from the Standards for
Educational and Pgchological Testing. It is an-
ticipated that this document will be re-
leased in the fall of 2002. In April, the
AADE launched another project to up-
date its 1992 Guidelines for Valid and Reli-
abk Dental Clinical Examinations. This up-
dated document will also be referenced
against the 1999 edition of Standards for
Educational and Pgchologi cal Testing.

As evidenced from the above discus-
sion, the AADE unequivocally maintains
that the clinical dental examination for-
mats currently used by the majority of
testing agencies are valid and reliable as-
sessment instruments demonstrating the
highest degree of fidelity. For the authors
to infer differently reflects the denial of
the progressive changes that are occur-
ring in dental and dental hygiene licen-
sure.

More candidates than ever before are
being evaluated and passing clinical ex-
aminations using these instruments. The
AADE continues to advocate a realistic
and responsible approach in assessing
competency for licensure. The time will
come, as technology evolves, when clini-
cal examinations using newer testing

creased risk of infection cannot alter that
fact. The examination and licensing com-
munity continually monitors all new de-
velopments in assessment including
simulation for applicability, efficacy, and
affordability.

At such times as new methodologies
emerge for the valid, reliable measure-
ment of competency, they will be incor-
porated into the calibration, standardiza-
tion, and scoring protocols for testing
and become an integral part of our clini-
cal licensure examinations. Until then, we
would respectfully challenge the authors
to provide evidence that the clinical as-
sessments in their schools are valid and
reliable, that all their clinic instructors are
highly calibrated and reliable assessors.
When such evidence exists, senior stu-
dents not currently prepared to success-
fully complete a clinical licensure exami-
nation will be identified more readily,
remediated, and graduate with all the
skill sets needed to pass any state or re-
gional board examination.

Editor's Note: The AADE position statement
on The Impact of the Elimination of the
Use of Human Subjects in the Clinical
Licensure Process by 2005 can be read at
www.aadexam.org.
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Agents

Abstract

Although health care is inherently an

economic activity, it is inadequately de-

scribed as a market process. An alterna-

tive, grounded in organizational eco-

nomic theory, is to view professionals

and many others as agents, contracted to

advance the best interests of their princi-

pals (patients). This view untangles

some of the ethical conflicts in dentistry.

It also helps identify major controllable

costs in dentistry and suggests that den-

tists can act as a group to increase or de-

crease agency costs, primarily by control-

ling the bad actors who damage the

value of all dentists.

T
he wag said, "Remember, the
market is never wrong." The
wag must have been an econo-

mist, since markets are only right by
definition and they are notoriously vari-
able and inefficient. Those smooth and
logical curves in the economics text-
books are only roughly approximated in
reality with very large numbers of trans-
actions and in special cases. The laws of
supply and demand are especially sus-
pect in professional relations. There is a
famous study comparing small towns,
some of which had a single type of
medical specialist and some of them
having a pair. In this case, demand is con-
stant and supply is increased where there
are two specialists. The reasonable pre-
diction of lower cost could never be

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

confirmed. It seems that the physicians in
towns with multiple specialists work
fewer hours and charge higher fees. It
certainly seems to be the case that the
availability of lawyers increases the likeli-
hood of lawsuits rather than decreasing
their costs.

Markets are reasonable approxima-
tions of actual exchange behavior only
where there are a large number of both
buyers and sellers who are fully knowl-
edgeable and driven by economic self-
interests and where all examples of the
items exchanged are comparable (com-
modities). Another requirement for effi-
cient markets is that all transactions are
frictionless — there are no costs in time,
money, or ego involved in the transac-
tions. Even under these idealized circum-

these problems with markets. This litera-
ture is known as organizational econom-
ics, and it is grounded in the observation
that many, if not the majority of, eco-
nomic interactions are concerned with
relationships rather than transactions. Ex-
ecutives in a large organization may en-
tertain their guests at meals by going to
restaurants (unique market transactions),
going to their club (a patterned transac-
tion with some variability), or at the
organization's dining room (a very pat-
terned relationship)

Organizational economists are look-
ing for ways people can conduct ex-
changes that are more predictable and
less expensive than are markets. Relation-
ships where people contract with others
to help them generally—agency relation-

Although there are discouraging examples where
dentistry is reduced to isolated, market trans-
actions, oral health care at its best is an agency
relationship where dentists and others are
compensated for serving the interests of their
patients.

stances, Adam Smith found it necessary
to employ a "hidden hand" to get mar-
kets to work.

Relations or Transactions
Economists, during the last thirty-five to
forty years, have begun focusing on

ships—have many advantages as alterna-
tives to markets. There are numerous ex-
amples. No one goes through the
trouble each week of hiring new labor-
ers and managing them to maintain their
yards. Dental hygienists are not hired on
the spot market, except in emergencies.
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Insurance companies may buy and sell
patients as classes of commodities, but
few dentists do.

The best alternative to markets is the
agency relationship. The key to this ap-
proach is that agents are contracted to
act on behalf of others rather than con-
tracting to perform specific services.
Wedding vows describe promoting
another's interests. There is a very old
profession that is more focused on spe-
cific services sold in market transactions.
Although there are discouraging ex-
amples where dentistry is reduced to
isolated, market transactions, oral health
care at its best is an agency relationship
where dentists and others are compen-
sated for serving the interests of their
patients.

In an agency relationship, the princi-
pal contracts with the agent to act on be-
half of the principal and to advance the
principal's interests. The agent performs
actions the principal cannot perform for
himself or herself. The real estate agent is
effective when the buyer's or the seller's
interests are advanced over what they
can do alone. A CEO is the agent for
boards of directors and shareholders.
The chief of building operations in that
organization is the agent for the CEO. A
car salesman is an agent, as are a stock-
broker and a teacher. Virtually all profes-

Leadership

Perhaps the most crucial difference
between agency and markets concerns
what the principal is actually getting. Prin-

not clearly aware of what is in their own
best interests. The courts recognize pro-
fessional relationships such as dentistry as

Patients cannot do for themselves what dentists
do and most patients are not clearly aware of what
is in their own best interests.

cipals use markets to purchase com-
modities, generally undifferentiated ob-
jects or services such as a loaf of bread,
dry cleaning, or chain saws. Principals use
agents to secure expert effort on their
behalf. Taking one's car in for repairs
(agency relationship) is not the purchase
of an anticipated result. It is contracting
for reasonable effort to achieve that re-
sult. One doesn't increase the chances of
having the car fixed correctly by describ-
ing to the shop people the exact steps
that should be taken. The probability of
a more favorable outcome is achieved
by selecting a shop with a better track
record for success. (When items to be
purchased in the market are of great
value and difficult to obtain or evaluate,
it is common practice to employ an
agent as a market intermediary. These in-
clude real estate agents, lawyers, jewelry

Dentistry based on patients' best interests
(agency) is ethically more defensible than dentistry
based on procedures (markets). It is also less
expensive.

sionals, and certainly most dentists are
agents as well.

Agency relationships differ from
market transactions in several ways.
Agency almost always involves an inter-
personal aspect and the strength of that
interpersonal aspect actually has eco-
nomic value. Principal-agent relationships
last longer than do market transactions,
principals have one or very few agents
but many market partners, and princi-
pals transfer risk to agents.

or antique brokers, and the whole class
of consultants in the case of business.)

The fact that agency is contracting for
best effort rather than outcome is ex-
tremely important in the case of den-
tistry Although there may be some mar-
ket oriented dentists who sell crowns
and fillings for a price, the vast majority
in the profession see themselves as agents
working to provide the care patients
need. Patients cannot do for themselves
what dentists do and most patients are

being agency relationships when they
deny patients the opportunity of suing
dentists based solely on untoward out-
comes. An acceptable defense is always
to demonstrate that one was doing what
colleagues would have done in the
patient's best interests.

Because agency relationships are built
on best effort in the principal's interests
rather than specific and detailed actions
or prescribed outcomes, agency is much
more flexible than are markets. This flex-
ibility translates into less friction and
greater efficiency. In other words, agency
relationships are less expensive to run
than are markets, thus there is more
wealth left over to be divided between
the agent and the principal than there is
between buyer and seller in the market-
place. Dentistry based on patients' best
interests (agency) is ethically more defen-
sible than dentistry based on procedures
(markets). It is also less expensive.

When dentistry is viewed in market
terms, the business about putting the pa-
tients' interests first is a little awkward.
Several studies have shown that patient's
primary interest with regard to dentistry,
and health care generally, is to reduce
costs. The fact that dental fees have been
rising at twice the rate of inflation in the
United States for more than a decade
calls into question the market interpreta-
tion of putting patients' interests first.

This problem goes away, however,
when dentists are seen as patients' agents.
Providing valued knowledge and skill on
their behalf is exactly what patients are
paying for in an agency relationship. If
dentists use agency to avoid the odor of
self-interests, they cannot also use it claim
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moral superiority That loss is not as great parties who try to create fair contracts
as it may appear. and monitor them (this is almost the

ADA dues are too high for those dentists who
donate their time and talent to organized dentistry;
and certainly too low for the free riders who don't
even belong to their professional associations.

Agency Costs
The rap on markets is that they are inef-
ficient—they contain unpredictable
wobble. Such variation can cost those
who use markets big time. Ask anyone
who plays the stock market or who has
purchased a car that turned out to be a
lemon. Agency relationships tend to be
more efficient, but they also have costs.
The attraction of agency is that its costs
are more manageable than are market
costs.

The contract price a principal pays to
an agent for advancing his or her inter-
ests has two parts: a benefit directly to
the agent and expenses to make certain
that the agent performs appropriately.
The latter are called agency costs, and
they include financial costs such as "sign-
ing bonuses" and incentives, paid third

definition of a lawyer), and one's own
time and effort. An example of agency
cost is health care professionals passing
through the cost of malpractice insur-
ance to their patients as a small tax on
each procedure. The rest of this article is
about identifying agency costs and re-
ducing them where practical.

The two main categories of agency
costs are called adverse selection and op-
portunism. Adverse selection occurs
when an agent serves on behalf of a
collection of principals. Although the
contract between the agent and the
group of principals might be the best
possible, the relationship between agent
and individual principals is not optimal in
most cases. Conscientious dentists who
pay attention to risk management over-
pay for malpractice insurance; while the

Table 1. Major Types of Opportunism

Type Definition

Shirking Withholding full

effort but getting

full reward

Shrinkage Transfer of prin-

cipal's resources

for agent's use

Extortion Forcing principal

to accept unnec-

essary "benefits"

Risk Shifting Moving agency

costs to principal

Example

corner cutters fail to pay their fair share.
ADA dues are too high for those den-
tists who donate their time and talent to
organized dentistry; and certainly too low
for the free riders who don't even be-
long to their professional associations.

Adverse selection is an ethical issue.
What is right for the individual cannot be
determined from knowing what is right
for the group and what is right for the
group cannot be determined from un-
derstanding what is right for the indi-
vidual. Many of our news headlines and
much of our literature is grounded in
adverse selection, and Adam Smith and
the enlightenment philosophers notwith-
standing, there are costs to be born
when simultaneously championing the
rights of individuals and the group.

Economically, adverse selection
works like this. An insurance company
sets its premiums based on the average
needs of a class of insured individuals.
Over time, those with the lowest risks
and utilization rates discover coverage
options that better match their profiles
and they opt out of the original plan. At
the same time, heavy users of services re-
main, and even take steps to protect their
status. The difference between a contract
involving agents and a representative
cross section of principals and the same

Taking an office for the honor but not doing

an effective job

Padding the expense account

Pushing treatment plans that exceed patient's

wishes

Insurance company requiring dentist to

bear the cost of contract dispute settlement
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contract with a self selected group of
principals is the agency cost due to ad-
verse selection. Adverse selection is at
the heart of many ethical issues in man-
aged care. It is rampant in organizations
that pay employees. There are differ-
ences in the contributions of various
workers within each job classification.
Eventually, organizations lose the best
and over-reward the worst so badly they
will never leave. Smart employers look
for ways to reward their best perform-
ers "out of contract" in order to avoid
adverse selection.

The other major category of agency
cost goes by the names of moral haz-
ard, opportunism, and information
asymmetry. Those are just three ways of
saying the same thing agents tend to take
a little advantage of their principals be-
cause it costs too much to find out ev-
erything the agent is doing. By definition,
agents know more than the principals
for whom they work, they have latitude
and flexibility in their approaches, and
the principal is seldom present when the
work is done. Who knows how long it
should take to replace a circlips ring on
the tire for your Mercedes? So the shop
rounds up a few dollars. It's not worth
the time and money it would cost to
protect against this sort of opportunism.
The extraction is almost an impaction;
the staff photocopied their personal tax
returns on the office machine, the ex-
penses are a little less but the whole per
diem is taken, and national studies show
that the typical salaried employee is en-
gaged in job related work approxi-
mately 65% of the working day.

Opportunism is more than some
vague notion that human nature favors
the old practice of "clipping coins"
(shaving a little off the gold coins and
keeping them in circulation at full value.)
There is actually a science to this thing.
Agents have worked out pretty accu-
rately (if intuitively) how much it costs
principals to protect against opportun-
ism. Opportunism tends to reach equi-
librium based on the cost of preventing
it. Some of the major categories of op-
portunism are shown in Table I.

Leadership

Table 2. Mechanisms Used to Reduce Agency Costs

Type

Supervision

Information

Balancing

Indemnified Risk

Aligning Interests

Building
Relationships

Example

Preauthorization, office visits, EOBs, peer

review committees

Informed consent, PPOs, most insurance

arrangements, California's "Dental Materials

Fact Sheet"

Insurance, escrow accounts in practice

purchases, reputation

Bonus plans, profit sharing, intrinsic satisfaction

in work well done

Trust, long-term association, connections other
than business, volunteer work, community
involvement

Shirking. Shirking means stinting on
effort once the contract has been agreed.
Employees shirk big time since one has
to be a major goof off not to receive
the same pay as others in the pay cat-
egory. In dentistry, shirking shows up in
the quality of work. All restorations that
are charged the same UCR are not of
the same quality. Those on the low end
are examples of shirking since the means
of identifying and remedying poor
work are seldom available to the patient
at a reasonable cost.

Shrinkage. Shrinkage means inven-
tory loss. In commercial American estab-
lishments, such as department stores or
restaurants, shrinkage can be as high as
30% to 40%. It is not as large a problem
in dentistry as other forms of oppor-
tunism since the dentist is merely bor-
rowing from himself or herself for per-
sonal rather than professional reasons.
The people who get most upset about
this are the IRS.

Extortion. That's a harsh word for
the basic concept of doing work that is
unnecessary for the principal in order to
benefit the agent. How does a typical
homeowner know when their air condi-
tioning unit needs replacement? Does the

typical investor really understand when
transactions are necessary on a commis-
sion basis to adjust the portfolio? Is a
parent really in a good position to evalu-
ate whether recommended tutorial for
their child would be beneficial? Does a
patient know that the treatment plan
from his or her dentist is optimal? Over
treatment is a significant temptation to
moral hazard in all of the professions.

Risk shifting. Shifting risks from the
agent to the principal is a subtle form of
opportunism. Contracts are sometimes
written so that the principal bears not
only the cost of repairs or restitution
should a problem occur, but also the
costs of monitoring and detecting such
problems and the legal costs of resolv-
ing disputes. Anyone who says "go
ahead and sue me" is probably signaling
substantial indulgence in opportunism
and assumes your cost to recover losses
will be greater than the losses. Risk shift-
ing does occur in dentistry. In fact it is so
common that it is seldom recognized.
Although many dentists stand willing to
absorb some of the costs of redoing
work that does not turn out as expected,
substantial out-of-pocket and emotional
costs are involved to the patient. Part of
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the reason dentists prefer to deal with in-
dividual patients rather than insurance
companies is that the latter have so much
more information relative to the dentist
than the former do, therefore curbing

an unfair burden on honest agents who
are forced to pay for the opportunism
of their less ethical peers. It also has what
attorneys refer to as a "chilling effect" on
agent-principal relationships. EOBs are

Supervision makes sense in cases where the costs
are low, the probabilities of detecting opportunism
are high, and supervision can be focused on high
risk transactions. It is almost always profligate
nonsense when applied across the boards.

the tendency for risk shift opportunism.
Table 2 identifies the major mechanisms
used to counteract the asymmetry in in-
formation between agent and principal.

Managing Agency Costs
Agency costs include both lost value
(getting less than what you had antici-
pated) and the costs of trying to reduce
or control opportunism. All of these
mechanisms are taxes— they add to the
cost of individual transactions in order
to strengthen the overall viability of the
system. Regardless of the mechanism
used, these transaction costs are shared as
lower profits for the agents and ex-
penses passed through by them to the
principals.

Supervision. Monitoring (watching
what agents do) and metering (looking
at outcomes) are among the most com-
mon agency costs and among the most
expensive. Think of the impact on our
economy if the whole class of supervi-
sors, regulators, inspectors, claims re-
viewers, and state board examiners were
no longer necessary. The differences of
opinion about the balance between the
costs of opportunism and the costs of
reducing it through supervision are why
we have Democrats and Republicans.
Supervision makes sense in cases where
the costs are low, the probabilities of de-
tecting opportunism are high, and super-
vision can be focused on high-risk trans-
actions. It is almost always profligate
nonsense when applied across the
boards. Indiscriminate supervision places

dramatic examples of the way agency
costs in the form of supervision cast a
shadow over future transactions.

Information Balancing. The fun-
damental condition for opportunism is
the agent's relatively much greater
knowledge of what is involved in the
situation than the knowledge available to
the principal. In dentistry, the asymmetry
in knowledge is so enormous that it is
formally marked by educational degrees
and legally acknowledged through licen-
sure. Nonetheless, there are numerous
common mechanisms in the profession
that attempt to reduce opportunism
through education. Disclosure and con-
flict of interest statements signed by
speakers and writers are such an ex-
ample. The ADA's Washington office,
screenings and health fairs, spokesman-
ship training, and public service an-
nouncements by the profession are all
such examples.

The American court system has used
this argument to sustain the rights of
professionals to advertise based on the
impact of advertisements in increasing
public awareness of needed services,
differentiating services, and making the
availability of such services known.

The fundamental opportunity cost
with regard to dentists' reducing infor-
mation asymmetry with their patients is
informed consent. There is no doubt in
the mind of any dentist I have ever spo-
ken with that this is a significant constant
cost in dentistry. Some simply say, "time
is money." Others are more specific in

noting that there is no procedure code
for this activity. The courts have insisted,
however, that this mechanism be in place
and that it be sufficient to allow the prin-
cipal (the patient) to make informed de-
cisions of whether their interests are be-
ing attended to.

Indemnified Risks. Agency-princi-
pal relationships push risk towards the
principal because of information asym-
metry and because the agent is agreeing
to perform activities but not normally to
produce specific results. Risk is often in-
demnified through such methods as
bonding, insurance, escrows, warranties,
and guarantees. Brand names, and their
professional counterpart—professional
reputation—are also used for this pur-
pose. Many dentists will readily redo
procedures where the outcome is unsat-
isfactory, even when it is not obvious that
the dentist caused the shortcoming. Peer
review mechanisms further strengthen
this system. Although peer review is an
agency cost, it is typically much less ex-
pensive than the market costs associated
with litigation.

Aligning Interests. The mirror im-
age of indemnities is incentives. In this
case, the principal pays extra to make
certain their interests are addressed. Ex-
ecutives are given bonuses when stock-
holder value increases. Employees are
offered profit sharing programs. Some
lawyers work on contingency. And the
best dentists have always commanded
higher fees than their counterparts. The
best practitioners are not always the ones
with the golden hands or the brilliant un-
derstanding of their discipline. Much of
what is excellent in dentistry comes
down to being conscientious about
making certain the patient receives the
best care possible.

Building relationships. David
Maister's little masterpiece, The Trusted
Advisor, makes the point in dozens of
ways that agents who earn the trust of
their principals have more fun and share
more profit. Trust drives down agency
costs. Although the primary way to in-
crease trust is to add value where the
principal's interests lay, there are many
other effective approaches. Repeat busi-
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ness automatically builds trust. Listening
skills and genuine interests in the patient
also go a long way.

There are behaviors traditionally as-
sociated with professionalism such as
maintaining confidences, a dignified
manner, and acting in an authoritative
fashion. Professionals such as dentists can
also build relationships through commu-
nity service, pro bono work, and leader-
ship. There is a longstanding debate as to
whether community service by profes-
sionals is altruism or good business. I
think that debate is something like trying
to decide whether the sign above a door
should say entrance or exit? In the end,
we know that professionals who volun-
teer their services to build trust and last-
ing relationships benefit all of society.
This is why practices by insurance com-
panies or others that damage the rela-
tionship between dentists and patients ul-
timately increase the cost of providing
oral health care.

Your Fellow Agents Keeper?
In a classical paper, George Akerlof
analyzes the affect on the price of used
cars generally due to the fact that a few
of them are lemons. Here is how the
analysis works. Everyone knows that
many used cars run fine and are essen-
tially what they are claimed to be. Every-
one also knows that there are lemons in
the bunch, and one can wind up with a
bad experience. People may even know
in some general way what they are pre-
pared to pay for a good car and for a
lemon. The problem is, most people
have no way of knowing which cars are
good and which are the lemons. The ra-
tional solution to this problem is to dis-
count the price of any car proportional
to the cost of getting a lemon and the
probability of getting one. If there are
lots of lemons and they would represent
a substantial hassle, the discount, applied
to good cars as well as bad ones, would
be greater. An alternative is to pay an ad-
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ditional fee to have an expert (personal
agent) evaluate potential cars. This is a
guaranteed agency cost that may be
greater than the discount. The point is
still the same, some lemons drive down
the value of all cars.

The agency cost of protecting against
opportunistic lemons is spread across the
class of both buyers and sellers. This is a
significant issue in professions such as
dentistry. The more bad actors there are
in the profession, the greater the dis-
count applied by patients to the work
done by all dentists and the more regula-
tions that fall primarily on the most ethi-
cal dentists. Harvard Business School re-
searchers Pratt and Zeckhauser warn that
"masquerading mainly hurts not the one
who is deceived, but the one who is imi-
tated." It behooves professionals on
purely economic grounds to monitor
their colleagues and help them raise their
standards of service. The agency costs
of the profession providing this self-
monitoring are usually substantially lower
than the agency costs to the principal or
to the public at large. This analysis of
professional organizations policing
themselves based on economic self in-
terests stands beside the more conven-
tional argument from social contract.
There have been several incidents re-
cently in Texas and California where state
legislators sunsetted boards of dental ex-
aminers because they felt the agency
costs involved were not worth it.

There are no charlatans among loan
shark. The concept of a charlatan trad-
ing on the good name of his or her col-
leagues does not exist among drug deal-
ers, used car salesmen, or pimps. Agency
relationships among professions such as
dentistry have several characteristics that
go beyond the general agency theory that
has been developed to this point. I be-
lieve that three of these special character-
istics should be mentioned.

Altruism. The motive to do good
for others without regard to anticipated

reciprocal benefit does exist, and it is
more common among professionals
than among others, in my opinion. Al-
truistic motives can be generally sensed
and they increase the level of trust and
perception on the part of others that
their interests will be protected even if
they have no direct way of insuring that
this is the case.

Professionalism. Professionalism is
the notion that the resources and re-
wards available to dentists come from a
common pool. The acts of each indi-
vidually reflect on the reputation of all
collectively and the shared reputation in
the field is a resource for each.

To act professionally means to add
more to the common pool of resources
than one withdraws from it. This also
implies a positive obligation to protect
patients from the abuses of professional
privilege engaged in by some. Active
membership in organized dentistry is a
universal requirement of professional-
ism, as is speaking out against any indi-
vidual or policy that detracts from den-
tistry. Hand ringing and name calling do
not count as active participation. Com-
pared to other professions such as law
and medicine or to semi-professions
such as real estate or accounting, den-
tistry is a strong profession.

Dental Practice. At first it may ap-
pear paradoxical to say that the nature
of dental practice itself helps protect pa-
tients' interests. Those silly surveys about
dentists not doing it again if they had a
choice are ridiculous. In a recent article in
the Journal of Dental Education, I worked
out that the average American is fifteen
times more likely to change careers than
is a dentist. Most dentists I know love
what they do and they love to do good
dentistry. Good dentistry is appreciated
by both dentists and patients. There is an
intrinsic alignment of the patients' and
the dentists' interests. What better way to
reduce agency costs?
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* Barney, J. B. and Ouchi, W. G. (Eds.) (1986). Organizational economics. San Francisco, CA:
Jossey-Bass.

A collection of papers in organizational economic theory, with introduction and commentary These are reprints of some of the key pa-
pers in the field, from George Akerlof's analysis of the problem with lemons, to R. H. Coase's 1937 analysis of why organizations exist
at all, and Flirshleifer's essay on economic survival of the fittest and why altruism really exists. The papers tend to the technical side, and
some are largely mathematical proofs of economic theorems.

Chambers, D. W. The role of dentists in dentistry. Journal of Dental Education, 2001, 65, 1430-
1440.

By temperament, dentists prefer those circumstances where the world can be described as black and white, where ambiguity (multiple in-
terpretations of events are possible) is minimal, and where they are agents in the sense of having substantial control over outcomes.
Data are also used to work out that dentists are very unlikely to leave the profession.

Chisholm, R. M. (1975). The agent as cause. In M. Brand and D. Walton (Eds.) Action Theory.
Boston, MA: D. Reidel.

This is a philosopher's view on agency theory The challenge is to discover what it means for a person to be the cause of events (as op-
posed to events causing events in scientific theory) and therefore, in what way a person is morally answerable for what they cause.

* Maister, D. H., Green, C. H., and Galford, R. M. (2000). The trusted advisor. New York, NY:
Simon Et Schuster. ISBN 0-7432-1234-7; 240 pages; about $15.

"You don't get the chance to employ advisory skills until you get someone to trust you enough to share their problems with you. The
theme of this book is that the key to professional success is not just technical mastery of one's discipline (which is, of course, is essential),
but also of the ability to work with clients in such a way as to earn their trust and gain their confidence." Readable and of full prescrip-
tions—"to succeed, do this."

* Pratt, J. W. and Zeckhauser R. J. (Eds.) (1985) Principals and agents: The structure of business.
Boston, MA: Harvard Business School Press.

This is a wide-ranging set of essays on organizational economics commissioned to celebrate the fiftieth anniversary of the Harvard
School of Business. Topics covered include the legal, labor union, multidivisional organization, government regulation, and pure eco-
nomic perspectives.

* Sharma, A. (1997). Professional as agent: knowledge asymmetry in agency exchange. Academy
of Management Review, 22, 758-798.

In traditional agency theory, opportunism (taking advantage of others in a relationship) on the part of agents while working on behalf
of principals is balanced by principals writing contracts to align the agent's goals with their own or by monitoring agents' behavior or me-
tering their productivity These remedies are not readily available when the agents are professionals because professional agents have spe-
cialized knowledge, because supervising the professionals is costly and because principals typically are coproducers of results along with
their agents. Sharma proposes four other mechanisms that are operational in the case of professional agents: Self control (a combination
of self-interest and altruism), community control, bureaucratic control, and client control.

Editor's Note
Summaries are available of the four readings preceding ban asterisk (*). Each is about four pages long and conveys both the tone and con-
tent 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 agency; a donation of $50 would bring you summaries of all the 2002 leader-
ship topics.
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