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P R E S I D E N T S   R E P O R T 
 

 

Happy fall season to everyone!   

 

As this letter gets placed into your inbox, we will be ush-

ering in a new President of the United States.  Change is 

inevitable and with it brings new challenges and opportu-

nities.   

 

The Tennessee Academy of General Dentistry has 

changed leadership as well.  I would like to introduce my-

self to you.  I am Ernie N. Oyler, Jr.  I have been practic-

ing in Cleveland since graduating from UT in 1993 and 

have been an AGD member since dental school.  It was 

basically not an option.  I practice with a dad who signed 

me up and told me I was going to be a member.  What I 

saw was the impact the AGD made in his professional ca-

reer and I heard only positive things about the Academy so 

I had every reason to  join. 

 

I have developed a deep appreciation for what the Acad-

emyôs purpose is and the innovative programs it develops 

to meet the needs of the general dentist.  I encourage every 

member to reach out to your friends who are not members.  

I am sure that each of us has gotten involved because 

someone asked us to join.  

 

Just as we ask our patients to send their family and friends 

to us, I am asking you to refer your friends to the AGD.  

We have a great number of excellent dentists in our great 

state and we need more of them, more of you, to become 

active in the Academy. 

 

Wishing everyone a wonderful end of the year and hoping 

you meet all of your personal and professional goals. 

 

Ernie N. Oyler, Jr.  
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The Volunteer Dentist is the 

official publication of the Tennes-

see Chapter of the Academy of 

General Dentistry.  It is sent to all 

ADA members in the state of 

Tennessee and has a circulation 

of 2,200.  The Tennessee Acad-

emy of General Dentistry does 

not necessarily endorse opinions 

or statements contained in arti-

cles published in this Newsletter.  

The editor believes that the 

contributing authors are sincere 

in their efforts to foster the inter-

ests and educational concepts of 

its readers.  Address all corre-
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leagues also try to expand their practice area.  

Over the years, the AGD has been instrumental in 

deterring some specialty groups from seriously 

limiting what the general practitioner could le-

gally do, other than restorative dentistry.  It is 

instances such as this, where we may choose to 

do certain procedures based upon our education 

and competence, that we need to preserve our 

professional discretion on whether or not to refer 

the patient to a specialist.   

 

Both situations, auxiliary pressure from those we 

supervise and specialist intrusion from those to 

whom we refer, serve to limit what a general 

dentist can do, and, in essence, what a general 

dentist stands for.  Patients will wonder why it is 

important to have the general dentist serve as the 

gatekeeper of their oral health.  Our practices will 

be forever altered if we fail to respond when 

points of view within the dental profession di-

verge so seriously.   

 

The AGD will always be the champion for gen-

eral dentists and their patients, but it is stronger 

with your membership.  If you are not already a 

member, please consider what will happen when 

general dentists fail to be represented.  As an 

organization, the AGD needs you and, as a gen-

eral dentist, you need to be served by the AGD.  

Join today by going online at www.agd.org. 

 

Paula Jones, DDS, FAGD \ 

AGD President 

   

Yolanda Mangrum, DDS, MAGD 

President, California AGD 

 

THIS LETTER IS NOT AN ENDORSEMENT 

OF ANY COMMERCIAL ENTERPRISE 

of Austin Peay State University and a 
member of Deanõs Odontological 
Society upon graduation from the 
University of Tennessee College of 
Dentistry where he was member of 
Sigma Chi Fraternity. 

Early in Dr. Thompsonõs career he 
become involved in American Dental 
Associationõs Young Dentists Com-
mittee and served as an alternate and 
delegate to the American Dental Asso-
ciationõs House of Delegates. He has 
served as delegate to the Academy of 
General Dentistryõs House of Dele-

The 2008 Tennessee Academy of 
General Dentist of the Year was se-
lected at the August annual meeting. 
This yearõs recipient is Dr. Roy 
Thompson of Murfreesboro, TN. 

Dr. Thompson has throughout his 30 
year career has been active in organ-
ized dentistry as well as civic commu-
nity involvement. Roy is a Past Presi-
dent of both the Tennessee Dental 
Association as well as the Tennessee 
Academy of General Dentistry.  

He is a Summa Cum Laude graduate 

gates as well. Roy has continued to be 
in private practice since graduation in 
Murfreesboro, TN. 

Roy attained is Fellowship Award in 
AGD as well being awarded the Mas-
tership recognition. He is L. D. Panky 
Continum VI graduate as well and 
completed over 2000 hours of continu-
ing education since graduation. 
 
He as served on the Board of Trustees 
of Tennessee Dental Association as 
well as Board of Directors of Tennes-
see Academy of General Dentistry. 

THE AGD FILLS THE GAP 

DR. ROY THOMPSON 

2008 TENNESSEE DENTIST OF THE YEAR 
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always be the 
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stronger with 

your 
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The Academy of General Dentistry (AGD) is exclu-

sively dedicated to serving as the eyes, ears and 

voices of general dentists across the nation. Now, 

more than ever before, general dentists need an 

organization to call their own.  While the American 

Dental Association (ADA) serves as the umbrella 

organization for the entire dental profession, it has a 

difficult task in balancing the breadth of interests 

existing under its fold.  The interests of general 

dentists are not always synonymous with what our 

specialist colleagues know would be best for their 

practices.  On a vast array of issues, it is easy for 

organized dentistry to speak in concert.  When 

points of view diverge, they split over very signifi-

cant issues.   

 

It is for this very purpose that general dentists need 

the AGD----to work in concert with the ADA on 

what serves the entire profession and to represent 

general dentists on the unique issues where opinions 

differ.  For example, the creation of a mid-level 

(lower-level) provider in our profession has the 

potential to have a profound negative impact on the 

manner in which we practice and on the patients we 

serve.  Our current patients will be treated by pro-

viders with vastly less training than dentists, jeop-

ardizing the oral health care they would otherwise 

receive.   

 

Your membership in the AGD strengthens our abil-

ity to form a strong response on behalf of the gen-

eral dentist when issues such as the creation of a 

mid-level provider are pushed to the forefront under 

the guise of solving access to care.  There are a 

plethora of proposals regarding the scope of practice 

for a mid-level provider.  Yet, no matter what label 

is slapped on this new position, innocuous  and 

innocent as it may sound, allowing any dental auxil-

iary the responsibilities of a general dentist will 

inevitably hurt each of our practices and the patients 

we have gone to school to serve.   

 

In addition to dental auxiliaries wanting increased 

duties, there are times when our specialist col-
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as the gatekeepers of oral 

health and the threat of dimin-

ishing our profession by the 

creation of midlevel dental 

providers doing non-reversible 

procedures who would not be 

directly supervised by a den-

tist.  The national AGD argu-

ment is convincing that this 

would not be in the best inter-

est of the public or our profes-

sion. 

 

I feel that, as editor, I have 

come to this position back-

wards.  That is, usually, one 

does not become the editor 

after being president.  In my 

case, I believe this is the best 

job I could ever have in the 

TNAGD. 

 

As our new president, Dr. 

Oyler, said; change is inevita-

ble.  As your new editor of 

ñThe Volunteer Dentistò, I am 

excited and challenged with 

this new responsibility. 

 

I hope to continue the excel-

lent work of Dr. Ribeiro, our 

past editor. 

 

There is a lot of important 

information for our members 

here.  I would call your atten-

tion to two articles:  ñThe 

AGD Fills the Gapò and the 

ñAGD White paperò.   

 

The first deals with the impor-

tant issue of strengthening our 

organization both in increased 

membership and increased 

involvement in our organiza-

tion.   

 

The ñWhite Paperò stresses the 

importance of general dentists 

WELCOME NEW MEMBERS 

EDITORõS COMMENTS      Gary M. McCown, DDS, MAGD  

Fall 2008  
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We have added several new mem-

bers since our annual meeting last 

August.  Dr. Ron Bell, our mem-
bership chairman, and all of us 

welcome them. 
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Former  
Tennessee 

AGD President 
Passes 

 

Dr. Carl Reese Eaby, IV 
passed away  
December 18, 2008 
after a valiant battle 
with cancer. Carl was 
TNAGD Secretary from 
1996-2001. He served 
as President Elect and 
President from  
2002-2003.  

 

Dr. Eaby had attained his Mas-
tership Award and was the first 
Tennessee dentist to receive 
the Life Long Service ( LLS) 
Award in the very first class of 
recipients. In 2003 Carl pre-
sided over welcoming nearly 
5,000 registered guests to the 

national convention of the AGD 
to Nashville. During his time as 
President the TNAGD received 
the prestigious òConstituent of 
the Year Awardó from the na-
tional office.  
  
Carlõs memorial service held 
at his home in Cedar Hill TN 
his family, friends, col-
leagues, former patients and 
staff eulogized their love for 
Dr. Eaby. It was noted that 
one of his greatest profes-
sional accomplishments was 
attaining Mastership status in 
the AGD. 

The family requested consid-

eration is given to the Minnie 

Pearl Cancer Foundation at 

Vanderbilt Hospital.  
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EXECUTIVE SUMMARY 

While patients who have availed 

themselves of dental services in the 
United States have enjoyed the high-

est quality dental care in the world, 
many patients are underserved pres-

ently,  thereby raising the need to 

address both access to care and  
utilization of care. Access to care 

refers to the availability of quality 

care, and utilization of care refers to 
the behavior and understanding nec-

essary by patients to seek care that is  

accessible.  
 

Illnesses related to oral health result 

in 6.1 million days of  bed disability, 
12.7 million days of restricted activ-

ity, and 20.5 million days of lost 

workdays each year.   However,  
unlike medical treatments, the vast 

majority of oral health  treatments are 

preventable through the prevention 
model  of oral health literacy, sound 

hygiene and preventive care available 

through the dental team concept.  
 

However, present efforts to institute 

independent mid-level providersð
lesser educated providers who are not 

dentistsðto provide unsupervised 

care to underserved patients are  
not only economically unfeasible but 

also work against the prevention 

model. Because underserved patients 
often exhibit a greater degree of 

complication and other systemic  

health conditions, the use of lesser-
educated providers risks  jeopardiz-

ing the patientsô health and safety. 

This approach  will provide lesser 

quality care to the poor.  

 

Instead, solving the access to and 
utilization of care issues, thereby 

bridging the gap between the óhavesô 

and the óhave-nots,ô requires collabo-
ration among professional organiza-

tions, local, state, and federal govern-

ments, community organizations and 
other private entities. This collabora-

tion must strive toward a multifac-

eted approach  that focuses on oral 
health literacy, incentives to promote  

dentistry and dental teams in under-
served areas (including through 

increased Medicaid and Title VII 

funding), provision of volunteer 
services through programs, such as 

Donated Dental Services (DDS), and 

bridging the divide between patientsô 
access and utilization through the use 

of community services like transpor-

tation to indigent populations.  
 

Specifically, the AGDôs proposed 

solutions to the access to and  

the utilization of oral health care 

issues include, but are not  
limited to: 

 

1. Extend the period over which 
student loans are forgiven to  10 

years without tax liabilities for the 

amount forgiven in any year; 
 

2. Provide tax credits for establishing 

and operating a dental practice in an 
underserved area;  

 

3. Offer scholarships to dental stu-
dents in exchange for  committing to 

serve in an underserved area; 

 
4. Increase funding of and statutory 

support for expanded loan repayment 

programs (LRPs); 
 

5. Provide federal loan guarantees 

and/or grants for the  purchase of 
dental equipment and materials; 

 

6. Increase appropriations for fund-
ing an increase in the number of 

dentists serving in the National 

Health Service Corps and other fed-
eral programs, such as IHS, programs 

serving other disadvantaged popula-

tions and U.S. Department of Health 
and Human Services (HHS)-wide 

loan repayment authorities; 

 
7. Actively recruit applicants for 

dental schools from underserved 
areas;  

 

8. Assure funding for Title VII gen-
eral practice residency (GPR)  

and pediatric dentistry residencies; 

 
9. Take steps to facilitate effective 

compliance with  government-funded 

dental care programs to achieve  
optimum oral health outcomes for 

indigent populations: 

a. Raise Medicaid fees to at least the 
75th percentile of dentistsô actual 

fees 

b. Eliminate extraneous paperwork 
c. Facilitate e-fling 

d. Simplify Medicaid rules 

e. Mandate prompt reimbursement 
f. Educate Medicaid officials regard-

ing the unique nature of dentistry 

g. Provide block federal grants to 
states for innovative  programs 

h. Require mandatory annual dental 

examinations for children entering 
school (analogous to immunizations) 

to determine their oral health status 

i.  Encourage culturally competent 
education of patients in proper oral 

hygiene and in the importance of 

keeping scheduled appointments 

j.  Utilize case management to ensure 

that the patients are brought to the 
dental office  

k. Increase general dentistsô under-

standing of the benefits of treating  
indigent populations; 

 

10. Establish alternative oral health 
care delivery service units: 

a. Provide exams for one-year-old 

children as part of the recommenda-
tions for new mothers to facilitate 

early screening  

b. Provide oral health care, educa-
tion, and preventive  programs in 

schools 

c. Arrange for transportation to and 
from care centers 

d. Solicit volunteer participation 

from the private sector to staff the 
centers; 

 

11. Encourage private organizations, 
such as Donated Dental Services 

(DDS), fraternal organizations and 

religious groups to establish and 
provide service; 

 

12. Provide mobile and portable 
dental units to service the under-

served and indigent of all age groups; 

 
13. Identify educational resources for 

dentists on how to provide care to 

pediatric and special needs patients 
and increase AGD dentist participa-

tion; 
 

14. Provide information to dentists 

and their staffs on cultural diversity 
issues, which will help them reduce 

or eliminate barriers to clear commu-

nication and enhance understanding 
of treatment and treatment options; 

 

15. Pursue development of a compre-
hensive oral health education compo-

nent for public schoolsô health cur-

riculum in addition to providing 
editorial and consultative services to  

primary and secondary school text-

book publishers; 
 

16. Increase supply of dental assis-

tants and dental hygienists to engage 
in prevention efforts within the den-

tal team; 

 
17. Expand the role of auxiliaries 

within the dental team, including a 

dentist or under the direct supervi-
sion of a dentist; 

 

18. Eliminate barriers and expand the 
role that retired dentists can play in 

providing service to indigent popula-

WHITE PAPER ON INCREASING ACCESS TO AND  

UTILIZATION OF ORAL HEALTH CARE SERVICES 
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tions; 

19. Strengthen alliances with Ameri-

can Dental Education Association 
(ADEA) and other professional or-

ganizations like the Association of 

State and Territorial Health Officials  
(ASTHO), Association of State and 

Terr i tor ia l  Denta l Di rectors 

(ASTDD), National Association of 
Local Boards of Health (NALBOH), 

National Association of County & 

City Health Officials (NACCHO) 
and so forth; 

 

20. Lobby for and support efforts at 
building the public health infrastruc-

ture by using and leveraging funds 

that are  available for uses other than 
oral health; and 

 

21. Increase funding for fluoride 
monitoring and surveillance  pro-

grams, as well as for the development 

and promotion of new fluoride infra-
structure. 

  

I. Introduction  

 
Patients who utilize the services of 

dentists in the United States enjoy the 

highest quality dental care in the 
world. Dentistry is paid for primarily 

with private sector dollars. In 2004, 

for example, state, local, and federal 
government programs paid less than 

$4.9 billion for dental care compared  

with $81.5 billion paid through per-
sonal health care expenditures, such 

as out-of-pocket payments, third-

party payments, or private health 
insurance.  

 

Among the health professions, den-
tistry is singularly oriented toward 

preventive health. The National Insti-

tute of Dental and Craniofacial Re-
search (NIDCR) estimates that den-

tistryôs emphasis on preventive oral 

health measures saved nearly  $39 
billion during the 1980s. In addition, 

the Centers for Disease Control and 

Prevention (CDC) said in an August 
2000 letter to Congress that commu-

nity water fluoridation, which was 

introduced in public water supplies in 
the 1940s to help prevent tooth de-

cay, is ñone of the greatest public 

health achievements of the 20th 

century.ò  

 

Despite dentistryôs successes, signifi-
cant challenges lie ahead. Two of the 

biggest challenges in achieving opti-

mal health for all are: 1) underutiliza-
tion of available oral health care; and  

2) maldistribution  in areas of great-

est need.  

 

Access to care and utilization of care 

must be addressed from the perspec-
tive of patient needs, especially the 

needs of underserved patients who 

are in greatest need of competent  
care and exhibit complications and 

systemic health issues.  The Acad-

emy of General Dentistry (AGD) is 
very mindful of the Surgeon Gen-

eralôs report (Oral Health in America: 

A Report of the Surgeon General) 
that stated that oral health care is 

intimately related to systemic health 

care. These  patients include the 
indigent, children, rural populations, 

the developmentally disabled, eld-

erly/nursing home patients, the  
medically compromised and tran-

sient/non-English speaking  

populations.  
 

Further, the profession must address 

other challenges, including non-
economic barriers, to access and 

utilization such as patientsô behav-

ioral factors, levels of oral health  
literacy, special needs, financial 

factors, two-tiered systems of  

delivery (poor quality care for the 
poor), maldistribution of dentists and 

dental team auxiliaries, transporta-

tion, location and cultural/linguistic 
preferences.  

  

The profession is eager to work with 
private sector groups, community 

organizations, teaching facilities, US 
Public Health Service Corps (Corps), 

Indian Health Service (IHS) and 

state, local and federal lawmakers to 
increase oral health literacy to these 

populations, reduce disparities in oral 

health status and increase access to 

and utilization of oral health care  

services, thereby reducing the inci-

dence of dental disease and  
associated systemic ailments. 

 

II. Definitions  

 

Access to Oral Health Care Services 

(Access to Care)ðThe ability of an 
individual to obtain dental care, rec-

ognizing and addressing the unique 
barriers encountered by an individual  

seeking dental care, including the 

patientôs perceived need for care, oral 
health literacy, dentist and dental  

team distribution, financial circum-

stances, special needs, transportation, 
location, language, cultural prefer-

ences and other factors influencing 

entry into the dental care system. 
 

Independent Mid-Level Provider ðA 

dental auxiliary, working outside the 

dental team and without dentist su-

pervision, who accepts the responsi-

bility for patient diagnosis, treatment 
and coordination of dental services 

with less education than what  

is currently required for a practicing 
dentist.  

 

Oral Health LiteracyðThe degree to 
which individuals have the capacity 

to obtain, process and understand 

basic oral health information and 
services needed to make appropriate  

oral health decisions.  

 
UnderservedðRefers to patients 

including the poor/indigent,  

geographically isolated, medically 
compromised, transient/non-English 

speaking, developmentally disabled, 

nursing-home bound (and other insti-
tutionalized individuals), the elderly 

and children, who have historically 

experienced lowered or no utilization 
of oral health care services but  

often exhibit greater need for dental 

services. These individuals may also 
have concurrent co-morbidities that  

complicate treatment, and inadequate 

oral interventions may lead to unin-
tended adverse medical outcomes.  

 

Utilization of Oral Health Care Ser-
vices (Utilization of Care)ðThe 

percentage of the population receiv-

ing oral health care services through 
attendance to oral health care provid-

ers, while taking into consideration 
factors including, but not limited to, 

health-related behaviors, oral health 

literacy, dentist and dental team 
distribution, financial circumstances,  

special needs, transportation, loca-

tion, language, cultural preferences 

and other factors influencing entry 

into the dental care system.  

 

III. The State of Oral 

Health in the United 

States  

Dental disease is important because it 
impacts both children and adults 

physically, functionally, emotionally, 

and socially. It also affects the na-
tionôs productivity.  

 

Oral Health Is Key to General Health  
Oral health has not been treated as 

the important part of overall health 

that it is. A person cannot be healthy 
unless he or she also is healthy orally. 

The mouth can be the window to  

the rest of the body; it often reflects 
general health and well-being; alter-

natively, it can indicate disease and 

dysfunction. Oral infections can be 

Fall 2008  
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the source of systemic disease.  

Individuals with weakened immune 

systems are especially vulnerable to 
severe systemic complication, some-

times life-threatening, from oral 

infections. In addition, research  
has found associations between 

chronic oral infections and other 

health problems, including diabetes, 
heart disease, and adverse pregnancy 

outcomes.  The need for dental care 

cannot be ignored. Unlike many 
medical conditions, dental problems 

are not self-limiting. Dental diseases 

become progressively more severe 
without treatment, requiring increas-

ingly costly interventions. Initial  

disease attack, and the treatment 
required to manage it, often lead to 

sequela, which require more radical 

and invasive interventions later in 
life. On the other hand, most dental 

diseases are prevented easily at little 

cost through regular examinations in 
conjunction with appropriate modern 

preventive modalities. In addition, 

the initial recognition of life-
threatening conditions like HIV 

infection and oral cancer are often 

made in the dental office. 
 

Parents must understand that oral 

health is much less arduous and less 
costly when care is started early and 

maintained by the regular attendance 

of a dentist. All children need a den-
tal home and continuous comprehen-

sive care.  
 

IV. Challenges to Access 

to and Utilization of Care  

Increasing utilization of care requires 

a significant and concentrated effort 
toward increasing oral health liter-

acy, especially among underserved 

populations. Increased oral health 
literacy will allow individuals to see 

value and ask for services and will 

allow communities to develop a 
culture of oral health as a priority 

that they should work to achieve.  

Further, increasing access to care 
requires a multifaceted solution to 

promote the practice of quality den-

tistry in underserved and rural areas 
and for those with intellectual and 

developmental disabilities, the eld-

erly, children, the medically compro-

mised and transient/non-English 

speaking populations. The dental 

profession is dedicated to working  
with governmental entities, commu-

nity organizations, and other private 

entities to develop solutions to these 
problems and work toward these 

endeavors. Workable solutions to  

access, utilization, and the maldis-

tribution of dentists and dental team 

auxiliaries are discussed further in 

Section V below.  
 

The independent mid -level 

provider  

One present challenge to access to 

and utilization of care arises from 

within the profession itself and 
threatens not only to create a two-

tiered system of delivery, providing 

poorer quality care for poor and 
medically needy populations, but 

also to divert economic resources 

from oral health literacy, expansion 
of quality care, correction of maldis-

tribution, and, most importantly, the  

commitment to prevention.  
 

Numerous organizations have intro-

duced concepts for advanced training 
of a hygienist, other auxiliary or 

another non-dentist, to produce a less 

clinically and didactically trained 
provider, commonly referred to as a 

ñmid-level provider.ò This individual  

will not have attained the minimum 
education and competency levels of a 

dentist but would diagnose, treat and/

or manage the oral health of unde-
served populations outside the sup-

port of a dental team and independent 

of a dentistôs supervision.  
 

Subtracting from the Pre-

vention Model  

 

Dentistry focuses on preventive care. 

Therefore, the AGD supports the 
dental team concept as the best ap-

proach to providing the public with 

quality comprehensive dental care. 
Further, the AGD recommends ad-

vanced training of auxiliaries to 

provide greater expertise of preven-
tive care and of treatment within the 

dental team concept or under the 

direct supervision of a dentist. The  
dental team concept provides the 

patient with a dental home for conti-

nuity of comprehensive care with a 
focus on prevention and treatment to 

forestall or mitigate the need for cost-

ineffective critical care. It also best 
ensures that the patient will receive  

appropriate, competent and safe care.  
 

Further, as stated above, the preven-

tion model has produced not only 
health benefits to patient populations, 

but also economic benefits to the 

health care system. Past advances  
in the prevention and treatment of 

oral diseases have been estimated to 

generate savings of $5 billion per 
year in dental expenditures alone. 

Dental expenditures in 2002 ex-

ceeded $70 billion, the majority of 

which were associated with the repair 
of teeth and their surrounding tis-

suesðand which could have been  

prevented by regular professional 
dental care and good home care 

instructions from the dentist and his/

her staff. Auxiliaries play the key 
role in patient education and preven-

tive care within the dental team.  

  
The concept of independent mid-

level providers subtracts from the 

prevention model as part of a com-
prehensive oral health umbrella of 

care to the detriment of access to and 

utilization of care. Removing the 
oversight of the dentist removes the 

one professional who has the overall 

knowledge and training to  coordi-
nate all aspects of treatment that 

patients might need.  

 
First, concepts that propose the use 

of the auxiliary workforce to fuel the 

development of independent mid-
level providers result only in the 

removal of auxiliaries from their 

preventive role within the dental 
team. Presently, there is a clear mald-

istribution of hygienists within the 

dental team, with some regions of the  
United States experiencing a short-

age. The diversion of resources to 

create an independent mid-level 
provider will serve to further the 

maldistribution within the dental 
team and act as a disservice to dis-

ease prevention. The utilization of 

the auxiliary workforce within the 
team is an approach that can still be 

enhanced to maximize the benefit for 

the patients. Training and expanded  

functions within the dental team can 

easily increase the number of patients 

a dentist can treat in a comprehensive 
manner. Diverting auxiliaries into 

non-team areas has the opposite 

effect. 
 

Second, prevention provided away 

from complete comprehensive care, 
including that of a dentist, puts pa-

tients at risk of receiving inappropri-

ate and possibly unsafe care. Patients 
cannot be expected to make fine 

distinctions between alternative 

treatment choices. They assume that 
the level of care that they receive is  

adequate and complete. A complete 

comprehensive care setting will have 
preventive education for the patients 

and their family, plus it will have the 

full compliment of care and diagno-
sis by a dentist. Without a compre-

hensive care setting that includes the  

services of a dentist, duplication of 
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òAll children 

need a dental 

h o m e  a n d 

c o n t i n u o u s 

comprehensive 

care.ó 


