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CHILDREN'S DENTAL HEALTH ACT OF 1971 

MONDAY, JULY 12, 1971 

u.s. SENATE, 
SUBCOMMITI'EE ON HEALTH OF THE 

CoMMITTEE ON LABOR AND PUBLIC 'VELFARE 
Washington, D.C. 

The subcommittee met at 2 p.m., pursuant to notice, in room 6202, 
New Senate Office Building, Senator Edward M. Kennedy (chair
man of the subcommittee) presiding. 

Present: Senators Kennedy (presiding), Hughes, Pell, and Beall . 
Committee staff members present: Dr. Charles 0. Cranford, pro

fessional staff member and Jay B. Cutler, minority counsel to the sub
conunittee. 

Senator KENNEDY. The subcommittee will come to order. 
About 4 months ago this subcommittee began hearings on the health 

crisis in America. These hearings were held both in Washington and 
in several cities throughout the country. Many witnesses came for
ward to testify and tell of their problems with our health oare sys
tem. From this multitude of witnesses, one general theme was clear
there exists an enormous gap between the health needs of our people 
and the delivery of essential health services. 

The delivery of dental care offers no exception. It is appalling that 
two-thirds of the children of low-income families have never been 
to a dentist and that in a country as wealthy as the United States, 
access to dental care is still determined more often by economic status 
than b:y need. 

Durmg our field hearings in Chicago, we saw black children from 
low-income families receivmg dental care in the Miles Square Neigh
borhood Health Center. For many of the children, it was the first op
portunity to visit a dentist. And, I believe it is safe to say, without a 
federally sponsored program such as the one we saw, their chance 
of receiving dental care would be extremely poor. 

This is especially distressing because of the nature ,and prevalence 
of dental disease. Irreversible damage to the teeth and other oral 
structures is almost certain to occur if treatment is not received at a 
very early age-irreversible damage that will affect the child for the 
remainder of his life. 

'Ve know the value of disease prevention. Among the most heralded 
a?vances in mo?e.rn medicine have been those that prevent a dreaded 
disease from stnkmg our population. 

Dental decay also can be prevented. Scientists have discovered 
ways to prevent most forms of dental disease. w·e do not need to wait 

(1) 
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for additional breakthroughs before we begin to conquer dental decay. 
The gap that now exists between dental needs and services is definitely 
a gap in the delivery process, and it can be closed. 

The shortage of dentists and their auxiliary personnel is well known. 
Therefore, we must apply the resources we have in the most efficient 
manner possible. Other countries have recognized these facts and 
have acted long ago to establish dental programs for schoolchildren. 
New Zealand has had a school dental program since 1921. It is not sur
prising that they are an acknowledg-ed leader in the delivery of dental 
services, having also utilized auxiliaries in effective ways that are, as 
yet, not a part of our dental care delivery system. 

Despite our scarcity of dental manpower, we are failing to recruit 
military service veterans, who have had years of experience as dental 
corpsmen, into the civilian dental care system. Over 1,000 of these 
young men and women are being lost each year to some other civilian ,_ 
occupation. 

Water fluoridation is accepted by all major health organizations 
as an effective and inexpensive means of decreasing the incidence of 
tooth decay. Many communities have already fluondated their water • 
supplies and many more are planning to do so. 

In some cases, lack of public funds is delaying this action. Only 
a few days ago an article in the Boston Globe stated thwt 31 com
munities in my home State of Massachusetts, having completed all 
the legal steps to accomplish fluoridation are now only waiting to 
raise the funds needed to install the necessary equipment. Federal 
grants are needed to assist communities to provide this important 
public health measure. 

The Nixon administration has consistently slighted apl?ropriation 
requests for dental programs. Even today, the administration has de
clined ·to come and present testimony on S. 1874. Legislation enacted in 
1968 to assist in financing dental care for young children has been 
given only token support. S. 1874 seeks to provide dental services for 
our children who have been so long neglected. We cannot permit such 
deprivation to continue unchallenged. 

I will include in the record at the end of my remarks the text of 
S. 1874 and a copy of a letter from HEW dated July 9 received in my 
office over the weekend, which indicated that the Department would 
not be able to appear. 

Our charge 1s clear. We must move quickly to act on this important 
bill introduced by the distinguished senior Senator from the StaJt.e 
of Washington. Senator Magnuson has once again seen a substantial 
national health problem, and in keeping with his keen understand
ing of the health needs of the American people, has taken appropriate 
action by introducing S. 1874, the "Children's Dental Health Act of 
1971." 

(The text of S.1874 and the letter referred to follow:) 
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s. 1874 

IN THE SENATB OF THE UNI'l'ED STATES 

MAY 14, l!l71 

Mr. MAGNUSON intro<lneed the following bill; which was read twice and refermd 
to the Committ~e on Labor and Pnblic Welfare 

A BILL 
To provide for the estahli,shment of projects for the denwl henlth 

of ohildren to incrrose the number of dental n.nxiHaries, to 

increase the availn bility of dentn.I cnre through efficient use 

of dental personnel, nnd for other purposes. 

1 Be it enacted b!l the Senate and II ouse of Representa-

2 tives of the United States of Ame1·ica in Congn~s assembled, 

3 Tha.t this Act may he cited ns the "Children's DentJal Health 

4 Act of 1971". 

5 SEC. 2. The Public Health Servic.e Aet is amended hy 

6 a:dding at the end thereof the following new ti,tle: 

II 
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1 "TITLE X-DENTAL HEALTH PROJECTS 

2 "GRANTS FOR PROJECTS FOR DENTAJ, CARE FOR CHILDREN 

3 "SEc. 1001. (a) There are authorized to be appropri-

4 ated $5,000,000 for the fisC8l yoor ending J ooe 30, 1972; 

5 $15,000,000 for the fiscal year ending June 30, 1973; $30,-

6 000,000 for th\fiscnl year ending June 30, 1974; $50,000,-

7 000 for the fi'Scal year ending June 30, 1975; and $70,-

8 000,000 for the fiscal year ending June 30, 1976; which 

9 shall be used by the Secretary to make grants to the health 

10 agency of any Starte (or politiC8l subdivision theroof) or to 

1 1 any other public or nonprofit private agency, organization, 

12 or institution to pay for part of the oost of the oarrying out 

13 (on a planned and systematic bnsis) by such agency, orga-

14 nizwtion, or institution, of one or more oomprehensive proj-

15 eots for dentnl oare md services for chil'dren of preschool 

16, and school age. Any such project shall include. such com-

17 prehen~ive rorreotJive, rollowup, n.nd preventive services (in

IS eluding dental hea.Jth eduon.tion), and t•rootment ns may ht' 

19 required under regulations of the Secretary. 

20 " (b) Grants under this section shall not be utilized to 

21 provid·e or pay for dental oo.re and sen·ices for children 

22 unless such chil'dren sre determined (in accordance with 

2:3 regulations of the Secretary) to he (A) from low-income 

2.:1: families, or (B) unable, for other rensons heyond their oon-

25 trol, to obtain such care and services. 

1 
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1 " (c) Grants under this section· may be utilized for the 

2 conduct of research, demonstrations, or experimentation 

3 carried on with a. view to developing new methods for (A) 

4 the prevention, diagnos~, or treatment of dental problems, 

· 5 (B) the payment of dental care and services; or (C) the 

6 utilization of dental health care personnel with various levels 

7 of training; except that not more than 10 per centum of ariy 

8 grant ·under this section shall be so 'utilized. 

9 · " (d) In making grants under this section, the Secre-

10 tary shall accord priority to projects desigried to provide 

11 dental care and preventive services for children of preschool 

12 age and school age children who are in the first five grades 

13 of school. 

14 "GRANTS FOR WATER TREATMEl'I'"T PRoGRAMS 

15 "SEc. 1002. (a) There are hereby authorized to be 

16 appropriated $2,000,000 for the fiscal year ending June 30, 

17 1972; $3,000,000 for the fiscal year ~nding· Jurie 30, 1973; 

18 $4,000,000 for the fiscal year ending June 30, l974; 

19 $4,000,000 for the fiscal year ending Ji.me 30, 197 5; and 

20 $2,000,000 for the fiscal year ending June 30, i976; which 

21 shall be used by the Secretary to make grants · to States, 

22 political subdivisions of States, and other public or nonprofit 

23 private agencies, organizations, and institutions to assist them 

24 in initiating, in communities or in public elementary 0~ sec-

25 . ondary schools, water treatment programs designed to re-
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.1 duce the incidence of oral disease or dental defects among 

. ~. residents of such conununities or the students in such schools 

(as the case may be) . .. 
. ~ 

4 "(b) Granbs under this seotion may be utilized for (but 

5 are . oot limited to) the purchase and installation of water 

6 trea1tment equipment. 

7 " (c) Granbs under thi'S seotion shall not exceed-

8 " ( 1) in the oosoe of a. gnmt t'O any person who has 

9 reooived a grant under section 1001, 80 per centum of 

10, the cost of the treatment program wivh respeot to 

11 which such grant under this section is made; and 

12 " ( 2) in the case of a grant to any person . (other 

13 than a person referred to in paragraph ( 1) , 66f per 

14 . ce~tum of ,the cost of the treatiJ,lent program with re-

15. speot to which such grant is made. 

16 "GRAN,:r'S TO 1'RAIN AUXILIARY DENTAL PERSONlffil, 

n "SEc. 1003. There are hereby authorized to be appro-

18 priated $12,000,000 for the fiscal year ending June 30, 

19 1972; $20,000,000 {Qr tJhe fiooal yeu ending June 30, 

20 1973; $25,000,000 f~n· the fisQal year ending June 30, 

21 1974; $20,000,000 for the fiscal year ending June 30, 1975; 

22 apd $20,000,000 for the fisoolyear ending June 30, .1976; 

23 .. which . shatl be used by the Secretary to make grantJs to 

24 . public and nonprofit private instljtuti'Ons to assist them in 

25 esooblishing and carrying out programs to edooate and train 

l 
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1 persons for oareers as auxiliury dental personnel wiuh special 

2 emphasis 011 the education nud trai11ing of veterans of the 

3 Armed Forces who hnYe received experience and training 

4 in dental auxiliary functions. 

5 "PROJECTS TO PROMOTE EFJ:<'l~CTIVJ•; USE <W AlJXIJ.IAHY 

6 DENTAL PERSONNm, 

7 "SEc. 1C04. (a) There nre hereby authorized to be ap-

8 propria ted $6,000,0CO for the fiscal year ending June 30, 

9 1972; $10,000,000 for the fiscal year ending .June 30, 1973; 

10 $10,COO,OOO for the fiscal year ending June 30, 1974; $15,-

11 000,000 for the fiscal year ending June 30, 1975; and $15,-

12 000,000 for the fiscal year ending June 30, 1976, which 

13 shall be used by the Secretary to make grants and enter into 

14 contracts (without regard to section 3648 of the Revised 

15 Statutes, 31 U .S.C. 539) under subsection (c) and to make 

16 grantJs to dental school'S, and to other public or nonprofit 

17 private agencies, organizations, and institutions, and to 

18 cuter into contract.s (without regaJ'(l to secti:on 3648 of the 

19 Revised Statutes, 31 U.S.C. 529) with individuals, agen-

20 cies, organizations, and institutions, for pmjects d~scri!bed 

21 in subsection (b), 

22 "(b) Grants and contracts under this section may be 

. 23 made or entered into for projects for-

24 " ( 1) planning, establishing, demonstrating, or sup-

J 
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1 portiug progl'nlll's to teach tlental studt•nts untl dentists 

2 the efficient a.uu cffcetive utilization of de.utal auxiliul'ies 

3 and the munagement and supervision of total dental 

4 health teams (including, but not limited to, teams con-

5 sistiug of vnl'ious types of auxiliary dentnl personnel who 

7 

8 

9 

are trninPd in earryiug out cxpnudcd fnuctiQnS (ll' pro

cedures which do not require the kuowlc.>dge aud skill of 

the dentist) , with special cmphul'is on the employment 

aml utilization of veterans of the Armed Forces who 

10 have received experience ~nd training in dental auxiliary 

11 functions; 

12 "(2) demonstration and experimentation of ways to 

13 organize dental health services to achieve maximum ef-

14 fectiveness in the use of auxiliary dentrul personnel, 

15 which projeots take into account snob factors as patient 

16 acceptance, quality of care, and cost of services; and 

17 " ( 3) planning, establishing, demonstrating, or sup-

IS porting field training programs for dental stu.dents and 

19 auxiliary dentHl persmmel in which dent<ll enre and pre-

20 ventive services are provided by snch persons under pro-

21 fessionalsnpervi:,;ion in nreas characterized by low ~amily 

22 incomes or shortage of and need for dental services. 

23 " (c) The SeeretllrJ is nuthori:~:ed to utilize sums appro-

24 · priated pursuant to subsection (a) to make grants to dental 

25 schools and to other public or nonprofit private agencies, 

1 

• 
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1 organizations, and institutions, and to enter into oontractS 

2 with individuals, n.genc·ies, organizations, and institutions fOr 

3 special projects related to investigation and demonstration of 

4 ways of providing incentives for developing or establishing 

5 dental facilities or services in areas or aommunities in a State 

6 determined by the appropriate State health authority in suoil 

7 State to have a shortage of and need for dentists. 

8 

9 

"DENTAL ADVISORY COMMITTEE 
:.~ 

"S:oo. 1005. (a) 'l'he President shall a:ppoint a DenW 

10 Advisory Committee consisting of seven members, four of 

11 whom shall be selected from the dental profession and three. 

12 from the general public. Members shall be appointed from' 

13 among persons who, by virtue of their trajning, experience; 

14 and background, are exceptionally qua.Iified to appraise the' 

15 programs establrshed by this title. The Secretary shall· be anr 

16 ex officio member of the Committee. 

17 "(lb) ( 1) Members "ShaJil 1be arl'pointeld .for six-yea'r 

18 terms, except t•hat. ·of :the memhert;; first appointed three shall 

19 he a•ppoillitetl f~.1r two years, two shaH he appointed fur foo•r" 

20 years, ·and two shall be appoint€<d for a teJ1Ill. of six yoors as 
21 designated by the President at the time of appointment. The 

22 mem!hers •shall seJ.ee.t their own cha·irma.n . 

· 23 " ( 2) Any momber aippointed to fill a vacancy occur-

24 riU:g prior to the ex·piration of the term for which his prede-

25 cessor wa:s appointed •sha!:l serve only for the remainder of 
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l , !i~tch term. Memlbers shall be eligiMe for rewppointment and 

2 • may .sen:e after the e:x:piration of their -terul!S until their sue

.;;!, • CeSSOl'S ha.ve ta,ken office. 

4 ... ' -· .''- ( 3) .The Deu.tal Advisory. Committee •shall advise thl' 

~ ... Scc:retary , in regard to the reports required wtde.r se<tiuu 

q., ; 1006, m regard. to programs e&llaJblished under this tit\e, a!W 

7 in regard - to a~ti:vi·ties canied on -by the D~men.t of 

8 Health, Education, and Welfare related ·to d€'Il!tal health, den

:!;l· .. tal manpower, or dental training and suV'ices, and shlrl:l 

1() serve as a reviewing body for grants made pursuant to 

1l- , ,thi~ tjtle, where such review is deemed necessary by the 

12 _ ~ecrel4ry. 

13. .. . ." (4) Members of the Dental Advi•sory Oommitt~e who 

H : are .,not officers or empl'Oyees of the United States shall re-

1~ ceive ·couJ.pensa.tion a.t rates not to exceed the daily rate 

16 prescribed for GS-18 under section 5332, tivle 5, United 

17 States . Code, for each day they are engaged in the aotual 

18 . ~perftmnauce of their duties, including traveltime, and whil~;~ 

19 so serving a way from their homes or regular places of husi-

20 .ne&s they may be allowed travel expenses, including per diem 

21 -in lieu of subsistence, in the same manner a.s the expenses 

22 authorized by section 5703, title 5, United Sta.tes Code, for 

23 persons in Government ser.vice employed intermittently. 

24 '! ( 5) The Secretary shaH make available to the Dental 
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. 1 . Advisory Oomwittee . soch sta.ff, information,. and other as-

2 sistance as it may. require . to caiTy out its activitie-s. · 

3 , ·. , , ~' ( 6) The SeenetQ.ry,: af~~r \ cousnltation With the Dental 

4 Advisory OommittetJ, shall promulgate such rules and regu-

5 lations as are necessary to carry out the purposes of this title. 

"~EPORT 6 

.. 7 ':&c. 1006. (a) T:he Secr11tary shaR 8u})mit. a report 

8 to the Congress not later than J anu11-ry 3l of .each year on 

9 the progress of the implementation and administration of the 

10 programs established under this title. 

11 " ( u) The Secretary shall submit to the Congress a repmt 

12 containing his recommendations concerning the need and 

13 feasibility of a comprehensive national dental health progmm 

14 for children within ninety days after the end of the fi·scal year 

15 ending June 30, 1976." 

16 SEc. 3. Section 1902 (a) (10) of title XIX of the 

17 Social Security Act is amended by adding n.t the end thereof 

18 the following: "and except that 8erviccs described in para-

19 graph ( 10) of section 1905 (a) ma.y be made available to 

20 individuals or groups of individuals under a.ge eighteen with-

21 ont making available snch services of the same amount, dura-

22 tion, and scope to individuals of any other ages;". 

23 SEc. 4. (a) Section 1 of the Public Health Service Act 

24 is amended to rea.d as follows: 

64-999 0 - 71 - 2 
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1 "SECTION 1. Titles I to X, inclusive, of this Act may be 

2 cited as the 'Public Healt.h Service Aot'." 

3 (b) The Act of Jmy 1, 1944 (58 Stat: 682), as 

4 amended, is further amended by renumbering title X (as in 

5 effect prior to the enactment of this Act) as title XI, and by 

6 renumbering sections 1001 through 1014 (as in effect prior 

7 to the enactment of this Act), as sections 1101 through 

8 1114, respectively. 

' 



• 

-1 

13 

DEPAB.TMENT OF HEALTH, EDUCATION, AND WELFARE, 
Washington, D.O., July9, 1971. 

H()n. E!JwAB.DM. KENNEDY, 
Ch<Urman, Subcommittee on H eaZth, 
U.S. Senate, Washington, D.C. 

DEAB SEN ATOB KENNEDY: This is in response to your letter of July 8, 1971, to 
Secretary Richardson, inviting the Department to testify at the hearing ·sched
uled for Monday, July 12 at 2:00p.m. on S. 1874. 

This bill provides for the estatblishment of projects for the dental health of 
children, an increase in the .number of dental •auxiliaries, and grants for wa,ter 
treatment programs. As a result, the measure relates to a number of existing 
Departmental prog.mms, as well •as to other legislation currently pending before 
the Congress. 

We ·appreciate the invitation to testify before your Subcommittee. However, 
becaUBe ()f the multiplicity of complex issues involved and the short notice we 
received on the scheduled hearing, the Department will not be ready to appear on 
Monday, July 12. 

If the Subcommittee ·plans to schedule additional headngs on the bill at a Iater 
date, we would be pleased to appear. 

Sincerely yours, 
STEPHEN KURZMAN, 

Assistant Secretary for Legislation. 

Senator KENNEDY. Our first witness this afternoon is my distin
rnished friend and colleague, .Senator Wan-en Magnuson, the senior 
Senator from the State of W·ashington. As I have just mentioned, he is 
the chief sponsor of S. 1874; and, Senator Magnuson, I congratulate 
you on your concern about this situation and your vision in seeing the 
great need for legislation in the area of dental health care. · 

A tremendously effective Senator, 'Senator Magnuson also serves as 
chairman of the Senate Commerce Committee and as a member of the 
Aeronautical rand Space Sciences Committee, the Appropriations Com
mittee where he chairs the Labor-HEW Appropriations Subcommittee, 
and a member of the Select Corrunittee on Equal Educational Oppor
tunity. 

It is obvious that he is a man who is deeply committed to both equal 
educational opportunities and to equal health care opportunities. 

Senator Magnuson, I am looking forward to hearing your testimony 
on this legislation. 

Senator MAGNUSON. Thank you, Mr. Chairman. 
Senator KENNEDY. Senator Javits wished that he could be here for 

he is deeply interested in this bill. He commends Senator Magnuson, the 
author of tlhe 'bill, of which he is a cosponsor. He ·has a statement, and 
I would like to have his remarks printed in the record. 

(The statement of Senator ,J avits follows:) 

STATEMENT OF HoN. JACOB K. JAVITB, A U.S. SENATOR FBOM THE STATE 
OFNEW YOBK · 

These hearings on S. 1874, the "Children's Dental Health Act of 1971", rep
resent our deep concern with all facets of the nation's growing health crisis, 
and I highly commend Senator Magnuson, ·the author of this bill of which I am 
co-sponsor, for his initiative in this area. 

As the Senator from Washington has so clearly pointed out in his floor state
ment introducing the bill, dental health is a most neglected aspect of our health 
care crisis. The Senate has just approved a comprehensive plan to attack can
cer and soon wfll take up (In the floor of the Senate S. 934 and S. 1747, w'hlch are 
designed to overcome our shortage of trained health manpower. I believe S. 18'14 
provides an effective c>omplement to these meaS'llres. 

The statistics on dental care in this country show how frighteningly inade
quate dental care is for children. More than half the chlidren in this nation have 
never visited a dentist and in rural areas even fewer children have visited a 
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dentist, and among our low-income groups the number approaches 70o/o, which 
is to say that a~nwst %, of these children have never seen a dentist. 

This situation is subject to be a multi-faceted attacl,!: and that is exactly what 
is proposed by S.1874. 

First, special eomprehensive projects will be established to provide continuing 
corrective, foll'Ow-up and preventive dental care to children of pre-school and 
early school age who are from low income backgrounds or are otherwise unable to 
obtain dental care. 

Second, funding will be provided on a matching basis for ·the establishment of 
water treatment-fluoridation-projects in those communities which desire 
such projects. Those communities which also have dental care projects will 
have an added incentive for this medically valuable prevention program and 
will receive greater Federal support to set up the fluoridation program. 

Third, the bill establishes projects to promote the effective use of auxiliary 
dental personnel. The use of such personnel would greatly enhance the effective
ness of the more highy skilled dentists. 

By treating children we will avoid future health problems and costs and 
instill in our children an ·awareness of the importance of dental health, some
thing whieh if done in early childhood may prove as valuable as the dental care 
itself. 

I so strongly believe in preventive dental care that my National Health In
surance and Health Services Improvement Act provides complete dental care 
for children as a vital level of benefits. 

Senator KENNEDY. Senator Magnuson, I had a very fine opportunity 
to visit your State and to visit the Puget Sound group health plan. 
It is one of the most imaginative, creative, and successful programs in 
t.he country. 

The role of the consumer in this program is enormous, and it has 
many other admirable features. But one of the features lacking is a 
dental program. 

I was extremely interested to see that one of the most forward
looking group health programs in the country did not provide dental 
services. Yet, time and time again, as we visited various communities 
and neighborhood health centers in different parts of the country, we 
found that often the most utilized service was the dental facility. 

In Denver, Colo., for example, there is a waiting period of 7 months 
before the children can see a dentist. In our meetings with various 
parents, who l?articipate on the boards of these health centers, when 
asked what thmgs they like and don't like about them, they consist
ently mention that one of the best features is dental care for their 
children. 

As you know, I came from New England. although distinguished in 
many ways1 it is not. distinguished for having good teeth, because of 
the lack of certain minerals in the waters and a variety of other reasons. 
I think we provide a grOOJt service by bringing these matters to public 
attention. · 

I want to also recognize Senator Hughes. Would you like to make 
a comment at this time, Senator? -

STATEMENT OF HON. WARREN G. MAGNUSON, A U.S. SENATOR 
FROM THE STATE OF WASHINGTON 

Senator MAGNUSON. Thank you, Mr. Chairman. 
I am pleased to be here less than 2 months after we introduced the 

Children's Dental Health Act of 1971, to testify in its behalf. Within 
the space of just a few weeks, 36 Senators, representing both sides of 
the aisle, have cosponsored this legislation. 

• 
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I am most appreciative of the support you have given this bill, Mr. 
Chairman. Similarly vital has been the support of Chairman Williams, 
Senator J a vits, and eight other members of the committee. That so 
many from both parties in the Senate, in the subcommittee, and in the 
full committee have lent their support to this bill in striking evidence 
of a widespread awareness of the need for a substantially expanded 
Federal dental health effort. 

That the subcommittee has moved so quickly to consider my bill is, 
I hope, evidence of a commitment to make that expanded effort. a real
ity in the very near future. For we cannot afford to further delay 
Federal action in this area of critical need until some undetermined 
time in the future, as the administration recommended earlier this 
year in its white paper entitled "Toward a Comprehensive Health Pol
icy for the 1970's." A truly comprehensive health policy for the 1970's 

, must include a substantially expanded Federal dental health effort. 
Mr. Chairman, several very able and qualified witnesses will provide 

the subcommittee with their views as to how this bill would assist in 
solving specific problems in their particular fields of expertise. I am 

• especially pleased that Dr. John Deines, the current president of the 
American Dental Association and also a good friend and fellow Wash
ingtonian, is here today to testify in behalf of my bill. Because Dr. 
Deines and other witnesses will testify in depth on the separate parts 
of this legislation, I will limit myself to a more general, overall state
ment. 

The Children's Dental Health Act of 1971 would authorize a:P.pro
priation of $338 million over the next 5 years. A total of $170 million 
would ·be used for pilot dental-care P.rojects providing preventive, cor
rective, and followup care to 1.5 million disadvantaged children. The 
amount of $15 million would be used to assist communities and schools 
to fluoridate their water supplies. The sum of $97 million would be used 
to train approximately 27,000 dental auxiliaries. And $56 million would 
be used to train dentists and dental students how to best utilize dental 
auxiliaries. 

The most compelling reason for an immediate expansion of the Fed
eral dental health effort is :P-resented by the absolute paucity of dental 
care now available to our children-especially those in low-income fam
ilies. By age 2, half of America's children have decayed teeth. By the 
time he enters school, the average child has three decayed teeth. By 
his 15th year, he has 11 decayed, missing, or filled teeth. 

And-I would add-more often than not, those are 11 missing or 
decayed teeth rather than filled teeth, for over half of all our children 
have never been to a dentist, and this proportion is even higher for 
youngsters living in rural areas. 

But, by far, the greatest need is among children from low-income 
families, for almost 70 percent of them have never received a dentist's 
care. The consequences of this national neglect follow one upon thr:l 
next in a tragic chain reaction. 

Lef~ to fester and become m.ore s~rious w_ith each pa$ing year, pain
ful c~ldh<>?~ dental defects Impair _learnmg and cu~ail youngsters' 
physical abihty to eat properly. With adolescence-1f not earlier
on~ relatively minor though painful childhood cavities grow into 
ma)or dental problems and lead to serious oral diseases. 

The results of this chain reaction set off by neglect of the dental 
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health needs of children, are stag~ring. An unpublished report writ
ten in 1970 bv the staff of the Division of Dental Health in the Bureau 
of Health Manpower, stresses the "serious consequences" of this ne
glect. Those consequences, the report goes on to say, include the 
following: 

More than 20 million persons have lost all their teeth and another 26 million 
have lost half or more. Only six persons in every 1,000 in this country possess a 
full complement of sound teeth. 

The cost-in dollars and cents-of this neglect is made strikingly 
clear in that same re.port when it states: 

Much, if not most, of the nearly $4 billion spent annually by Americans for 
dental care goes to correct conditions which need never have developed at all 
or whi<'h could have been arrested at an earlier stage at considerably less cost 
in money and .professional time. 

The cost-in human terms-was well stated by the Director of the t 
Dental Institqte in NIH in a report ·:prepared earlier this year at the 
request of the Appropriations Committees. In that report, the Direc-
tor wrote: 

Oral diseases impair nutrition, especially in older people, mar appearance, and 
impede communication. The individual thereby suffers ·biologically, psycholog
ically, and socially. 

Mr. Chairman, the costs of dental neglect do present an immediate 
and pressing need for meaningful Federal action. The pilot dental 
care projects and water treatment grants authorized in the first two 
sections of my bill would provide that kind of action. 

These dental projects will not provide care to all children or even to 
all economically disadvantaged children. We have neither the funds 
nor the manpower to set out upon such an ambitious course. Instead, 
these would be pilot projects which-while providing direct care to 
1.5 million disadvantaged children-would also provide an opportun
ity for determining how quality dental care can be provided to large 
numbers of people with maximum efficiency and minimum cost. 

Given the fact that 70 percent of all poor children have never been 
to a dentist, the need to provide early dental care to as many of them 
as possible is obvious. Perhaps not so obvious-but certainly just as 
important for the entire Nation-is the knowledge which we will gain 
through these projects about how we can improve the delivery of den-
tal health care. . 

As is the case with medicine, the progress of dental health science 
has outstripped our present capacity for making the benefits of that 
progress Widely available to the public. • 

Somehow, we must close this gap between the dental scientist's 
laboratory and the dentist's chair. For this reason, then, specific pro
vision is made in the pilot project section of this hill for experimenta
tion within those projec.ts with new methods of prevention, diagnosis, 
treatment, manpower utilizwtion, et cetera. · 

Knowledge gained as a result of these pilot projec.ts and this experi
mentation will lead to improvements in the delivery of dental care. 
And, hopefully, it will also help to pave the way for coverage of dental 
care through national health insurance as you have proposed, Mr. 
Chairman. 

It is a part and parcel, I think, of the whole national health problem. 
In sum, these pilot projects would permit us for the first time to 
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seriously confront the dental needs of a sizable proportion of the Na
tion's poor children-those most in need of immediate care-and, at 
the same 1time, pave the way for major advances in dental care delivery 
which will directly benefit every American. 

Before leaving the subject of the pilot projects, I want to comment 
on one additional issue which may be troubling some members of the 
subcommittee. That is the question of whether this section of my bill 
unnecessarily duplicates the provision of title V of the Social Security 
Amendments of 1967 for pilot dental care :r;>rojects. 

The answer is clearly no. Since there IS no separate funding au
thorization for these dental projects, they have had to compete for 
funds with a broad variety of other title V programs. As a result, and 
this was pointed out by you, Mr. Chairman, no funds were allocated 
for dental projects in fiscal years 1968, 1969, or 1970. 

Finally, in fiscal year 1971, $500,000 as allocated to seven dental 
projects serving about 10,000 children. In fiscal year 1972, afulr which 
the authority for these projects expires, the President has indicated 
that $860,000 will be allocated for dental projects. This increase will 
permit ·the addition of only four new projects, making a total of 11 
serving about 5,000 more children. 

It is clear, then, that we must enact sepa.rate legislation with a sep
arate authorization if we are to actually fund enough pilot projects 
to care for a significant number of children or obtain meaningful data 
for future application. 

Finally, it should also be noted that the title V program provides 
only 75-percent matching grants whereas my bill would provide full 
funding of all care provided poor children. 

Mr. Chairman, the second section of my biB would make it possible 
for the American people to save a simble proportion of the nearly $4 
billion which they are spending every year on cor:rwtive dental care. 
That sect.ion would provide $15 million for Federal matching grants 
to schools or communities wishing to fluoridate their water supplies. 

This $15 million would make it possible for up to 7,000 communites 
with 45 million residents to obtain substantial Federal assistance to 
fluoridate their water. The 1969 census showed that 13,000 communi
ties containing 57 percent of the Nation's popul'ation do not now have 
fluoridated water desipte the fact, as Dr. Deines will show, the effec
tiveness and safety of fluoridation in preventing tooth decay has 
been demonstrated again and again. 

If you will compare this $15 million which I propose to spend over 
the next 5 years for the prevention of dental disease with the $4 biHion 
that the public spends every year for corrective dental care, then I 
think you will agree with me that an ounce of prevention is not only 
better than a pound of cure-but that it is also much cheaper. 

Before I go, Mr. Chairman, I wish to emphasize that this bill would 
not require any school·or community to fluoridate its water. What the 
bill would do is assist those schools and communities which decide
on their own-that they wished to fluoridate their water. 

Mr. Chairman, the current need for an expanded dental health ef
fort is great. But the Nation's dental health needs, even given the 
preventive measures contained in the first two sections of this legis
lation, will continue to grow greater in future years. PopulatiOn 
growth, increased public •a wareness of the importance of dental health, 
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and expanded aocessabili.t,y to dentJal care through private insurance 
plans all •point toward ·a nsing demand for dental care. Add to these 
fa.ctors the possibility that a national hea1th insurance system, includ
ing coverage of dental care, will be implemented and predictions of 
future demand escalate sharply. • 
If we :are to meet this future demand, then we must not only im· 

prove our dental eare delivery system but we must also train much 
l·arger numbers of dental health personnel. And while we must con
tinue to increase our supply of dentists, we can no longer rely upon 
dentists alone to provide dental care. 

'I'bis point was emphasized in testimony presented last summer to 
the House Health Subcommittee by the American Dental Association, 
the Ameriean Assooiwtion of Dental Schools, the American Dental 
Hygienists Association, and the American Dental Assistants Asso
ciatiOn. In a joint statement, they said : 

"As this commit~ well knows, the drive to produce more dentists 
is complicated by the timelag, as mu~h •as 12 years in duration, be
tween the planning stages of a new dental school and the year it 
gradu~tes Its first class. A timel·ag of such duration does not occur 
with supportive personnel in the dental field. 

"In addition, there is increasing understanding within dentistry of 
the fa.ct that the ·hygienist and the assistant can and should perform 
additional functions. Concentration on programs within these areas, 
then, is both professionally and pragmatically desirable." 

However, Mr. Chairman, degpite the need for-and the desirability 
of-tmi.ning ~reatly increased numbers of these dental auxiliaries, our 
present trainmg efforts ·are falling frur short of filling the need. 

Currently-and these figures are startling-there is only one hygien
ist for every six practicing dentists, although professional groups tell 
us that the mimmum desirable ratio is one hygienist to every two 
dentists. 

If we are Ito provide for even that minimum ratio by 1980, we must 
gmduate at least 48,000 new hygienists dUTing this decade. However, 
at the curre:nlt rate, we will train only 23,000. 

Thus, we will have a net deficit of 25,000 hygienists in 1980. Similar 
deficits in dental assistants and dentallaboraltory technicians will pre
vail unless our current tnvining efforts ~re sharply accelemted. These 
1980 deficits are predicted to be 137,000 for dental assistants and 23,500 
for labornrory technicians. · 

The third section of my bill addresses this need by authoriZ'ing $97 
million to trnin 27,000 new dental auxiliaries during the next 5 yea.rs. 
Wh.rile even this increase will not complErt.ely close the gap between 
auxiliaries needed and auxiliaries available, it will substantially im
prove our capacity for meeting the increased demand for dental serv
Ices we know l~es ahead. 

The fourth-.and final-major section of this bill would authorize 
$56 million to be used during the next 5 years :to train de:nltist:s and 
denta.l students to work with auxiliary personnel. Taken together, the 
final two soobions of this legislation will provide us wiillh de:nltists and 
delllbal auxiliaries trained to work as efficient, productive teams oa;pable 
of providing higher quality dental care to more Americans than ever 
before. 

Mr. Chairman, the Children's Dental Health Aot would help to sub
stanitJially reduce vhe inddence of denml problems and maximize the 

t 
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den1tal profession's oapacity to deal with those that do oceur. EnMtment 
and implementaJtion of this legislation would compromise a sound 
investment in theN ation's health. 

Senator KENNEDY. Thank you very mMh, Senator. Thrat is a 
splendid sbaltement, not only in analyzmg the legislation, but also in 
justifying the various provisions for ·it. I can support compl~ly the 
demand on public resources to help implement fluoridation of public 
water supplies. 

As I mentioned in my brief opening comment, we have a number of 
communities in my State-I don't think that is probably unlike many 
other States-that desire fluoridation programs but just don't have 
the kinds of resources necessary to assist in their implementation. 

Obviously, you have looked into this and have made some proposals 
on that question. 

Manpower is another very significant area, as pointed out in your 
testimony. You have under sections 1003 and 1004 some important and 
meaningful directives for that particular need. 

Senator MAGNUSON. I think those manklower figures are somewhat 
startling, Mr. Chairman. It is hard to reahze the neglect that has been 
going on in this field, until you read some of those startling statistics 
and I would consider some of them q_uite conservative. 

Senator KENNEDY. And about the mcreased manpower. 
Our State and your medical society, of course, in .the State of Wash

ington have been rather progressive in utilizing paramedical person
nel. The State of Washington Medical School along with the medical 
societies have begun a very significant program. I met a number of the 
corpsmen participating in the program and understand that they are 
carefully selected and matched w1th existing needs throughout the 
State of Washington. 

It was interesting to note that for the approximately 100 initial posi
tions, there were some 3,000 applications. I think the program now has 
approximately 164 who have either been graduated or are currently 
enrolled in the program. 

We are also finding that there are 1,000 dental corpsmen that are 
coming out of the mihtary every year that are not being utilized in the 
civilian sector. 

I think you have focused on that particular question and I think your 
legislation is flexible enough to provide resources to help develop pro
grams to also better utilize existing manpower resources. I think you 
have targeted the areas of need for creating additional personnel, and) 
in a greater sense, improved utilization of existing resources. 

Senator MAGNUSON. That's righ't. I think we should try to utilize 
existing resources •and facilities if practicruble. You quilte correctly 
noted that we are not effectively ultihzing in a civilian capacity those 
who come out of the military wi:th !training as dental auxiliaries. 
That, of course, is why my bill specifically mentions them in sections 
1003 and 1004. And of course you have noted the possibility, Mr. 
Chairman, of fuvther ultilizing the regional medical centers. That is 
an exciting idea, I think. 

Senator KENNEDY. They have been cu't back rather signi£cantly, as 
you know and I know you have been trying to restore them. 

Senator MAGNusoN. Mr. Chairman, I 'am hopeful we can pass S. 187 4 
as soon as possible and get stavted on solving some of these problems. 
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I want to assure this commilt!tee that I will do my best to implement 
it in !the subcommittee on HEW appropriations once it becomes law. 

Senator KENNEDY. Before depart,ing, I thought one of the points 
you made, which we all ought to be reminded of, is the faot that this 
is ·a problem in rural America as well as in urban America. 

I see the problem time and :time ag·ain in many of the cities of indus
trialized States. But I think thrut you, representing a State which has 
many rural areas, are indicating the dimension of the problem in rural 
America; something that we ought to be mindful of. 

Senator MAGNUSON. Yes. As I indicated earlier rural youngsters 
receive dental care even less frequently than does the child living in 
the suburbs. And thaJt means the rural youngster has less than a 50-50 
chance of receiving proper dental health care. 

Senator KENNEDY. As you know, we have the Allied Hedth Man-
power and the Health Professions Educational Assistance legislation • 
which provides assistance to v•arious medical schools, dental schools, 
schools of ostoopaJt;hy, podiatry, and a varie~y ?f dthers. I. am looking 
forward to testlfymg before your Appropnatwns C<>mm11ttee tomor-
row regarding the HEW appropri,ations. 

But you have some provisions in here in sections 1003 and 1004 to 
provide additional kinds of incentives Ito denital and dental auxiliary 
schools. As I understand, you feel personally that the nature of the 
dental crises is sufficient to justify both kinds of supports to creation 
of dental personnel. Am I correct m !this 1 

Sensitor MAGNUSON. The important thing is that we g~ the job done. 
And I'm el-ated by the universal support that the dental profession 
is giving to this legislation. Mr. Chairman, I want ·to close with a liWe 
item that says •a lot about the insufficiency of our current dental health 
care oapacity. · 

When I went back to my office immediately after lunch, I had a 
note from my secretary. It said, "You have an appointment with 
Dr. Berman, Friday, July 16, at 8 o'clock." 

Then there is a note here. "You had better go or you will lose your 
turn for the next 2 months." Dr. Berman is my dentist. 

This is typical, Mr. Chairman. 
Senator KENNEDY. We don't want that to happen. 
Senator Hughes~ 
Senator HuGHES. No, thank you, Mr. Chairman, I won't delay the 

Senator with questions this morning, but just extend m_y appreciation 
to him for the leadership he is offering in this field and say that I am 
happy to join him in cosponsoring his legislation. 

Senator KENNEDY. Senator Beall? 
Senator BEALL. I want to thank Senator Magnuson for introducing 

this bill, Mr. Chairman, and for his testimony here today. I happen 
to be a cosponsor of this legislation. I think it is going to provide much 
help in the area of great need. 

Interestingly enough, I had contacted HEW on Thursday last with 
regard to a grant to a small college in western Maryland under the 
dental systems program. But HEW is unable to make 20 awards, and 
they had 200 requests for participation in this program. 

I think it shows the need for the kind of bill you are offering here 
today. 
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Senator MAGNUSON. $500,000 is as high as they would go. With this 
problem, that won't even come near scratching the surface. 

Senator KENNEDY. I want to commend you on the President signing 
your increased education appropriations bill totaling $5.1 billion. I 
think. we all read about it this morning. That, of course, is an additional 
tribute to you and the workings of your committee. It is very significant 
work, Senator. · · 

Senator MAGNUSON. Thank you, Mr. Chairman. 
Senator KENNEDY. Our next witnesses are a panel of distinguished 

dentists, one of whom is Dr. John M. Deines, Seattle, Wash., who is 
president of the American Dental Association for 1970-71. A private 
general practitioner in Seattle, Dr. Deines is a past president of the 
Washington State Dental Association and the State's unit of the 
American Society of Dentistry for Children. 

For 6 years he served as a member of the ADA board of trustees, and 
for 8 years as a member of the ADA house of delegates. He is a con~ 
sultant to the National Health Services Council of HEW. 

Dr. Eddie G. Smith, Jr., of Washington, is vice president of the 
National Dental Association and will be installed as president-elect 
of NDA at the group's annual session in August to be held in Wash
ington, D.C. Dr. Smith is project director of the Community Group 
Health Foundation in Washington, D.C., and also is currently serving 
as assistant professor at Howard University School of Dentistry. 

Dr. John J. Salley of Baltimore, Md., is president of the American 
Association of Dental Schools and dean of the University of Maryland 
School of Dentistry. He received his dental degree from the Medical 
College of Virginia, and a Ph. D. from the University of Rochester. 
He is a consultant for the World Health Organization, and is immedi
ate past president of the Southern Conference of Dental Deans and 
Examiners. Dr. Salley was a member of the faculty of the Medical Col
lege of Virginia from 1954, until his appointment in 1963 as professor 
of oral pathology and dean of the Maryland dental school. 

Senator Beall? 
Senator BEALL. I want to add that as a Marylander, we are very 

proud to work with Dr. Salley in our State, and for our University of 
Maryland Dental School of which he is dean. He brings excellent cre
dentials and a national reputation to this meeting here today. I enjoyed 
working with him, and I am happy he is here in his official capacity, 
not only as a national officer but as the dean of the University of Mary
land Medical School, to testify before the committee. 

May I have unanimous consent to introduce a statement at the 
appropriate place in the record~ 

Senator KENNEDY. Fine. 
(The statement referred to follows :) 

STATEMENT OF SENATOR J. GLENN BEALL, JR., BEFORE THE LAOOR AND PUBLIC 
WELFARE SUBCOMMITTEE ON HEALTH, JULY 12, 1971 

Mr. Chairman, as a cosponsor of S. 1874, "The Children's Dental Health Act 
of 1971," I want to congrwtulate Senator Magnu'son for initiating this proposal 
and the Olmil"'lllan for schedulilllg these hearings and also urge early an<l favor
able action on this legislation. The followl111g statistics indioolte the great unmet 
dental needs of the country and the need to respond to these needs. 

It is shocking to hear that 70% 00: low-Income youngsters have never been to 
a dentist. 
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More than half the population over the age of 65 have lost all their natural 
teeth. 

For every recruit entering the service, Uncle Sam on the average, must per
form 5 fillings. On 8 out O>f 10, it is necessary to extract a tooth. 

The ~~ederal Government spent $208 million in 1969 for dental treatment for 
welfare recipients. 

In the healtlh area, we hear a great deal of talk about preventlive medicine. 
Dental care is an area whhere the value of preventive care is unqll€Stioned. 
Period.ic checkups and proper dental hygiene can prevent minor oral problems 
from becoming major ones. 

Notwithstanding the value of preventive cll\re, too many Americans put off 
seeing a dentist until the "pain" prevents the ignoring of the problem a minute 
longer. Often the problem may be simply that of eduOOJtion a'lld certainly the 
health community, our schools, and other concerued groups and citizens must 
make clear the value of continued attention and Clare for proper dental health. 
For dtJhers, such as low-income children, it may be a problem of either avail
ability of dental care or •being able to afford such care. S. 1874 attempts ro address 
itself to these problems in a number of ways. 

First, it authorizes $170 m.i:Llion over a 5 year period for pilot programs of 
dental care and prevention to children from low-income families. It is estimated 
that 1.5 million children will be treated under the proposal. Priority is given to 
child·ren in preschool and the early elementary years. It is important that these 
youngsters not only get off to a good start in school, but also that they begin 
with bhe proper treatment in dell'tal care. The early years we know are important 
in determining a chUd's success for school and they are equally important in 
shaping his dental health. 

Second, the bill would authorize to communities, If they wish It grants, for the 
purchasing and installing of water treatment equipment. 

Third, the bill would authorize appropriations of $97 million over a 5-year 
period to public or non-profit institutions to ·assist them in training dental auxil
Iaries. Under this provision as many as 27,000 dental auxiliaries could be 
trained over a 5-year period. 

Finally, the measure authorizes $97 million over 5 years for grants for pro
grams to teach dentists and dental students how to utilize auxiliaries. 

Hearings held by the health subcommittee on .the various health manpower 
bills, which will be considered by the Senate this week, revealed the great man
power shortages presently existing and the need for greater utilization of para
medical personnel. 

A projection of Maryland health manpower needs through the 1980s developed 
by the Maryland Council for Higher Education in 1969 recommended the fol
lowing: "Immediate attention should ·be given to increasing the productivity 
of dental manpower in Maryland. This should be accomplished in two ways : (a) 
education of the dentist in more effective utilization of dental auxiliaries and 
(b) creation of educational opportunities in dental hygiene, dental assisting 
and dental laboratory technology." 

In the Western part of the State where I make my home, the need for in
creased dental services in Allegany-Garrett Counties has been identified as the 
area's number one heal:th need. I believe that this measure will go a long war 
In helping these counties, and other areas of my State to meet the unmet dental 
needs of low-income children as well as provide the support necessary to help 
assure the nation of the needed dental manpower to meet the dental requirements 
of our population. I am pleased to be a cosponsor and do what I can to bring about 
the enactment of this legislation. 

STATEMENT OF DR. JOHN M. DEINES, PRESIDENT, AMERICAN 
DENTAL ASSOCIATION, SEATTLE, WASH.; ACCOMPANIED BY DR. 
EDDIE G. SMITH, JR., VICE PRESIDENT, NATIONAL DENTAL 
ASSOOIATl'ON; DR. JOHN J. SALLEY, PRESIDENT, AMERICAN 
ASSOCIATION OF DENTAL SCHOOLS; AND BERNARD J. CONWAY, 
CHIEF LEGAL OFFICER, AMERICAN DENTAL ASSOCIATION 

Dr. DEINES. Thank you, Senator Kennedy. 
Mr. Chairman and members of the committee, I am Dr. John M. 

Deines of Seattle, Wash. In addition to maintaining a private dental 



23 

practice in that city, I am currently serving as president of the Ameri
can Dental Association. 

With me are Dr. Eddie G. Smith, Jr., of Washington, D.C., vice 
president of the National Dental Asrnsociation; and Dr. John J. 
Salley, dean of the University of Maryland School of Dentistry and 
president of the American Association of Dentlal Schools. 

Accompanying us is Mr. Bernard J. Conway, chief legal officer of 
the Amencan Dental Association. 

Our organizations are testifying jointly, Mr. Chairman, both rto 
conserve the committees' time and to make clear our united support 
of S. 1874. 

We fully share the conviction that Senator Magnuson's proposal 
is literally years overdue. We are long past the time when a witness 
could appear before Congress on this subject and say, "If this bill 
is not passed, then we will face serious :problems with regard to the 
Nation's dental health." We are now livmg, and have been for some 
years, in the midst of an oral disease so massive that it could almost 
be called an epidemic. The burden of this near epidemic falls most 
heavily on the poor, the disadvantaged, and on millions of children. 

The thrust of Senator Magnuson's bill, and of his eloquent testi
mony, is that the Nation must no longer passively acquiesce in this 
state of affairs. We hope this committee will agree with Senator Mag
nuson. In this connection, we are greatly pleased that 40 senators, 
including 11 members of this committee, have joined in cosponsoring 
this legislation. 

S. 1874 would enact a series of activities in beginning to reverse the 
consequences of past neglect. With the chairman's permission, Dr. 
Smith and I will address ourselves to three of them: Experimental 
pilot projects for dental care of needy children, assistance to commu
nities or schools wishing to fluoridate, and establishment of a dental 
•advisory committee. Dr. Salley will then discuss those sections dealing 
with training expanded numbers of dental auxiliaries and teaching 
dental students and dentists how to best work with such auxiliary 
personnel. 

EXPERIMENTAL PIUYI' PROJECTS 

Section 1001 of S. 1874 would establish a 5-year program of experi
mental dental care projects for needy children and other youn~ people 
who, for other reasons beyond their control, are not receivmg oral 
health care. This section has four vital ramifications. 

The first, of course, is that it will deliver dental care to an estimated 
Vh million youngsters who do not now receive dental care. We think 
that, by itself, justifies the section. You are aware of the depressing 
statistics about the tooth decay and the beginnings of periodontal dis
ease from which millions of children suffer before they are even of 
school age. And I know I can take as unanimous the agreement that 
no child should be permitted to suffer ill health because he lives in an 
isolated area or because his father is poor. This section of S. 1874 
would merely move that principle from promise to performance. 

Secondly, section 1001 would enable the Federal Government to 
field test, as it were, the various methods of delivery and administra
tion that now lie in the realm of theory. 

Senator KENNEDY. What sort of things are you talking about there? 
Dr. DEINES. In regard to delivery, what we are speaking about in 
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our auxiliary personnel, we feel we probably have the manpower 
available t? d~liver, but we hav~ to call upon our aux~liari~ such as 
dental hygiemsts and dental assistants and expand their duties. 

Senator KENNEDY. How does the dental soCiety regard the utiliza
tion of auxiliaries? What is your general view of the returning corps
men that have had some dental experience? Is this something you are 
trying to encourage the profession to work on~ Could you tell us a 
little bit about that or do you get to it later on in your statement ? 

Dr. DEINES. I do. I would like to clarify the point now for the 
committee's interest and information. The American Dental Associa
tion is recommending that duties of auxiliary personnel be ex;panded. 
You must realize that it necessitates changing dental practice acts, 
dental laws, in the States. Some 29 States have done this already to 
expand the laws to allow them to perform functions that they have 
not been allowed to do up until now. 

We would hope, and I have encouraged this throughout the United 
States last year and this year, that all States change their dental prac

. tice acts. I get into the advantages of expanding duties a little later in 
my discussion. 

But the American Dental Association is for that, the House of Dele
gates is our governing body, and they have passed resolutions that 
allow this. 

Senator KENNEDY. Do they feel that this is going to threaten the 
quality of dental care that the profession will be able to provide? Do 
they feel it is going to threaten the level of income of the dentist? 
How do they v1ew these? Two areas which I am sure dentists are 
interested in and concerned about. How do they view the ·greater 
utilization of auxiliary personnel~ 

Dr. DEINES. We didn't go into this without studying it first, of 
course. There were experimentation programs as far };lack as 1961. 
One of them in particular was the Great Lakes area where, as a 
matter of fact, a classmate of mine conducted an experiment for a 
year to utilize corpsmen to do such things as place bands on teeth 
and place fillings and carve and polish. 

I myself personally saw the slides. He brought them to Chicago. 
The work was comparable to that done by the dental officers. We had 
hangups in our profession for a while, but the profession now realizes 
that we need additional personnel and it is impossible to train dentists 
fast enough. 

So we have to go to auxiliary personnel, and the dental profession 
is accepting it very well. Some States are a little slow in moving. But 
I think they will come along on it. 

Senator KENNEDY. Does this utilization of additional personnel 
threaten the dentists livelihood or does it enhance it to some extent? 

Dr. DEINEs. It enhances it, of course. But the fact is we know we 
have a shortage and the 'dentist is certainly privileged to do this, al
though he doesn't have to. I think it is mentioned in one of our presen
tations that some dentists don't even have a dental assistant. 

First, I think we have .to look to utilization of dental assistants and 
then we hav.e to recommen? ex.l?ansion of duties. . .. 
· The dentists are acceptmg It very well. As I say, If he doesn'tsee 

fit to expand duties and use an expanded ·auxiliary, he doesn't have 
to. But there is no concern about that. 

.. 
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As I say, the American Dental Association's House of Delegates 
has already given us policy on this. 

Senator h.ENNEDY. One way to increase the delivery of dental serv
ices is the greater utilization of auxiliary personnel, which I under
stand the dental profession is moving towllJrd ; but llJre there not also 
other kinds of tec1miques tor delivering good dental care to our society ? 

Dr. DEINES. Yes, indeed. 
Senator KENNEDY. Could you mention briefly some things that are 

happening today in this respect? Perhaps you could tell us what is 
happening in rural communities as well as in urban areas--some new 
things making possible delivery of dental services to groups that 
have not had aental care previously? 

Dr. DEINES. I think probably that one of our large considerations 
is in areas wnere dentistry has not reached the peopie where auxiliary 
personnel will be utilized in this fashion to take the load off the den
tists and perform duties in these rural areas that you speak of . 

I am also speaking of neighborhood programs in urban areas. I don't 
recall at this moment-! t!unk Dr. Smith can certainly tell you better 
than I can about this, because he is most familiar with that-but 
there are some ongoing pro grains now. 

Many sound promising; many, perhaps, will prove out. The fact 
is, though, that we dont know and we won't ever know which are 
preferable until we test them. This is something, I might say, in 
which the dental profession has had an interest for long years. 

The American l.Jental Association, some 5 years a.go, issued the more 
recent of its calls for such experimentation. 1t seelllS to us unquestion
able that massive care progralllS cannot hope to be efficient and eco
nomical unless some effort 1s made-at least concurrently-to investi
gate alternate methods of approach. We believe that the medicaid 
experience, as one example, would have been much happier than it has 
been if this approach had been incorporated. 

Now that we are clearly moving toward even more extensive health 
coverage, we consider such expenmentation essential. 

Sectwn 1001, third, would concentrate significant funds on children. 
It would thus be investing money in the group where we know it will 
pay the richest and most enduring dividend. This section could mark 
the genuine beginning of a shift m the focus of dental care from re
pair of disease to preventing it and maintaining oral health. Without 
such a shift in focus, there IS little hope for bringing the oral disease 
problem under control. 

Finally, Section 1001, by amending the Public Health Service Act, 
would place this program clearly within the jurisdiction of those 
congressional committees that are health-oriented and that handle 
most substantive health legislation. 

This, we think, is where it belongs. As this committee knows, au
thority for projects similar to the ones proposed by S. 1874 exists 
within title V of the Social Security Act. It will however, expire at the 
end of this current fiscal year. 

It is ironical that a program devised to combat a significant area 
of health neglect has, itself, fallen victim to a kind of bureaucratic 
neglect. That is what has happened to the title V dental programs 
since fiscal1968. · 

Buried among a myriad of maternal and child health activities, they 
have been easy to overlook and the Department of Health, Education, 
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and Welfare has consistently done just that. It has maintained its 
indifference in the face of congressional concern raised by the HEW 
appropriations subcommittee of both Houses as well as by individual 
Members of Congress. 

In fiscal 1970, when Congress tried to allot a token amount of money 
for the program, it was spotted by the Department and totally elimi
nated under the 2 percent cut authority given that year to the exec
utive branch. S. 1874 would give the dental projects independent 
status, visibility, place them w1thin the overview of the logical eon
gressional committees and provide realistic, separate appropriation 
authority. This, we feel sure, will help call them to the attention of 
the Department. 

HATCHING FLUORIDATION GRANTS 

So far as the dental profession is concerned, one of the most excitin~ 
stories in this Nation:s public health history is the discovery of fluori
dation. That discovery has paid immense dividends over the years. 
Children living in fluoridated communities benefit by a reduction of 
tooth decay that runs as high as 65 percent. 

Obviously, that is a lifelOng benefit. The safety and efficacy of this 
public health measure has been endorsed by every well-known scien
tific and health organization that has investigated the subject. Presi
dents Eisenhower, Kennedy, Johnson, and .Nixon have all, during 
their tenures of office, urged the Nation's communities to fluoridate. 

The subject, as we well known, has occasioned political controversy 
in some places. We regret that deeply. We know that the massive 
documentation science has assembled over the years proves that such 
controversy is ill-founded. The dental profession has invested much 
time, effort, and money into urging fluoridation and will continue to 
do so. 

We do, however, recog1_1ize that Senator Magnuson is being com
mendably prudent in wnting section 1002 of S. 1874 in such a way a.s 
to make it absolutely clear that there is no intent to coerce or even to 
persuade any community or school district to initiate fluoridation. 
The decision is left squarely and entirely in local hands. What this 
section of S. 1874 would do, however, is ofterone-time, matching grants 
to help communities to begin fluoridation if they desire to do so. 

There is ample evidence that such communities exist. A recent article 
in the Boston Globe newspaper, for example, said that there are 31 
Massachusetts communities that want to begin fluoridation but haven't 
yet found the funding to begin. Nationally, we estimate that the au
thorizations under section 1002 would permit some 7,000 communities 
to begin this effort. 

As I have already noted, the focus of dental practice must shift from 
repair of disease to ,prevention of it if we are to bring oral disease 
under control. Fluoridation is the single, most potent public health 
measure known to science for preventmg tooth decay, the repair of 
which currently costs about $2 billion a year in private sector pay
ments. If viewed only from the standpoint of dollars, it is fiscal mad-
ness not to fluoridate. . 

DENTAL ADVISORY COMMITTEE 

One of the most difficult and frustrating tasks the dental profes
sion has had in recent years is its attempt to keep track of what money 

• 
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is being spent within HEW for dental activities and what the sources 
for the funding are. Departmental dental affairs are a crazy-quilt of 
subsections, subdivsions and, not infrequently, afterthoughts. There is 
no unified Federal dental health policy. There never has been one. 
Arthur Flemming recognized this when he was Secretary and so has 
every last one of his successors in that post. But, like the weather, no 
one has been able to do much about it. 

We would not contend that the Dental Advisory Committee pro
posal of section 1005 would totally reverse this long-standing chaos. 
We do believe that it is the place to start. It would mean that, for the 
first time, there would be a group of private citizens and public officials 
whose specific duty would be to scrutinize dental activities with an eye 
on their interrelationship and effectiveness within an overall Federal 
dental policy. 

Equally important, the group would be in a position to communi
cate its findings and recommendations, on a continuing basis, directly 
to the Secretary. 

Within the past year, Secretary Richardson instituted an ad hoc 
committtee to perform some of these overview functions. This is a 
genuine step forward ,and we believe that statutory existence of it is 
the logical and essential next step. 

And now, Mr. Chairman, I should like to ask Dr. Smith to supple· 
ment my remarks on these three sections of S. 1874. 

Thank you very much for your attentio~. . 
Senator KENNEDY. Could I ask, Dr. Demes, what your VIews are on 

group dental practice~ 
Dr. DEINES. The American Dental Association is encouraging grouf 

dental practices. There are several reasons for this, which I won t 
enumerate. But it certainly gives full coverage for the patients that 
are coming to the office, the office is covered all the time, it is not left 
vacant like a solo practice is. The backbone of our practice is solo 
practice. But we are encouraging group practices. · 

Senator KENNEDY. Do you have views about prepaid group dental 
practice, as well? Would you give us your own views? 

Dr. DEINES. Our policy, in the American Dental Association-I am 
referring now to a resolution that was made last year-that wherever 
possible, if it was possible in a group practice to keep it f,rom being a 
closed panel, that is what we recommend. That is what our policy 
reads. 

As I say, we certainly encourage group practices and in some in-
stances there are prepaid programs. · 

We favor the open panel type where the patient has a choice of 
his dentist. 

Senator KENNEDY. Thank you. 
Dr. SMITH. Mr. Chairman and members of the committee, the 

National Dental Association, let me say at the outset, is pleased to be 
able to join with our sister groups in giving Senator Magnuson's 
pro:posal an une~uivocal endorsement. We feel strongly about all 
sectwns of this bill. We urge its passage. 

The experimental care projects are, we think, exceptionally promis
ing. They would enable the Nation and the profession to get off dead 
center and ~et going. 

This N atwn IS, as the committee well knows, short of dentists. 
I might add that it is particularly short of dentists representative 

64-999 Q-71-3 
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of minority groups, a fact that is exce.edingly relevant to some of 
the problems we face. This overall shorta,ge is compounded by mal
distribution of such practitioners as we do have. 

In this regard, statistics fall somewhat short of telling the whole 
story. The ratio of dentists to population for an entire State or section, 
for example, may look reasonably favorable. But put a map of, let us 
sav, the District of Columbia on thP. wall, put in a nin for everv dental 
office location and a serious lack of balance is quickly evident. Do the 
same for Boston or Chicago, for New York or Los Angeles, for a long 
list of metropolitan areas and thl' result is the same. 

At the present time, in addition to maintainin~t my private practice, 
as assistant professor of dentistry at Howard University and I am 
director of the Neighborhood Health Center serving the upPer Car
dozo area of Washington, D.C. In that ca-pacity, I have had the honor~ 
of visits from the chairman of this subcommittee as he has pursued 
his keen interest in health matters. Other members of the committee, 
I know, have made similar visits elsewhere in the Nation. u 

You are all well aCQuainted with the desperate need for dental 
health care that is manifest among children in inner city areas, a need 
that is far from being met. What Senator Ma1!11USOn is sayin,g with 
section 1001 is, simply, let us begin meeting that need and, in the 
process, learn as much as we can about the best way to do so. 

Nor, of course, is it only the inner city child who is the victim. So 
too are lar,ge numbers of children, living in rural. sparsely settled areas 
of the Nation, as vou have just recently pointed out in some of your 
opening remarks, Mr. Chairman. 

The dental profession has periodically carried out surveys of dental 
need among Americans. The most recent large-scale study was in 1965. 
The 38-na~te report issued as a result makes depres.c:;ing readin(! and 
there is little reason to think that there has been any substantial change 
in the past half -dozen years. 

Among a group of white, male children between the ages of 10 and 
14, for example, relatin,g- to that study, nearly 62 percent were in need 
of an average of three fillings and nearly 19 percent needed extrac
tions. Within that same group, a full 25 percent needed to undergo 
correction for malocculsion. Less than 23 percent had no dental care 
needs at all. 

Among a group of black children between the ages of 10 and 19 
surveyed at the same time, 78 percent needed an average of four fill
ings, almost half needed extractions, and some 17 percent needed to 
undergo corrections for malocclusions. Less than 15 percent of that 
particular group had no dental needs at all. 

The same study included investigation on dental visits classified 
according to income levels. 

Senator KENNEDY. When was that study taken? 
Dr. SMITH. 1965. 
Senator KENNEDY. Is that in a poverty area? 
Dr. SMITH. It included the poverty areas, the rural poverty, the 

whole country, Senator. 
Senator KENNEDY. That is nationwide? 
Dr. SMITH. Yes. We would be happy to make it available to you. 
Senator KENNEDY Would you? 
Dr. SMITH. Yes. 
(The information referred to follows :) 
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Dental needs, especially of school children, have 
often been measured in local settings. When these 
studies are compared, the ,prevalence of dental 
needs is seen to vary considerably from place to 
place and from age to age. In some instances, 
such variances are the result of differences in 
study methodology. 

To obtain internally comparable data on dental 
needs for the entire nation and for groups based 
on age, education, region, income, and length of 
time since the last visit to a dentist, this Survey 
of Needs for Dental Care, 1965 was begun in 
December, !965. Cooperating dentists from every 
state de.voted considerable time and effort to com
pleting the .questionnaires. Without such profe ... 
sian-wide cooperation, this new body of informa
tion could not have been assembled. 

Approximately 20,000 dentists, including non
members as well as members of the Association, 
were sent postcard-size questionnaires with in
structions as to how to complete both sides. More 
than I ,500 of the profession responded. Each 
dentist was asked to record the dental needs of 
eight consecutive patients beginning in the morn
ing of the Tuesday after receipt of the question
naires. Only patients visiting for the first time in 
the present visit series were to be reported on. 
There were undoubtedly some inclusions of pa
tients visiting within a series, but this is unlikely 
to have significantly affected. the overall results. 
These definite instructions were given so that the 
dentists would not consciously or unconsciously 
select or exclude any particular type of patient. 
The total number of usable questionnaires re
turned was I I ,852. 

This survey is similar in purpose and method 
to one conducted by the A.sociation in 1952, 
except that the present survey includes only first
visit patients, whereas the former one was com
prised of consecutive dental patients, without re
gard to such first-visit status. The two surveys 
provide complementary data and comparable data 
for most groupings of patients according to length 
of time since last visit to a dentist. 

One limitation of this survey must be remem
bered in studying or using the results meaning
fully: This is a survey of dental patients and does 
not include persons who never go to a dentist. 
People seeing a dentist infrequently are under
represented as compared with those seeing a 
dentist more 'frequently. Therefore, the statistics 
derived from the study do not strictly describe 
the general population. 

Tables will be presented, however, which tend 
to overcome this .!imitation. For instance, dental 
needs wHI be analyzed according to length of time 
since the patient last saw a dentist. Needs will 
also be broken down according to age, sex, in
come, region, city size; and other factors. Thus, 
it will be possible to compare the sample with the 
population with respect to factors related to pre
valence of dental needs. 

The mailing of questionnaires was made on the 
basis of population of the state rather than on the 
number of dentists in the state. Thus, in the group 
of states with higher dentist-population ratios, 
the mailing was made to a smaller proportion of 
dentists than in those states with a lower ratio. 
By such selective sampling technics, it was possi
ble to obtain a close geographic representation of 
the general population in the survey sample, as 
shown in Table I and Figure I. 

The distribution of dental patients according 
to size of city or town is shown in Table 2. 
Unfortunately, there is no closely comparable data 
available for the general population. The Bureau 
of the Census, in its presentations of this type, 



does not classify all places by size (Table 3). 
Almost 30 percent of the population lives in 
places not classified as to siz~ . Tables 2 and 3, 

Ta ble 1 • Percentage distribution of population, 1965, 
and of white potienh in SwrYeJ of Needs for Dental 
Care. 1965, by region and by state 

Percentage of 
R~i~ and State populationO 

N~ England 5.7 
Connectic~,Jt 1.5 
Maine 0.5 
Massachusetts 2.7 
New Hampshire 0.3 
Rhode Island 0.5 
Vermont 0.2 

Middle Atlantic 18.8 
New Jeriey 3.5 
New York 9.3 
Pennsylvania 6.0 

South Atlantic 14.8 
Delaware 0.3 
District of Columbia 0.4 
Flotido 3.0 
Georgia 2.3 
MOI"))Ior"'d 1.8 
North Carolina 2.5 
South COC'olino 1.3 
Vif'oinio 2.3 
West Virginia 0.9 

East North Centro! 19.7 
lllinots 5.5 
Indiana 2.5 
Michigan 4.3 
Ohio 5.3 
Wisconsin 2.1 

East South Central 6.6 
Alabama 1.8 
Kentucky 1.6 
Mississippi 1.2 
Tennessee 2.0 

West North Central 8.2 
Iowa 1.4 
Kansas 1.2 
Minnesota 1.8 
Missouri 2.3 
NebrOika 0.8 
North Dokoto 0.3 
South Dakota 0.4 

West South C.ntrol 
Arkant.as 
louitiana 
Oklahoma 
Texas 

Movntoin 
Arlaono 
Colo<odo 
ldoho 
Montano 
Nevodo 
New Mexico 
Utah 
Wyoming 

Pacific 
Alaska 
California 
Ha~aii 

Oreto~on 
Washington 

Total 

9.6 
1.0 
1.8 
u 
55 

4.0 
0 .8 
1.0 
0.4 
0 .4 
0.2 
0.5 
0.5 
0.2 

12.6 
0.1 
9.6 
0.4 
1.0 
1.5 

10().0 

Pot lent. 

No. 

669 
19< 
42 

319 
31 
50 
33 

2,054 
377 

1,035 
6<2 

1,760 
53 
10 

391 
127 
251 
H3 
105 
364 
116 

2,491 
596 
252 
490 
778 
375 

524 
155 
199 
66 

104 

1,346 
219 
184 
398 
296 
112 

61 
76 

9<5 
106 
139 
127 
5n 
612 

86 
177 
78 
62 
46 
35 
98 
30 

1,210 
8 

931 
0 

182 
149 

11,671 

5.7 
1.6 
0.4 
2.7 

·0.3 
0.4 
0.3 

11.6 
3.2 
8.9 
5.5 

15.1 
0.5 
0.1 
H 
1.1 
2.1 
2.9 
0.9 
3.1 
1.0 

21.4 
5.1 
2.2 
4.2 
6.7 
3.2 

4.5 
u 
1.7 
0.6 
0.9 

11.5 
1.9 
1.6 

"3.4 
2.5 
0.9 
0.5 
0.1 

8 .1 
0.9 
1.2 
1.1 
4.9 

5.2 
0.7 
1.5 
0.7 
0 .5 
0.4 
0.3 
0.8 
0.3 

10.9 
0.1 
8.0 
0.0 
1.5 
u 

100.0 

OSource: U.S. Bureau of the Census. Stotftticol abstract of the 
United States: 1965, ed. 86. WathlngtOf'l, O.C., Govemment 
Printtn~ Office, 1965. p. II. 
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however, are comparable in the largest two size
of-city categories, because no unincorporated 
places or rural areas are involved therein. Such 
comparison reveals a slight overrepresentation of 
dental patients in places of more than 100,000 
population. This overrepresentation is to be ex
pected because the dentist-population ratio is 
higher in larger places, generally. Also, it is likely 
that some dentists may have inadvertently re
corded their ·own city'S size · rather" than that of 
their patient_:;, .. 

Table 4 and Figure 2 show, by age and sex, 
the survey sample as a percentage of the total 
population. These percentages have considerable 
significance in comparing age groups and sexes 
with respect to dental visits. Males represented 
47.1 percent of the sample; females, 52.9 percent. 
The percentage of the male population in the 20-
to-,24-year-old group represented in the sample is 
somewhat lower than might be expected from a 
comparison with the number of females. The same 
phenomenon, although considerably more pro, 
nounced, was noted in the 1952 survey. It is 

Table 2 • Percentage distribution of white patients by 
size of city or town 

Siae of place 

I ,000,000 or more 
I 00,000-1,000,000 
25,000- I 00,000 
2,500- 25,000 
Under 2,500 
Form 

Total 

Perc;enta~e 

of patients 

10.9 
24.5 
24.6 
.28.1 

6.9 
5.0 

100.0 

Ta b le 3 • Percentage distribution of population by size 
of place, 1960° 

Sile of place 

Urban -tetTit()(y 
Plocn of I ,000,000 or more 
Places of 500.000 to I ,OOO,()CX) 
Places of 250,opo fg 500,000 
Plocn of I OO,()CX) to 250,000 
Placet of 50,000 to 100,()CX) 
Pieces of 25,000 to 50,()CX) 
Places of 10,000 to 25,000 
Placet of 5,000 to 10,000 
Places of 2,500 to 5,000 
Placet urider 2,500 
Unincorporated ports of urboniz.ed areas 

Rural territory 
Places of 1 ,000 to 2,500 
Places under 1,000 
OtMr rural territory 

Tofol 

Percentoge of 
population 

69.9 
9.8 
6.2 
6.0 
6.5 
7.7 
8.3 
9.8 
5.5 
4.2 
0.4 
5.5 

30.1 
3.6 
2.2 

24.3 

100.0 

•Sourr;e; U.S. Bureau of the Census. Stotistic:ol abstract of 
the United Stotn : 1965, ed. 86, Washington, O.C., Gowrnment 
Printing Office, 1965, p. 15. 

. 3. 
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Fig. 1 • Comparison of regional distribution of 1965 population wtth distribution of patients included in Survey of 
Needs for Dental Core. 1965 

probable that the large number of young men in 
the Armed Forces, who were included in the pop
ulation age distribution but not in the survey, 
accounts for the deviations of this age group. 

Table 5 shows how all patients were distributed 
according to income as estimated by the dentists 
responding. There are various bases on which a 
dentist may estimate income, as the respondents 
were asked to do, although some of these indica
tors can be misleading. 

The 1963 income of the white population in 

Total POI1enh Mole pottents 

Percentage Percento9e 
Age of 1965 of 1965 

9roup No. populotton No population 

- 4 297 0.0014 139 0.0013 
5-9 1,230 0.0060 631 0.0061 

JQ.J4 1,484 0.0079 717 0.0075 
15·19 1,507 0.0089 713 0.0083 
20-24 1,178 00087 484 0 0071 
25-34 1,467 00066 681 0.0061 
35-44 1,650 0.0067 773 0.0065 
45-5"1 1,332 0.0060 638 0.0059 
55-6"1 807 0.0048 383 0.00"11 
65- 475 0.0026 220 0.0028 

Toto I 11,"121 0.0059 5,379 00056 

general is also presented in Table 5. The pro
nounced difference in distribution of income be
tween the population and dental patients is a 
function of the tendency for higher-income groups 
to visit the dentist more often. It is true that some 
of the difference is only apparent, because of the 
continuing rise in incomes as a whole over the 
2-year span between the dates of the relative 
data in Table 5. (See also Figure 3.) 

The distribution of patients according to length 
of time since last visit to a dentist is shown in 

Femole pot1ents 

Percentage 
of 1965 

No. PODUIOIIOn 

158 
599 
767 
794 
694 
786 
877 
694 
424 
255 

0.0015 
0.0060 
0.0083 
0.0095 
0.0102 
0.0010 
0.0070 
0.0061 
0 00"18 
0.0025 

6,048 0 0061 

Table 4 • Distribution 
of white patients, and 
number of white pa
tients as percentage of 
1965 population by 
age and by sex 

>:~Source: Stotisticol abstract of the United Stoles, 1966. Washington, D. C., Government Pr1nt1ng Off1ce, 
1966, p. 6, 7. 
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Tobie S • Percentage distTibutloo of white patients by 
estimated income 0 and of white population by income 

Perc.entooe of Percentage of 
lncome potirnts popu!otoont 

Under $2,000 18 9.0 
$ 2,000-$3,<)<Jq 6.3 15.1 
$ 4,000-$5,999 2L4: 20.1 
$ 6.C00-$9,999 <46 34.3 
$10,000 ond up 25,9 215 

Toto! 100.0 100.0 

Mediof! $7,840 $6,700 

lo!f potienl dependent, 1neome of family heod wos 
recordltd. 

tSovrcc-· V.S. Bureau of the Census. Stotisti<:ol obstroct of thc
Ut~ited States: 1%5, e<J, 86. Washing tort, DC., Government 
Pr1nttng Office, 1965, p. 342. 

Tob~ 6 • Percentage distribution o1 whife patients by 
length of time sit'l(:e last visit to o dentist and by sex: 

l,enQth of 
"Since lost 

to ·dentist Moles Femohn; T~tol 

L~u than 6 months 14.7 16.9 15.9 
6 to " months 36,0 37.9 37.0 
I , .. , 14.8 15.3 l5d 
15 veou 1.2 6.9 7.0 

' """" 8.8 8.8 8.8 
l yeou 4.6 4.0 43 
Mor~ than 3 yeo~ 9.3 62 7.6 
N~ver been to det\hst before 46 4.0 43 

Totol HXlO 100.0 100,0 

Table 6. In accordance with the fact that more 
women than men are found in a random group of 
dental patients, this table shows that the average 
woman last saw her dentist at a more recent date 
than the average man. 

The 1960 census indicates that Negroes com
prised l 0.5 percent of the total population. Of 
the patients included in the survey, less than 2 
percent were Negro. Because of this pronounced 
underrepresentation, and because of established 
racial differences in prevalence of dental disease, 
almost all tables presented will be for white patients 
only. A summary table of some of the dental 
needs of Negroes will be presented, however. 

The "other" racial category was reasonably 
representative as to number, but specifications 
given along with this response indicate a wide 
variance in classification, rendering the data unre
liable. Therefore, no data are presented for this 
group of patients. 

In general, biasing factors to be considered in 
analyses of the needs as indicated by this survey 
include a tendency for greater needs because of 
the sample's consisting of people visiting a dentist 
and a tendency for lower needs because of patients 
who generally receive more care being more likely 
to be drawn into the sample.' In the case of patients 
who are in the category of those who had never 

45 

.<>f.. ofsurveysarnple 

~ ,; of 1963 P!lllulatoon 

$3.999 ~.999 
Fig. 3 • Comporison of income-group distribution of 
J 963 population with distribution of potients included in 
Suryey of Heeds for Dentot Co,et 1965 

before been to a dentist, there are two somewhat 
counterbalancing biases: a tendency to show high 
needs because of less previous care and a tendency 
to show low needs because of the evident lack of 
need for dental care that would often be true for 
those who never before have visited a dentist. 



II. Dental needs 
according to age 
and sex of patients 

Almoot all types of dental need vary considerably 
with the age of the patient. Tables 7 and 8 show 
the dental needs of II ,427 white patients in 5-
year age groups. Two types of statistics are given: 
percentages of patients needing the specified den
tal service, and average need for all patients in 
each age category. Average need is given in num
ber of teeth, with the exceptions of fillings and 
space maintainers. 

Fillings 

The average number of fillings needed was high
est in the 20 through 24-year-old group for both 
males (4.21) and females (4.17). Above that 
age there was a gradual tapering off, but not until 
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patients reached their forties did they average less 
than two fillings needed. Despite the fact that the 
average patient over 60 was missing nearly a 
third of his teeth, more than 40 percent of these 
patients had teeth needing fillings. 

The data from this survey do not establish 
any clear-<:ut distinction with respect to dental 
decay between male and female patients. On the 
average, males required a very slightly greater 
number of fillings, but this picture was not con
sistent among the various age groups. 

Figure 4 shows the average number of fillings 
needed for eaeh sex, by age. 

Extractions 

More teeth required extraction because of decay 
than for any other single reason through age 39 
in both men and women. For patients over this 
age, periodontal disease was the reason for far 
more extractions being needed than was dental 
caries. The average need for extractions because 

. 7. 

i 

• 



Table 7 • Dental needs of 5,379 white moles, by oQe 

Aoe One 
surface 

Avg. 

.... 45 .3 1.50 

5-9 50.7 TAT 

10-14 55 . 1 1.92 

15-19 60.9 2.35 

i0-24 57.'4 1.99 

25-29 56. 1 1.78 

30-34 42.4 1.41 

35-39 43,7 1.29 

40-44 47.2 1.28 

45-49 35 .3 .95 

50-54 37.3 1.06 

55-59 32.1 .75 

60-64 35.8 .84 

65-69 26.4 .61 

70-74 28.8 .78 

75- 20.6 .29 

Toto! 48.2 1.54 

Fi11inQS 

Two 
surfaces 

Avo. 

33.1!1 1.T6 

44.7 1.32 

31.5 .83 

49. 1 1.49 

53.7 1.65 

52.9 1.56 

46.0 1.16 

41 .4 .93 

41.2 1.00 

34.5 .79 

28.2 .65 

28.0 ..... 

23.0 .44 

17.6 .31 

22.0 .43 

T'4.7 .29 

40.2 1.09 

ThrM (II 

mO<e 

surfaces 

Avo. 

7.9 .17 

10.5 .23 

7.8 .19 

16.0 .36 

20.0 .57 

20.2 .46 

25.'4 .49 

16.2 .29 

16.1 .27 

13.0 .21 

8.1 .14 

11.5 .2 1 

7.9 .1 2 

8.8 .1 0 

5.1 .02 

11.8 .IS 

14.0 .29 

Total 

Avg. 

55.4 2.83 

67.0 2.% 

61.8 2.94 

71.9 4.20 

7 1.9 4.21 

72.8 3.80 

66.6 3.06 

60.4 2.51 

63.1 2.55 

53.4 1.95 

49.3 1.85 

45.9 1.<0 

'48.5 1.'40 

36.8 1.08 

39.0 1.23 

32.4 .73 

62.2 2.92 

DecOy lmpactiol1 

Avg. % Avg. 

11.5 

12.5 

9.5 

1'4.0 

14.3 

20.2 

14.6 

12.7 

13.7 

12.4 

16.5 

11.0 

10.9 

14.4 

8.5 

14.7 

13.3 

.22 0.0 

.25 0,3 

.18 0.8 

.33 8.4 

.51 12.8 

.54 11.8 

.52 8.4 

.41 3.3 

.+4 2.4 

.31 1.1 

.73 2.8 

.30 0.9 

.18 1.2 

.28 0.8 

.08 1.7 

.32 0.0 

.31 4.5 

. 00 

.01 

.17 

.28 

.21 

.14 

.06 

.0< 

.02 

.05 

.01 

.01 

.00 

.08 

6 1 " 

Extractions needed because of 

Periodontal 
disecw 

Avg. 

0.1 

0.2 

0.4 

0.1 .02 

1.2 .02 

3.8 .17 

3.3 .17 

6.1 .39 

6.6 .... 
13.6 1.25 

13.0 .94 

13.8 ... 
14.5 1.08 

15.2 .92 

11.9 .48 

23.5 .97 

4.9 .32 

Prosthettc 
restoration 

Avo. 

0.0 .00 

0.2 

0.6 

1.0 .02 

1.2 .0< 

1.7 .0< 

3.3 .13 

z.o .07 

2.6 .10 

4.2 .20 

3.9 .14 

Z.3 .20 

4.2 . 18 

5.6 .26 

8.5 ... 
2.9 .53 

1.9 .08 

All 

Avg. Avg • 

2.9 .07 12.9 .30 

5.9 .09 17.6 ... 
9.5 .25 18.5 .... 
3.6 .07 22.9 .61 

5.6 . 09 Z7 .9 ... 
6.4 .09 32.4 1.05 

2.4 .03 23.9 ... 
2.8 .0< 21.1 .98 

2.6 .0< 23.7 1.08 

2.3 .03 28.0 1.87 

2.8 .01 31.7 1.93 

3.2 .II Z4.3 1.58 

6.1 .15 2'4.8 1.59 

3.2 .25 33.6 1.72 

.05 Z3.7 .95 

5.9 .12 38.2 1.94 

4.7 .10 13.7 .95 

Note : "%'' means the perc.11tQ9e of patients needing th« specified dental servKe Of with the specified condition. "Avo/' meons the overage need lin n...mber of teeth except fOt 
those-cateoorie-s designated "FitUnQs" ond "Space molntainers,.l among oil patients, inc1udlng those with no ne«f. To obtoirl the overage need among ttw:IH patients needing o particular 
dental service, divide tke overage by the percentage and move the decimal poi11t of the- auotient two ploces to the right. 

00 



Tobie 7 • Dental needs of 5,3'79 white moles, by age-Continued 

Fixed bridges 

Aoe Crowns First Second 

% Avg. % Avg. % Avg. % 

-4 4.3 .29 0.7 .01 0.0 .00 0.0 

5-9 3.6 .09 0.3 .01 0.0 .00 0.0 

10-1o4 3.2 .05 3.6 ,04 r..; .01 0.3 

15-19 5.0 .09 13.3 .16 4.1 .04 1.4 

20-2o4 12.8 .28 19.8 .28 8.5 .12 2.5 

25-29 9.0 .18 21.5 .36 13.9 .19 3.5 

30-H 11.0 .21 19.7 .24 7.8 .10 3.9 

35-39 9.9 .36 25.4 .35 11.7 .14 2.8 

40-44 14.0 .30 2o4.0 .32 10.6 .17 4.5 

o45-o49 9.6 .22 22.6 .29 9.6 .12 4.5 

50-5o4 12.3 .26 20.1 .29 7.0 .09 3.2 

55-59 13.3 .35 19.7 .24 7.3 .II 2.8 

60-6"' 13.9 .35 12.7 .15 6.7 .08 3.0 

65-69 13.6 .22 8.8 .II 1.6 .Q2 1.6 

70-74 8.S .14 13.6 .22 6.8 .08 0.0 

75- 2.9 .18 8.8 .18 2.9 .03 0.0 

Total 8.5 .20 14.8 .19 6.1 .08 2.2 

.. II 

Third 

Avg. 

.00 

.00 

.Q2 

.03 

.05 

.05 

.04 

.06 

.Q7 

.04 

.04 

.05 

.05 

.00 

.00 

.03 

Partial dentures or removable bridges 

First Second 

% Avg. % Avg. % 

0.0 .00 0.0 .00 0.0 

0.3 0.0 .00 0.0 

1.1 .02 0.4 0.1 

5.2 .14 1.0 .03 0.0 

8.7 .34 1.2 .05 0.0 

10.7 .34 2.6 .06 0.0 

15.8 .65 3.6 .14 0.0 

18.8 .88 5.8 .27 0.0 

15.3 .64 5.3 .14 0.0 

16.9 .81 5.4 .21 0.0 

18.0 .81 8.8 .41 0.7 

21.6 .85 8.3 .40 0.0 

25.5 1.25 10.3 .48 1.8 

17.6 .79 7.2 .23 0.0 

18.6 1.02 5.1 .22 0.0 

32.4 1.85 8.8 .71 0.0 

10.3 .43 3.3 .13 0.1 

.. "" 

Third 

A:vg. 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.QI 

.00 

.00 

.00 

.00 

Complete dentures 

lower Upper Upper & 
only only lower 

% % % 

0.0 0.0 0.0 

0.0 0.0 0.0 

0.0 0.0 0.0 

0.0 0.3 0.6 

0.0 0.8 1.2 

0.0 2.3 2.3 

0.0 3.0 2.4 

0.0 4.1 3.0 

0.3 2.6 3.7 

0.6 4.8 8.5 

I. I 6.7 10.2 

1.4 10.1 12.4 

1.2 6.7 15.8 

2.4 10.4 17.6 

1.7 5.1 15.3 

8.8 23.5 11.8 

0.3 2.6 3.7 



Table 7 • Dental needs of 5,379 white males, by age-Continued 

-4 

5-9 

1()...14 

25-29 

65-69 

70-74 

75-

Toto\ 

Periodontal 
treatment 

Avg, 

0.0 .00 

0.2 .04 

0.7 .0< 

4.8 ,71 

7.2 .98 

11.6 1.64 

14.3 1.89 

14.5 2.19 

16.4 2.0< 

17.8 2.63 

16.5 2.15 

16.1 1.84 

11.5 1.15 

16.0 1.44 

18.6 1.37 

5.9 .35 

8.9 1.18 

•Other than prophylol!Cis 

Root canal 
treatment 

0.0 

0.6 

l.S 

2.8 

5.2 

4.0 

3.9 

3.3 

2.9 

2.5 

2.5 

.9 

3.6 

1.6 

1.7 

0.0 

2.5 

Avg. 

.00 

.0< 

.07 

.06 

.07 

.0< 

.11 

.0< 

.03 

.01 

.07 

.02 

.00 

.05 

Pulpotomy 

5.8 .1 6 

4.1 .07 

0 .7 .01 

0.6 .01 

0.4 

0.6 .01 

0.6 .Ol 

0.3 

0.0 .00 

0.0 .00 

0.4 

0.0 .00 

0.6 .01 

0.0 .00 

0.0 .00 

0.0 .00 

l.O .02 

Space 
mcintainers 

Avg. 

7.9 .12 

9.5 .14 

2.8 .0< 

0.0 .00 

0.0 .00 

0.0 .00 

0.0 .00· 

0.0 ,00 

0.0 .00 

0.0 .00 

0.0 .00 

0.0 .00 

O.o .00 

0.0 .00 

0.0 .00 

0.0 .00 

1.7 .03 

Ill 

Correction for No dental 
mclocclusion needs• 

3.6 39.6 1.4 

12.4 26.1 1.7 

25.0 22.5 6.7 

9.4 19.4 18.8 

5.2 11.6 32 .4 

5.5 14.7 .. 0 .2 

4.5 18.8 .. 6 .3 

3.6 20.3 .. 8.7 

4.5 18.5 5 ... 9 

2.8 18.4 58.8 

3.2 16.2 64.1 

2.3 13.3 65 .6 

1.2 15.2 69.7 

1.6 60.8 

1.7 18.6 64.4 

0.0 11.6 79.4 

8,3 19.9 34.1 

Other dental tonditions 

Permoi'Wnt 
teeth 

miuinQ 

Avg. 

.0< 

l1 

.15 

.54 

1.30 

2.0< 

2.24 

2.97 

3.48 

4.17 

5.68 

7.27 

9,03 

8.39 

9.64 

12.82 

2.49 

Perm, teeth 
previously 
replaced 

0,0 .00 

0.2 .01 

0.0 .00 

1.4 .09 

4.8 .20 

8.7 .52 

12.2 .55 

16.2 .99 

23.5 1.35 

24.0 0.66 

30.3 2.35 

35.3 3.74 

38.8 4.74 

36.0 4.14 

4.95 

55.9 7.79 

12.2 .99 

-0 



Table 8 • Dental needs of 6,048 White females, by age 

..... One 
surface 

-4 39.9 

5-9 -17.4 

10-14 55 .8 

15-19 61 .1 

25-29 56. 1 

30-34 41 .9 

35-39 49.5 

45-49 41 .1 

S0-54 -11 1 

SS-59 }6.4 

60-64 31.9 

6'5-69 34 3 

l'j 28 .6 

Total 49 l 

1.22 

135 

2.01 

2.n 

2.1 2 

1.78 

1 4J 

1.50 

93 

I 01 

100 

.92 

66 

80 

8J 

.86 

I 54 

Fillings 

Two 
surfaces 

27.2 .96 

41.4 1.21 

u.s .83 

51.6 1.45 

53 .9 1.58 

Three ot 
more 

surfaces 

7 .6 .09 

10.4 .26 

9 .J .22 

16.9 .40 

20.7 .47 

52.4 1.52 25.2 .65 

41.6 1.29 16.0 .39 

44.0 1.')() 16.4 .32 

35.7 .71 13.9 .21 

34.9 .62 11.2 .19 

307 .65 8.0 .18 

261 .44 4 I .01 

221 38 6.8 09 

23. 1 3.7 .08 

15.4 25 1.5 .02 

8.9 .25 .OS 

40 4 I 04 136 .30 

Toto! 

49.4 2.27 

64.4 2.82 

63 .0 3.06 

74 .9 398 

7• .2 4 .17 

721 3.95 

64.7 ) , II 

67.8 2.82 

56.0 1.85 

57.8 1.82 

51.2 1.83 

48.8 1.43 

46.4 1.13 

ot4.8 I 34 

3';i ,4 I 10 

H .9 1.16 

63 .2 2 88 

Not• The meantng of '% · and " A..-g " IS e.plouwd 10 u footnote to Table l 
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6.3 

12.9 

9.6 

9.9 

147 

19.4 

11.4 

12.0 

9.4 

9.2 

9.8 

9.7 

9.7 

12 7 

10.8 

8.9 

11.9 

.14 

.29 

. 18 

.25 

.51 

.61 

60 

.40 

.28 

.31 

28 

.40 

.32 

.25 

.54 

,35 

Extractions needed because of 

Impaction 
Pl!l'iodontol 

disease 

0.0 

0.5 

1.7 

7.1 

14.4 

9.5 

6 .4 

5.3 

2.2 

1.7 

0.3 

1.4 

1.4 

0 .0 

0.0 

0.0 

4.6 

.00 0.0 .00 

.01 0.2 

.04 0.3 

.15 0.5 .01 

.31 1.9 .12 

.15 3.4 .17 

.11 4.8 29 

.08 5.6 .36 

.03 8 .1 .47 

9.8 .34 

.00 10.4 .61 

.04 15.7 80 

10.6 .54 

.00 2).9 1.06 

.00 16.9 .43 

.00 \6.1 .89 

,09 4.8 .24 

Prosthetic 
restoto

tion 

o.c .00 

0.0 .00 

0.7 .01 

0.6 

1.7 

3.4 .17 

2.1 . 12 

1.9 ,01 

1.8 ,06 

2.5 .09 

3.3 .21 

2.3 12 

3,9 .22 

3.0 . 17 

6.2 .26 

0.0 0.0 

1.7 .07 

Ot,er 

1.9 .04 

6.8 . IS 

9.5 .25 

4.4 .09 

5.2 .09 

6.6 .09 

3.2 .04 

3.5 .04 

2.5 

3.1 OS 

1.8 .02 

0.5 

4.3 .08 

3.7 .04 

3.1 

0.0 .00 

4.8 ,09 

7,6 

19.2 

20.1 

19.9 

30.4 

32.3 

26 .5 

21 .8 

19.6 

20.1 

21.1 

24 4 

22.7 

3-1 .3 

26.2 

23 .2 

22.9 

"" rea10ns 

...... 

.18 

.45 

.48 

.51 

1.10 

1.19 

1.16 

95 

.87 

.80 

1.12 

I 36 

1,17 

1.52 

1.26 

1.02 

.84 



Tllble 8 • Dental needs of 6 ,048 white females, by age--Cont inued 

Fixed bridQn - Crowns Firat Sec.ond 

Avg. Avg. Avg. 

-4 3 .8 .1 7 0.0 .00 0.0 .00 

5-9 4.5 .1 0 0 .2 0.0 .00 

10-14 3.8 .1 0 3 .3 .05 1.4 .02 

15- 19 5.5 ,13 11.7 .15 4.5 .04 

20-24 9.9 .20 15. 1 .19 6 .5 .08 

25-29 11.2 .42 23 .8 .34 11.2 . 15 

30-34 14.4 .42 24.9 .40 11.5 . 15 

35-39 12.0 .35 2 1.8 .31 10.0 . 15 

15. 1 .42 23.6 .31 10.1 . 15 

45-49 12.8 .28 17 .3 .20 4 .7 .06 

15.5 .36 17 .9 .21 7 .4 . 10 

55-59 9.2 .27 12.9 .23 6 .9 .09 

60-64 5.8 .09 10.1 .17 6 .3 .08 

65-69 9.7 .37 12.7 .28 6.7 .1 6 

70-74 6 .2 .08 6 .2 .06 1.5 

75- 8 .9 .16 3.6 .09 3.6 .09 

Total 9.0 . .24 13.4 .19 5 .8 .08 

. % 

0 .0 

0.0 

0.3 

1.4 

2.0 

3.6 

2.7 

3.0 

2.9 

2.0 

3.2 

0.5 

0.7 

0 .0 

0.0 

1.6 

Third 

Avg. 

.00 

.00 

.02 

.02 

.06 

.04 

.05 

.05 

.03 

.01 

.04 

.01 

.00 

.00 

.02 

First 

1.3 

0.3 

1.8 

8.6 

12.4 

14.4 

16.9 

16 .9 

17 .9 

27 .4 

20.3 

24 .6 

29.1 

23 .1 

17 .9 

11.1 

Partial dentures ot remOYoble bridQa 

Avg . 

.03 

.11 

.32 

.54 

.61 

.69 

.67 

.83 

1.22 

.86 

1.26 

1.35 

1.35 

.91 

.47 

0.0 

0.0 

0 .8 

1.1 

2 .0 

3.6 

4 .3 

6 .5 

5.4 

7.3 

7.7 

9 .2 

9.7 

11.9 

4.6 

7.1 

3.7 

Second 

Avg. 

.00 

.00 

.02 

.03 

.08 

.17 

.20 

.27 

.23 

.28 

.32 

.35 

.39 

.56 

.15 

.61 

.15 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.2 

0.0 

0 .0 

0.0 

0 .0 

0 .0 

1.5 

.0 

Third 

Avg. 

.00 

.00 

.00 

:oo 
.00 

.00 

.00 

.00 

.01 

.00 

.00 

.00 

.00 

.00 

.09 

.00 

Lower Upper Upper 6 
on ly only lower 

0.0 

0.0 

0 .0 

0.0 

0 .0 

0.5 

0.3 

0 .7 

0 .2 

0 .8 

0.6 

1.4 

2.4 

2.2 

4.6 

3.6 

0.5 

0.0 

0.0 

0 .0 

0 .4 

1.9 

1.9 

1.6 

3.7 

3 .8 

4 .7 

4.5 

5.1 

6.8 

10.4 

10.8 

10.7 

2.5 

0.0 

0.0 

0. 1 

0 .1 

1.2 

4.3 

2.3 

4.0 

3.1 

7.4 

10.6 

11.6 

9.0 

13 .8 

28.6 

3.0 

..... 
N 



TAle 8 • Dental needs of 6,048 white females, by age--Continued 

..... 

-· 0.0 .00 

5-9 0.0 .00 

10-1"' 0.9 .08 

15-19 3.9 .46 

20-2"' 8.5 1.26 

25-29 13.1 1.62 

15.0 1.93 

35-39 1 ... 8 2.00 

40-'" 15.7 2.00 

15.9 1.89 

50-S" . 15.2 1.98 

55-59 12.0 1.18 

60-6"' 13.0 I. I" 
65-69 15.7 1.8"' 

70-H 7.7 .7< 

75- 9.4 .83 

Total 8.8 1.10 

•Ot.,..._ than prophylaxis 

Root canol 
t~tment 

0.6 

0 .0 

2.3 

2.9 

2.7 

3.6 

3.5 

3.7 

3.1 

0 .8 

4.2 

3.2 

0 .5 

3.0 

0 .0 

1.8 

2.5 

Avg. 

.01 

.00 

.06 

.03 

.0< 

.0< 

.OS 

.05 

.0< 

.01 

.0< 

.06 

.00 

.03 

.00 

.02 

.03 

Pulpotomy 

Avg, 

7 .0 

4 .8 

0.8 

0 .3 

0.3 

0.0 

0 .0 

0.5 

0.2 

0.3 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.9 

. 17 

.08 

.01 

.01 

.00 

.00 

.01 

.01 

.00 

.00 

.00 

.00 

.00 

.00 

.02 

5c>a<• 
maintotnen 

4.4 

11.0 

1.8 

o.s 

0 .0 

0.0 

0 .0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0 .0 

0.0 

1.5 

Avg, 

.06 

.18 

.03 

.01 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.00 

.02 

Correc:Uon fOf No dental 
molocc!Uiion neett.• 

4.4 45.6 

16.0 23.0 

24.0 19.8 

9.2 19.1 

4.8 15.7 

6.6 15.0 

2.9 20.3 

3.2 16.9 

5.4 22.2 

3.1 20.1 

4.2 18.2 

2.9 18.9 

1.0 19.8 

3.0 1 ... 9 

0.0 20.0 

0.0 7.1 

8.3 19.6 

0.0 

22 

8.2 

20.0 

29.5 

.. 5 .9 

49.8 

52 ... 

57.5 

ss.o 

65 ... 

66.2 

67.2 

61 .1 

83.9 

3 ... 6 

Ott1er dental conditions 

Permanent 
.... h 

miuing 

Avg. 

.00 

.08 

.20 

.so 

1.09 

2.00 

2.51 

2.94 

3.44 

.. . 27 

5 ... 1 

7 .18 

7.98 

8 ... 3 

10.62 

'"-59 

2.51 

0.0 

0.3 

0.3 

2 .1 

4.8 

100 

12.8 

21.5 

22.0 

28.2 

27 ... 

4\.0 

.. 0.6 

39.6 

40.0 

44.6 

13.3 

.00 

.01 

.08 

.19 

.45 

.81 

1.15 

1.63 

1.86 

2.23 .... 
... 36 

... 52 

5.83 

6.75 

\.01 
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Fig, 4 • Average number of 
fillings needed, by age and 

No . 

43 

of decay did not decline greatly with age, but the 
number of extractions because of periodontal dis
ease increased markedly. The average need for 
extractions because of periodontal disease was 
one third higher in men than in women. Impaction 
as a reason for extraction was greatest in the age 
group 20 through 24. 

Males required more extractions than did fe
males, and this difference was greatest at the up
per age levels. For all ages combined, the two 
averages were .95 and .84, respectively. Among 
males, decay was given as the reason for 39.0 
percent of the extractions required; periodontal 
disease, 33.7 percent; impaction, 8.4 percent; 
prosthetic restoration as the sole reason, 8.4 per
cent, and all other reasons, I 0.5 percent. 

Among females, decay was given as the reason 

········ .. 

Melt------
Female ••••••••• 

· ........ ::::.-. .. , ... 
.......... ~::. .... ·.::· 

for 41.7 percent of extractions needed; periodon
tal disease, 28.6 percent; impaction, I 0. 7 percent; 
prosthetic restoration, 8.3 percent, and all other 
reasons, I 0. 7 percent. 

Figure ~ shows needs for extractions caused 
by all factors, by age. 

Crowns 

Nine percent of females and 8.5 percent of males 
were judged to be in need of crowns of any type. 
This difference was of doubtful statistical differ
ence. The average need for crowns was about 
three times as great among adults as it was among 
patients under 15. 

····· ... 
·· . .. 

FillinJS••••••••• 
Eltractions .......... . 

Fig. 5 • Average number of •• •••••••• •• ••• 
fillings needed and teeth •••• ••••• 

needing extraction, by age ._1 ----------·-----'!&.,~--------------•····· .. 
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Fixed bridges 

The need for fixed bridges was greatest for men 
in their late twenties and for women in their la-te 
twenties and early thirties. Of men between the 
ages of 25 and 30, 27.5 percent required a first 
fixed bridge. Nearly a fourth of all women be
tween 25 and 35 required a first fixed bridge. Ap
proximately one out of every seven patients in 
all age groups required a first fixed bridge. About 
one patient out of 17 required a second fixed 
bridge and one out of 53, a third. There was no 
appreciable difference in first, second, and third 
fixed bridges with respect to number of teeth in 
each. Fourth fixed bridges were needed in very 
few instances (0.6 percent). No patients needed a 
fifth fixed bridge. 

Partial dentures and removable 
bridges 

About one out of every nine pa.tients was in need 
of a first partial denture or removable bridge, and 
about one out of 28 needed a second such appli
ance. The average number of teeth was 4.20 per 
first such appliance and 4.00 per second. The 
averages for males were very slightly lower than 
for females, per partial denture or removable 
bridge needed. 

Complete dentures 

The proportion of male patients needing both up
per and lower complete dentures (3.7 percent) 
was nearly a fourth higher than the proportion of 
females needing both appliances (3.0 percent). 
However, the need for only one complete denture 
was approximately the same for both men and 
women. Of all patients needing complete dentures 
(6.3 percent of the total), 53.2 percent needed 
both upper and lower dentures, 40.5 percent 
needed an upper only, and 6.3 percent needed a 
lower only. 

Other dental needs 

Nearly 9 percent of all patients required treatment 
for periodontal disease. Among those patients re
quiring periodontal treatment, the average number 
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of teeth involved was almost 13. The need for · 15 · 
periodontal treatment increased considerably with 
age, but appeared to level off about age 50 and 
beyond. 

The percentage of patients needing root-canal 
treatment was the same for both males and fe
males (2.5 percent) and did not vary significantly 
with age. About one out of every 30 patients un
der age 15 required pulpotomies. The need for 
space maintainers was greatest in the 5 through 
9-year-old group, with the group 4 years old and 
under second, and the group 10 through 14 third. 

About one quarter of patients 10 through 14 
years old were considered to be in need of cor
rection for malocclusion. Beyond that age the 
need diminished gradually. The percentages given 
for upper age brackets, however, are probably 
without much meaning, since many dentists would 
not consider it practicable to correct malocclusion 
in an older patient. 

The percentage of patients having no dental 
needs other than prophylaxis was the greatest in 
the lowest age group (about 43 percent). From 
age 5 and continuing upward in the age scale, 
the percentage of patients having no dental needs 
steadily declined until age 30, when the rate 
stabilized. 

Permanent teeth missing and 
replaced 

Among all patients, the percentage of m1ssmg 
permanent teeth that had been previously re
placed by bridges and dentures was 40.0. Males 
averaged about the same number of permanent 
teeth missing, but females averaged a greater 
number replaced (Fig. 6). 

Tables 9 and I 0 show the distribution of pa
tients according to number of permanent teeth 
missing and number of these teeth previously re
placed. 

Dental needs of children 

Table II shows the needs of children aged I 
through 19, by single year of age. Notably, no 1-
year-old children visited their dentist without some 
need; this would be expected, since most dentists 
do not recommend visits purely for examination 
at such an early age. The decided and relatively 
steady increase in need for fillings and in perma-
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· 16 · nent teeth missing, proportionate to age (after 
the first two ages), may be contrasted with the 
declining percentage of patients with no dental 
needs. On the other band, the need for extrac-

lions remains relatively stable throughout the 
range of the table, as does the need for extrac
tions because of decay, except for a dip in the 
ages II, 12 and 13. This dip is probably due to 

Milt------· ' ' ' ' F11111ieeo•••••••• 

... 

' .. ' .. ... 
/.•" 

Fig. 6 • Average number of ~=- /.~: 
permanent teeth missing and l.'----------------------.:~::·",iliti+'"-•'------
number of these permanent /c 
teeth replaced, by age and .,.:1 
sex 

... .. .. 10.1<4 IS. I! "'" 
To.,le 9 . Percentage distribution of dental patients 
(white I, by number of permanent teeth missing 

No. of 
tHth %Males % FemaiH 

0 66. 1 65.0 
I 6.2 5.8 
2 4.7 5.0 
3 3,9 3.5 
'4 3.3 3.7 
5 2.0 2.2 
6 2.1 2.2 
7 1.1 1.5 
8 1.4 ·~ 9 0.8 1.0 

10 0.9 0.8 
II 0.6 0.4 
12 0.5 0.6 
13 0.4 0.5 
14 0.7 0,8 
15 0.4 0.3 
16 0.4 0.3 
17 0.4 0.3 
18 0.4 0 .5 
19 0.3 0.3 
20 '0.3 0.4 
21 0.3 0.3 
22 0.3 0.3 
23 0.2 0.1 
24 0.2 0 .2 
25 0.1 0.1 
26 0.1 0.2 
27 0.1 0.1 
28 1.8 1.8 

Total 100.0 100.0 

'"' 
,.,. 

Tobie 10 • 

,,, .... "" 

Permanent 
lttlh 

pmiously 

"""" 

,. .. '"' 
Percentage distribution of dental 

.... 
patients 

I white I, by number of permanent teeth previously re-
placed 

No. of 
teeth % Male1 %Females 

0 87.9 86.9 
I 2.7 2.3 
2 ·1.3 2.0 
3 0,8 1.0 
4 1.0 1.1 
5 0.7 0.7 
6 0.7 O.B 
7 0.4 0.6 
8 0.5 0,6 
9 0.1 0.3 

10 0.3 0 .3 
II 0.2 0.1 
12 0.1 0.2 
13 0.1 0.2 
14 0,9 0.8 
15 0.1 0. 1 
16 .o.s 0.3 
17 0.1 0.1 
18 0.1 0.2 
19 0.1 0.2 
20 0.1 0.2 
21 0.1 0.1 
22 0,3 0.2 
23 0 .1 0.1 
24 0 .1 0.1 
25 0.0 
26 0.1 0.1 
27 
28 0.6 0.6 

Total 10().0 100.0 
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Tobie II • Dental needs of -4,565 white children, by single yeor of oge 

Permanent No 
Total Total Decoy teeth dental ..... No. fillings ••tractions. extractions missing needo 

% Avg, % Avg. % Avg. % Avg. % 
1 2 50.0 2.00 100.0 1.50 50.0 1.00 0.0 .00 0.0 
2 10 50.0 2.90 10.0 .50 10.0 .40 0.0 .00 30,0 
3 83 44.6 2.17 4.8 .11 4.8 .11 0.0 .00 51.8 
4 206 54.9 2.71 11.7 .21 10.2 .19 0.0 .00 40.8 
5 217 68.7 2.95 15 .2 .37 12.9 .33 0.0 .00 26.3 
6 227 64.3 3.00 17.2 .33 11.9 .24 1.3 .15 27.8 
7 274 68.2 3.28 23 .4 .50 13.5 .29 1.8 .11 22.6 
8 284 66.5 3.12 19.4 .41 14.4 .32 2.5 .06 21.5 
9 243 60.1 2.21 15.2 .32 10.3 .19 2.9 .08 26.3 

10 280 59.6 2.35 2 1. 1 .61 11 .8 .26 2.5 .06 25.4 
11 247 57.9 2.41 18.2 .43 7.7 .12 4.5 .21 20.2 
12 344 58.4 2.68 203 .51 9.0 .17 6 .4 .14 22 .7 
13 286 67.1 3. 14 18.9 .4 1 8.7 .12 10.1 .21 19.2 
14 342 69.0 4.07 18.7 ... 10.5 .21 12.3 .25 17.8 
15 263 13.4 4.55 17.9 .37 H .4 .17 19.4 .42 19.0 
16 319 73.4 4.25 19.7 .57 13.8 .41 19.7 .63 19.1 
17 305 77 .0 4.23 20.0 .53 10.5 .24 14.1 .33 17.4 
18 316 71.8 3.42 23.4 .62 11.7 .32 19.3 .59 20.9 
19 317 71.6 4.00 25 .6 .71 12.0 .28 24 .3 .59 19.9 

Not•: The meaning of "%" end "Avg." Is explained In o footnote to Table 7. 

Tobie u • Dental needs of 181 Negroes, by age 

Correc-
Space Other tion for 
main- replace- Periodontal No moloc-.... Fillings Extractions Crowns toiners ments• treatment needot elusion -- --

% Avg. % Avg. % Avg. % Avg. Avg. % Avg. % % 

-9 75 .0 4.13 5.4 1.71 16.7 .29 25 .0 .33 .04 0.0 .00 12.5 8.3 
10-19 78.1 4.1 5 48.8 1.02 17.1 .32 4.9 .05 1.05 12.2 1.02 14.6 17.1 
20-29 90.3 6.14 54.8 1.39 16.1 .32 0.0 .00 4.10 12.9 l.ll 3.2 6 .5 
30-39 57 .6 2.64 54 .5 2.36 21 ,2 .58 <l.O .00 2.94 24 .2 2.97 15.2 0.0 
4()..49 51.7 2.59 69.0 1.41 21 .6 .66 0.0 .00 3.48 41.4 6 .38 3.4 3.4 
50- 39.1 1.61 52.2 4.87 11.0 .17 0 .0 .00 1.87 13.0 .78 13.0 0.0 
Not IP«. H.) I.H 33.3 .67 0 .0 .00 0.0 .00 .67 0.0 .00 13.3 33.3 

Toto\ 66.3 3.70 54.9 1.95 18.5 .39 4.4 .05 2.25 17.4 2.15 10.9 7. 1 

•Aftroge number of teeth needing replacement by fi x.cl ond removable bridget. and partial dentures. 
tOther than prophylaxis. 
Note : n. meonino of "%" ond "Avg." is explained In o fcotnote to Table 7, 

the final emergence of permanent teeth and de
ciduous tooth loss. Dentists, of course, are more 
chary of extracting permanent teeth than de
ciduous ones. 

Dentol needs of Negroes 

On the average, Negroes required more filtings 
than did white patients (Table 12). The need for 
extractions was much higher among Negroes, as 

were the needs for crowns, space maintainers, 
periodontal treatment, and other replacements. 
Fewer needed correction for malocclusion, how
ever. A smaller percentage of Negro patients had 
no dental needs other than prophylaxis than was 
true with white patients. A considerable propor
tion of these deviations undoubtedly can be at
tributed to the differing average socioeconomic 
levels of the racial groups. 

. 17. 
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Ill. Dental needs 
according to length of time 
since last visit to a dentist 

The relationship between dental needs and age 
was presented in the preceding chapter. Nonethe
less, age, since it is such an important factor in 
the dental needs picture, cannot be ignored in 
studies of relationships between needs and other 
variables. 

Therefore, age has been retained in this com
parison of needs by length-of-time groups, and 
will be retained in subsequent comparisons. How
ever, it has been necessary to combine the five
year age groups presented in Chapter II into 
broader groups to provide adequate samples for 
reliable percentages and averages by other vari
ables. This chapter and subsequent ones will 
not present all types of needs covered in the pre
ceding chapter; rather, a selection has been made 
to show representative needs (Table 13) . 

For length-of-time groups, as for other group
ings, the visit made to the dentists on the day 
of the survey was either the first visit of a series 
or the only visit deemed necessary at that time. 

Because of the small differences between the 
sexes in regard to dental needs, particularly ac
cording to other variables, and for reliability 

considerations, the sexes are, for the most part, 
combined in this and subsequent chapters. 

Although length of time since last visit to a 
dentist provides an interesting and significant 
basis for study of dental needs, it is not an ac
curate measure of regularity of attendance at the 
dentist. Of those patients who last saw a dentist 
6 months previously, probably most had been 
obtaining dental treatment with the recommend
ed frequency for a number of years. Among this 
group, however, it is reasonably safe to say th•t 
there were some patients who were negligent in 
earlier years. 

To study the relationship between visiting a 
dentist and existing dental needs in an ideal man
ner would have required obtaining a complete 
history of each patient's visits to dentists. Since 
this was not practicable, length of time since last 
visit was used as an index. 

Table 14 indicates a definite relationship be
tween patient income and frequency of visits 
to a dentist. Income is highest in the "less than 
6 months" and "6-11 months" groups. These are 
the groups that apparently contain the highest 
percentage of patients who see a dentist with the 
recommended frequency. 

It will be noted that among children 14 years 
of age and under the number of fillings required 



Table 13 • Dental needs of 11,357 white patients, by length of time since lost visit to a dentist and by age 

... 
_,. 
15-29 
30-.49 
50· 

Toto! 

_,. 
1.5-29 
30-419 
50· 

Toto! 

_,. 
15-29 
30-49 
50· 

Tot•l 

-1· 
15-29 
30-.49 
•o· 
Total 

-.14 
15-29 
30-.49 
50· 

Total: 

_,. 
15-29 
30-49 
50- -· 

-1• 
15·29 
30-49 
50· 

Total 

Letsrhon 
6 111onths 

.. 0.5 
58.1 
46,3 
35.4 

45.7 

3 ... 3 

"'·"' 32,2 
26,2 

34.7 

21,1 
37.9 
25,8 
16.4 

25.7 

5.7 
u.o 
10.4 

6.2 

9.3 

'·' 9.2 
6.1 •.. 
6.5 

20,2 
23.5 
14,6 
19.0 

19.2 

o.• 
6.6 

u.s 
11,8 

8,6 

.. 

1.59 
2.61 
1,34 
1.00 

1.65 

,95 
1,28 

.71 

·" 
0.89 

·" ,96 ... 
• 31 

·" 
.13 

·" ·" .II 

.19 

.13 

·" ... 
·" 
·" 
,63 
,72 ... ... 
,68 

,80 
1,90 
1.16 

0.99 

6-11 "'onths 

54,9 
63,7 
54,2 
50,5 

56,7 

43.2 
.48 • .5 
36.3 
36.7 

42.1 

25.9 
37,9 
29,9 
23.9 

30.2 

'·' 8.9 
9:1 
6.1 

7.< 

3.8 
•.o 
3.6 
<.6 

3,9 

9.3 
12.1 

9,7 
12.7 

10.7 

0,1 
2,8 
8.5 

10.7 

<,6 

Avg. 

1,75 
2.31 
1.39 
1.26 

1.75 

1,09 
1.24 
.76 
.76 

1.00 

.58 ... 
• 50 
.39 

.62 

.08 
,19 
.13 
. II 

.13 

.o• 
,08 
,07 
.06 

,07 

·" .30 
.29 
• 30 

.26 

,,. 
1.00 
1,03 

.50 

75.4 
77.3 
66,7 
53,6 

70,4 

63.5 
61,6 
46,2 
43.3 

55.1 

.48,1 
58,4 
46,2 
27.0 

47.9 

11,8 
18,2 
15.3 

6.3 

14.0 

11.1 
9.9 
9.2 

11,9 

10.3 

19.7 
2.4.1 
20.6 
29.8 

22.8 

0.7 
7.0 

14,9 
17.5 

9.0 

I r•or 

3,51 .... 
2.63 
1,69 

3,18 

2.05 
2,11 
1.29 
1,10 

1:13 

1,26 
1,54 
1.04 
.<9 

1.19 

.20 

·" .30 
.10 

.26 

,20 
.18 
.21 

·" 
.21 

·" .66 

·" 1.65 

.76 

.07 

.96 
1.93 
2.02 

1.12 

82.7 
82.2 
74,9 
57.9 

77.0 

66,5 
67,4 
54,1 
A2,1 

60.2 

54;3 
64.1 .... 
34.2 

55,8 

2 ,. •• ,. 

TOTAL fllUNGS 

..... 5 
5.09 
3.15 
1.96 

3.99 

89.9 
87.4 
77.9 
54.9 

79,8 

ONE·SURFACE FILLINGS 

5.50 
6.05 
4.29 
1,91 

4.76 

2.31 81.0 3.45 
2.53 7 4.2 2.85 
1.42 56.2 2.03 
1.06 38.9 1.07 

1,98 64.2 2.41 

TWO-SURfACE FILLINGS 

1.8A 59,5 1,70 
2.02 69,9 2 ••• 
1,3.5 59.7 1.79 
.68 35.8 .69 

1.61 59,7 1.86 

THREE-OR-MORE-SURfACE fiLLINGS 

15,6 .30 17.9 .35 
26.8 ,54 28.5 .72 
15,9 .38 28,6 ,A7 
9,6 ,22 9.9 ,15 

19,2 •• 0 23,8 ,<9 

EXTRACTIONS BECAUSE Of· DECAY 

19,1 ,3<4 25,6 .55 
16.8 .47 24,1 .64 
17.9 ,46 24.7 ,88 
U,9 .51 21.0 .62 

17.5 

29.5 
31.2 
27.5 
33,3 

30.3 

... 23,9 .69 

TOTAL EXTRACTIONS 

.61 29.8 .68 

.90 38.9 1.15 

.92 38.3 1.83 
1,61 38,9 2.28 

.9< 37.3 1.A5 

PERIODONTA~ TREATMENT 

1.7 .20 1,2 .31 
6,7 1,19 12.3 1,64 

12.6 1.30 27.6 3.'81 
17,5 1.27 12,3 .1.75 

8:1 1.01 15.2 2.09 

3 ,. •• ,. 

81.8 
91,1 
71.3 
56,5 

76.7 

7A.5 
74.0 
52.1 
44,6 

61.1 

52:1 
7A,O 
56,3 
37.0 

58,6 

16.< 
43.2 
23.4 
17 ... 

28,4 

23.6 
32.5 
28.7 
3A,8 

30.9 

30.9 
47.3 
A5,5 
55.4 

.. 6.5 

3.6 
15.4 
29.3 
33,7 

22.6 

.. 

6.09 
7.01 
3,97 
2.62 

5,02 

3.65 
3.28 
1,99 
1.31 

2.52 

2.00 
2,58 
1.47 
1,09 

1,85 

... 
1,07 

·" .22 ... 
.60 

1.03 
1.13 
1.57 

1.11 

,95 
1.50 
2.68 
3 • .52 

2.22 

1.95 
4,96 
4.55 

3.27 

92.2 
88,8 
70.9 
30,4 

67.4 

82 • .4 
81.0 
57.5 
2A • .4 

58.0 

62.7 
72.9 
55.0 
24 ... 

53.1 

27,5 
38.7 
29.7 

7.8 

26.7 

29.4 
46.1 
34,8 
23.0 

35.1 

3l.A 
61.0 
54.3 
49.3 

53.7 

o.o 
15,6 
25,6 
18,A 

19,0 

''"' 

7.50 
8,20 
... 53 
1,52 

5,09 

... 22 
A,30 
2.22 ... 
2.65 

2.24 
2:10 
\,61 ... 
1,71 

1.0< 
1,20 
.70 
,12 

·" 
.80 

1.83 
1.37 

,87 

1.37 

.82 
3.03 
3.52 
3.81 

3,28 

.oo 
2.21 
3.67 
2.2• 

2,62 

71,8 
90.0 
75,0 

100.0 

74,2 

58.0 
85.0 
62.5 

100.0 

61,6 

.9.6 
68,3 
62,5 

100.0 

52.• 

15.3 
35.0 
25,0 

0.0 

17.8 

2A,6 
.53.3 
25.o 

100.0 

28.2 

28.6 
63.3 
37.5 

100.0 

33.1 

0.0 
26,7 
25.0 
o.o 
3.7 

4.55 
8,93 
6.00 
8.00 

5.12 

2.22 
5,02 
3 • .50 
7.00 

2.59 

!,SA 
2.92 
2.00 
1.00 

1.97 

.<9 

.99 
,50 
.00 ... 
... 

1.63 
.50 

1.00 

.69 

... 
2.17 

·" 1,00 

.82 

.oo 
4.02 
7.00 

.oo 

.59 

62.8 
73.2 
61.2 
46.1 

62.8 

51.7 
.59.1 
43.3 
34.5 

48.8 

36.5 
52.1 
40,6 
2.4.9 

•o.:t 

9.3 
19,2 
15,9 
7.2 

13.7 

10,8 
14.5 
12:1 
11.6 

12.5 

18.1 
26,5 
23.0 
26.3 

23.1 

o .• 
7.3 

15,7 
1<4,3 

8.8 

Ayg, 

2.91 
•.o8 
2.46 
1.45 

2.90 

1.67 
2,08 
1,23 
.85 

1.54 

1.03 
1.54 
0.9A 
0.48 

1.06 

.21 ... 

.29 

.12 

.30 

.22 ,., 
·" .!5 

,36 

·" .87 
1.07 
1 .... 

,89 

.o• 
,99 
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Taltl• 13 . Dental needs of 11,357 white potients, by length of time since lost wisit to o dentist and by age- conllnwed 

but~ ... 6m- 6-11tn0nth• ,,_ 1.j yaGtt 2 y•att ,_ 
COMPlETE DENTURES 

Upper Upp•r Upper Upper Up pat Upper 

• & • • • & 
Upper Lower low at Upper lower lower Upper Lower low•r Upp•r Lower lower Upper low•r lower Upper lower lower 
I~) 1~1 1~1 {~) {~) 1~1 1~1 1~1 1~1 1~1 1~1 1~1 1~1 1~1 1~1 1~1 1~1 1~1 

-II 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0,0 0.0 0.0 0.0 o.o 0,0 0.0 0.0 
15·29 1.3 o.o 1.1 0,2 0.0 0.5 0.5 0.2 o.• 0:1 0.0 0.3 1,9 0,3 0,8 3.6 0.0 1.2 
30-49 2.5 0.2 3.1 o.8 0.2 0.6 2.6 o.• 2.2 3,< 0.5 2.9 8.1 0.6 3.9 7.2 1.2 7,8 
50· '·' 0.5 6.9 3.• 0,8 1.6 6.7 2.8 11 . 1 7.0 '·' 9.6 9,9 3.7 17.9 22.8 3.3 14.1 ..... 2.0 0.2 2.7 0.8 0.2 0.5 1.9 0.6 2.< 2.1 o.• 2.3 ..• 0.9 ... 8.0 1.0 ... 

~ Avg, ~ Awg, ~ ""rl· ~ Awg. ~ Awg, ~ Awg. 

PERMANENT TEETH MISSING 

-1• '·' ·" '·' .09 • • 3 .12 6.9 .II 7.7 ·" 9,1 ,II 

15·29 24.3 1.10 21.6 .76 27.6 ... .40,6 l.ll 34.8 1.25 32,0 1.09 
30-49 .45,7 2.99 .4A.9 2.12 .46.6 2.82 50.7 3.21 62.7 4,41 64.1 4.74 
5o. 61,5 6.62 55,0 4 • .51 61.7 7.48 64.0 6.96 "" 9.47 78.3 10.17 

Total 33,6 2.62 27.4 1.47 32.9 2,22 39.3 2.ll 45,3 3.37 49,4 3.9.5 

PERMANENT HUH PREVIOUSLY Rt:PtACfD 

-II 0.0 .00 0.1 0.3 .01 0.6 .01 0.6 .o• 0,0 .00 
15.29 • • o ,29 '·' . 19 '" .2 • 5.0 .17 '·' ·" J.O ·" 30-49 22.5 1.30 22.8 1,06 17.!1 1.28 17.9 l.l!i 18.5 1.50 19.2 1.32 
50. .41.8 4,11 36 • .5 2,98 34,, 3.43 36.0 3.92 37:1 4.32 30 • .4 .4.01 

Torot 16.8 1.34 12.7 .78 11.$ .93 11.8 ... 13,9 1.21 13.4 1.28 

NO DENTAl NEEDS OTHER THAN PROPHYlAXIS 

- 1• 2.4.8 3.4.0 16,1 \0,4 '·' 12:1 
15-2'9 23.5 27.1 "" 10.4 '" , .. 
30· .49 28.9 30.0 16,8 10.6 •• 2 '·' 5o. 25.6 "" 9.5 ''·" ,,6 3.3 ..... 25J 29.7 14.6 10.6 '·' "' Nof•, Th mecmitlg ot •-., .. Mid .. Awo." i• ••ploilwtd 0.. a loofftote te Tobie 7. 

M.OJaftiCMt 

l y•en NMM 

Upper 

• Upper Lower low ~or Up pat Low•r 
1~1 1~1 1~1 1~1 1~1 

0.0 0.0 0.0 o.o 0.0 
3.3 0.0 ... 3.3 0,0 
9,9 0.0 16.0 0.0 0.0 

18.4 3.7 44.2 0.0 0.0 

9.5 0.9 11:1 o.• 0.0 

~ Awg. ~ 

13.7 .29 1:1 
50.2 2.24 15.0 
73.1 6.06 12.5 
84.1 15,47 100.0 

65.3 6.90 3,7 

0.0 .00 0.0 

'·' .27 0.0 
16.9 1.!19 o.o 
30,9 .5,.45 o.o 

\3,4 2,06 0.0 

5.9 "" 1,1 5.0 
2.9 0.0 
1 •• 0.0 

2.1 20.0 

T ... , 

Upp•r 

• 
low•r Upper Lower 
1~1 1~1 1~1 

o.o 0.0 0.0 
0.0 1.1 0.1 
0.0 3.6 0.3 
0.0 7,6 1.7 

0.0 2.5 0.5 

...,g. ~ 

.o• '·' .67 28.5 
1.~0 ~1.1 

4.00 64.8 

·" 34.4 

.00 0.2 

. 00 ..• 

.00 20.2 

.00 3.5.9 

.00 l:Z.B 

24.7 
17,4 
19.~ 
16,.5 

19:1 

Upper 

• lower 
1~1 

0.0 
0.9 
3.9 

12.0 

'·' Awg, 

·" 1.07 
3.25 
7.56 

2.50 

·" 1.26 
3.74 

1.05 

N 
0 

~ 
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Ta.., .. 14 • Petcutage dish'itMtltOo.1 of patieftta by Rome gtO\Ip, ouordit1v to length of time .~ lent""'' to a dentilf ofMf occord~ ta ... • 21 . 

was substantially lower for those who had never 
been to a dentist than for those who had seen a 
dentist more than a year and a half before. 
This is explained by the fact. that this age group 
included many of the very 'young children who had 
not seen a dentist before, not because of neglect, 
but rather because of their early age. 

The need for extractions was almost five times 
as great among patients who last saw a dentist 

over 3 years previous to the time of the survey 
as it was among patients in the "less than 6 
months" group. At all age levels, patients who 
had never before seen a dentist required fewer 
extractions than those who had seen a dentist 
more than 3 years before. For certain other dental 
needs, as well, there was a lower average in the 
"never" group. This was a relatively small group, 
and it is highly probable that it included many 

. . ................. Miirrp~ 

................ ........ Mt!fl totediq tlllatioll 

---NI.IIIbft ollttll'l!'ftdilltiiii~Ji!IUINIII 

Fig. 7 • Average needs of fillings, 
extractions, ond periodontal treat
ment, by length of time since lost 
vi sit to o dentist ............. 
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Fig. 8 • Percentages of patients 
witk no dental needs, by lengtk of 
time since la st visit to a denti st 
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Table 15 • Percentage distribution· of patients by age, according 
to length of time since last visit to o dentist ... 
l•gthoftime -14 1.5-29 30-49 30- Total 

len rhon 6 m011ths 24 . .5 2.5.3 28.S 21.7 100.0 
6-11 11101\lht 29.6 29.1 2!1.6 15.0 100.0 
1 1•or 25.0 32.9 27.1 B.O 100.0 
1.5 .,ears 2 1.9 37.6 26.1 14..4 100.0 
2 1•ou l6J 36.4 JOJ 16.2 100.0 
3 .,eon 11 ,4 3!1.0 34.6 19.0 100.0 
Mote Itt- 3 J'M" 6.0 JIJ 36.8 l.S.S 100.0 
Ne.,er been 

to denti11 befote 13.9 12.3 1.6 0 .2 100.0 

TotO<! 26.3 30.3 27.0 16.4 100.0 

Table 16 . Percentage distribution of patient• by length of time 
tiMe loti visit to a dentist, according to o;e ... 
lMgthofti111e _,. 

1!1·29 30-49 "'' Toto! 

le15thon 6 months 14.9 13.3 16.9 21.1 16.0 
6-11 months 41.S 36.3 3l.l 33.6 36,9 
1 .,ear 14.3 16.3 ll.O 13.6 1!1.0 
1.!1 .,ears •• 8 8.7 6.8 6.2 7.0 
2 .,eo" 3J 10.7 10. 1 8.7 8.9 
3 .,eon 1.9 3.0 3.3 3.0 '·' Motetholl3 .,.a" 1,7 7,9 10.3 11,7 7 .6 
NeYer be• 

fodeo~tilfbefore 14.2 1.8 0.3 0.1 • • 3 

Toto! 100.0 100.0 100.0 100.0 100.0 

Tobie 17 • Perc.ntage distribution of poUenb by su. ac.cordlr\g 
to lel'lgth of time since last vitit to a denti1t 

le,.oth of tir1111 Male Female Totol 

leu than 6 months 43.9 56.1 100.0 
6- 11 months 45.9 ,.,, 100.0 
I year 46.3 >JJ 100.0 
1.5 years 411.6 ,,_. 100.0 
2 yean 47.1 .52.9 100.0 
3 yeotl 50.8 49.2 100.0 
More than 3 years 57.9 42.1 100.0 
N..,., been 

to dentist before 51.0 49.0 100.0 

TCMol 47.3 .52.7 100.0 

persons relatively immune to dental caries . 
A pronounced increase in percentage of patients 

needing complete dentures occurred in the "more 
than 3 years"' group as compared with the "3 
years" group. 

Those patients who had last seen a dentist 
within the preceding 6 months averaged nearly 
twice the number of permanent teeth missing as 
those who last saw a dentist between 6 and II 
months previously . The probable explanation for 
this fact is that there were included in this group 
of patients many with generally poorer dental 
health. It may be noted that the need for com
plete dentures in this group is also greater. Some 
dentists may have inadvertently included some 
patients in process of having dentures fitted. The 
number of permanent teeth previously replaced 
by dentures and bridges does not vary as much 
as most of the figures with length of time since 
the last visit to a dentist. 

The percentage of patients with no dental 
needs other than prophylaxis was highest in the 

fobte II • Perc•nlag• d i1h'ibution of pottents by length of time 
since loll Yit.it to a denti1t, according to,.,., 

llll'lgth of time Mole fe111ale Totetl 

lM1 tho" 6 month1 U ,7 16,9 15.9 
6-11 111onths l5.9 37.9 37.0 
I year u .e 15.4 1.5.1 
1.5 years 7.2 ... 7.0 
2 yean ... 8.9 8.8 
3 )"111111 4.6 4.0 4,3 
More than 3 yean 9.3 6,1 7.6 
l'le¥erbeeft 

to dentist before 4:7 4,0 4.3 

Toral 100.0 100.0 100.0 



"6 to II months" group, with the "less than 6 
months" group second. This can be explained 
by the usual unlikelihood of visiting a dentist 
more often than each 6 months if no dental prob
lem arises to instigate a visit sooner. 

The patient who had not seen his dentist in 
more than 3 y~ars was generally in a rather de
plorable dental condition, on the average. The 
typical patient in this category required 5.09 fill
ings and 3.28 extractions. He had 6.90 perma
nent teeth missing before the indicated extrac
tions. A total of 29.! percent of this group needed 
at least one complete denture, and only 2.1 per
cent needed no dental treatment other than 
prophylaxis. 

52 

By contrast, the average patient in the "6 to II . 23 . 
months" group needed only 1.75 fillings and 0.26 
extractions. He had but 1.47 permanent teeth 
missing before the few indicated extractions. Only 
1.5 percent of this group needed one or two com-

: plete dentures, and 29.7 percent had no dental 
needs other than prophylaxis. 

Figures 7 and 8 graphically depict this pro
nounced relationship between dental needs and 
length of time since last visit to a dentist. 

Tables 15 and 16 provide analytic data relat
ing age groups and "length of time" groups. 
Tables 17 and 18 perform the same function with 
regard to sex and "length of time" groups. 

.. 
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IV. Dental needs according 
to region of the country 

53 

In the preceding chapter, a pronounced relation
ship was . shown between .unmet dental needs and 
length of time since patients had last visited den
tists. Regional differences in unmet dental needs 
are in most instances relatively smaller; they are 
a function not only of differences in incidence 
rates but also of dental care received in the past. 
Some of the regional differences are undoubtedly 
due to Huoridation, in the earlier age groups par
ticularly. 

· Although regional differences are not startling, 
on close inspection it is possible to discern some 
rather definite patterns. 

With respect to the number of fillings needed 
among all age groups combined, the East North 
Central, West North Central, and South Atlantic 
regions are below the national average, whereas 
the remaining six regions are above (Table 19). 
Figure 9 shows the regions and the states con
tained in each. 

The East North Central, West North Cen
tral, and South Atlantic regions were also dis
tinguished by an average or lower than average 
number of teeth requiring extraction because of 
decay and for all reasons in the first two regions. 

The East South Central, Mountain, and Pacific 
regions were also below the national average in 
number of extractions needed because of decay, 
and the latter two for all reasons, as well. The 
Middle Atlantic Region was also below the na
tional average in total extractions. When total 
extractions required were added to permanent 
teeth previously missing, the West South Central 
Region had the highest average ( 3.96) and the 
Mountain Region, the lowest (2.58). 

Figure I 0 shows needs for fillings and extrac
tions by region. 

Need for treatment of periodontal disease was 
more than twice as great in the West South Cen
tral Region as in the West North Central Region . 

There were four regions in which patients ex
ceeded the national averages with respect to per
centage needing complete upper or lower den
tures or both: East South Central, South Atlantic, 
West South Central, and East North CentraL 
More than double the percentage of patients re
quiring complete dentures in the Mountain Re
gion were judged to have such need in the East 
South Central Region. 

The greatest number of permanent teeth miss
ing was in the East North · Central Region, and 
the lowest was in the Mountain Region. The East 
South Central Region not only recorded the sec
ond greatest number of permanent teeth missing, 



Toltle 19 • Dental needs of 11,538 ·••+lite potients, by region and by age 
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·" 1.5-29 

30-A9 ... 
Totol 

·" 15-29 
30-A9 ... 
Total 

·" 15-29 
30-A9 ... 
Total 

·" 15-29 
30-A9 ... 
Total 

·" 15-29 
30-A9 ... 
Total 

·" 15-29 
30-A9 ... 
Total 

-1• 
15-29 
30·A9 ... 
Total 
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6A,O 
7.5.0 
6.:1 
56.0 

67.3 

53.7 
61.5 
52.6 
42.9 

55.0 

38.3 
51.6 
37.2 
33.3 

A1.9 

... 
18.9 
1A,I 
2.• 

13.0 

12.6 
18.9 
12.1 
lA,] 

15.2 

16.0 
28.7 
21.2 
29.8 

23,6 

0.0 
7.8 

17.3 
17,9 

9.1 

3,13 
... 28 
2.3A 
1.8.5 

3.19 

1.9A 
2.26 
1.47 
1.23 

1.85 

1.01 
I.A4 
.67 
.60 

1.02 

.18 ... 

.20 
• 02 

.32 

.20 

·" ·" .37 ..• 
.26 

1.07 
. 86 

1.71 

.99 

.00 
1.08 
2 ... 6 
1.37 

1.12 

68.9 
n.o 
6A.9 
51.0 

67 ... 

61.3 
61.5 
52.6 
A2,9 

H.O 

38.5 
55.1 
A],] 

26.2 

A2,9 

9.5 
!A.7 
17,1 

6.1 

12.6 

13.2 
15.0 
13.6 
10.8 

13 ... 

20.0 
22 ... 
22.0 
23.3 

21.8 

0.6 
8.3 

20.5 
19,5 

11.5 

Av" • 

3.40 
3.91 
2.85 .... 
3.10 

2.02 
2.05 
l.A7 
1.23 

1.71 

1,18 
1..58 
1.11 
.•9 

1.17 

.20 

·" ·" ... 
·" 
.30 
.•2 
·'' .32 

.38 

.53 

.61 ... 

.90 

.71 

.10 
1.17 
2.8.5 
1.93 

1.A5 

6A,1 
70.2 
57.7 
A2.1 

60.0 

52.9 
59.1 
38.7 
32.2 

A6.9 

36.3 
A7.1 
37.0 
20.2 

36.7 

6.0 
17.5 
13.9 
6.9 

11.7 

11.3 
U.3 
13.0 
10.7 

17.5 

16.8 
25.5 
21.7 
25.3 

22 ... 

0.7 
7.5 

10.9 
8.8 

7.0 

W"l North 
Cet~trol 

..... 
Arlo11tic 

2.70 
3.90 
2.22 
1.20 

2.6 .. 

1.66 
1.98 
1.13 

:TO 

1.43 

.09 
1.44 

.03 

.37 

.9. 

61.3 
78 ... 
65.1 
A],! 

6A.3 

A6.8 
63.8 
A8,A 
29.3 

A9.2 

31,1 
.59.6 

"" 27.6 

A2,5 

.15 8.1 

.... /22.9 
.26 1A.7 
.13 6.0 

.23 

.38 

·" ..• 
.36 

·" .68 
1,00 
1.37 

• 82 

.06 

.90 
1.33 
.78 

.79 

U.l 

7.0 
•• 2 

15.0 
1.5.1 

13.8 

1A,6 
28.1 
2 ... 6 
31.0 

24 ... 

0.3 

'·' 10.6 
9.5 

6.1 

Av". 

2.37 
... 38 
2.52 
1.26 

2.85 

1.35 
2.11 
1.18 
.63 

1.42 

Av", 

TOTAl AUINQS 

57.3 2.62 
68.0 ... 13 
60.1 2.AO 
A1.6 1.80 

58.6 2.75 

59.3 
73.6 
58 • .5 
.&3.9 

60.9 

ONE-SURFACE FllUHQS 

A6.5 
55.0 
A2.1 
42.9 

A.5.0 

1.55 
2.13 
1.2 .. 
1.23 

I.A8 

A6.9 
58.6 
36.7 
3A,I 

A5.6 

TWO-SURFACE FllUNOS 

.a• 30.9 .87 35.4 
1.78 A9,A 1,A6 5 ... 6 
1.01 ]8,2 .82 A7.6 
.50 22.6 ..... 23.2 

1.12 36.9 .9• A],) 

THitfE·OI·MORf·SUIFACE FllUNGS 

.18 
•• 9 
.33 
.13 

.31 

9.5 
19,0 
15.1 
7.2 

13 • .5 

.20 

·'' ·" .13 

.33 

9.7 
23.6 
17.7 
7.3 

16.2 

EXTRACTIONS IECAUSE OF DECAY 

.18 

·" ..• ..• 
·" 
.36 
.83 ... 

1.38 

.81 

·" 1.33 
1.08 

.69 

11.3 
12.8 
11.9 

6.9 

11.2 

.22 

·" .•7 
.21 

.36 

TOTAl EXTIACTfONS 

19.0 
25.6 
23.1 
2A,6 

23.1 

·" .98 
1.31 
1.67 

1.06 

1.5.0 

"·" 12.9 
12.2 

1A.9 

2A,8 
32.8 
25.9 
2 ..... 

27.5 

PERIODONTAl TREATMENT 

0.7 .06 0.0 
6.8 1.08 7.5 

17.0 2.20 11.6 
19.3 2.07 12.2 

10.5 1.32 7.8 

2.92 
..... 2 
2.A1 ...... 
3.0 .. 

1.58 
2.35 
1.03 

·" 
1.57 

1.11 
1.53 
1.07 

·" 
l.U 

.23 

·" .31 
.07 

.33 

.21 
.56 
.27 

·" 
·" 
·'' 1.31 ... 

1.65 

1.02 

.00 

.69 
1.67 
2.13 

1.06 

58.0 
7A,7 
.57.5 
A2.1 

60.1 

50.6 
61.9 
A2.1 
30.5 

A8,5 

33.7 
.52.8 
38.8 
25.5 

39.5 

9.• 
22.6 
17.6 

8.3 

15.2 

9.0 
17.0 
12 • .5 
17.2 

13.9 

22.4 
35.8 
28.6 
28.3 

28.9 

•.. 
11.7 
21.6 
15.2 

12.0 

2.63 
A,7.5 
2.A9 
1.3.5 

l.OA 

1.65 
2 ... 0 
1.18 
• 69 

1.63 

.83 
1.76 

.97 

·" 1.09 

·" .59 
.3• 
·" 
• 32 

• 18 

·" ... 
.79 

.51 

.56 

'·'" 2.00 
2.17 

1,A9 

1.A7 
2.69 
2.22 

1.52 

. .. 

Movntoin 

63.2 
75 ... 
60.5 
61.2 

65,2 

50.8 
63.7 
A2.1 
A8.2 

.51.1 

A],,5 , .. 
A2.1 
32.9 .... 
13-0 
21.6 
13.8 
9 •• 

1A.9 

10 ... 
11.1 
6.6 
3.5 

8:1 

17.1 
28.7 
17.8 
18.8 

20.8 

o.o ... 
11.8 
11.1 

6.5 

Av", 

3.3.5 
3.85 
2.35 
2.09 

3.01 

1.81 
2.09 
1.2A 
1.31 

1.65 

1.32 
1.311 
.93 
.69 

1.13 

·" .30 
.18 
.09 

.23 

·" .36 
.21 ... 
.21 

·" .99 

·" 1.85 ... 
.00 
.96 

1.9.5 
1.28 

.9• 

63.5 
70.6 
62.5 
51.1 

63.9 

A8.7 
so.• 
A0.9 
38.8 

A6.2 

A],O 
.50.6 
A3.5 
27.5 

A],A 

13.3 
21,2 
20.6 
12 ... 

17.3 

7.8 
10 • .5 
12.0 
16.3 

10.9 

I6.A 
23.3 
22.9 
32.6 

22.7 

0.3 

'·' 18.3 
1.5.7 

8.3 

Pociftc 

Av", 

3.29 
3:10 
2.A6 
1:11 

3.01 

1.A6 
l.7A 
1.09 
.93 

1.40 

l.AO 
1 • .50 
1.00 
.56 

1.21 

·" •• 6 
.37 

·" ..• 
.19 
.26 
.38 
.33 

·" 
.37 
.70 

1.09 
1.37 

.79 

.95 
2.67 
2.16 

1.23 

United State' 

62.8 
73.2 
61.2 
A6.1 

62.8 

51.7 
59.1 
A],] 
JA.5 

A8.8 

36.5 
52.1 
40.6 
2A.9 

A0.3 

9.3 
19.2 
15,9 

7.2 

13.7 

10.8 
IA.5 
12.7 
11.6 

12.5 

18.1 
26.5 
23.0 
26.3 

23.1 

•.. 
7.3 

15.7 
lA,] 

8.8 

Av", 

2.91 
... 08 
2.A6 

'·"' 
2.90 

1.67 
2.08 
1.23 ... 
1.5A 

1.03 
1.54 
.9• ... 

1.06 

.21 
•• 6 
.29 
.12 

.30 

·" ·" .•2 
·" 
.36 

·" ·" 1.07 
1 .... 

.89 

.•. 

.99 
2.08 
1.57 

1.13 

N 
VI 
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MJddle Eatt Nortflo W"tNortt. Eat! 5ovtt. w..,s-..., ... NewboiOitd Atlwot0c Ceot~trGI c .... trol 5cNrk Al\-ti(. c-trclll '•""al M-taill Pacific: U"lted State• 

COMrUlf Df"'TUHS 
Upp., u .... "·- u. ... Upper Up ... Up pH u .... u. ... UppH 

• • • • • • • • • • 
Uppet" lowltt -- Up..-r l-• ,__ UpPer lower ,__ Uppw L.wer ,__ lJt:lp.- lowet ,__ Up~ Low..- ,__ u.- ..... ,__ Upper lower ,__ Upper Low., ,__ Upper l_., .... 

1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 I ... 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 1'1101 

·" 0.0 0.0 0.0 0.0 o.o 0.0 o.o 0.0 0.0 o.o o.o 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
15-29 1.6 o.• o.• 1.1 0.0 o.o ... 0.0 1.A 1.0 0.0 1.0 1.0 0.0 1.9 >.3 0.6 1.7 1.9 .... 1.5 1.2 0.0 0.0 0 .3 0.0 ... 1.1 0.1 0.0 
30-49 3.1 0.0 ... 3.1 0.9 , ... .., 0.< ... b 0.3 2.3 . .. 0.2 3J 2.0 ..• 6.1 •.o 0.0 ... 3.9 OJ' 1.3 3.0 0.0 3.3 3.6 0.3 3.9 ... I OJ' 1.2 1.3 1.9 1.2 6.< 9.2 1.7 12.0 1.3 2.2 11.6 1.9 1.6 1.5.1 1.2 <.9 :U.2 3.< ... 19.3 1.1 1.2 1.2 . .. 3.< 10.7 1.6 1.7 12.0 

, .... 2.0 0.3 2.2 '·' •.. 1.7 3.1 •.. 3.9 2.< •.. 3.2 3.0 •.. <.2 2.1 •.. 6.1 2.2 0.2 5.7 2.3 0.3 '·' 1.6 0.5 ... 2.5 0.5 3.3 .. ..... ,. .. Avg, .. Ava. .. ""'"· .. Avg, .. ........ .. ....,. .. A'l'g • .. ....g. .. Avg, 

Pf.RMAHEN1' TEEtH MtSSW'fG ... 6.9 ,1 6 6.3 ,16 <.3 . 11 3.1 . IT '·' ... J.3 .12 2.0 .•. 3.1 .09 3.6 .09 ..• . 13 
15-29 29.9 I .OJ 2t,9 1.12 21.3 1.21 28.9 1.10 .... 1.09 31.6 1.17 30.6 l .U 25.1 .13 :U.J .Tl 28.5 1.07 
30-49 , ... .... 5.5.3 3.46 .50.8 3.56 49.6 2.U 49,5 3.14 , ... 3.$9 52.• 3.22 49.3 2.57 47.2 2.72 51.1 3.25 
50- 67.9 1.7< 65.9 7.20 62.7 7.68 o6.8 7.31 66.2 8.04 61.0 1.20 64.1 7.86 60.0 5.9.5 66.3 7.59 .... 7,56 

Totcrt 33.6 2..13 36.7 2,51 34.9 2.n 34,1 2.45 35.3 2.66 31.0 2.73 34.3 2.47 29.1 1.7< 29.3 1.96 H .4 2.50 

rt!IMANENT TEnH PlUVtOUSlV af.PtACEO ... ... .01 0.0 .00 ... .01 0.0 .00 0.2 .01 ... .00 0.0 .00 0.0 .00 0.0 .00 0.2 
15-29 6.1 .21 ... , IT ... .21 ... • IT 3.S .09 6.3 ·" 3.< .21 2.9 .13 <.9 ... <.5 .21 
30-49 2.4.4 1.15 25.1 1,4.4 20.< 1.:11 20..5 1.3< 16.1 1.05 11.6 ..55 16.1 1.12 21.1 1.26 20.6 1.JO 20.2 1.26 
so- .... ..... '2.0 .... .. ... 3.71 31.4 3.62 32.5 3 .•• 22.0 2.39 33. 1 3.13 30.6 2.S9 37.1 3.8. 33.9 '"' , .... ..... 1.09 1J.2 1.19 .... 1. 13 13.2 1.03 11.6 ... 9.0 .63 10.9 ... 10.1 .76 11.6 ... 12.1 1.05 

NO Olf'f1'AL Hf.£05 OTHt:lt THAN f't0Pt1Y\Ait~ ... 17.4 22.1 2<.6 26. 1 30.9 18.6 19.6 2.4.9 23.7 2<.7 
15-29 17.2 1<.7 20. 1 u .s 22.1 ..... 12 . .5 1.5.2 20..5 IT.< 
:Jo-•9 18.6 1<.7 2l.J 19.9 20.9 10.0 16.5 25.0 21.9 .... 
50. u.s IJ.2 11.0 10.0 19.3 12.2 12.< 12.9 IU 16..5 ..... 20.0 16.7 21.2 19.1 23.< 16.1 15.7 lO.It 20.1 19.7 

Note: T1te rneOfliRII of~" or11l "Avg." It ••ploOI\ed ill o foorrtole te Teble7. 
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Fig. 9 • Composi tion of regions 

Fig , I 0 • Average needs 
for filling s ond extractions, 
by region 

... ._-
but it also had the lowest number ol these teeth 
replaced previously. Thus, the gap between teeth 
missing and teeth replaced was considerably 
greater in the East South Central (2.10) than 
in any other region and more than double that 
in the Mountain Region (.98). 

The percentage of patients with no dental 
needs other than prophylaxis varied somewhat 

56 

~NIIIIIbtfol ltlillc1 
III N~ ol!etlh ~ "'fltfiOII 

tal,..,,. Wnl ~01 111 s-tll 
c..tral c..tltl lllllllc 

!rom region to region; the West South Central, 
West North Central, Middle Atlantic, and East 
South Central regions were all below the national 
average in respect to percentage o( patients re
quiring no dental treatment other than prophy
laxis. 

. 27. 
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V. Dental needs 
according to income 

57 

The factors correlated with dental needs in this 
and in previous articles in this series are not in
dependent of each other. Thus, the relationship 
between income and dental needs is not distinct 
from that between needs and length of time since 
last visiting a dentist, because of the close rela
tionship existing between frequency of visits to a 
dentist and income. There is also some relation
ship between income and region of the country. 
Similarly, correlations of varying degree exist be
tween other factors that have been related to den
tal needs in this report. 

• ......... f'lllllllt,rllnillpnedd 

As shown in Table 20 and Figure II, the num
ber of fillings needed varies somewhat according 
to family income. The difference is especially pro
nounced between the two highest income groups, 
with patients in the "$! 0,000 and up" income 
group needing a relatively low number of fillings. 

Older patients with very low incomes needed 
relatively few fillings. The reason for this seeming
ly anomalous finding becomes apparent on in
spection of the statistics for total extractions need
ed and for permanent teeth previously missing. 
Those patients 50 years old or older who were 
in the lowest income bracket averaged almost 
three times as many teeth either missing or re
quiring extraction as did patients of the equivalent 
age group in the highest income bracket. 

_______ ....., ., '"'~ -- ll:hclion 
___ ,. .... flllteth ...... ~....-

........... ······ ············ 
···················· 

·················· ... 

~ ~ -----......... ... 
7 ······················ 

S2.COUJ.M ..... 

Fig. 11 • Average need's for fill
ings, extractions, and periodontal 
treatment, by income group 



, ..... 20 . ()eNol Medt of I 0,683 white patient., by inco.- ond by o;e 

IW(OME 

12,ooo- $4,000· 16,000. 11,000. 110.000 ... ·11,999 Sl,999 15,999 S7,999 19,999 ...... ..... .. ""II· .. A"O· .. ....... .. Awg • .. Awg. .. Awg, .. ... 
TOTAL fiWNGS ... 82.8 4.31 85.7 4.90 74.8 3.81 63.1 3.16 61.0 2.71 49.7 1.11 62.1 2.91 

13-29 76.3 4.70 80.8 5.43 79.2 4.96 77.8 4.42 70.1 3.64 61.6 2.47 73.2 4.01 
30-49 40.9 2.H 57.5 3.32 64.3 2.76 64.2 2.72 63.0 2.54 56.0 1.89 61,2 2.46 
50- 21.6 1.05 45.5 1.44 44.6 1.39 49.1 1.54 45.8 1.73 48.8 1.42 46.1 1.45 

Total 57.4 3.16 69.0 4,01 68.7 3.55 66.0 3.11 62.0 2.76 .... 1.94 62.8 2.90 

ONE-SURFACE fiLLINGS ... 12.4 2.55 71.4 2.90 61.6 2.12 52.8 1.82 50.3 1.53 39.6 1.03 51.7 1.67 
13-29 61.8 2:70 68.2 2.72 64.9 2.55 62.5 2.20 56.5 1.71 46.1 1.27 59.1 2.08 
30-49 36 • .& 1.32 45.1 1.87 48.1 1.45 44.6 1.32 43.2 1.17 39.0 .97 43.3 1.23 
50· 1.5.9 ·" 35.3 .92 31.6 ... 36,6 .87 35.5 .94 37.3 .87 34.5 .15 ..... 45.3 1.7f 56.1 2.16 .54.5 1.89 51.1 1.66 47,7 1.40 41.0 1.05 41.8 1.54 

TWO·SURfACE fiLLINGS ... 51.7 1.52 49.0 1.29 46.4 I.U 40.6 1.12 33.8 .96 25.4 .67 ,36.5 1.03 
1.5-29 57.9 1.57 63.9 2.00 57.7 1.11 54,8 1.71 50.3 1.47 •o.o .94 52.1 1.5• 
30·49 31.8 1.05 J7~ ... ,,.. 1.01 ..... 1.06 41.5 1.01 33.5- ... 40.6 .9• 
SO· 22.2 .33 2l.4 • 40 26.4 ·" 28.5 ... 24.5 .63 23.0 ·" 24.9 ... ..... d.l 1.08 41.3 1.32 46.2 1.32 44.8 1,19 39.3 1.06 31.2 .70 40.3 1.06 

lHRU-OR-MOIIf·SURfACf flUNG$ 

·1 • 13.1 ·" 23.!1 .71 10.7 .26 10.1 .22 1.0 .22 5.7 .11 9.3 .21 CJ1 
15-29 22.4 ·" 30.!1 .71 24.2 ... 20.3 .51 17,5 .39 9.7 .26 19.2 ... 00 
30-49 13.6 ... 1.5.0 .49 14.2 .23 16.2 ·" 20.5 .36 14.4 ·" 15.9 .29, 
50· 11.1 .29 '·' .12 5.7 .08 9.1 .13 8.1 .16 7.9 .12 7.2 .12 

Total 16.3 .32 20.4 ·" 1.5.3 ·" 14.8 .33 J.to,6 .30 9.7 .19 13.7 .30 

EXTIA.CliONS 8ECA.USE Of CECA Y ... 34.5 .83 37.8 .81 18.6 ·" 12.o ·" 6.9 ·" 2.7 .•. 10.1 .22 
1!1-29 23.7 .73 25.5 1.06 23.• ... 1.5.6 .37 1.7 .17 2.8 .•. 14,5 ·" 30-49 22.7 2.14 21!.3 1.10 16 • .5 .71 16.0 ... 12.0 .38 4.6 .06 12.7 ·" so. 15,9 . .. 12.6 .51 U.5 ... U.4 .38 11.7 ·" 7.5 .13 11.6 .35 
Total 22.6 ... 24 • .5 .90 19.0 .60 14.!1 .35 9.6 ·" 4.1 .06 12.5 .36 

TOT A.l EXr.A.CT10N5 ... 37.9 .79 40.1! ... 24.1 .57 20.4 ... 16.1 .37 9.9 .27 11.1 ·" 1.5-29 40.1 1.16 38.4 2.00 35 • .5 1.13 27.!1 .78 20.6 .H 15.0 .36 26.5 .87 
30·49 50.0 4.50 4.5.1 3.4.5 28.3 1.73 26.9 1.13 21.4 ·" 13.0 ..• 2l.O 1,07 
50· 39.7 2.35 32.3 1.99 28.8 2.1.5" 30.0 1.!17 2.5.6 1.17 21.0 .77 26.3 1.44 

Toool 41.1 1.94 38.3 2.0.5 29.8 1.31 2!1.6 .89 20.3 .67 14.1 ·'' :U.l .89 

PEitiOOONTA.l TREATMENT ... '·' ·3.1 .56 0.2 0.6 .05 0.0 .00 0.3 .03 0.4 .o• 
15-29 5.3 .72 12.9 1.82 9. 1 1.06 6.1 ... 7.1 1.09 ..• ... . 7.3 ... 
30·49 .., 1.27 ''·' 2.82 16. 8 1.96 T7.6 1.40 16.6 2.11 11.2 1.63 15.7 2.ol 
50· 12.7 ,51. 13.2 1.!19 13.2 1.34 U,9 1.72 14.7 1.67 15.4 1.75 14.3 1.!17 , .... 7.• .62 12.9 1.72 9..5 1.04 9.1 1.19 9.0 1,16 7..5 .93 ... 1.13 

N 
\0 
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Tabl• 20 . Denta l needs of I 0,683 white patients, by income and by a ge- continued ... • $1 ,999 $2,000. $3,999 S4,ooo·. S3,999 $6,000. $7,999 $8,000 . $9,999 $ 10,000 Ollld liP Total 

COMPlETE DEHTURES 

Uppw Uppw UppM Up pet Upper Upper Upper 

• • • • • • • Upper low., t ower Up p•r lowDr Upp., l ower ~~~ Up p., low•r low•r Upp•r Low•r Low•r Upper l ow•r low Dr Upp•r Lower Low Dr 

"' "' "' % "' % % "' % % % % "' % "' "' % % % % % 

·" 0.0 0.0 0.0 0.0 0.0 o.o 0.0 o.o 0.2 0.0 0.0 0.0 o.o o.o o.o 0.0 0.0 0.0 0.0 o.o 
1.5-29 0.0 2.6 o.o •.o 0.3 2.3 1.2 0.1 1.7 0.6 '-' 0.7 0.2 0.6 o.• 0.0 0.1 0.1 1.1 0.1 0.9 
30-49 0.0 0.0 27.3 6.2 2.7 9.7 ... o.• 8.3 ... 0.1 3.7 2.3 o.> 2.5 2.2 0.2 1.• 3.6 0.3 3.9 01 
50- 20.6 ( .3 33.3 8.< 1.2 2-4 .0 10,9 3.6 19.2 9 •• 1.3 7.6 •.o 1,1 11.-4 5.2 0.6 '·' 7.6 1.7 12.0 <:D 
Tolol 7 .9 2.1 1-4.2 ..• 0.8 8,5 3.< 0.1 5.8 2.8 0.2 2.3 · ~ 0.3 2.< , 0.2 1.2 2.5 0.5 3.3 

% Avg, % Avg, "' .... "' Avg, % Avg, % Avg, "' A .. g. 

PERMANENT TEETH MISSING 

·" 6.9 .38 10.2 .21 7.1 ·" '·' .10 3.7 .09 2.• .07 • • 5 .13 
1.5-29 34.2 1.76 43.0 1.63 38.• 1.58 30.6 1.09 22.2 .73 1.5.2 .37 21.5 1.07 
30-•9 63.6 .5 .1 8 39.3 •. 27 37.7 A.67 '"·' 3 • .53 50.8 2.92 of3,7 2.29 .5 1.1 3.2.5 
50- 82 • .5 1.5.30 82.6 11.87 67.9 9.2A 67,9 6.68 61.5 6.62 .58.7 5.63 6of .8 1.36 

fotol •9 • .5 6 ..... 50.7 •.37 •o.o 3.26 33.1 2.26 31.2 2.03 27,9 1.77 3of ,4 2 • .50 
PERMANENT TEETH PRfVIOUSl Y REPlACED 

·" 0.0 .00 0.0 .00 0.3 .01 0.1 0.3 .0 1 o.o .00 0.2 
1.5-29 5.3 .39 3.6 ·" 6,< .31 <.1 .17 3.7 ·" ,., .10 <.5 .21 
30·•9 31.8 U.5 .,,0 1..52 1.5,9 1.11 19.7 1.23 23.3 1.46 22.S 1.26 20.2 1.26 
50. 333 .... 37.7 '·" 28.5 3.118 36.o 3.26 34.1 3.18 u .o 4.17 35,9 3.7< 

Total 16.1 1.86 ll.• 1.47 10.9 1.03 11.7 ·" 13.1 .93 15.2 1.12 12.8 1.0.5 

NO DENTAL NEEDS OTHER THAN PROPHYLAXIS 

'" 3.< 9.2 15.9 23.9 2of,6 33.9 2•.7 
15-29 10 • .5 8.3 9.7 "~ 23.1 28.4 17.4 
30-.49 13.6 9,7 10.4 15.2 20.3 29.6 19 • .5 
50- 7.9 9.0 12 ... ,. .. 19 ... 19.9 16.!1 

Totol 8,9 8.8 11.9 17.4 22.0 28.7 19.7 

NOID: Tl•• mDCiflioog of"~" Oftcl " A .. g," is • •ploW..d ill o foot"'O • to Tobl• 7. 



fail'- 21 • Percftllage dfstributlon of pat5entl by oge, .... 
cordlrtg to Income category ... 
...... ... 1S.2V ,.. .. ,.,. ..... 

· 11.999 , .. •o.o 11.6 n .a 100.0 
I 1,000.13,999 U.4 .U.4 16.6 , ... 100.0 
I <ii ,OOO· U ,999 l.J.<il , ... 2J.7 16.9 100.0 
I 6.000· 17,999 au 29.5 17.7 I<.D 100.0 
I 8,000· 19,999 n .4 u.s 31 .7 1:1.4 100.0 
110,000. .... 26.1 30.0 17.4 100.0 ........... 26.4 n .. 9 27.2 16 .. 100.0 

Patients in the highest age group and lowest 
income bracket average 17.65 teeth either missing 
or indicated as needing extraction. It appears that 
the relatively small amount of remediable decay 
found among these patients results at least in part 
from the absence of many susceptible teeth and 
from the high incidence of prospective tooth loss 
among the remaining teeth. 

The number of extractions required because of 
decay shows a pronounced variation according to 
the income of the patient. This need was 14 limes 
as great in the lowest income group as in the top 
one. 

The table shows a pronounced correlation be
tween income and need for complete dentures. 
For instance, for patients SO years old or older, 
60.2 percent of the lowest income bracket needed 
one or more complete dentures, compared with 
only 9.9 percent in the highest income bracket. 

A much higher proportion of permanent teeth 
previously missing had been previously replaced 
in the high-income groups than in the low-income 
groups. Far more patients in the higher income 

Tab .. 22 • PercenTage di1tributiofl of potientl by Income cat• 
gory, ao::ording to age 

U,OOO- $4,000.. u.ooo. $0.000. ... ... $1,999 $3,'199 "·"' $7,9'19 $9,999 $10,000 --

·I• 1.0 3.5 ao.5 27.8 21 .1 26.0 1oo.o 
15· 29 '·' •.. 24.3 15.1 16.1 11.6 100.0 
30.<19 •.. 3.9 11.6 26.0 22. 1 , ... 100.0 ,.. 3.6 '·' 22.0 21.8 ,,_. 27., 100.0 
JJI OQM '·' ... 21 .4 , .. 19.0 . 2l.9 100.0 
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classifications had no dental needs (other than · 31 · 
prophylaxis) . The need lor pe'riodontal treatment 
shows roughly the same picture, with the lowest 
income category again low in need, for the same 
reasons as those indicated for that group's low 
needs lor fillings. 

Age is part of the explonation of income group 
deviations with respect to dental needs, as is occu-
pation. . 

Income, of course, is highly correlated With age 
of family head. Also, the age distribution of pa
tients varies among the different income catego
ries. 

The highest income category had a greater
than-average proportion of patients in each of the 
two highest age groups (Table 21). In addition, 
within the two highest age groups, the highest 
income category was the largest (Table 22) . 

Some of tt.e higher earning power accruing to 
more mature workers is offset in the highest age 
group by the generally lower earnings of retirees. 

Thus, the patients in the younger age groups 
within the higher income categories tend to reHect 
the income of a family head older than those in 
the lower income groups and otherwise tend to 
be affected by the various socioeconomic factors 
associated with the stage of the family life cycle. 
The relatively low number of youthful patients 
in the lowest income group may be explained in 
part by proportionately less dental care being pro
vided in cases of economic deprivation. The dental 
profession's recognition of the importance of such 
dental indigency can be seen in the recently adopt
ed American Dental Association Dental Health 
Program for Children (JADA 74 :330 Feb., 
1967) . 

For the foregoing reasons, the age-income 
correlations presented cannot isolate these factors 
quite as well as some others are isolated in this 
study. 

Data regarding occupation of patients were not 
gathered in this survey. 
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VI. Dental needs 

according to education 
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Of all variables studied in this survey, education 
is the least amenable to separate comparison with 
dental needs because of the relationship of that 
variable with others that are pertinent in the 
study of dental needs differences. 

It is difficult to separate the effects of educa
tion on dental needs from those of income since 
these variables are so highly correlated in our 
society. Length of time since last visit to a den
tist, the most important variable with respect to 
dental needs, except age, is also highly correlated 
with educational level. This high correlation is 
because the more highly educated are more prone 
to realize the importance of regular care. Because 
of the close relationship between income and 
length of time since last visiting a dentist (as in
dicated in the third article in this series), and 
the relationship of education with both these 
variables, all three are highly interrelated. 

Age is also highly correlated with education 
since both are related to income; this relationship 
is taken into account to a considerable degree by 
the presentation in Table 23. The education of 
the family head was used, which should be kept 
in mind in analyses of the younger age groups. 

The clear relationship between formal educa
tional attainment and dental needs can be seen 
in almost every need analyzed and at almost 
every age level of patients. 

The data for the lowest category of educa-

tiona! achievement used in the questionnaire, less 
than 5 years of schooling, were comparatively 
low in reliability, since proportionately few per
sons in this category were dental patients. There
fore, the first two educational categories were 
combined. The resultant group, with less than 
9 years of education, was still proportionately 
small. 

It is clear that the less educated members of 
the population are underrepresented as dental 
patients. The majority of patients fell into the 
category of those having had 9 to 12 years of 
forrnal education. Dental needs differences of 
great significance are found between that group 
and the second largest, that with college educa
tion. These two groups constituted more than 90 
percent of all patients. 

The college group needed only two thirds the 
number of fillings needed by the high school 
group and a quarter as many extractions because 
of decay. Total extractions needed averaged less 
than half as many among the college patients. 
Only three quarters as many of the college
educated patients needed periodontal treatment. 
This group also had only half as many permanent 
teeth missing; of those missing, a greater pro
portion had been replaced. High school-educated 
patients needed four times the number of com
plete dentures than were needed by college
educated ones. Patients with no dental needs 
represented I 0.6 percent more of the college 
group than they did of the high school one. 
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. 33. 
Table 23 • Dental needs of 10,764 white patients, by education of family head and by age 

L-than9yeon 9-12 yean College Total ... ., AYg, ., A¥g, ., Avg, % A,yg, 

TOTAl FILUNGS ... 67.5 3.77 69.8 3.44 51.6 1.88 62.8 2.91 
1.S.29 81.6 6.06 78.0 4.72 67.< 3.13 73.2 4,08 
30-49 54.4 2 • .59 65,3 2.89 57.8 2.02 61.2 2.46 ... 35.6 1,13 48,1 1,66 -48.1 1.32 46,1 1.45 

Total 59,1 3,17 67:7 3.41 58.1 2.26 62.8 2.90 

ONE-SURFACE FILUNGS ... 57.2 2.19 .... 1.99 40.3 1.0• .51,7 1.67 
1.5-29 73.4 3.30 6•.3 2.d 51.9 1.5• 59.1 2.08 
30-49 .... 1.39 •7.2 1,43 39.9 1.01 43.3 1.23 ... 26.2 .71 36.5 ,97 34.9 :1'3 34.5 .85 

Total •8.6 1.81 53.1 1.81 43.3 1.16 .48.8 1.54 

TWO-SURFACE fllUNGS .,. .... 1.15 41.0 1.18 29.3 ·" 36 • .5 1.03 
l.S-29 55,0 1,84 .... 1.75 45,0 1.13 52.1 1 • .54 
3()..49 36.0 • 86 .... 1.11 36.2 ·" 40.6 .9 • ... 21.8 .37 25.8 ·" 25.9 A6 14,9 •• 8 

Total 37.1 1.03 45.0 1.24 36.0 .86 40,3 1.06 

THREE-OR-MORE-SURfACE fllUNGS ... 11.9 .33 11,9 .27 5.3 .10 9.3 ·" 15-19 29.4 .92 22.3 ·" u.a .36 19.1 •• 6 
3()..49 13.:1 ·" 17.6 ·" 14.9 ·" 15.9 .29 ... '·' .OS 7.9 ·" 8.1 .13 7.2 ·" 
Torol 12.4 .33 16.0 ·" 11.7 ·" 13.7 .30 

EXTRACTIONS BECAUSE OF DECAY 

·1• 19.3 ·" 14.0 .28 3.8 .07 10,8 ·" 15-29 35.8 .9. 19.0 ·" 7.0 ·" 1.4.5 ·" 30-49 30.9 1.39 17.1 ... , ... .10 12.7 ·" ... 20.9 .80 "" ·" 6.8 .II 11.6 ·" Torol 23.5 :1'3 16.2 •• 6 5.8 .II 12.5 .36 

TOTAL EXTRACTIONS ... 26.5 .57 21.0 •• 6 11:1' .31 18.1 ·" 15-29 43.1 2.03 30.3 .98 20.6 .56 26.5 .87 
30-49 47.1 3.82 28.0 1.41 1.4.5 .36 23.0 1.07 , .. 43.1 3.07 27.4 1.51 19.3 .80 26.3 l.u 
Toto\ 36.2 1.91 26.8 1.05 16.5 ·" 23.1 .89 

PERIODONTAL TREATMENT 

-1• 1.0 0.6 .06 0.1 .02 •.. .•. 
15-29 9.2 .93 9.3 1.30 •. 8 .6. 7.3 .99 
30-.49 u.o 1.96 18.8 2.55 , .. 1.60 "" 2.08 ... 15.1 1.59 .... 1.6' 15.2 1.58 14.3 1.57 ..... 7.8 .8. 10.5 1.36 7.3 .88 8.8 1.13 

COMPLETE DENTURES 

Upp• Upp• Upp• Upp•r 

• • • • 
Upp•r Low•r low•r Upp• low• lower Upp•r low•r Upp•r low• Low•r 

I'W.l I'll. I 1%1 I%! I%! 1%! 1%1 1%1 I'W.I I'W.I 1%1 1%1 

.,. 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 
15-29 0.0 0.9 2.8 1:1' 0.1 1 •• •.. 0.0 0.1 1.1 0.1 0.9 
30-49 8.1 0.7 16.9 '·' 0.6 5.3 0.8 0.1 0.9 3.6 0.3 3.9 ... 15.1 2.7 32.0 8.3 1.9 12.2 3.7 1.2 •. 2 7.6 1.7 12.0 

Torol .., 0.9 11.3 3.3 ... 3.8 0.8 0.2 0.8 2.5 0.5 3.3 

% Avg. .. Avg, .. Avg. ., Avg. 

PERMANENT TEETH MISSING ... 3 •• .08 6.2 .16 3.2 .II '·' .13 
15-29 40.4 1.52 3•.7 1 ... 1 20.8 .63 28.5 1,07 

30.49 63.2 6.22 59,6 ... 28 .. 1.8 1.80 51.1 3.25 , .. a•.• 13.23 68,1 8.00 57.5 5.21 6 ... 8 7,56 

Torol 38.7 4.66 39 ... 2.92 .... 1.•7 3 ..... 2.50 

PERMANENT TEETH PREVIOUSLY REPLACED ... ..• .02 0.1 0.1 0.2 
I.S.29 •• 6 .16 •• 9 .28 3.9 ·" '·' ·" 3()..49 18 ... 1.82 21.3 1.56 19:1' .88 20.2 1,26 ... 28.0 4 ..... 36.9 3.89 40.8 3.58 35.9 "'' Total 11.1 1,48 13.2 1,13 , .. .79 12.8 1.0!1 

NO DENTAL NEEDS OTHER THAN PROPHYLAXIS ... 21.9 19.5 32.1 2.4.7 
1.S.29 '·' 13.5 22.8 17.4 
3(). .. 9 11.8 13.6 27 ... 19.5 ... 6.7 16.0 20.0 16.5 

Total 14.1 .... 26.0 19.7 

Note: Tile m•o"inll of .... " o"d .. Avg ... h ••plo1ft•d ill o foohlot• to Tabl• 7. 
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VII. Dental needs 
according to size of city 
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Dental needs differenc~s by size of city of patients' 
residence are given in Table 24. Such differences 
are somewhat a function of availability of dental 
services. They may also be partially attributable 
to different levels of valuing dental services be
tween patients in varying city sizes. Income, too, 
varies somewhat according to size of city, and 
must be kept in mind as a causative factor for 
dental needs statistics differing among various 
city-size categories. As indicated in the third ar
ticle in this series, income is inversely related to 
unmet dental needs. The slight variations in age 
of the population in various sizes of city is over
come by the presentation in the table. 

As can be observed, there is a generally direct, 
although not pronounced relationship between 
size of city and dental needs. In regard to total 
number of fillings needed, the overall average 
was exceeded by patients residing in the three 
largest city-size categories and on farms. Patients 
living in cities or towns of under 25,000 popu
lation showed lower-than-average need for that 
service. 

For permanent teeth missing, the same pattern 
is seen: the mean number in the largest two city
size categories and on farms exceeded the aver
age, whereas the others were lower. 

The total need for extractions appeared more 
directly related to city size; persons in the largest 
three city-size categories had average needs great
er, and persons in the other three categories had 
average needs less than the national average. 

In the highest three city-size categories, there 
were fewer patients with no dental needs; in the 
lower three, more. 

There is no particular relationship between 
the need for complete dentures and the size of 
city of the patient, whereas there is a clearly in
verse relationship between the prevalence of the 
need for periodontal treatment and city size. The 
latter rather mysterious correlation suggests the 
need for specific research to determine the cause
alive factors in these circumstances. 

It has been hypothesized by dental authorities 
that nervous tension is a contributing factor in 
the incidence of periodontal disease. On the other 
hand, it has been hypothesized by sociologists 
that more rural living conditions produce less 
emotional stress. Therefore, the findings in this 
study in regard to periodontal disease appear in
explicable within the current level of dental 
knowledge. 



Jo•r• 24 • D.mol fteedJ of 11,382 white patient~. by dty tlze and by oge 

"'•• IOO,<D>- 2,__ 2 ..... U"'w .,. l,COO,OOO 1,000,000 100,000 2~000 2,l00 .. ~ TctGI 

'l!. Avu. 'l!. A¥11· 'l!. Avu. 'l!. Avg. 'l!. Avg. 'l!. Avu. 'l!. A"ll· 

TOTAl FilliNGS 
-I< 10.1 3.15 61.9 , .. .... 3.<0 00.0 2.67 .... 2.53 00.3 "" 62A 2.91 

15-29 '~' 4.91 ,.. 4.49 76.1 4.19 73.0 3.94 7M 3.75 n.1 <.29 73.2 .... 
,._.9 "'·' 2.08 ,.,, 2.97 "~ 2..\3 .... 2.41 .... 2.19 !R.9 2.88 61.2 , ... ,._ .... '"' .. , I.ZI <1J 1.49 47.9 .... 43 . .S 1.42 <&3 '·" .... 1.45 
Tctol 

·~· 
3.02 .... 3.12 .. ~ 3.14 62.1 2.80 58.7 '·" 61.6 3.07 62A 2.90 

ONE.SURfACE FilliNGS 
-I< ... , 2.21 = 1.71 57.1 '·" <8.0 1.50 .... 1.311 49.2 l.n .S1.7 ,., 

15-29 61.9 '·'" "~ '·" 61.0 2.17 .. ~ 1.95 .... . ... .... 2.26 59.1 2.00 
,._.9 "~ 1.03 49,7 w '" 1.33 <3.3 1,\9 ,. . ... ...9 1.52 "~ '·" 50- 31.4 .70 ,. .70 :w .9'2 34J ... 32 • .S .82 39A ... :W.5 ... 
To1ol 49.1 .... "'·' '·" "·' 1.70 .... 1.4.S ... '·" 49.1 .... ... .. .. .. 

TWO-SUifACE filliNGS _ .. ,,. .79 "·' 1.09 .. .. 1.22 .. ~ 1.00 31.0 ... "~ 1.06 "·' 1.03 
15-29 ~· 1.78 52.9 1.67 53.6 1.51 53.2 .... ..... 1.41 52.9 1.59 "·' '·" ....... 42.2 ... <16.2 1.14 ..., • 9'2 .... ·" 38.3 .... .,. . ... ... . .. ,._ .... .58 23.4 ·" 21.2 ... ,.., ~ "·' ... 23.8 ... 24.9 ... 
Tolol 41,9 .... ... 1.17 <>A 1.14 <1.0 .... 36.6 ·" <U 1.09 .. ~ '"' TH.tff.Ot.MOif-SUifACE FilLINGS _ .. 8.9 ... 7J ... 12.2 ·" u .17 .. ·" ~ . .. 9.3 .21 
15-29 23.2 .... "~ ... 19.1 ... 20.1 ... 11.2 ... 19.1 ... 19.2 . .. ,._., 

·~o .2.5 17.8 ... 14.9 ·"' 17.9 ·" ·~· 
.30 14.1 ·" ..... .29 o;, ,._ 11.1 ·" 8.0 .10 5.9 J1l , .. .II 6A ... ... .12 7.2 .12 

""" Toto! I.S.2 ,30 13.3 .30 14.2 .30 13.9 ·" 13.0 ·" 13.6 .29 13.7 .30 

EXTRACTIONS BECAUSE OF OECA Y 
-I< 11.9 ·" 13.8 ·" 13.9 .30 '·' .17 ..• .13 10.7 .16 lOA ·" 15-29 20.6 ·" 18.0 ·" 16.6 ·" 13.8 ·" IIA .33 12.2 ·" .... ·" ,...., 11,0 • 20 .... ·" 13.0 ... 13.6 ·" 11.4 .38 12.3 .38 12J ·" ,._ 14.7 .3:1 14.6 ·"' 11.9 ·" 13.2 ·" •.. ·" .~, .31 11.6 ·" Totol 15.9 ·" ..... ... .. ~ ·" 12.4 .33 9.9 .30 11.6 ·" 12.5 ·" TOTAl EXTRACTIONS 
-I< ,,. ·" 17.9 ... 20.3 ... 17.7 ... 14.0 ·" 115.7 ·" 18.1 ·" 15-29 29.0 ·" 32.4 ·" 27.2 ·" 25.6 ... "'·' . .. "·' ·" "·' .., ,._., 20.2 I.DJ 29. 1.42 23.8 1.27 "·' .... 21.0 .90 2\,6 ... n.o 1.07 

50- "·' .... "·' '·"' "·' .... "·' 1.48 21.9 1.17 ,. 1.11 26.3 \.44 
Toto! 26.9 I.DJ "~ 1.10 .... ... 23.0 ... 2\.D . .. "·' .78 23.1 .. 

PERIODONTAl TIEATMENT _ .. 
0.0 .00 1.2 . II 0.3 .03 0.< 0~ ... o.a ... ~· ... 

15-29 3.9 ·" •• ·" ... .88 ... 1.07 ,. 1.1 2 9.0 1.30 7.3 ... ....... .., ... 13.6 1.01 u .s 1,77 ••• 2.21 17.2 ,.., 19.5 2.57 

·~' 
, ... 

50- ,. 1.19 16.1 I.•U IU 1.'11 IIA .... ,..., IJ2 21.1 '·" IU 1.57 
To1ol 

~· ... .., 
·" 7.9 ·"' ... 1.11 ... ·~ 12.7 ..... .. 1.13 



Taltle 24 . Denta l needt of 11,312 white paHenb, bv dty slu and by ov• -continued 

O.w 100,01»- ,~.,.._ U IX>- ....... ... 1- 1- 100,000 ,..., uoo ··~ 
Total 

COMI'I.EU OfN TIJ«E~ 

"-' u, ... "- "- "- ...... "-. • • • • • • 
Upper lower lower Up~r lo-r lo,..er "-' , .... , , .... , u,.., lower lower Upper lOwM lower Upper , .... , ,_ 

"-' ..... lo-
~ 1\{,1 1%1 1'1(,1 <%1 1%1 1%1 1%1 ~ . <%1 ~ ~ 1%1 ~ ~ '"" ~ ~ 1%1 ~ ~ 

_,. o.o 0.0 o.o 0.0 0.0 •.. 0.0 0.0 0.0 0.0 0.0 0.0 0.0 ·~ 0.0 o.o 0.0 0.0 0.0 o.o 
15-29 0.0 o.o ·~ 0.0 0.0 '·' 2.3 0.1 1.0 1.11 0.1 1.0 0.6 0.0 1.1 0.5 ·~ 1.0 1.1 0.1 0.9 
30-<9 2~ 0.6 ~2 2.• 0.6 3.3 0.2 ... 3.6 '·' 3~ 3 •• •.. ..• ·~ OJ> 2.1 3.6 ·~ 3.9 
50- ... 2.0 '21.6 9.5 5.1 16.1 7.5 ~5 1~3 u "' 1~0 6~ I .II 10.6 10.0 o.a 6.9 7.6 1.7 12.0 0':> 
Tota l 2.3 0.5 5.7 2~ 1.11 3.9 2.6 ... 3.2 2.3 '·' 3.1 2 .• ·~ 3 .• 3.5 0.2 2.3 2.5 0.5 ~ 01 

% Awg. % A.wg. % A or g. % AYi· % Avg. % A1'11· % A't'g. 

I'ERMA.NfNT TEETH MISSING _,. 
10. .20 •• 1 .20 •• 9 .11 u .11 3.5 ... 3.2 .10 ·~ ·" 1>-" 
,_, ·" "·' 1.25 ... 7 1~1 .... 1.14 25.1 ~7 27.4 1.0< 211.5 1.117 ,..., 56.1 4.15 5U ~ .. 52.5 3.17 51.7 l.ll •u 3.10 .52.1 '·" 51.1 ~" 

50- .... 0.10 n~ ... , ..., 7.a2 62.3 7.21 .. .~~ 6JO 67.4 1.79 .. ~ 7.56 

Total <0.7 "" 3 .. , ... 3<.0 = 32.7 '"' 33.5 2..42 37.$ 2.05 , ... '·"' Pfi:MANENT UfTH 'CEVIOUSll lfl'lACED _,. 
0.0 .00 0.0 .00 ... .01 0.0 .00 0.2 0.0 .00 0.2 

15-" 1.9 • 02 ... ·" .., ·" 5.2 ·" 3A .10 •J> .23 ·~ ~1 ,..., 17.9 1.<16 18.3 "" 18.9 1.21 21.2 1.19 19,9 1.>3 :15.4 ~~ 20.2 1.26 
50- 20.6 '·" 30.7 5.3< "·' J.·H "·' 1" "·' 3.79 -41.8 ..... 319 3.74 

Total 10.0 ... 12.1 1.33 11.7 ... 12.2 .93 13~ 1.07 16.9 1.<16 "~ 1.05 
NO DENTAL NEEDS OTHER THAN PROPHYLAXIS _,. 

1&7 ~· 21.1 '27.4 26.7 "'·' 24.7 
15-" 16.1 ,._, 16.1 16.7 20.3 18.2 17.4 ,... 17.3 1.5.4 1&3 19.6 21.7 21.0 19.5 .... 12.7 13.9 "~ 17.0 18.6 16.5 16.5 

Toto1 16.S 17.0 1&1 20.5 "~ ... 19.1 

NOl•• Tile -~~11\Q of"%" olld ",a..,g."M. nplo1!Mid I• o foor.ot• to Tobl• 7. 



VIII. Summary and comparison 
with previous surveys 

The primary goal of this survey was deriving 
current national statistics on needs for dental care 
according to patient age, sex, length of time since 
last visit to a dentist, region, income, education 
and size of city. The results also produced data 
concerning the possible interrelationships of den
tal needs in various categories of the variables. 

In studying overall needs for dental care, a 
cross section of the general population is the 
most indicative sample. However, the current 
survey was restricted to dental patients. This 
has the advantage of indicating the level and 
variation in dental needs as encountered by den
tists-that is, the needs among those seeking den
tal care. Conversely, there tends to be an over
representation of patients who visit dentists more 
often, and an underrepresentation of those who 
attend to their dental needs less often. Those who 
do not utilize dental services are not included. 

The dental needs of some groups of patients 
in the survey approach more closely those of 
the typical individual of the general population 
than those represented by the total figures. Since 
median spending-unit income in the United States 
was $6,600 in 1964,' the dental needs figures 
for the $6,000-$7.999 income bracket might be 
used to describe the dental needs of the general 
population. That group, for example, averaged 
3.18 total fillings needed, with 17.4 percent of 
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patients having no dental needs other than 
prophylaxis. 

Since the median length of time since the last 
visit to a dentist was about I year in 1963-1964,' 
the dental needs figures for the 1-year "length of 
time" category might also be considered typical. 
That group also averaged 3.18 total fillings 
needed, with 14.6 percent of patients showing no 
dental needs other than prophylaxis. 

Dental needs varied more with age than with 
any other variable considered in this study. Next 
to age, variation in dental needs was greatest 
according to length of time since last visit to a 
dentist. This factor showed a considerably closer 
relationship to dental needs than did income of 
the patient. 

As in previous surveys, females of all ages 
were seen to visit a dentist more frequently, on 
the average, than males. This is shown by the 
fact that the proportion "or the female population 
included in the sample was greater than that of 
the male population in length of time groupings 
up to 2 years since the last visit to a dentist, and 
less in the groups after that. In all 5-year age 
groups except the first two, female patients out
numbered males proportionately to their respec
tive representation in the general population. For 
every 10 males in the survey, there were II fe
males. 

For many years, a large amount of unmet dental 
needs of various types has been present among 
the population at large. Whether unmet needs 

. 37. 
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lottie 25 • Average nurt~ber of fUUnga required according to 
1940, 1952 and 1965 turnys of dental Meds, by age and sex 

Moles Fe,..oles ... 1940· 1952. 1965. 1940• 195'2. 17'65 . 

I 3.1 2.0 3.4 '·' ,_, I 2.6 3.0 3.7 1.0 
1~14 t 4.2 2.0 4.6 10 
1$-19 7.0 6.0 4.2 6.5 •.. •. o 
10-24 6.S 4.4 4.2 '·' 4.6 '·' 2>-20 5J '·' '·' •.. 4.0 4.0 ,.,_,. .. 3.3 ~I 4.4 u '·' ,_, 17 2.6 '·' 4.0 v 1.0 ...... " 12 u 3.2 2.3 1.8 
4s-<O v 1.7 2.0 2.0 1.0 1.0 .,. .. 2.1 1.4 1.0 2.3 1.7 1.0 
5s-.50 1.0 1.0 1.4 1.0 1.2 1.4 ..... 1. 1 0.8 1.4 1.1 I. I 1.1 
6>- 1.6 0.7 ~0 1.1 0.0 0.8 

Total 2.0 u 11 10 

tTotol Ql!litted be<ou~ of ••chni011 ol lint m, .. o~Je •JrOU PS. 

are greater or less than formerly is a difficult 
question to resolve. 

The 1965 survey, together with similar sur
veys conductod by the Association in 1940 and 
1952, presents some information relating to this 
question. In the 1940 survey, A Study of the 
Dental Needs of Adult.r, the sample consisted of 
7,541 dental patients 15 years of age and older. 
In the I 952 Survey of Needs for Dental Care, 
the sample comprised 39,55 I dental patients of 
all ages. Both samples were, as was the latest, 
se.Iected in a manner to provide representation in 
regard to the universe of dental patients. 

However, the 1965 survey included only 
first-visit patients, and the earlier two included 
all patients. For most needs, categories by length 
·of time since last visit to a dentist, with the 
exception of those under 6 months, can be com
pared among the surveys. 

Since those patients already in a course of 

•Not ''"rrly tooooparGllle. becc:u.tM ol e •clonlon of '"'"'"·"ltit poati.,.H Ill 1965su,.,ey. 

tN01 • ...-11,1\Jed insurn·y . 

llotol <M~•t'.-d h•cau"' of ••cluliOfl of r,,, rhr- oo• grou~ . 

treatment were excluded from the sample in 
I 965, it was expected that average needs for 
most services would be higher. Despite this, the 
majority of needs showed the same or lower 
averages, which indicated a more than counter
balancing actual decline in dental needs in the 
nation. 

Table 25 shows that the difference between 
the total need for fillings as shown in the last 
two surveys is relatively inconsequential. The 
decline since I 940 can be attributed to improve
ments in dental preventive technics, more fre
quent attendance at the dentist, and the inception 
of community fluoridation. 

Extractions (Table 26) show a considerable 
decline in the 1965 survey results as compared 
to the previous data. Since fewer teeth needed 
extraction in I 965, while the number of fillings 
were indicated as the same as in 1952, it is indi
cated that there may have been less uncared-for 
decay per person actually extant in 1965 than 
in 1952. 

This is shown by a comparison of the rate of 
extractions needed because of decay in the 2 
years. In I 952,' the average was .66 per male 
patient; in 1965, only .37. For females, the com
parable figures were .60 and .35, respectively. 

The overall percentage of patients requiring 
complete dentures in 1952 does not differ sig
nificantly from that shown by the 1940 figures, 
whereas the current survey shows perceptibly 
lower ratios. One of the main reasons for the 
size of the decline is that many of the patients 
returning for subsequent fittings were included 
in the first two surveys, but not in the latest. 

A comprehensive analysis of all three surveys 
leads to the conclusion that there is some appear
ance of generally declining average unmet dental 
needs in the nation. This can be accounted for 
by multiple factors : increasing ftuoridatio~ •. ste~d
ily improving dental technics, greater utthzatton 
of dental services by an increasingly aware pub
lic, the relatively improved economic situation, 
and other socioeconomic causal phenomena. 

I. U.S. Bureau of the Census. Current populeltion re~ 
ports, series 60, no. 47. Income in 1964 of families, ond_ 
persons in the United States . Washington, D.C., U.S. Gov~ 
ernment Printing Office, Woshington, D.C., 1965, p. 2 . 

2. U.S. Public Health Service. Vital and health stotis~ 
tics, series 10, no, 29. Dental visits-time interval since 
IClst visit. Washington, D.C ., U.S. Government Printing 
Off;ce, 1966. 

3 . Bureau of Economic Research and Statistics. Survey 
of neeck far· dental core. Chicago, American Dental Asso ~ 
dation, 1954, p. 11; 14. 
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Dr. S:r.nTH. At the time of the study, some 24 percent of the total 
population had incomes under $4,000. But they constituted barely 8 
percent of the patients. Thirty-four percent of the population had, 
at that time, incomes between $6,000 and $10,000 and they constituted 
nearly 45 percent of the patient load. 

What will section 1001 do about this~ Dr. Deines has already in
dicated substantially wh111t its intent is. Certainly, I subscribe to his 
thoughts. I would add only a few thoughts. With respect to children 
in rural, isolated areas, the projects could be of value far 'beyond 
their cost in finding new ways to deliver care with the use of mobile 
clinics and portable equipment, which we know are helpful but which 
are in woefully short supply. The projects could do much with respect 
to inner city areas now devoid of practitioners by helping to rebalance, 
at least in part, the existing maldistri'bution. 

The need we are speaking to varies, of course, from region to region 
but is manifest all across the country. The survey to which I earlier 
referred documents this as well. 

Take, for example, the need for one-surface fillings found among 
children less than 14 years of age. The.findings were 64 percent in New 
England, almost 69 percent in the middle A-tlantic region, 63.2 per
cent in the mountain States and 63.5 percent in the Pacific region. In 
none of the nine regions into which the survey divided the Nation was 
a need of less than 59 percent discovered. 

These are shameful statistics. With the enactment of section 1001, 
we could begin to reverse them. Another section of S. 1874 would 
take action of a similar kind. It would amend title XIX of the Social 
Security Act to permit States to focus their dental care funds on the 
young. 

The fluoridation section of S. 1874 is, as well, one that the National 
Dental Association particularly prizes. As has already been said by 
Senator Magnuson and Dr. Deines no one is suggesting-and eection 
1002 woul~ cl~rly prohibit-forcing fluoridation on any communitJ 
or school district. 

Indeed, there isn't a penny authorized for propagation of fluorida· 
tion or even information on it. 

Given all the factors involved, I would accept the necessity of so 
writing the section. But I woul.d not hide the regret of the profes
sion that this is necessary. If there is any public health measure known 
that has been more thoroughly scrutinized from every possible sci
entific perspective, I am not aware of it. 

The thoroughness of the documentation bearing on fluoridation's 
safety and efficacy has been tlhe subject of congressional interest more 
than once. I can particularly recall one time involving the House Ap
propriations Subcommittee. The late John E. Fogarty, one of the 
greatest health leaders this Nation ever had, initiated a discussion 
with representatives of the dental profession on this matter. He 
wanted, he said, to allay an:v remaining concern anyone might have 
about fluoridation. The profession's witness told him that we would 
be glad to suppl:v some 6,000 references from the scientific literature, 
references of studies that had been conducted on the safetv and efficacy 
of fluoridation. Mr. Fogarty said, and I quote, "I would like to •have 
you do it ... !think we ought to lay this thing at rest." 
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Not an· of the submissions were printed in the record of that hear
ing; they were too voluminous. The selected excerpts, however, run 
for 72 pages of small type. They make, we think, interesting and in
formative reading. Even the excerpts that were 'Printed do what Mr. 
Fogarty wanted. '!'hey lay the question to rest. 

There is much, justified concern in this Nation-not least of all 
within Congress-about the gap between discovery and applica-tion 
in the health tield. Senator Magnuson raised it pointedly earlier today 
in his testimony. 

The beginning of the discovery of fluoridation dates back to the 
ear],y years of this century. It was nearly 50 years later-years filled 
with exploration and carefru investigation-before responsible health 
bodies began to endorse the measure. Section 1002 simply says we 
should not stand in the way of enlightened communities wishing to 
fluoridate and that, if needed, we should respond to ·their call for a 
modest amount of financial assistance. We think that is a minimum 
gesture on the part of the Federal Government. And now, Mr. Ohair
man, Dr. Salley will discuss sections 1003 and 1004of S.1874. 

Senator KENNEDY. Thank you. 
How would this legislation affect Cardozo Neighborhood Health 

Center in terms of providing additional dental care for those kids? 
Would it have any impact or would you really depend upon resources 
coming through OEO ·~ What do you see in this legislation that would 
help you, other than propose additional trained personnel? l~? there 
sufticient flexibility in the features of the legislation in terms of de
livery and experimentation to support the kinds of things you are try
ing to do at Cardozo? 

Dr. SMITH. Yes, I think so, Senator. The fact of the matter is, we 
are concerned about a number of patients who, of course, do not re
side particularly within our target area who are really adjacent to 
us. 

Unfortunately, in view of the fact that dental care is not included 
in the medicaid program, these children we presently cannot see in our 
program, until of course we remove the boundaries, which of course 
apply there in our program by OEO. 

So what we are saymg is that these kids would be treated through 
the Public Health Service or through some other pilot program that 
could possibly be arranged for them. Of course, there is also the pos
sibility that we could enter into contractual arrangements and con
tractual studies to provide some of the care. 

Senator KENNEDY. You may proceed. 
Dr. SALLEY. Mr. Chairman and members of the committee, the Amer

ican Association of Dental Schools is grateful for this O.Pportunity to 
present joint testimony with the American Dental Association and the 
National Dental Association on Senate bill187 4. 

Te rationale for the two sections related to auxiliaries in S. 1874 
can be stated in a few words. We do not now have enough dentists. \Ve 
aren't, in the years immediately ahead, going to make good that 
shortage. 

There are, of course, other and more detailed considerations in
volved. Paramount among them is the question-now the subject of 
searching inquiry by groups both within and without the profession
of just what a dentist is, and should be and should do. The educa
tion of a dentist is long, exacting, and arduous. 
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It is also, from the student's vantage point, the most expensive 
of all professional educations to undertake. The degree to which the 
performance of oral health procedures is reserved solely to the dentist 
has immense impact on both the amount of care that can be delivered 
and on the unit cost of that care. 

For both philosop~ical and practical reasons,.then1 dental a_uxiliaries 
assume today more rmportance than ever before m our hlstory. 

We know, to state a few simple facts, that there are a number of 
dental care duties that auxiliaries can be educated in a much shorter 
period of time, and at much less expense than a dentist. We know 
that a dentist with just one well-trained auxiliary can stretch his pro
ductivity by more than 50 percent. 

If there is much left to be explored, then, there is ·also a great 
deal already known and ready to be acted upon. All of this poten
tial progress, comes grinding to a halt, however, if there aren't enough 
auxiliaries to train and employ. And if our shortage of dentists is 
acute, the shortage of dental auxiliaries is arguably even more critical. 

At the present time, there are some 18,000 full-time (or full-time 
equivalent) dental hygienists in practice. This gives a ratio of one 
hygienist to every five or six dentists. At a mimmum, the desirable 
ratio should be one hygienist for every two dentists. 

The numerical shortage of trained dental assistants is even worse. 
Presently, there are some 103,000 dental assistants in practice, giving 
a ratio of about 1 to 1 with respect to dentists. A minimally de
sirable ratio would be two assistants for every dentist. 

The third auxiliary, the dental laboratory technician, does not en
gage in chairside care nor is he normally employed directly by the 
dentists. His work, however, is vital and the shortage here is also quite 
severe. 

Based on the current graduation rate, the deficit by 1980 for these 
three auxiliaries with respect to the desirable ratios will be as Sena
tor Magnuson has said, 25,000 hygienists, 137,000 assistants and 23,500 
techniCians. 

Section 1003 of S. 1874 would help move us toward achievement of 
the proper ratios in an accelerated way. Were this law enacted and 
funded today, we could count on having an additional 30,000 or more 
auxiliaries than we will otherwise have by 1980. 

Measured against the deficit figures, this will not close the gap but 
it will narrow it significantly. Together with new research findings, 
better materials and more productive delivery methods, section 1003 
gives us a fighting chance to make good, by 1980, on the promise of 
oral health care being readily available to all Americans. Without 
enactment of S. 1874, it is our conviction that this chance goes down 
the drain for the foreseeable future. 

EFFECTIVE USE OF AUXILIARIES 

Section 1004 of S. 1874 would then take the next, logical step in the 
attempt to stretch dentists' productivity. It would institute, on a much 
broader scale than has heretofore existed, programing to instruct 
both the practicing dentist and the dental student on how to work 
most effectively with auxiliaries. As part of this effort, the section 
would authorize support for demonstration projects that could be 
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models of how to create and use the most effective dental team possible. 
Such projects would be carried out in areas characterized by low fam
ily incomes and thus, as with the dental care projects for needy chil
dren, would serve a double purpose. 

Given what we know about the potential to be realized from effective 
use of auxiliaries, it would be logical to assume that no dental student 
is permitted to graduate today without intensive instruction in this 
subject area. In fact, this is not so. Current surveys indicate that almost 
no first or second year students receive it, and that few third year stu
dents have such training. Moreover, senior students have far less of it 
than 'we think is necessary. 

The reason for this relative inattention lies in the fiscal crisis that 
has gripped the dental education system for some years now. This 
committee is thoroughly knowledgeable on the facts relating to this, 
especially because of its recent hearings on extension of health-man
power legislation. 

As a consequence, the dental education system has relied largely on 
Federal funding for instituting these programs. 

The Division of Dental Health within HEW has had a program for 
some years that helped schools to carry out this activity. The support 
has been most welcome and the schools have been grateful for it. 

Everyone connected with the dental auxiliary utilization program 
has, however, recognized that the activity was too severely limited. 
This is for for a number of reasons. First, the very existence of the 
program is annually in doubt because it has no satutory basis. The 
prevailing uncertainty militates against the soundest possible planning 
for use of the funds. 

Second, the amount of money available to the individual school is 
insufficient to build a solid program. 

As I have already mentioned, the typical student is being intro
duced to auxiliary assistance in his final year. Yet, his heavy clinical 
experience begins at least in his junior year and, in an increasing 
number of schools, even earlier than that. 

The student, thus, starts to develop a pattern of clinical practice 
one or two before seeing an auxiliary. This is clearly unsatisfactory. 
In addition, because of funding limitations, the training that is avail
able is too narrow in scope and does not cover the aspects of dental 
prn.ctice that it should. 

The lack of such education during school years-coupled with the 
shortage of auxiliary personnel-goes far toward explaining why 
there are still some 15,000 dentists who practice without auxiliaries. 
Frankly, that is 15,000 too many. Section 1004 of S. 18'74 would enable 
us to change this. We know few actions better designed to increase the 
availability of dental care in a relatively short period of time than 
enactment and full funding of this section. 
· With respect to sections 1003 and 1004 providing for increased train
ing and utilization of dental auxiliary personnel, we recognize that 
some of the purposes of the bill conceivably could be carried out under 
existing authorities. 

At an earlier point in time or wi1th a different record of experience, 
tha.t might be a substantia] consideration. Given the facts as they are 
today, however, we do not believe this objection has sufficient merit 
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to detract from the need for passage of S. 187 4. I should like to take 
a further minute of your time to say why we feel as we do. 

Let me start with some known faots about dental disease. It is all 
but universal. Once it appears, it. continues; it is not seif-healing. The 
prograc>s of dental caries or of pariodontal disease1 to cite two common 
manifestations of oral disease, is remorseless until the affected tissue 
is destroyed. Preventive dental care is not merely a desirable profes
sional goal, then, it is a practical necessity. The lack of it throughout 
our history explains why we are a nation of dental cripples. The lack 
of it today explains why we are raising the present genera.tion of 
children to. be dentat cripples. 

To interrupt this cycle of needless pain, expense and frequent dis
figurement is the task of preventive dental care. To begin preventive 
dental care we must somehow train many more auxiliaries, we must 
take full advantoage of known public health measures, we must con
centra.te our efforts on children and we must experiment meaningfully 
with al'ternative methods of organiz,ation and delivery of dentlal health 
services. These are precisely the programs S. 187 4 would enact. 

It is true, that some laws now exist that are directed to some of these 
. ends. Indeed, we supported their enactment and were delighted when 

they became 1a w. 
But if the proof of the pudding is, as they say, in the eating of it, 

the proof of a good law's value is in the implementation of it. And 
here, so far as the dental programs under discussion are concerned, we 
have met with much delay and little action. 

Sena.tor Magnuson, Dr. Deines
1 

and Dr. Smith have already men
tioned this with respect to the dental care projects. Let me briefly 
mention some experience with respect to the dental auxiliary sootion. 

The particular law with similar purposes to sections 1003 and 
1004 of S. 1874 is the Allied Health Professions Personnel Training 
Act. That law was only recently renewed and, at that time, our 
aSS()Ciations had cause to look into its workings. 

Infisca.l1970, as one example, there were 100 accredited dental assist
ing curricula. Under the terms of the law at that time, only 17 of 
them were eligible for basic institutional grants. Those 17 received 
an average of $7,150 in such grants. 

In fiscal 1970, there were 80 accredited dental hygiene schools. Of 
these, only 51 were eligible under the terms of the law. These 51 received 
an average of $9,300 m basic institutional grants. 

When the law was renewed, its terms were broadened so that most 
of the ,accredited courses are now eligible for benefits. The new law 
authorizes some $100 million for some nine types of activity. The 
fiscal 1972 appropriations request is for $30 million. The 1972 appro
priations request is for $30 million. Only three of the nine sectwns 
of the law are apparently to be funded. This money must be distributed 
of course, among a far larger number of eligible categories of allied 
health personnel because of the broadening of the definition of 
eligibility. 

Under these conditions, we see little hope of that program making a 
significant impact with respect to the training of dental auxiliaries. 

We believe S. 1874 offers the best hope this country has had for 
years in redeeming its pledge to combat dental disease systematically 
and rationally. We are deeply grateful to Senator Magnuson for 
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!1-uthorizing it and for the 40 Senators who are its cosponsors. We urge 
Its enactment. 

Let me add that the American Dental Hygienists' Association and 
the American Dental Assistants' Association fully endorse this view. 
Both groups are filing with the committee statements in approval of 
s. 1874. 

Finally, before concluding, we should like to say one word about 
the Division of Denta;l Health, mentioned earlier. This HEW agency 
is1 quite literally, the only one in the Department whose·programs are 
of a similar nature to those outlined in S. 1874. 

The Division is the basic source of dental care expertise within the 
Department. We believe that it is this agency to which the programs 
of S. 1874, once enacted, should be delegated. 

Mr. Chairman, this concludes our testimony. We are grateful to you 
for holding this hearing and for this opportunity to present our views. 
Dr. Deines, Dr. Smith, Mr. Conway, and I would be glad now tore
spond to any questions. 

We also have with us Mr. Conway, the legal counsel. 
Senator KENNEDY. Thank you very much. It is again very excellent 

testimony. 
Now I would like to play the devil's advocate, because I think there 

will be arguments regarding portions of the bill, and I would like 
to have the most complete response that we can gather. 

You touched on it in the latter part of your testimony. The real 
question is if we pass the revised S. 934 that has come out of the 
full committee, to be reported this afternoon to the floor and to be 
considered probably tomorrow or Wednesday, will that not do the job 
if we get sufficient funding for it? 

Or are you saying in the last part of your testimony, that there 
hasn't been enough resources, that there won't be enough resources to 
do the job, and we need S. 187 4 in addition. Is S. 934 not broad or 
wide . enough to do the kinds of things that you are suggesting~ 

Why will S. 1874 be needed if we getS. 934 passed and If we are 
able to get adequate funding for institutional grants~ 

Dr. SALJ,EY. Senator, I think the health manpower bill only goes up 
to a point with respect to the auxiliary training which we touched upon 
in the final part of this testimony today. 

We are certainly grateful to this committee and the parent com
mittee of the subcommittee for the very fine treatment that you gave 
that legislation thus far. · 

But to answer your question specifically, the health manpower 
legislation would not cover a large segment of dental auxiliary train
ing programs which Senator Magnuson's bill would include. 

So I would say that this would supplement the other legislation. 
Senator KENNEDY. Of course, there 1s nothing in S. 934 on fluorida

tion. 
Dr. SALLEY. No. I am only speaking to the point of auxiliary train

ing. There is, as you say, no provision in S. 934 on the fluoridation 
of the water supply. 

Senator KENNEDY. Of .course, S. 934 does provide significant in
stitutional help for dental schools and it does have some incentives 
built in to provide additional grants for those dental schools that are 
expanding their enrollments. 
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It has that feature. But you are saying the greater utilization of 
auxiliary personnel is an integral part of a total comprehensive view 
of the dental crisis that exists today and that this legislation, S. 187 4, 
is needed to develop essential dental auxiliary programs. 

Dr. SALLEY. Yes. If I could bring the question close to home, the 
health manpower legislation would assist us in the University of 
Maryland where we have a dental hygiene program incorporated. It 
would not help the Allegany Community College in Senator Beall's 
hometown as this bill would. 

Senator KENNEDY. We have seen, for example, a number of com
munity colleges develop outstanding nurse training programs that 
have been very successful. We have seen this in my own State of 
Massachusetts and it is very exciting and encouraging. 

Do you see community colleges, State and private colleges and 
other training institutions moving into dental auxiliary trainmg pro
grams as well ~ 

Dr. SALLEY. Very much so. We anticipate that will happen. In 
fa.ct, we are actively promoting it. 

Senator KENNEDY. I think your statement is first-rate. I believe 
this will be the area of principal questioning. I would hope that 
maybe after we consider S. 934 tomorrow, and it passes the Senate, 
you would be able to analyze that legislation and point out how 
S. 1874 either complements it or supplements it. And, if you could 
follow the bill as it comes out of conference we would appreciate the 
benefit _of your judgment at that time. 

Obviously, there may be some changes that will tako place on the 
floor. But to the extent you can do that, I think it would be enor
mously helpful to those of us who want to see this legislation 
aohieved. 

I think that would be the argument. 'I'hey will say: 
It we do tMs with dental care. why aren't we 11."0inl1." to do thls for osteopathy 

or schools of podiatry or all those others? They have needs as well. Why are 
we singling out dentistry in thls? 

I believe you pointed out the difference between self-healing that 
occurs in most other kinds of medical problems and the differences 
that take place in terms of dentistry. You pointed tihis out quite well. 

But rto the extent you can elal:><>rate on these points, I think it would 
provide very, very useful testimony fur us and for your other friends 
who are going to be helping you. 

Dr. SALLEY. We will help you the best we can in providing that 
information. 

Senator KENNEDY. Senator Beall~ 
Senator BEALL. Thank you, Mr. Chairman. 
Just >briefly, Dr. Salley, do you envision problems with State li· 

censing prodecures with regard to dell'6al hygienists and dental auxili
aries and if there are problems, are the States making the necessary 
accommodations so that these people can be used to the fullest extent 
of t:Jheir capabilities~ 

Dr. SALLEY. Some are more impatient than others, Senator. But as 
Dr. Deines pointed out, some 28 or 29 States have now or are in the 
process, have either changed their statutes governing the practice 
of dentistry, or are in the process of change to allow tJhis to take 
place. 
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Senator BEALL. We have a maldistribution of dentists. As we train 
more dentists how can we improve the distribution into the rural 
areas and the inner city where dental personnel are desperately 
needed? 

Dr. SALLEY. I think one of the very good features of Selliator 
Magnuson's bill is the provision for new ways to deliver dental h'ealth 
services. If I could look at my crystal ball for a minute, perhaps 
we could look at dentists assistants out on the firing line in these 
areas that are underserved by dentists who would then take care 
of certain problems that are within that capability and training and 
refer the more difficult problems to the dentists who would have 
overall supervision ·md be perhaps in some kind of health' center. 

Senator BEALL. lJo you think tlus would be sufficient? 
Dr. SALLEY. With enough auxiliaries and enough backup dentists, 

I think it would be. 
Senator KENNEDY. Senator Pell. 
Senator PELL. Thank you very much. 
Am I correct in saying that the most important single factor in pre

venting dental disease in later life is if we teach our children how to 
brush their teeth correctly? That is, to say, they really must do the 
job properly? 

Dr. SALLEY. Senator Pell, I think it is a combination of that, a 
combination of the nutrition at the time the child is in his formative 
stage, and I would not underestimate the role of fluoridation. I think 
that is very significant. 

Senator PELL. I am enthusiastically in support of this bill of Sen
ator Magnuson's. 

Along the line of this subject, I am interested in your opinion as 
leaders in the field of toothpaste regarding the statements made by 
Mr. Nader last week, and the study undertaken by the Government at 
Walter Reed, comparing the various kinds of toothpaste and showing 
that one of them does better than ordinary water and that the other 
five are substantially worse than water from the viewpoint of en
couraging diseases of the gums. 

I would note at this point, somewhat like the Pentagon papers, we 
are trying to break the toothpaste code in Government since the Army 
is reluctant to say which brand toothpastes A, B, C and so forth, were 
used in their testing. 

Are you familiar with the study? Maybe the gentleman from How-
ard could answer that? ' 

Dr. DEINES. We answered Nader. We would insert this for the rec
ord, if you wish. The accusation was unfounded because of the fact 
that the staining takes place on the plaque, which is a coating, which 
stains and the no-stain took place on the enamel of the tooth. 

I saw the statement and the statement said it stained the tooth. But 
the stain is on the plaque and if the teeth are brushed properly and den
al floss used to clean the plaque off, then using fluoridated paste is not 
going to cause any stain. 

Senator PELL. I was impressed that what Mr. Nader was talking' 
about was staining. But I was talking about the study of the Defense 
Department concerning gum disease. I think it is called stomatitis. It 
was found that the five most popular kinds of toothpaste, if used alone 
and continuously, increased the sensitivity and the disease of the gums 
compared with plain water and salt. 

64-999 Q--71-6 
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I think it would be important to try to break this code and get the 
names of these toothpastes-unfortunately, the American pubhc who
should know the results continues to use those pastes. Are you familiar 
with the study? 

Dr. DEINES. I am not familiar with the study. 
Senator PELL. 'Vhat about the gentleman from Howard? 
Dr. SMITH. I think the study you are referring to related to the 

content of abrasives in the toothpastes. Of course, indeed, all tooth
pastes do have some abrasives and therefore, one could question 
whether or not the abrasive qualities of the toothpastes themselves 
were primarily instrumental m providing this sort of damage. 

We have been conducting some studies, yes, at Howard. They are 
not conclusive. But the content and the amount of abrasives in the 
average toothpaste we have not found to be extremely detrimental. 

Here again, it relates to the usage and the proper usage of the 
toothpaste. It also relates to the brushing technique and the brush 
itself, whether it is hard, fine, etcetera. 

Some patients are inclined without the proper toothbrush and in
structions to cause damage and inflamatory conditions of their gums. 
Here again, patient education plays a great part. 

Senator KENNEDY. We have got to vote. It has been going for a few 
minutes. I have just been reminded. 

Senator PELL. I have one more question, Mr. Chairman .. 
If we can break the toothpaste code and put it in the Congressional 

Record, with the study, would that not be a considerable service to the 
unfortunate American toothbrushing public? 

Dr. SMITH. I would be inclined to concur with you. The revelation of 
any sort of facts and figures should be helpful. 

Senator KENNEDY. We keep reading on certain toothpastes that are 
endorsed by the American Dental Association. Can you endorse various 
tooth pastes? 

Dr. DEINES. We have endorsed Colgate and Crest to be specific. This 
is a matter of record, because it is on the toothpaste itself. 

We feel that any toothpaste that meets the requirements of the 
American Dental Association has the right to put the seal of acceptance 
on it. These are tested very, very thoroughly. 

Senator KENNEDY. If we could submit additional written questions 
we will recess the hearing now. We will convene in 10 or 15 minutes. 
We want to thank you very much. You are very, very helpful. We are 
going to rely on you as we move along with this legislation. 

Dr. DEINES. We would be glad to cooperate. 
Senator KENNEDY. Thank you. 
(A brief recess was taken.) 
Senator KENNEDY. The subcommittee will come to order. 
Our next witness this afternoon is Dr. Robert J. H. Mick, who has 

been actively practicing dentistry for over 35 years. During tlus time 
he has conducted fluoride research experiments with animals into the 
third generation. 

In additio~, Dr. M~ck has. performed many types of animal re
~rch expenm~nts with various food products, has been involved 
'!Ith water studie~ for over 27 years, has been appointed an interna
tiOnal representative by the American Academy of Nutrition, and 
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has conducted research studies in Africa ; these studies were relatE'.d 
to body nutrition, dental decay, and the effect of fluorides in water 
supplies. 

We are glad to have you, Doctor. 

STATEMENT OF ROBERT 1. H. MICK, D.D.S., REPRESENTATIVE, 
AMERICAN ACADEMY OF NUTRITION; ACCOMPANIED BY CLIN
TON MILLER, VICE PRESIDENT, NATIONAL HEALTH FEDERATION 

Mr. MILLER. I would like to introduce Dr. Mick to the committee. 
I am Clinton Miller, legislative advocate and vice president of the 
National Health FederatiOn. , 

I have with me a letter which was composed an hour ago to you, sir. 
It says: 

To tbe Honorable Edward M. Kennedy. This letter is being presented for 
your consideration concerning Section 1002 of Senate bill 1874. The National 
Health Federation representing over 45,000 Americans concerning the matter 
of health freedom have asked Dr. Robert Mick to represent us in urging tbat 
Section 1002 of S. 1874 be amended to specifically prohi·bit any federal funds 
being appropriated for the purchase of fluoridation water supply equipmt!nt 
and/or fluorides. 

In addition to Dr. Mick, we will have here a young lady who lives 
within a block of the Senate Office Building who has had the ques
tionable opportunity of consuming fluoridated water throughout her 
whole lifetime. This young lady is Terry Diane Glover. We wish to 
make it clear that the National Health Federation is strongly in sup
port of you and the 40 sponsors of this bill, in doing UtU that we 
can to having as perfect dental health in this country as we can pos
sibly have. 

When Senator Magnuson complimented the chairman because the 
subcommittee has moved so quickly, that I had just a little feeling 
of apprehension. It seems to us, sir, that perha,ps the subcommittee has 
moved a little too quickly. 

I was notified during my vacation at 2 :30 last F-riday that the 
hearing would be held today. 

I was notified today by a staff member that the record would be 
closed in about 1 week. We would like to register at this time, sir, 
the very strongest possible protest to closing the record in 1 week, or 
in limiting the testimony to those witnesses who have appeared today. 
We would like you to keep the hearings open until other great sci
entists who have taken strong positions agamst fluoridation of public 
water supplies have a chance to appear before the committee. 

At this time, I would like to turn the microphone over to Dr. Mick 
for his testimony. 

Dr. MicK. Would you mind if I stood? I am more comfortable. 
Senator KENNEDY. You proceed whichever way you desire. How

ever, just for the record, I would like to say that the notice about 
this hearing was placed in the Record last Tuesday. 

We can't notify people all over the country about the times of these 
hearings. But we publish it in the Congressional Record, that is the 
procedure which has been followed for as many years as this great 
democracy has existed. 

So we apologize and regret that you didn't have other personal 
know ledge of it. Just for the record, I wanted to make that clear. 
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Mr. MILLER. For the record, is there any intent to close the hear
in~s as of today or will there be a chance for other witnesses to appear 1 

:Senator KENNEDY. I expect the record would be open for several 
days for statements. 

Mr. MILLER. That is not my question. Will other witnesses be al
lowed to appear? 
. Senator KENNEDY. I don't expect that we will have additional hear
rngs. 

Mr. MILLER. We wish to protest that very strongly. I don't think that 
is a fair way to conduct this hearing. 

Dr. MicK. Senator Kennedy, and the other honorable Senators, my 
name is Dr. Robert Mick. I have been in the dental profession for 
more than 35 years. During the last 27 years I have been involved 
in experimental animal research and research studies on waters and 
foods as to their effect on animals and humans in the area of dental 
decay, perfect teeth, normal and maHormed dental arches, cleft palate, 
etcetera. My research studies on humans was conducted in both equa
torial Africa and the United States. 

The testimony I present will be on S. 1874. It is my hope that I 
may provide you gentlemen with some information to influence you 
to not vote for this bill, whether you have already sponsored it or 
not. 

Senator Kennedy, you made an observation in Chicago that you 
had seen so many children in need of dental care. I do not know if you 
were informed that Chicago has had the benefits of fluorides for ap
proximately 16 years. 

Washington, D.C., has had the fluorides added to their water since 
1952. . 

The city of Pittsburgh has had it since the early 1950's. The report 
from Pittsburgh (and you made your own findings in Chicago) were 
that 17 years after fluoridation, plans for a $1 1;2 million, 5-year pro
gram, with teeth in it for thousands of lower side Pittsburgh children 
and 16 elementary schools had been unveiled by Allegheny General 
Hospital. The program, which will be added by Federal grants, total
ing more than $1 million will be the largest of its kind to date in the 
United States and unique in many respects, said the U.S. Health, 
Education, and vVelfare Department officials. 

Senator Kennedy, I feel like many other people do. I have spent my 
life on this particular subject and I happen to be one of the first pro
moters in this world of fluoridation. And at one time, I sat, not on that 
honorable bench, but before people and pleaded and pleaded. I was 
one of the first ones in New .T ersey. I wanted to do the best for them and 
for my children. 

In 1948, I learned how I had willingly-as you gentlemen will learn 
some day-willingly but unknowingly become involved in what was to 
become the biggest scandal of its particular type. 

~enator, just about a quarter after one, Mr. Miller said, "Doctor, I 
tlunk that there are some folk within 2 blocks of here and within a 
period of 5 minutes." 

We found a group of children. I would like to introduce to you Terry 
Glover, 7 years old, of 211 C Street NE. 

Terry has had the benefits of fluorides since she was born. We also 
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saw her mother. She was working in another home. She was going to 
try to be here. Her mother had a beautiful set of teeth. 

She came from outside of Washington, D.C. But Terry here has 
some teeth that have had the full effects of fluorides that are decayed to 
the gum line. But on the front of her tooth there is also, and you may 
care to see it for your own interest, a white mark. It doesn't hurt the 
tooth. It is onl,Y a sign of what is called fluorosis. 

This sign d1d not come directly from the mouth, Senator. It has to 
come by ingestion, and then through the body, and that which is in the 
tootJh is only an outward sign of that which takes place in the body. 

The following is not in my prepared testimony : 
When you take a telephone pole, and I use a lot of fluoride in my 

dental practice on teeth, because fluoride and many other elements 
are one of the finest enbalmers, the same as you take a telephone polr 
and you place it in creosote and then you can put it in the ground and 
then the bacteria in the ground will not attack that pole for a long. 
longtime. 

You can't put a drop of creosote or any other deadly chemical along 
side of that growing tree and have the tree turn black and grow beau
tifully. You must attack it after it is fonned. You can't add anything 
in your mouth, go through your stomach, and only go to the tooth. __ 

No doubt you partake of foods and vitamins. It is a mystery how 
a vitamin is used for our benefit, for our eyes and the rest of our body 
and the fluoride can only go to our teeth. 

Senator Kennedy, before you is a model showing mottling of teeth. 
I happen to be fortunate enough to be a lieutenant oolonel in the 
military. I have done research work even there. 

Senator KENNEDY. Excuse me. Is this Miss Glover? 
Miss GLOVER. Yes. 
Senator KENNEDY. Are you in school? Maybe you can answer 

yourself. 
Miss GLOvER. We have a vacation. 
Dr. MICK. She is on vacation. 
Would you like to ask Terry? 
Senator KENNEDY. No; I was just interested. 
Dr. MICK. I looked at their teeth. Her cousin also had teeth that 

were also eaten off at the gum line. 
Senator, before you is a model tha.t I was able to obtain of one of 

the soldiers. If you will pick it up, you will see every type of mottling 
tha.t you can ever imagine. On this model you will see the denta:l 
deca.y tha.t you are led to believe cannot occur. If I could ha.ve you to 
look at this bottle, you would see the minerals that one partakes in ap
proximately 600 quarts of water. These are the precious body building 
minerals that make up the food and which makes the animals, as they 
are supposed to be1 the finest. 

I happen to be mvolved in water a.nalysis and distillations and each 
of these bottles contains the various types of minerals that you per
sonally a.re partaking of in 1 gallon or 7 gallons of water. 

If the commitee were to see this bottle they would realize that you 
can't add one mineral to this material without having something 
take place. 

I have volunteered to represent the millions of voters in this ooun
try who oppose fluoridation. I am one of the original promoters of 



80 

fluoridation in the United States. I learned in 1948 how I had will
ingly but unknowingly became involved in what was to become the 
biggest international scandal ever to be promoted in the name of a 
hea.lth program. 

I have spent the last 23 years exposing the promotion of fluoridation 
by employees of the U.S. Public Health Service and defeating fluori
dation a.t referendums. I believe, I personally have a 100-percent aver
age of wins by just telling the truth ·to the voting audience. Fluorida

. tion, when allowed by city and State legislators to go to referendum, 
is the biggest voter interest issue that has ever been voted upon. 

S. 187 4 is cited as the "Children's Dental Health Act of 1971" but, 
on page 10 of the bill, this act may be cited as the "Public Health 
Service Act." The children, poor children, are used as a mask for 
s. 1874. 

The doubletalk and unknowns for which gradua·ted grants are 
sought in sections 1001, 1003, and 1004 is beyond comprehensions. The 
"poor children" will receive but a trace of the grants that are being 
sought. 

Every section of S. 1874, except section 1002 "Grants for Water 
Treatment Programs," can do no physical harm. 

Senator KENNEDY. I am interested m the child. Is she supposed to 
have lived here in th~ Distcict ~ 

Dr. MICK. Yes. Her name is Terry. You live just 2 blocks away. 
We just went up on C Street. 

Senator KENNEDY. Terry, how long have you been here~ 
Miss GLoVER. All of mv life, since I was born. I was born m 

Washington. · 
Senator KENNEDY. You have always lived in Washington~ 
Miss GLOVER. Yes. 
Senator KENNEDY. Have you ever visited North Carolina~ Do you 

have some friends down there~ 
Miss GLOVER. Cousins. 
Senator KENNEDY. Have you ever visited down there? 
Miss GLoVER. No. 
Senator.KENNEDY. We are very glad to have you here. You have 

been our youngest witness. 
Dr. MicK. I will proceed. I would love to be able to be of some 

service. 
Every section of S. 1874, except section 1002, entitled "Grants for 

Water Fluoridation," can do no physical harm and a lot of good. 
and if the same Government interest in dental decay was taken as in 
the cigarette problem and if the USPHS used the radio, the TV and 
the printing of articles on food that help accelerate dental decay and 
other body problems, the program would be truly fantastic. 

Moneys allocated to sectiOns 1002, 1003, and 1004 can be used for 
every type of fluoridation propaganda under the headings of "accord 
priority to projects designed to provide preventive services," "com· 
prehensive projects," "prevention," "demonstrations," "experimenta
tion," "establishing and carrying out proJrrams to educate," et cetera. 

In 1970, just one of the grants made bv HEW, grant No. DH-00151-
02 (ESR), to Department of Political Science, Universitv of Cali
fornia, Riverside, Calif. This was given under the title of ''Fluorida-
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tion and Community Decisionmaking," $92,895. That would have 
bought an awful lot of fluoride tablets and would have helped some of 
the poor children to have some other dental care. 

You gentlemen realize, that as young men you rarely saw a Public 
Health Service dentist in your area. Fluoridation has become a major 
program for the dental division in the health departments. As a young 
man, a father and a Senator you probably have had many dogs. Has it 
ever occurred to you that these animals have perfect teeth while drink
ing the same water as your family ? What do you believe should be 
added to your dog's water to improve the quality of his teeth? 

Your dogs provide a 10- to 15-year experiment, if you want to call it 
that, right in your own backyard. But if you vote against this bill, 
you may be called anti poor, antidental and antifluoridation. 

Senator, if true words of intent had been used in this title, as pub
licized by the American Dental Association, the title should read 
"Grants for Fluoridation." I would ask that that which is publicized 
bY. the American Dental Association referring to this as a fluoridation 
b1ll or fluoridation be accepted by the committee. 

So worded as it was referred to by the ADA, S. 1874 would have 
received large-scale public opposition and opposition has started as of 
July 10. I assure you it will gain momentum. 

The massive evidence that documents the harms from fluoride could 
provide testimony for hundreds of pages and many previous hearings 
since 1954 have recorded the story of fluoridation and the promotion 
along with reports of the harms from fluoride. I will come back to 
this point. 

Honorable Senators, some of you may have witnessed how the word 
fluoridation has been built up even in your own minds over a period of 
27 years to being in the same category as a religion, a sect, political 
side, a word that can split a group or a family. The documented facts 
concerning these poisonous fluorides are overshadowed by the efforts of 
the promoters at fluoridation to influence one group against the other
all m the name of a children's dental health program. How this poi
sonous fluoride can be swallowed and only effect teeth, while all other 
foods and vitamins go to all parts of the body is indeed fantastic and 
a mystery to any thinkin~ individual. 

The congressiOnal hearmgs in 1954 entitled "Fluoridation of Water" 
H.R. 2341, "A bill to protect the public health from the dangers of 
fluoridation of water" are probably unknown to most Congressmen. 

These hearings exposed fluoridation as a scheme with no regard to 
the toxic effects as known and reported by officials in the U.S. Public 
Health Service rand other professional men. 

I ask that those hearings (H.R. 2341-1954) be placed into these 
records for guidance of this Congress. 

Senator KENNEDY. Are you asking for the whole hearings? 
Dr. MICK. It would be very, very fine, because there are none of these 

available. Would you accept that part that was put in there showing 
the harms from fluorides? 

Senator KENNEDY. If you have got the particular citation, I will be 
glad to review it and if it is pertinent include it. 

Dr. MICK. Thank you. 
(The material referred to follows:) 
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MEDICAL EVIDENCE AGAINST FLUORIDATION OF PUliLIC W ATEB SUPPLIES 

(By George L. Waldbott. M.D., Detroit, Mich.) 

NoTE.-Dr. Waldbott has published more than 100 scientific papers on 
original research on various phases of allergy, ·and one book entitled 
"Oontact Deorma:titis," Dr. Waldbott is the vice president of the Amer
ican College of Allergists, a Fellow of the American College of Physicians 
and of the American Academy of Allergists, as well as of other national 
and international societies in his specialty. 

Health and dental groups introduced the project of adding fluorides to the 
domestic water supplies because a lowered incidence of dental caries was ob
served in areas where fluorides occurred in the water naturally. 

May I preface my remarks by explaining why I am interested in this subject. 
As an allergist, I have seen much serious trouble in allergic patients caused 
by indiscriminate medication. Moreover, the opposition to fluoridation has thus 
far depended largely upon nonprofessional people for leadership. In general, 
competent medical men have either been too busy or have not yet given the 
problem adequate attention to oppose the powerful groups pressing fluorida
tion. Naturally, the view of a practicing physician like myself differs from that 
of health officers, research people and dentists. 

In this controversy two facts must be acknowledged from studying the avail
able literature: First, this drug has a tendency to settle in the tooth enamel 
rendering it denser, harder, and more resistant in children under the ages of 
10 to 12. However, whether this actually means healthier teeth has not been 
proven. Second, in the concentration in which fluorides are being added to 
drinking water, they are not likely to induce acute fulminating poisoning. How
ever, the probability of chronic poisoning will be discussed at length later. Do 
these two facts justify the "calculated risk" of which the proponents of this 
plan speak when they require every individual in the community to drink water 
containing fluorides, rather than to permit dentists to prescribe the drug when 
they consider it necessary? 

I shall discuss the medical aspect of the fluoridation problem by elaborating 
upon the following points: 

1. Can there be a "safe concentration"? 
2. Is the value of fluorides scientifically proven? 
3. Is there danger of disease and death from fluoridation? 
4. What methods are being employed in some scientific circles to promote this 

program? 
There are many political, social, and legal aspect involved in the controversy 

upon which I shall not touch. 

I. SAFE CONCENTRATION 

From animal experiments and statistical studies in humans, the proponents 
of the plan conclude that a concentration of 1 part of sodium fluoride in 1 mil
lion parts of drinking water by weight (1 p.p.m.) entails no ·harm. According 
to dental researoh ·authorities, mottling of the tooth occurs at 0.7 p.p.m. and 
a mottled tooth is a poisoned tooth. Therefore, bow can the concentration of 
1 p.p.m. be called "safe"? 
If animals are fed diets containing 7 to 12 p.p.m. the first signs of poison

ing begin to appear. The incisor teeth become cha-lky, pitted, and corroded. 
The bones and kidneys show minor degenerative changes. 

Other findings are damage to the liver, to the stomach and bowels, and to the 
tissues surrounding bones and .teeth. The animals loose their appetite, they 
may develop aneinia and brain disturbances. ( 1.) 

When fluorides are taken into the system through ingestion by mouth, a large 
l)Ortion reaches the bloodstream by penetrating the mucous lining of the ines
tinal tract. It is .then distributed by the blood to bones, teeth, kidneys, liver, 
spleen, brain and other organs where about 10 percent is retained for many weeks 
even months. (2.) The remaining 90 percent is then eliminated from the blood 
mainly through the kidneys in the urine and through the skin in the sweat. 

Reactions in the human ·body differ from those in a test tube. Every single 
phase of the above metabolic process is subject ·to tremendous individual van-· 
ations. Blood samples, for instance, for individuals in the artiflcally fluoridated 
city of Newburgh showed variations of as much as 900 percent ( 3.) in spite of the 
attempted regulation of the "safe" 1 p.p.m. intake of fluoridated water. 
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There are many reasons why this intake of 1 p.p.m. cannot be properly 
rontrolled and maintained in a person drinking such water. What, for example, 
about simultaneous ingestion of fluorides In food? Tea, for instance, oontain:s 
30 to 60 'p.p.m. l<'or a habituai tea drinker, therefore, this drink would bring 
the daily intake of fluorides just within tbe safe limit. If, in addition, he were to 
eat fuod grown in a fluoridated area which contains much larger amounts than 
usual, and if this f()()d were boiled in fluoridated water, thus roncentrating the 
fluorine content further, the intake would most likely reach toxic levels. Further· 
more, if an individual has diabetes or a disease acrompanied by fever his water 
intake rould rise so much higher that this might conceivably decide the course of 
his iHness. 

The aiJl'()unt of fluorides absorbed from the bowels is greatly influenced by the 
acidity of the bowel rontent. Furthermore sodium fluoride which is added to 
the water supply is much more soluble than organic compounds rontainlng 
fluoride present in w·ater of naturally fluoridated arelliS. Therefore, much more 
will be absorbed through the bowels under the artificial scheme than in an area 
where it oCC'Ilrs in n8Jture. The rondition of a person's teeth, bones, kidney, liver, 
and brain--especially their ca'icium content-determines how much ftlll()rine is 
retained in these organs. Thus, under certain circumstances the 10 percent figure 
of fluorine retention may be ronslderably exceeded. 

The elimination of the fluoride salt through the kidneys is of special impor
tance for a patient with a diseased nonfunctioning kidney. Much less can be 
eliminated; in other words, much more is retained in his system for potential 
development of toxic symptoms. There is a great likelihood of extensive damage 
from this salt in elderly individuals who notably have a tendency to arterio
sclerotic, poorly functioning kidneys. What will happen to such individuals 
after drinking such water year after year can only be imagined. Finally, there 
are further individual differences in the event that a person is allergic: I should 
like to refer to my own experimental work published a year ago on "Drug Toler
ance In Asthma" ( 4.). It was demonstrated that an asthmatic patient may be 
poisoned by otherwise harmless doses of any given drug. I am not referring here 
to allergic symptoms, but to true poisoning from otherwise harmless amounts of 
such drugs. This was observed clinically and proved experimentally. One cannot 
escape the conclusion that there may be considerable damage to a large part of 
the population from artificially fluoridated water in the so-called safe concentra
tion of 1 p.p.m. for everyone in an entire community. 

II. APPRAISAL OF THE VALUE OF FLUORIDATION 

In their pamphlets the health authorities promise a 63 percent reduction In 
dental caries if fluoridation is adopted. This figure is derived from statistical 
studies in such fluoridated cities as Grand Rapids and Newburgh. The teeth of 
school children drinking this water were examined and the number of cavities 
recorded periodically. This evidence is not accepted by some leading dental 
research authorities. Hurme (5) , for instance, points to the many pitfalls in 
compiling statistics of this kind, especially to the lack of standardization of 
the methods employed, to the personal bias of the examiner, and to the relatively 
o;hort period of observation. 

Let me give an example of the confusion: Mottling of teeth is commonly found 
in fluoridated areas and is identified with beginning fluoride poisoning. (6.) 
Most proponents of fluoridation consider a mottled tooth aesthetically unde
sirable rather than diseased. Such a divergence of opinion Is bound to affect 
the statistical appraisal of healthy teeth, and this alone renders the statistics 
inadequate. In addition, Boyd and Wessels (7.) state that repeated examina· 
tions of the same tooth made by the same examiner at different times may 
result in a different interpretation from one examination to another. 

Furthermore, children who have periodic examinations of their teeth are 
usually at the same time alerted to the Importance of good dental hygiene, good 
nutrition, and elimination of sweets and soft drinks. 

Finally, most statistical reports disregard the observation of such thorough 
students of the subject as Smith and Smith (8). They found that individuals 
in fluoridated areas, who as children showed an apparent reduction in dental 
caries, after they had passed the age of 21 manifested much more extensive 
deterioration and weakening of the tooth structures than those in nontluoridated 
areas. A similar observation is related by Newman (9.) in two suburbs of Shef-
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field, England. He and other observers have noted in various publications that 
people in areas where the water is practically tluorine free have excellent teeU1. 
Therefore, the 63 percent reduction in caries from tluoridation of water is not 
substantiated. 

III. HAZARDS OF FLUORIDATION 

Why are there no reports of disease and deaths from tluoridated water? In 
distinction from acute poisoning, symptoms of chronic tluoride poisoning are 
vague and insidious. Nausea, general malaise, joint pains, decreased blood clot
ting, anemia, and similar vague symptoms may result from a variety of causes 
and do not represent a clearcut disease syndrome. Even an extremely well-trained 
clinician is not likely to make the correct diagnosis. When a patient finally suc
cumbs to a kidney or liver disease, it is practically impossible for the average 
physician or pathologist to trace the disease to its true cause. Health authori
ties and some dentists do not take this into count. Indeed, in two municipalities 
of metropolitan Detroit, physicians are so little aware of this problem that I 
found hardly a single doctor who knew that he, personally, was drinking tluori
dated water. 

Shouldn't we expect a significant rise in the death rate from kidney, liver, and 
brain diseases in tluoridated areas if there is chronic intoxication from poisoning? 
First let us consider that such diseases and death in naturally tluoridated areas 
are much less likely to occur than in artificially tluoridated ones because of the 
above-mentioned lower solubility of organic tluorides. as compared to sodium 
fluoride. Furthermore. vital statistics on diseases which are difficult to diagnose, 
notoriously furnish very unreliable information. I personally observed, in re
viewing deaths from bronchial asthma, that the majority of deaths recorded 
in death certificates represented asthmalike wheezing from other sources. Simi
larly, without an autopsy even the most expert clinician would find it extremely 
difficult to establish the diagnosis of tluorine poisoning. There is evidence which, 
however, cannot be fully corroborated because of insufficient published informa
tion that Grand Rapids deaths from kidney, heart, and brain diseases have in
creased since 1945 ( 10) . 

The benefits derived from tluoridation have been compared with those from 
penicillin. In 1949 I reported the first death from penicillin ever reported in litera
ture (11) Since that time nearly every general practitioner, certainly every 
allergist, has observed serious reactions, near deaths, and even deaths from this 
drug. I recognize the value of penicillin as much as anyone; I use it extensively 
in my practice; however, like other competent physicians I am against its indis· 
~riminate use. Assume, for instance, that this otherwise harmless drug were given 
every day to everyone in the country in very small doses for prophylactic pur
poses. Based on my extensive studies on human anaphylaxis which were carried 
out in 1933-36 (12), I would have to conclude that the results would be dis· 
astrous. Similarly, it will take many years and much careful and thorough clin· 
ical observations by competent physicians to evaluate the potential harm of 
tluorides. I predict that once the first tluorine death is reported, others will be 
recognized in rapid succession. 

I have attempted to set forth why there can be no such thing as a safe con
centration, why statistical evidence concerning the benefits of tluoridation is 
unrP!iable, and why thus far no serious illness and no fatalities from this cause 
have been reported. Whereas I have endeavored to keep this discussion on a 
factual basis, I canp.ot help but refer to the method used by health and dental 
authorities in promoting this program and smothering opposition. 

IV. HOW THE FLUORIDATION PROGRAM IS PROMOTED 

In practically all the voluminous literature on the subject hardly a paper is 
published which does not capitalize on the fact that there is no organized medical 
opposition. "No scientific point of view" ( 13). "Persons misled either by emotional 
prejudice or by l:ick of knowledge" (.14). 

In a very informative :article issued by the Oommission on Chronic Illness 
(15), such leaders at the prafession asK. F. Maxcy. E. J. Stieglitz, and N. Shock 
present throughout the text the safety of the tluoridation project as an incontr()
vertible fact. In their last paragraph, however, there is the inconspicuous note 
"evidence does not absolutely exclude the possibility af risk." 

Heyroth, at the Kettering Institute ( 16), another staunch proponent of tluorida
tion, assembles all the available data on the possibility of toxicity from tluorides 
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in an excellent contribution. The author sets out to convince the profession 
of the safety of fluoridation, yet at the end of the paper be makes a plea that 
evidence of toxicity iin patients wi·th ~blronic nephritis be S<mg'bt. He reoom
mends tbat such patients should 'buy nonfiuoridated water if residing in a fluori
dated community. He disregards the well-kiWWn fact that many patients are 
ignorant of suffering from tlhi'S disease. 

!Practically all pulblications convey the impression to the reader that dental 
C8lries are primarily the result of lack of fluorides. Even if lack of fluorides 
in food and water were to play a part in the production of caries, the fact 
remains tlbat such other causes as dieta•ry digressions, lack of vitamins, gland
ular deficiencies, allergies, and many other factors are equally, if not ·mucob mOO'e, 
responsible. 

In an attempt to prove the harmlessness of fluoridation, many of the articles 
claim that fiuorine is a trace element necessary to good bUill1Ul nutrition similwr 
in action to iron in forming red blood corpuscles and to iodides in counteracting 
goiter. This is contradicted by numerous sources (17). 

None of tihe papers mention the excellent wOO'k lby Taylor (18) who fed fl·uorides 
to a large n'llill'ber of mice in the so-called safe concentration. They developed 
cancer much sooner tban the control group which was fed a fluoride-free diet. 
Also ignored is the work of Harris (19) which proved that hamsters fed corn 
and milk from Texas developed only baU as much dental ca·riee as those fed 
corn and milk from New England. His work clearly indicates tlh.at not lack 
of fluorides hut vitamins were involved in the reduction of denllal caries. 

All this data indicates that most of the evidence presented by the proponents of 
fluoridation on the question of safe concentration, possible danger and on its 
value in preventing tooth decay is not convincing. 

Why is there so little medical opposition to fluoridation? From personal con
tract with competent physicians ·and dentists, I know that there is a strong 
potential opposition. These never, however, wonder why scientific medical orga
nizations officially endorse the program, I am told by a memlber of the house 
of delegates to the A.MA. who attended the meeting at which tb.e principle of 
fluoridation was endorsed by this body that he personally was not in1'ormed 
sufficiently in advance ro carefully appraise its dTawl>acks. He states that the 
vote was taken so precipitously that there was little chance to oppose it. 
Further you know .that "the councils on pharmacy and Chemistry of the AMA 
purposely refrained from making any recommendation that communities support 
or oppose projects for the fluoridation of water S\liPplies." "The •house of dele
gates did not urge or recommend that any commuruities undertake to fluoridate 
their water supplies." (Quobation from the statement of the A.MA..) 

Other physicians are overwhelmed by the vast repetitious illlformation pre
senting the proponent aspect and puzzled by the absence of opposition. For in
stance, at present every memlber of the American Academy of Pediatrics is 
receiving a propaganda pamphlet-not a scientific paper-advocating fluorida
tion. Thi~ is likely to result in anotlher endorsement of a scientific group. Fur
thermore, they cannot find literature against fluoridation in competent medical 
and dental jourmtls. It is evident that convention-al dental pUJblications do not 
accept sclentifie material representing the other side. For such information 
one is obliged to search in second-rate journals. Moreover, doctors scientifically 
qualified, hesitate to oppose the project lest they jeoparoize their standing among 
colleagues, their practice, and tlbeir medical appointments. They do not want 
to be identified with those who oppose the project on religious, political. and 
emotional ~rounds. 

Let me conclude by reminding you of what happened in the early twenties. A 
drug much less harmful than sodium fluoride, namely, sodium iodide, was added 
to the public drinking water of some Michigan communities for the prevention 
of goiter. McClure and coworkers (20) soon noted a marked increase in the 
incidence of mortality from toxic goiter among those disposed to it. Immedi
ately the health: a,luthorities who had prOlllotJed this sc'lleme made Iodine 
available in table salt instead. Now, anyone can partake of it or not according 
to his need. 

Why do we not follow this example? Fluorides are now available to be taken 
as a tablet in water or milk, or they can be painted on the teeth of those who 
wish to avail themselves of .their benefits. At present, neither the benefit nor 
the safety of fluoridation of water supplies are sufficiently proven to warrant 
experimentation with human life. 
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Dr. MicK. The very request for section 1002 by HEW (USPHS) 
and rthe American Dental Associ.ation is more unbelievable when one 
has seen the minutes of the U.S. Public Health Servtire Conference of 
1951, entitled "Promotion and Application of Water Fluwidation." 
I have that included in the testimony envelopes. 

This meeting took place 6 years after fluoridation was sOO;rted. It 
took 17 years to locate the one known true copy in the library of HEW. 
Its existence had been denied by the lri.brarian up rto May 1968. The 
call No. is 21.C55, 1951, "Proceedings-Fourth Annual Conference of 
State Dental Directors With the Public Health Service and the Chil
dren's Bureau, June 6-8, 1951, Federal Security Building, Washington, 
D.C." detailing, as entitled, "Promotion and Application of Water 
Fluoridation." 

Dr. Knutson was also Chief, Division of Dental Public Healtih, U.S. 
Public Health Service. Dr. Leonard Scheele was Surgeon General and 
P·resident of the World Health Organization. 

The following should further influence your decision on sootion 1002, 
s~ 1874. These are but a few statements from 21.C55, 1951, of Public 
Health officials who were promoting use of poisonous fluorides in your 
drinking water rand had been for 6 years. 

Dr. Scheele speaking, he is addressing this audience of approxi
mately 50 Public Health Service representatives from the States: 

I am sure you are going to have an interesting meeting. I did have a chance to 
look over your schedule. Obviously one of the biggest things facing us is the 
catalyzing of real national program water fluoridation. 



• 

87 

As you lturn to various sootions, these are Government records tlhatt 
are not available. I ask, Senator Kennedy, thrrut this documelllt No. 
21.C55, 1951, be put into the record for the guidance of the Senators 
and the CongN!SS. 

Senator KENNEDY. We will accept it for the commirt:Jtee files. 
Dr. MicK. You won't accept it? 
Senator KENNEDY. We will review those parts that are particularly 

relevant to the legislation. We will include those in the record. But we 
are not at the taxpayers' expense just going to reprint a lot of mate
rial. I don't know what is in that reoord. 

Dr. M:rcK. This particular official document of this meeting con
ducted by .the U.S. Public Health Service is entitled "Promotion and 
Application of Water Fluoridation." It is to try to show those in at
tendance how to promote fluoridation. This meeting is taking place 
2 years after some of the most fantastic reports on harms from fluorides 
had been published by Government officials. In this USPHS "Pro
ceedings" IS the following statement: "Well, we now have enough evi
dence from cities that had demonstrations to show that controlled 
fluoridation has the same effect as natural fluoridation. Incidentally, 
we never had any 'experiments' in Wisconsin. To take a city of 100,000 
and say, 'We ?-re going t<? exl?eriment on you, and if you survive w~ will 
learn somethmg'-that Is kmd of rough treatment on the public. In 
Wisconsin, we set up demonstrations. They weren'texperiments. 

"Now, in regard to toxicity-! noticed that Dr. Bain used the term 
'adding sodium fluoride.' We never do that. That is rat poison. You 
add fluorides. Never mind that sodium fluoride business, because in 
most instances we are not adding sodium fluoride •anyhow. Every
thing, except what Dr. ·Scheele said in the beginning, is being said by a 
Dr. Francis Bull from Wisconsin." 

Senator KENNEDY. You have about 4 or 5 more minutes. 
Dr. MICK (continuing). All of those things give the opposition 

something to pick at, and they have got enough to pick at without 
our giving them anymore. But this ·toxicity question is a difficult one. 
I can~t give you the answer on it. After all, you know fluoridated water 
isn't toxic, but when the other fellow says 1t is, it is difficult to answer 
him. I can prove to you that we don't know the ·answer to that one, 
because we had a city of 18,000 people which was fluoridating its water 
for 6 or 8 months. 

This is only part of what was told. These minutes of the Govern
ment were found 2 years after they took place, accidentally, by a 
Congressman from the State of Washington. They are so vital. 

It is so vital that the people should know what took place in 1951 
when the Government was trying to promote fluoridation and had no 
experiments done whatsoever, no experience on the harms to the people. 

This book here was put out entitled "Dentistry and Public HealtJh," 
Senllltor. It tells .all the harms, tJhe possible harms to kidneys, to toobh, 
to bodies from fluorides. This willS all recorded in 1949 by some of the 
very same men that started to •promote fluorida,tion in 1951. (Will re
turn to these Government records.) 

One of the men who you •are led to believe in is Dr. David Ast, of 
New York StaJte who started the fluoridation program in Newburgh, 
N.Y. As of Au~st 5, 1964, from a letter to a woman in Connecticut, 
Dr. Astsays: 
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I have your letter of August 3 ·and wish tJo advise you that this depRJrtment 
has not done any original work dealing with fluoridlation as it re>lates to the 
bill. Some Q!f this work has been done in Connecticut. I would suggest you oom
municate with the OonnectlcUJt State Depa'Itm.ent of Hea·lth in this matter. 

Senwtor, I did contact ·them. At no time has any of this work ever 
been done. 

You :are interested •in cancer. So •am I. I am interested in degenerative 
diseases. For your .guidance on your oancer programs, this is from 
Times Section "medicine." At the bottom, on a report on radioactive 
diagnosis: "Fluorine, a related element, has a radioactive isotope, S. 
18, that concentrates in bones facHitating the detection of bone cancer." 

In my own animal research work, •and Senator, I happen •to be-l 
guess it i·s a disgrace--'One of the men in the world to conduct researoh 
work into the third gener.ation on rats and had ·the bones, the teeth, the 
kidneys, livers, and spleens analyzed for fluoride retention. 

These findings were ·all published. I found up to 500 percent more 
fluorides in these tissues than in the control animals. 

We learn, as stated (if I oan't influence you in ·any other way) by a 
D.D.S., the Assistant Surgeon General, Di·rector, Division of Dental 
Health, that in 1967, 'he wrote a letter concerning fluoridation and in 
it he stated, "..A!bsolute safety can never be absolutely demonstrated." 

In Year Book of Agriculture, by the U.S. Government, it tells that 
fluorine is ·a cumuLative poison •and long continued consumption of rela
tively small quantities produces chronic fluorosis in all farm animals 
·and the general symptoms are abnormal teeth and bones, stiffness of 
joints, a loss of appetite, salt hunger, kidney dama~, and injuries to 
other organs, 'SUch ·as the liver, the heart, the thyroid, and others. 

Senator Kennedy, you are also ·interested in other research on can
cer. So am I. I would suggest reading the fantastic work that has 
been done by Dr. Taylor on animals in relationship to cancer and how 
fluorides affoot cancer prone animals and the shortening of life where 
fluoride is also used in these eX'periments. 

Then, by the American Dental Asrociation, Senator, there was pub· 
lished as the work of ·a physician a report of the harms ·to humans from 
the presence of fluoride m drinking water and how these symptoms 
were alleviated by the omi!*lion of the fluorides. 

Senator KENNEDY. Doctor, do you want to sum up now? We are 
running into a time problem. We will make sure your statement is 
included in its entirety in the record. 

Dr. M!OK. Continuing from USPHS meeting, "Promotion and ap
plication of waiter fluoridation" : 

Then a campaign was started by organized opposition on the grounds of 
toxicity. It ended up in a referendum and th!>y ·threw out fluoridrution. So I 
would hate tJo give you any advice on that deal. It's tough. 

So when yau get the answer <m the question of toxicity, please write me at 
once, because I would like to know. We have answei"S, but apparently in some 
places they don't work. 

One thing that is a Uttle hard to handle is the charge that fluoridaVi.on is 
nQt needed. They talk of other methods, and when they get thraugh adding up 
all the percentages of de<my that we can reduce by such methods, we end up in 
a miruus. When they take us at our own word they make awful liars out of us. 

If it is a fact that some individuals are against fluoridation, you have just 
got to knock their objections down. The question of tJoxici'ty i-s on the same 
order. Lay oft' it altogether. Just pass it over. We know there is absolutely no 
effect ather than reducing tooth decay, you say, and go on. If it becomes an 
issue, then you will have to take it over, but don't bring it up yourself. 

If you can-! say if you can, because five times we have not been able to do 
it-keep fluoridation from going to a referendum. 
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Honora:ble Senators, some of the most valuable documents on ha.rms 
and possi·ble harms from fluorides are recorded in a book entitled 
"Dentistry in Public Health" by Pelton and Wisan, published in 1949. 
That is 4 years after fluorid'ation was started. "Dentistry in PubliiC 
Health" is edited by Walter J. Pelton, B.S., D.D.S., M.S.P.H., senior 
dental surgeon, U.S. Public Health Service, Colorado, ·and Jacob M. 
Wisa.n, D.D.S., M.S.P.H., director, Joseph &muels, Dental Clinic, 
Rhode Island, State Hospital for the Dental Health Sootion of the 
American Public He:albh Association. 

Some of the oontributors to this book were: Francis A. Arnold, 
D.D.S., Dental Surgeon, U.S. Public Health Seriioo, National Insti
tute of Dental Research, National Institutes of Health, Bethesd:a, 
Md.; H. Trendley Dean, D.D.S., Dental Director, U.S. Public Health 
Servi~, Dil"'OO:or, National Institute of Dental Rese·arch, National In
stitutes of Health, Bethesda, Md.; Haro1d Hillenbrand, D.D.S., Sec
retary of the Ame:rican Dental AESOciati:on; John W. Knutson, D.D.S., 
D.P.H. Senior Dental Surgeon, Chief, Dental Section, States Relations 
Division, U.S. Public Health Service, Washington, D.C., are but a few 
but these were the leading authorities. 

As you listen to these statements on fluorides, as recorded, try to 
ascertain how or why these same men could possibly proceed with 
fluoridation and, in 1951, arrange for the Government meeting "Pro
motion and Application of ·water Fluoridation." 

At the same time, try to ascertain how our U.S. Public He~alth Serv
ice (HEW) could be so bold as to ask for "Grants for Water Treat
ment Programs" to reduce dental decay. 

From page 161, "Dentistry in Public Health:" Statement by Dr. 
Dean: 

Conclusive evidence has been presented to show that this element (fluoride) 
is the etiologic factor in the production of one dental disease, fluorosis (mott!ed 
enamel). 

"The ingestion of such waters during the period of calcification of the crowns 
of the permanent teeth results in a disturbed calcification pattern. Both the 
severity of affection ·and the percentage of individuals affected are correlated 
with the concentration of fluorine in the water ingested. There is slight but 
discernible evidence of a disturbed calcification in a small percentage of in
dividuals who have used domMtic waters containing 0.5 or about 1.5 ppm of 
fluorine. 

Gentlemen, that was later to be known as the safe range for artificial 
fluoridation. 

From page 163, "Dentistry in Public Health," Dr. Arnold: 
"Signs of toxic nephritis may follow the ingestion of toxic but not 

fatal doses." Dr. Knutson: "Little information is available to estab
lish the acute toxic or lethal dose of fluoride compounds for human 
beings." From page 164: Arnold-

Teeth showing fluorides have an increased fluorine content, and skeletal tissues 
showing typical fluorine pathology have proportional increases in fluorine. 

The histopathologic changes accompanying this fluorine increase in skeletal 
tissues represent on the whole a disturbed osseous metabolism . . . however, 
the results of these high doses do give warning of the potenti'al danger of filllorine 
and fluoride compounds. 

Con~rning the effect of fluoride domestic water supJ?lies on human 
populatiOns: (Arnold) "Comparatively little informatiOn .is available 
on this subject," (Gentlemen-this was 4 years after the start of 
fluoridation) (Arnold)-
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Kemp, Murray and Wilson recently have sought to relate the ingestion of 
fluoride in a certain fluoride drinking waters in England with a kyphosis-like 
spinal change and "severe" dental fluorosis in children using domestic water 
containing 0.3 to 1.2 ppm of fluorine. ' 

Page 166-Arnold-
There is a remarkably close correlation between urinary fluorine concentration 

and the fluorine content of the local water supply. With eXIposures as low as 0.5 
ppm of fluorine in the local water supply, the urine specimens show an increase 
in fluorine. 

Page 176-Dentistry in public health-Arnold: 
It is essential, however, that any supplementary feeding of fluorides be under 

direct prescription and supervision of the child's dentist or pediatrician. 

Gentlemen, these were the words of the men who, within a few 
months, planned the mass addition of poison fluorides in our drinking 
water. 

On November 9, 1967, Dr. Viron L. Diefenbach, DDS, Assistant 
Surgeon General and Director, Division of Dental Health, wrote the 
following in a letter: "absolute safety (from fluoride) can never be 
absolutely demonstrated." Such plain and unequivocal proof of harm
ful effects of 1 p.p.m. fluoride in water demonstrates beyond question 
that the claim that fluoridated water is "perfectly safe" is simply not 
v·alid. 

Water fluoridation is economically unsound-See references on 
Seattle, Washington and Toronto, Canada for tonnage of fluoride 
pollutants, corrosive-See Erco, compulsory medication, violates re
ligious beliefs and freedom of choice and damages biological organs. 

I trust that one of the witnesses supporting S. 187 4 will supply 
you with a.t least one copy of any controlled experiments with the 
U.S. Public Health Service recommended parts per million, and water, 
that shows that poisonous fluorides are-as published as fact by pro
moters of fluoridation-safe, beneficial, and will cause no future body 
harms. There is a $100,000 ·reward offer-that can go to some military 
charity-if you can be provided with same. The statement "safe, 
beneficial and will cause no future harms" are statements of promoters. 

You •are probably familia;r with the ban of fluoride tablets in 1966 
for pregnant women; and yet, the U.S. Public Health Service, HEW, 
are putting fluoride, asking for fluoride to be put in the water for 
you, for me, for everyone, for the young, the old. 

Senator, one of the most damaging of all things from fluorides, 
from 2 years of research at ·the Oregon Medical University was on 
prolapsed intestines. This was done with a mass of animals and 
wherever there was prolapsed intestines, it was found that the fluo
ride was in the animal pellets. 

The U.S. Government, Navy, also had surprise findings. They did 
not do any fluoride research as such, but fluoride was found in the 
animal pellets tha.t were being fed these animals. 

The last two sentences sum this up: (This is from the Bethesda, 
Md., Naval Medical Research Division.) 

Inasmuch as this investigation was not planned, or specifically controlled 
for the purpose of relating these substances to toxic effects the actual finding 
of fluorine in the rations of five of the swine in which serious lesions were 
observed is not conclusive evidence, but in view of the fact that many studies 
reported in the literature have shown that teeth and bones are subject to 
developmental changes by the addition of relatively small quantities of fluorine, 
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it is believed that these observations should be reported as spedfic cases wherein 
fluorine in .the diet may be a factor and, Senator, it says nutritionists should be 
informed of the possibility of fluorine being present in food supplements in 
quantities approaching toxic level. 

Senator KENNEDY. You have about 30 more seconds, Doctor. 
Dr. MICK. For your information, there is such a mass of findings 

on fluorides that a journal on fluorides comes out every 3 months. 
You had fine men testifying here. You have had "oodles" of infor

mation. Senator Kennedy, not one man offered you one reference. They 
told you there were 4,000 references. Not one man offered you a refer
ence of research work on animals or humans with any of the fluorides 
at any of the recommended parts to prove what they said. · 

A group of professional men, there are approximately 20 of us, 
and these are some of the finest men interested in heart work, eye 
work, cleft palate, nutrition, have banded together because they are 
doing the same thing by showing that they are opposed to fluoridation. 

Th1s $100,000 reward offer is not a "screwy" thing. It is very simple. 
Anyone should be able to collect it. Fluoridation was started in 1945. 
Promoters claim up to 50 years of research with fluorides. I will read 
this last paragraph. 

This reward offered of $100,000 will go to the first individual who can provide 
one copy of any controlled experiments with the United States Public Health 
Service recommended fluorides in water at the United States Public Health 
Service recommended parts per million, that shows that poisonous fluorides 
are-as published as fact by promoters of fluoridation-safe, beneficial, and 
will cause no future body harms. 

I trust that you, Senator Kennedy, would take the challenge and 
say to these gentlemen-and call in the HEW -"Look, either we
Senator Magnuson and the committee-and I am going out on a limb 
for you, or let us expose Dr. Mick and all of these other men that are 
making this 'reward' statement. You said there are 4,000 of these 
experiments." 

Senator, I have a lot of influence at times. I am half a gambler. As 
I said, I was one of the original promoters of fluoridation. It is a 
challenge. I trust that until you at least find one experiment or until 
one of the men that were here today provide you with one-

Senator KENNEDY. Who is going to decide~ Are you prepared to 
let the American Dental Association appoint a five-man group and 
let them decide~ 

Dr. MICK. We will take it to any college that you state without me 
being there, that has a biology department, anyone that is interested 
in doing research work at all. The laboratories in Philadelphia and 
Washington; any college that does research work with animals of 
any kind. That is all you have to do. 

Senator KENNEDY. What do they have to do t'hen ~ 
Dr. MICK. All they have to do, Senator, is the same as if you and 

I were doing an eX'periment. We have two groups of guinea pigs, two 
groups of anything. 

Senator KENNEDY. What do they have to prove, that they are able to 
show that the number of cavities have gone down~ 

Dr. MicK. All they have to do is show that fluoridation is safe, as they 
say, that it is beneficial, that the cavities go down. And that it will 
cause no future body harms. 

Senator KENNEDY. No future body harms~ 
64-999 ()-.71-7 
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Dr. MICK. It only takes 9 months for three generations. I have done 
this. So have many others. Dr. Taylor had 645 animals, 12 experiments. 
Senator, one other thing, please, for 9 months, it would only cost 
approximately $1,000-$1,000 of Government funds. Won't you have 
either Howard University or some university, unbeknownst to me, 
grant them this money and have them do this research? It only takes 
9months. 

All they have to do is the same as I did, have the bones, the teeth, 
the spleens, the kidneys, and the livers analyzed for fluoride retention 
and see what happens to the bones and the teeth and bring this to you 
personally. 

I will tell you what I will do. If you and I will go together, I wi11 
put up half of it, you put up half of it, and we will conduct a 'Private 
experiment and then either you or I or both of us will learn somethinll. 

Senator KENNEDY. That is a very generous offer, hut one which I 
don't think I will go along with. 

Dr. MrCK. It only costs us $500 eaclh. 
Senator, thank you for our courtesy. 
Senator KENNEDY. Thank you. We appreciate your appearance here. 
Dr. MrcK. May I add one thinll. I happen to be, I guess, one of those 

individuals that continue to try to present testimony before congres
sional committees and have done it for ra good many years. Because I 
am just an individual, I guess the material is never observed in the 
congressional records. I too, attended that testimony that was referred 
to, and in that testimony under Congressman Fogarty, are untold 
references on harms from fluorides. 

'!'hank you very much. 
Mr. MILLER. Senator Kennedy, could we add one paragraph? 
Senator KENNEDY. Yes. 
Mr. MILLER. In the Times of A'Dri114, there is a simple reoorting 

which is headlined "Government Not Doing Job in Fluoridation Re
search-Nader." It has these three paragraphs. I would like to submit 
them for the record. 

A serious and immediate re-evaluation of the fluoridation theory is overdue 
consumer advocate Ralph Nader declared during a ·press conference, preceding 
his addrMS at the University of San Francisco Sund'ay afternoon. The subject 
was raised by a question posed by one of the reporters. The question was, "How 
does fluoridation of public water systems fit into the poHution picture?" 

His crisp response zeroed in on an issue which until now bas not been con
sidered during the pro and con discussions Qf fluorid·ated drinking water. Said 
the fiery young crusador, "The urgent consideration is total fluoride ingestion. 
How much fluorides are people taking into their bodies from fluoride air pollu
tion, from soil, from water, from water products processed in fluoridated 
water, from pharmaceuticals, pesticides, urbicides, etcetera." 

"The Federal Government," Nader continued, "bas nQt been wiHing to answer 
that question. No segment of the fluQridation problem, whf'ther it is fluoridation 
of the water supply, or fluoride pollution, can be scientifically analyzed until 
we anaiyze the rotal fluoride intake." 

For your information, Senator, our testimony before the House 
caused the Public Health Service to again report airborne fluorides. 
For some reason, after the Public Health Service started to oromote 
fluoridation of public water suoplies, they stopped reporting air
borne fluorides and it was through Representative Ottinger's pressure 
on the Public Health Service that they again reported airborne 
fluorides. 

Senator KENNEDY. Thank you for coming. 
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Dr. MicK. In courtesy of Dr. Cashmire Sheft, a dentist : you re
ceived a beautiful letter written by him. It was ·addressed to Senator 
Magnuson, dated June 4, 1971. Could I ask that this letter be put into 
the record. 

Senator KENNEDY. We will include it in the file. The staff will in
clude those parts in the record that are pertinent. 

Thank you very much. 
(The prepared statement of Dr. Mick, and excerpts from 'the letter 

referred to above follow:) 

PREPARED STATEMENT OF ROBERT J. H. MICK, D.D.S., ST. PETERSBURG BEACH, FLA. 

My name is Dr. Robert J. H. Mlck. I have been in the dental profession for 
more than thirty-five years. During the last twenty-seven years I have been in
volved in experimental animal research and research studies on waters and foods 
as to their effect on animals and humans in the area of dental decay, perfect 
teeth, normal and malformed dental arches, cleft palate, etc. My research studies 
on humans was conducted in both Equatorial Africa and the United States. 

The testimony I present will be on S. 1874. It is my hope that I may provide 
you gentlemen with some information to infiuence you to not vote for this Bill, 
whether you have already sponsored it or not. Each section of the bill adds more 
insult to anyone who knows the problems of degeneration-and dental decay. 

I have volunteered to represent the millions of voters in this country who 
oppose fiuoridation. I am one of the original promoters of fiuoridation in the 
U.S. I learned in 1948 how I had willingly but unknowingly became involved in 
what was to become the biggest international scandal ever to be promoted in the 
name of a health program. 

I have spent the last twenty-three years exposing the promotion of fiuoridation 
by employees of the United States Public Health Service and defeating fiuorida
tion at referenda. I believe I personally have a 100% average of wins by just 
telling the truth to the voting audience. Fluoridation, when allowed by city and 
state legislators to go to referendum, is the biggest voter interest issue that has 
ever been voted upon. 

S1874 is cited as the "Children's Dental Health Act of 1971", but, on page 10 
of the Bill, this act may be cited as the "Public Health Service Act." The chil
dren, the poor children, are used as a mask for S1874. 

The double talk and unknowns for which graduated grants are sought in Sec. 
1001, 1003 and 1004 is beyond comprehensions. The "poor children" will receive 
but a trace of the grants that are being sought. 

Every section of S1874 except Sec. 1002 "Grants for Water Treatment Pro
grams" can do no physical harm. 

Monies allocated to Sections 1001, 1003 and 1004 can be used for every type of 
fiuoridation propaganda under the headings of "accord priority to projects de
signed to provide preventive services", "comprehensive projects", "prevention", 
"demonstrations", "experimentation", "establishing and carrying out programs to 
educate", etc. 

You gentlemen realize, that as young men you rarely saw a Public Health 
Service Dentist in your area. Fluoridation has become a major program for 
dental division in the health departments. As a young man, a father and a 
senator you probably have had many dogs. Has it ever occurred to you that 
these animals have perfect teeth while drinking the same water as your family? 
What do you believe should be added to your dog's water to improve the quality 
ot his teeth1 

But if you vote against this Bill you may be called anti-poor, anti-dental 
anti-fiuoridation. ' 

That brings us to Sec. 1002, "Grants for Water Treatment Programs". I trust 
that you gentlemen will not become a party to that which is about to happen 
according to the American Dental Association. You Senators know that this title 
could only infer that water would be treated for quality and/or purity. 

You cannot treat water to reduce dental decay. There is no mention in this 
Bill what the water would be treated with or how. The most important part of 
Sec. 1~ is in parentheses on page 4. lines 4 and 5, (b) section; namely, (but 
are not hmited to) the purchase and installation of water treatment equipment. 

It the true words of intent had been used in this title, as publicized by the 
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American Dental Association, the title should read "Grants for Fluoridation." 
So worded, as it referred to buy the ADA, S1874 would have received large scale 
public opposition. Opposition has started in mass as of July lOth. I assure you 
it will gain momentum. 

The mass of evidence that documents the harms from :fluoride could provide 
testimony for hundreds of pages. Many previous hearings since 1954 have recorded 
the story of :fluoridation and its promotion along with reports of the harms from 
:fluorides. I will come back to this point later. 

Honorable Senators. Some of you may have witnessed how the word ":fluorida
tion" has been built up over a period of twenty-seven years to being in the same 
category as a religion, a sect, a political side, a word that can split a group or 
a family. The documented facts concerning these poisonous :fluoride are over
shadowed by the efforts of the promoters of :fluoridation to in:fluence one group 
against the other-all in the name of a children's dental health program. How 
this poisonous :fluoride can be swallowed and only effect teeth, while all other 
foods and vitamins go to all parts of the body is indeed fantastic and a mystery 
to any thinking individual. 

The Congressional Hearings in 1954, entitled "Fuoridation of Water" H.R. 
2341, "A Bill to Protect the Public Health From the Dangers of Fuoridation 
of Water" are probably unknown to most Congressmen. These hearings exposed 
:fluoridation as a scheme with no regard to the toxic etfects as known and re
ported by officials in the United States Public Health Service and other profes
sional men. I ask that those hearings (H.R. 2341-1954) be placed into these 
records for guidance of this Congress. 

The very request for Sec. 1002 by HEW (U8PHS) and the American Dental 
Association is more unbelievable when one has seen tbe minutes of the U.S. 
Public Health Service Conference of 1951, entitled "Promotion and Application 
of Water Fluoridation." This meeting took place six years after :fluoridation 
was started. It took seventeen years to locate the one known true copy in the 
Library of HEW. Its existence had been denied by the librarian. The Call No. is 
21.C55, 1951-"Proceedings-Fourth Annual Conference of State Dental Direc
tors with the Public Health Service and The Children's Bureau, June 6-8, 1951, 
Federal Security Building, Washington, D.C.,"~etailing, as entitled, "Prom<r 
tion and Application of Water Fuoridation". Dr. John Knutson, the govern
ment's major promotor of :fluoridation at that time was Chairman of the Con
ference. Dr. Knutson was also Chief, Division of Dental Public Health, U.S. 
Public Health Service. Dr. Leonard Scheele was Surgeon General and President 
of the World Health Organization. 

The following shoold further in:fluence your decision on S1874. These are but 
a few statements from 21.C55, 1951 of Public Health Officials who were promot
ing use of poisonous :fluorides in your drinking water and had been for six yeful."S. 

Dr. Scheele speaking: "I am sure you are going to have an interesting meeting. I 
did have a chance to look over your schedule. Obviously one of the 'biggest things 
facing us in the catalyzing of a r~>al national program of water :fluoridation." 

"Well, we now have enough evidence from cities that had demonstrations to 
show that controlled :fluoridation has the same etrect as natural :fluoridation. 
Incidentally, we never had any ''experiments'' in Wisconsin. To take a city of 
100,000 and say, "we are going to experiment on you, and if you survive we will 
learn something"-that is kind of rough treatment on the pubUc. In Wisconsin, 
we set up demonstrations. They weren't experiments. . 

"Now, in regard to toxicity-! noticed that Dr. Bain used the term "adding 
sodium :fluoride." We never do that. That is rat poison. You add :fluorides. Never 
mind that sodium :fluoride business, because in most instances we are not adding 
sodium fluoride an.vhow. All of those things give the opoosition something to pick 
at, and they have got enou"l!"h to pick at without our giving them any more. But 
this toxicity question is a difficult one. I can't give you the answer on it. After 
all, yoo know :fluoridated water isn't toxic, but when the other fellow says it 
is, it is difficult to answer him. I can prove to you that we don't know the answer 
to that one, because we bad a city of 18,000 people which was fluoridating its 
water for six or eight months. Then a campaign was started by organized opposi
tion on the grounds of toxicity. It ended up in a referendum and they threw out 
:fluoridation. So I would hate to give you any advice on that deal. (Laughter) 
It's tough." 

"So when you get the answer on the question of toxicity, please write me at 
once, because I would like to know. We have answers, but apparently in some 
places they don't work." 
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"One thing that is a little hard to handle is the charge that fluoridation is not 
needed. They talk of other methods, and when they get through adding up all 
the precentages of decay that we can reduce ·by such methods, we end up in a 
minus. When they take us at our own word they make awful liars out of us." 

"If it is a fact that some individuals are against fluoridation, you have just 
got to knock their objections down. They question of toxicity is on the same order. 
Lay off it altogether. Just pass it over, we know there is absolutely no effect other 
than reducing tooth decay, you say, and go on. If it becomes an issue, then you 
will have to talk it over, but don't bring it up yourself." 

"If you can-1 say if you can, because five times we have not been able to do 
it-keep fluoridation from going to a referendum." 

Honorable Senators: Some of the most valuable documents on harms and pos
sible harms from fluorides are recorded in a ·book entitled "Dentistry in Public 
Health", by Pelton and Wisan, published in 1949. That is four years after fluo
ridation was started. "Dentistry in Public Health" is edited by Walter J. Pelton, 
B.S., DDS, M.S.P.H., Senior Dental Surgeon, U.S. Public Health Service, Colorado 
and Jacob M. Wisan, DDS, M.S.P.H., Director, Joseph Samuels, Dental Clinic, 
Bhode Island, State Hospital for the Dental Health Section of The American 
Public Health Association. Some of the contributors to this book were: Francis 
A. Arnold, DDS, Dental Surgeon, United States Public Health Service, National 
Institute of Dental Research, National Institutes of Health, Bethesda, Mary
land. H. Trendley Dean, DDS Dental Director, United States Public Health Serv
ice, Director, National Institute of Dental Research, National Institutes of Health, 
Bethesda, Maryland, Harold Hillenbrand, DDS, Secretary of the American Dental 
Association, John W. Knuston, DDS, D.P.H., Senior Dental Surgeon, Chief, Den
tal Section, States Relations Division, United States Public Health Service, Wash
ington, D.C., are but a few, but these were the leading authorities. 

As you listen to these statements on fluorides as recorded, try to ascertain now 
or why these same men could possibly proceed with fluoridation an:d, in 1951, ar
range for the government meeting "Promotion and Application of Water Fuorlda
tion." 

At the same time, try to ascertain how our U.S. Public Health Service (HEW) 
could be so bold as to ask for "Grants for Water Treatment Programs" to reduce 
dental decay. (Sec. 1002, S. 187 4. ) 

From page 161, "Dentistry in Public Health" : Statement by Dr. Dean: "Con
clusive evidence has been presented to show that this element (fluoride) is the 
etiologic factor in the production of one dental disease, fluorosis. (mottled 
enamel) ". "The ingestion of such waters during the period of calcification of 
the crowns of the permanent teeth results in a disturbed calcification pattern. 
Both the severity of afl'ection and the percentage of individuals affected are cor
related with the concentration of fluorine in the water ingested. There is slight 
out discernible evidence of a disturbed calification in a small ·percentage of in
dividuals who have used domestic waters containing 0.5 or about 1.5 ppm. of 
fluorine." Gentlemen, that was later to be known as the safe range for artificial 
fluoridation. 

From page 163, "Dentistry in Public Health, Dr. Arnold: 
"Signs of toxic nephritis may follow the ingestion of toxic 'but not fatal doses." 

(of Knuston) "Little information is available to establish the acute toxic or lethal 
dose of fluoride compounds for human beings." 

From page 164 (Arnold) ".teeth showing fluorides .have an increased fluoride 
content, and skeletal tissues showing typical fluorine pathology have propor· 
tional increases in fluorine." 

"The histopathologic changes accompanying this fluoride increase in skeletal 
tissues represent on the whole a disturbed esseons metabolism." "However, the 
results of these high doses do give warning of the potential danger of fluorine 
and fluoride compounds.'' Concerning the effect of fluoride domestic water sup. 
plies on human populations: (Arnold) "Comparatively little information is 
available on this subject, (Gentlemen-this was 4 years after the start of fluorida
tion) (Arnold;) Kemp, Murray and Wilson recently have sought to relate the 
ingestion of fluorine in a certain fluoride drinking waters in England with a 
kyphosis-like spinal change and "severe" dental fluoresis in children using 
domestic water containing 0.3 to 1.289 parts per million of fluorine.'' 

*Page 176 (Denistry in Public Health) (Arnold) :"It is essential however that 
fluorine concentration and the fluorine content-of the local water s~pply. Wifu ex
posures as low as 0.5 ppm of fluorine in the local water supply, the urine spec£
mens show an increase in fluorine. 

Page 176 (Dentistry in Public Health) (Arnold) :"It is essential, however, that 
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any supplementary feeding of fiuorides be under direct prescription and super
vision of the child's dentist or pediatrician." 

Gentlemen, these were the words of the men who, within a few months, 
planned the mass addition of poison fiuorides to our drinking water. 

On No. 9, 1967, Dr. Viron L. Diefenbach, DDS, Assistant Surgeon General 
of Director, Division of Dental Health wrote the following in a letter: "ab8olute 
8atety (from fiuoride) can never be ab80lutely demon8trated". Such plain and 
unequivocal proof of harmful effects of 1 ppm fiuoride in water demonstrates 
beyond question that the claim that fiuoridated water is "perfectly safe" is simply 
not valid. Water fiuoridation is economically unsound, (See references on Seattle, 
Washington and Toronto, Canada for tonnage of fiuoride pollutants), corrosive 
(See Erco), compulsory medication, violates religious beliefs and freedom of 
choice and damages biological organs. I trust that one of the witnesses supporting 
S. 1874 will supply you with at least one copy of any controlled experiments with 
the U:S.P.H.S. recommended parts per million, that shows tha.t poisonous fiuorides 
are (as published as fact by promoters of fiuoridation) safe, beneficial, and will 
cause no future body harms. There is a $100,000 reward offer (that can go to 
some military charity) if you can be provided with same. The statements "safe. 
beneficial and will cause no future harms" are statements of promoters. 

Hon. SENATOR WARREN G. MAGNUSON, 
U.S. Sen4te, 
Wash4ngton, D.O. 

PASSAIC, N.J., June 4, 19'11. 

DEAR SENATOR MAGNUSON: I read with interest your proposed omnibus dental 
bill (S1874) entitled "The Children's Dental Health Act of 1971." It is praise
worthy except for one section; the one that would authorize $15 million 'Over 
five years as matching grants to communities wishing to fluoridate. From this 
proposal, I deduce that you are a proponent of fluoridation, and therefore mUBt 
not be aware of the real danger of fiuoridation. 

I am a summa cum laude graduate of the University of Maryland Dental 
School (Class of 1944) and a member of the American Dental Association. I am 
also a member of dentistry's highest honor society, Omicron Kappa Upsilon, and 
have achieved many honors. 

I, like you, have a strong humanitarian inclination-which is evidenced by 
my donating twenty years of dental service to the children of an orphanage; six 
years as an elected member of a Board of Education (two years of which I was 
vice president).; five years' membership on a Youth Guidance Council; and five 
years of service as a member of a Juvenile Conference Committee. My altruism 
compels me to warn you (and other proponents of fiuoridation) of your grievous 
mistake. · 

For twenty-five years I have been deeply engrossed in a comprehensive study 
and evaiuaton of fiuoridation ·and have spent thousands of hours in this research. 
My conclusions lead to the firm conviction that our bealth authorities are taking 
us down the road to disaster ! 

·Some of the startling true fa~all docmnented-which bear me out are: 
Sodium fluoride is one of the most toxic poisons known t() man-and cannot 

be put'Chased without a prescription ! 
The dictionary describes S()dium fluoride as "a col()rless crystalline, water 

soluble poison()us solid, used chiefly in the fluoridation of water, as an insecticide, 
and as a rodenticide." (Random. HoU8e Dictionary, p. 1352) 

The E-rwyclopedia Americana (Vol. 25; p. 221) describes it as" ... a poisonous 
insecticide for poultry and dogs." 

Van N.o8trand'8 Scientific Encyclopedia (4th Ed., p. 1643) states that: "Sodium 
fiu()ride ls used as a poison for rats and cockroaches." 

The Journal of the American Medical AB8ociation (Feb. 10, 1951) reported: 
"Fuorine also tends to accumulate in the bones leading to hypercalclflcatlon 
(over-calcification) and brittleness. Ligaments and tendons also become calcified. 
Serious symptoms IIll!lY ensue such as l()SS of mobility of joints, easy fracture 
and pressure ()n the spinal cord. Other effects 'include decreased blood clotting 
power; and in women, painful menstruation, lowered birth rate, high incidencP 
of fracture, thyroid alteration and liver damage." 

• • • • • • • 
"The plain fact tha.t fluorine ls an insidious poison, harmful, toxic, and 

cummulatlve in its effect~en when ingested in minimal amounts-remains 
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unchanged no matter how many times it will be repeated in print that fluorida· 
tion of the water supply is safe." (Dr. Ludwik Gross, M.D., Ohief of Cancer 
Research of the V.A.) 

Dr. Alfred Taylor of the Biological Institute of the UniverSity of Texas, found 
that sodium fluoride even in such ~ry low levels as one part in 20 million 
stimulated the growth of cancer cells in mice and embryonated eggs. ("Pro· 
ceedings of the Sooiety for Experimental Biology ana Medicine," Vol. 119, p. 252, 
1965) . . . . . "" . 

Epidemic skeletal malformations have been reported among people drinking 
water containing as little as 0.8 ppm. of fluoride in Lebanon. (ArchiviM of En
vironmental Health, May 1963) 

One percent of ch1ldren under ten years of age and pregnant women cauld 
not tolerate even the low-level dosages of fluoride that have been recommended 
by public health officials. (Feltman and Kosel: The Jo-urna.z of Dental Medicine, 
Oct. 1961) 

"Fluorides are violent poisons to all living tissues because of their precipitation 
ot calcium. They cause fall of blood pressure, respiratory failure, and general 
paralysis. Continuous ingestion of non-fatal doses causes permanent inhibition of 
growth." (The U.S. Dispensatory, 24th Ed., pp.1456-57) 

• • • • • • • 
Fluoridated water aggravates a·rthritic conditions and is a "potential long

range danger to health." (Dr. William Gutm.an, M.D.; Flower Fifth Avenue 
Hospital, N.Y.C.) 

• • • • • • • 
The contention that fluorides will harden bone and help reduce the ·bone disease 

osteoporosis is false. That claim has been discredited and contradicted by no less 
than the illustrious British Research Council in a report published in ·the Medical 
News (London), on Sept. 26, 1969; and also in a report published in the American 
Journal of Clinical Nutrition (Jan., 1971). 

In October, 1966, the Food and Drug Administration banned the sale of all 
prenatal fluoride products because of the recognized danger to unborn babies. 
If prenatal fluoride ingestion by way of .a carefully controlled tablet dosage was 
found to be dangerous, how can it be claimed that the consumption of uncon
trolled quantities of fluoridated water by a pregnant woman (or anyone) is safe? 

• • • • • • • 
To further compound the contamination: In fluoridated areas the processed 

foods, soft drinks, beer, and fruit punches to which water has been added will all 
contain fluoride. Marier and Rose of the ~ational Research Council of Canada, 
have shown that processing of foods increases their fluoride content by as much 
as 5 times-which together with the fluoride intake from drinking water adds up 
to an estimated total daily intake per person of between 2 to 5 mg. of fluoride. 
This level of fluoride intake is recognized as toxic even by the most ardent of 
fluoridationists. 

• • • • • • • 
It is inconceivable that a toxic prescription drug listed as a dangerous cumula

tive proto-plasmic poison could be taken by every citizen from the cradle to the 
grave, sick or wen, young or old, and the same dose given to .a six-pound baby and 
a 250-pound man without somebody being harmed. 

Your bill, Senator Magnuson, places you in the paradoxical position of having 
the commendable altruistic good intentions of a human benefactor, but actually 
aiding and abetting a scheme that has been proven harmful to millions. 

I sincerely hope, sir, that you investigate thoroughly the oon side of fluoridation 
and then reevaluate your poSition on this issue. I fervently hope also, that some
one in the Congress will soon recognize the serious blunder of fluoridation and 
launch a Congressional investigation of fluoridation-which I am certain would 
result in a total rejection of this so called "health" measure. 

Sincerely yours, 
CASIMIR R. SHEFT, D.D.S. 

Senator KENNEDY. Our last witness this afternoon is Dr. Wesley 0. 
Young, professor of community dentistry rut the University of Ken
tucky Dental School. He is a past president of the American Society 
of Dentistry for Children and presently serves as chairman of that 
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orga,nization's dental care committee. Prior to joining the faculty 
at Kentucky, Dr. Young pursued an extensive career in public health 
work including a period as director of all child health activities, 
medical and dental, for the State of Idaho. 

We welcome you, Doctor. 

STATEMENT OF DR. WESLEY YOUNG, CHAIRMAN, DENTAL CAlm 
PROGRAMS COMMITTEE, AMERICAN SOCIETY OF DENTISTRY OF 
CHILDREN 

Dr. YouNG. Thank you, Senator Kennedy. 
I am Dr. Wesley Young of Lexington, Ky. I am a public health 

den.tist ~nd teach preventive dentistry and community health at the 
Umvers1ty of Kentucky College of Dentistry where I am professor 
of community dentistry. 

I am a past president of the American Society of Dentistry for Chil
dren and currently chairman of their dental care programs committee. 
The ASDC is an organization primarily of general practitioners of 
dentistry whose objective is the improvement of the dental health of 
children. Our membership also includes most of the specialists in 
dentistry for children and the dental care programs committee is a 
joint activity with the American Academy of Pedodontics, the official 
org-anization of specialists in the field. 

On behalf of all who are interested in improving the health of chil
dren I urge favorable consideration of S. 1874, "The Children's Dental 
Health Act of 1971." Dental diseases are one of the most common 
health problems of children today. I will not recite statistical figures 
giving the high rate of attack or the serious consequences of the lack 
of treatment. 

Instead, two quotations will be given from a major study of dental 
health and the dental profession conducted just 10 years ag-o under 
the auspices of the American Council on Education and published as 
the "Survey of Dentistry." 

The shamefully low level of dental health of the American people becomes 
particularly apparent when viewed in the light of the economic capacity of the 
nation and the technical achievements in dentistry. This wide disparity be
tween capacity and accomplishment is the heart of the dental health problem. 
Dental health is more a problem of public conscience than of statistics: not 
merely that a vast amount of dental disease exists, but that the American so
ciety has the resources to combat these diseases and is not using them to the 
fullest. 

In the decade that has elapsed since those words were written, only 
limited progress has been made toward improving the dental health 
of the American people. S. 1874 addresses itself to several important 
recommendations made in that study. 

The Cong-ressional Record of May 14, 1971, includes Senator Mag
nuson's explanation of the reason for the introduction of this hill. This 
statement is a well-reasoned description of the need for legislation. I 
would like to call particular attention to a portion of the statement 
which starts -by quoting a comment made in 1969 by the current ad
ministration's first Secretary of HEW, Mr. Robert Finch: 

"I was * * * shocked to find, after coming into office, that we have 
not really had a national dental policy, particularly with respect to 
youngsters." 
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Sena.tor Ma.gnuson's statement continues by descri•bing some of the 
legislative efforts that 'had been made, with only limited success, since 
that time to"* * * realign Federal dental health care policy in ·a more 
rational and constructive way." 

In 1969, a study was conducted of "Dental Hedth Related Programs 
in Federal Agencies." A brief description of these activities occupied 
35 single-spaced typed pages. It indicated that dental activities were 
being conducted within programs administered by every major agency 
in the Department of Health, Educa.tion, and Welfare. Dental activ
ities were also conducted or supported by four other departments 
of the Federal Government as well as by two independent agencies. 

Although the national effort to improve dental health falls short of 
the need, we are particularly concerned with the lack of focus for this 
effort-particularly a focus for dental health activities directed to
ward children. In October of 196.9, the executive council of the Ameri
can Society of Dentistry for Children passed a resolution related to 
this problem : 

One of the major problems facing the dental profession is the fragmentation 
of funding and programming in the oarea of dental health by various agencie,;; 
of the Federal Government. The Executive Council of ASDC urges the Department 
of Health, Education and Welfare to centralize administrative responsibilities 
for dental health activities to the maximum degree possible. The Councl also 
recognizes the leadership provided by the Division of Dental Hetalth and aug
guests that this unit appears to be a logical focus for many dental activities. 

The estwblishment of a more clearly defined national policy toward 
dental health also will require a more critical evaluation of priorities. 
A year ago the executive council adopted the following statement 
whiCh is relevant to the legislation under consideration: 

The seriousness of dental disease as a public health problem has been recog
nized and provisions for providing dental care :through .public funds have been 
included in a nuiillber of recent federal programs and by legislation under con
Sideration by the Congress. The American Society of Dentistry for Children, and 
all members of the dental profession, are gra:tified at the bel'ated recognition of 
the seriousness of a group of diseases that attack almost all members of the 
population periodically throughout life. Dental diseases cause untold Americans 
to suffer unnecessarily from pain, loss of the ability to speak and chew efficiently, 
and deterioration of appearance. 

The ASDC is concerned, however, that recent programs such as "Medicaid" 
and other legislative proposals which have been introduced or are being drafted 
fail to recognize the special nature of dental diseases or the enormity of the 
dental health problem. 

It is inconceivable that either the professional manpower or public funds could 
be made ·available overnight to solve the dental problems of the entire populn· 
tion which have ibeen accumula-ting, in some instances, for as long as 50 years. 

The ASDC strongly urges that pulblic dental care programs be designed on the 
basis of sound dental judgment and the special characteristics of the dental 
health problem : 

The first pr1ority should be to emphasize prevention before treatment. 
The second priority would call for offering publicly funded dental care only 

to children, with emphasis on the youngest age groups first, until such time as 
the backlog of need in this segment of the population has been brought under 
control. 

As these children grew older, it would become feasible to offer care on a main
tenance basis, since treatment would ibe needed only for new disease as it oc· 
curred. 

The "Children's Dental Health Act of 1971" would represent a 
major step forward in solving some of the problems that have been 
of concern. First it would clearly place priority emphasis on preven· 
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tion. This month the oommissioner of health of a major State char
acterized fluoridation ,as "one of the four great preventive health 
measures of our time" comparing it with the pasteurization of milk, 
purification of water, and immunization against disease. 

As long as 25 years ago, there was a massive amount of evidence 
available on the universal safety of fluoridation and its consistent ef
fectiveness in reducing the attack of dental caries. This preventive 
procedure has been approved by almost every health organization in 
the United States and many in other countries. 

Despite these facts, about 13,000 communities containing 57 per
cent of the Nation's population do not have fluoridated water. These 
communities are predominately small areas where the cost of initiating 
and maintaining fluoridation has proved to be prohibitive in terms of 
the tax funds available to the community. This bill authorizes appro
priations of $15 million to J?rovide Federal funds to assist communities 
or schools to fluoridate the1r water supplies. 

It should be pointed out that the provisions of the bill in no way 
intrude on the right of the individual oommunities or States to decide 
whether or not to adopt this preventive measure. It merely makes 
available badly needed financial aasistance to ,those communities that 
wish to fluoridate their water supplies and are unable to do so without 
help. 

Seoond, the bill would help us to get on with the business of seeing 
that children get the dental care they need in an organized, systematic 
fashion. Realistically this would be done by implementing a series of 
pilot projects to provide preventive, corrective, and followup care to 
children from low-income families and to other children who are 
una:ble, for other reasons beyond their control, to obtain proper care. 
It is estimated that 1.5 million children could be treated in the projects 
authorized by the bill. 

One of the most crucial aspects of the pilot projects will be the 
opportunity to obtain experience and information about efficient and 
effective ways of bringing dental care to the large number of children 
who do not now receive dental service. This type of lmowledge is badly 
needed and sadly lacking. 

Another significant, and perhaps equally important, byproduct of 
the provisions authorizing the pilot dental care projects is that it will 
permit and encourage the involvement of dental and dental auxiliary 
students in these communit.y preventive and care programs under 
proper professional supervision, of oourse. 

Dental education still provides clinical training primarily in the fa
cilities of the dental school itself, an unreal world thaJtr..-at best
prepares the student to function in ways th!l!t were appropriate in the 
1950's. To be prepared to meet community needs in this decade, the 
student must have the opportunity to get out into the field and observe 
the unmet dental needs and be able to participate in meeting these 
needs. 

It hak: been obvious to the dental prores:;ion that the needs for treat
ment wnre great, but that any major effort to increase t.he availability 
of dental service may well overwhelm the available dental manpower 
resources. This bill attacks this problem realistically by authorizing 
a program to produce more than 27,000 auxiliaries within 5 years and 
by instituting a program to develop methods for making the dentist 
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captain of a health care team rather than an isoloa,ted provider of 
services. 

There is clear evidence that. this development is necessary and de
sirab!e if the dental profession is to be able to meet its responsibilities 
to bn.ng dental health care ro all segments of the populatl'On. 

Even if there are enough dentists and dental auxiliaries, the unequal 
distribution of professional personnel is a difficult, nagging challenge 
that has defied solution. Even today, affluent areas of large cities 
are glutted with dentists, while urban areas of poverty and rural 
areas are frequently almost without professional resources. S. 1874 
recognizes this serious problem and authorizes "* * * special projects 
related to investigation and demonstration of ways of providing in
centives for developing or establishing dental facilities or services 
* * *" in areas of shortage. 

Finally, this legislation would authorize these desirable programs 
and at the same time make a logical step toward the development of 
a more coherent national policy toward .dental health. 

Dental diseases are unique in their nature and therefore present 
unique J:>roblems in their resolution. The education of the dental stu
dent and the characteristics of dental practice, although superficially 
similar to those of medicine, have special characteristics because of the 
fact that dentists deal almost exclusively with chronic diseases that 
accumulate when neglected, must rely heavily on the use of prevention, 
and are not hospital based. 

Improving the dental health of the American public will require 
some very specialized aP.proaches because of the special nature of the 
problem and this bill will create a legislative framework to make this 
possible. 

I have pointed out earlier that there are a wide variety of dental 
activities scattered throughout many agencies of the Federal Govern
ment. These programs are piecemeal and fragmented. Because they 
are usually only a small part of a larger activity dental health activi
ties are usually the last to be initiated when funds are limited and the 
first to be cut when funds are reduced. This bill will put together legis
lative authorization for a significant package of activities to attack the 
problem of dental diseases. The ASDC strongly urges that the provi
sions of the bill be administered as a single program, preferably by 
the Division of Dental Health. 

In closing, I would like to point out the urgency of legislation of 
this character. I hardly need remind members of this committee that 
national health insurance is one of the most critical public issues facing 
the Congress. 

It seems clear to any informed observer that we probably will soon 
have a national approach to the financin~, and perhaps the organiza
tion of health care. Any type of legislatiOn adopted by the Congress 
which will mount a national effort toward bringing comprehensive 
health care to the entire public will create enormous strains on existing 
resources and programs. 

The time to start preparing to meet these challenges is now. The 
Children's Dental Health Act of 1971 will not only help to meet the 
problems of today, but, more importantly, will make a start toward the 
challenges of the immediate future. 

Senaror KENNEDY. Tha-t is a very good sta.temenlt. 
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I was wondering what methods are currently used to take dental 
care to rural areas? Do you know of any experimentation or pilot 
programs in Kentucky or in other States that are trying to take 
dental care to the rural communities? 

Dr. YouNG. The experimentation to my knowledge has been quite 
limited. This is one of the areas where we need a grealt deal of 
information. 

Some State health departments have used dentists employed on a 
salary, using t:milers equipped wiith dental equipment Ito provide care 
for the rural areas. But this does not provide corutinuity of care. 

In general, the resources of State health departments have been so 
limited that i't has been more like a drop in the bucket raJther than 
comprehensive care. There have been some rutlt:emprts by groups of 
dentists organized to use portlruble equipment. 

Most of these wtJtempts and developing new approaches were done 
before 'the expanded duties of the auxiliaries concept which was 
referred to in the earlier testimony. 

I !think one of the most critiool problems that should be addressed 
in mounting these pilot projoots is how a dentist with fully trained 
auxiHaries can be utilized in ru:ml areas. 

Sen3ltor KENNEDY. Don't you utilize some University of Kentucky 
students in the summertime? 

Dr. YouNG. Yes, we do. We have, I think, 85 of our students now in 
summer programs. 

Senator KENNEDY. They are working in some of these rural com-
munities? 

Dr. YoUNG. Yes. 
Senator KENNEDY. How is that program funded~ 
Dr. YouNG. It is funded from a V>ariety of sources. A very limited 

number of them, 10, are from a Public Health apprenticeship pro
g:mm. In some cases they are employed by the State health department. 
We have four students employed in lthe Job Corps center. We have had 
to patch together what little resources we could find. It is a very good 
experience for the students to see the need where it occurred and to 
see 'their responsibility Ito try to see that people get care who were not 
receiving it. 

Senator KENNEDY. Do you find :that more dental students and den
tists are inlterested in these people in the last few years than before? 

Dr. YouNG. We have seen a very definite change in the attitude of 
dental students, much more concerned with people and getting care to 
people than just setting up their own practice. 

Senator KENNEDY. That is obviously your experience in lthe Univer
sity of Kentucky. Do you also find that true in other denrtal schools~ 

Dr. YouNG. Yes. 
Senator KENNEDY. I think we are certainly seeing more social 

awareness in medical schools; we see it in law schools; and even in bus
iness schools. It is really one of the most encouraging features in our 
country today, quite frankly. I am interested in the fact that it is 
applicable to the denta.l profession, as well. 

Dr. YOUNG. Very much so, Senator. 
Senator KENNEDY. There is no reason to think that it wouldn't be, 

hut. it is reassurin~ to hear your comments. 
You commented, and we have heard other testimony, on the ques-
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tions of fluoridation. Although there is some disagreement, I ,Eerson
ally feel that the balance is heavily weighted in favor of fluoridation. 
But what other preventive techniques or measures are useful in a pre
ventive dental health program? 

Dr. YouNG. There are a number of other measures. I think the im
portant thing, just to briefly say about fluoridation, is that it helps 
the child, regardles;; of whether the child is in a position to perform 
certain things or do certain things, or whether he has a parent who 
will take care of him. 

In other words, the beautiful thing about fluoridation, it doesn't 
require the time of a dentist, it doesn't require the concern of a parent, 
which is frequently absent, unfortunately, in homes. 

Over and above that, I think dentists are very much concerned and 
have been for many years in reducing the amount of free sugar in the 
diet. But a.gain this requires a great deal of self-discipline on the part 
of the child and the parent and a very great resurgence in what we 
used to call toothbrushing. Now the technical term is "plaque con
trol," the removal of a membrane covering of the teeth which results 
in both attack of dental caries and perodontal disease, and it cer
tainly has very definite promise and hopefully would be included in 
these commumty programs as one of the :preventive methods included. 

Senator KENNEDY. Do you think there IS enough in -this bill to cover 
those? Does it provide enough flexibility to support these kinds of 
programs? Should we give more flexibility to the Secretary of HEW 
to support pilot programs and other kinds of research programs? 

You referred to a comprehensive health program, of which, obvi
ously, dental care would be a feature. In the Health Security Act1 we 
have a resource development fund which, hopefully, would be utihzed 
to develop dental care as well as other health areas. 

I am just wondering if we shouldn't have in this legislation some 
resources provided for the Secretary to try and encourage experi
mentation in dental care delivery systems, and particularly the kinds 
of efforts which are creative and innovative in providing dental care 
in both urban and rural areas. 

I don't know whether we have got the kinds of flexibility we need. No 
doubt there will be disagreement. Some people will say that you 
shouldn't give that kind of unrestricted authority to the Secretary, but 
perhaps we should in these specific areas. We support special impact, 
for example, under the special project grant authority of S. 934. 

Should we have this kind of a feature in a dental program, too~ 
Dr. YoUNG. Let me answer that question in two ways: First, by 

supporting very much your comments of the need for imagination and 
experimentation. Second, my interpretation of the bill is that the au
thorization is adequa.te and I wou1ld hope that it would be administered 
in such a way that we would learn these kinds of questions. 

Senator KENNEDY. Do you think it is already sufficiently flexible? 
Dr. YOUNG. I believe so. 
Senator KENNEDY. Section 1001, on page 2, line 16, says that any 

such project shall include comprehensive corrective, followup preven
tive services, including dental health, education, and treatment as may 
be required by the regulations. 

We might try to express in the committee report the kind of things 
we are attempting to do. 
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I want to thank you very much, Doctor, for your appearance here. 
This is extremely Important legislation. 
My parents cared a great deal about the the care of my teeth and o:f 

aU my brothers and Sisters. I remember well the times when I was 
marched down .to the dentist's office and the hours I spent there, with 
the bands, the fillings, et cetera. 

I want to thank you very much for your appearance and for the 
others who have taken the time to come here. This isn't the most con
venient time. All of you have inconvenienced yourselves to be with 
us and we are very much appreciative. 

At this point we receive for the record a statement by Senator 
Metcalf. 

STATEMENT BY HON. LEE METCALF, A U.S. SENATOR FROM THE 
STATE OF MONTANA 

Senator METCALF. Mr. Chairman, as a cosponsor of S. 1874, the Den
tal Health Act, I would like to submit the following statement in sup
port of the bill. 

Last year Dr. A. Jack Terrill, the director of the Dental Division of 
Montana's Health Department and chairman of the Montana Dental 
Association's Legislative Committee, wrote a series of comprehensive 
reports on the conditions of dental health in Montana. After visits to 
dozens of Montana's primary and secondary schools, Dr. Terrill was 
appalled by the extent of dental health problems and convinced of the 
need to remedy the situation. He reported that 30 percent of the 
youngsters in some schools "should have been in a dentist's chair 
yesterday." 

Prompted by Dr. Terrill's findings, Senator Mansfield and I made 
some investigative efforts of our own. We were astounded to learn that 
1 of 10 Americans has lost his natural teeth, that the typical child 
suffers decay in one-third of his teeth by age 15, and that nearly 70 per
cent of children whose parents earn less than $4,000 a year do not 
receive any dental service. 

We were further chagrined to learn that the dental assistance pro
grams now in existence do not adequately speak to the needs of the 
poor and underprivileged child. While the Department of Health, 
Education, and Welfare invests around $200 million per year in den
tal health care programs, there appears to be little coordination or pro
fessional policy direction. Moreover, while about half of the money 
SJ?ent for adult dental-programs, practically no money is spent to pro
VIde decay preventive services to children. If dental damage is pre
ventable, then HEW's pattern of expenditures is certainly a reversal 
of necessary priorities. 

In Dr. Terrill's behalf we examined other possible sources of pub
lic funds for child dental health care programs. Dr. Terrill had sug
gested setting up an emergency fund in the schools. We informed him 
of funds made available to school districts under the Elementary and 
Secondary Education Act, the distribution of which is based on the 
number of low-income families in the district. These funds could be 
used for dental care, but then other edqcational needs would have to go 
unfilled. 
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Our last effort was trying to appropriate money under a seotion 
of the Social Security Act which authorizes a pilot dental program 
for children. The appropriations bill which came out of this com
mittee last year contamed $200,000 for this purpose, but the President 
saw fit to· veto it. Thus, youngsters in Montana and elsewhere con
tinue to be deprived of the dental care they so desperately need. 

Let me relate briefly another experience in Montana which I believe 
illustrates the worthiness of this bill. The largest group of low-income 
people in Montana are the members of Indian tribes on reserva
tions--nearly 50 percent of whose families earn less than $4,000 a year. 

Their need for dental services is shown by an event which took place 
in the early part of 1969. 

A program had been established under the Indian Health Service 
to provide dental services to Indians. Yet, the program lacked suffi
cient personnel and equipment to adequately care for the preschool 
and school-age childrn. Therefore, the Montana Department of Indian 
Affairs asked my officeto investigate the possibility of obtaining from 
the Defense Department, unused dental equipment at the then just 
recently closed Glasgow Air Force Base. In the end, we were not able 
to secure the equipment because of possible air base activity. The 
needs of the Indians remained. 

But in corresponding with the Indian Health Service, the Montana 
Department of Indian Affairs, the Indian Intertribal Council, and 
others involved, I became aware of the acute dental health problems 
Montana Indians face. A resolution sent to me on January 23, 1969, 
from the Business Committee of the Chippewa Cree Tribe of the 
Rocky Boys Reservation, describes the dimensions of dental health in
adequacies and I ask that the resolution be inserted in the record at 
this point. Secondly, I was impressed, as one must be, by the resource
fulness of these people in trying to "improve their own dental health 
services. This resourcefulness manifests a potential responsiveness to 
programs, such as the one we hope to enact, which provide the means 
for people eo improve their dental services. Two years ago, the will 
to better dental health conditions existed among Montana Indians. 
we were simply not able to supply them with the means. This is en
couraging to us, who as legislators, are inclined to doubt at times that 
programs we propose will be well received once they become opera
tional, for we realize that a "will" or "intent" on the part of the recip
ient is essential. Montana Indians are a. group of people who have 
shown themselves to be aware of their needs, in search of potential 
solutions, and therefore, I think, responsive to actual solutions once 
they are enacted. 

Let me close by saying, that I fully supportS. 1874. It will provide 
a start for a comprehensive program with proper administratiOn and 
coordination, to deal with a problem we have neglected for too long
the conditions of dental health among underprivileged children. 

(The resolution submitted follows:) 

RESOLUTION 

Whereas, Dental diseases are nearly universal among Indian people in the 
Billings Area. Dental caries experience is b!igb. Period-ental disease is common 
among adiU.lts. Among Indian people, limited know led~ ·and 'lllJ)Preciatlon of oral 
hygiene practices, diet selection, and need for early treatment of dental condi-
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tiona contribute to the frequency and severity of denllal disease and their 
sequelae-pain, infection, and the loss of teeth. The program is providing a dental 
examination for 49.7 percent of the Indian people within the scope of the pro
gram. Ot the 11,128 child·ren (3-19 years of age) examined, only 4.837 (or 4.34 
percent) received complete denta-l care in Fiscal year 1968. Ot tlle 10,400 adult 
population (20 years of age and older) only 2,067 (or 19.8 percent) received an 
examination. Of the number of adults, only 142 (or 6.8 percent) were completed. 

Whereas, The Montana Inter-Trial Policy Board Is aware of the need for 
medical and dental services beyond the present capacity of the staffs and facil
ities of the Indian Health Service, and is concerned with Improving health serv
ices for Indian people, and 

Whereas, The Indian Health Service is charged with the responsibility of pro
viding medical and dental services for all Montana Indian reserV'ations, but is 
unable to meet aU t:he needs of the Indian people because of limited staff and 
equipment, and 

Whereas, Tbe Department of Defense has available at the recently closed 
Air Force Base, Glasgow, Montana, medical and dental equipment and supplies 
not n<m" !being used, and 

Therefore be it resolved, That the Montana Congressional Delegation by the 
Montana Inter-Tribal Policy Board In session in Helena, December 23, 1968, take 
appropriate action to obtain from the Department of Defense the medical and 
dental equipment aV'ailable at the Gliasgow Air Force Base for use by the I·ndian 
Health Service to help meet the dental and medical needs of Montanan Indians. 

Approved at a regular meeting held January 6th, 1969 by the Business Oom
mlttee of the Ohippewa Cree 'Drilbe of the Rocky Boy's Reservation. 

JOE DEWOUTINEY, 
Chairman, Business Commi.ttee. 

JosEPH D. RosETrE, 
Secretary, Business Committee. 

Senator KENNEDY. At this point I order printed all statements of 
those who could not attend and other pertinent material submitted for 
the record. 

(The material referred to follows:) 
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AMERICAN DENTAL ASSOCIATION 

WASHINGTON OFFICE • SUirE l004/1101-17TH STREET. N.W. • WASHINGTON, D.C. 20036/ PhOner 833-3036 

July 22, 1971 

Senator Edward M. Kennedy 
Chairman, Subcommittee on Health 
Committee on Labor and Public Welfare 
United States Senate 
Washington, D.C. 20510 

Dear Mr. Chairman: 

In accordance with your recent request, I am enclosing comments 
on the questions submitted to us subsequent to the July 12 
hearings on s. 1874, the Children's Dental Health Act of 1971. 

Please have your office get in touch with us if there is anything 
further we should do. 

HMC:aw 

64-999 0 - 71 - 8 

Sincerely, 

Hal M. Christensen 
Director 
Washington Office 
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QUESTIONS SUBMITTED BY SENATOR EDWARD M. KENNEDY TO 
HAL M. CHRISTENSEN, AMERICAN DENTAL ASSOCIATION, WITH 
RESPONSES 

Does dental disease have characteristics sufficiently different 
from other medical problems to justify a federally supported 
"crash" program? 

Dental disease, as it actually exists in this country, pre~ 
sents a combination of factors that make it nearly unique. 
Paramount among these factors are: l)The incidence of the 
disease~ 2)the nature of the disease, and 3)the demonstrated 
potential the nation possesses for readily eliminating many 
manifestations of it. 

Incidence 

Dental disease is all but universal. Its most common 
manifestations, tooth decay and gum disease, afflict nearly 
every human being to one degree or another. 

In the case of most other diseases, by contrast, the rate of 
incidence is generally stated on a percentage basis. For 
example, about 25 per cent of American adults have either 
definite or suspected heart disease. Thus, about 75 per cent 
don't. or, about 9 per cent of Americans are afflicted with 
arthritis severe enough to require medical care, which means 
that about 91 per cent aren't so afflicted. or, about 
1 out of every 200 Americans have Parkinsonism, which means 
about 199 out of 200 don't. 

What is of significance here, of course, is not the seriousness 
of a given disease. Obviously, heart disease is more serious 
than tooth decay and severe arthritis is generally more 
critical than is periodontitis. 

The fact, however, that relatively small percentages of people 
suffer from these ailments, while everyone suffers from dental 
disease, makes the latter a different sort of problem and one 
that needs a different sort of approach. 

It is not, so to speak, John Doe's two decayed teeth that 
deserve national attention. It is the fact that we are all John 
Doe that makes the problem worthy of special attention. 

In addition, there are some less common manifestations of oral 
disease that are life-threatening or that so seriously limit 
a person's ability to live a normal life. Oral cancer, for 
example kills some 7,000 people each year. Cleft lip and/or 
palate is a birth anomaly that affli"o£a som& -6,500 babies bcn-n 
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annually. It constitutes 13 per cent of all reported birth 
anomalies and can have a seriously unfavorable impact on 
general health as well as the emotional and psychological 
development of the child. 

Nature of the Disease 

There are some diseases known to man in which the bodily 
processes themselves help to restore health. In such cases, 
the body assists in the healing process and/or provides a 
compensatory mechanism that helps restore the lost function. 

This is not true with respect to dental caries or periodontal 
disease, the two most common manifestations of oral disease. 
These are progressive and require the intervention of 
treatment by a skilled practitioner. without such intervention, 
the progression is remorseless until the affected tissue is 
totally destroyed. Most dental diseases, in this respect, 
are like forms of cancer. 

Potential for Prevention 

Just as dental disease is perhaps the most universal ailment 
of man, it is also perhaps the most preventable. Further, 
many of the known preventive tools have been available for 
literally years. Among the most basic tools is regular 
attention by a practitioner, attention that comes early enough 
in life that it can focus on maintaining health rather than 
repairing disease. 

It is in this regard that dental auxiliaries hold such high 
promise, if we can manage to train sufficient numbers of 
them. The hygienist and assistant in dentistry can constitute 
a vanguard in delivering many kinds of preventive service on 
a large-scale basis. In that sense, they have a special kind 
of potential usefullness in dental care that their counterparts 
in other health care fields do not always possess. 

The combination of these three factors -- universality of the 
disease, the immense amounts of money (in excess of $4 billion 
a year) now being spent to combat its ravages, and the amount 
of possessed knowledge on how to proceed to better control of 
the disease -- tend to an objective conclusion that dental 
disease could amply justify special attention. 

such a program, it could also be said, would hardly inflate the 
percentage of federal health funds going to dental programs 
beyond comparative distribution in tbe'fpriv.,.te sector. The.,:. 
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fact is that public sector attention to dental disease has 
traditionally been lacking. About 9 per cent of the private 
sector health dollar is devoted to dental care: the 
federal health care dollar spends barely 3 per cent for the 
same purposes. The almost total failure to fund Title V 
dental care projects is another example of public sector neglect 
of dental disease. 

Passage of s. 1874, in fact, would not constitute a "crash" 
program for dental care so much as it would represent a 
balancing of the federal health dollar in a way that for the 
first time, begins to give dental disease attention that is 
reasonably proportionate to its rate of incidence and the 
fiscal and physical costs it exacts from all Americans. 
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What portion of Medicaid dental services are currently per
formed on the 0-12 age group? 

Administrators of the Medicaid program have not been able to 
measure the percentage of dental care funds that goes to care 
of children. The difficulty, in part, is that Medicaid 
dental care funds of all types are a very small percent of 
total Medicaid spending. Dental care funds were 5.4 per cent 
of the total in fiscal 1968: 4.8 per cent in fiscal 1969 
and an estimated 3.5 per cent in fiscal 1970. 

There are, however, some studies available that yield data 
on the general question of dental care funds spent on the 
young. 

1 
One such study reports 
care spending by three 
is 0-19 years of age. 

on all types of public and private dental 
age categories. the first of which 
This study shows the following: 

Estimated Personal Health Care Expenditures by TyPe of 
Expenditure, Source of FUnds and Age Group 

Total Public Funds for Amount Spent on ')(, of Total 
Dental Care Those 0-19 Years Spent on 

Those 0-19 
Fiscal 1967 

$81 million $32 million 39.5')(, 

Fiscal 1968 
$203 million $87 million 42.7')(, 

Fiscal 1969 
$234 million $111 million 47.4')(, 

Fiscal 1970 
$241 million $109 million 45.2')(, 

1 

Years 

Medical care outlays for Three Age Groups: Young, Intermediate and 
Aged, by Barbara s. Cooper and Mary F. McGee, Division of Health 
Insurance Studies, Office of Research and Statistics, Social 
security Administration, Social security Bulletin, Volume 34, 
Number 5, May, 1971, pps. 3-14, Table 1 
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Another study, not yet published, was carried out with the 
aid of a Public Health service grant by the University of Chicago 
in consultation with the American Dental Association. This 
measured private sector spending on dental care and attempted 
to gauge the percentage of that total that was spent on 
those 2-12 years of age. The study indicates that about 
15 per cent of the total in any recent year was spent for 
care of children of those ages. Extrapolations based on 
that estimate would give the following dollar figures: 

Fiscal Year 

1967 
1968 
1969 
1970 

Total Private Sector 
Dental care 
Expenditures 

$3.07 billion 
$3.29 billion 
$3.58 billion 
$3.91 billion 

Estimated 

~ 
Spent on 
Those 2-12 

~ 

$460 million 
$493 million 
$537 million 
$586 million 

There are an estimated 6 million children in this nation aged 
0-19 who are eligible for public assistance programs. It is the 
American Dental Association's judgment that reasonably 
comprehensive dental care of such a child would cost about $55 
per year. This would mean an expenditure, within public 
assistance, of some $330 million per year. 

.. 
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Is legislation like s. 1874 needed to help prepare the 
dental profession to carry out the dental provisions that 
are proposed in several of the national health care plans? 

The American Dental Association believes that experience 
with programs such as those proposed by s. 1874 is absolutely 
essential if the profession is to be able to develop a 
substantial national dental care program. 

The United States is not today in a position to substantially 
expand dental care services without first taking a number of 
preliminary steps. 

Among the reasons for this are: 1) shortages of both dentists 
and dental auxiliaries: 2) insufficient concentration on 
preventive dental care, especially for children~ 3) under
utilization of known public health measures like fluoridation 
that reduce the incidence of dental disease: and 4) insufficient 
experience with varying methods of organizing, administering 
and financing dental care services on a large scale. 

The programs proposed in s. 1874 would do much to fill the 
gaps that exist in all four of these areas. 

section 1001 of the bill would allow us to experiment with 
various methods by which dental care can be delivered to large 
groups of children in such differing settings as the suburbs, 
rural areas, and inner cities. we do not now have such 
experience. This section, as well, would provide a lever for us 
to begin to shift services from mostly reparative treatment 
to preventive care. 

section 1002, by making fluoridation available to many more 
millions of people, would greatly reduce the incidence of 
tooth decay and, thus slow the growth of the dental disease 
backlog. 

section 1003 would enable us to train as many as 30,000 more 
dental auxiliaries by 1980 than we could otherwise hope to 
have. Expanded use of auxiliaries is, of course, one of the 
keys to increasing the productivity of our dentists. 

section 1004 would take action closely tied to section 1003 
by teaching both dental students and practicing dentists 
how to best use available dental auxiliary talent. 
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Allied health legislation provides support to some schools of 
auxiliary dental professions. If a trend curve can be established, 
how long will it take to produce adequate dental auxiliary manpower 
if the schools must rely only on present sources of Federal funds 
to supplement their non-Federal resources? 

The indications are that the schools could not produce adequate 
dental auxiliary manpower in the foreseeable future with present 
sources of Federal funding. 

The following tables take into account actual levels of federal 
support in recent years, as well as non-federal support. They 
indicate the massive deficits expected by 1980 under the current 
circumstances. 

III. Graduation Increases Necessary to Meet Future Need 

Present Ratios: 100 dentists to every 17 hygienists 
and 101 assistants 
Desired Ratios: 100 dentists to every 40 hygienists 
and 200 assistants 

1. Hygienists 
a. Hygienists needed by 1980 
b. Current hygienists expected to be still 

active in 1980 
c. Number of hygienists Who must be graduated 

in next ten years 
d. Expectable graduates based on current rates 
e. Deficit of Hygienists by 1980 

2. Assistants 
a. Assistants needed by 1980 
b. Current assistants expected to be still 

active in 1980 
c. Number of assistants who must be graduated 

d. 
e. 

in next ten years 
Expectable graduates based on current rates 
Deficit in Assistants by 1980 

3. Technicians 
a. Technicians needed by 1980 
b. Current technicians expected to be still 

active in 1980 
c. Number of technicians who must be grad

uated in next ten years 
d. Expectable graduates based on current rates 

e. Deficit in Technicians by 1980 

56,000 

8,000 

48,000 
23,000 
25,000 

220,000 

55,000 

165,000 
28,000 

137,000 

50,000 

21,500 

28,500 
5,000 

23,500 
• 
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S. 1874 would make possible a significant reduction in these 
deficits. It is anticipated that with full funding S. 1874 
would allow for the training of slightly more than 30,000 
additional auxiliaries of all types by 1980. This could 
mean, as an example, an additional 9,000 hygienists, 17,000 
assistants, and 3,500 technicians. 

At the same time, new research findings, the development of 
better dental materials, and a genuine shift from reparative 
to preventive care are also expected to further ease the 
situation by increasing the productivity of dental manpower. 
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What has been the impact of Section 510, Title V of the Social 
Security Act on the dental care delivery problems of this country? 

Section 510 has had no appreciable impact-- either in terms 
of (1) providing care for a significant number of children or 
(2) providing information needed for the development of an efficient 
dental program for children. Since fiscal 1972 is the final year 
of the project, it is reasonably safe to say that there is no hope 
of it's having any impact. 

The major reason for the program's failure is insufficient funding. 
In fiscal year 1968,1969, and 1970, no money was appropriated for 
it. In fiscal 1971, it received $500,000. For fiscal 1972, some 
$860,000 is being requested. 

The most optimistic projection indicates that the program will 
expire after having established 11 projects serving a total of 
15,000 children. 

It is impossible for a two-year program involving 11 projects and 
15,000 children to realize the objectives slated for it: to mount 
a sufficient number of varied projects, each involving a sizeable 
group of children, in order to emulate the differing conditions 
under which dental care would have to be delivered to all the 
nation's children. 

Section 1001 of s. 1874, on the other hand, would provide the 
amount of time, level of money and degree of flexibility needed 
to give us solid information about the most efficient, economical 
and professionally effective ways of caring for the dental needs of all 
children, whether they live in suburban, inner-city or rural areas. 
In addition, of course, s. 1874 would extend care to some 1.5 million 
poor children not now receiving care. 
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What evidence is there that the grant authorized under Section 
1004 would have a significant impact on the delivery of dental 
care? 

Section 1004 would provide funds for, among other ' purposes, teaching 
dentists how to work most effectively with auxiliaries. The 
most pertinent studies of potential impact, perhaps, are those 
estimating the percentage of increase in productivity a dentist 
experiences as he adds auxiliaries to his staff. 

The most recent of such studies indicates that a dentist going 
from 0 to 1 auxiliary increases his office's productivity by 
55,7 per cent: a dentist going from 1 to 2 auxiliaries increases 
productivity by 44.2 per cent: a dentist going from 2 to 3 
auxiliaries increases p~oductivity by 25 per cent, and a dentist 
going from 3 to 4 or more auxiliaries increases productivity by 
21.9 per cent. 

The same study indicates that if a dentist went from 0 to 4 or 
more auxiliaries he would increase his office's productivity by 
more than 225 per cent. There are presently 15,000 dentists in 
private practice who use no auxiliaries. 

To realize such increases, of course, requires at least two things. 
One is a sufficient supply of auxiliaries, something Section 1003 
would help accomplish. The second is that auxiliaries and dentists 
learn how best to work as a team. This is the purpose of Section 
1004. 
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In what ways does s. 1874 complement or supplement the Health 
Professions Education Assistance Act of 1971 currently being 
considered by Congress? 

Both s. 1874 and the health manpower legislation are, of course, 
designed to provide better health care to Americans, a 
similarity in goals that is shared with a number of other 
health laws and proposals. 

Two sections of s. 1874, in particular, possess a significant 
and exciting potential for supplementing and helping to fulfill 
some of the provisions of the current health manpower legislation. 
These are section 1003, concerned with training of dental 
auxiliaries, and section 1004, directed toward teaching dentists 
and dental students how best to work with auxiliary talent. 

These two sections are particularly relevant to some aspects 
of the proposed amendments in S. 934 to Section 722 of the 
Public Health Service Act. The proposed amendments would create 
special grants for 10 specified purposes, three of which relate 
to the goals of sections 1003 and 1004 of s. 1874. 

There are, as well, some proposals in H.R. 8629, especially in 
sections 105 and 107 of the bill, that could be similarly 
helped by enactment of s. 1874. 

The health manpower legislation sections in question, of course, 
are educationally oriented within the framework of the bill 
in which they are located. In some cases, the project grant1 
money they would make available would go only to health 
professions schools. The purposes in these sections that relate 
to S. 1874 are only a part of the over-all purposes outlined 
in those sections of the health manpower legislation. Finally, 
the available funds would be shared among competing grants 
from some 275 health schools as well as a number of other 
educational and health agencies. 

It is for these reasons that passage of s. 1874 is essential 
to supplement these aspects of the health manpower legislation 
and bring their intended objectives to full fruition. 

As noted in answers to other questions, the massive incidence 
of dental disease in this country exacts a hugh fiscal cost 
in addition to its consequences in terms of individual health. 
The preventive care programs needed to reverse this continuing 
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situation depend heavily upon producing as massive a number of 
well-trained auxiliaries as obtainable in as short a time as 
possible and at the same time, mount extensive programs to 
teach dentists how to make .use of these auxiliaries. 

The sections in question that are part of the health manpower 
legislation cannot, of themselves,possibly make significant 
strides in this direction for the reasons outlined. Coupled 
with Sections 1003 and 1004 of s. 1874, however, the combined 
effect could be most useful. 

It is the unique potential for auxiliary use in dental care 
and the massive fiscal and physical effects of dental disease 
that make today the time for determined action on a reasonably 
broad scale to begin the long-delayed, loag-postponed national 
campaign against dental disease. 
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Why do the grants for treatment of water supplies, authorized 
under section 1002, decrease after the fourth year of the 
program? 

The nation today spends well in excess of $4 biilion a year 
in dental care. The philosophy embodied in all sections 
of S. 1874 -- a philosophy shared by the dental profession 
is that some relatively modest shifts in the way in which 
that money is spent could achieve substantial benefits with 
respect to oral health. It could achieve a more efficient 
and purposeful use of this money. 

section 1002 is a particularly good case in point. The 
first four years of the section will provide sufficient time 
to do three essential things~ l)assist communities of schools 
now wishing to fluoridate: 2)give notice of such potential 
assistance to other communities or schools, and 3)accrue 
sufficient experience with this approach to know how fruitful 
it is. 

section 1002 has a sufficient authorization to assist as many 
as 7,000 communities with a potential total population as · 
high as 45 million. Extension of fluoridation to this point 
would mean a nearly 50 per cent increase in the number of 
Americans having the benefits of fluoridation available to 
them. It could increase the total number of Americans thus 
benefiting from about 92 million to almost 140 million. 

After the first four years of the program, we believe a 
meaningful evaluation of the experience can be undertaken, 
something that can be done while the section still has one 
year of life. 

This evaluation may show that an extension of this approach 
is desirable, that modifications should be made or that there 
is no further need for action of this sort. 

This section, it should also be noted, authorizes a total of 
$15 million. This can be contrasted with the approximately 
$2 billion now spent annually by Americans for repair of tooth 
decay. A number of documented studies of fluoridation show 
reductions in tooth decay as high as 65 per cent. 
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What prominent national and international organizations endorse 
the fluoridation of water as being a safe or effective measure 
for reducing the incidence of dental decay? 

American Academy of Pediatrics 
American Association for the Advancement of Science 
American Association of Dental Schools 
American Association of Industrial Dentists 
American Association of Public Health Dentists 
American College of Dentists 
American commission on Community Health Services 
American Dental Association 
American Dental Health Society 
American Dental Hygienists Association 
American Federation of Labor and Congress of 

Industrial Organizations 
American Heart Association 
American Hospital Association 
American Institute of Nutrition 
American Legion 
American Medical Association 
American Nurses Association 
American Osteopathic Association 
American Pharmaceutical Association 
American Public Health Association 
American Public Welfare Association 
American School Health Association 
American Society of Dentistry for Children 
American Veterinary Medical Association 
American water Works Association 
Association of Public Health Veterinarians 
Association of State and Territorial Health Officers 
Canadian Dental Association 
Canadian Medical Association 
College of American Pathologists 
Federation or American Societies for Experimental 

Biology 
Federation Dentaire Internationale 
Great Britain Ministry of Health 
Health League of Canada 
Inter-Association Committee on Health 
National congress of Parents and Teachers 
National Education Association 
National Institute of Municipal Law Officers 
National Research Council · 
Office of Civil Denfense 
Pan American Health Organization 
u.s. Department of Agriculture 
·u.-s. Department -o:f'Defense ·- -----
u.s. Department of Health,Education and Welfare 
World Health Organization 
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STATEMENT 

OF 

THE A~~l!ICAN ACADEMY UF PEDIATRICS 

CHILDREN'S DENTAL HEALTH ACT (S, 1874) 

The most common physical defect found in school-age children and youth is dental 

decay. -Nearly all children experience dental decay in some degree during their 

school years, much of this decay is preventable by the use of methods and pro

cedures currently available. 1 Despite the great prevalence of dental disease, 

Federal programs have given little priority to dental care. 

Although dental disease is nearly universal in children, one quarter.of all child

ren between ages five and fourteen ·have never seen a dentist. By two years of age, 

half of all children have decayed teeth. The average child on entering school has 

three decayed teeth and by age fifteen has eleven teeth decayed, missing or filled. 

Poverty intensifies denta~ neglect. Children from low income families have five 

times as many untreated decayed teeth as the average child. Among the under

privileged, ninety-seven out of one hundred dental cavities go unchecked. When 

unde~privileged children do visit the dentist, extractions are six times as 

frequent as in the average child. 

Utilization of dentists' services is related to family income, educational level 

of the parents, availability of service, the effectiveness of health education 

and the degree to which a dental program has been organized. Family income, though 

perhaps not the principal reason why more children do not receive dental care, is 

an important factor. Se.venty-five percent of children in families with annual in

comes under $2,000 and 66% of those in families with incomes under $4,000 have 

never been to a dentist, compared to 40% of ch~ldren in families with incomes of 

$4,006 or more. Organized programs can increase utilization of dental services 

by removing or reducing financial barriers. 

.. 



123 

~· 1874 -2- July 1971 

The 'special Projects for the Health of School and Preschool Children (C & Y) 

authorized through Section 509 of the Social Security Act do provide dental health 

services to some children as part of their comprehensive health services, The 

value therein and the benefit to be accrued from the Children's Dental Health Act 

are reflected in the C & Y Project data which indicates that at recall examinations 

for dental services, there is a decrease of over 50% in the number of dental caries. 

The number of children receiving the benefit of these dental services must be in

creased so that the quality of life for all children will be improved. 

The Social Security Act authorizes a program of special project grants to promote 

the dental health of children, Section 510. The failure to give adequate attention 

to dental health needs of children is reflected in the failure to fund these pro

grams during 1969 and 1970. In fiscal year 1971 $500,000 was made available to 

initiate projects to provide comprehensive dental care which reached an estimated 

ten thousand children. Fiscal year 1972 request for appropriation is $860,000 to 

increase the number of children served to approximately fifteen thousand, despite 

the fact that well over ten million children might benefit from these services. 

The fiscal year 1972 appropriation request will increase from seven to eleven the 

number of special dental projects for children throughout the nation. Since 

Section 510 authority expJ.res this fiscal year, the Children's Dental Health Act 

will provide new initiative for the prevention of dental disease, early treatment 

and routine supervision, and new opportunity for education of the public toward 

preventive dental health. These efforts will help assure that all children will 

receive needed dental attention. 

The Children's Dental Health Act of 1971 should provide that projects for the 

dental care of children be coordinated with other child health programs so 

that comprehensive care is available for all low income children. Children and 

Youth Projects, Neighborhood Health Centers, and other programs providing health 

care to children might be used as a locus for dental care projects funded through 

64-999 0 - 71 - 9 
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this proposed new authority. The establishment of a new ~uthority for the 

dental care of children will afford better focus on unmet dental needs, and 

facilitate efforts toward providing preventive services, early detection and 

treatment for preschool and school-age children, 

A comprehensive dental care program for children should be expanded on a 

systematic basis to include additional age groups as rapidly as experience 

and resources permit. S. 1874 provides that a priority be placed upon funding 

projects which provide dental care and services to preschool children and those 

in the first five grades of school. Children already in the program should be 

retained in it as the program expands. A program initiated for the preschool 

age group and eventually expanded throughout all the school years, will assure 

routine supervision and maintenance. Studies indicate that such an approach 

is most effective in saving the dentition and reducing the annual cost of 

treating children. 

WATER TREATMENT PROGRAMS 

Effective techniques are available for the prevention of dental diseases. Appended 

to this statement are several reports of the American Academy of Pediatrics sup

porting the fluoridation of the communal water supply. 

The Children's Dental Health Act provides that communities wishing to fluoridate 

their water supplies might receive Federal funds. This approach is consistent with 

the recommendations of the Academ~ for in its Report on the Delivery of Health Care 

to Children to be published later this year the Academy recommends: "Federal and 

state support should be given to all communities for fluoridation, possibly ·in the 

form of a subsidy for the purchase of equipment and supplies and the employment of 

personnel for the fluoridation program." 
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A great cost-benefit ratio ~ill accrue from the fluoridation of water for it has 

been reported that each dollar invested will yield forty dollars of benefit. It 

has been projected that the expenditure of $100,000 toward fluoridation ~ill pre

vent 666,666 cavities. 2 

The November 1970 Bulletin of Pediatric Practice summarized the major recommenda

tions contained in the forthcoming Report on the Delivery of Health Care to Children 

under preparation by the Aca~emy since October 1967. The Academy's major recommenda

tion in regard to dental care programs contained in the Bulletin reads: 

"Dental Care Programs: This section of the Report emphasizes the 

generally recognized fact that very large numbers of children in 

the United .States are not presently receiving adequate preventive 

and corrective dental care. Therefore, WE RECOMMEND THAT 

11. (a) There be provided improved education of the public 

and the health professions, with special emphasis on young 

children, stressing the importance of preventive and corrective 

dental care embracing, first, the use of fluoride in community 

drinking water; second, greater attention to the teeth during 

the examination of children; third, the value of regular visits 

to the dentist , and fourth, other prophylactic measures to pre

vent dental decay. (b) The more general acceptance of the 

concept that dental services are an integral part of child 

health care, and that a higher degree of cooperation be achieved 

bet~een dentists and other members of the health professions. 

TRAINING OF AUXILIARY DENTAL PERSONNEL 

The White Paper prepared by the Department of Health, Education and Welfare out

lining the Administration's comprehensive health strategy indicates that the pro-

ductivity of the dentist can more than double through the proper utilization of 

r • 
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all the skills of the dental team. The training and utilization of auxiliary 

personnel is a crucial factor in moving toward meeting the dental health needs 

of this nation, for we know there are not enough dentists to take care of all 

the dental problems of our population today. Projections by the United States 

Bureau of Census indicate that the preschool population, now about 24.5 million, 

will increase by 1985 by almost 50%, or by twelve million additional children. 

The school age population of 49.5 million (25% of the total population) will in

crease by almost 30% or by thirteen million additional children. The total 

number of children under nineteen years of age will increase from seventy-four 

million to about ninety-eight million. The Children's Dental Health Act of 

1971 will help assure that auxiliary dental personnel will be made available 

to meet the increased demands for dental services which will be a result of the 

increased population, the higher education level of parents, and the reduction 

of financial barriers to the receipt of dental care also made available through 

this Act. 

During fiscal year 1970 there were one hundred schools accredited for the train

ing of dental assistants. Only seventeen institutions received Federal financial 

support for the training of dental assistants. Dental hygienists are trained in 

eighty accredited institutions throughout the country and during fiscal year 1970 

only fifty-one such institutions received Federal financial support for the 

training of dental hygienists. The enactment of the Children's Dental Health 

Act of 1971 will help assure more meaningful efforts in manpower training so that 

the productivity of the dentist might indeed be more than doubled. 

CONCLUSION 

During recent testimony before the House Appropriations Subcommittee on Labor-HEW, 

the Academy testified in support of increased funding for ~~ternal and Child Health 

Programs. The Academy representatives were accompanied by several patients who 

are receiving medical care through the Children and Youth Project located at 
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Children's Hospital in the District of Columbia. These individuals participated 

in the Academy's presentation to help emphasize that in our discussions of pro-

grams and funding we must not lose sight of a most important fact -- that we are 

talking about people, and improving the quality of their life. 

In conclusion, it is hoped that the members of Congress might bear in mind during 

the forthcoming deliberations this vignette which portrays the meaning and value 

of comprehensive dental care for children. A young boy in Appalachia, after 

extensive dental treatment, returned to the dentist for a follow-up visit and 

exclaimed, "Gee Doc, I thought teeth were always suppose to hurt but you made 

mine all better." 

1. Report of the Committee on School Health, American Academy of Pediatrics, 1966 

2. Per Dr. Charles W. Gish, Indiana State. Board of Health, "Portfolio for a Pilot 
Dental Health Program for Children," State Secretaries Management Conference, 
June 1969 
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Resolution Adopted at the Annual Meeting of 
the American Academy of Pediatrics, October 1953 

Whereas, No harmful effects of water containing one part in a million of 
fluoride have ever been demonstrated, and 

Whereas, The addition of up to one part in a million of fluoride to com
munal water supply has decreased dental caries in children from fifty-five 
to sixty-five percent, and 

Whereas, The American Medical Association, the American Dental Association, 
tbe United States Public Health Service and the National Research Council 
have all gone on record as recommending the fluoridation of communal water 
supplies, be it therefore 

RESOLVED, That the American Academy of Pediatrics in annual session approve 
the addition of up to approximately one part in a million of fluoride to 
communal water supplies in order to reduce dental caries in the children 
of our nation. 
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REPORT OF THE JOINT COMMITTEE OF THE AMERICAN 
ACADEMY OF PEDIATRICS AND THE AMERICAN 

SOCIETY OF DENTISTRY FOR CHILDREN 

DENTAL CARIES AND A CONSIDERATION OF THE ROLE 
OF DIET IN PREVENTION 

THE FOUNDATION for dental health is es
tablished early in life. The greatest 

single cause of dental disease is caries which, 
in tum, is largely a disease of the first two 
decades of life. The deciduous teeth are no 
less susceptible than the permanent ones, 
and disease in them is not without serious 
consequence for the permanent dentition. 
Since those physicians caring for children 
should be informed of current knowledge 
concerning the relation between diet and 
caries prevention, representatives of the 
American Academy of Pediatrics and the 
American Society of Dentistry for Children 
met to prepare a joint statement on this 
problem. The report which follows repre
sents a summary of the position taken by 
this Committee. 

This report has been reviewed by the 
Committee on Nutrition of the American 
Academy of Pediatrics; it has endorsed 
those portions which relate specifically to 
nutrition. The dental aspects, particularly 
the pathogenesis of caries, are the responsi
bility of dentists. Since there is significant 
diHerence of opinion on these problems, 
even among experimental pathologists in 
dentistry, the burden of responsibility must 
be borne by those assisting in the prepara
tion of this report. 

Anyone interested in a broad survey on 
the pathogenesis of dental caries may find 
a comprehensive statement in a publication 
of the National Research Council, Control 
of Tooth Decay, from tqe Committee on 
Dental Health, Food and Nutrition Board 
(N. R. C., Washington, D.C., 1953). 

Dental caries is a disease of the calcified 
tissues of the teeth. It is generally believed 

to be caused by acids resulting from ana
erobic glycolysis by microorganisms, is char
acterized by decalcification of the in
organic portion, and is accompanied or fol
lowed by disintegration of the organic sub
stance of the tooth. The lesions tend to 
occur in particular regions of the teeth, i.e., 
. the occlusal fissures of the molar teeth, the 
contact areas between adjacent teeth, and, 
in cases of rampant caries, the cervical 
areas near the gingiva. These are areas 
which are not self-cleansing. 

Lactic acid, which has been demon
strated in areas of initial caries activity 
(Fancher et al.,' Muntz!) and advanced 
caries (Armstrong et al.,S Miller,•) is the 
principal acid involved in the caries proc
ess. • It is derived from bacterial action upon 
a carbohydrate substrate. Any microorgan
ism, or combination of microorganisms, 
capable of producing an acidity of about pH 
5, which is sufficient to decalcify enamel, can 
initiate dental decay. • The time that the acid 
must be in contact with the tooth in order to 
produce decalcification is not precisely 
known, but from in-vitro studies of adult 
teeth, may be as short as 10 to 15 minutes. 

Whether or not the acid formed will 
decalcify the enamel of a tooth is depen
dent on the concentration of the acid, its 
protection against dilution, and its dura
tion of contact with the tooth. 

There are natural factors in the mouth 
which contribute to the dissipation of acids 
formed on the tooth surface, such as the 
amount of saliva and the buffering capacity 
of the saliva.' Specific inhibitory factors 
may play a part. 

Of course, variations in the inherent re-

ADDRESS FOR REPRINTS: American Academy of Pediabics, 1801 Hinman Avenue, Evanston, Illinois. 
PmiAnucs, February 1959 
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sistance of the teeth to destruction are 
important in determining the onset of 
caries. 

FACTORS DETERMINING 
CARIES FORMATION 

Certain conditions are essential for de
velopment of dental caries: 1) a caries
susceptible individual or teeth; 2) the pres
ence of acid-producing bacteria which are 
capable of producing a sufficient concentra
tion of decalcifying acids; 3) the presence 
of a substrate of orally fermentable carbo
hydrate; 4) bacterial plaque or accumula
tions which will concentrate the action of 
acid at caries-susceptible areas of the 
teeth. 

Most individuals are caries susceptible; 
less than 5~ of the population is immune. 
Animal studies indicate that caries immun
ity and susceptibility may be partly a mat
ter of heredity." Klein and associates• sug
gest the same possibilities in humans, but 
changes in caries activity in a single geneia
tion seen in Esquimaux and Maoris follow
ing changes in dietary habits indicate that 
heredity is only a minor factor. Caries ac
tivity is greatest during early childhood and 
adolescence and tends to taper off after ma
turity is reached. This is believed to be the 
result of a decreasing susceptibility of in
dividual teeth with increasing exposure in 
the mouth. 

The bacteria necessary for producing acid 
are always present in the mouth (Miller 
et al.10) and in dental plaques. Many 
microorganisms have been found capable 
of producing the pH necessary for decalci
fication of enamel, including: lactobacilli, 
aciduric streptococci, diphtheroids, Iepto
trichia, actinomyces, fusiform bacilli, 
staphylococci and certain strains of sarcina. 
The lactobacilli have frequently been 
shown to have a numerical correlation with 
caries experience." 

The substrate necessary for bacteria to 
produce acid is an important variable in 
caries attack rate. Fosdick and Burrill12 

pcinted out in 1943 that the only available 
substrates from which acids can be formed 

in the mouth are the carbohydrates and 
that easily fermentable carbohydrates, such 
as sucrose and glucose, are the ones most 
likely to be quickly converted to decalcify
ing acids under conditions existing in the 
mouth. 

The importance of the bacterial plaque 
in the development of caries was pointed 
out in the early 1890's."· 14 Williams," in 
a study of 400 subjects, found that caries 
invariably occurred under a felt-like mass 
of microorganisms in which he postulated 
the necessary acid had to be formed. Re
cent animal studies" support the idea 
that decalcification occurs principally un
der fixed deposits on the teeth. Rapid acid 
formation giving a pH as low as 4.5 has 
been shown to occur in vivo when sugars 
are placed on plaques on human teeth.'" 

Various oral conditions may modify the 
activity of the preceding factors in caries. 
Principal among these would be: the de
structibility of enamel in organic acids as 
it might be influenced by fluorine or other 
chemicals; the How, consistency, neutraliz
ing power and antibacterial action of saliva; 
irregularities of teeth or tooth surfaces, 
which contribute to bacterial and food de
posits; and the presence of phosphates or 
other buffers in the food or of certain pro
teolytic bacteria. The absence of certain 
amino acids and vitamin fractions in the 
mouth may also play a part. 

PREVENTION OF DENTAL CARIES 

Since resistance to caries is determined in 
part by the ability of the teeth to with
stand caries attack, it is logical that much 
attention should have been given to the 
effects of nutrition on tooth structure and 
caries resistance. The adequacy of the diet 
is often considered as being related to the 
dental caries experience. There is, however, 
a division of opinion concerning the rela
tionship between dental caries and either 
specific dietary factors or the general nu
tritional status. Mellanby" has offered evi
dence t!lat teeth former! on vitamin D defi
cient diets were defective in surface struc
ture and more susceptible to caries, but 

• 
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many have questioned her conclusions. 
Bunting et al.'" observed 611 children 
in five public institutions. He concluded 
that the feeding of an adequate, well-bal
anced, low-sugar diet definitely decreased 
the caries activity. Dental caries occurs in 
well-nourished children, and it is of in
terest that the condition of the deciduous 
teeth of children suffering from malignant 
malnutrition (kwashiorkor) is reported to 
be good." There are no data indicating that 
a lack of minerals (Ca, P, Mg) or vitamins 
in the diet contributes specifically to the 
development of caries in humans. 

Hence, there is insufficient evidence to 
claim a causal connection between general 
nutritional status and caries susceptibil
ity.'•-•• Furthermore, since calcification of 
all deciduous teeth is completed by 3 years 
of age, it is difficult to ascribe cavities 
which develop in deciduous teeth subse
quent to this age to lack of minerals or 
vitamins in the diet. Certainly the improve
ment in the nutritional status of children in 
the United States during recent decades 
has not been associated with a decline in 
the prevalence of caries. Enamel hypo
plasia, which is believed by some observers 
(though not all) to result from nutritional 
deficiency, is not associated with caries 
susceptibility. •• 

Whether or not proper formation of the 
tooth is dependent on adequacy of the 
diet, it seems clear that once the enamel is 
complete it becomes relatively unrespon
sive to systemic influences of a nutritional 
nature. This is shown by the fact that there 
is no evidence of repair of carious lesions 
and the finding that there is essentially no 
passage of radioisotopes, such as P32, from 
the tooth pulp to the enamel. The little 
which does reach the enamel arrives there 
through the saliva (Sognnaes and Shaw).23 

The nutritional status can inBuence the in
tegrity of the various periodontal struc
tures21 and no one questions its importance 
in maintaining their health. 

In practice, the best proven way of in
creasing the resistance of the teeth and 
preventing dental caries is by the addition 

of Buoride to drinking water and the topi
cal application of Buoride. Although other 
methods of prevention on a mass scale have 
been attempted in recent years, none has 
proven effective. The information now 
available clearly indicates that fluoridation 
of public drinking water leads to a signifi
cant decrease in dental caries. The ob
served reduction in the incidence rate of 
decayed, missing and filled teeth (DMF) 
among children drinking Buoridated water 
has varied between 30 and 70% in different 
studies. In general, the magnitude of the 
reduction is inversely related to the age 
at which the fluoridated water is first regu
larly consumed. The caries-preventive ef
fect is comparable to that seen in popula
tions drinking naturally Buoridated water.'' 

Most foods contain Buoride at a level of 
0.2 to 0.3 parts per million (ppm) as con
sumed, except for seafoods and tea which 
contain considerably more. In this country 
about 3,500,000 people drink naturally 
fluoridated water. Excessive intake is 
known to result in mottled dental enamel 
in children and, when taken in very large 
amounts over long periods of time, in skele
tal Buorosis in both children and adults. •• 
No confirmed deleterious effects have been 
observed in the United States.'" 

The ideal vehicle for dietary Buoride 
should be such that its consumption is self
limiting, it is easily and cheaply available, 
and it is readily accessible to regulatory 
control. The Buoridation of communal 
water supplies meets these qualifications 
and is, in principle and in practice, the 
most effective approach to caries preven
tion on a large scale. The adjustment of 
the Buoride content of drinking water to 1 
ppm in temperate climates (or about 0.7 
ppm in hotter areas) appears to provide an 
optimal intake. • This amount results in 

• Recently consideration was given to a plan to 
include Huoride in mille formulae fed to infants 
living in areas where Huoridation of community 
water supplies was not practiced. This plan was re
jected as unsafe, since positive control of intoxica
tion under these circumstances was not believed 
possible."' 
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signi6cant reduction of caries without evi
dence of toxicity."• 25 To achieve maximal 
caries-preventive effect, fluoride should be 
ingested during that time when th.e teeth 
are in the formative stage and throughout 
the caries-susceptible years. This ingestion 
must cover a period from the fourth month 
in utero (when the first deciduous central 
incisors begin to calcify) to the age of 18 
years. 

Studies of children who have drunk arti
ficially-ll.uoridated water for periods up to 
10 years have failed to disclose any evi
dence of adverse effects on growth, or gen
eral health and well-being, or any changes 
in skeletal density or rate of skeletal ma
turation." Twenty-six million people in the 
United States are currently drinking artifi
cially fluoridated water. Fluoridation of 
communal water supplies is a safe and ef
fective means of caries control and should 
be extended to as wide a segment of the 
population as possible. 

In areas where fluoridated water is not 
available, the topical application of a 2i 
solution of a fluoride to the crowns of the 
teeth, soon after the teeth are erupted, 
should be substituted. Many studies indi
cate a 40% decrease in the dental caries 
attack rate after such applications. Evi
dence available suggests that the reduction 
of caries is related to lowered solubility 
of ll.uoridated enamel in acid. 

Regulation or restriction of intake of 
carbohydrate serves not only to foster ade
quate nutrition but also to withdraw the 
substrate from which bacteria form de
calcifyin~ acids. If strictly enforced, it also 
reduces the numbers of lactobacilli, which 
are used by many as an index of caries 
activ\ty. 

There is increasing evidence that be
tween-meal eating and the frequency of 
eating are related to the dental caries ex
perience of children. Gustafsson et al. •• 
conducted a well-controlled study of dental 
caries and observed that a group of pa
tients who received a diet high in fat and 
very low in carbohydrate, and practically 
free from sugar, exhibited low caries ac-

tivity. When refined sugar was added to 
the diet in the form of mealtime supple
ment, there was still little caries activity. 
In the same study, when caramels were 
given between meals, there was a signifi
cant increase in the numbers of new carious 
lesions. It was concluded from these studies 
that dental caries activity could be in
creased by the consumption of sugar, if 
the sugar consumed was in a form easily 
retained on the tooth surface. The more 
frequent the latter form of sugar was con
sumed between meals, the greater was the 
tendency for an increase in dental caries. 

Mack'" studied a group of institutional
ized children who were receiving an ade
quate diet. These children received sugar 
at mealtime only. She studied the effect of 
further additions of carbohydrate to the 
diet in the form of candy. This did not 
significantly increase dental caries activity, 
but the children did not receive candy be
tween meals and they were encburaged to 
brush their teeth after meals. 

Potgieter et al. ' 0 surveyed the dental 
status in relation to diet as determined from 
records of weekly food intake of 864 Con
necticut school children. Children who con
sumed more fruits and vegetables and who 
had better diets had a lower incidence rate 
of decayed, missing and filled teeth. The 
frequency of between-meal snacks also 
showed a slight positive relationship to the 
dental caries activity. 

Dental caries does not often occur when 
the daily food intake contains no refined 
sugar and only minimal carbohydrate. 
When caries-susceptible individuals are 
given a low-carbohydrate diet, lactobacilli 
rapidly disappear from the oral cavity, and 
in many individuals it has been found that, 
after reducing the salivary lactobacillus 
counts by the use of a restricted diet, the 
carbohydrate intake can be gradually in
creased without a return of the previously 
high lactobacillus count. It is not necessary 
to restrict carbohydrate intake in highly 
susceptible patients as long as the lacto
bacillus count remains low. Counts of 
10,000 lactobacilli per milliliter of saliva. 

• 
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or higher, are an indication that these or
ganisms are sufficiently active to present a 
threat of development of caries. 31 

Although a low-carbohydrate diet may 
provide sufficient nutrients for the average 
individual, it is not consistent with con
temporary eating habits in children, may 
cause ketosis, and is extremely difficult to 
maintain. Furthermore, the necessity of a 
diet which restricts not only simple sugars 
but also complex carbohydrate is not clear, 
because, in the joint report of the Council 
on Dental Health and the Council on Den
tal Therapeutics of the American Dental 
Association, it was concluded that starchy 
carbohydrates are of minor importance in 
the development of caries. In any case, this 
is therapy and not prophylaxis." Further
more, pediatricians have questioned the ad
visability of restricting some of the starches 
as well as sugar, fearing that such a diet 
might not only be calorically inadequate but 
also cause emotional strain in some children. 

The recommended diets' can provide 
the daily allowances of nutrients recom
mended by the Food and Nutrition Board 
of the National Research Council. The 
daily intake of carbohydrate is restricted 
to 100 gm for 2 weeks. Mter this 2-week 
period starch is reintroduced. This proce
dure produces a rapid change in the oral 
flora, characterized by a marked reduction 
in the number of acidogenic bacteria. It is 
not meant to be a permanent regimen, but 
one to be followed for a short period of 
time and for a special purpose. 

It is worth remembering that special 
dietary programs have other implications 
in childhood. If a child is compelled to eat 
a diet that is different from that of the 
other children, even in his own home, and, 
if the diet is different from the school meal, 
other children will make life miserable for 
the child in question. The result may be 
damaging to the sense of security. This 
factor should be carefully considered in re
lation to whatever advantages may be ob
tained by special diets. It is difficult, be
cause of ready availability, to completely 
withhold candy from children. It would 

seem better to provide some candy in the 
home, to be eaten at the end of a meal, 
rather than to deny it completely. Further
more, highly concentrated sources of re
fined sugar, such as candy, given after 
meals are apparently less apt to produce 
caries than if given between meals. 

A number of investigators have reported 
on the decalcifying effect of acid beverages 
(made effervescent by addition of carbon 
dioxide or acid by addition of phosphoric 
or citric acid). McCielland,33 in 1926, re
ported that the presence of a pH of 3.5 
and below, even if existing for only a few 
minutes, is a potential source of damage 
to teeth. West and Judy," in 1938, stated 
that "when an individual places a piece of 
ordinary acidified candy in his mouth and 
allows it to dissolve slowly against his 
.teeth, the concentration of the solution at 
the surface of the candy will be very high, 
with a pH in the region of 3.4." 

Restarski et al.,>• in 1945, reported: ·In an 
initial experiment some extracted human 
teeth were immersed in a common ... bev
erage. When first inspected after 2 days 
Immersion, the enamel surfaces were found 
to be grossly decalcified. Severe destruction 
of the enamel on the molars of 200 white 
rats was produced by allowing the animals 
to drink the popular soft beverage for 
periods of 5 days or more." However, none 
of this relates directly to caries in human 
subjects, and the weight of evidence indi
cates that carbohydrates taken in liquid 
form are less destructive than those used 
in a viscous or solid form. 

The role of simple dental hygiene, such 
as toothbrushing, in prevention of dental 
caries, while generally accepted, has not 
been exempt from the type of questioning 
directed at many other wide-spread hy
gienic measures. Nevertheless, few dentists 
or physicians fail to support the practice of 
proper brushing of the teeth. 

Whether or not prepared dentrifices are 
more effective than simple brushing with 
water is, at present, the subiect of con
troversy. Nevertheless, as both the lay pub
lic and physicians are targets for consid-

J 
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erable advertising by manufacturers of 
dentrifices, it seems worth including a sum
mary of the report on this subject'" made 
by the Council on Dental Therapeutics of 
the American Dental Association: 

A dentifrice is a substance used with . a 
toothbrush for the purpose of . cleansing the 
accessible surfaces of the teeth. Commercial 
dentifrices are available in the form of paste, 
powder and liquid .... 

However, the evidence to date indicates 
that, when such dentifrices are employed as 
adjuncts to supervised toothbrushing in con
trolled clinical investigations, their superiority 
over conventional dentifrices has not been 
clearly established. 

Controversial evidence concerning the possi
bl., usefulness of dentifrices containing urea 
and dibasic ammonium phosphate is reviewed 
in numerous publications. 

Some control of dental caries has been re
ported in controlled and supervised studies of 
the use of a penicillin dentifrice. Other studies 
have failed to reveal the same amount of use
fulness from this dentifrice. It has not been 
shown that the unsupervised use of a penicillin 
dentifrice by the general public will result in 
a reduction of the incidence of. dental caries. 0 

There is a slight increase in the number of 
penicillin-resistant organisms in the mouths of 
the users of penicillin dentifrices. 

Dentifrices containing chlorophyll derivatives 
have also been placed on the market. There is 
some evidence that the use of a chlorophyll 
derivative in a dentifrice increased the 
rate of improvement of gingivitis in a special 
group of children under observation, but this 
effect was transitory. Other investigators have 
not been able to observe significant beneficial 
effect from the use of a "chlorophyll" dentifrice. 

Certain new foaming agents have recently 
been incorporated into tooth pastes, and some 
of these dentifrices have been promoted with 
greatly exaggerated claims for "antienzyme" 
and "antibacterial" activity. Evidence in sup
port of these claims is controversia~ and the 
usefulness of these dentifrices in caries control 
has not been adequately established. 

0 No mention was made in this report of what 
may be a real hazard in the use of this type of 
dentifrice, that is, the possibility of sensitization of 
the individual to penicillin with consequent un
pleasant or even dangerous side effects."· • 

A paste dentifrice containing stannous fluor
ide has appeared on the market in some parts 
of the country. The inclusion of other fluoride 
salts in dentifrices has not been demonstrated 
to be beneficial. The published evidence con
cerning stannous fluoride in a dentifrice is still 
too limited to form the basis of a reliable 
evaluation. 

Adequate dental supervision by a den
tist seems to be an accepted health prac
tice in most American communities, and 
there is little question that dental supervi
sion can play a part in caries prevention. 
While there are now a limited number of 
specialists in pediatric dentistry (pedodon
tics), supervision must usually be obtained 
from dentists not limiting practice to chil
dren. The pediatrician can recommend that 
toothbrushing start at about 24 months of 
age and also that dental visits begin at 
between 24 and 30 months of age. Then 
the denti~t will have the opportunity to 
give t:ounsel in general hygiene and also 
to search for remediable oral pathology. 

The pediatrician not only sees children 
before the dentist but also is able to care 
for their total health needs. Therefore, it 
would seem wise to encourage pedia
tricians to learn more about the dental 
care of children, and, at the same time, to 
urge dentists to learn more about the gen
eral health problems of children. There 
seems to be need for co-operation between 
dentists and pediatricians; this should be
gin in the medical and dental schools. The 
dental faculty should have an opportunity 
to teach the etiology and treatment of 
dental pathology to medical students, and 
conversely, dental schools should have a 
place in their curriculum for the pediatri
cian to teach those aspects of pediatrics 
which relate to dental problems. Pediatric 
hospitals and children's services should 
have dentists in attendance, and attempts 
are now being made to have dental interns 
in pediatric hospitals. 

SUMMA~Y 

As dental caries is primarily a disease of 
childhood and appears to be at least in 

• 
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part preventable, the pediatrician is obliged 
to be interested in this problem and can 
play an important part in prophylaxis. 
Present know!edge indicates that the most 
effective prevention available is the con
sumption of fluoridated drinking water 
containing a concentration of fluoride ap
propriate to the environmental tempera
ture. Reduction of the intake of refined 
sugar both in amount and frequency has a 
beneficial effect on caries control. The pre
scription of diets essentially devoid of all 
sugars should be used to stem the progres
sion of rampant caries. That this regimen 
would be as effective when complex carbo
hydrates are permitted and only refined 
sugar prohibited has been indicated by 
some studies. However, any highly re
stricted program must be considered thera
peutic and not preventive and should be 
under pediatric supervision. 
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NiJlional Ollice 

STAT~':F:!IT 01< THE CHILDREN'S DENTAL HF..ALTH ACT OF 1971 
700 North Rush Slreet 
Chicago, Illinois 60611 
(312, 787-(1977 Submitted to the Senate Subcommittee on Health 

Senator F'.chmrd Kennedy, Chairman 

by !'irs. ~-lalter G. K:i.mnel, Coordinator of Le!Jislative Activities 
!\ational PTA 

July 15, 1871 

On bo!lalf of htional PTA, ue appreciate this opportunity to express 
our long stanclin~ and continued concern for the general health of all 
children, including dental care. Our PTA ;.:anual, directing the work of 
all local units carries tho follouing suggestion, '~ilork for the nuoridation 
of the loc!'l central water supply and for all other means of reducing dental 
caries, inclucline; topical applications of nuoride, goo<.l nutrition and 
regular dental checks." 

Also, many years ago the :·:ational Board of ;.lanagers of the >lational PTA 
adopted tho following statement. "Since nuoridation of the water supply, 
one part in a million, has been sho1m to reduce dental decay by one half, 
PTA's should be encouraged to interest themselves in maldne; this health 
measure available to the children in their communities." Probably updated. and 
improved statistics are now available on the effectiveness of nuoride, 
hot<ever, He are told that co!7lll!Ulli ties containing 57)' of the nation 1 s population 
do not have nuoridated water. Our support of nuoridation has remained strong 
through the years and we continue to uro;e our people to work for nuoridation 
in their 01m coJ11111Urlities. Passage of this act would provide financial 
assistance in their effort. 

lie are aware of the hir,h rate of dental caries among children, aml that 
dental defects and disease in children pose a substantial national health 
problem. The damage to the child 1 s emotional health, due to dental nee;lect 
is also of concern. ~ecently a Juvenile Court Judge commented that it 
seemed to him the two most col1Jll1on factors aMOng children in trouble were 
that they couldn't read and they had bad teoth. hlmittedly, this doesn't 
prove anthing, but it said somethiTJ~ to him. Hillions of children in this 
country need. dental care, both preventive and corrective, that is not 
available to then - Mainly for econo~~c reasons. We hope sincerely that 
this situation can be chan~ed through federal, state, local and private funds 
and effort. 

Thank you for receiving our viet-rs. 
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Honorable Edward M. Kennedy 
Chairman, Health Subcommittee 

July 16, 1971 

Senate Labor and Public Welfare Committee 
United States Senate 
Washington, D. C. 

Dear Mr. Chairman: 

am writing you to indicate the support of the AFL-CIO for S. 1874. 
This bill would authorize the Secretary of the Department of Healt~, 
Education and Welfare to make grants to pay for part of the cost of 
providing comprehensive dental services for preschool and school age 
children from low-income families. Secondly, the bill would provide 
grants to assist communities in developing water treatment programs to 
reduce the incidence of oral disease. Lastly, S. 1874 would proviGe 
grants to train dental auxiliaries as well as to support programs to teach 
dental students and dentists the efficient and effective use of such 
auxiliaries and to train them in the team approach to delivering dental 
services. 

Almost 50 percent of all children under the age of 15 have never 
been to a dentist. The need is greatest among poor families where 70 percent 
of the children have never seen a dentist. Dental disease and the need 
for adequate dental services is a general problem affecting the entire 
population but exists in its most acute form among low-income families. 
The AFL-CIO therefore favors a broad national dental program to implement 
the concept that dental care is a right for all children, as provided by 
the National Health Security program (S. 3) introduced by yourself and 
Senators Cooper, Saxbe and many other of your distinguished colleagues. 
However, until such time as a comprehensive health program can be enacted, 
S. 1874 is a step forward. 

The grant programs for fluoridation and for the training of dentists 
and auxiliary personnel in the team approach to delivering dental care are 
most important. Fluoridation will substantially reduce dental disease. 
The training of dental auxiliaries will help relieve the shortage of dentists 
so that all Americans will eventually be able to receive all the dental care 
they need. 

• 
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Honorable Edward M. Kennedy. 7/16/71 

Our principal criticism of the bill pertains to the amounts 
authorized for these vital programs. We think the funds authorized 
under the bill should be substantially increased. 

We urge speedy enactment of s. 1674. 

Sincerely yours. 

cc: Honorable Warren G. Magnuson 

64- 999 0 - 71 - 10 
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Sec. II - 13 

FLUORIDATION 

WHEREAS, Fluoridation has been approved by the American Medical 
Association, the American Dental Association, the American Hospital 
Association, the American Association for the Advancement of Science, 
the U.S. Public Health Service, the l'lorld Health Organization, 

RESOLVED, That this Convention reaffirm AFL-CIO support to 
fluoridation of wate~ supplies, and be it further 

RESOLVED, That the AFL-CIO Executive Council continue to keep 
abreast . of developments in the fluoridation program. 

r 

Adopted Fourth Constitutional Convention of the AFL-CIO, 
Florida, December 13, 1961 

oeiu 12 - afl-cio 
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THE ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFICERS 

WASHINGTON OFFICE-SUITE 61, 128 CST., N.E., D.C. 20002 
TELEPHONE: (202) 547·3470 

July 14, 1971 

Honorable Edward M. Kennedy, Chairman 
Subcommittee on Health 
Senate Committee on Labor and Public Welfare 
U. S. Senate 
Washington, D.C. 

Dear Senator Kennedy: 

It is the intent ot this letter to apprise you ot the Association ot 
State and Territorial Health Officers' support ot s. 1874, the Children's 
Dental Health Act ot 1971. In our view, all tour provisions ot the bill 
will contribute to alleviating the costs and disabling effects ot dental 
detects and disease. 

It is particularly heartening to note that the emphasis ot this pro
posal is placed on dental care tor children. I need not point out that 
prevention is the cornerstone ot our state public health programs and ade
quate attention to dental health needs ot children will assuredly prevent 
tuture unnecessary dental disease and the expenses attendant to the correc
tion thereof. Preventive procedures which obviate remedial procedures are 
a saving. State health departments are vitally interested in dental health 
and almost all have dental care programs. These programs are concerned 
primarily with the low income group to which S. 1874 is addressed. None ot 
our states' programs are currently meeting tully the need, and the added 
support proposed in this bill would provide greatly needed support. It 
would be the hope ot the ASTHO that these grants be made to or through the 
state health department so that the necessary coordination could be assured 
and maximum accomplishment obtained. I am advised by both Dr. Charles Gish, 
Director, Division ot Dental Health, Indiana State Board ot Health, the 
immediate past president ot our attiliate ot Dental Health Directors; and 
the current president, Dr. John K. Peterson, Director, Division ot Dental 
Health, North Dakota State Department ot Health, that in their own and their 
Association's opinion, the sheer magnitude ot the dental health problem 
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indicates the need for a concerted childrens 1 dental health program in order 
to begin an orderly attack on this problem. 

State health departments have long supported programs to provide fluo
ridated water to communities in the respective states, I take pride in the 
fact that sane of the earliest studies which proved the efficiency of this 
procedure were done in my own state, by the New York State Health Department. 
Despite our best effort 1 there remain great opportunities to expand fluo
ridation programs to protect persons using a public water supply. For example , 
consolidated school districts where perhaps several hundred children receive 
their elementary and secondary education coul.d provide fluoridated water for 
these children when it woul.d be virtually impossible to so treat hundreds of 
individual water supplies in~their residences, The support for fluoridation 
programs included in s. 1874 woul.d be of great assistance to our efforts. 

Both the provision to help in increasing the number of dental auxiliaries 
and the provision to help develop dental care programs so as to utilize this 
resource more effectively are worthy of support. 

Thank you for your consideration of the views or the ASTHO in respect to 
this legislative proposal, It woul.d be appreciated if this letter coul.d be 
made a part of the hearing record relative to s. 1874. 

Yours trul.y 1 

~s~~ Q 
Hollis S. Ingraham, M.D. 
President 
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AMERICAN PUBLIC HEALTH ASSOCIATION 
1015 Eighteenth Street, N.W., Washington, D.C. 20036 

July 14, 1971 

The Honorable Edward M. Kennedy, Chainnan 
Subcommittee on Health 
Senate Committee on Labor and Public Welfare 
4230 Senate Office Building 
Washington, D.C. 

Dear Mr. Chairman: 

I am pleased to infonn you and your Committee of the support of the 
American Public Health Association of S. 1874, the Children's Dental Health 
Act of 1971. The severity of the problem of dental defects and disease of 
our population have been well documented and made a matter of public record. 
Knowledge of methods and procedures whereby this toll could be markedly 
diminished has been available, especially in the case of fluoridation, for 
decades. Since the 1950's the APHA has repeatedly urged fluoridation, at 
optimum levels, of community drinking water supplies. These positions., urged 
by APHA's Governing Council, were enunciated in 1950, 1955, 1956, 1959 and 
finally in 1969 when the Governing Council adopted a policy resolution 
especially pertinent to that portion of S. 1874 related to fluoridation as 
follows: 

National Fluoridation Act 

"Improvement of dental health, elimination of dental manpower shortages, 
and dental care of the indigent are problems which are national in scope 
and require national solutions. 

"Community water fluoridation is a proven effective measure for preventing 
tooth decay. Since fluoridation cuts tooth decay by two-thirds, the 
costs of initial and maintenance dental care for children in fluoridated 
communities are one-half of such costs in comparable nonfluoridated 
communities. The effectiveness of fluoridation does not depend on family 
income, education of parents, or on the availability of dentists. 

"Although nearly a quarter of a century has passed since Grand Rapids, 
Mich., first adjusted the fluoride content of its water supply to the 
optimum level for better dental health, almost half of the nation's 

WASHINGTON SAN FRANCISCO BIRMINGHAM 
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population with public water supplies does not have access to this 
proven public health measure. 

"The effectiveness of financial assistance in bringing about community 
fluoridation has been demonstrated. Utilizing dental health formula 
grants, tunds for ·fluoridation equipment offered on a matching basis 
to small communities resulted in the fluoridation of a great number of 
communities within a two-year demonstration period. 

"Incentives to initiate fluoridation would make possible substantial 
progress tovard the fluoridation of all public water supplies in the 
United States and greatly improve the dental health of the nation. 

"Universal fluoridation could cut the ultimate annual costs of ccmpre
hensive dental care for children by more than 50 percent. 

"The American Public He&lth Association recamnends adoption of legis
lation to provide federal grants to state health departments for a 
grant-in-aid program to assist communities to initiate and maintain 
fluoridation programs." 

The APHA supports, too, that portion of S. 1874 which would provide project 
grants for the dental care of children. This provision of the bill would be 
a start toward the program urged by our Association. Adopted in 1966 , this 
policy resolution reads as follows: 

A National Dental Health Program for Children 

"The protection of children against the ravages of dental disease by 
using ever;y proven dental health measure lmovn could, within a generation, 
be reflected in higher levels of dental health among young adults. 

"The American Public Health Association urges that a national program of 
dental health for children be developed so as to meet the total dental 
health needs of all children. 

"The full range of available preventive measures, including adjusting 
the fluoride content of all communal water supplies, should be 
applied. 

"Due consideration should be given to the development and mBJdmum 
use of auxiliary dental personnel, 

"State and local health departments should have. a major role in the 
administration of the program." 

In many respects a properly deployed, adequate supply of health manpower 
would go far to solve this nation's health care crisis. Inherent in this 
premise is the advisability, if indeed not the necessity, to utilize to the 
fullest the talents, training and experience of the respective members of 
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the health professions te8111. The advantages and the improved efficiency 
ot the dental practitioner through cooperative use ot the dental hygienist, 
the dental technician, and the ehairside assistant have been well established. 
The provisions ot s. 1874 which vouJ.d (a) stimulate the training ot added 
numbers ot auxiliary dental personnel and (b) pranote the etteetive use of 
these personnel are in the judgement o:f the APiiA worthy o:f support. 

On behalf of the APHA, ma;y I express our appreciation tor this opportunity 
to present this Association's views on s. 1874 and request that they be made 
a part ot the hearing record on this legisle.tive propose.l, 
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Record Statement of the 
American Dental Hygienists' Association 

On s. 1874 
"THE CHILDREN'S DEN'l1\L HEALTH ACT OF 1971" 

Before the Subcommittee on Health 
Committee on Labor and Public Welfare 

u.s. Senate 
July 12, 1971 

The Children's Dental Health Act of 1971 has special signifi
cance to members of the American Dental Hygienists' Association 
in that the early dental hygiene practitioners functioned 
primarily to improve the dental health of children by providing 
preventive and educational services in the public schools 
of Bridgeport, Connecticut. Today, though most dental 
hygienists in the country are employed in dental offices, 
several states are endeavoring to maintain the school dental 
health program, utilizing the skills and services of dental 
hygienists. 

The American Dental Hygienists' Association vigorously endorses 
this specific legislative authority for dental health. We 
earnestly hope this initiative will be supported by this 
Committee because it addresses the major problems associated 
with dental disease in this country, problems which have been 
identified by the American Dental Association and the American 
Association of Dental Schools before congressional committees. 

We are aware of previous congressional support for the imple
mentation of pilot dental care projects for needy children as 
recommended by the American Dental Association and are certain 
the efforts of the Congress greatly enhanced the reality of 
the few projects that currently are underway. We believe, 
however, that the existence of an independent statute contain
ing appropriate funding levels on a five-year graduated basis, 
as set forth in s. 1874, will give far greater impetus to 
efforts to provide comprehensive dental health care and services 
to pre-school and school age children from low-income families 
or to those children Who are unable to obtain such care. We 
are especially pleased to note the inclusion in s. 1874 of 
preventive services, including dental health education, and 
treatment as part of a comprehensive program to elevate the 
dental health status of these children. 
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Other features of s. 1874 also are highly desirable, such as the 
Federal grant program to assist in fluoridation of community 
or public elementary or secondary school water supplies and 
a specific grant authority to assist institutions in carrying 
out programs to educate and train dental auxiliaries. In this 
regard, the availability of a substantially broader level of 
Federal support would greatly aid in narrowing the gap between 
the supply and demand for competent, well-qualified dental 
auxiliaries in terms of both existing and projected shortages. 

Along these lines, we are equally interested in aspects of exist
ing and proposed Federal legislation that would support expanded 
utilization of dental auxiliaries. Recognizing the value of 
effective dental auxiliary utilization to the practicing dentist, 
the American Dental Hygienists' Association has encouraged 
curriculum change in schools of dental education to include a 
program designed to educate dental students in effective 
utilization of dental hygienists. We therefore strongly support 
the development of dental team management programs which 
include experience in utilizing dental hygienists Who perform 
both traditional and expanded duties. In our view, the 
availability of project funds at the levels indicated in s. 1874 
would best achieve the objectives of more efficient, effective 
dental auxiliary utilization in order to increase the delivery 
of dental care and services to a greater segment of the 
population than previously has had access to such care. 
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CASIK.IR R. SBEFT. D. D. 8. 

ua LBXJNOTON A.VBNUB 

PAtii!IA.lC, NBW JE:RSEY O'JOISS 

The Honorable Senator Edward Kennedy 
Chairman 
Senate Health Committee 
United States Senate Office Building 
Washington, D. C. 20510 

7"79·88811 

July 14, 1971 

Dear Senator Kennedy and Members of the Senate Health Committee: 

On behalf of the New Jersey Council Opposing Fluoridation, Inc., repre
senting fifteen hundred people, I would like to submit the following testimony 
to be placed in the Record of the Hearings being held currently by your Com
mittee on Health on Senator Warren Magnuson's omnibus dental health bill 
S-1874 entitled "The Children's Dental Health Act of 1971." 

The New Jersey Council Opposing Fluoridation, Inc. is strongly opposed to 
Section 1002 of S-1874 which proposes federal grants of 15 million dollars to 
assist communities wishing to fluoridate their water supplies. 

Since sodium fluoride is defined in the dictionary as "a colorless cry
stalline, water soluble poisonous solid, used chiefly in the fluoridation of 
water, as an insecticide, and as a rodenticide" (Random House Dictionary, 
p. 1352) and in The Encyclopedia Americana (Vol. 25; p. 221) as 11 , •• a 
poisonous insecticide for poultry and dogs," if Section 1002 of Senate Bill 
S-1874 is approved, it would in effect make the Federal Government an accessory 
to the perpetration of the worst and most dangerous type of water pollution. 

I am a summa cum laude graduate of the University of Maryland Dental School 
(Class of 1944) and a member of the American Dental Association. I am also a 
member of dentistry's highest honor society, Omicron Kappa Upsilon, and have 
achieved many honors. 

I, like you, gentlemen, have a strong humanitarian inclination--which is 
evidenced by my donating twenty years of dental service to the children of an 
orphanage; six years as an elected member of a Board of Education (two years 
of which I was vice president); five years' membership on a Youth Guidance 
Council; and five years of service as a member of a Juvenile Conference 
Committee. My altruism compels me to warn you of the great danger to the 
health of all the people existent in fluoridation. 

For twenty-five years I have been deeply engrossed in a comprehensive study 
and evaluation of fluoridation and have spent thousands of hours in this research. 

Some of the startling true facts--all documented--which bear me out are: 

Sodium fluoride is one of the most toxic poisons known to man--and cannot 
be purchased without a prescription! 
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Van Nostrand's Scientific Encyclopedia (4th Ed., p. 1643) states that: 
11Sodium fluoride is used as a poison for rats and cockroaches." 

The Journal of the American Medical Association (Feb. 10, 1951) reported: 
"Fluorine also tends to accumulate in the bones leading to hypercalcifica
tion (over-calcification) and brittleness. Ligaments and tendons also 
become calcified. Serious symptoms may ensue such as loss of mobility 
of joints, easy fracture and pressure on the spinal cord. Other effects 
include decreased blood clotting power; and in women, painful menstruation, 
lowered birth rate, high incidence of fracture, thyroid alteration and 
11 ver damage . " 

The British Medical Journal (Oct. 25, 1963) reported that: "Sodium 
fluoride destroys certain enzymes of the body, and so upsets normal 
metabolism. Laboratory evidence showing that sodium fluoride in minute 
amounts (one-tenth of the 'recommended' one part per million for humans) 
appreciably depressed the growth of human cells." 

Two British scientists, Dr. Roger Berry, fellow in radiobiology, and 
Wilfred Trillwood, director of pharmaceutical services at Oxford United 
Hospitals--after experiments lasting two months, found laboratory evidence 
that human cells are kiiled by sodium fluoride one-twentieth the strength 
of fluoridated drinking water!! (Canadian Intelligence Service--Supple
mentary Section, Vol. 14, No. 2, Feb. 1964) 

"The plain fact that fluorine is an insidious pois.on, harmful, toxic and 
cummulative in its effect--even when ingested in minimal amounts--remains 
unchanged no matter how many times it will be repeated in print that 
fluoridation of the water supply is safe." .(Dr. Ludwik Gross, M.D., Chief 
of Cancer Research of the V.A.) 

Dr. Alfred Taylor of the Biological Institute of the University of Texas, 
found that sodium fluoride even in such very ·low levels as one part in 
20 million stimulated the growth of cancer cells in mi.ce and embryonated 
eggs. ("Proceedings of the Society for Experimental Biology and Medicine," 
Vol. 119, p. 252, 1965) 

A study by R. Herman reported in 'Proceedings of the Society for Experimental 
Biology and Medicine" (Vol. 91, p. 189, 1956) tells us that fluorine was 
found.in 8 out of 10 urinary tract stones in concentrations up to 1800 ppm. 
Dr. Alfred Taylor also found urinary bladder stones developing in his 
laboratory animals which were on fluoridated water. This condition had 
never before been observed in his experimental animals--which indicates 
that fluorine is related to the formation of at .least some type of bladder 
stones. 

Radioactive strontium 90 (from H-Bomb fallout) combines with accumulated 
fluorides in the body and precipitates as the highly insoluble Sr 90 F2 
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within the body. This means that the rate at which the strontium 90 is 
excreted or thrown off will be even slower than ordinarily occurs. ("The 
Biological Hazards of Stronitium 90 and Fluoridation" by Dr. J . Kerwin: 
Dental Digest, Feb,, 1958) 

Epidemic skeletal malformations have been reported among people drinking 
water containing as little as 0.8 ppm. of fluoride in Lebanon. (Archives 
of Environmental Health, May, 1963) 

One percent of children under ten years of age and pregnant women could not 
tolerate even the low-level dosages of fluoride that have been recommended 
by public health officials. (Feltman and Kosel: The Journal of Dental 
Medicine, Oct., 1961) 

Independent studies by at least six groups of scientists have shown that 
fluoride causes hardening of the arteries even in young persons. (Dr. P. 
Zanfagna, M.D.; International Society for Fluoride Research) 

Abnormal bone and osteomalacia is produced when fluoride supplements are 
given without a concomitant calcium supplement. (Dr. Jowsey; Mayo Clinic) 

"Fluorides are violent poisons to all living tissues because of their 
precipitation of calcium, They cause fall of blood pressure, respiratory 
failure, and general paralysis. Continuous ingestion of non-fatal doses 
causes permanent inhibition of growth." (The U.S. Dispensatory, 24th Ed., 
pp. 1456-57) 

Fluoridated water aggravates arthritic conditions and is a "potential long
range danger to health." (Dr. William Gutman, M.D.; Flower Fifth Avenue 
Hospital, N.Y.C.) 

Use of fluoridated Ottawa City water in artificial kidney machines was 
accompanied by bone diseases, including pain in the bones, arthritic pains 
in the joints, nerve irritation, knobby growths on some bones and such 
marked dissolution of bone that spontaneous fractures occurred. Ribs even 
cracked under the pressure of breathing. (Dr. Gerald Posen, M.D . , Ottawa 
General Hospital; Jan., 1969) 

Because of its toxicity and danger to health, fluoridation has been rejected 
in Austria, Italy, Spain, France, Sweden, Denmark, Norway and Switzerland. 

The contention that fluorides will harden bone and help reduce the bone 
disease osteoporosis is false! That claim has been discredited and contra
dicted by no less than the illustrious British Research Council in a report 
published in the Medical News (London), on Sept. 26, 1969; and also in a 
report published in the American Journal of Clinical Nutrition (Jan., 1971). 

In October, 1966, the Food and Drug Administration banned the sale of all 
prenatal fluoride products because of the recognized danger to unborn 
babies. If prenatal fluoride ingestion by way of a carefully controlled 
tablet dosage was found to be dangerous, how can it be claimed that the 
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consumption of uncontrolled quantities of fluoridated water by a pregnant 
woman (or anyone) is safe?! 

The ingestion of 2 mg. of sodium fluoride per day is recognized as being 
toxic. This means that people drinking two or more quarts of fluoridated 
water per day are consuming a toxic amount of fluoride--harmful to their 
health. I need not point out that millions of people drink two or more 
quarts of water per day. For example; people working in iron and steel 
foundries, laundries; and ball players; diabetics, etc. Why should this 
real danger to those people be ignored--especially since the fluoride that 
they ingest will not benefit their teeth one iota! (Fluoride is only 
'beneficial' during the formative years of tooth development) 

Sodium fluoride will not boil off, but becomes more concentrated when water 
is boiled down--since it is a salt. This occurs because the given amount 
of fluoride salt remains constant while the quantity of water decreases, 
Obviously, there is great danger in boiling fluoridated water too long. 
Those of us who drink tea, coffee, or soup run the risk of ingesting two 
or three times the 'normal' amount of fluoride, if we allow the water to 
boil down to half or one-third of the original amount. Most serious of all 
is the danger to new-born bottle-fed infants, whose total source of food in 
the first few months of life consists of at least 90% water--which is used 
in the milk formula and juices. Can you see the danger in boiling down 
this fluoridated water for the infant's formula? If a mother starts with 
two quarts of fluoridated water (containing 2 mg. of fluoride) and boils 
it so long that half of it has evaporated, she ends up with one quart of 
water which now contains 2 mg. of fluoride--a toxic dosage!!--rwo milli
grams of fluoride to a six-pound infant is the same ratio equivalent as 
60 mg. to a 180-pound man!!! If this infant happens to be the one out of 
a hundred who is hypersensitive to the poison fluoride, could this daily 
dosage be fatal?? Could this possibly be the cause of Sudden Infant Death?? 
A true scientific investigation of this possibility must be made. 

The claim that fluoridation will reduce tooth decay by 66% is untrue, 
Dental teams from the New York State Department of Education found the 
opposite--50% more dental defects in the fluoridated city of Newburgh than 
the unfluoridated 'control' city of Kingston. The independent New York 
State survey included gingivitis, pyorrhea, and malposition of teeth as 
defects. The fact is that fluoride poisons the tooth structure in the 
formative years; delays eruption of the teeth; does not produce permanent 
benefits to the teeth but merely delays the onset of tooth decay by one to 
three years. Children in fluoridated areas when they reach age 16 tend to 
catch up with the number of DMF (decayed, missing and filled) teeth of 
those in the unfluoridated areas. A fact that cannot be overstressed is 
that nutritional deficiency (not fluoride deficiency) causes tooth decay. 

Even without water fluoridation many people are ingesting toxic amounts of 
fluorides in their food. There are many fluoride-containing foods. 
especially tea and wines . Some of the fluoride-containing foods and the 
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amounts of fluoride they contain are listed in the 1964 issue of "Toxicology 
of Fluorine" as follows: Peaches up to 5 ppm; apples up to 4 ppm; carrots 
up to 5 ppm; spinach as much as 2l .ppm; milk up to 2.3 ppm; and celery 
leaves up to 135 ppm. 

Another way in which we absorb fluorides is through our lungs by way of 
fluoride-polluted air. Automobile exhaust contains hydrogen fluoride, and 
many factories belch tons of fluorides into the air through their smoke
stacks (e.g . , aluminum and steel mills, phosphate and fertilizer plants, 
smelters, etc.) . In European countries fluoride is now being recognized 
as the No. 1 air contaminant--much more damaging than sulfur dioxide 
(which in the past had occupied first place). 

When we brush our teeth with fluoridated tooth paste we may not rinse 
our mouths thoroughly after brushing and swallow some fluoride residue. 

Aerosol spray cans have fluoride in their charge which contaminates the 
air we breathe when we use a deodorant spray or hair spray, etc. 

A widely used surgical anesthetic (Penthrane) contains fluoride--which 
was responsible for at least two reported deaths. 

To further compound the contamination: In fluoridated areas the ·processed 
foods, soft drinks, beer, and fruit punches to which water has been added 
will all contain fluoride . Marier and Rose of the National Research 
Council of Canada, have shown that processing of foods increases their 
fluoride content by as much as 5 times--which together with the fluoride 
intake from drinking water adds up to an estimated total daily intake 
per person of between 2 to 5 mg. of fluoride. This level of fluoride 
intake is recognized as toxic even by the most ardent of fluoridationists. 

In his newscast of October 1, 1970, Lowell Thomas announced that: "Scien
tists at the University of Barcelona in Spain--undertaking to determine 
the cause of death in a million year old Java man ••• their conclusions: 
The Java man said to be an apparent victim of fluorine poisoning." 

A million years have passed, and fluorine is still not recognized as the 
deadly poison that it is: In fact, it is being legislated into millions of 
luckless people--who are misinformed and lulled into believing that it is 
a harmless and beneficial 'nutrient . ' Instead of legislating poisonous 
fluorides into the people, every effort should be made by our government 
and health officials to remove this toxic pollutant from our air, food, 
and water!! 

It is inconceivable that a toxic prescription drug listed as a dangerous 
cumulative proto-plasmic poison could be taken by every citizen from the cradle 
to the grave, sick or well, young or old, and the same dose given to a six
pound baby and a 250-pound man without somebody being harmed: 
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In addition, fluoridation of drinking water is most wasteful and expensive, 
since 99.57. of the drinking water is used for purposes other than drinking; 
such as flushing toilets, washing cars, washing dishes, washing clothes, taking 
baths, watering lawns, and in industrial plants. So 99.57. of the fluoride which 
a community purchases to put into the water supply is 'wasted.' In addition, 
of the 0.57. of fluoride that is actually consumed by people, in the drinking 
water, only 8% of that amount reaches the young children for whom it is intended 
(i.e., those in the calcification stage of tooth development). For all the rest 
of the population (92%) it is of absolutely no benefit--and would be harmful 
ultimately, since 407. of the fluoride ingested daily remains in the body and 
gradually accumulates until a toxie level is reached. This fact was reported 
by Herta Spencer, M.D., and co-workers at the Metabolic Section of the V.A. 
Hospital in Hines, Illinois (Federation Proceedings, 20(2), Abstracts, 1440, 
March-April, 1970). 

An alternative to water fluoridation, which is far more desirable and 
acceptable than water fluoridation, is to subsidize local school districts to 
add sodium fluoride to the milk in the elementary schools from kindergarten 
through the third grade. The fluoridation of milk in the elementary schools 
has the following advantages: 

1 . It would be consumed for only those few years of a child's life when 
it is most beneficial. 

2. Only those children whose teeth are in the formative stage of tooth 
development would receive the fluoride. 

3. It would be administered in the presence of large quantities of 
calcium--which enhances its safety to the health. 

4. A more carefully controlled and accurate daily dosage can be 
administered. 

5. There probably would be no appreciable danger to the health since the 
fluoride would be ingested for only the few formative years rather 
than for a lifetime. 

6 . There would be no opposition to it since it can be made a voluntary 
choice on the part of the children's parents as to whether or not 
their children should take fluoridated milk or plain untreated milk. 

7. Any children allergic to the fluoride could receive unfluoridated 
milk instead. 

8. There would be no expense to the municipality at all since the 
Federal Government would subsidize it. 
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9. The constitutional right of freedom of choice on the part of the 
individual would not be usurped since parents will have the right to 
choose whether or not their children will drink fluoridated milk. 

10. It would not add to the contamination of all of our foods processed 
with water nor create any greater general pollution of our environment. 

I contend that fluoridation of drinking water is not in the best interest 
of the majority; it is not the best nor most sensible method of administering 
fluoride; that it arouses-much opposition; and that it is harmful to many and 
of no benefit to the great majority. 

Therefore, gentlemen, I respectfully request that you carefully reconsider 
Section 1002 of Senate Bill S-1874 and fervently hope that in your sagacious 
wisdom you see fit to delete Section 1002 from this bill. 

Thank you. 

Respectfully yours, 

/'? - • 
'-L-<~-'4-"' ... d:Jo .. ..._._ .... , n . 
Casimir R. Sheft, D.D.S. 
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[From the Alameda (Callf.) Times Star, WednesdB.y, Apr. Ul, 1970] 

TliE .FLUORIDE TliiNG IN Focus--THANXB TO NADER 

It the highly-toxic ftuoride Is not sale in the air-and it Is among the pollutants 
now on the list for ultimate removal from the atmosphere-how can it be 
termed beneficial when introduced Into the human body through ftuoridated 
water suppJ.les? 

The nation's top consumer advocate, Mr. Ralph Nader, came to grips with 
that issue during a press conference In San Francisco, and with hls usual candor 
assailed the Public Health Service for Its unscientific approach to ftuoridated 
water. 

Mr. Nader approvingly quotes Alfred North Whitehead who said: "Beware 
the scientific policy that does not keep open its options for revlslon!' 

The Public Health Service has served notice that fluoride's effect on the 
human body Is a closed issue. The dictum has been made that children should 
have it to prevent tooth cavities, and no power on earth is going to change the 
minds of the bureaucrats. 

At a press conference at the University of Kansas, Mr. Nader raised three 
points on which he bases his corrtention that far from being a closed issue, 
research should be heightened as to the potential deleterious effects of ftuoride 
on the human body. 

As Mr. Nader asks, how does ftuoridated water affect the person who Is 
allergic to ftuoride in even infinitesimal amounts? Added to the intake Via foods 
and air, what is i•ts total ingestion when combined with drinking water? What 
effect might It have when concentrated In water pipes as it has been known to do? 

Although the Public Health Service has not been interested In pressing research 
In these and related fields, this doesn't mean thwt all scientists have been asleep. 
As this newspaper has pointed out on previous occasions, there Is Increasing 
evidence In the scientific community that ftuoride should indeed be kept out 
of the bloodstream. A few countries ban Its use in drinking water altogether. 

Yet the United States Public Health Service, Ignoring the new information 
which pinpoints ftuoride as a public enemy, goes blithely a'long, ordering its 
officials throughout the country to promote its introduction into water supplies. 
PHS serves as a propaganda center for dissemination of articles pooh-poohing 
ftuoridation's toxic quallties, claiming that those who argue for unpolluted water 
are, as Mr. Nader says, "kooks.'' 

As a matter of fact, political realists now acknowledge that for all practical 
purposes, ftuorldatlon of drinking water is on its way out ln this country. Its 
death knell has been sounded by the alert Mr. Nader who did what no one else 
has done-exposed the fallacy of adding It to drinking water while trying to 
keep it out of the atmosphere. 

And we wonder how long it will take President Richard Nixon to realize this 
fact of life and get with It, ordering the Public Health Service to cease Its ftuorlde 
promotion efforts and start listening to evidence of scientists who have been 
wilUng to continue searching for facts? 

No one occupying the omce of President during the 25 years C1f the ftuorida
tion fraud ha,s been exposed to such a volume of evidence against it as has 
President Nixon. Earlier administrations could perhaps have been deceived by 
the ftuoride promoters into going along with the scheme. But on the record, 
In view of the enormous volume of evidence pouring in, as well as the detailed 
coverage of various ftuoride pollution scandals in many sections of the country
the latest in Washington-during the past year, there can be no excuse for Mr. 
Nixon to give aid and comfort to fiuoride promoters. His duty is clear: stop the 
promotion at its source, and then investigate the whole matter of who and why! 

And if he fails to get the message, perhaps Senator Muskle might take 
the initiative in this pollution Issue as he has so brilliantly done ln other cases, 
and bring the practice to a halt. There must be people on the national political 
scene with the foresight and the courage to tackle this issue and bring to an 
end the grim threat of fiuoridation-a threat to people, animals, plantlife and 
the entire agonized environment. 

Do we hear a second? 

64-999 0-71--11 
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(From the Alameda (Call!. ) Times Star, Tuesday, Apr. 14, 1970] 

GOVERNMENT "NOT DoiNG JOB" IN FLUORIDATION REBEABCH-NADER 

A "serious and immediate reevaluation of the fluoridation theory" is overdue, 
Consumer Advocate Ralph Nader declared during a press conference preceding 
his address at the University of San Francisco Sunday afternoon. 

The subject was raised by a question posed by one of the reporters: "How does 
fluoridation of public water systems tit into the pollution picture?" 

His crisp response zeroed in on an issue which until now has not been con
sidered during the pro and con discussions of fluoridated drinking water. Said 
the fiery young crusader: "The urgent consideration is total fluoride ingestion
how much fluoride are people taking into their bodies from fluoride air pollution, 
from soil, from water, from products processed in fluoridated water, from phar
maceuticals, pesticides, herbicides, etc.? 

"The federal government has not been willing to answer that question. No sub
segment of the fluoride problem, whether it is fluoridation of the water supply 
or fluoride pollution, can be scientifically analyzed until we analyze the total 
fluoride intake. This of course focuses the need for a complete reevaluation of 
our policy toward fluorides. 

"The only people who benefit from fluoridation are young children, therefore 
if fluoride is to eliminate cavities, then we should try to find ways to eliminate 
cavities. There is no such thing as being against fluoridation. The issue is how 
to eliminate cavities. If it can be done in other ways, without exposing 80 per 
cent of the population to what is conceivably a series of relative unknowns in 
terms of overall fluoride ingestion from air, food, water, etc, then it sho.uld. The 
Navy is developing other ways. Other groups outside the country are. The prob
lems is, if there is a hardening of the intellectual arteries on this issue, it becomes 
a subject upon which no rationale nor scientiticdiscussion can be deployed. We 
are not going to find the answers." 

Nader charged that "pseudo-scientific handling of the problem by the Public 
Health Service is indicated by one outstanding point: PHS never has responded 
to any scientist-whether of the stature of Barry Commoner, Washington Uni
versity Law School, or anyone elsll--{)n the question, 'Do you have data about 
total fluoride ingestion from all sources, products, etc.?' 

"If they don't have the data and are making no attempt to get it, they are 
performing an article of faith rather than of science, and when it comes to a 
public health measure, we'd better have more science and less faith. A serious 
and immediate reevaluation of the fluoridation theory is in order." 

Sources of the chemical are now far more extensive than the average person 
realizes. Fluoride pollution is involved in some 50 different types of industries. 
And research projects in Canada and the United States have established that a 
person may ingest up to 5 mgs of fluoride daily from food and beverages in a 
fluoridated area, alone. 

This is considered to be in the toxic range by the very authorities who con
tinue to advocate public water fluoridation. and who admit that water fluoridated 
at 1 ppm "poses no safety problem if it is the only source of added fluoride." 
(Letter from HEW, May 31, 1968). This is obviously an impossible proviso in 
view of the steadily-proliferating problem of total fluoride exposure from mul
tiple sources. There is no longer a question of fluoride deficiency-a fluoride excess 
is now the name of the game. 

As reported in a UPI story, Nader called on young people to "find constructive 
self-expression through action to achieve reforms." And "the average citizen 
should support those doing such a job. No longer can citizenship responsibilities 
be delegated. No longer can we look to ideology or charisma to do it-sweat and 
strain was needed. It's a myth that individuals can't change conditions." 
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COMMUNITY WATER FLUORIDATION AND TOTAL FLUORIDE INTAKE 

Viron D, Diefenbach, D,D,S,, Assistant Surgeon 
General u.s. Public Health Service 

In determining the fluoride level for drinking water which will have · 

optimal dental health benefits but no adverse effects , the intake of fluoride 

from dietary sources has been taken into account. Studies have shown that 

the average diets of children and adults provide from one-fif~h to one-half 

milligram of fluoride per day. 1- 6 Further information on adult dietary 

fluoride intake is being obt ained in a current Public Health Service-supported 

study . Atmospheric fluoride has been found to contribute relat i vely little to 

human intake (maximum : .0 . 046 milli_gram p~r day). 7-ll The available fluoride 

from pharmeceuticals, other than from those formulated as fluoride supplements 

for specific and known therapeutic use, is negligible . 12 · 

Because fluorides occur so commonly as natural constituents of water 

supplies , research scientis ts have had a great natural laboratory in which to 

work for several decades. 13- 20 Studies of large numbers of long-time resi

dents have been made in areas of the United States having naturally fluoridated 

water with up to 8 parts per million or more fluoride. In these areas, the 

water was used for drinking , cooking , and food processing . These studies . 

include ten-year medical investigations of large groups of individuals, 

roentgenologic surveys for bone changes , postmortem examinations and chemical 

analyses of tissues, and metabolic assessments. 21 - 32 Extensive research also 

has been done using laboratory animals. 33- 34 Health statistics in high

fluoride and low- fluoride areas have been compared . 35- 36 The findings from 

these studies have provided consistent evidence that , in addition to ail food 

and ambient sources of fluoride, humans may daily ingest water having up to 

at least eight times the amount of fluoride provided by optimally fluoridated· 

water without adverse effect other than mottling of tooth enamel . Mottling, 
37-39 

however , does not result from the use of optimally fluoridated water. _ 
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The Food and Nutrition Board of the National Research Council has stated 

that fluoride is a normal constituent of all diets and is an essential 

nutrient (1968).40 The American Institute of Nutrition has recognized 

fluroidation as a safe, effective, an~ low•cost means of improving nutriti~ 41 

The U. S. Department of Agriculture Extension Service regards fluoridation aa 
42 an important community health benefit. Each of these organi~Rtions ia 

directly concerned with proper nutrition; each endorses community water 

fluoridation. 

In 'recognition of the dental benefits that accrue from fluoridation·· 

benefits which continue in adult life43•45--the United States Army, Navy and 

Air Force provide fluoridated water at all bases where children are in 
~-~ regular residence. For the military personnel who come to the bases at 

an age when water fluoridation is not effective, the Armed Forces have a 

dental preventive program which includes the clinical application and per• 

sonal use of fluorides. 49·Sl 

Dental researchers who are exploring new techniques for combating tooth 

decay are not seeking to supplant water fluoridation. Rather, their successes 

will provide decay resistance for persons who have not had the protective 

benefits of water fluoridation and possibly provide some additional resistance 
52-61 for those who have, However, not all of the new decay preventive methods 

envisioned will be adaptable to public health. 62 

The policy of the Public Health Service on fluorides and fluoridation ia 

founded on extensive scientific knowledge. The Service makes every effort to 

develop, obtain, and evaluate current relevant information by supporting re

search, by reviewing current scientific literature and the popular press, 

and through interdisciplinary contacts with.other governmental and profes

sional organizations. The Service also makes every effort to share what is 

learned through these mechanisms with interested organizations, institutions 

and individualso 

Fluoridation has undergone a nearly constant proc~ss of reevaluation 

since its inception. Detailed reports have been published on all aspects of 

fluoridation from cities in the United States and other countries that have 

been fluoridating for 25 years, and from others with extensive but shorter 



159 

experience. 63 "64 Publications of the National Council and the American 

Association for the Advancement of Science concerning the relationship of 

fluorides to dental health and general health appeared as early as 1942 and 

as recently as 1968. 4"40"65 - 70 

The accumulated dental, medical, and public health evidence concerning 

fluoridation has been reviewed and judged at various times by committees of 

experts and special councils of most of the world's major national health 
. 71-72 organizations, Their findings and conclusions are publ1c information. 

In several of the more than 30 other countries where fluoridation is prac

ticed or planned, commissions have been appointed to obtain and review all 

information relevant to fluoridation and to make recommendations according 

to their findings. Some of these commissions made special efforts to seek 

out and consider the statements of both professional and lay critics of 

fluoridation. Such commissions reported to their respective governments in 

Great Britain in 1952 and 1962; in Canada in 1955 and 1961; in New Zealand 

in 1957; in Australia in 1954, 1963, and 1968; in Ireland in 1960 ; in South 

Africa in 1966; and in Norway in 1968. 73- 83 In July 1969, the delegates to 

the World Health Organization of the United Nations, meeting as a body , con

sidered the Director General's evaluatory report on water fluoridation.
84 

They approved a resolution, co-sponsored by 37 nations, that embodied their 

findings and recommendations, which, like those of the other commissions, 

supported and encouraged fluoridation of community water supplies. 85 

The impressive body of information available concerning community 

water fluoridation and fluorides is constantly increasing and continues to 

support the validity of community water fluoridation as a safe and effec

tive public health measure. 86 There is no evidential basis for questioning 

the medical safety, effectiveness, and practicality of community water 

fluoridation as a public health measure for preventing dental caries . 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 

PUBLIC HEALTH SERVICE 

Refer To: PS, CPB-10 

September, 1969 

RELATIONSHIP OF AIR POLLUTION TO COMMUNITY WATER FLUORIDATION 

Fluoride concentrations in ambient air (atmosphere) pose no problem for 

communities with water fluoridation. 

Ambient fluoride concentrations are routinely measured at all of the 

National Air Sampling Network Stations. The data collected do not support 

claims of hazards from inhaled fluoride to people living in communities . 

with fluoridated ~ater supplies. 

The following statement has been prepared by the National Air Pollution 

Control Administration: 

Assuming that the maximum fluoride concentration of 

approximately 2.0 micrograms per cubic meter, reported 

by the National Air Sampling Network was present continu

ously in the atmosphere of a city having 1.0 ppm fluoride 

in its water supply, intake of this atmospheric fluoride 

concentration could increase the total fluoride intake by 

only five percent. This figure was derived as follows: if 

an individual breathes 0.8 liters per breath at a rate of 

20 breaths per minute for 24 hours per day and lives in an 

atmospheric fluoride concentration of 2.0 micrograms per 

cubic meter, he would absorb 46 micrograms of fluoride in 

one day. This assumes that 100 percent of inhaled fluoride 

was absorbed into the blood stream. 
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Simultaneously he would ingest 1000 micrograms of fluoride if 

he consumed one liter of water containing 1.0 ppm fluoride. Of 

the total intake of 1046 micrograms fluoride from these two 

sources, 46 micrograms (approximately 5 percent) would be con

tributed by inhalation. This small contribution would result 

only under conditions of continous and very high atmospheric 

fluoride exposure and under the unrealistic assumption of 

complete absorption of all inhaled fluoride. 

Data reported by Edward J. Largent (A.M.A. Archives of Indus

trial Health 21: 318-323, 1969) and F. J. McClure and C. A. Kinser 

(Public Health Reports 59: 1575, 1944) give evidence for achieve

ment of a metabolic balance in the human between total intake and 

total output of fluoride . This balance was achieved even in the 

presence of high levels of daily fluoride intake ranging from 

3500 micrograms to 8000 micrograms. In the same article by 

Largent evidence is presented to show that when other sources 

of fluoride were controlled inhalation of high concentrations-of 

particulate or gaseous fluoride resulted in a ready fluoride 

excretion closely related to the concentrations of fluoride in 

the inhaled air. This evidence supports the contention that 

fluoride concentrations in a.mbient air are unlikely to add to 

the total body concentration of fluoride in communities having 

fluoridated water. 

Community Programs Branch 
Division of Dental Health 
National Institutes of Health 
Bethesda, Maryland 20014 

R-10-70 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 

PUBLIC HEALTH SERVICE 

NATIONAL INSTITUTES OF HEALTH 

REPEAT 

Refer: PPB-22 
March 1971 

SWEDEN DOES NOT BAN FLUORIDATION 

Opponents of fluoridation have again circulEted information that Sweden 
has recently banned fluoridation. This is not true. The following are 
excerpts from a letter dated February 19, 1971, from The Swedish Dental 
Federation. 

"To begin with, I would like to state, that the Board has not taken any 
action to ban fluoridation. These rumours are partly~ of tendentious 
statements made by professor Arvid Carlsson, for which he has collected 
some criticism from the -Director General of the Board. 

"The real situation is, that we have by now in Sweden a law, which permits 
the different communities to demand from the National Board of Health and 
Welfare permission to add fluoride to their water supplies. The WHO resolution 
on water fluoridation, upon which Sweden has agreed, requests that the mem-
ber countries should actively recommend water fluoridation. At the same 
time as the Board of Health and Welfare began to consider to take this further 
step, professor Arvid Carlsson started to write articles against water fluori
dation in the newspapers. As professor Carlsson is a consultant to the 
Board of Health and Welfare as well as is professor Yngve Eriksson, the 
Board came in a difficult position. It was, of course, not easy officially 
to neglect one consultant in advantage of the other. 

"So, the Director General of the Board arranged a conference on water fluori
dation in June with some 40 experts on different parts of medicin (sic) and 
odontology. During this conference a great number of situations were dis
cussed, in which one could eventually find a harmful effect of fluoride. In 
no case such effects were even made probable . On the contrary some speakers 
claimed an advantageous effect in cases of osteoporosis among old people. 
Professor Carlsson had to end his plead (sic) against water fluoridation by 
asserting that the epidemiological studies supporting water fluoridation were 
not new and accurate enough -
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"The Director General had started the discussion by stating that it was not 
his intention that the conference should end in any decision or recolllllendation .• 
He had arranged this conference, and intended to arrange a later one on other 
vehicles than water in order to get information on the latest research and 
opinions on water fluoridation before he decided upon the more activ (sic) 
recolllllendation. 

"This later conference mentioned took place last autumn. It revealed mainly, 
that there are today no methods available that are as efficient as water 
fluoridation, although some interesting research work is going on for instance 
concerning illiiiUnisation. 

"The Board of Health and Welfare is now preparing a document on water fluori
dation, which is said to be ready towards the end of this year, 

"It is absolutely not correct as is said in one of the articles cited by 
you that the Board of Health and Welfare has 'discovered that it had no 
really scientific basis for decission (sic) one way or the other'". 

Division of Dental Health 
Preventive Practices Branch 
9000 Rockville Pike 
Bethesda, Maryland 20014 

This information supplements information 
contained in CPB-13, January 1970. 
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THE QUESTION OF ALLERGY TO FLUORIDE AS USED IN THE FLUORIDATION 

OF COMMUNITY WATER SUPPLIES 

A request to the American Academy of Allergy has been made by the United 
States Public Health Service for an evaluation of the question of allergy 
to fluoride as used in the fluoridation of community water supplies. It 
was further requested that such an evaluation include a review of clinical 
reports on allergy to fluoride and express an opinion whether or ~ot such 
reports constitute valid evidence of a hypersensitivity reaction. 

The response to this request has been handled as follows: 
Reports of allergic reactions have been reviewed . First, these reports 
were evaluated in an attempt to determine whether or not there is suffi
cient clinical or scientific information to classify any case of presumed 
fluoride allergy in one of the four major classes of hypersensitivity 
reaction (Type I-IV) (1). These immunologically mediated reactions are the 
anaphylactic or reaginic, the cytotoxic, the toxic complex and the delayed
type of reactivity (1). Second, the reports were evaluated to determine 
whether or not there was sufficient clinical evidence to support the possi
bility that intolerance or allergy to fluorides might occur as one of the 
less-well understood types of drug reactions that may or may not be immuno
logically mediated (2) . 

The reports of fluoride allergy reviewed (3 , 4, 5, 6, 7) listed a wide 
variety of symptoms including vomiting, abdominal pain, headaches, scotomata, 
personality change, muscular weakness, painful numbness in extremities, joint 
pain, migraine headaches, dryness in the mouth , oral ulcers, convulsions, 
mental deterioration, colitis, pelvic hemorrhages, urticaria , nasal congestion, 
skin rashes, epigastric distress and hematemesis. 

The review of the reported allergic reactions showed no evidence that immuno
logically mediated reaction of the Types I-IV had been presented. Secondly, 
the review of the cases reported demonstrated that there was insufficent 
clinical and laboratory evidence to state that true syndromes of fluorid.e 
allergy or intolerance exist. 

As a result of this review, the members of the Executive Committee of the 
American Academy of Allergy have adopted unanimously the following statement: 

"There is no evidence of allergy <Jr intolerance to fluorides as used in 
the fluoridation of community water supplies." 

K. Frank Austen 
M. Dworetzky 
Richard S. Farr 
G. B. Logan 
S. Malkiel 
E. Middleton, Jr. 

February 18, 1971 

84·999 0 - 71 - 12 

M. M. Miller 
Roy Patterson 
C. E. Reed 
S, C. Siegel 
P. P, Van Arsdel, Jr. 
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WATER FLUORIDATION 

SAFETY 

STATEMENT 

From a critical review of the voluminous 

and steadily growing literature on the biological 

effects of inorganic fluoride, no evidence has been 

found of an ill effect of water fluoridation at 

1 ppm in temperate climates. In the United 

States, there are over 10 million people drinking 

naturally fluoridated water at near optimal concen· 

tration or higher. Tl'lese waters have been con· 

sumed by large numbers of people for many 

years. Therefore, an extraordinary and excep

tional reliability is conferred on the safety of 

watE'!r fluoridation because nature in a sen$8 has 

already made the demonstration in hundreds of 

communities where the drinking watP.r naturally 

contains fluoride. Under controlled conditions 

as recommended by qualified public health author. 

ities, the Society of Toxicology finds water fluori· 

dation to be a safe measure. 

Approved by the Council of the 

Society of Toxicology, Inc.• 

October 30, 1968 

• •·p..,.sono .. ho h- condur:ted and published Ol'ig!nel itMI$tigatioos in some phase of towJ<:n!OQV 

and vvho h""" a oontinuing professionAl intenm in thalr field of resear<:h. (To>dt!<>IO!IY i• ~ 

quantitative rotudy of '"• ini .. rinuo ~ of cMml<:al t~nd physical eg&ntt u 00...-1 in ~ 
elteratinn t"f .-ru<:tw"t, func:tion, and - In litring ~. inctudi<111 ,............, of .my.lff 
e~;.of ~-.. 1!¥l8. 
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DEPARTMENT OF HEALTH , EDUCATION, AND WELFARE 

PUBLIC HEALTH SERVICE 

NATIONAL INSTITUTES OF HEALTH 

Refer : PPB-30 

ALLEGED BAN BY F.D.A. ON USE OF FLUORIDE COMPOUNDS 

BY PREGNANT \Qo!EN 

July 1971 

The policy of the Food and Drug Administration, first announced in October, 
1966, does not forbid fluoride preparations to pregnant women.* It does 
forbid selling such preparations with representations, advertising , or label
ing showing claims that such preparations taken during pregnancy will prevent 
dental caries in the offspring. The Administration has judged that there 
is insufficient evidence to support such a claim. There is no question of 
any adverse effect on the mother or child. Procedures for obtaining authori
zation for further use of such preparations in clinical studies are also pre
sented, indicating that there is not a "ban" on ingestion--only on commercial 
sale with claims of benefit. 

The inadequacy of evidence of the usefulness of prenatal fluoride preparations 
does not in any way detract from the proven effectiveness of childhood con
sumption of optimally fluoridated water in providing a lifetime of better dental 
health through reduction of tooth decay. 

Division of Dental Health 
Preventive Practices Branch 
9000 Rockville Pike 
Bethesda, Maryland 20014 

*U. S. Food and Drug Administration {Commissioner): "Oral prenatal drugs 
containing fluorides for human use, " Federal Register, Volume 32, No . 55, 
March 22, 1967 {Title 21, chapter 1, subchapter A, part 3) . 
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U.S, DEPARTMENT OF UEALTII, EDUCATI'ON, AND WEJ.FARE 

PUBLIC IIEALTII SERVICE 

FLUORIDATION AND TilE USE OF FLUORIDATED WATER IN ARTIFICIAL KIDUEYS' 

Recently questions have been raised about the use of fluoridated water in 

artificial kidneys. The Public Health Service would like to issue some 

facts relative to the use of water fluoridation ·as a public health measure and 

.the usa of water containing fluoride and other elements in artificial ~idneya. 

Consumere of public water supplies enriched with minute quantities of fluorid~ 

in order to' prevent tooth decay should not be misled by news articles which 

mention medical problems that may arise from using tap water in the artificial 

kidney. There ie no relationship between the daily consumption of fluoridated 

Vater and the use of such water in artificial kidneys for the treatment of 

patients with total kidney failure. 

The National Institute of Arthritis and Metabolic Dileaae (NIAMD), National 

Institutes of Healih of the Public Health Service 18 responsible for resesrc.!' 

related to ·the .use.of artificial kidneys.· The Nl~ estimates that 1800 

persons in the United States depend upon "hemodialyaia" by artificial kidney 

equipment for the ~reservation of life. These are persons who have suffered 

criticial failure of natural kidney function through disease or accident. 

In hemodialysis, the blood of the patient with kidney failure is passed throuah 
' 

a unit containing permeable tubing or membranes immersed in a water aolutioo 

of special composition: so that blood impurities wUl be removed, During 

thia proce11,· there is •lao transfer of dissolved substances from the water 
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solution into the blood. The dialy~ia techniques 'that hsve been 

developed permit patients to continue such treatments for years, 

Under avera go circumstances such a patient' & blood is ''wa1hed" in 

an artificial kidney two or three times a week for from 6 to .14 hours, 

In this process, in moat cases, about 300 quarts of water to which helpful 

chemicals have been added are used to purify the patient 1 a blood during a 

dialysis session, Thus the patient's bloodstream is exposed to tremendou1 

amounts of wster each week (which amounts in most cases to about 900 quertl), 

In many parts of the country it baa long been necessary to purify the local ~ 

tep water before ueing it in artificial kidneys in order to remov~ iron; 

calcium, magneeium, and other natural or added solutes before its ~ae in . 
dialysis. Such purification may be sccompliahed by distillation or by 

passing the tap water through a special device, not·unlike a water~ 

softener, which "deionizes" it,· In the United State• the overwhelmin& 

majority of dielysis treatmenta 'are given in special hospital center•, 

and most of these are using aucb-.pecially purified w1ter for their 

artificial kidneys. 

The desirable fluoride content of water to· be ueed in dialysis baa 

not been fina~ly determined, Some clinicians have suggested that a tmall 

quantity of f~uoride may counteract to a degree, undeeirab~e bone 

demineralization that occurs in patient• with kidney failure. There are 

also some indications that the absorption bf fluoride during dialysis 

from the approximately 900 quarts of water' used esch week, sn amount of 

wstcr 50 to 100 times the amount of fluid consumed by the aversse person~ 
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can result in increased storage of fluoride in the skeleton. 

Because various solutes may be abaorbed from the water as it ia normally 

supplied during long term dislyaiA, most water used in dialyaia 8hould 

be deionized, 

It should be pointed out again that the need to proceu some water 11upplles 

before therapeutic use in large quantitiell ;in artificial kidneys hau no 

bearing on the ingestion by anygnc of optimally fluoridated water from 

community water supplies. recommended by health authorities •• e medically 

aafe procedure for the reduction of dental ,caries. 

The United States Public Health Service endorses water fluoridation· as 

a safe and effective public health messureiand urgee ell communit~ee to 

make its benefits available to people at the earliest possible time. 

March 1969 

ltf/tfi.,:; //~tts?-7" 
Wiiliam H. {{;,_,"':rt, M, D, • 
. Suraeon General 
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LEHIGH UNIVERSITY, 
CoLLEGE OF .ABTB AND SCIENCES, DEPARTMENT OF BIOLOGY, 

Bethlehem, Pa., Maroh 16,1970. 
Dr. FB.I:DEBICK J. STA.JtE, 
Harvard University School of Public Health, 
Department of Nutrition, 
Boston, Mass. 

DE.AB DB. .STARE: Dr. Wm. Gross sent me a copy of your letter concerning the 
addition of fluorides to drinking water now being considered by some as a 
source of pollution. I have been involved in battles against water pollution for 
a half century. I have worked on biological surveys of inland waters for many 
years and. I am quite aware of the ditrerent types of water po!Hution and their 
etrects. 

By no stretch of imagination can I or anyone else, rightly claim that the 
additional of one part per million of sodium fiuoride or other fiuorides to drink· 
in.g water be considered a form of pollution. The word pollution comes from the 
Latin word ''poHuere" which means to make dirty. In general this literal mean
ing of the ~rd pollution is satisfactory but in some cases the meaning must 
be expanded. The escape of phosphates into lakes and rivers from modern deter
gents does not make the receiving waters dirty but they do enormously increase 
the abundance of ;blue green algae which overgrow themselves, die, decay, disin
tegrate and foul water devastatingly. In general pollutants disrupt the normal 
aquatic biota, or act as actual poii!ons or in some way make the water unsuitable 
for some other use. The addition CJf 1 ppm of fluoride to the water does none of 
these. There is no evidence at all that the addition produces any harmful changes 
in the aq·uatic biota (plants and animals.) 

The additi!)n of fiuoride may actually make the treated water more productive. 
Many animals as well as man need fluorides in the production of tooth enamel 
and strong bones. Some 400 million years ago some ancient fishlike creatures 
learned the trick of extracting fluorides and some other mineral salts from sea 
water, combining them and precipitating them as apatite mineraJ on the surfaces 
of scales. Later in the history of life on earth some CJf these enamel covered scales 
developed into enamel-covered teeth in the mouths of sharks and other :ft.shes. 
Amphibians, reptiles (with the exception CJf turtles, ancient birds (but not mod
ern)) and our own group the mammals followed. The ancient ability of enamel 
production on teeth h4UI great survival value and has withstood the test of time. 

Ancient sharks teeth, 50 mHlion years old, dredged up from the ocean bottom 
or found in fossil deposits show beautiful, shiny enamel coverings and a cutting 
tooth edge as shal'P as it was the day the shark died. The original method of 
enamel production invented as a natural process many mUlions of years ago has 
never been improved upon and there is no substitute for it. It depends upiln 
the availability of the needed minerals including fluoride. No fluoride, no hard 
protective enamel. 

We must always turn to Nature for understanding of life and living ·processeS. 
To call the addition of the necessary amount of fiuoride to allow the young 
animal, be it a chipmunk, Ill cow or the kid next door, to form its natural pro
tective enamel on its teeth, a form of pollution is ridiculous. Were the waters 
ot. the earth polluted 450 million years ago when the process evolved? 

Sincerely, 
F. J. 'I'BE.MBLEY, 

Professor of Ecology. 
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EFFECTS OF SODIUM FLUORIDE ON BONE; APPLICATION TO OTOS
CLEROSIS AND OTHER DECALCIFYING BONE DISEASES 

Shambaugh, G. E., Jr., and Petrovic, Alexander: "Effects of sodium 
fluoride on bone; application to otosclerosis and other decalcifying 
bone diseases," Journal of the American Medical Association 204:969-73, 
June 10, 1968. (Abstract from American Journal of Orthodontics 54:794, 
October 1968) 

The authors conducted experiments on the effects of sodium 
fluoride on bone with a view to its possible use in certain 
decalcifying diseases of bone, including the disease peculiar 
to the labyrinthine capsule known as otosclerosis. These 
experiments were prompted by the report of the use of large 
doses of sodium fluoride for postmenopausal osteoporosis, 
corticoid-induced osteoporosis, and osteitis deformans (Paget's 
disease). 

A sufficient intake of fluoride in early life is necessary for 
the formation of caries-resistant teeth, In the later years 
of life, a higher intake of fluoride appears to be necessary 
to maintain normal calcification of bone, Experimental ·studies 
indicate that the principle action of fluoride on bone is a 
slowing of the resorptive phase of the remodeling process, 
with an additional promotion of calcification. For the preven
tion of osteoporosis induced by heparin, cortisone, or frac
ture, previous medication with large doses of sodium fluoride 
over a long period of time appears to be effective. When one 
of these forms of osteoporosis or localized osteoporosis of the 
labyrinthine capsule due to active otosclerosis develops in a 
patient not so protected, the favorable effect of fluoride 
appears to be enhanced by simultaneous administration of 
phosphates, as indicated by experiments still in progress. 

The time may not be far distant-when fluoride will be recognized 
as essential to health and when, in addition to being added to 
the water supply, it will be prescribed for older persons to 
prevent senile osteoporosis and frequent fractures. 

3 
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III. 1969 WHITE. HOUSE CONFERENCE ON FOOD, NUTRITION AND HEALTH URGES FLUORIDATION 

Excerpt from 1969 White House Conference on Food, Nutrition and Health Final 
Report published in 1970. 

Dental Health and Diet 

"Dental health of adults is determined to a large extent by the 
nutrients ingested, personal oral hygiene, and preventive dental 
services experienced during infancy and childhood. For example, 
if a child is provided a balanced diet, devoid of excess sugar 
but containing fluoride in optimal amounts, dental caries experi
enced in a lifetime will be minimal. 

"The fluoridation of public water supplies with 0.7 to 1.2 ·ppm of 
fluoride has been the most effective and economical means yet 
developed to prevent dental decay in masses of people. It has 
been shown to be completely safe. Yet opposition by antifluori
dationists has deprived about 75 million people who are served by 
central water supplies of these benefits, 

The Panel recommends: 

l . That the Federal Government and all relevant State and local 
agencies, as well as professional groups, continue to give 
highest priority in supporting and promoting fluoridation of 
commercial water supplies. Further, in order to expedite the 
implementation of fluoridation in small communities that may 
be financially hard pressed, there be established a Federal 
grant-in-aid program to provide funds for the installation, 
initial operation, and maintenance of fluoride dispensing 
equipment. 

2. That in areas lacking central water supplies, whfch applies 
to more than 40 million people, school water supplies, ingested 
on a 25 hour weekly basis, should be fluoridated with higher 
levels of fluoride, for example 3 to 5 ppm. This is equivalent 
to 1 ppm of fluoride in the central water supply. There is no 
evidence that such a practice will result in mottled tooth 
enamel 
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3, That a feasibility study be made on the practicality and 
effectiveness of providing fluoride in some other vehicle, 
such as lozenges or tablets, to children where neither 
fluoridation of central or school water supplies can prac
tically be accomplished." 

Division of Dental Health 
Community Programs Branch 
9000 Rockville Pike 
Bethesda, Maryland 20014 

4 
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[Reprinted with ·permission from Ju.ne, 1970, lslrue of Today's Health, pUlbltsiM!d by tbe 
' American Medical Alli90Cla.t:IDn] 

l!'LUOBJDATION FOR ALL: A NATIONAL PRIOIUTY 

(By Roger 0. Egeberg, M.D., Assistant Secretary for Health and Scientific Affairs, 
Department of Health, Education, and Welfare) 

( ilfter s.; vear8, little more than. half of our population U8ing public 
water 8UppUe8 ha8 fluoridated water. The Mtion.'B top health ojftcer 
teUs why ftuoridatwn ha8 oot been implemented in some areas ana 
w'll.y i.t shouJa.) 

A generation of young people in many communities bas been raised on fluori
dated water, with less tooth decay, more attractive teeth, and less malocclusion 
caused by early loss of teeth. This fluoridation generation will have better dental 
health for a lifetime. 

The first priority in improving the dental health of this nation is to bring the 
benefits of fluoridation to all children. Our unmet dental needs are beyond the 
capacity of the dental profession to treat, and beyond the nation's private and 
public budgets to finance. Millions of dollars are spent every year on repairing 
the ravages of dental disease, through Medicaid, Head Start programs for chil
dren, neighborhood health centers, and other public and private programs. Yet, 
as things are now, treatment cannot catch up with the needs, and the needs grow 
relentlessly, particularly in areas where fluoridation is not yet in effect. 

Fluoridation is not the total answer to control of decay, but it must be the 
basis of any response to the national dental problem. Fluoridation holds particular 
promise for the poor who do not have access to other elements necessary for good 
dental health-regular dental care, good nutrition, and proper home hygiene. 

Prevention is imperative, and there is no prevention that can make a greater 
impact on our total dental needs than fluoridation of all public water supplies. 

The benefits of fluoridation are now available to 88 million Americans in 7400 
communities and to an estimated 30-4() million people around the world from 
Ireland to Russia to Australia to the Ryukyu Islands. Most of the major cities 
in this country routinely add fluoride to their water supplies. Seven states have 
enacted legislation making fluoridation mandatory and similar legislation is pend
ing in other states. 

The measure is approved by the American MedlC'al Association, the American 
Dental Association, the Public Health Service, and every other qualified health 
and scientific organization in this country. In 1009, fluoridation was endorsed by 
the World Health Organization in a resolution that recommended the adoption 
of flouridation by member states. Flouridation is now in operation in more than 
30 countries and is in.extensive use in Ireland (where it is compulsory), the 
Netherlands, Canada, Australia, Czechoslovakia, Chile, Brazil, and Hong Kong. 

This approval is based on proof of the safety and effectiveness of fluoridation 
which is demonstrated in literally thousands of studies on every aspect of its 
use. Fluoridation's safety bas been proved many times over. The cautious few 
who have been waiting for a final judgment can be assured that the time of 
testing is past. Now is the time for action. 

New impetus for prompt action comes from the documentation of economic 
reasons for instituting the measure. It bas been reported from the landmark 
research project in Newburgh and Kingston, New York, that the cost of provid
ing all necessary dental care to children aged five and six was twice as much in 
fluoride-deficient Kingston than in fluoridated Newburgh. The cost of regular 
maintenance care was also twice as much. The dentist ch'air-time needed to 
provide dental care in the nonfluoridated city was just about one and one
halftimes that needed in the fiuoridatedcity. 

Fluoridation's savings for public care programs were reported from Head Start 
projects providing dental care for preschool children in California. The average 
treatment costs per child in fluoridated San Francisco and Vallejo were $26.35 
and $27.77, compared to $70.01 and $85.58 in the nonfiuoridBted areas of Berkeley 
and the San Joaquin Valley. Dental insurance administrators in California 
have reported that insurance claims for children are consistently less in fluo
ridated San Francisco than in tluoride-deficlent Los Angeles. 

These economic facts add a new dimension to fluoridation's importance as 
public and private spending for dental care increases dramatically with still less 
than half the population getting dental care in any year. 
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Today, only e. little more than half of our popnlation on public water supplies 
has fluoridated water. Seven states have legislation requ.lrlng fluoridation. With 
so much to gain, why isn't fiuoridation implemented 1n more areas? In the face 
of reason, research, experience, and qualified scieritl:llc judgement, there continue 
those who work to defeat fiuoridation wherever and whenever they can. 

Fluoridation's history 1n this country and others has clearly disproved the 
clalms of the opponents. Adding fiuorides to the water supplies of Grand Rapids, 
Michigan; Newburgh, New York; and Brantford, Ontario, in 1945 marked the 
beginning of fiuoridation only as a controlled public health measure. Fluorida
tion has existed in nature for untold generations. 

The role of fiuoride as a natural protection against tooth decay was discovered 
in the 30's, when fiuoride in the water was finally identified as the cause of the 
mottling of teeth which was common in high-fiuoride areas of Colorado and Texas. 
Dentists had observed that the stained teeth were curiously resistant to decay. 
Long, careful, epidemiological research was carried ()n during the thirties to 
determine the exact relation of dilferent degrees of natural tluoride in the water 
to decay and to mottling. The United States presented a vast natural laboratory 
for this research because of the wide extent of natural fiuoridation. In 1969, it 
w-as reported that more than eight million people in 2630 communities in 44 
states have water supplies naturally containing enough tluoride to have a sig
nificant elfect on tooth development. 

The trace of fiuoride which confers the maximum prevention against decay 
with no danger of unsightly mottling was determined to be about one part fluoride 
per million parts of water. The next step was to add the optimum one ppm of 
fiuoride to the water supplies of Grand Rapids, Newburgh, and Brantford to 
measure the elfects of controlled fiuoridation on tooth decay. It cannot be 
emphasized enough that when these test projects began, it had already been 
established that ftuorides in water, even at levels much greater than one ppm, 
were not harmful to health. Studies of people who for generations had been 
drinking water with as much as eight ppm of fluoride found them to be healthy ; 
the only adverse elfect was the expected mottling of teeth. With ftuoridation 
controlled at the optimum concentration, there is no mottling of teeth. 

The results of these first fiuoridation projects have since been duplicated all 
over the United States and throughout the world. From Watford, England, to 
Karl-Marx Stadt in East Germany, Tiel in the Netherlands, Curico in Chile, and 
Hastings in New Zealand, the findings have been the same-a dramatic reductioo 
in the number of decayed, missing, and filled teeth in children and a dramatic 
increase 1n the number of children with no decay at all. 

Children who have bad fiuoridated water from birth will have the greatest pro
tection against tooth decay. Children exposed to fiuoridated water at later ages 
wlll have less benefits. Longer term studies in Brantford and 1n Evanston, Illinois, 
have traced these dental health benefits through the teen-age years. We know 
from examination of the people in near-optimal naturally fiuoridated communi
ties that the improvement in dental health will last throughout life. 

In its early history, fiuoridation moved fast. Community after community 
was quick to adopt this benefit. But the opponents began to organize, to print 
their leaflets, to spread their antiscientU'lc gospel, to contact their counterparts 
in other communities, and to tum to the polls. As a controlled public health 
procedure, fiuoridation was consistently successful. Through the eft'orts of its 
opponents, fiuoridation became 11. political issue and in politics it has been less 
than fully successful. 

Why do people oppose tluoridation? To my certain knowledge, all the other 
questions relating to fiuoridation have been answered satisfactorily by scientific 
research. The reasons for opposition are studied with diligence and even fascina-
ti()n by the social scientists, but no consensus has been reached. · 

As an observer of fiuortdation experience, I distinguish between two general 
types of people who vote against the measure. There are the activists who strongly 
oppose fiuortdation for a variety of reasons and who write, travel, quote, print, 
and testify to keep the measure from others. Then there are the passive voters 
who give a low priority to dental health and have little information on fluorida
tion. They are easily confused or alarmed by the scare propaganda of tbe lll.ctlv
ists. When In doubt, they vote against fiuoridation. 

The activist antitluoridationlsts range from the paranoid through the profit or 
publicly-oriented to the genuinely well-intentloMd but misguided who are looking 
for a cause to make their lives more interesting. Many of those who oppose 
fluoridation at this stage are beyond accepting the scientific facts of the matter. 
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Among the active antis are in-dividuals and organizations who oppose other 
scientific advances. There are still a few dissenting physicians and dentists, al
though I suspect some IYf these may oppose fluoridation for political or philo
sophical rather than scientific reasons. Some scientists reject the vast preponder
ance of evidence supporting fluoridation and advance their own personal studies. 

Other opponems object on principle to what they see as tampering with their 
"pure water," unaware thaf water is routinely processed with as many as a 
dozen chemical substances to make it safe and drinkable. Others object to fiuorl
dation as ran example of unnecessary and unwarranted government action, al
though the courts have consistently upheld fiuoridation. Even if these individuals 
are few in number they know how to make their voices heard, and they can turn 
a fluoridation campaign into a political and emotional controversy. The result 
is often the loss of fiuoridation for a C'Ollllll.unity. 

No political losses or even political victories can aliter the standing of fluorida
tion as a scientific measure, but such actions can win or deny the benefits for 
children. We can no longer afford to deny fiuoridatlon for the many because of 
the opposition of a few. The crisis of heaUh care in this country makes it ab
solutely necessary for us to make the most of our existing health ·resources. 

Dentist time spent filling the teeth of children in ·fluoride-deficient communities 
is a grossly inefficient use of scarce dental manpower. It is wasteful to spend 
public funds for repair of dental needs which could have been prevented by fluori
dation. It is tragic to doom underprivileged children to a lifetime as dental 
cripples because they have access neither to dental care, good nutrition, tooth
brushes, nor fiuoridation. 

The state of dental need in this coun•try and the status of fluoridation make it 
perfectly clear that the first national priority in dental health should go to fluori
dation of all public water supplies. I urge public officials at all levels to take 
prompt action to implement fluoridation. In so doing, they will be acting in the 
best interests of the men, women, an-d children they represent. 
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Time and cost factors to provide regular, periodic 

dental care for children in a fluoridated and 

nonfluoridated area: final report 

David B. Ast, DOS, MPH 

Naham C. Cons, ODS, MPH 

Sydney T. Pollard, DOS, MPH 

Joseph Garfinkel, MPH, Albany, NY 

A six-year study, designed to compare time and 
cost factors involved in providing regular dental 
care to children in fluoridated and nonfluoridated 
areas, indicates the advantages of a public health 
caries-prophylactic procedure. Cost of dental care 
for children who drank fluoridated water from in
fancy was less than half that for those who did not 
Less time was needed for dental care of children in 
the fluoridated area. Detailed comparison shows 
the extent of economic benefits and improved den
tal health resulting from this procedure. 

Certain aspects of the water nuoridation process 
have been well studied and documented. Major 
studies have been concerned with the prevention 
of both the onset and the progression of dental 
caries,•-• with safety," and with the cost to the 
community to purchase and maintain equip
ment."·' These major studies have shown that wa
terborne nuoride ingested at the optimum concen
tration, beginning during the years of tooth devel
opment, will prevent the onset of dental caries by 
approximately 60% and that this benefit continues 
into adult life.•·• Because fewer teeth will succumb 
to caries, fewer and less extensive fillings will be 
required, and fewer teeth will have to be extracted. 
In addition, these studies, combined with more 
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than 20 years of practical experience, have demon
strated that the process is safe. It is also clear from 
these studies that the cost is low. 

However, by the ear.ly 1960s, after 15 years of 
experience with water nuoridation, very little em
phasis had been given to potential benefits that 
may accrue from nuoride caries prophylaxis, in 
terms of costs for dental care. There were no docu
mented reports of controlled studies to indicate 
the extent of the dollar savings in the cost of den
tal care as a result of this public health caries-pro
phylactic procedure. If such economic benefits 
could be documented, they would have positive 
implications for individuals, families, and the com
munity. 

In addition to the need for documenting the 
costs for dental care related to nuoridation, there 
was another concern. The problem of dental de
fects due to caries, although reduced by nuorida
tion, still remained. Unless regular, periodic den
tal care starting early in life is also provided, chil
dren and adults will continue to have accumulated 
dental defects and their concomitant results. There
fore, in 1962 this study was designed to permit de
tailed comparisons of the actual time and cost fac
tors involved in providing regular, periodic den
tal care to children who have ingested waterborne 
nuorides from birth with those who have not had 
the benefit of tluoridated water. 

In two previous papers, preliminary . results of 
this study were presented. The initial report10 was 
based on the first two years of the study and indi
cated that the cost for both initial and incremental 
care was approximately twice as high in the non
nuoridated area. The second progress report" 
after three years of study showed the same trend 
of reduced time and cost for dental care. This final 
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report after six years of experience supports the 
previous findings that a community water nuori
dation program will considerably reduce the cost 
of dental care for children; in addition, it will re
duce the hazard of tooch loss and keep the cost for 
annual treatment within reasonable limits. 

Methods 

Since 1945, the water supply in· Newburgh, New 
York, has been nuoridated to a concentration of 
I to 1.2 ppm; the water supply in Kingston, New 
York, has remained at a nuoride concentration of 
about 0.05 ppm. 

A group of 5- and 6-year-<lfd children in each 
city was selected for study. Selection was based on 
residence in the poorest socioeconomic areas of 
the cities and parental permission to participate. 
In addition, the children in the Newburgh group 
must have lived continuously in that city from 
birth. The children included in the initial treat
ment groups in 1962 were pupils in the kinder
garten and first grades of six Newburgh and three 
Kingston schools. 

The initial groups of children were admitted to 
the study during the school year 1961-1962 and 
new first grade groups in each city were admitted 
each year thereafter through the school year 1965-
1966. At the time a child was admitted to the 
study, all accumulated carious defects were cor
rected. Annual routine incremental care was then 
given each child through the school year 1967-
1968, at which time the children were R through 
II years of age. All dental treatment was provided 
in a modern. fully equipped mobile dental trailer 
staffed by a full-time dentist and dental as.<istant. 
All children were given a complete clinical exam
ination including bitewing radiographs and a pro
phylaxis at their first visit each year. All examina
tions were made without reference to previous 
records. Services rendered included all those usu
ally provided by a dentist in his office, except 
prosthetic or orthodontic services. A detailed rec
ord was kept of each dental examination, includ
ing the types of services rendered. The aJTlount of 
chair time neederl to provide routine dental treat
ment for both initial and incremental care was 
also recorded from the time the child was seated 
until he was dismissed after each session. 

Although a total of 827 children 4 through R 
years of age was admitted to the study, this paper 
reports on only 766 children comprising a series 
of 5- and 6-year-old cohorts followed throughout 
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Table 1 • Number of s. and 6·year-old ch1ldren, by 
color and sex. who recetved mitial care, 1962 to 
1966. 

~ewburah Ji•n1ston 

Total 381 379 

Whtte 2'3 284 
Mo~le 126 146 
Female 127 138 

Non"'"''' 134 •• Mele •• so 
fernille •• •• 

5 -y .. r-olds 20S 197 

While 135 139 
Nale 71 66 
Fem•l• 64 73 

No,.•h•te 70 58 ....... 28 32 
Femele ., 26 

6 ·ye•r ·olds 182 182 

Wh•le 118 ... 
Mete .. 80 
Femo~le 63 •• 

"4onwh•le 64 37 
Male " 18 
Female 27 •• 

the study years. Since the number of children 4, 
7, and 8 years old was so small (61 ), data on them 
were not analyzed. 

Results 

• /11itial em·•·: Of the 766 5- and 6-year-old chil
dren admitted to the study (Table I) during the 
period 1962 to 1966, 253 Newburgh children 
(65.4'h· l <tnd 21!4 Kingston children (74 .9'h·) were 
white. The differences were statistically signili
cant (P<0.05 at each age). This racial imbalance 
was predictable from documented dift'ercnces in 
racial composition in the 1960 US census,•• and 
adjustments were made for white and nonwhite 
groups according to this census. There was no sig
nificant imbalance between sexes (P >0.50 at 
each age). 

Table 2 illustrates accumulated dental caries ex
perience for the series of 5- and b-ycar-old cohorts 
selected t(or study. The a.ssumption that few of 
these children would have received dental care be
fore entrance into the study was shown to be cor
rect when it was determined that more than 85 'lc 
of df and DMF teeth diagnosed at initial examina
tion in each city required treatment. In Newburgh, 
41 'I<· of the children had no caries experience on 
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Table 2 • Dental caries experience of initial care groups of 5·and 6-year-olds, by color, 
1962 to 1966. 

OMF df •..ad! 
No. ot ~. ot caues Teeth teeth ... Color chtldren treecht!Uren perchtld fJIIfChlld requrnng 

treatment 

,Ntwburllh 

5 and 6 Total 387 40.8 0.04 2.2 85.7 
While 253 39 4 t 0 Q4t 2.2+ 84.7+ 
Nonwhne 134 5J.Ot 0.01 t 1.8+ 94.8+ 

lotat 205 43 01: 0.00 '" 86.3: 
'Nhtle 135 41.5 0 00 22 85.5 
Not'lwhtle 70 557 0 00 I 6 927 

Tot at 182 38.61: 0.091: 2.2t 85.U 
Whtte 118 37.3 0.09 22 83.8 
Nonwhtte 64 50 0 0 05 21 97.0 

ll.tniSIOn 

5 and 6 Total 319 16.7 0.22 5.0 88.3' 
Whtte 284 16.Jf 0.22 t 5.1 • 87.5+ 
Nonwhtte 95 20.3+ 0.22 t 3.9+ 94.4 t 

Total 197 19.4 t 0 02 t 4.9t asH 
Whtle 139 19.4 0.02 5.0 87.4 
Nonwhtte 58 19 0 0.02 37 96.2 

Total 182 14.0t 0.39 t 5.2t 88.2 t 
Whne 145 131 0.38 5.3 87 7 
Nonwhtle " 216 0 46 4.2 92.4 

Adtusted lor age and color accordtng To New York state 1960 census popu1111on of 5 and 6·vear otds 
+Adtusted lor age, according 10 New York state 1960 census poputalion of 5 and 6·yeilr·olds 
l AdJUSted lor color. ilccord•ng to New York state 1960 census population at each age 

Note: Percent DMF teeth reoutnn11 treatment •s not ihown because ol small numbers of OMF teeth at each 
illle color combmallon More than 90°. olthe OMr teeth '" each City requ~red lreatment. 

Table 3 • Mean number of services!) per child+ (initial and annual incremental,* 1962 
to 1968) for children 5 years old at tnitial examination in 1962. 

lnrt1al 5 205 1.62 
2nd 6 148 0.77 
3•d 7 171 0.90 

"" 8 127 0.55 
5th 9 58 0.93 
61h 10 43 044 

lnlttal 5 197 3.41 
2nd 6 152 1.43 
3•d 7 143 I 69 

"" 8 102 1.50 
51h 9 •• I 44 
6th 10 29 131 

One 
surface 

Newbur1111 

0.72 
0.24 
0.20 
0.16 
0.24 
0.13 

ll.~ngston 

0 90 
0.40 
0.50 
0.54 
0.53 
0.62 

Restoral•ons Extract10ns 

Two Three or more 
surface surlaces 

0.83 0.07 0.15 
0.52 0.02 0.06 
0.65 0.04 0.05 
0.34 0.04 0.09 
0.70 0 00 0 08 
031 0.00 0.24 

2.09 0.42 0.34 
0.98 0.05 0 19 
1.07 0.11 0.16 
0.88 0.09 0.11 
0.82 0.10 0.19 
0.59 0 10 0.16 

E11.clud•n11 chn1cat exilm.nat•ons. rad•o11raphs. and prop11ytax15 
t Aa 1usled for color. u~o~ng New York state 1960 census poputahon at each •11• 
t Per ch1td year lor .ncrementat care 

initial examination, compared to 17"k in the King
ston group. 

The types of services required to corra:t dental 
defects are listed in Tables 3 and 4 for 5- and 6-
year-Qlds in Newburgh compared to 5- and 6-
year-Qlds in Kingston. In addition to those cor-
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rective services listed, all the children received a 
prophylaxis and had bitewing radiographs taken 
and evaluated before subsequent treatment. At 
the time of initial examination, the Kingston chil
dren needed an average of more than twice as 
many corrective services as the Newburgh children. 
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Table 4 • Mean number of services 0 PO' child• (initial and annual incremental f) for 
<..hildren 6 years old at initial examif"'ation m 1962. 

E•am•nallon ... !ljo. o! Ct·utdren Restorattons Extractions 

Ohe Two Tt,ree or more 
Total surface surface surfaces 

Newburgh 

ln•llat 6 182 1.87 0.85 0.91 0.11 033 
2nd 7 133 0.90 034 0.53 0.03 0.12 
3•d 8 160 0.58 0.12 0.41 0.05 0.10 
4th • 135 0.63 0 16 0.43 0.03 0 01 
5th . '" 67 0.41 015 0.23 0.03 0 09 
611'1 II 5' 0.60 0 36 0 ,, 0.00 0 03 

K1ngston 

'"'''at 6 182 3 88 0.91 2.40 0 58 0.61 

'"' 7 151 I_ (,I 0.61 0 92 0 09 0.19 
3<d 8 '" 1.67 0.52 I 04 011 0.15 

'" 9 106 I 66 0 64 0 95 0.06 0.10 
5ih 10 64 1.00 0.43 0 58 0 00 0.20 
6ih II " 0.76 033 0.4) 0.00 0.07 

Eacludtng clm•cat eaamu1attons. rac1•ograpt.s. and prophyiiiUS 
t Adtusted for color. us1n1 New York :~tate 1960 census population at eacto age 
:J Per c~>•ld year tor Incremental Cilre 

Comparison of the children in the two c1t1es 
at each age shows that in Kingston, about 75'lr 
of the average number of restorations per child 
were compound restorations, whereas in New
burgh, only about 55% of the restorations per 
child were compound. In addition, at both ages 5 
and 6 there were twice as many deciduous tooth 
extractions required per child in Kingston as in 
Newburgh. No child in either city had to have a 
permanent tooth extracted. 

• Incremental care: The incremental care. data 
are also shown in Tables 3 and 4. The number of 
services required is adjusted to show maintenance 
needs over a 12-month interval between resched
uling. Some few children missed their second ex
amination but were seen again at the third exam
ination. This accounts for a larger number of chil
dren in Newburgh at examination 3 than examina
tion 2. The rates for these children were adjusted, 
as for all children. on a 12-month interval basis. 
The average number of services per child year for 
incremental care is included in these tables. These 
data show that Kingston children consistently re
quired more corrective services during each year 
of incremental care than did the same groups in 
Newburgh. In both cities the amount of mainte
nance services required was considerably lower 
than services required for initial care. The mean 
number of corrective services for each year of in
cremental care was reduced by at least 40'lr rela
th,.e to the mean number of services required for 
initial care in both cities. However, it should be 
observed that in Newburgh the children required 

about half as many corrective ~ervices for incre
mental care as did the Kingston children. 

The mean number of deciduous extractions per 
child year for incremental care was generally less 
than for initial care for both groups, although 
Kingston remained higher than Newburgh for this 
service. In both cities, no child required the ex
traction of a permanent tooth from the time he 
was admitted until the time he completed the study. 

• Cost mrd chair rime: The costs were computed 
on a fee-for-service basis using the New York state 
maximum reimbursable fee schedule promulgated 
in 1966. This schedule provided $5 per surface 

Table 5 • Mean cos to:: per child (per child year 
for incremental care years). 

Examuullon ... Cost' 

Newburgh K1n1aton 

5-year-otds ,.,,,,., 5 $13.86 '33.73 
2nd 6 6.85 13.65 
3,. 7 8.55 15.90 
4ih 8 5.44 13.41 
5lh 9 8.62 13.30 
6lh 10 5.18 11 23 

6-yur-olds 
ln11111 6 16.9) 40.78 

'"' 7 8.14 14.64 
3,. 8 6.09 15.54 
4ih 9 6.19 14.26 
5th 10 3.97 9.10 
6lh 11 4.41 6.34 

Adtusted lor color. us•n1 'llew York state 1960 unsus popula 
tionat uch age. 

+Cost ts lor corr•cttve care. e~~:cludtng costs lor euminatton, 
prophyluts and radiographs 
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Fig 1 • Cumulative costs for dental services to children who started receiving care at age 5. 

for restorations and $6 for each elttraction. It is 
understood that fees change from year to year and 
vary according to locality. However, use of this 
fee schedule permits ~omparisons of the relative 
costs of an incremental care program in a fluori
dated and nonfluoridated area. 

Table 5 shows the mean cost needed to provide 
initial and incremental corrective dental care for 
the Newburgh and Kingston groups. The mean 
cost in Newburgh remains consistently lower than 
in Kingston throughout the study for both initial 
and incremental care. The mean cost for initial 
corrective care starting at age 5 was $13.86 in New
burgh compared .to $33.73 in Kingston; at ilgo 6 
the costs were $16.93 and $40.78 respL'Ctively. 
Thus the cost of initial care was alxMJt 60% lower in 
Newburgh at both ages. For each of the incrcnll'n
tal Cilre years, the mean costs for both age groups 
were apprmimately 50% lower in Newburgh. 

Figures I and 2 show the cumulative cost for 
initial and incremental care for children admitted 
at ages 5 and 6. The cumulative costs in the non
fluoridated area remained at least twice the cumu-
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lative costs in the fluoridated area over the silt
year period for both age groups. As the program 
progressed, the dollar savings increased; at the 
end of silt years the difference between. the cost 
of care for children from the fluoridated city and 
nonfluoridated city is magnilied. 

The mean amount of chair time required to pro
vide both initial and incremental care. tor both 
cohorts is shown in Table 6. Although the working 
speed and habits of individual clinicians and the 
cooperation of the patient vary, this table offers 
comparative dilta in terms of professional time re
quired to provide treatment in a tluoridated and 
nontluoridated community. Chair time was re
corded on the child's record by an electric time 
clock at the time he was seated in the dental chair 
ilnd at the time he was dismissed. Chair time in
cludes time tor eumination, prophylaxis, and 
bitewing radiographs a:\ well as corn."Ctive care, 
bl~Gnlse it was not possible to separate these items. 
Thus, for initial care groups, the children in· King
ston required about 1.6 times as many minutes of 
chair time as did the ch ildren in Newburgh. The 
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Fig 2 • Cumulative c:osts for dental services to chi ldren who started receiving care at aa:e 6. 

mean amount of time required to provide incre
mental care was consistently higher in Kingston 
for all age groups. 

Discussion 

Evidence continues to accumulate to give unequiv
ocal confirmation that the ingestion of optimally 
fluoridated water during the years of tooth devel
opment considerably r~duces the hazards of initial 
and progressive caries. This is demonstrated by 
the fact that among 387 Newburgh 5- and 6-year
old children, 157 were completely free of caries, 
whereas among 379 Kingston children of the 
same age only 63 were without caries. With regard 
to the progression of disease, at initial e•amina
tion and in each incremental year the Kingston 
children required more compound restorations 
and more e~tractions than did their counterparts 
in Newburgh. This is reflected in th~ cost for cor
rective services and in the requ ired chair time; 

costs were more than twice as high in Kingston 
and chair time was more than 1112 times greater. 

A 1966 report from New Zealand on a one-year 

Tabte 6 • Mea n cha ir time 0 per chi ld (pe r chi ld 
year for incremental care yea rs) . 

Ne wburan M.t ntston 

S·yn r old s 
Inti .. I • 41. S 71.5 

'"' 6 218 32 .2 ,,, 7 22 7 38 .8 
4th 8 19. 1 36 .2 ... • 27 .0 374 
6" 10 18. 38 8 

6 )'UtOIOS 
lntt~at 6 62 .3 93 .6 
2od 7 26 3 ,. 4 ,,, 8 175 34 .6 

"" • 18 • 40 I ... 10 17 .0 JO 2 
6" II 24 2 276 

Adt u"ed lor color . uSlfll Ne· ... Vor~ srare 1960 cenu11 oopu la 
hon at eac n •1• 

' lfttludas :im• requ~red lor ... "unallon . prophrt•••• 1nd redio 
&r.llphs, . 
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study of the d'ti..-cts of fluoridation on a dcnwt 
public health program'" gives additiomof evidence 
of the savings in both time ami money r~..~ulting 

from community water tluoritlution. After ten 
years of fluoridation in Hastings. the cost to th~..~ 

government (on ~~ fee-for-service basisJ for Ucntal 
care rcn<..lcn.xt by privutc dcnti:-.t:-; to I J 1 1- to 16-
ycar~kl_ children was half us much as cnmpmublt: 
car~ in tluoric..k-frcc Gisbornc. The services n:n
dcrcd to younger childrL'n ag~..'lJ 2 1·l to I J ~· ·.z werc 
provided by Ucnwl nurses in the schools. 'In Hetst
ings the rutio pf children trCatcU per nurs\! was 
690, whereas in Gisbome it was 475. 

These data from New York state and from New 
Zealand arc particularly significant today when 
the cost for accumulated dental care under the 
goverrunent-supported Medicaid program in 
New York state in 1968 reached more than S 133 
million. " It is clear that the benefits from fluori
dated water and from regular periodic dental care 
starting early in life make this kind of program es
sential for reducing the hazard of tooth loss and its 
potential concomitant results, for economic rca
sons, and for conserving the limited professional 
manpower time so that more patients needing at
tention can get it. 

Summary 

A study was conducted in fluo.ridatcd Newburgh 
and fluoridc-<.lct1cient Kingston t<i determine the 
cost and time required to providc regular. pcri· 
cx.Jic dental dtrc for children dl1ring a :-;jx.ycar 
pcricx.J st~1rting when the chiklrcn w~..·rl..' 5 ;.uuJ 6 
years nld. The study uuu~ i.l Ill..""'· cJiml..'llSinn to thl.' 
benefits of water tlunricJation. Th1..' cost nf corrcc· 
tive dental cure for children with lifelong cxpn:-.llrc 
to tluoriduted wHter is lc:-.s thun hc.tlf of the CO!«t 

for children in a nontluoridutcd •trcu~ the cost of 
incremental cart: i~ just about hull'. As u result of 
regular incremt:ntal cure in both dties there wa~ 
no need tu extrllCl any permanent tt.'Cth. The chair 
time needed to provide examination. prophylaxis, 
and corrective care was about Jl J times more in 
the nontluoriUat.:d area thun in the tluoriUatcU 
area . 

This study wa s presented at the International Symposh1m 
on Fluoridation and Preventive Dentistry. 57th annuil l ses· 
sian of the Federatton Dentaire lnter na t io,,<~ l e and llOth 
annual session of the American Dental Associat ion, October 
12, 1969, New York city. 
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The servicf's of Barnet Wachs, staff ~enior public health 
dentist who served as de•Hal clinician from 1963 to 1968, 
are ..,ery much apprec•<t led. Likewise, the services of Victor 
L. Chesser of thf' US P11blic H1'!al th Service, who was dental 
c1inJCic11l tor the ye,lf 1962· 1963. arP grf•.ltly i!pprf'Cialed. 

Throuehout the study, the sta ff enjoyed full cooperation 
from Harold Munson, superintendent of schools in Newburgh, 
and Wendell Hoover, Superintendent of schools in Kingston, 
as well as from the principals and teachers in the schools in 
both ci ties. · 

Harold Weiss, supervi sing school dentist i11 Newburgh, was 
helpfu l in arranging details for the examinations in Newburgh. 
The practicinliit d~ntists in both cities w~rP sympathetic, .un
derstanding, and cooperative. 

The authors are members of the New York. State Depart
ment of Health. Doctor Ast i s associate director, Division 
of Medica l Care Services and Evaluation; Doctor Cons is di· 
recto r, Bureau of Dental Health; Doctor Pollard is regional 
Publ ic Health dent ist: Mr. Garfi nkel is associate biostatis
t ician. The address is New York Dept of Health,.84 Holland 
Ave, Albany, NY 12208. 
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TWENTY-SECOND WORLD HEALTH ASSEMBLY-REBOLUTLON ON FLUORIDATION 
AND DENTAL HEALTH 

(Approved: July 1900, Boston, Mass.) 

Having considered the report of the Director-General 1 on the fluoridation of 
water supplies presented in accordance with resolution EB48.R10; 

Bearing in mind that dental caries is a widespread disease in many popula
tions, and is becoming increasingly prevalent in many others; 

Recalling that studies in several countries have consistently shown the 
prevalence of this disease to be markedly low whenever an optimal concentration 
of fluoride occurs naturally in water supplies; 

Accepting the reports now coming from countries with experience of -the 
procedure indicating that the adjustment of the fluoride content of water supplies 
to an optimal level is a practicable, safe and efficient public health measure; 

Noting that other equally effective means are not available for conferring on 
whole populations the beneficial effects of fluoride on dental health; 

Emphasizing that in the extensive scientific literature on the subject no valid 
evidence has been forthcoming of any ill effects on human health from the use of 
water supplies with an optimal concentration of fluoride; 

Recognizing that several authoritative and independent enquiries conducted in 
a number of countries have all reached similar conclusions to the above; and 

Recognizing further that for many populations the provision of potable water 
supplies is a first considemtion. 

1. Thanks the Director-General for his report; 
2. Recommends Member States to examine the possibility of introducing and 

where practicable to introduce fluoridation .of those community water supplies 
where tbe fluoride intake from water and other sources for the given population 
is below optimal levels, as a proven public health measure; and where fluoridation 
of community water supplies is not practicable to study other methods of using 
fluorides for the protection of dental health; 

3. Requests the Director-General to continue to encourage research into the 
etiology of dental caries, the fluoride content of diets, the mechanism of action 
of fluoride at optimal concentrations in drinking water and into the effects of 
greatly excessive intake of fluoride from natural resources and to report thereon to 
tbe World Health Assembly, and 

4. Requests the Director-General to bring this resolution to the attention of all 
Member States. 

1 Document A22/P&B/7. 

' 

• 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 

PUBLIC HEALTH SERVICE 

NATIONAL INSTITUTES OF HEALTH 

Refer: PPB-29 
,July 1971 

$100,000 SO- CALLED REWARD OFFER - - A GIMMICK 

For years a so-called reward offer has been circulated by the opponents 
of fluoridation, The fact that the reward has not been collected has 
been used by them as substantiating their claims. Recently, a flyer 
has appeared in which the reward has been increased. The clever wording 
of this reward offer clearly exposes it to be an uncollectible gimmick . 
Examples of its inherent fallacies follow: 

(1) The wording asks proof that fluoridation "will cause no _!m 
body harms . " This would require proof of events which will take place 
in the future, which is impossible. 

(2) The wording asks that, using PHS recommended fluoride levels 
(approx. 1 ppm), proof be given that "poisonous" fluorides are safe. 
Fluorides at PHS recommended levels are not poisonous, and proof of 
effectiveness and safety at such levels would be irrelevant to use at 
the much higher levels at which fluoride could be termed "poisonous." 

(3) The so-called reward offer is ambiguous, with no indication 
of what would be cons i dered a "controlled" experiment , what proof would 
be considered acceptable , or who would make the decision as to whether 
the proof was acceptable . 

(4) The flyer requires the posting of a bond by anyone attempting 
to collect the reward to cover any costs which the offerors of the 
reward might incur if the proof is deemed invalid; this condition would 
be extremely difficult to comply with, for the amount of such possible 
costs would appear to be impossible to determine in advance. Moreover, 
in view of the difficulties and ambiguities _in the nature and wording of 
the offer which are pointed out above, a person seeking to collect the 
reward could easily be placed in an impossible economic position. 

(5) Posting of the bond, above, could make payment of the reward 
unenforceable, because the entire offer might be considered a wager, 
and the courts will not enforce the collection of a gambling d~bt. 
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It is clear, therefore, that the so-called reward is a gimmick that 
serves to confuse and deter action on a proven public health measure. 
If after a quarter-century of demonstration of the use of fluoridation 
at Public Health Service recommended levels, with no clinically substan
tiated evidence of any bad or harmful effects from drinking such water., 
opponents still question the safety and effectiveness of fluoridation, 
it would appear that no evidence could ever be acceptable to them. 

Division of Dental Health 
Preventive Practices Branch 
9000 Rockville Pike 
Bethesda, Maryland 20014 



195 

FLuORiDES A~~ C&~CiR 

'· "~"~-·, . .-. by Dr. Alfred Taylor ~nd others 

In a letter pub:ishea in the Saturday Review in 1965, Dr. Taylor referreo 
co his research purporting to show a cancer promot ~ ng property of fiuoride 
1n c.ancer-susce ~·tible mice. However, s:Cmilar experiments carr i ed out by 
~r . ·N. u. Armstrong of the Department o~ Biochemistry, Un i versity oi 
~ •• .-,.-,.,sota in collaboration with Dr. J. Bittner, the eminent cancer b1oiogis c , 
l' a · •• ed to confirm Dr. Taylor's work. In their experiments, Armstrong, 
Singer and Bittner used a blind testing tecnnique to eliminate bias and 
s;,owed that the cancer-susceptible mice drinking water containing 5- :o 
p .~ . m . iluoride did not develop tumors any more quickly than those drinking 
f i uor~de-free water. 

S c a~cment by Director, Clayton Foundation Biochemical Institute 

Later in 1965, the Director of the Clayton Foundation Biochemical Institute, 
wh<!re Dr. Taylor performed ilis experiments, wrote that ". . . I feel I 
~u~ t disassociate the anti-fluoridation opinions expressed by Dr. Alfred 
Taylor from the opinions of the other members of the Institute. At the 
t :Cme Dr. Taylor retired from the Institute, September 1, 1965, he had not 
convinced nis colleagues of the soundness of his pos1tion on this ma"ter . 
• :. s results appear marginal; hence, carrying them over from inbred strsins 
v± ~1Ce to :lumans is questionable. The presence of fluoride i:l health,
C ~et n , its presence in many excellent potable waters, and the benefic. ~ ol 

effects of f~uoridation on tooth decay seem, in the minds of his colleague& , 
c •. be overriding considerations." 

Ln1or~acion from the Jacksv~ Laboratory 

Th" .;'ackson Laboratory at Bar Harbor, Maine, which raises mi l .ions v~ 
.nice for biological laboratory use, including cancer-prone btrai::~& ha" 
noted that five years of using optimally fluoridated water has been 
compatible with a general improvement in the well-being and produc~iv~ - Y 

of their colonies through 18 generations of mice. 

St.~ter.1ec.t .JY the American Cancer Society 

7h< American Cancer Society does not consider the conunon fluoride & •• • r<> 
t.:. be carcinogenic. Its posicion with re~pect to water fluoridatioc, : ot 
tne purpose of dental caries prophylaxis is chat such treatment of p~~ ~i c 

water supplies is without danger so far as cancer causation is concer::~ed . 
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U S DEPARTI1ENT OF 
. IlEAL rn, EDUCATION, AND WELFARE 

Pub lie He a 1 th Service 
Division of Dental Health 

NATIONAL ORGANIZATIONS ENDORSING FLUORIDATION 

Am"r lean Academy of Pedi.atr ics 
American Association for the Advancement of Science 
American Association of Dental Schools 
American Association of Industrial Dentists 
American Association of Public Health Dentists 
American College of Dentists 
American Dental Association 
Aml'r i can Dent a 1 Health Society 
American Dental HygiP.nists' Association 
American Federation of Labor & Congress of Industrial Organizations 
American Heart Association 
American Ho&pital Association 
American Institute of Nutrition 
American Legion 
American Medical Association 
American Nurses Aesociation 
American Osteopathic Association 
American Pharmaceutical Association 
American Public Health Association 
American Public Welfare Association 
American School H~alth Association 
American Society of Dentistry for Children 
American Veterinary M~dical Association 
American Water W<•rks Association 
Association of Public H~alth Veterinarians 
Association of State & Territorial Health Officers 
Canadian Dental Association 
Canadian Medical Association 
College of American Pathologists 
Federation of American Societies for Experimental Biology 
Federation Dentaire Internationale 
Great Britain Ministry of Health 
Health League of Canada 
Inter-Association Cmrmittee on Health 
N'.l tionOJI Commission on Community Health Services 
Natign~l Congress of Parents and Teachers 

•National Education Association 
National Health Council 
National Jnstitue of Municipal l..aw Officers 
National Rese3rch Council 
Office of Civil Defense 
Pan A mer lean Ilea 1 th Organization 
Society of Toxicology 
U.S. Department of Agriculture 
U.S . Department of D~(cnse 
U.S. Dc.>partment of Health, Education, and Welfare 
U. S. Junior Chamber of Commerce 
World Health Organization 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 

PUBLIC HEALTH SERVICE -- NATIONAL INSTITUTES OF HEALTH 

~2,000,000 ON FLUORIDATED WATER SUPPLIES 

Refer: PPB-25 

May 1971 

As of December 31, 1970, there were 83,725,771 persons having access to 
water supplies whose fluoride content had been adjusted to the optimum 
level for better dental health. In addition, another 8\ million were 
enjoying the benefits of fluoridation through naturally fluoridated water 
supplies, bringing the total served by fluoridated water supplies to over 
92 million. 

Population Served~ Adjusted Fluoridation 
Total 83,725,771* 

State Population State Population 

Alabama 852,442 Montana 47,578 
Alaska 133,375 Nebraska 619,404 
Arizona 41,432 Nevada 5,475 
Arkansas 688,230 New Hampshire 71,961 
California 2,053,501 New Jersey 837,622 
Colorado 1,127,651 New Mexico 105,127 
Connecticut 2,215,368 New ·York 12,095,860 
Delaware 222,201 North Carolina 1, 849.621 
D.C. 755,552 North Dakota 259' 104 
Florida 1,563;398 Ohio 3, 798,312 
Georgia 2,164,163 Oklahoma 1,176,675 
Hawaii 99,010 Oregon 304,321 
Idaho 53,273 Pennsylvania 4,730,652 
Illinois 8,927,829 Rhode Island 767,994 
Indiana 2,833,258 South Carolina 854,146 
Iowa 1,240,346 South Dakota 269' 190 
Kansas 863,068 Tennessee 1,724,427 
Kentucky 1,452,021 Texas 2,514, 701 
Louisian·a 177,436 Utah 22,785 
Maine 343,485 Vermont 118,036 
Maryland 3,005,116 Virginia 2,755,670 
Massachusetts 683,502 Washington 1, 251,423 
Michigan 5,538,560 West Virginia 871,143 
Minnesota 2, 754,729 Wisconsin 2,626,537 
Mississippi ~17,604 Wyoming 39,855 
Missouri 1,990,429 Puerto Rico 1,811,173 

*Growth factors used during past decade have been revised to reflect population 
changes as reported by 1970 Census. 

Division of Dental Health 
Preventive Practices Branch 
9000 Rockville Pike 
Bethesda, Maryland 20014 

-
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UNIVERSITY OF OREOG>I';ttDENTAL SCHOOL 
' 

DEPARTMENT OF PATHOLOGY 

Senator Robert Packwood 
Room 6327, New Senate Office Building 
Washington, D.C. 20510 

Dear Senator Packwood: 

611 s.w. Campus Drive 
Portland, Oregon 97201 

Area Code 503 222-9781 

June 22, 1971 

1 would 1 ike to thank you for your letter of May 21, 1971 in which you out-
1 ined your efforts in behalf of our National Cancer Institute Clinical Cancer 
Training Grant. You may be interested in knowing that we have been awarded 
almost half of our last year's budget. Certainly, this is better than nothing, 
which is what 1 understand many schools received. I agree with you that there 
are many unanswered questions in Dr. Baker's letter; perhaps the NCI will 
elucidate in the near future. One of our problems in Oregon is that we are 
not represented in the study section for the clinical cancer training grants, 
and the guidance we receive in their preparation is often diluted, Some of 
the members of the study committee have suggested me as a new member, but so 
far 1 have not been approached. Neither they nor I really understand how the 
members are selected. 

If you will have the goodness to bear with me, I should like to discuss with 
you some thoughts on how I may be of greater service in the future, As you 
may see in the enclosed curriculum vitae, I am at present Chairman of the 
Pathology Department of the University of Oregon Dental School. I believe 
I have played a major role in this department's becoming one of the more in
novative in the school and perhaps in the country--at any rate we seem to 
enjoy a good reputation outside the school as well as within it, since the 
graduating seniors have almost routinely given us the "Best Basic Science 
Department" award since its inception. 

The foregoing is only to establish the fact that I have been effective; but, 
at present, for several reasons, I do not feel that I am contributing as much 
as I might. Perhaps the momentum of previous years and my excellent staff's 
teaching abilities have led to this feeling. Because of my sense of social 
responsibility, I have given a great deal of thought during the past fifteen 
years to the probable shape of health delivery in the future--which is now 
almost upon us. I feel that I have the background and innovative ability to 
make a real contribution in helping to formulate a possible pattern of dental 
care of the future. 

For example--it has become obvious that expanded use of auxiliaries will occur 
to an increasingly greater degree in dentistry--perhaps there will even be a 
now auxil iury--to be culled '10cntul A~sociutc, 11 11Associatc Dentist,•• 11Assistant 
Dilnt is t 11 or some ~ i m i L:u· ni.lllll!--who wou 1<.1 b..: P~"'-'P" ru<.l to pur fur111 "'"~ t uf the 

I 

., 
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technical procedures on the patient which are now done by the dentist. But, then 
what will the dentist do? The usual answer is that he will serve as the leader 
and coordinator of a team delivering oral health care. Although this probably 
will be his role, the dentist of today is uneasy over the prospect of being very 
1 ittle different from the "Associate Dentist" of the future, and I believe this 
unease contributes to the resistance of many dentists toward greater utilization 
of auxiliaries. To paraphrase the Dean of Harvard Dental School--the dentist of 
today is overtrained for what he does and undertrained for what he should be 
doing. 

There are many possible pictures of the dentist of the future; 1 shall attempt 
to paint one of them. 

The dentist of the future should be: 

1. As competent technically as he is now. 
2. Better able to direct and coordinate a team of auxiliaries in pre

vention and treatment. 
3. More sensitive to problems of society, particularly those involving 

the delivery of health care. 
4. Better able to evaluate and manage his patient's non-dental oral 

disease. 
5. Better able to manage his patients with known systemic disease--e.g., 

diabetes, high blood pressure. 
6. Better able to evaluate his patients for the presence of unsuspected 

systemic disease. 

Point l--It is my belief that it is possible to train a dentist to be t echnically 
competent in far less time than is now consumed, For example, when I taught at 
the University of California, a small percentage of the dental students were 
switched to an orthodontic curriculum some time during their freshman year, 
During their four-year curriculum they had about one-half to two-thirds the 
experience in restorative dentistry (fillings, dentures, etc,) as did their 
classmates--yet they were as successful in passing state board examinations. 

Point 2--He will need slightly more time than at present to learn directing 
and coordinating skills. It might be noted here that , although prevention 
of oral d isease should occupy a sizeable proportion of the practice of dentistry, 
the dentist himself need spend only a mi nimal amount of time on this aspect, 
with well-trained auxiliaries actually performing the preventive procedures, 

Point 3--To become more socially sensitive, the dental student will have to 
spend part of his time working in deprived areas, as well as taking more formal 
course work . 

Point 4--As an oral pathologist I can state that generally neither dentists nor 
physicians are adequately prepared in the diagnosis and treatment of oral lesions, 
ranging from oral cancer to "canker sores, " Nor is either professional suffi
cientiy fam i liar with the many oral manifestations of systemic disease. 

Point 5--Most dentists are not adequately prepared to optimally manage patients 
~o suffer from known conditions such as cardiovascular or kidney disease, 
or to properly conside r the effects of dru~ s these pati e nts moy be tak i na . 
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?oint 6--1 feel most strongly on this point--that most dentists do not know how 
~uate patients for unsuspected diabetes, cardiovascular, or other systemic 
diseases--conditions which might well be aggravated by dental procedures such as 
oral surgery or periodontal treatment. Dentists are in the unenviable position 
of performing procedures potentially harmful to certain patients, without the 
training to suspect these conditions. This situation is one of the causes of 
great friction between physicians and dentists on equality of hospital privileges 
for the two professions. (Unfortunately, another reason, I believe, is economic 
control--so that many well-qualified oral surgeons are not permitted parity with 
their medical colleagues, merely because their Initial training was in dentistry-

.even though their residency training .has resulted in superb surgeons,) 

Health care of the mouth is restricted to a very small anatomic area, similar to 
the eye. We find that there are two classes of eye specialists: 1) the optome
trist, who although he has a good biological background, only refracts eyes for 
glasses--he does no surgery nor does he prescribe drugs and, therefore, cannot 
harm the patient systemically and ' 2) the ophthamologist, who does everything the 
optometrist does and, in addition, performs surgical procedures and prescribes 
drugs. The training of both is adequate for what they do (although if they 
worked as a team instead of separate professions, I believe, the ophthamologist 
could spend his time much more profitably). Contrast this with the training of 
the general dentist, which is inadequate because he does perform surgery and he 
does prescribe drugs. In some European countries there are two separate groups 
of professionals engaged in oral health care: 1) dental mechanics {analogous 
to the optometrist) and 2) stomatologists (physicians who are concerned pri
marily with the medical and surgical aspects of oral disease and not restorative 
procedures). These professionals do not work together either, and as a result, 
dentistry in these countries is not of the highest quality. 

In the not-too-distant future I should like to see the dentist have as much 
training and experience in internal medicine as the ophthamologist. This should 
adequately fulfill points five and six and could take place within the framework 
of dental education with cooperation from associated medical schools. Then, the 
dentist may, if he wishes, take add i tional training in one of the specidties, 
such as orthodontics, oral surgery or oral pathology. The bulk of dentists would 
probably elect to practice as the leader of an effective group of auxiliaries, 
perhaps associated in a group practice with other dentists (generalists and/or 
specialists) and physicians. 

As a half-way step, we at the University of Oregon Dental School are attempting 
to teach dental students to screen patients (by questionnaire, simple laboratory 
tests and physical examination) for the presence of important systemic disease 
with subsequent referral of patients with positive findings to the proper physi
cian. 

i wonder how many realize the potential that the more than 100,000 dentists en
joy as case-finders of early and presumably more readily treatable disease. 
lhis alone could benef i t the country tremendously in terms of the prevention 
of serious disease with its attendant burden on our health facilities and lost 
man-hours of work. Many investigations have demonstrated the relatively high 
yield of early disease detectable in the dental office, (In one of our investi
gations we found at least 2~~ of patients over age 35 to be afflicted with un
suspected signific~nt disease.) One criticul consideration here is thut ~ut
i.::nts usuully visit their donti,ts when thcy fccl well, where~~ they u,u;,lly 
seek out their physician only when they arc ill. 

, 

., 
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Many health plans are now being considered by Congress, I am by no means famil
iar with all of them, but the stimu l us for this letter came from a news i tem 
describing Senator Magnuson's latest proposal which is primarily aimed at the 
improvement of the oral health of children, A portion of it does provide for 
pilot proj ects, and I wonder whether this portion or a portion of some other 
legislation (perhaps new legislation should be introduced) might not be used to 
support an experimental educational program with the six objectives mentioned 
above, 1 would envision that only a small percentage of each class would go 
through the experimental curriculum, until its products could be evaluated, 

The program could stop with the foregoing, but if one wished to really dream, 
one could ask for support for an experimental oral health delivery facility · 
as well. This facility could include the graduates of the new curriculum, 
older general dentists with additional training in internal medicine, a whole 
team of dental auxiliaries and dental specialists. Ideally this whol• group 
would be integratep into an ongoing medical group, such as the Permanente 
Foundation. Then, if the whole set-up proved to be very effective in deliver
ing oral health care of high quality and quantity at a reasonable cost, it 
might become a national pattern , 

1 also note that Senator Magnuson's bill calls for a dental advisory committee. 
If 1 can be of service on this committee, or in any other way, I should be very 
happy to discuss the possibility, 

Completely aside from the foregoing, I note that you will be traveling to the 
Nidcile East shortly, As you can see in my curriculum vitae, I did spend an 
exciting 1966-1967 sabbatical year as a Fulbright Professor in Israel, about 
which 1 wrote the enclosed letter to friends after our return. 11m sure that 
you have more information available now from the State Department and others 
than you can absorb; but, I should be most pleased to comment on any questions 
you might wish to put to me, 

My experience in the Middle ~ast has so enr iched my life that I would welcome 
occas·i aha 1 assignments in any area of my competence in other parts of the world 
in order to contribute to my capacity, 

1 am looking forward to your comments with antic i pation. In any event , please 
have a good trip to the Middle East--1 hope that your visit will help bring 
those unhappy nations together; I'm certain that if left to themselves the 
peoples would have no difficulty in living together. 

~ 
NHR:bdw 

,;_: 

Very sincerely yours, 

'·" -Plp·~.,----=~ ~·~ . !J.~:~ 
'N:;;-rrrian :H • . Ri.~ki.es, ·D.D.s., M. s . 
Chairman, Department of Pathology 
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Senator KENNEDY. The subcommittee stands in recess subject to the 
call of the Chair. 

(Whereupon, at 5 :10 p.m., the subcommittee was recessed subject 
to the call of the Chair.) 

0 

Sent per your request 
Congressman Fred B. Rooney 

f 
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