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The 144th Annual Session of the American Dental Association

Over 48,000 attend meeting in San Francisco

By CAPT Dave Clemens, USPHS ADA Delegate

Over 13,000 dentists and 4,000 dental hygienists registered for the 2003 Annual Session of the
American Dental Association, held at the Moscone Center in San Francisco in October. Below are
some of the resolutions of interest to USPHS dentists.

50B. DENTAL HEALTH AIDE PROGRAM IN ALASKA. With this resolution, the ADA
House established atask force to explore
options available for delivering high quality
oral health care servicesto Alaska Natives.
The Task Force will report to the 2004
House.

16 BS1. WARTIME WAIVERSFOR
ACTIVE MEMBERS. Membersin good
standing who serve in a uniformed service
reserve or National Guard, may be granted
waiver of membership dues when called to
active duty. Thisoriginally stated military
reserve, but we amended it to include uni-
formed services and PHS.

61. PAY PARITY. The ADA supports par- [P
ity of pay between physicians and dentists
in the federal dental services. Thiswill be

studied with areport submitted to the 2004

<
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Your ADA Delegates
CAPT Dave Clemens and RADM Dushanka Kleinman, during
the recent ADA Annual Session House of Delegates meeting

House of Delegates.

51 RC. DENTAL LEADERSHIP WITHIN THE AIR FORCE. The ADA will work with the
uniformed services to establish rank parity between services.

31. DENTAL OFFICE WASTEWATER POLICY. The ADA encourage dentists to adhere to
best management practices and supports efforts by dentists to reduce amalgam discharge in dental
office wastewater.

54. INVESTIGATE EFFICACY OF FLUORIDE VARNISH ASPREVENTIVE THERAPY.
The appropriate ADA agency will review relevant data concerning fluoride varnish as a preventive
therapy and recommend a policy for its use.

85B. SEALANTS. The appropriate ADA agency conduct a comprehensive literature review on
the effectiveness of sealants as a preventive agency with emphasis on long term results from plac-
ing sealants over known caries, and that a report be generated for the 2004 House of Delegates.

51 RC. DENTAL LEADERSHIPWITHIN THE
AIR FORCE. The ADA will work with the uni-
formed services to establish rank parity between
services.

Article continued on page 19

Seerelated story:

USPH S Dental Recruitment booth at the
ADA Meeting, page 20




As| complete this message the draft pro-
motion and deployment policies have
been distributed for comment by Decem-
ber 8, 2003. This version of these drafts
reflects the comments that have been pro-
vided in response to previous drafts. As
has been communicated on our listserv,
the deadline for preparing your files for
this promotion cycle has been extended to
January 31, 2004. Although the date for
receipt of the final policies has not been
specified, these draft policies should provide you with the nec-
essary guidance for preparing the essential elements of our pro-
motion package.

| realize that thistime of change is unsettling. It isimportant to
remember that the history of the Corpsisone of change. As
the PHS evolved to address expanding needs of the nation there
has been change in the scope of populations we have served;
change in the range of agencies and departments we are as-
signed; change in the disciplines and categories of officers;
change in our knowledge base and technologic capacity, and
more. Each time the Corps has adjusted. We are at amgjor
turning point once again, one that has been defined by the
events of 9/11 and those that have followed.

On October 30, 2003 the House Government Reform Commit-
tee held a hearing on the
Corps' transformation, a
transformation announced
by DHHS Secretary
Thompson this past July.
Three Surgeons General
(Surgeon General Richard
Carmona, Surgeon Gen-
eral C. Everett Koop and
Surgeon General Julius
Richmond), COA’s Ex-
ecutive Director, CAPT
Jerry Farrell (ret.), and
Former Assistant Secretary for Health Edward Brandt testified
and presented their perspectives on the Corps and on the pro-
posed changes in Corps organizational structure. Among other
items, their testimony emphasized the critical role of the Sur-
geon General as the commanding officer of the Corps and
stressed several other over-riding principles that comprise the
Corps core.

During this time of change, these principles provide a base
from which to operate;

The Corps must be mission-driven, and maintain the
ability to protect, promote and advance the public’s
health needs. A high priority is placed on disease pre-
vention and health promotion and on having a suffi-
cient number of health professionals to meet these
needs.

The Corps must have a multidisciplinary, highly quali-
fied health professional workforce that is capable of
providing clinical and other key services, such asre-
search, regulatory, key public health, administrative
and education functions. The scope of theserolesis
key for the rapid development of needed knowledge
and technol ogies and accel erates the application of
knowledge for the health of the public.

The Corps must have the ability to respond to both
catastrophic emergency situations and critical public
health demands without forfeiting its basic traditional
public health services. Thisrequires having arobust
and ready reserve capacity and a strategic plan.

The Corps needs |eadership who has clear lines of com-
mand and authority. Both flexibility and appropriate-
ness are needed to guide decisions about how best to
use the expertise of the Corps.

Your skills, expertise, creativity and vision are needed to
contribute to the mission of the Corps. Your contributions
in your primary assignment and towards Cor ps-wide activi-
tiesarevalued and critical, especially during thistime of
change.

The USPHS Dental Newsdletter is published three times each
year, and is distributed to over 700 dental health professionals
and other individualsinvolved in oral health issues.

All who receive this newsletter are welcome to submit articles
to the editor or co-editors.

2004 schedule:

ISSUE DEADLINE FOR SUBMISSIONS
April, 2004 March 12, 2004

August, 2004 July 15, 2004

December, 2004 November 15, 2004

The Dental Professional Advisory Committee also offers free
subscriptions to two e-mail distribution lists.

USPH S Dental Bulletin Boar d—for up-to-date information on
key dental issues, job vacancies, etc.

USPH S Dental Discussion List—for discussions on clinical,
personnel, and other issues of importance.

TO SUBSCRIBE to either of these listservs, please contact
any of thefollowing listserv administrators:

LCDR Tim Ricks—tim.ricks@mail.ihs.gov
CAPT Chris Halliday—challida@na.ihs.gov
LCDR Lynn Van Pelt—lynn.vanpelt@mail.ihs.gov




“Embrace change’

As the newly elected Dental Professional
Advisory Committee (DePAC) Chair-
man, | am looking forward to working
with everyone over the coming year.
Y our 2004 members of the DePAC bring
to the table diversity, enthusiasm, dedica-
tion, and innovative ideas, and it is my
honor to work alongside these out-
standing dental professionals. The level
of DePAC member commitment and resolve amazes me and
inevitably make the Dental Category a stronger force in the
coming year.

As with this past year, 2004 most certainly will bring even more
changes to our category. We have all been exposed to
“information overload” this past year with these changes. One
goa of mine over the coming year is to continue to improve our
communication efforts (most importantly, the Dental Category
Web Page) in our category so that we can highlight these many
changes and documents and give each of you a more comfort-
able overall view of impending changes and issues in our cate-
gory.

With the changes—promotion precepts, promotion process, de-
ployability, and physical fithess—occurring, many of you may
feel a bit overwhelmed and maybe even upset over the changes.
Change is never an easy thing, but we must embrace it. Instead
of getting into a mode of panic, let us all work individually and
get into a mode of individual planning and preparedness. As
leaders of our profession, | ask that each of us commit ourselves

to improving physically and mentally. As we each commit to a
healthy lifestyle, as well as dedicating our professional service
to the mission of the USPHS, we will continue to be leaders in
public health among our peers, medical colleagues, and patients.

One of the recent changes is the issue of deployability. DePAC
and CCRF will continue to work with agencies to facilitate your
ability to deploy where you are needed. As a Uniformed Ser-
vice, we now have established our organization as a rapid de-
ployment health care force, and the military has depended, and
will continue to depend, on us to provide health care to our Na-
tion in this time of need. Another goal of mine for the upcom-
ing year will be to improve our relationship with the Veterans
Administration and to assist them in their mission if needed.

We will continue to collaborate with our public health partners,
including the American Dental Association, National Dental
Association, Hispanic Dental Association, American Associa-
tion of Women Dentists, American Public Health Association,
Academy of General Dentistry, and the American Association of
Public Health Dentistry, among others. Together, with these
broad and diverse organizations, we can continue to be leaders
in the field of dental public health and continue to serve our pro-
fession and Nation.

In closing, | would like to emphasize that the USPHS Dental
Professional Advisory Committee is your voice within our cate-
gory. As such, the DePAC has an enormous responsibility in
not only representing you and your concerns, but also in relay-
ing issues from above to you. | ask for your patience and sup-
port of DePAC over the next year, and | look forward to work-
ing on your behalf in 2004.

=

=

For recently receiving the following national awards:

AMSUS 2003 Carl A. Schlack Award - Citation "For alifetime dedication to the Dental Public Health of our Na-
tion". The award is presented to a Federal dentist of one of the five Federal medical services for outstanding con-

tributions in dental education or dental research.

APHA 2003 John W. Knutson Distinguished Service Award - this award has been presented each year since
1982 to honor an individual who has made an outstanding contribution to improve oral health in the United States.
Its recipients have demonstrated sustained and exemplary accomplishmentsin the field of dental public health.

Alpha Omega International Dental Fraternity Achievement Award for 2003 - This award is given to recog-
nize those individuals and occasionally organizations that have contributed to dentistry or its allied sciences.
Alpha Omegaisthe oldest international dental organization and was founded in Baltimore, Maryland in 1907 by a
group of dental students originally to fight discrimination in dental schools. Today, with its headquarters relocated
to Warrendale, PA, it is primarily an educational and philanthropic organization. There are chapters and members
in cities and dental schoolsin the U.S., Canada, South America, Europe, Israel, South Africaand Australia/New
Zedland. Alpha Omega represents about 15,000 dentists world-wide.




“ 2003—FheYear in Review”

Retrospection is, | would conjecture, in the fiber of every dentist. We recall
those shining moments and personal triumphs — walking across the stage to
receive our diplomas, plugging that first restoration, passing the boards,
and the like. And of course, we never forget the nightmares! L ooking back
at the Dental Category over the preceding twelve months, | sense we are
progressing — lurching may be a more accurate description — forward, and
simultaneously are being challenged as never before. Let me share with
you my reflections.

On amild January evening in Bethesda, MD we greeted our new Surgeon
Genera at a COA-sponsored reception. Soon thereafter, in our first DeEPAC
meeting, | propounded four points for the Committee members to focus on:
improving communication, recruitment and retention of quality officers,
unleashing their creative potential, and leading by example. In addition to
these lofty goals, we had some practical matters demanding our attention.
The DePAC had to jump into high gear amost immediately, planning a
March retreat that piggybacked with assisting in coordinating the joint
ADA/USPHS Conference on Bioterrorism. RADM Kleinman, CAPT Bill
Kohn (CDC), and the Emergency Preparedness Workgroup rose to the task.
The conference was a seminal event, showcasing the partnership of the
USPHS and organized dentistry. For two days, the dais featured a“who’'s
who” of the top expertsin bioterrorism and emergency response, and
VADM Carmona delivered the keynote address. All in al, the conference
not only was a terrific educational experience and networking mecca, it
also cemented in the participants a dedication to continue to bring our pro-
fession into the forefront in the biodefense of our Nation.

Spring arrived and the DePAC struggled with devel oping the promotion
precepts mandated by the Surgeon General’ s Promotion Task Force. These
were completed and forwarded to the Office of the Surgeon Generd in late
May. At the same time, our Recruitment/Retention/A ppointments Work-
group, led by CAPT Linda Jackson (IHS) and CAPT Gary Pannabecker
(IHS), worked closely with the Associate Recruiter Program lead liaison
for the Dental Category, CDR Jim Schaeffer, to consolidate their efforts
and develop a strategic plan for recruiting. Their identification of faculty
points-of-contact at dental schools, and matching dental officers with indi-
vidual schools, along with attendance at severa national meetings, be-
speaks of their hard work and sacrifice in this most critical area.

While these efforts were underway, CAPT Ron Bajuscak (BOP) and the
DePAC labored with planning for the June COA Annua Meeting. What a
meeting it was! The blue skies and warm Arizona sunshine, along with the
fabulous Westin Kierland Resort in Scottsdal e, attracted the largest gather-
ing of Commissioned Officersin onelocale. VADM Carmonaand ADA
President Howard Jones address the USPHS dentists on Category day, and
the David Satcher keynote speaker, RADM George Blue Spruce (ret.),
graced our presence with an eloquent and moving retrospective of the tri-
umphs and hardships of hislong, distinguished career. Let us carry the mo-
mentum and camaraderie of this fantastic meeting to our next gathering in
Anchorage!

On July 3, at the ROA Hall of Flagsin Washington, D.C., | listened, along
with aroom packed with PHS officers, as Secretary Thompson formally
announced the transformation of the Commissioned Corps. Aswe all
know, this continues to be a“work in progress,” as the Surgeon General
and PHS leadership strive to redefine the Commissioned Corpsto meet the
vision of the President and the Secretary. The voices of our officers have
been heard, and continue to be, as the evolving promotion precepts and
readiness standards are devel oped.

The Dental Category Survey, under the charge of LCDR Tim Ricks
(IHS), was completed in early autumn. This document will assist in
the formulation of a strategic plan for the Category to guide the De-
PAC in the upcoming year, as RADM Kleinman, CAPT Bajuscak
(Chair-elect for 2004) and | are engaged in structuring aretreat in
early ' 04 to synthesize a consensus for DePAC' s future goals.

Late fall brought us to San Antonio for the 109" AMSUS Annual
Meeting - with the USPHS as |ead sponsor. VADM Carmona,
president of AMSUS, presided over the opening convocation and
charged the Uni-
formed Servicesto
riseto the challenges
facing our Nation in
the 21¥ century.
CAPT Ron Bajuscak,
Dental Section Chair,

! ! hosted a breakfast
with the Dental
/ " # " " Chiefs of the Army,

" Navy, and Air Force,
the Veterans Admini-
stration, DePAC lead-
ers, and ADA Presi-

dent Dr. Eugene Sekiguchi. RAD (sel.) Carol Turner, USN, thanked
the USPHS Dental Corps for their support of the war effort with the
deployments to Quantico and Camp Lejune. Dr. Sekiguchi, featured
speaker at the Section luncheon, gave arousing speech backing the
Uniformed Services. The Wednesday evening formal banquet cul-
minated with our Chief Professional Officer - RADM Dushanka
Kleinman - being honored with the Carl A. Schlack Dental Award
for her outstanding service to the Nation in advancing dental public
health.

The DePAC continues to have many ironsin the fire. We are work-
ing on compl etion of aweb page dedicated to our Category — one
we can update and post to quickly. The Category Newsdletter isa
professional publication that continues to impress. We are devel op-
ing aUSPHS Dental Directory to help with communication. A
Bioterrorism Handbook is being drafted as a ready resource for den-
tal officers The Mentoring Program, revitalized under LCDR Kris-
tin Shahan (USCG), welcomes new officersinto the Corps and pro-
vides guidance and support. The Associate Recruiter Program
works in conjunction with the DePAC and DCP to maximize re-
cruiting opportunities, and continues to expand and reach out to the
dental schools. Plans are already underway for COA 2004; consider
nominating worthy candidates for the Robertson, Buell, and Senior
Clinician awards. Liaison officers to the many professional organi-
zations—ADA, AGD, AAWD, NDA, etc. - represent the Category
and debrief the DePAC on aregular basis. The Minority Affairs and
Women's Issues Subcommittees, chaired by CDR Wilnetta Sweet-
ing (BOP) and LCDR Melissa Nazareth (INS) respectively, apprise
the DePAC of their concerns and functions.

All of these endeavor s are possible only through the dedication
and hard work of our Dental Officers. They embody the spirit
of the great immunologist Dr. Jonas Salk, who developed the
polio vaccine, and said, “| feel the greatest reward for doingis
the opportunity to do more.” To all the officerswho have con-
tributed to moving the Category forward | extend my deepest
gratitude, and | thank you for the great honor in having served
asyour DePAC Chair.



—the“backbones’ of the USPHS Dental Category

By LCDR Tim Ricks, Editor

Editor: What isyour current “official” role?

Rosalind Bauer: Officially, | am the secretary to the Chief Dental
Officer. | serve asthe liaison contact for visits and telephone calls from
officials including the Surgeon Genera’s Policy Advisory Council and
Commissioned Corps Liaisons of ten Public Health agencies and eight
non-PHS agencies, Chief Professional officers, the Dental Professional
Advisory Committee and others. | arrange meetings and appointments
for the Chief Dental Officer upon request, and accept and decline invita
tions for Swearing-In Ceremonies, Change of Command Ceremonies,
Retirement Receptions, Flag Presentations and other engagements.

Editor: What are some of the things that you have done for the
USPHS Dental Category over the past few years?

Ms. Bauer: For two successive years | have overseen the COA Annual
Surgeon General Award and the Dental Category awards (Robertson,
Buell, Senior Clinician). | have supported the production of the Dental
Category bookmark., and helped provide logistical support for the
DePAC Retreatsin 2001 and 2002.

Editor: How have you gotten to where you are? How long have you
been at NIDCR, what was your career path, etc?

Ms. Bauer: March 1, 2004 will mark my fourth year at the National
Institute of Dental and Craniofacia Research. Interestingly, | started out
as an elementary education major at Marywood College in Scranton, PA,
and then later altered my course to business. For atime | worked with
my father, a portrait photographer in Easton, PA, before being recruited
by the U.S. Government. My first job wasin the legal department of the
Internal Revenue Service as a stenographer—a skill | useto thisday to
record minutes at meetings. Along the way, my career path has taken
some unexpected turns, and I’ ve been fortunate to work for a United

States Vice President on Capitol Hill, and for a Postmaster General in the

old Post Office Department in Washington, DC.

Editor: What keeps you ticking? What makesyou love the job you do?

Ms. Bauer: | lovethe challenge of the work. It is never routine.
There is always something new to learn.

Editor: Asa behind-the-scenes major aide to the CDO, what can you
tell all PHS dentists about the Chief Dental Officer?

Ms. Bauer: That sheis selfless, generous, and caring. The warmth of
her personality and her compassion for coworkers are but a few of the
attributes that define the person who is Dushanka. Many days her calen-
dar isso full that [ like to tell her] if she hiccups she'll lose her place—

she still finds time to visit with her staff. There should be asign over the

door that says “we are not here to have fun, but we want to have fun
whilewe are here”. | will dways feel honored that | had the opportu-
nity to work for and with her. Oh and one more thing—she loves those
little chocolate filled snowballs!!

Editor: What are some of your hobbies outside of work?
CONTINUED, NEXT COLUMN

* (

Editor: What are your official duties and some of the thingsthat
you have done for the USPHS Dental Category?

Ellie Murcia: | amaProgram Analyst assigned to assist RADM
Dushanka V. Kleinman in her duties as the PHS Chief Dental Officer
(CDO) and asthe Deputy Director for the National Institute of Dental
and Craniofacial Research (NIDCR). The job entails being involved in
different capacitiesin all kinds of projects. For example, the coordi-
nation, planning, organizing and assisting in the “birthing” of that lit-
tle “green booklet” that | hope all of you received —and devoured—
titled A National Call to Action to Promote Oral Health—I am one of
the forces behind the PowerPoint presentations, data gathering/
analysis and database organizing.

Editor: How long have you been at NIDCR, and what led you down
this career path?

Ms. Murcia: This past November 5" | completed my third year at
NIDCR. | keep learning and growing personally and professionally.
RADM Kleinman recruited me out of the ranks of self-employment. |
was looking for a career change —a job that would take me away
frominternational travel— and | was open to a wide range of possi-
bilities. Although my academic background is not related to health, |
bring to the job transferable skills from the fields of business admini-
stration and adult education. The job provides me with the opportu-
nity to enable others by being alink in achain of eventsthat eventu-
ally leads to something beneficial for the public. | am motivated by
challenges and thisjob provides an abundance of them!

Editor: Working closely with our Chief Dental Officer, you must
have someinsight that we don’t into her personality, right? And
what about you? What keeps you going?

Ms. Murcia: No matter the size or the number of the challenges
there is always the opportunity to laugh! | think a sense of humor isa
requirement for thejob! And | am very glad that our Chief Dental
Officer has agood sense of humor! Another attribute that serves her
well in performing her different dutiesis her incredibly sharp memory.
She can recall events, documents, data, details, and of course she can
memorize lots of data. | wish | knew her secret! But her love for peo-
ple and for doing good is what sets her above the mark. Her love for
people and dedication to serve was what attracted me to the job. Sheis
one of my role models. Asfor me, | am single and livein the heart of
the District of Columbia. | love people and comedies! It wasthe love
of people that took me to East and West Africa, Russia and other far
away places, and it is the love of people who keeps me here at the Na-
tional Institutes of Health where we touch so many lives.

Ms. Bauer: My interests include painting (walls), cooking, and inte-
rior design. | loveto ride my mountain bike over fal leaves, and walk
the boardwalk in Ocean City, Maryland. I’'m alicensed amateur radio
operator (K3Roz) and enjoy providing public service communications
especialy the Rockville Rotary Twilight Runin July. My husband
and | raised three daughters, have two grandchildren, and livein
Rockville, Maryland.



Minority | ssues Subcommittee (M1YS)
NDA meeting in New Orleans a resounding success
By CDR Wilnetta Sweeting, MIS Chair

Member ship Workgroup
New 2004 members tentatively selected
By CDR Kathy Cotton, Chair

The National Dental Association (NDA) held its Annual Confer-
ence in New Orleans, Louisiana from August 1—6, 2003. The
NDA isthe premier dental organization for ethnic minorities. It
represents a family of 10,000 dentists, students, hygienists, as-
sistants, spouses, and the communities they serve. The confer-
ence was well attended by over 1300 members and very infor-
mative.

During the conference, CDR Wilnetta Sweeting, DePAC MIS
Chair, and LCDR Pamela Hamilton represented the USPHS at a
recruitment booth. Attendance at this event provided many with
the opportunity to learn about USPHS employment opportuni-
tiesaswell as Civil Service/Commissioned Corps differentia-
tion.

Over 50 dentists and students dropped by the USPHS recruit-
ment booth during the five days. Students from a variety of den-
tal schools stopped by the booth, and considerable interest was
expressed in the loan repayment plan and what each agency had
to offer. Each dental school in attendance was given information
to distribute to their students and the PHS give-away items were
in high demand. There were also a number of older dentists that
expressed an interest in various PHS programs.

The Minority Issues Subcommittee would like to take this op-
portunity to thank: RADM Kleinman for attending this confer-
ence; CDR Cherry-Peppers, who won an award for her work in
the area of HIV; and LCDR Hamilton for her support and help
in the recruitment booth.

The Minority Issues Subcommittee will continue to striveto in-
crease the number of recruitment opportunities, visibility, and
awareness of the USPHS Dental Program in promoting the
USPHS to organizations that represent ethnic minorities. Em-
bracing a diverse workforce in the USPHS will inevitably
strengthen our dental corps.

Seerelated story, HDA meeting, page 16

Women'’s | ssues Subcommittee (W1YS)
WIS Report from survey finalized and sent to DePAC

By LCDR Mélissa Nazareth, WIS Chair

Recently, the Women'’ s | ssues Subcommittee of the Dental Pro-
fessional Advisory Committee completed the final report of the
2000-2001 WIS Survey of Commissioned Corps dentists. The
survey, which that consisted of 26 multiple-choice that assessed
attitudes, perceptions, and the job satisfaction of USPHS den-
tists, had a high response rate of 68%. Thisfinal report has been
sent to the Chief Dental Officer and DePAC for review, and in
the future will be made availableto all PHS dentists.

In mid-2003, arequest was distributed via the newsletter and
listserv for applications to serve on the 2004 Dental Professional
Advisory Committee. The Membership Workgroup receive the
largest number of nominations ever, and this was facilitated by
the fact that this was also the first year that applications were
reguested and received in e-format.

The DePAC commitment to maintain a diversified membership
was made easier to accomplish this year because there were 23
applicants from six agencies, including an applicant from Civil
Service, 10 female applicants, and 5 junior officer applicants.
The mgjority of the applicants were field officers.

For 2004, there were 5 full-term (3-year) vacancies and 2 part-
term vacancies (a 1-year and a 2-year). RADM Kleinman ap-
proved the selected new members and the names were for-
warded to Surgeon General Carmona for his approval. Your
new DePAC representatives for next year—pending confirma-
tion by the OSG and DCP—are:

CDR Renee Joskow (OSOPHYS)

LCDR Tim Ricks (IHS)

CDR Jose Rodriquez (IHS)

L CDR Robin Scheper (HRSA)

Dr. Mary McEnery (Civil Service/lHS)

CDR Pete Preston (BOP) - 1 year unexpired term

CDR JamesWebb (IHS) - 2 year unexpired term

Please join us in welcoming these new members, and remember
they are your representatives on any issues of concern.

See entire DePAC roster, pages 8-9

Mentoring Workgroup

Could you benefit from participating?
By LCDR Kristin Shahan, Chair

Being adentist in the PHS is unlike any other career...there are
challenges and opportunities around every corner and they are
often not limited just to patient care. Thisjob is often more than
just a career, it is alifestyle choice and with that choice comes
adjustments, now more than ever before.

If this statement rings a sound of truth in your ear, then maybe
you should consider sharing your experience with someone who
has yet to learn this truth — become a Mentor. And if you would
like to benefit from years of experience in navigating a PHS ca-
reer and everything that comes with it— become a Protégée.

For over ayear the PHS Dental Mentoring Program has been
working to provide mentors for junior dental officers. The pro-
gramis set up so that all newly commissioned dental officers
will receive a mentor with in their first few months of duty and
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junior officers can voluntarily participate in the program at any
point in the first few years of duty. The goal of the program is
for each protégée to have someone outside of their chain of
command to go to for advice, information on all aspects of aca-
reer in the PHS and just be there incase they need guidance.
The program isn’t time consuming, there is no set schedule, but
it isalwaysthere if you need it.

For additional information or an application, please check the
PHS Dental Category Web Page at www.ihs.gov/

nonmedical programs/phs/phsdental/ or contact LCDR Kris Sha
han, Mentoring Program Coordinator at kshahan@atc.uscg.mil.

CCRF Workgroup

Recent deployments and training events
By CDR Renee Joskow, Chair

The Surgeon General has activated CCRF to provide dentists to
the 2D Dental Battalion / Naval Dental Center Camp Lejeune,
North Carolina. CCRF dentists are deploying for 14-day rota-
tions to provide coverage during a 4-month period. DoD re-
quiresthat all troops have dental readiness evaluations and nec-
essary treatment prior to deployment to minimize the likelihood
of having a dental emergency whileinthe field. Sixteen dentists
have volunteered to fill this mission and will help to restore the
Camp Lejeune troops to a state of dental readinessin prepara-
tion for their returnto Iraq. Naval Dental Center Camp Lejeune
isasimilar deployment to CCRF staffing of the National Naval
Dental Command mission at Quantico, Virginia during the
spring, 2003.

Seventy-eight percent of the active CCRF dentists have already
selected a primary deployment role; however, more than fifty
percent of our category still need to select arole. If you haven't
already logged in to the website and selected a deployment role,
please do so ASAP. http://oep.osophs.dhhs.gov/ccrf/
new_deployment_roles.htm.

Nearly 50 officers have faxed in certificates of training in Dental
Forensics. CCRF appreciates the quick response that these offi-
cersprovided. Theinformation will be used to assess training
needs as well as dental deployment assets that may be needed to
augment the mission of the Office of the Armed Forces Medical
Examiner (OAFME) at Port Mortuary, Dover.

In September, CCRF sponsored participation of 10 officers (two
were dentists) for the Homeland Security Medical Executive
Course training produced by the Defense Medical Readiness
Training Ingtitute, in San Antonio Texas. The week-long course
to train senior medical officers for command and senior staff
positions in support of the National Response Plan was designed
to meet the challenges and complexities of aWMD event or
natural disaster in the continental United States and its territo-
ries. The course was awonderful opportunity to train with
medical personnel from other uniformed services, civilians, and
to work side by side with PHS officers from the other clinical

categories.

CCRF has an extensive “Advanced Training” program for

FY 2004 and all of the courses are open to USPHS dentists. The
CCREF staff continue to strive to include dentists in deployment
and training opportunities.

Recruitment/Retention/Appointments Workgroup
2003 end-of-year report, 2004 goals set

By CAPT Linda Jackson, Chair

The Recruitment, Retention, Appointments Workgroup of the
Dental Professional Advisory Committee has focused much of
our efforts this year on recruitment as most of the vacancies
throughout the PHS are entry-level positions. Accomplishments
have included developing a mission statement for the Associate
Recruiter Program (ARP) and developing athree-year plan for
the program. In addition, the workgroup is charged with re-
viewing the applications for the Associate Recruiter Program
and providing recommendations to the DePAC. Thisyear,
seven dental officers were approved by the DePAC for the ARP.

The communications workgroup has recently completed a sur-
vey in which we had hoped to gleam some information asto
why some people might not be happy in our system. Since we
had such a poor response rate, not much can be extrapolated
from the data. One of the goal s of the workgroup isto develop
and implement an exit interview to determine why dentists leave
the PHS and make recommendations to the DePAC based on the
findings. An additional goal of the workgroup isto revise the
dental category CV format. We plan to begin work on this pro-
ject once the new promotion precepts are finalized. The work-
group aso feelsthat there is a need to have the dental staffing
officer reinstated in DCP or at a minimum have designated ca-
reer counselors available to assist officers especially those eligi-
ble for promotion. In addition, we are working on numerous
other projects which are in various stages of development.

The RRA workgroup is comprised of 10 members from 4 agen-
cies. We also have 5 consultants. The workgroup carries out its
activities through conference calls held once per month. If you
would like to help on some of the above mentioned projects or
have ideas of your own, you are welcomed to join the work-
group. Tojoin, contact CAPT Linda Jackson at: Linda.
Jackson@mail.ihs.gov.

Awar dsWorkgroup
2003 end-of-year report, 2004 goals set

By CDR Dawn Breeden, Chair

This seems like a good time to thank everyone who worked hard
to put into place some of the activities of the Awards Subcom-
mittee. Over the past three years, our subcommittee has proc-
essed over 75 award nominations, developed a new

Continued on page 8
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Awards Workgroup Report, continued from page 7

application form for the Dental Category Awards, put together
severa articles on the awards available and worked through the
list server to increase the awareness of the PHS awards available
as well as awards available through other entities. Although most
of our activities are behind the scenes, the time involved in proc-
ng the award nominations alone is a huge commitment for the
three or four monthsit usually takes to collect, review, forward
and follow-up on these. | am really glad to have such a depend-
able and enthusiastic crew. | cantell you that this group has been
very vocal in their support of the need to further increase the
awards being given to PHS dentists. In agreement with this, we
have a few future projects planned which are aimed at collecting
and distributing information about award write-ups to the people
who should be responsible for these. Time will tell if our efforts
will be successful.

| would like to thank the members of my committee who have
participated in numerous conference calls, waded through pages
of award write-upsand CV's, and been great resources for some
of the projects we have completed and will be working onin the
future. They include David Clemens, Glen Eisenhuth, Robert
Failing, Chris Halliday, Robert Hendricks, Renee Joskow, David
LaBadie, Laura Lund, Deborah Noyes, Doug Shepherd and Steve
Torna. | think | have included everyone in alphabetical order.
They have been a great bunch.

In case you haven't noticed, this report carries a note of closure.
My three years on DePAC will end in December. | have really
enjoyed being a part of this group and encourage anyone who has
not served to self-nominate next year. Itisagreat way to feel a
part of the bigger PHS picture, to keep up on what is happening
and to try to make a difference in the category.

Asafinal note, the Awards Workgroup is now working on the
dental category awards, and | encourage you to continue to help
recognize your peers for their career achievements by nominating
officers for awards. If you need any further information, please
contact me at dbreeden@CGA laska.uscg.mil or at 907-463-2144.

Communications Workgroup
Listserv offers avenue to category communications

By LCDR Lynn Van Pelt and LCDR Tim Ricks,
Listserv Co-Administrators

On March 11, 2001, the LISTSERV was created to increase com-
muni cation among dentists in the USPHS. In May 2002, this
valuable communication tool was divided into two separate dis-
tribution lists, the USPHS Dental Discussion List and the Dental
Bulletin Board. Today there are approximately 368 subscribers
and 20-40 messages are posted monthly on each of the lists. The
LISTSERV was extremely valuable in the aftermath of Septem-
ber 11, in getting vital information out to dental officers, and has
been an important tool in keeping USPHS dentists apprised of the

many changes that have occurred over the past few years. The
administrators of the LISTSERV are CAPT Christopher Halli-
day (Bulletin Board), LCDR Tim Ricks (Bulletin Board and
Discussion List), and LCDR Lynn Van Pelt (Discussion List).

Who iseligible for subscription? All DHHS dentists, hygien-
ists, and “friends of oral health” are eligible to subscribe to the
list. The dental health care professionals may be active, retired
or reserve with the Commissioned Corps, Civil Service, or con-
tract/tribal hire and other disciplinesinvolved in Federal oral
health programs.

What is the difference between the two dental listservs? The
USPHS Discussion List is formatted as a discussion list to alow
discussions between the subscribers of the list on topics ranging
from administrative, personnel, and clinical topics. Sinceitis
formatted as adiscussion list, all repliesto e-mail postings are
distributed to the entire list. The USPHS Dental Bulletin Board
is formatted as an announcement-only distribution list, meaning
that replies to this distribution list are sent only to the message

poster.

What istherole of the listserv administrator? The dental
listserv administrators are responsible for subscribing and un-
subscribing users, correcting delivery errors, monitoring mes-
sage content of the lists, and sending out a monthly summary of
each distribution list. Recently, several spam e-mails were sent
out on the Bulletin Board by an individual or group that was not
subscribed to the list; the NIH host siteis currently working on
thisissue to prevent it from recurring.

How do | post a message? Each subscriber has the capability to
post messages to the list by sending messages to dentist-1@list.
nih.gov or by going to the host site at http://list.nih.gov (click on
“Browse’, typein “Dentist-L” and then follow the direction to
post the message).

How do | subscribe? The LISTSERYV isthe quickest way to
place announcements or to get feedback on clinical issues. If
you are interested in subscribing to the LISTSERV, please con-
tact one of the administrators or go to the host site directly (click
on “Browse”, typein “Dentist-L and then follow the direction
on how to join, leave or update). Y ou may use your home or
office e-mail to subscribe to this service; however, shared e-
mails (in some PHS clinics, multiple users share the same e-
mail) are not accepted for subscriptions.

The Administrators of these two listservs thank all who have
subscribed to these distribution lists, and appreciate your pa
tience as we continually try to improve these communication
systems. If you have suggestions or comments about the
listservs, contact one of the following administrators:

Administrators:

USPHS Dental Bulletin Board (dentalbulletinboard@list.nih.gov)
LCDR Tim Ricks—tim.ricks@mail.ihs.gov
CAPT Chris Halliday—challida@na.ihs.gov
USPHS Dental Discussion List (dentist-l@list.nih.gov)
LCDR Tim Ricks—tim.ricks@mail .ihs.gov
LCDR Lynn Van Pelt — lynn.vanpelt@mail .ihs.gov



ANDREWS, Arlan K., DMD [2003-2005]

Chief, Acoma-Canoncito-Laguna Dental Program
0-5, CDR (IHS)

Acoma-Canoncito-Laguna Indian Hospital

P.O. Box 130, San Fidel, NM 87049
505/552-5368, arlan.andrews@mail.ihs.gov

MAKRIDES, Nicholas, DMD,MA,MPH [Ex Off]
Chief Dental Officer, Federal Bureau of Prisons
0-6, CAPT (BOP)

320 First St., N.W., Rm 1032,

Washington, DC 20534

202/307-2867 x138, bop2691@hop.gov

SHAHAN, Kristin, D.D.S. [2002-2004]

Staff Dentist

0-4, LCDR (USCG)

Coast Guard Aviation Training Center

8501 Tanner Williams Road, Mobile, AL 36608
251/441-6406, kshahan@atc.uscg.mil

BAJUSCAK, Ronald E., DMD, M S[2000-2005]
2004 DePAC CHAIR

National Specialty Consultant, Oral Med./Oral Path.
0-6, CAPT (BOP)

FCI Tucson

8901 South Wilmot, Tucson, AZ 85706
520/574-7159, rbajuscak@bop.gov

MCcENERY, Mary, DMD [2004-2006]

Acting Chief DO, Northern Cheyenne SU

Civil Service (IHS)

Northern Cheyenne SU, Lame Deer, MT 59043
406/477-4425, MmcEnery@mail.ihs.gov

SHEPHERD, Ronald D., D.M.D. [2002-2004]
Staff Dentist

O-5, CDR (BOP)

USP Terre Haute

P.O. Box 33, North Terre Haute, IN 47808
812/238-1531 x429, rshepherd@bop.gov

COTTON, Kathy T., DMD, MS[2002-2004]
Area Regional Pediatric Consultant

O-5, CDR (IHS)

Tucson Area Indian Health Service

7900 South J Stock Road, Tucson, AZ 85746
520/295-2575, kathy.cotton@mail.ihs.gov

NEHRING, Mark, DMD, MPH [Ex Officio]
Dental Public Health Clinical Specialist, MCHB
0-6, CAPT

Parklawn Bldg., 5600 Fishers Lane, Rm. 18A-39
Rockville, MD 20857

301/443-3449, mnehring@hrsa.gov

SWEETING, WilnettaA., D.D.S. [2002-2004]
Chief, Dental Clinic

O-5, CDR (BOP}

FCI Edgefield

501 Gary Hill Road, Edgefield, SC 29824
803/637-1433, wsweeting@bop.gov

GETTLEMAN, Lawrence M., DMD, MSD [Ex Off.]
Professor of Prosthodontics and Biomaterials

O-4, LCDR (Reserve), USPHS Inactive Reserve
University of Louisville School of Dentistry

501 South Preston Street, Louisville, KY 40292-1701
502/852-1185, gettleman@Iouisville.edu

NOYES, Deborah, DMD, MS[Ex Officio]

Chief Dental Officer, U.S. Coast Guard

0-6, CAPT (USCG)

21002 &t., S. W.,Washington,D.C. 20593-0001
202/267-0801, dnoyes@comdt.uscg.mil

WEBB, James, DDS [2004-2005]

Chief, Service Unit Dental Program
0-5CDR (IHS)

PHS San Carlos Indian Hospital

P.O. Box 208, San Carlos, AZ 85550
928/475-7354, james.webb@mail.ihs.gov

HALLIDAY, Christopher G., D.D.S. [Ex Officio]
Deputy Director, Division of Oral Health

0-6, CAPT (IHS)

Thompson Building, Suite 338

801 Thompson Avenue, Rockville, MD 20852-1627
301/443-1106, challida@na.ihs.gov

PANNABECKER, Gary L., DDS [2003-2005]

Chief Dental Officer, Blackfeet Dental Program
0-6, CAPT (IHS)

Blackfeet Community Hospital

Box 760, Browning, MT 59417

406/338-6180, Gary.Pannabecker@mail.ihs.gov

IMPORTANT NOTE:

Thisisa TRANSITIONAL roster, and all
new members are pending approval by
the Office of the Surgeon General

HICKEY, Daniel J., DMD [Ex Officio]
Chief Dental Officer, FCI Morgantown
O-5, CDR (BOP)

FCI Morgantown

P.O. Box 1000, Morgantown, WV 26507
304/296-4416 x356, mrg9710@bop.gov

PRESTON, Peter M.,DDS [2004]
Chief Dental Officer, FCI Greenville
0-5, CDR (BOP)

FCI Greenville

P.O. Box 4000, Greenville, IL 62246
618/664-6384, ppreston@bop.gov

JACKSON, LindaA., DDS[2002-2004]
Chief of Dental Services

0-6, CAPT (IHS)

Bemidji/White Earth Indian Health Center
25519 State Highway 224, Ogema, MN 56569
218/983-6286, Linda.Jackson@mail.ihs.gov

RICKS, Timothy L., DMD, MPH [2001-2006]
Acting Chief, Schurz Service Unit Dental Program
O-4, LCDR (IHS)

Pyramid Lake Tribal Health Clinic

P.O. Box 227, Nixon, NV 89424

775/574-1018 x224, tim.ricks@mail.ihs.gov

JOSKOW, Renee, DDS, MPH [2004-2006]

Medical Readiness Manager/Training and Ed. - CCRF
0-5, CDR (CCRF)

12300 Twinbrook Pwy, Ste. 360, Rockville, MD 20857
310/443-8249, Rjoskow@osophs.dhhs.gov

RODRIGUEZ, Jose, DDS [2004-2006]

Chief, Pine Ridge Service Unit Dental Program
0-5, CDR (IHS)

Pine Ridge Indian Hospital

P.O. Box 120, E Hwy 18, Pine Ridge, SD 57770
605/867- 3078, jrodriguez@abr.ihs.gov

KLEINMAN, DushankaV., DDSMScD. [Ex Officio]
Chief Dental Officer, USPHS,Deputy Director,NIDCR
0O-8, RADM (NIH)

National Institute of Dental and Craniofacial Research
Building 31, Room 2C39, Bethesda, MD 20892
301/496-9469, dk42p@nih.gov

SAVILLE, Suzanne K., DDS[2003-2005]
Senior Dental Officer

0-5, CDR (USCG)

Ralph R. Nix Medical Clinic

599 Tomales Road, Petaluma, CA 94952
707/765-7208, ssaville@d11.uscg.mil

LAWRENCE, Robin, DDS, MPH [Ex Officio]
Dental Public Health Consultant

Rhode Island Department of Health

Three Capitol Hill, Providence, RI 02908
401/222-7620, robinl @doh.state.ri.us

SCHEPER, Robin A.G., DDS[2004-2006]
Senior Program Manager

0O-4 LCDR (HRSA)

Bureau of Health Professions

Parklawn Bldg., Rm. 8A-09

5600 Fishers Lane, Rockville, MD 20857
301/443-1707, rscheper@hrsa.gov

DePAC Summary

16 Chartered Members
10 Ex Officio Members

Terms expiring, 2004: 6
Terms expiring, 2005: 5
Terms expiring, 2006: 5

Workgroups/Subcommittees:

Awards Workgroup

Billets Workgroup

CCRF Workgroup

Communications Workgroup
Membership Workgroup
Mentoring Workgroup
Minority | ssues Subcommittee
Recruitment/Retention/Appts. Workgroup

Women'’s | ssues Subcommittee
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By CAPT Todd Smith, DDS, MSD
Phoenix Area IHS Periodontal Consultant

Diabetes Méllitus (DM) has reached epidemic proportionsin the
United States. It affects 17 million Americans, and CDC predicts
that by 2050, 45 to 50 Americanswill be affected. Currently, dia-
betes has a prevalence of 15.3% amongst Native Americans, more
than twice that of non-Native American adults.™

Among the mgjor diseases, diabetesisthefifth leading cause of
death and the leading cause of blindness, renal failure, and amputa
tions. The most common forms of diabetesinclude Type 1 and
Type 2, of which over 90% isType 2.

The oral effects of diabetesinclude increased susceptibility to
bacterial, viral and fungal infection, periodontitis, caries, and
candidiasis. Delayed wound healing and xerostomia, generaly
caused from dehydration, medications, and sdlivary gland hypo-
function are commonly found.*

Because of biologicd aterationsthat affect the periodontium, dia-
betics tend to be more susceptible to severe periodontitis. These
changesinclude poorly functioning polymorphonuclear leuko-
cytes**and microangiopathy associated with accumulation of ad-
vanced glycation end products (AGE). Physiologic cell aterations
aso occur. A large reduction in collagen synthes's, as well as hy-
perlipidemia and a hyper-inflammatory response®™ have been im-
plicated. All of these alterations may lead to rapidly progressive
pocket formation, abscesses, and bone and tooth loss.®*®

tal infection can adversely impact glycemic regulation.*** Diabet-

bolic control™ and cardiovascular complications.? Biologically,
the pro-inflammatory increase in Prostaglandin E2 (PgE2), Inter-
leukin-1B (IL-1B), IL-6, and Tumor Necrosis Factor-alpha (TNF-
A) associated with periodontitis further aggravates hyperlipidemia
and insulin resistance. This exacerbates the diabetic condition. As
might be expected, some studies have shown that periodontal ther-
apy aimed at eiminating infection and reducing inflammation can
improve diabetic control, at least in the short term.**?%%"  With bet-
ter blood sugar control many signs and symptoms of periodontitis
such as suppuration, gingival polyps, and multiple abscesses may
subside. A patient may be considered under "control" when fasting
blood sugar is maintained at < 120mg/dl, impaired glucose toler-

< 8%. A glycosylated hemoglobin above 9% isindicative of poor
control. An HbA1c assay gives an indication of blood glucose lev-
elsover an extended time of 1-3 months, and does not require fast-
: 9

ing.

TREATING PERIODONTAL INFECTION

Periodontal treatment is often ineffective in controlling periodontal
infection in diabetics.>* Ainamo et al* followed agroup of diabet-
icsfor 19 years and found that bone loss progressed and patients
failed to favorably respond to periodonta therapy until their ele-

+ Asaresult of studies on the Gila River Indian Community,
: treating periodontally involved diabetics with and without doxycy-

» cline, the Periodontal Disease Treatment Protocol for Individuals
! with Type 2 Diabetes Mellitus was published.” The Protocol is

: for the diabetic with moderate to severe periodontitis. It recom-

¢ mends profound local anesthesia and probing depth recordings,

¢ with a half mouth scaling and root planing using ultrasonic in-

: sertsand 0.12% chlorhexidine (CHX) irrigation. For the deep

¢ pockets, thetip is activated “until bony resistance is encoun-

: tred.” This ensures thorough instrumentation through the base of
¢ the pocket. Hand scaling may be used for specific intraoral

» dites, but the bulk of the instrumentation should be done with

: ultrasonics. Oral hygieneinstruction is provided at each visit,

: and hopeless teeth planned for extraction are removed at this

* time. The patient is prescribed an analgesic and a 2-3 week

: course of doxycycline at 100mg twice aday. CHX is either

* brushed on or used twice a day as a mouth rinse for 2-4 weeks.

+ vated blood glucose levels were normalized.

10,11

* Approximately one week later, while the patient is still taking

¢ doxycycline, the second treatment phase is initiated to complete
= the other half of the mouth. At thefirst recall visit, evaluation of
¢ treatment progress and success is accomplished. Thefirst recall

: should be 2-6 months after initial therapy, and 6-month recall

: appointments are provided thereafter.

If disease isrefractory to the protocol (considerable bleeding on
: probing, minimal improvement in probing depths, abscesses till
¢ present), referral to aperiodontist is recommended. If referral is
: not possible, those patients with severe, generalized, chronic

* periodontitis may be prescribed a systemic enzyme suppressor

Thereis strong evidence that DM and periodontitis have atwo-way - ; (Periostat®, 20mg twice aday for 3 months)® and the recall in-

relationship. As DM negatively affects the periodontium, periodon: ! terval should be shortened to 3 months, In a recent paper pre-
; ; : " : ; < sented at the 2003 AADR, Periostat® was found effective in

ics with severe periodontitis were twice as likely to have poor metax improving periodontal outcomes and HBA 1c in the nonsurgical

! treatment of diabetics with periodontitis.** Though this study

+ was short term (12 weeks), it supports Periostat use during ini-

! tial therapy as well as those refractory to care. With localized

: remaining defects (>6mm with bleeding upon probing), alocal

: antibiotic such as Arestin® or Atridox® may also improve prob-

¢ ing depths and periodontal health.

¢ For diabetics with gingivitis to mild periodontitis, enzyme sup-

= pressors, systemic antibiotics and aggressive ultrasonic therapy

¢ isnot required. Standard hygiene and periodontal therapies

+ should be adequate to control disease. Recall is mandatory, how-
* ever, to maintain periodontal health.®%

ance tests are < 150mg/dl, and glycosylated hemoglobin (HbA1c) is :

: OTHER TREATMENT CONSIDERATIONSIN DIABETICS
{ WITH PERIODONTITIS

¢ When blood sugar and degree of control are unknown, it isimpor-
* tant to consult with the patient®physician. Discuss duration of dia-
¢ betes, degree of control, complications, medications, and treatment
» planned. Diabetics should eat normally and take their medications
: asscheduled. Stressreduction is also important, and the use of pre-
: operative sedatives and analgesics to decrease apprehension and

Continued on next page
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pain should be considered. Dietary instruction on postoperative food
intake is also important, epecialy after extensive surgery. Patientson
insulin may require an increase in dosage in the presence of an acute
ord infection.

Weregularly see walk-in diabetic patients that need an invasive proce-
dure such as extraction. Antibiotics are not required for well-controlled
diabetics with no evidence of infection, and good tissue health. For
poorly controlled diabetics, particularly those with significant infection
and pain, an antibiotic such asamoxicillin (500mg tid) is recom-
mended, and should be continued for at least aweek to decrease post-
operative infection.* The guidelines we use for Type 2 diabetics at
Phoenix Indian Medical Center are asfollows:

Random blood sugar around 250mg/dl and poor tissue health
(swelling, periodontal abscess, cyanotic tissue)- prescribe asys-
temic antibiotic. We do afinger stick in dental prior to extrac-
tion if the patient hasn’t checked their blood sugar for days or
weeks. Alternatively, your lab/outpatient clinic/doctor on call
can check it.

Random blood sugar > 300mg/dI- we recommend they see
their physician as soon as possible, but proceed with the extrac-
tion and antibiotic.

Random blood sugar > 400mg/dI- we immediately refer to
medical and defer dental treatment until the hyperglycemiais
treated. Dental treatment with an antibiotic prescription can
still occur that day if pain or swelling isinvolved.

No dental randomized clinical trials address these values. One
medical study found an increase in post operative infections (i.e.,
pneumonia, urinary tract infection, and wound infection) after coro-
nary artery surgery when patient’s mean glucose concentrations
were > 230 mg/dl.® Please remember these are guidelines. Other
dental programs draw the line differently, for instance at 200mg/dl,
250mg/dI, and 300mg/dl respectively. Talk to your physicians. You
also must take into account other patient factors such as blood sugar
fluctuations (does it average 100-260, or 200-360) and systemic
health (patient on hemodialysis, liver disease).

The diabetic may present asamedical emergency. If the patient ap-
pearsill and presents with rapid pulse, flushed skin and dry mouth, se-
vere hyperglycemia and metabolic acidosis may have occurred. Unlike
hyperglycemia, hypoglycemic shock can occur rapidly and may belife
threatening. The patient appears weak, nervous, and confused, and the
skinismoist and pale. Treat hypoglycemiaby giving the patient sugar,
such as 2 teagpoons of sugar in 1/2 cup of water, juice, or cakeicing.
Repeat every 5 minutes until the symptoms disappear. If thereisany
question whether the patient is hyperglycemic or hypoglycemic, give
the patient sugar. If the patient is hyperglycemic the effects of your ad-
ditiona sugar will be minimal and may be lifesaving in the hypoglyce-
mic.

SUMMARY

The ultimate success of periodonta treatment in diabetics depends on
their willingnessto control their diabetes and to maintain good ord hy-
giene. Treatment following the diabetic periodontal trestment protocol
has been found to be effective in controlling infection and improving

metabolic control, at least in the short term. Recalls should be
provided and the periodontium monitored closely. Physician
consultation, effective analgesia, and post-operative food intake
are other important considerationsin patient management. With
the incredible increase in numbers of diabetics projected over
the next 50 years, it isimperative that we target newly diag-
nosed diabetics and those at risk for diabetes (obesity, family
history) before deterioration of ord health can occur. Aneight
article supplement to JADA, Diabetes and Ord Health, isdue
for publication in November, 2003. | would recommend read-
ing it asit should prove to be a comprehensive evaluation of this
topic.
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By CDR Stephen P. Torna, Newletter Co-Editor

Oral anticoagulants are prescribed for the prevention of
thrombus formation and embolism. Emboli may occlude ar-
teries and veins resulting in cerebral, pulmonary, and myocar-
dia infarction. Severe sequelae and death following the dis-
continuation of coumadin therapy prior to dental surgery have
been reported.® Interestingly, one author mentioned a
“hypercoagulability state” following cessation of warfarin
(Coumadin) therapy, a factor that may further complicate the
risk of thromboembolism upon anticoagulant cessation.?

Thromboemboli are potentially devastating and possibly fatal
occurrences that are largely preventable through anticoagul a-
tion therapy.*® Removing patients from warfarin therapy
prior to dental surgery poses a much greater risk than those
associated with post-operative bleeding.?*>" The literature
reviewed unanimously supports delivering dental care, includ-
ing surgery, provided that atest for hemostasis, the Interna-
tional Normalized Ratio (INR) is optimally therapeutic. Not
one author recommends withdrawing coumadin if the INR is
within therapeutic range.

In order to prevent thromboemboli, a patient must be antico-
agulated to a degree in which clot formation is prevented.
According to the American College of Chest Physicians and
the American Heart Association, an INR of 2.0-3.0 is optimal
for embolus prevention. Mechanical heart valve patients and
those with a history of recurrent thrombosis require greater or
more intense anticoagulation (INR 2.5-3.5).>* Cannegieter,’
followed 1608 mechanical heart valve patients and an optimal
INR for these patients was determined to be between 2.5 and

4.0. Other authors advocate an INR of 4.5 for mechanica heart
valve patients.*

INR (International Normalized Ratio) is the ratio of PT
(prothrombin time) to mean normal PT. Mean normal PT isthe
average PT of twenty normal healthy people. Thromboplastins
are used in laboratory determination of the PT score,and because
thromboplastin sensitivity varies among products, PT scores are
not standardized. The variation in thromboplastinsis adjusted
using the ISl (International Sensitivity Index). Theratio of PT
to mean normal PT and adjusted using the ISl provides a stan-
dard score called INR. INR=(PT/mean normal PT).**>

The most commonly used oral anticoagulant is warfarinand it is
used to prevent the development of thromboemboli. Warfarin
inhibits the synthesis of clotting factorsl, VII, IX and X. Inthe
liver, warfarin interferes with the production of the enzyme vita-
min K epoxide reductase. The synthesis of factorsll, VII, IX
and X is dependant on this enzyme.** Additional enzymes and
coagulation proteins are vitamin K dependant and thus affected
by warfarin.

Orthopedic surgery (especialy hip), major general surgery, deep
vein thrombosis, and history of recurrent thrombosis place pa-
tients at risk for systemic embolism. Myocardial infarction,
tissue and mechanical heart valves, valvular heart disease and
atrial fibrillation are among the cardiac indications for oral anti-
coagulant therapy.* These conditions predispose the patient to
thromboembolic events. The dentist is most concerned with the
patient who is anticoagulated for cerebrovascular and cardiovas-
cular disorders.

It iswell established that post-operative bleeding in the opti-
mally anticoagulated (INR 2.0-3.0) patient islocally controllable
through the use of careful surgical technique, pressure, sutures,
collagen plugs, gelfoam or other local measures.>*>’  Accord-
ing to Bierne and Koehler, “when large amounts of blood loss is
expected the INR should be less than 3.0. For third molar extrac-
tion, it is conceivable to proceed with the surgery aslong asthe
INR isless than 4, provided local measures to control bleeding
are used” .

For patients with mechanical heart valves and other high-risk
conditions, anticoagulation therapy is more intense. Depending
on the intensity of anticoagulation and proposed procedure, dis-
cuss with the physician modification of the warfarin dose to re-
duce the INR to less than 3.0. Hospitalization and heparin ther-
apy is also an option that the dentist and physician may discuss.
The warfarin-heparin exchange is an alternative because heparin
induced anticoagulation is both rapid in onset and reversible.
Heparin minimizes the interruption of anticoagul ation therapy
compared to a patient being without optimal anticoagulation for
several days.>*%!

Nonsteroidal anti-inflammatory drugs are the most common
drugs that along with some other therapeutics may increase the
hemorrhagic or anticoagulation effects of warfarin. Met-
ronidizole, phenylbutazone, sulfinpyrazone, disulfiram, and ci-
metidine interfere with the metabolism of warfarin, thus

Continued on next page
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potentiating the effect. Aspirin, penicillin and other drugs that
alter platelet function may increase the hemorrhagic effect of
warfarin. Barbiturates, oral contraceptives, and rifampin are
among warfarin antagonists.>*81°

Potential warfarin concomitant drug interactions may affect the
decision to proceed with surgery even if the INR is within thera-
peutic range. Aspirininduced platelet dysfunction begins sev-
eral hours after ingestion and may last up to one week. Some
patients may be more susceptible to the platelet inhibiting ef-
fects of aspirin and thus experience more bleeding. Although
abnormal platelet function and increased bleeding time has been
associated with normal doses (1000mg) of aspirin,®*?* the de-
gree to which aspirin increases bleeding time is dose dependent.
According to Hirsh, therapeutic doses of aspirin used concomi-
tantly with warfarin may cause gastro-intestinal bleeding but
have not been shown to increase operative hemorrhage.™

For the dental practitioner, it isimportant to understand the pur-
pose and reason for individual anticoagulation therapy. A care-
ful medical history and knowledge of other medicationsis criti-
cal. Itisimperative that the physician isinvolved before any
attempt to modify warfarin therapy is considered. The dentist
may have to educate the physician as surveys have shown that as
many as 73% of physicians recommend removing coumadin
prior to dental surgery.>** Perhaps more importantly, the den-
tist must contact the physician when the INR is below optimal.
A lessthan optimal INR score may put a patient at risk for em-
bolism.

The degree of anticoagulation (INR), proposed procedure, con-
comitant drug use and medical status increases the risks for op-
erative and post-operative bleeding. A carefully developed
medical history and medication profile coupled with appropriate
lab tests will provide the dentist with critical decision making
information. Consultation with the patient’s physician is neces-
sary prior to dental treatment. If the dentist is unsure, consulta-
tion with an oral surgeon is advisable.

It is evident that the discontinuation of warfarin in optimally
anticoagulated patients prior to dental surgery isarisk that out-
weighs any potential benefit. The concern is bleeding and the
literature indicates that bleeding is minimal and controllablein
optimally anticoagulated patients (corresponding to an INR of
2.0-3.0). Removing warfarin may place the patient in a poten-
tially catastrophic situation. Mechanical heart valve patients and
those with a history of previous thromboembolism are the high-
est risk. “Although persons on chronic warfarin therapy are of-
ten managed by stopping the anticoagulant for a brief period
before surgery, thisintervention has the potential of placing the
patient at a greater risk for the condition for which they are be-
ing treated prophylactically”

| would like to thank Dr. Jerry Holbrook, IHS Oral Surgeon, for
his thoughtful review and suggestions for this article!
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By Jerry Holbrook, DDS
IHSOral & Maxillofacial Surgery Consultant

When prolonged hemorrhage is encountered after an oral sur-
gery procedure, the majority of time the cause isalocal problem
and not a systemic problem. Systemic factors can usually be
ruled out after obtaining a complete medical history, written and
oral, from the patient. Patients with systemic coagulopathies,
those that are congenital, from medications, or acquired can then
be identified and appropriately managed. There have been the
rare cases of hemophilia, especially avon Willebrand factor de-
ficiency that isidentified after 3" molar surgery on teenage pa-
tients. These congenital or acquired blood dyscrasia’s, like leu-
kemia, cannot be expected and are so infrequent that a blood
screening test prior to extractionsis not indicated.

When a patient returns to the dental clinic or the emergency de-
partment with continued bleeding, a history of the problem
should be taken and recorded, especialy if the extraction was
done at another clinic location. The medical history concerning
prolonged bleeding problems and medications should be con-
firmed to rule out missed systemic factors. The patient’s vital
signs should be recorded to evaluate for early signs of excessive
blood loss. Signs and symptoms of blood volume loss and dehy-
dration should be treated aggressively. These signsinclude
tachycardia, hypotension and anemia. The area should then be
anesthetized; my preference is along acting local anesthetic like

Continued on page 14
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Marcaine with aregional block.

The most common hemorrhage problem post extraction isinade-
guate direct pressure at the wound site. It may be due to pain at
the extraction site or just inattention to detail to get the pressure
pack in the correct location. This allows the formation of an
extra-alveolar liver clot and hemorrhage will continue to seep
from the extraction site from under thisclot. This extra-alveolar
clot does not allow for adeguate pressure on the tissue to com-
pletely stop bleeding. With profound local anesthesia, these
clots must be removed and the surgical site inspected. The
wound is re-opened and the remaining clot is removed from the
socket. The boneisinspected for bleeding from an intraosseous
nutrient vessel. Thisintraosseous type of bleeding can be con-
trolled by burnishing the bone around the vessel to collapse the
lumen of the vessal. The soft tissue in the flap must also bein-
spected for bleeding from local vessels. If bleeding is noted in
the soft tissue, the vessel can be clamped for 5 minutes with a
hemostat to collapse the vessel lumen. If the vessel continues to
bleed, aligature suture (I use 3-0 chromic gut) can be used to tie
the vessel and collapse the lumen. A figure-8 suture can then be
used to close the soft tissue over the extraction site.

The patient is then directed to bite on a gauze dressing to apply
firm direct pressure to the area for twenty minutes. Excellent
anesthesiain the areais required so the patient can maintain
pressure without pain. Sometimes the opposing arch also re-
quires anesthesia.

Providing the socket with a nidus for clot formation is often
times helpful to get the bleeding to stop. | will pack the socket
with a small amount of hemostatic agent to give the coagulation
process something to start around within the socket. The most
common agent is a Gelfoam pad (very inexpensive). Sometimes
I will soak the pad with topical thrombin (very expensive) if the
bleeding is particularly troublesome. There are alot of products
that you can use in this situation, these include; Surgicel, artifi-
cial collagen products like Avitene, Oxycel, collatape, and bone
wax. All act to provide a scaffold for the platelet plug or influ-
ence the clotting cascade. They also al initiate varying degrees
of aforeign body response in the healing cycle. They each are
used in small amounts to minimize this response and usually a
small amount is all that is necessary. The socket does not need
to be packed tight with these materials and once again a figure-8
suture to hold the material in the socket is helpful. The common
home remedy hemostatic agent we all know is tannic acid from
ateabag. Having the patient bite on atea bag wrapped with a
2x2 can often times be helpful during a post operative bleeding
problem.

Other things we can do during the twenty minute waiting period
are to keep the head elevated above the heart, use ice packs or
ice cubesto slow blood flow to the area, and make sure the pa-
tient has profound anesthesia. To overcome the problem of get-
ting direct pressure to the surgical areayou can use a 4x4 gauze
wrapped around a tongue depressor and have the patient bite on

the tongue depressor to hold the gauze pack over the surgical
site. Modeling compound can be formed to make a custom
splint for edentulous ridges. Have the patient bite on a soften
compound stick to impress the maxillary and mandibular ridges.
Y ou can then place a gauze pack on the surgical site, have the
patient hold the pack in place with the modeling compound cus-
tom made to the edentulous ridges in the wound area.

To stop hemorrhage from awound site you must remember the
pathways the human body uses to stop bleeding. These are the
pathways that you are trying to modify and supplement. The
three parts of this pathway we are most concerned with are; va-
sospasm, platelet plug formation and the coagulation cascade.
This article has addressed the clinical techniques you can use to
influence the coagulation process. If you cannot stop bleeding
with these methods, you must investigate for an undiagnosed
coagulopathy, discuss the situation with a physician and obtain
the necessary blood studies. The patient may need to be admit-
ted for additional treatment to stop bleeding that might include
transfusions of blood clotting factors or to replace depleted red
blood cells.

USCG Spotlight, continued from page 15

proximity to MacDill Air Force Hospital and our provider net-
work including Jacksonville Naval Dental, Goose Creek Naval
Dental and specialty civilian dentists are all essential compo-
nents in delivering quality dental care to our members.

The Clearwater/St. Petersburg dental clinics encompass the larg-
est area of responsibility within the U.S. Coast Guard, stretching
from Charleston, South Carolinato Ft. Myers, Florida. We serve
approximately 3700 U.S. Coast Guard members, composed of
2900 active duty and 800 reservists, and are responsible for
nearly 100 units, including air and surface fleets, a Port Security
unit and Marine Safety Offices. Overall, we had 4,169 patient
visits during fiscal year 2003.

In our free time we are actively involved in training with rescue
swimmers and flight missions. We participate in continuing edu-
cation through various local study clubs, (e.g. Bay Center for
Jaw Surgery, West Pasco Dental Association and Pinellas
County Dental Association), and maintain affiliation with pro-
fessional organizations including the American Dental Associa-
tion and the Academy of General Dentistry. Timeis also spent
enjoying outdoor activities available in this area, such as boat-
ing, water skiing, fishing and scuba diving. We hope to have our
advanced scuba diving certificate within the next few months.

In concert with other personnel, we work to fulfill the Public
Health Service mission and ensure successful pursuit of the
Coast Guard mission as well as ensure that the Air Station®
motto, "Anywhere, Anytime," holdstrue. The dental staff wel-
comes the opportunity to show you our clinic and view firsthand
the exciting dentistry practiced here in Clearwater/St. Peters-
burg, Florida. We are certain that you will enjoy our unique en-
vironment, the warm climate and the professional atmosphere.



By A. Conan Davis, DMD MPH
Chief Dental Officer, CMS

The Centers for Medicare and Medicaid Services (CMS) isthe
largest public payer of oral health care in the Nation for the indi-
gent, aged, and special populations. The Medicaid program is
projected to have collectively spent approximately $3.6 billion on
dental servicesin 2002. The Medicare programis projected to
have spent approximately $100 million in 2002 on dental related
servicesaswell. Many groups have an interest in the affairs of
CMS. These groups include advocacy organizations, the dental
professional community, Congress, and state and local govern-
ments.

Approximately 4600 people work in CMS in the main office in
Baltimore, MD, in Washington, DC and in the 10 Regional of-
fices around the country. CMSisdivided into three business cen-
ters: the Center for Beneficiary Choices, the Center for Medicare
Management, and the Center for Medicaid and State Operations,
but most activity related to dental servicesislocated in the Center
for Medicaid and State Operations.

Medicaid is a health insurance program for certain low-income
people. It isfunded and administered through a federal-state
partnership. State participation is voluntary, but all states have
chosen to participate. Although there are numerous federal regu-
latory requirements for Medicaid, states have a wide degree of
flexibility to design their own programs. States have substantial
authority to establish eligibility standards, determine what bene-
fits and servicesto cover, and to set payment rates. There are
also federa responsihilitiesin this federal-state partnership which
include interpreting regulatory language, providing technical as-
sistance on all aspects of Medicaid benefits, coverage and pay-
ment for states and providers, processing and approving state
plan amendments and waivers, making quarterly federal match-
ing payments to the states, and a number of other policy and en-
forcement activities.

CMS works closely with other HHS agencies including AHRQ,
NIH, CDC, and HRSA. Thisyear, dental activity hasincluded in
addition to participation in regulatory and consultation activities,
the development and implementation of aformal memorandum
of understanding between CM S and HRSA on oral health issues.
The MOU was developed as aresult of Senate Appropriations
Committee Report language that encouraged the partnership of
HRSA and CMSin addressing dental access for their populations
of mutual interest. The report also recommended several activi-
ties and projects that were to be funded through HRSA in consul-
tation and collaboration with CMS. CM S additionally works
closely with public and private sector oral health professional or-
ganizations to address the availability of dental care services.

Datais also collected and interpreted for dental services through
the revised Early and Periodic Screening, Diagnostic and Treat-
ment (EPSDT) reporting form CMS-416. This data element con-
tains dental reporting requirements for statesto report informa-

tion about the number of children receiving dental services.
The states are required to submit the CMS-416 on April 1 fol-
lowing the end of the federal fiscal year. Thiscausesatimelag
in the receipt of the data, but the datais currently of interest
because beginning in FY 1999, they demonstrate the first sub-
stantial increase in children’s access to dental care since 1992.
There has aso been a corresponding increase in dental expen-
dituresin the same time frame. Therewasa4.6 % increasein
delivery of dental services between 1999 and 2000, and a
15.6% increase in dental expenditures between 1999 and 2000.
CMS-416 datafor fiscal year 2001 is currently under review,
and is still being received for fiscal year 2002.

US Coast Guard AS Clearwater
By CDR Rick Decker and LT Rich Kolanda

Since itsinception, Air Station Clearwater has stood at the
forefront of the U.S. Coast Guard®aviation operation, which
currently operates eleven Sikorsky HH60 helicopters and five
C130 Hercules aircraft. In 1987, Clearwater became the Coast
Guard®largest and busiest air station, responsible for the
Tampa Bay area, the Gulf of Mexico, the Caribbean basin and
the Bahamas. This coincided with the expansion of itsdrug in-
terdiction mission and its continued involvement in search and
rescue missions as well as supportive roles during the nation®
times of war. With the Coast Guard® assignment to the Depart-
ment of Homeland Security, its role has gained in prominence.

In light of this, the dental clinic assumes a complementary and
vital role in providing quality health care, thereby maintaining
afit and healthy duty corps. It isan integral part of the Air Sta-
tion®Health Services Division, which was honored as the 1998
Coast Guard Health Care Facility of the Year.

Two dental officers, one health service dental technician, two
contract dental hygienists and two contract dental assistants
staff the clinic. The staff also operates a satellite dental facility
at Group St. Petersburg; both clinics are located on Tampa
Bay®waterfront.

In recent years, both clinics have evolved into modern facili-
ties, mirroring those that are found in many private practice
offices. The Air Station isafour-chair clinic while the St. Pe-
tersburg satellite has two chairs. All operatories are equipped
with A-Dec chairs, Kavo fiberoptic handpieces and each site
has a state-of-the-art PANOREX radiographic machine. Other
amenitiesinclude use of the Kavo air abrasion system, which
reduces the need for the administration of local anesthesia and
thereby prevents the "grounding” of personnel and minimizes
the need for chairside DV D players, creating a more enjoyable
experience even for the apprehensive dental patient.

A staff fostering a professional, caring attitude offers afull
range of general dental services. Our clinics are faced with rap-
idly changing and diverse challenges and to this end, the close

Continued on page 14, 2nd column
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By CDR Jose Rodriguez, PHSHDA Rep.

The Hispanic Dental Association (HDA)
meeting was held the week of October 9-11, in Arlington, Vir-
ginia It marked the 11" annual meeting of this organization.
Jose Rodriguez met with student representatives at the meeting
on job opportunities in the United States Public Health Service
(USPHS).

As an Associate Recruiter it was the perfect environment to pre-
sent to a crowd of 100 plus students of various dental schools
about opportunities within USPHS. The students represented
the largest attendance at an HDA function to date. | emphasized
the opportunities in the Indian Health Service. My presentation
followed a very dynamic presentation by the Department of the
Navy Dental Corps.

Upon completion of the student session, several students re-
quested additional information of the other agencies within the
USPHS. | directed those students to the agency in question.

Several of the dental school faculty members approached me
about looking into the possibilities of developing externship ar-
rangements with a USPHS agency or dental clinicintheir area.
I mentioned to these faculty members that | would bring back
the request to the various agencies for them. The persons |
spoke to about this opportunity were: Gustavo D. Cruz, DMD,
MPH, Director of Public Health, College of Dentistry, New

Y ork University; Dr. Ricardo Mendoza, Pediatric Dentist and
Mille Mendez-Garcia, Director of Student Services at the Uni-
versity of Illinois at Chicago College of Dentistry. Being capa-
ble of developing these agreements would profoundly enhance
our visibility and recruitment activities within the dental school
environment.

By CDR Doug Shepherd, AGD
PHS Constituency President

We are three months out of the An-
nual Meeting of the AGD, which was held in Nashville, Tennes-
seethisyear. The meeting in Nashville was being held in close
conjunction with the last release of the Newsletter, so | apolo-
gizefor thedelay. The meeting was an exciting time with a
very good showing from fellow PHS officers. Approximately
15-20 PHS officers attended the meeting, the most | have seen at
a meeting since becoming a member in 1997. Wejoined the
other fellow Region 17 Federal Dental Service Corps officers
for the annual Region 17 Socia during the meeting. It was an
outstanding time of unwinding at the world renowned Wildhorse
Saloon in downtown Nashville. Everyone had a great time of
socializing with fellow dentists and learning a line dance or two.
The event was a huge success primarily because the PHS and

Veterans Administration sponsored it thisyear. We were hon-
ored that RADM Dushanka Kleinman was able to make time in
her busy scheduleto join us at the Annual Meeting in Nashville.
Admiral Kleinman had an exceptional amount of interaction in
all aspects of the meeting thisyear. Congratulations also go out
to two officers who received their Fellowship this year, CDR
Anita Bright (Coast Guard) and CDR Vernon Morley (BOP).

I look forward to working with several other well-qualified PHS
officersin the AGD constituent leadership for the next two
years. They are: CAPT Lee Shackelford of IHS, Lee.
Shackelford@shiprock.ihs.gov, Vice President Elect. CDR
Dan Hickey of the BOP, dxhickey@bop.gov, steps up to tackle
the Secretary/Treasurer position. CAPT Robin Berrin of the
IHS, robin.berrin@fdih.ihs.gov, continues as the Continuing
Education Chair and Program Provider (USPHS) Approva Rep-
resentative. | would also like to welcome LCDR Tim Ricks of
the IHS, Tim.Ricks@mail.ihs.gov, as the new Membership
Chair.

| encourage all PHSYAGD members to become involved in the
PHS Constituent. The current leadership consists of officers
from the major clinical programs of the PHS. The AGD pro-
vides a professional voice for PHS general dentists, advocates
for issuesimportant to federal dental officers, provides quality
dental continuing education and is the standard in monitoring
CE credits. Pleasefeel free to contact me, rshepherd@bop.gov
or any of the other AGD/PHS Constituent officers with your
ideas or concerns. | look forward to working with you for the
next two years. The meeting for the upcoming year will bein
Anaheim, California July 8-11. | will have moreinfo on this
meeting in future newsdletters, or you can go directly to www.
agd.org to learn more. Please make early plansto attend.

/ -/, &

By LCDR Tim Ricks, Membership Chair

As CDR Shepherd stated, the AGD Annual Meeting will be held
in Anaheim this year July 8-11 (although a very good course
conducted by one of our own, CAPT Lee Shackelford, Dental
Responders. An Introduction to Biodefense and Casualty
Management, will be offered on July 7th and 8th). Over 80
courses are being offered during the four-day meeting, with over
30 hours of continuing education available for participants.
Some courses are free to participants, and registered courses
rangein price from $265 to $1,900 (for non-AGD members,
course fees are $25 higher per course). For these registered
courses, it isimportant to register early to insure aspot. Go to
http://www.agd.org/annual .meeting/anaheim/index.html, click
on Annual Meeting and then Registration to register for these
courses. With your registration to the annual meeting, you get:
All lectures scheduled Thursday through Sunday; All Capsule
Clinics scheduled Thursday through Saturday; Welcome Recep-
tion on July 8; Entrance to the Exhibit Hall and hall luncheons.
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By CAPT Ron Bajuscak,
AMSUS Dental Section Chief

The 2003 meeting was held on the lovely San Antonio River-
walk area. There were over four thousand military and civil ser-
vice attendees along with about one hundred International Dele-
gates from twenty-seven countries. Surgeon General Carmona,
President of AMSUS, projected a great leadership role and was
well received by all membersin attendance. The meeting had
several days of excitement that included: an International Dele-
gate Reception, COA-sponsored reception, a Dental All —
Service day and afinal award banquet in formal uniforms where
our own Chief Dental Officer, RADM Dushanka Kleinman re-
ceived the highest Federal Dentist award in the Nation, the Carl
A. Schlack for being the top educator and researcher in the
country. The citation read “ For alifetime dedication to the Den-
tal Public Health of our Nation”.

The dental All-Service day had several outstanding speakers,
each representing their own service branch. Topics included:
Dental Forensicsin support of Irag, Update in Endodontics, Tis-
sue Engineering, Implant Updates and Maxillofacial Prosthetics.
The day was attended by over 400 dental officers from the US
Navy, Air Force, Army, Veterans Administration and Interna-
tional Delegates. The lunchtime speaker was Dr. Eugene Se-
kiguchi, the new American Dental Association President and Dr.
Jerry Felkner, Texas State Dental Director. Various DePAC
members moderated the speakers and CAPT Bgjuscak was the
master of ceremonies.

The USPHS Dental Officersin attendance sponsored a private
VIP breakfast with all of the Federal Chief Dental Officersand
with the ADA President invited. This allowed for an opportunity
to meet and discuss dental issues common amongst all services
and to initiate personal communications.

( 5
By CAPT Jeanine Tucker,
Dental Category Representative

The nation’s public health system and the commissioned corps
are both undergoing dramatic changes. The 2004 Public Health
Professional Conference, which will be held May 16-20in An-
chorage, Alaska, is designed to help officers keep up with the
rapid changes. The 2004 conference features an expanded 3 2
day agenda with more educational sessions, greater networking
opportunities and awider array of exhibitors.

Highlightswill include:

A round table discussion featuring the deans of major
public health programs exploring future trendsin pub-
lic health care
General Sessions on

0 Theroleof PHS officersin global health

0 Microbial threats to public health in the 21%

century

0 Building anew healthcare systemin Irag
A full day of breakout sessions covering infectious dis-
eases, suicide, obesity, occupational injuries, substance
abuse and more
The latest information on the transformation of the
Corps
Surgeon General Richard Carmona’s annual public
health update
Two opportunities to participate in the 3-day Basic Of-
ficer Training Course
A preview of the new Advanced Officer Training
Course
A retirement seminar
CCRF Physical Fitness Testing
And more!

Tuesday, May 18 will be Dental Category Day, featuring profes-
sion-specific workshops and social functions. Take advantage of
this unique opportunity to learn about emerging trends and the
latest developments on critical issuesin the dental field.

Continuing education credits will be available for most confer-
ence sessions. For more information about the conference, or to
register, visit www.coausphsconference.org or call toll-free
(866) 544-9677.

Update on the COA mesting:

There are still afew spots open on Dental Category Day for
contributed papers and posters for the 2004 COA
Conferencein Anchorage, AK. The conference runs from
May 16-20, 2004 and Dental Category Day is Tuesday,
May 18th.

Thisis an exceptional opportunity to present a paper or
poster for your dental colleagues, enhance your promotion
potential and get CDE credits. Paper presentations are 10
minutes in length, with five minutes after the presentation
for questions. Posters will be viewed during specific
conference times. If you are interested in presenting a paper
or poster, please get on the COA Conference website at
http://www.coausphsconference.org and apply. We will be
accepting abstracts until January 25, 2004. If you are
interested in this opportunity, please apply soon!
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By LCDR Tim Ricks, Newsletter Editor

(Editor’snote: CAPT Tucker isour Dental Category Repre-
sentative for the 2004 COA meeting—see related article con-
cerning this meeting on page 17)

Editor: Can you givemeabrief history of your assignments
in the USPHS?

CAPT Tucker: | graduated from Oregon Health Science Uni-
versity School of Dentistry in 1981. | worked in private practice
and for the State of Oregon at their juvenile detention facility for
felon boys before | joined the USPHS in January 1985. All of
my assignments have been with the Indian Health Service (IHS)
and my first assignment in Nome, AK was a perfect match for
me. Although the clinical demands were extensive, especially
traveling 15 weeks/year during the school year to provide itiner-
ate carein small villages, my chief gave me freerein to do pre-
ventive activities and administrative tasks such as the dental pro-
gram budget. | didn’t have any public health training, but
brought alot of enthusiasm to the job.

| wanted my promotion to O-5 so; applied for Deputy Chief at
Fort Defiance, AZ. | was selected for the job, but had to wait
several months for it to vacate. From November 1988 to Febru-
ary 1989, | worked TDY at Gallup and Tohachi where | wasin-
troduced to expanded functions and awell organized, centrally
managed prevention program. At Fort Defiance | had an excep-
tional chief and mentor. He taught me how to manage a pro-
gram without micro-managing it and many other valuable les-
sons. | also began working on my MPH in LomaLinda's off
campus program. | enjoy clinical work, but having worked with
patientsin dentistry since graduating from dental assisting
school in 1975, | felt it was time to switch gears.

In April 1991, | was selected as the Assistant Area Dental Offi-
cer for the Alaska Area. | finished my MPH and when the Area
Dental Officer (ADO) position in Alaska became available in
1993, | applied for that position and have been in the ADO bhillet
ever since.

Editor: Currently you are the Alaska Area Chief Dental Offi-
cer. What does that entail ?

CAPT Tucker: Denta programsin Alaska have been Tribally
managed since the early 1980s. Therefore, for many years the
ADO job in Alaska has been consultative rather than prescrip-
tive. That fits nicely with my philosophy to serve programs and
program managers, and assist them in getting what they want
rather than telling them what to do. | do alot of tasks and my
days are always full, but | guess the best way to describe what |
dois“information broker and facilitator”. If you need help with
aproject or information about jobs, recruits, regulations, dental

public health, etc., I'm the one to call.

Editor: You are also a DPH specialist. How hasthat training
helped you in your career and everyday responsibilities?

CAPT Tucker: | am Board Certified in Dental Public Health.
After receiving my MPH, | was selected for the IHS Dental Pub-
lic Health Residency. It was a part time residency, which al-
lowed me to complete the work without leaving my position as
ADO. After completing the residency | took my boards. Al-
though it is difficult to list specific reasons taking Boards was a
good idea, the extra study, contacts | made, and experiences |
encountered did add to my ability to do my job.

Editor: In your 20+ years of USPHS service, how hasthe
Dental Category changed (keep this as positive as possible)?
What vision do you have for the future of the category?

CAPT Tucker: Inmy 18+ yearsin IHS the most glaring change
| have seen isthe loss of infrastructure for dental public health
and support for the field. When | first started working in the AK
Area Office, the dental program had an ADO, Assistant ADO,
Prevention Officer and full time secretary. Some Areas had an
even larger presence in prevention than the Alaska Area. By the
late 1990s, none of the Areas had Prevention Officers and some
didn’t even have an ADO.

Editor: Most PHS officersare clinical dentistsin remote lo-
cations. What has kept you in the USPHS? What advice do
you have for those mid-career officersthat may have low mo-
rale?

CAPT Tucker: Although | amin an administrative billet, | still
work aday aweek inthe clinic. |1 do my clinical work at the
Anchorage Neighborhood Health Center. BecauseitisaHRSA
clinic it provides a public health environment with culturally
diverse patients without the pressures an IHS dental chief may
feel by having the ADO working in their clinic. | believeitis
imperative to maintain a connection with the clinic in order to
serve cliniciansin my Area. Most of the dental billetsin IHS
areclinical billetsin remote locations. I’ m not stationed in a
remote location any longer, but the time | spent in Nome and the
time | spend now in the clinic keeps me focused on one of the
most important parts of my job, supporting the field.

Decentralization, diminished central support and transformation
of the Commissioned Corps have al taken their toll on morale.

| have been lucky throughout my career to have a support sys-
tem of friends and colleagues who have helped me through
times of uncertainty and low morale. My advise to officers who
are experiencing a period of low moral isto find afriend or col-
league to help analyze the reason(s) for it. In short, do the good
old SWOT analysis. Look at the strengths, weaknesses, oppor-
tunities and threats of the situation. Changeis difficult to man-
age, even changes that are good. So figure out what you want,
how you can get it and start moving in that direction.

Continued on next page



Editor: You arethe 2004 Category Day Representative for
COA. What can we expect at this meeting?

CAPT Tucker: It has been over ten years since the COA meet-
ing was last held in Alaska, so this may be a“once in a career”
opportunity for you to visit the Land of the Midnight Sun. By
mid-May we will have 18 hours from dawn ‘til dusk so there
will be plenty of daylight to attend the meeting and enjoy extra-
curricular activities. | love it herein Alaska and hope everyone
will be able to come to enjoy the venue and this exceptional
meeting. In addition to addressing Commissioned Corps issues
and providing continuing dental education credits this meeting is
attended by leadersin the Corps and the Dental Category. Itis
energizing to be part of it al.

Tuesday, May 18" is Category day. In addition to the invited
speakers, | would like to allow plenty of time for papers contrib-
uted by USPHS dentists, as sharing information and presenting
at the COA meeting is a great way to get to Alaska and bolster
your promotion potential at the same time. Contributed papers
are presented in a 15-minute format, ten minutes for the paper
and five minutes for questions. If you haven't seen the call for
papers yet on the dental listserve, please contact me so | can get
that to you right away. | wouldn’t want you to miss an opportu-
nity to present a paper at the meeting.
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By CAPT Susan Runner

This past summer | headed a dental delegation to El Salvador.
The trip was sponsored by the Washington Ethical Society,
which has for several years been involved in working with Sal-
vadoran communities building schools and training teachers.
Theideafor adding a dental component was my idea, although |
had never done anything like this before. Starting from scratch |
researched what these trips involved. The ADA has an excellent
publication and this led to some other important resources, such
as the book "Where there ison Dentist". | was able to have most
of the equipment that we used donated, and | was able to get two
other Ethical Society members to become my assistants. We had
several months of training on the culture, and politics of El Sal-
vador and | conducted some training for my assistants ( one was
aretired lawyer and the other aretired special education
teacher).

We arrived in El Salvador and spent a few daysin San Salvador
and the surrounding countryside, then we were off to our desig-
nated communities. Our " dental clinic" was a metal folding
chair for the patients in a single cinderblock room with several
windows without screens. When working on the maxilla the pa-
tient®head was in my lap, while the two assistants held a flash-
light in just the right spot and squirted sterile water for irriga-
tions. Trashcans with liners became spittoons.

Working in three communities, San Vicente, Chalatenango, and
Usultan- we saw 15-20 patients each day from 7:30 in the morn-
ing until we were done. We attempted to give total primary care
with examinations, counseling about what care was needed, sug-
gestion to improve home care and finally completing a small
part of the dental work needed including restorative treatment,
extractions and cleanings.

We learned first had about the effects of dental neglect and lack
of services. Therate of decay was high, as Salvadorans consume
large quantities of sugar and carbohydrates. It was common to
see children with dark stained teeth from consuming black cof-
fee because milk istoo expensive.

The experience, including living in village homes, has |eft us
with lasting memories of the faces, the communities, and the
need. On our last morning in Chalatenango, patients were line
up outside of the "Dispensario de salud". We were only able to
see afraction of those waiting. We felt so sand and empty hav-
ing to turn those last patients away. However the " committee"
of women who ran our Dispensario was upbeat as we talked
about our plans for next year and ate a watermelon fresh from
the surrounding fields.

On returning home the transition back to our lifestyle was hard.

We have so much in the land of ours. | do know however where

I will be and what | will do again next summer.
COPPPPPP000000000000000000000000000

ADA Annual Session, from page 1

28BS-1B. LIMITED LICENSURE FOR PROVIDING AC-
CESSTO DENTAL CARE. The ADA policy statesthereis
one standard of competency in order to provide quality oral
health care. They will promote this model, relay it to state and
local dental societies and urge state legidaturesto review the
implications of using limited licensure graduates of non-
accredited dental schools.

83RC. ADA EXPLORATION OF OPPORTUNITIES FOR
FACULTY IN HEALTH PROFESSIONAL SHORTAGE
AREASTO QUALIFY FOR FEDERAL LOAN REPAY -
MENT PROGRAM S. Resolved, that the ADA pursue opportu-
nities that would enable dental faculty in Health Professions
Shortage Areasto qualify for federal 1oan repayment programs.

70RC. STUDY THE APPROPRIATENESS OF ALTERNA-
TIVE DELIVERY MODELS. Thisresolution establishes a
task force to assess current categories of personnel and study
issues associated with emerging alied dental workforce needs.
The study isto include the possible utility of an intermediate
level trained dental auxiliary to increase accessto care; scope of
practice issues; legal and legislative issues; and the appropriate-
ness of non-dental medical professionals providing preventive
dental care and early childhood and school-based screenings.

For more information on these and other ADA resolutions
from the 2003 meeting, go to www.ada.org, or contact the PHS
delegate, CAPT Dave Clemens, at: (608)584-5511 ext.217, or
dclemens@bop.gov
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By CDR Suzanne Saville, Newdletter Co-Editor

At the ADA meeting in San Francisco, the recruiting booth for
USPHS was staffed by dentists from several agencies: from the
Indian Health Service-CAPT Chris Halliday and CAPT Tim Lo-
zon; from the BOP-CAPT Dave Clemens and CDR Carol

Baxer; from the NHSC (HRSA)-LCDR Hirofumi Nakatsuchi;
from DCP- CDR O'Nea Walker; from CDC- CAPT Carolyn
Tylenda; and from the Coast Guard- CDR Suzanne Saville.

Here are some of the comments from those who participated in
recruiting at the ADA Convention:

CDR Suzanne Saville related; “I manned the booth on part of
Saturday and all day Sunday. On Sunday, the crowd was slow
but the people who stopped seemed genuinely interested in in-
formation about the PHS. | spoke to several dental students, hy-
gienists and dentists. The Air Force recruiters were working
just down the aisle from the PHS booth. They had more goodies
to give away and they even tried to recruit me. (I turned them
down.”

CDR O’ Neal Walker, a staffing officer and CoStep supervisor
from DCP was in the booth Friday and Saturday. CDR Walker
estimates that he talked to approximately 30 practicing dentists,
50 hygienists, and at least 60 students (dentist & hygienists) in
various stages of matriculation.

CAPT Tim Lozon, the national recruiter from Indian Health Ser-

vice estimated that at least 200 people stopped and collected in-
formation on Friday. CAPT Lozon also made contact with the
department heads of two different residency programs and was
able to secure future lunch and learn seminars with both pro-
grams. Two students from UMK C stopped by and CAPT Lozon
invited them to hislunch and learn scheduled at UMKC for the
very next week. The Indian Health Service web site received 10
hits the week after the ADA meeting. CAPT Lozon felt that the
recruiting booth was a success. He cited the fact that it was the
first time for the booth, it was listed late and did not get into the
booklet and still many people sought out the booth and asked for
information.

CDR Carol Baxer summed it up; “Being able to influence an-
other®career choice is one of the rewards of being are-

cruiter. For example, at the ADA Annual Exhibition, | spoke to
a hygienist who only had atwo-year degree. | strongly encour-
aged her to pursue her bachelors, which would enable her to join
PHS. Career advancement opportunities emphasizing an admin-
istrative route for promotion purposes were discussed. In addi-
tion to the ADA, | find targeting dental schools to be an excep-
tional resource for recruiting new graduates. By attending these
events, both dentists and students learn about the challenges and
benefits of the PHS and how the PHS can focus their skills and
talents in making a positive change in healthcare world wide.”




