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Abstract

Objective: The aim of this study was to inform policy leaders of the opinions of
Canada’s major dental care service provider regarding publicly financed dental care.
Methods: Using provincial/territorial dental regulatory authority listings, a 26-item
questionnaire was sent to a representative sample of Canadian dentists (n = 2219,
response rate = 45.8 percent). Descriptive statistics were produced, and bivariate
and multivariate logistic regressions were conducted to assess what predicts den-
tists’ responses. Results: Canadian dentists support governmental involvement in
dental care, preferring investments in prevention to direct delivery. The majority of
dentists have less than 10 percent of their practice represented by publicly insured
patients, with a small minority having greater than 50 percent. The majority would
accept new publicly insured patients, preferring fee for service remuneration. Den-
tists generally appear dissatisfied with public forms of third-party financing. Conclu-
sions: Dentists prefer a targeted effort at meeting public needs and are influenced
in their opinions largely in relation to ideology. In order to move forward, policy
leaders will need to devote some attention to the influence and complexity of public
and private tensions in dentistry. At the very least, public and private practitioners
must come to appreciate each other’s challenges and balance public and private
expectations in public programming.

Key Words: dental care delivery, survey, professional practice, access to health
care, policy

Introduction
Surprisingly to some, dental care

was never captured by Canada’s
much-lauded universal and publicly
financed health-care system. The
delivery of dental care in Canada
thus largely mirrors the American
approach, namely, a majority is
insured through employment-based
insurance, some pay out of pocket,
and a small minority receives public
support (1). The public share for
dental care is similar (4.6 percent
United States versus 5.9 percent
Canada) (2), as is the jurisdictional
breakdown in terms of the groups
insured (e.g., the federal government
finances care predominantly for
indigenous groups, provincial and
municipal governments for low-

income children, and social-
assistance recipients). Similarly,
some care is delivered directly, yet
the great majority is delivered
through the private sector as a form
of public third-party financing. Pro-
fessional relations with governments
are also closely aligned, meaning
that dentists and their organized
representation have tended to dis-
courage significant public involve-
ment in service delivery and have
long-term complaints regarding the
nature of public financing (e.g., fees
are too low, onerous adjudication
and claims processing).

Over the last 5-10 years, as a result
of these complaints and the increased
social concern surrounding equit-
able access to dental care, Canadian

professional and social welfare
groups have pushed dentistry onto
the social agenda (3) and have suc-
ceeded in part as, across the country,
governments are responding with
increases in public financing (4-8).
Nonetheless, in this environment of
public dental health care renewal,
policy leaders have yet to formulate
any definitive strategy. Many issues
require consideration. Should social
safety nets be fortified, or should
other marginalized groups become
the focus of renewed investments?
Should investments be made in
prevention, in treatment services,
or both? With long-term service
provider complaints regarding public
insurance, would providers be even
willing to accept new publicly insured
patients?

To help answer these and other
questions, we have asked Canadian
dentists their opinions on publicly
financed dental care. This article will
describe these opinions and present
policy-relevant information regarding
such care in Canada. Ultimately, this
article aimed to inform policy leaders
of the opinions of Canada’s major
dental care service provider and how
these opinions correspond with
some of the potential avenues policy
leaders are currently exploring.

Method
Using provincial/territorial dental

regulatory authority listings as sam-
pling frames, a 26-item questionnaire
was sent to a representative sample of
Canadian dentists. The sample size
calculation was based on Dillman (9):
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n = [(P)(1 - P)]/(C/Z)2, where P is the
proportion expected to choose one of
two responses, C the assumed sam-
pling error, and Z the zed statistic of
the confidence interval. For a sam-
ple with a maximum variance and
standard confidence interval of 95
percent ± 3 percent, n = [(1.96)(0.5)/
(0.03)]2 = 1,067. This number was
doubled; meaning, approximately 12
percent, or 2,134, out of an estimated
18,313 active Canadian dentists were
contacted (10). This number was also
stratified by province and territory
(e.g., the province of Ontario has
approximately 40 percent of Canada’s
dentists, so it made up 40 percent of
the sample). In Canada’s three terri-
tories, this resulted in a very small
sample, so a survey was sent to every
dentist in the jurisdiction. Of the
remaining seven provincial jurisdic-
tions, a random start, systematic
sample was taken from respective
sampling frames. This yielded a final
sample of 2,219 Canadian dentists.

The survey instrument was
created relative to an unpublished
literature review on dentists’ opin-
ions of public programs in Canada
and internationally, from previous
analyses of interviews with Canadian
dentists regarding publicly financed
dental care in indigenous popu-
lations (11,12), and from the first
author’s participant observations as
a community-based clinician and

policy stakeholder. The survey in-
strument was translated into French,
and both English and French ver-
sions were reviewed for clarity
and relevance by using a purposive
sample of four clinicians and one
dental regulatory authority executive.

The survey asked structured
questions on the governmental role
in dental care (e.g., Do you think
governments should have a role
in dental care? What should that
role be?), the structuring of publicly
financed care (e.g., Who should
receive public financing? What ser-
vices should be publicly insured?),
satisfaction with public programming
(e.g., Do you often have disagree-
ments with public plans with regard
to your treatment? Are you satisfied
with the level of coverage provided
by your province’s social-assistance
dental plan?), and professional
demographics (e.g., age, gender,
year of graduation, percentage of
practice covered by public insur-
ance). The questionnaire also
focused on the issues that have
received recent attention in Canada’s
public dental health care policy
environment (e.g., Should we fund
dental schools to treat marginalized
groups? Should we tax private insur-
ance plans to finance public care?).

Three mailings of the question-
naire were sent, the first with an
introductory letter and survey, and

the remaining with a short reminder
and survey. Reminder mailings were
only sent to those who had not
responded to prior mailings.

In terms of analyses, SPSS 13.0
(Chicago, IL, USA) was used to
produce descriptive statistics and to
conduct bivariate logistic regressions
in order to preliminarily assess what
predicted dentists’ responses. Those
variables that were significant at the
P < 0.1 level were entered as blocks
into multivariate logistic regressions
to assess the dominant predictors for
such responses. Predictor variables
include professional demographics
(age, gender, practitioner type, prac-
tice location, year of graduation), the
self-reported percentage of a den-
tist’s practice covered by public
insurance (public), the amount of
pro bono care reported (pro bono),
whether a dentist was willing to
accept remuneration mechanisms
other than fee for service (pay), and
responses from Table 1 (variable
names appear in parentheses). This
results in a total of 18 predictor vari-
ables and corresponds to those in
Table 2. There are 10 outcome vari-
ables, as found in Tables 2 and 3.
Outcomes such as satisfaction with
public programming or levels of pro
bono care will be considered in sepa-
rate analyses. Because of space limi-
tations, only detailed data on two
outcomes are reported (Table 2), as

Table 1
Dentists’ Opinions on Publicly Financed Dental Care

Questions

Percentage*

Yes No
Don’t
know

Do you think governments should have a role in dental care? (role) 80.9 15.5 3.1
Do you think governments are doing all that they can to improve the oral health of Canadians? (improve) 8.0 74.0 16.6
If more public insurance became available, could your practice handle an increased patient load? (load) 66.8 19.9 12.1
Have you ever made a business decision to reduce the amount of public insurance in your office?

(business)
33.8 60.3 4.8

Do think the federal government should consider tax incentives for dentists who treat socially marginalized
groups? (incentives)

68.7 19.0 11.3

Do you think governments should fund dental schools to treat socially marginalized groups? (schools) 75.1 15.6 8.0
Do you think employment-based dental benefits should be taxed to finance public programming? (tax) 5.4 81.6 12.1
Do you often have disagreements with public plans? (problems) 57.3 32.9 8.1
Do you think the quality of dental care is affected if dentists are paid on a salary or other sessional basis?

(quality)
59.0 22.0 18.1

* May not equal 100 because of missing data.
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are only general data for the remain-
ing outcomes (Table 3).

Importantly, these outcomes are
chosen as they are considered to be
policy relevant. In one sense, policy
is a deliberate plan of action aimed at
achieving particular goals that are
seen as more rational than others
(13). Whether through legislation or
unspoken local custom, policy organ-
izes the substantive work and roles
of those to which the policy applies.
In the context of publicly financed
dental care, this means providers,
patients, and the numerous institu-
tional stakeholders involved in the
public dental care environment (i.e.,
governments, professional groups,
community groups, service-delivery
organizations). In this way, a den-
tist’s willingness to accept new pub-
licly insured patients, to think that
governments should have a role in
dental care, to accept alternate forms
of remuneration, etc., has a bearing
on any “deliberate plan of action”
aimed at achieving Canadian stake-
holders’ numerous policy goals
(e.g., improved access to dental
care, improved rationing processes,
improved professional relations).
Simply put, the opinions of the major
service-delivery agent in publicly
financed dental care in Canada
matter to any effort at productive
change. At the very least, nationally

representative data on dentists’
opinions provide information where
there was none and allow policy
leaders a unique opportunity to
gauge the acceptability of their infor-
mal proposals.

Results
A total of 1,016 dentists answered

the survey, yielding a response rate
of 45.8 percent. Where possible, the
survey respondents’ demographics
were compared with available
census data on Canadian dentists
(Table 4). It appears that the majority
of Canadian dentists are general
practitioners, between the ages of 35
and 54, graduated from dental school
before 1990, and practice in urban
settings. The professional gender
ratio is approximately three to one.

Close to 70 percent of all
Canadian dentists have less than 10
percent of their practice covered by
public insurance, whereas only a
small minority, 7.6 percent, have a
majority of their practice publicly
insured (Figure 1). Practice location
is important in this regard; propor-
tionally, rural practices represent the
majority of practices with public
insurance rates of 5-50 percent,
whereas inner city practices repre-
sent those of 50 percent or more.

In terms of opinions on public
care, 80.9 percent of dentists believe

that governments should have a role
in dental care (Table 1). When asked
what that role should be, on average,
dentists recognize community water
fluoridation first, direct preventive
programs second, population health
level education third, more funding
for public insurance fourth, and
direct treatment programs last
(Table 5). A majority, 74 percent, also
believe that governments are not
doing all that they can to improve
the oral health of Canadians
(Table 1).

When asked who should be
publicly insured, on average, dentists
indicated that four groups should be
covered, most frequently noting
persons with physical and mental
disabilities, persons on social assis-
tance, persons in long-term care, and
the homeless (Table 5). In terms of
what services should be covered, on
average, dentists indicated six ser-
vices, most frequently noting check-
ups, cleanings, fillings, extractions,
dentures, and root canals (Table 5).
Canadian dentists also favor co-pays
for those that access public insur-
ance, but only for certain treatments
(Table 5).

Dentists were asked if their
practice could handle an increased
patient load if more public financ-
ing became available; 66.8 percent
said “yes” (Table 1). The vast

Table 3
Direction of Relationship Observed between Predictors and Policy Relevant Outcomes in Multiple

Logistic Regression Analyses

Regular
disagreements

with public
plans

Business
decision to

reduce
public

insurance

Willing to
accept tax
incentives

Willing to
accept

alternate
remuneration

Funding
dental

faculties is
a good
idea

Governments
are doing
all that

they can

Quality
of care

affected by
alternate

remuneration

Taxing
private

plans is a
good idea

Rural -
Public +* - +* -* -
Pro bono + + -
Role + + -
Business +
Incentives + -
Schools +
Tax +
Problems + +
Quality + - +
Pay - +
* Denotes a very particular relationship, see Results section.
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majority of dentists, 90.2 percent,
would also prefer fee for service
remuneration above salary arrange-
ments (1.4 percent), capitation (0.5
percent), or a combination of the

former (6.8 percent). In fact, close
to 60 percent of dentists believe
that the quality of dental care is
affected if a practitioner is paid on a
salary or sessional basis (Table 1).

When asked to estimate how
much pro bono work they provide
in 1 month, 8.1 percent of dentists
reported providing none, 72.8
percent less than $1,000, and 16.7
percent more than $1,000. In this
regard, Canadian policy leaders have
suggested tax incentives for such pro
bono work or for those dentists that
treat socially marginalized groups,
and 68.7 percent of dentists think
this is a good idea (Table 1). As cur-
rently occurs in the province of
Québec (which does not exempt
employment-based health insurance
from provincial taxation) (14), den-
tists were asked if private insurance
plans should be taxed in order to
finance public programming. A great
majority, 81.6 percent, said “no”
(Table 1). The involvement of dental
schools and their staff in treating
socially marginalized groups has also
gained prominence in Canadian
policy discussions. When asked if
dental schools should receive gov-
ernment funding for such purposes,
75.1 percent of dentists said “yes”
(Table 1).

Canadian dentists were also asked
if they had ever made a “business
decision” to reduce the amount of
public insurance in their practice,
and a third have made this decision
(Table 1). In turn, dentists’ experi-
ences with public programming were
explored. For example, when asked
if they “often have disagreements
with public plans,” 57.3 percent of
dentists said “yes” (Table 1). When
asked what specifically bothers them
about publicly financed care, on
average, dentists noted five things,
indicating most frequently the limited
services covered, low fees, broken
appointments, slow payment, and
denial of payment (Table 5). Overall,
dentists appear dissatisfied with
public forms of third-party financing
(Table 6).

Detailed results of multivariate
analyses are presented in Table 2.
The first outcome described is the
odds that a dentist is willing to
accept new publicly insured patients.
Bivariately, this willingness is charac-
terized by a number of relationships.
For example, compared with the

Table 4
Sample Description by Province, Age, Gender, Type of Practice,

Practice Location, and Year of Graduation

Sample Census*

n Percentage n Percentage

Province (c2, P < 0.001)
British Columbia 158 15.6 2807 15.3
Alberta 82 8.1 1788 9.8
Saskatchewan 28 2.8 376 2.1
Manitoba 40 3.9 579 3.2
Ontario 416 40.9 7744 42.3
Québec 174 17.1 3920 21.4
New Brunswick 33 3.2 280 1.5
Nova Scotia 26 2.6 499 2.7
Prince Edward Island 27 2.7 65 0.4
Newfoundland and Labrador 15 1.5 173 0.9
The Territories 17 1.7 82 0.3
Missing data 0 0 0 0

Age†
23-29 66 6.5 955 5.0
30-34 97 9.5 1740 9.1
35-44 275 27.1 3152 16.5
45-54 303 29.8 2939 15.4
55-64 197 19.4 2934 15.3
>65 63 6.2 1172 6.1
Missing data 15 1.5 6230 32.6

Gender (c2, P > 0.05)
Male 742 73.0 13368 73.0
Female 262 25.8 4945 27.0
Missing data 12 1.2 0 0

Practitioner type (c2, P < 0.003)
Generalist 876 86.2 16409 89.6
Specialist 133 13.1 1904 10.4
Missing data 7 0.7 0 0

Practice location
Urban 748 73.6 ‡
Inner city 92 9.1
Rural 167 16.4
Missing data 9 0.9

Year of graduation†
<1970 102 10.0 3560 18.6
1971-1980 245 24.1 4344 22.7
1981-1990 286 28.1 3933 20.6
1991-2000 239 23.5 2934 15.3
2001-2006 124 12.2 1507 7.9
Missing data 20 2.0 2844 14.9

* Census data for province and practitioner type taken from Canadian Institute for Health
Information. Health personnel trends in Canada. Toronto: CIHI; 2006. Data for age, gender, and
year of graduation provided by the Canadian Dental Association and represents 2008 figures.
† Because of the large amount of missing census data, no comparison was made.
‡ No census data available.
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oldest dentists, the youngest were
more likely to accept new publicly
insured patients. Specialists were less
likely to accept new patients, as were
those in rural practice and those who
had made a “business decision” to
reduce the amount of public insur-
ance in their practice. Year of gradua-
tion had a marginal positive effect, as
did the amount of public insurance
in a practice, the level of pro bono
work reported, and the belief that tax
incentives for treating marginalized
groups were a good idea. Multivari-
ately, relationships hold only for
those in rural practice and for those
who have made a “business deci-
sion,” both being less likely to accept
new publicly insured patients.

Table 2 also details the odds of
believing that governments should
have a role in dental care. Bivariately,
female dentists are more likely to
have such a belief, as are those with
marginally increasing levels of public
insurance. The relationship does not
hold for those with public insurance
rates of 25 percent or more and actu-
ally reverses for those with the great-
est levels of public insurance. Levels
of pro bono care also had a marginal

effect, while wanting tax incentives to
treat marginalized groups, thinking
dental schools should be funded to
treat marginalized groups, and the
willingness to accept alternate forms
of remuneration all defined a greater
likelihood of believing that govern-
ments should be involved in dental
care. Those who believed that
governments are doing all that they
can to improve the oral health of
Canadians and those who had made a
“business decision” were less likely to
perceive a governmental role. Multi-
variately, relationships hold for all
variables other than gender, pro bono
care, and the idea of funding dental
schools.

In lieu of space limitations,
Table 3 considers other outcomes
generally, only noting the direction
of relationship observed in multivari-
ate analyses. First, expected relation-
ships are present. For example,
the more pro bono care a dentist
reported, the greater the likelihood
of reporting disagreements with
public plans and of a willingness to
accept tax incentives, and the lesser
the likelihood of agreeing that gov-
ernments are already doing all that

they can to improve the oral health
of Canadians. Those who perceived
a governmental role in dental care
were also less likely to agree that
governments are doing all that they
can, and were more likely to accept
alternate forms of remuneration and
to think that funding dental schools
to treat socially marginalized groups
is a good idea. Second, the amount
of public insurance in a practice
demonstrated interesting impacts.
For example, only those dentists with
1 to 5 percent public insurance
reported a greater likelihood of
disagreements with public plans; all
others did not. As well, only those
dentists with 25-50 percent public
insurance reported a greater likeli-
hood of accepting alternate forms of
remuneration, and only those with
5-25 percent reported a lesser likeli-
hood of thinking that the funding of
dental schools is a good idea. Finally,
it is worthy to note that, in all mul-
tivariate analyses, age, gender, prac-
titioner type, and year of graduation
did not predict opinions on publicly
financed dental care.

Discussion
These data suggest that Canadian

dentists want governments involved
in dental care and that they favor a
targeted and preventive approach
to meeting public need as opposed
to a universal and direct delivery
approach. They suggest that dentists
are willing to treat publicly insured
patients but that they remain dis-
satisfied with the public rationing of
dental care. They also suggest that
relatively few dentists actually deal
with public insurance in any signifi-
cant regard. Overall, these descrip-
tions compare well with historical
and current evidence on dentists’
opinions in Canada and the United
States (15-21).

This survey also describes an
aging and more gender-equivalent
professional population, an issue that
has been flagged for consideration in
Canada’s dental human resources
planning (22). Policy leaders have
suggested a potential shortfall in
available human resources as a result
of these two factors, conceivably

Figure 1
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exacerbating current disparities in
access to care.

These data also confirm that some
of the proposals receiving attention

from policy leaders are both consis-
tent and inconsistent with dentists’
opinions. For example, the idea of
tax incentives for pro bono care and

Table 5
Multiple Response Data on Dentists’ Opinions of Publicly Financed

Dental Care

Questions
Percentage
of cases

What should that role be?
Community water fluoridation 88.1
Population-level health education 76.1
Direct preventive programs 82.5
Direct treatment programs 46.0
More funding for public insurance 56.8
Total 349.6

Who should be publicly insured?
Everyone 14.7
Anyone without private insurance 15.3
All children 38.4
Only children of the poor 40.9
Persons on social assistance 60.5
Persons with physical and mental disabilities 68.9
Persons with aboriginal status 19.9
Persons over 65 31.8
Persons in long-term care 52.7
The homeless 43.8
Total 387.0

What services should be publicly insured?
Checkups 97.0
Cleanings 93.9
Fillings 94.3
Dentures 73.7
Extractions 96.0
Root canals 62.7
Periodontal surgery 24.8
Crown and bridge 14.6
Orthodontics 6.8
Cosmetic 2.5
Total 566.3

Should there be a co-pay?
Yes, they should be expected to pay in all instances. 29.5
Yes, they should be expected to pay when costs exceed a certain

amount.
29.5

Yes, they should be expected to pay only for certain treatments. 44.0
No, the patient should not be expected to pay. 14.7
Total 117.7

What bothers you about publicly financed dental care?
Broken appointments 59.6
Low fees 69.5
Patient non-compliance 45.7
Denial of payment 52.3
Slow payment 55.6
Complicated paperwork 53.0
Public management 22.5
Too stringent adjudication of claims 33.8
Frequently changing regulations 33.8
Limited services covered 76.2
Total 502.0
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for treating marginalized groups has
some traction, as do co-pays and the
funding of dental schools to treat
socially marginalized groups. Yet the
ideas of taxing private plans to
finance public care and of exploring
alternate forms of remuneration are
clearly antithetical to professional
sentiment.

This points to an important aspect
of dentists’ opinions, namely, their
marked consistency and polarization.
While age, gender, year of gradua-
tion, practitioner type, and practitio-
ner location do not play a major role
in predicting dentists’ opinions, vari-
ables that reflect ideological inclina-
tions, such as public insurance rates
and not observing a governmental
role in dental care, certainly do. To
be sure, the only predictor of the
idea of taxing private plans in order
to finance public care, a very
unpopular idea, was the willingness
to accept alternate forms of remu-
neration, another very unpopular
idea.

It can be argued that this does not
tell us anything that surprising about
dentists’ opinions, as it simply points
to the well-known gulf between
public and private orientations
within the dental profession (23-26).
Yet upon closer inspection, this gulf
arguably represents one of the great-
est barriers to any productive change
in this time of public dental health-
care renewal. Truly, these data help
us deduce that, historically, things
have not changed and that the
public–private debate is still genera-
tive when addressing the many
issues surrounding publicly financed
dental care. They help us deduce
that the main service provider in
Canada’s dental care system is effec-
tively at odds with any major
changes to the current structure of
delivering publicly financed dental
care, in spite of the long-term prob-
lems and dissatisfaction with public
care and in spite of the predomi-
nantly minor role that public care
plays in most dentists’ practice
careers. It should indeed surprise
that 5.6 percent of all dental care
expenditures in Canada attract so
much attention, yet it should not

surprise that they do so exactly
because of ideology.

In this regard, over the short term,
the question of oral health disparity
presents challenges exactly because
of issues rooted in ideology. For
instance, with public remuneration
mechanisms that are unpopular with
dentists and with utilization rates in
public programming of approxi-
mately 30-40 percent (27), some
suggest that it behooves policy
leaders to consider other service-
delivery options. Numerous groups
have consistently pointed to the
need for a renewed focus on
community-based infrastructure,
especially in relation to severely mar-
ginalized groups (3). So with known
gender differences in terms of prac-
tice careers (28) and opinions on
public care and with the apparent
polarization of opinions among
Canadian dentists, could particular
demographics within the profession
act as a resource for any renewed
public infrastructure?

Over the long term, policy
leaders will also have to consider
more complex issues, issues that are
often underdetermined in our social
discussions on dentistry and ones
that are also rooted in ideology. For
instance, while policy stakeholders
readily recognize inequity, they
remain unclear as to what exactly is
equitable in terms of access to
dental care. Out of the varied ser-
vices that the profession would like
covered, for instance, what can rea-
sonably constitute a public good?
Should the state routinely finance
services when there is no evidence
of therapeutic benefit (e.g., prophy-
lactic removal of third molars) or
where there is substantial evidence
on poor prognoses and outcomes
(e.g., posterior composite resins in
high-disease environments)? For that
matter, what is equity for disease
processes that are broadly situated
in both individual responsibility,
and in the responsibility of meeting
the needs of the most vulnerable?
Should the state finance complex
care for those who have demon-
strated a history of poor oral
self-care, for instance? One need

only consider the billions spent
on cardiac care every year to
see how complex these issues
may actually be (i.e., significant
expenditures constituted by lar-
gely preventable conditions that
similarly link to routine health
behaviors).

Ultimately, it can be argued that,
from a policy point of view, the
gulf between public and private
orientations in dentistry potentially
represents the most substantial
barrier to fully identifying relevant
problems and to formulating clear
responses to them. As a result, it is
a forthright approach to these diffi-
cult questions that will allow us to
substantively attend to disparities in
access and care. At the very least, it
is arguable that any movement
forward in Canada’s public dental
health-care renewal will require
public and private practitioners to
appreciate each other’s challenges
and to be cognizant of the neces-
sary balance between public and
private expectations in public pro-
gramming.
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