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erage; an outreach program was im-
plemented to enroll these families, im-
proving the ratio of payers to nonpay-
ers.

Fundamental Changes Required
by SDOS. The faculty had little incen-
tive to elevate its community service
program into a primary mission for
the school because the structure of the
university promotes and rewards fac-
ulty on the basis of teaching and re-
search. The dean of SDOS, however,
was strongly committed to DentCare
and gained faculty support by replac-
ing dwindling state and federal fund-
ing with grants for community serv-
ices and fees from the redesigned den-
tal clinics.

The dean had to take direct admin-
istrative control because the financial
resources involved were substantial.
In the start-up phase, much was ac-
complished in an ad hoc and flexible
manner under the leadership and in-
tuition of a highly regarded leader,
rather than strict adherence to a formal
business plan. It took approximately
10 years for the dean to make all the
changes necessary to institute
DentCare.

Collaboration with Medical Clin-
ics. Had DentCare’s collaboration
with the hospital been successful, it
would have allowed SDOS to launch
its program very rapidly. The failure
of this collaboration challenged SDOS
to develop its own linkages with the
community. DentCare’s partnership
with the community health center
worked well because institutional
goals were closely aligned.

When a dental unit joins with a
medical facility, it must do so from a
position of strength. DentCare had the
complete support of the dean of SDOS,
Columbia University, and over a 10-
year period had gained the support of
most of the SDOS faculty. Affiliation
with SDOS enhanced DentCare affili-
ates’ images and improved their abil-
ity to apply for and receive grants.
With each successful year of operation
the network expanded, community
trust of SDOS increased, and its bar-
gaining position strengthened.

In the public schools, partnering
closely with the School of Public
Health’s medical clinics proved essen-
tial. The School of Public Health
helped reduce DentCare’s start-up
costs by sharing its facilities until sepa-
rate dental clinics were opened. With-
out the endorsement of the existing

general health clinics, it would have
been extremely difficult for DentCare
to gain entry into the public schools.

Phases of Implementation. During
the start-up phase, funding was less
problematic thanks to a grant from the
Kellogg Foundation. In this phase,
DentCare’s main goal was to start the
clinic treatment program. Faculty
members with public health and com-
munity organizing skills were essen-
tialin this phase. Public health dentists
were primarily responsible for plan-
ning and implementation. It was nec-
essary for the dentists to have good
communication skills, be culturally
sensitive, and have an understanding
of public health issues when talking to
principals, community leaders, and
school boards.

The crucial aspect of phase II, the
sustainable development phase, was
to assure long-term economic stability
by increasing the number of patient
visits per day and shifting funding
sources from grants to patient reve-
nue. In phase II, scheduling and billing
procedures were made more efficient,
allowing more time for treating pa-
tients. DentCare changed its examina-
tion form from a lengthy research-ori-
ented form to one that is shorter and
clinically oriented, collecting all perti-
nent data and reducing the time re-
quired for the examination and data
entry.

Lessons Learned

All low-income neighborhoods are
not identical, and each requires dis-
tinctive strategies and resources. Den-
tal schools that are developing com-
munity-based programs should make
community service its primary mis-
sion. If this requires a change in the
school’s mission, it will take several
years and must have the support and
oversight of a committed dean. Col-
laborating from a position of strength
with existing medical clinics that share
the dental school’s goals is a win-win
situation, especially for the patients.
The start-up phase requires goal-ori-
ented staff who can overcome unex-
pected obstacles. Once the program is
up and running, itis important to have
standardized procedures and staff
who can maintain a financially self-
supporting operation. Dental schools
partnering with community service
programs may provide a partial solu-
tion to the lack of access to dental care
within their cities and neighborhoods.
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