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 AAOMS History Book

As a freelance assignment, I was asked by one of my former supervisors to design 
and format a book for her new employer — the American Association of Oral and 
Maxillofacial Surgeons. The book, A Historical Overview of the AAOMS, was an essay 
written by one of the association’s members which was to be presented at a conference 
that fall. I was asked to design a cover and text layouts, format the content, and 
illustrate charts and graphs. The fi nal 88-page book was printed on a matt stock and 
perfect bound with a heavier cover. 
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   F luor idat ion and I ts  Consequences

The introduction of facial esthetic surgery into our core curriculum 
precipitated daunting academic and political problems, foremost of which 
was the inadequate number of teachers within our ranks. We augmented 
instructors from our own ranks with a cadre of talented surgeons from other 
disciplines to instruct in various settings. Our own instructors replaced these 
in due course. The AAOMS has continued to support the establishment of 
fellowships and preceptorships.

Our success in incorporating esthetic surgery into our curriculum has been 
mixed. In 1992, 853 esthetic procedures were completed in our residency 
programs. In 1999, the number had increased to 2,964. In 2008, however, it 
declined to 1,370. [Figure 3] The possible decrease in esthetic surgery teaching 
cases may be reflected in the overall decline of continuing education courses 
offered on the subject at annual meetings. There were 18 courses given in 
2000, as opposed to 7 in 2010. Lectures and symposia on esthetic surgery 
have, however, become permanent features at the Association’s scientific 
meetings. At the 1985 annual meeting, there were no symposia or lectures 
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reliance on open procedures. Arthroscopy and arthrocentesis together with 
conservative management allowed most treatment of joint pathology to be 
performed outside the hospital. The trend seems to be for major surgery to be 
increasingly performed in academic centers, a reversion to earlier times when 
there was a sharp divide between the surgeries performed in academia and 
private practice. [Figure 11]

Figure 11
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in teaching institutions would diminish our ability to compete for teaching 
cases and meet our clinical responsibilities. The net result would be our 
long-term inability to adequately train residents.

Indeed, we experienced a decline in graduates in the late 1960s to 
mid-1970s, when their numbers fl uctuated between 216 and 262. During the 
next decade, their numbers ranged from 200 to 225. The 1990s saw a further 
decline in the number of trainees until the nadir was reached in 2002 at 
172 graduates. Since then, there has been a steady increase in numbers and in 
2009, the number of residents rose to over 200 for the fi rst time in a decade 
and a half. [Figure 2].

The attempt to reduce the number of graduating residents also contributed 
to the shortage of manpower during the fi rst decade of the 21st century, as 
the population increased beyond projections and affl uence allowed more 
practitioners to retire or work part-time. It is diffi cult to quantify the damage 
done to the specialty by the retrenchment. The actions we took to control 
manpower could have facilitated the encroachment of periodontics into our 

Figure 2 
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   F luor idat ion and I ts  Consequences

surgical domain. Perhaps more telling were the actions of the CODA when it 
allowed periodontics and subsequently other dental specialties to perform the 
necessary surgical procedures for the placement of implants.

At the root of our long-standing frustrations with the CODA is its inability 
or unwillingness to enforce procedural boundaries between specialties. Our 
abilities to infl uence its course are somewhat limited since its charter was 
granted by the US Department of Education and it, therefore, has political 
independence. The ADA’s responsibility is to act as its sponsor and partially 
fund the commission. Our interests are, however, overlooked when they 
confl ict with the priorities of dental schools. This has been especially true since 
the 1995 reform that granted the dental specialties seats on the commission. 
Many other commissioners had dental school appointments and when joined 
by four ADEA representatives, commonly deans of these institutions, they 
used their appointments as a means to maintain the academic and fi scal health 
of all segments of their schools.
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CHAPTER NINE

Conclusions

In the past, we wrestled with contentious issues typical of a new specialty aspiring to create 
a need for its services and to play an important role in the health care of the nation. The 
current and forthcoming challenges seem equally demanding as we continue to grapple with 

third-party payers, an aging population, the rising cost of delivering healthcare and more intense 
competition.

Can the past offer us guidance as we confront a future we can only vaguely discern? In his 
book Rise and Fall of the Great Powers, Paul Kennedy advanced the theory that the success of a 
nation depends on the following factors: 1) its economic strength and the strength of its social 
and political organizations, and 2) the achieved success must be compared to the success of the 
competition. He went on to add... “the success in obtaining national goals is most dependent 
upon the nation itself, the people, their skills, energy, ambition, discipline, initiative and belief.” 
It is possible that an organized healthcare profession has similarities with the national state. Not 
unlike a government, it must satisfy the public’s demand for a high level of care or it will lose its 
relevance and its place in the healthcare spectrum. It must at the same time be fi nancially viable, 
be well organized, united, clear in defi ning its goals, be fl exible, and have the will and ability to 
carry out its mission.

A healthcare specialty does not fi t neatly into this paradigm, for it does have contradictory roles. 
It must behave in an altruistic manner, for that is its calling and the justifi cation for its existence, 
but at the same time it has to adopt a narcissistic, aggressive stance, for we live in a competitive, 
constantly evolving environment where the principle of the survival of the fi ttest rules.


