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Our little group arrived, hot and
weary after a 20 hour flight to
Thailand, to load 16 suitcases of
dental supplies onto the cargo
truck that would take us to our
final destination: the Mae Tao
clinic, in Mae Sot.

The Mae Tao Clinic (MTC) was established in 1989 by Dr. Cynthia Maung and five other Burmese refugees
who left Burma to flee the violence during the 1988 Student Protest. Over the past 26 years, the clinic has grown
from a small house to a community clinic dispersed over 20+ buildings, employing over 500 staff and providing
services ranging from emergency surgeries, obstetrics and prosthetic limbs for land mine victims to TB, HIV and
malaria disease control/counselling, acupuncture, dental and eye clinics. As well as providing clinical services to
the community, it has become a center for training local health service providers with the support of both local and
international volunteers. The clinic is also affiliated with the Backpacker Health Worker Teams (76 teams in Burma)
and School Health Teams providing services to 54 migrant schools for children who are not entitled to Thai
educational services.
The dental clinic was located at the end of a small
dirt road, past taxi stands, small market stalls and
medical and administrative buildings. The existing
staff consists of two clinic managers and five dental
medics that had previous training to provide
emergency and basic restorative care. Our hope
was to provide an expanded level of dental care to
the patients of the clinic and further the training of
the dental medics so that they too could provide
improved services to their patients.
Our team consisted of three dentists: Drs. Brian Eckert, Ramon Humeres, Rolf Kreher; one dental student
(Matthew Kreher), our three spouses Francine Couture, Maureen Black, Georgette Kreher, and my daughter, Sarah
Kreher, all of whom provided invaluable support with assisting, sterilization and coordination. The preceding
8 months had been busy, working through the logistics of the project. This included making local arrangements,
obtaining volunteer work permits, arranging flights and obtaining donations of supplies and equipment. These then
had to be repaired, sorted, and packed according to weight, fragility, cushioning capacity – and the possibility that
luggage may be lost or delayed in transit, so duplicates of critical items (i.e. syringes, restorative materials, surgical
forceps) had to be in separate suitcases to ensure we could function on arrival. In addition, certain items were
donated from participants’ practices to complete what is required for a functioning mobile clinic.

The clinic itself was a long rectangular room that included the waiting area, 4 portable dental chairs and a
cleaning/sterilizing area. Water and electricity (220V-converters
required) were reliable, a huge bonus that is not to be taken for
granted. Lighting was primarily via camping headlamps and dental
loop/lights. There were two portable and one local dental unit and
ceiling fans provided a measure of relief from the 35 C heat and rainy
season humidity. Absorbent head bands were essential to maintain
vision once mask and loops were applied. The ‘sauna’ effect was
substantial for those of us not acclimatized to tropical working
conditions. Sterilization was accomplished by hand scrubbing in a
disinfectant solution, rinsing and then steam sterilization in gauged
pressure cooker to ensure time and pressure requirements. This has
provided the most consistent, low tech means to sterilize under the varying field conditions we have encountered,
as well as ensuring control of and rapid instrument turnover when operating from 4 chairs. Good team work
among our group was crucial to ensuring efficient treatment of patients and to be inclusive of the local dental
medics.
The patients were
Burmese refugees and Karen
and Hmong peoples displaced
by political turbulence, land
confiscation/displacement and
human rights abuses. The lack
of access to health care in
Burma, lack of official status in
Thailand and language barriers
all contribute to the large
numbers of people without access to health care. For this reason, the wide range of services the MTC offers are
essential to the overall health of community.
Our working day began at 8:00 am and continued until 4:30 followed by cleanup in preparation for the next day.
Three chairs were dedicated to restorative procedures and one to surgical, although procedural requirements and
patient flow dictated utilization. A total of 300 patients were treated, including approximately 300 restorations,
200 surgeries of varying complexities and 6 root canals. In conjunction with the clinical treatment, there was
considerable time spent with the dental medics to instruct them in restorative techniques, primarily in an
‘apprenticeship’ fashion, where they watched and assisted us with procedures while we explained the rationale.

Subsequently, we would assist and guide them while they performed similar procedures. Of particular
significance was the perception that amalgam was an outdated, unsafe technique while composites were more
modern or safer. Unfortunately, the proper concepts of isolation and prevention of moisture contamination did
not accompany the more ‘modern composite philosophy’, resulting in sensitivity, decay and premature failures.
This process emphasized to us (and hopefully to others attempting to teach local health workers), the importance
of using the simplest, most predictable technology possible, that provides the highest likelihood of clinical success.
We re-introduced amalgam (equipment and supplies were available) as well as emphasized proper composite
technique. This sounds simple, but the instruction was made more difficult by limited availability of suction or dry
moisture free air, conceptual complexities associated with multiple systems of etch/prime/bond, variable local
curing light intensity, timing restrictions (expected ‘spit’ breaks), and most of all, the translation difficulties
involved in communication of these detailed complex concepts. Careful demonstration and repetition was crucial
to conveying technique. Availability and cost of materials is important, but the level of communication, length of

time available to teach and the perceptions and previous training of the students are especially critical to
improving their future level of service to their community. It may be tempting to dismiss the teaching of advanced
health care topics to community level health care workers with the cliché “a little knowledge is dangerous”.
However, it is important to remember the severe limits on education and health care in so many countries
suffering from limited resources, especially in association with ongoing political, ethnic, cultural, socioeconomic
conflicts that undermine ability to provide for their populations. The opportunity to fit into and contribute to a
pre-existing community based clinical teaching situation such as the MTC, that actively seeks to educate displaced
people in the technical and clinical care for their own people is an effort that we should all support, especially
considering the instabilities and inequities in our current world. The ‘Barefoot Doctor’ concept definitely has a
place!

In addition to working in the clinic, we spent 2 days working with our hosts in refugee schools supported by the
MTC. This involved the packing of all
portable equipment, dental supplies and
cleaning and sterilizing items to setup in the
classroom or gymnasium in order to screen,
treat and distribute preventive supplies to
as many students as possible. While labour
intensive, this did allow for outreach into a
sector of the community that otherwise had
no access to dental care.

The clinical impact of a small group such as ours over a two- week period on a local population with
tremendous clinical and preventive needs is limited. As solo practitioners, we are limited by the time we take from
our practices, but in teaching and expanding the scope of practice of local health workers, it gives the opportunity
to improve the long- term service to a community. Understanding community resources, working within
appropriate technologies and developing capacity for good communication are key to enhancing a health system
that is sustainable, accessible to and owned by the community. It is a challenge to all of us who have had the
opportunity to be educated in a politically stable, resource rich community to share our good fortunes.
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