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Mission

T
HE JOURNAL OF THE AMERICAN COT I FGE OF DENTISTS

shall identify and place before the Fellows, the profession, and
other parties of interest those issues that affect dentistry and oral
health. All readers should be challenged by the Journal to remain

informed, inquire actively, and participate in the formulation of public policy
and personal leadership to advance the purposes and objectives of the
College. The Journal is not a political vehicle and does not intentionally
promote specific views at the expense of others. The views and opinions
expressed herein do not necessarily represent those of the American College
of Dentists or its Fellows.

Objectives of the
American College of Dentists

T
HE AMERICAN COLLEGE OF DENTISTS, in order to
promote the highest ideals in health care, advance the standards
and efficiency of dentistry, develop good human relations and
understanding, and extend the benefits of dental health to the

greatest number, dedares and adopts the following principles and ideals as
ways and means for the attainment of these goals.

A To urge the extension and improvement of measures for the control
and prevention of oral disorders;

11 To encourage qualified persons to consider a career in dentistry so that
dental health services will be available to all and to urge broad preparation
for such a career at all educational levels;

C. To encourage graduate studies and continuing educational efforts by
dentists and auxiliaries;

D. To encourage, stimulate and promote research;

E. To improve the public understanding and appreciation of oral health
service and its importance to the optimum health of the patient;

E. To encourage the free exchange of ideas and experiences in the interest of
better service to the patient;

G. To cooperate with other groups for the advancement of interprofessional
relationships in the interest of the public;

H To make visible to professional persons the extent of their responsibilities
to the community as well as to the field of health service and to urge the
acceptance of them;

I. To encourage individuals to further these objectives, and to recognize
meritorious achievements and the potentials for contributions to dental
science, art, education, literature, human relations or other areas which
contribute to human welfare—by conferring Fellowship in the College on
those persons properly selected for such honor.
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Editorial

FROM THE

EDITOR
Double Standard in Professional Development

Very 

broadly speaking, opportu-
nities for innovation in dental
practice come in the form of
new products or new knowl-

edge. Most new procedures are a combi-
nation of new things and their support-
ing know how, but there are important
differences between the way we treat physi-
cal capital and intellectual capital in the
dental profession.

Products that are sold over the
counter must show evidence to the Food
and Drug Administration that they are safe
for their intended use. If the product
makes a therapeutic claim, there must also
be evidence of efficacy. The procedural
protocols for this evidence are sophisti-
cated and rigorous. They add to the cost,
time, and risk in bringing new products to
the market

Knowledge, especially the know how
kind, is another matter entirely. Where is
the referee who has reviewed the rigorous
evidence on safety and efficacy for the
newest fad in practice management or bio-
logical indicators? Sometimes there is
sound scientific evidence for the technique
tips entrepreneur dentists develop and spin
off in continuing education programs;
sometimes the evidence is shaky, and
sometimes is absent all together.

Let's look at some of the differences
between products used in dental offices
and knowledge used there to see if we can

explain this double standard. One con-
spicuous difference is the existence of a
subsidized, trusted, third party that scru-
tinizes products but not knowledge. The
American public generally has agreed to
invest a tiny fraction of its taxed dollars in
the Food and Drug Administration, and
manufactures and consumers of specific
products and devices have agreed to pay
slightly higher prices in order to insure pre-
dictability and safety. Beyond the possible
limited role of the Commission on Den-
tal Accreditation, there is no counterpart
agency for certifying dental knowledge that
is universal, subsidized, and third party. We
have been through a period where indi-

wanting to control the profession. I have
never been a fan of mandatory continu-
ing education requirements—it strikes me
as being too much like a placebo. Can any-
one imagine requiring that dentists pur-
chase so many pounds of impression ma-
terial or so many counts of 2 x 2s ever)
other year in order to retain their licenses?
Perhaps a case could be made for requir-
ing certain courses such as the state's prac-
tice act or basic life support in the same
way that local building codes often require
the presence of a fire extinguisher. The
fact remains that "registration" of con-
tinuing education courses is based on con-
tent area and qualifications of the speaker

Can anyone Imagine requiring that dentists purchase
so many pounds of impression material or so

many counts of 2 x 2s every other year In order to
retain their licenses?

viduals or groups within the profession
saw the certification or rating of knowl-
edge as a potential source of income or
influence for themselves. On balance, it is
easier to see where this practice has hurt
the profession more than it has helped.

There is another reason why products
and knowledge differ and it has to do with

rather than value of the presentation.
Anything approaching the standards of
safety and efficacy for knowledge is still a
long way from reality.

Those involved in producing and dis-
tributing dental products are relatively
small in number compared to those who
are promoting new knowledge. The sec-
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ond most commonly cited source for new
dental know how, according to a survey
published in the Journal of the Calffbrnia
Dental Association, is one's professional
peers. It would be impractical to regulate
this source of knowledge. The primary

cence is common between products and
knowledge.

The greatest difference between prod-
ucts and dental knowledge is the most
subtle. Products and devices have a life of
their own essentially independent of the

A nything approaching the standards of safely and
efficacy for knowledge is still a long way from reality

source of new information is the dentist
himself or herself—trial and error. It
would be both impractical and unpopular
to attempt any regulation here. A fairly
large proportion of the "formal" CE
courses and practice management consult-
ants (the third and the fourth most com-
mon sources of dental information) are
often practitioners who have discovered
better ways to practice, are supplement-
ing their incomes through innovative prac-
tice, and are sharing their insights.

A fourth reason for the double stan-
dard is the difference in shelf life between
dental products and dental knowledge.
Once you use a carpel of anesthetic, you
have to replace it with another. Some den-
tal products are subject to spoilage. Den-
tal knowledge on the other hand loses no
value in storage and may actually improve
through use. Only the threat of obsoles-

dentist. Although their value ultimately
depends on the practitioner, they can be
produced and warehoused in volume far
exceeding their need. (The same can be
said for the artifacts of dental knowledge
such as articles in research journals.) Den-
tal knowledge, especially the know how
upon which the profession is based, can
never be separated from individual den-
tists. To find it, go look in dental offices—
that's the only place it is alive. Dental prod-
ucts and devices are acquired throughout
economic exchange. Dental knowledge is
acquired through professional growth—
not something a dentist has, but something
a dentist becomes. On this view, the double
standard between innovation in dental
products and innovation in dental knowl-
edge is quite natural.

the overlapping of individual and commu-
nity responsibility. The watch word is not
caveat emptor but caveat utens—user assumes
responsibility. Dentistry is fundamentally
a personal act of healing and each dentist
individually assumes responsibility for the
safety and efficacy of care given, includ-
ing all of the products and know how used.
Dentistry is also a profession where the
actions of one effect the reputation of all.
No dentist could possibly learn enough
by working alone to ensure the proper care
of his or her patients.

What is needed are individual stan-
dards for the safe and effective treatment
of patients and collective standards for
products and knowledge that will meet
these objectives. Regulation is an incom-
plete answer, as is CE requirements or re-
liance on a completely well informed prac-
ticing community. There is, however, much
we can do through organized dentistry, in-
dustry, the scientific and educational com-
munities, and individuals to create ethics
of better products and better knowl-
edge—an ethic of continuously improved
safety and efficacy in oral health care—
something that has no shelf life but lives
through common use.cf.)

There should be another double stan- David W
dard in the innovation of dental practice— Editor

Chambers, EdM, MBA, PhD, FACD
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Letters

Letters to the Editor

Dear Dave:
Please accept my congratulations for your
stewardship as Editor of our Journal of the
American College of Dentists. The quality
of the papers presented in the "theme"
issues have been uniformly good and the
topics chosen are timely. I particularly
commend you for including a broad variety
of viewpoints on each subject. We in
dentistry often limit our exposure to ideas
that are congruent with our own, and in
so doing, limit our ability to expand our
knowledge of the subject under
consideration. There are always at least two
sides to a story, and it behooves us to
understand all viewpoints before charting
a course of action.

As a presenter in the American
Association of Orthodontics "Practice
Alternatives" program, I plan to use the full
issue of the Journal on "Financing Oral
Health Care" as background reading for
the orthodontic residents who will receive
our program.

My best personal regards:

Georg S. Payne, DDS, FACD
Santa Rose, CA

Dear Dr. Chambers:
At the urging of some of my colleagues

who are also Fellows in the American
College, I just finished a second reading of
the issue concerning the financing of oral
health care (Fall, 1997). Based on the

allocation of resources and content, I must
question the appropriateness of the two
articles by Dr. Van der Wal and Ms. Cathye
Smithwick in our journal. It may be
considered good journalism to present all
sides of an issue, but allocating them
sixteen pages in a fifty-two page journal to
defend the position of insurance
companies in the dental market is really
disproportionate.

The content of the articles is
inflammatory, offensive, and illogical.
Remarks justifying the existence of third
party carriers stating they are "performing
an economically beneficial service" by
"enforcing provider compliance" and
"monitoring activities that place constraints
on provider profit-maximizing behavior"
are offensive. That language is an insult to
our profession and the intelligence of both
consumer and provider. It could easily be
argued that some of the cost-saving charts
and examples used to justify "bashing" of
the ADA-endorsed direct reimbursement
programs are unrealistic, distorted, and
illogical. I think it would be fair to give
proponents of direct reimbursement equal
space to respond.

Issues like fairness, trust, freedom of
choice, quality, and relationships are also
factors that add value to our services and
are as important as cost when making a
decision concerning purchasing of health
care services.

I do not know what it costs the
American College of Dentists to produce
sixteen pages, but we could have provided
a better service to the overall health and
quality of life of the public by dedicating
the expense of publishing to support Rep.

Charlie Norwood's PARCA bill or any other
freedom of choice or patient bill of rights
legislation pending on the state or national
level.

Sincerely,

0

Albert C. Coco, DDS, FACD
Omaha, NE

Dear Dr. Coco:
Thank you for your letter of 4 February

It is thoughtful, expressing a deep concern
that I believe other Fellows share, and is
clearly written. I would like to publish it
exactly as you have written it in the next
issue of the journal.

Without challenging any of your
assertions or wishing to blunt their impact,
I do want to provide some background.

The original submission from Van der
Wal and Smithwick was over sixty pages
in manuscript and highly technical. I
believe it was an MBA dissertation or
something of the sort. It was accepted for
publication based on peer review, with
many recommendations that it be severely
edited. That was done, and it was reduced
in length by more than 40%, mostly
through eliminating technical, economic
material.

I agree with your point that equal time
must be given to direct reimbursement. A
paper was requested from a former ADA
council member based on a presentation
he made on that topic. He prevaricated
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outrageously and finally agreed to submit
a paper on the condition that I would get
someone to write about fee-for-service
dentistry. Dick Wilson did an excellent job
in that regard and I still owe him a favor
for it. But the original direct reimbursement
author reneged yet again. I have asked
Dale Redig to provide the necessary paper,
and it will appear in the same issue as your
letter.

I also agree with your paragraph urging
that the value of oral health care be weighed
on quality, convenience, patient respect,
and other factors beyond cost. You will find
that theme in several of my editorials and
expecially in the Leadership column on
"The First P—Product" (Winter 1996).

Finally, I believe we are in agreement
on the importance of Charlie Norwood's
work. Almost two years ago I sought him
out and invited him to write for the journal
concerning the issues of freedom of choice
and freedom from legislative interference
(including the unfair protection of insurance
interests), which he did (Spring 1996).

I applaud your picking up your pen in
defense of the views you hold so strongly
about what is vital to the profession. With
your permission, I intend to publish your
letter exactly as it was submitted—without
peer review, editing, or commentary.

Sincerely,

cc.)
David W. Chambers, EdM, MBA, PhD
Editor

Dear David W Chambers,
I have read the Fall JACD at least twenty
times. I am appalled at the lack of
responsibility by you and the editorial
review board. I understand a fair
presentation of all viewpoints in a quality
professional publication, but you have
allowed a bias that is not representative of
the membership of the College to become
the focus of the Fall Journal.

One only has to look at who funded
the articles to realize that this is not an
unbiased factual representation with a
intent to provide accurate information. It
is rather an advertisement to inaccurately
portray direct reimbursement. This can
hardly be refered to as an abstract. The
disturbing part is that the editorial board
of the Journal and to a greater extent the
entire Board of Directors of the ACD has
allowed this travesty of "journalism" to
occur.

I expect an equal amount of space to
properly represent the alternative of direct
reimbursement. If you truly are a referee
publication then you will realize your
responsibility to your profession.
Incidentally, that is the profession of
Dentistry not Tabloid Journalism. It makes
me question if the ACD is representative
of its membership. The last two issues of
its journal (Fall and Winter, 1997) certainly
are not representative of what I believe and
support.

Sincerely,

/Iga/ZeJ

Michael D. Vaclav, DDS, FACD
Amarillo, TX

Letters

Dear Dr. Chambers,
Wow! The Journal of the College has
become great. What great focus. I am
using your ideas to help form
departmental directions. My wife, Betty,
also an ACD Fellow, reads the Journal
cover to cover.
Thanks and congratulatio s.

(771
Don Klier, DMD, FACD
Denver, CO

Dear Dr. Chambers,
Please accept my appreciation for the high
quality publication that you have been
producing as editor of the Journal of the
American College of Dentists (JACD). I find
that over the past several years the JACD
has become a principal resource for
stimulating my thinking around oral health
policy issues and just plain informing me
with pertinent data and information. Your
editorial pieces are always thoughtful and
stimulating. I often find myself carrying on
mental conversations with myself about
themes you have brought out. This
exercise has helped my thinking evolve
and mature on many important issues.

Also, as one who loves to debate and
consider issues from a multiplicity of
perspectives, I appreciate your inclusion
of different views that are reflected in the
articles you select for the Journal. While I
can take exception to individual points or
even individual points of view, I feel that I
benefit from seeing issues through other
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people's lenses and questioning my own
assumptions about things. Only when
issues are presented differently or with a
different set of assumptions do we have
the potential for growth.

The recent theme issue on the
financing of dental care was extremely
interesting. While I have been reading
voraciously all that I can lay my hands on
about contemporary financing issues in
dentistry, quite frankly, much of what is
published in trade journals and even
professional journals simply adopts too
many preconceptions or fails to balance
the biases. I believe that the biases in this
issue in all of the articles were explicit
enough that a mature reader could readily
handle them. The end result was an
important contribution to dental literature.
As long as the quality of the Journal remains
as high as it is now, I will remain an avid
reader. Yes, even choosing it over the
Washington Post or television sporting
events.

Sincerely,

/
Step en B. Corbin, DDS, MPH, FACD
Brookeville, MD

Re: Letter To The Editor
I wish to complement this journal on its
effort to highlight the complex subject of
financing oral health care in America today.
Regarding the article "An economic analysis
of managed fee-for-serve and direct
reimbursement" I would like to bring forth
a different perspective with different data.
Since the article (as noted in the beginning
introduction) was prepared outside the
Woods Hole Group Study and was not
funded by the independent Kellogg
Foundation, but funded by Delta Dental
Plans Association, it is fair to assume this
could be more prejudiced commentary
than accurate observation. To publish the
conclusion "the expected result under a DR

arrangement is additional financial burden
to employees, and employers, greater
utilization of high cost, marginally beneficial
services, lower utilization of routine,
preventive services, and higher dental care
prices over time" is quite inaccurate, and is
made without regard for the hundreds if
not thousands of highly successful and well
maintained DR plans across this country
which have existed now for many years.

Numerous testimonials with complete
unbiased DR data were presented at the
1997 "ADA DR Days" in Chicago to validate
these statements...and enough I believe to
support its continued place in the dental
market for a long time to come. According
to studies by Dental Economics Magazine
and Dr. Kelly Carr, the "Founder of Dental
Direct Reimbursement," the average
American spends approximately $100 per
year on dentistry Slightly over half (about
55%) regularly go to the dentist. Forty to
45% of those have dental coverage do not
file a claim with 90% of all claims less than
five hundred dollars and 75% under two
hundred dollars. These are important key
figures to properly understand an industry
which has maintained the highest possible
standards for ethics, and which in a 1994
Gallup poll ranked third in consumer
confidence for integrity and honesty behind
clergy by putting the consumer first.

Dentistry is different! The hypothetical
case models used and so deftly referred to
by these authors are medical model
prototypes wrongly associated with the dental
profession. These models are based upon
catastrophic health care models with
economic needs for coverage and the
associated communication constraints which
are not applicable to dental health reality
The dental profession has worked for years
to build public image and to raise ethical
standards through cost containment
emphasis outside of these medically induced
parameters. Contrary to what pundits may
spin in the dental market arena, dental
benefit plans are simply the means of cost-
shifting dental care to employers as an
employee benefit, making dental benefits tax
deductible...nothing more and nothing less.

Dentistry is "non-catastrophic" care...
so the true definition of "insurance" has
never applied, i.e., there has never been
anything to insure. But certain companies
have sold dental consumers "dental
insurance" over the past two decades to
become part of the medical-dental piggy
backed health care plan that is bracing for
future congressional mandating on national
health care, i.e., there are certain companies
which have a vested interest in seeing that
DR is not successful. Even Dr. Carr in his
1979 publication "Direct reimbursement:
The sensible cost effective approach to
dental benefits" pointed this out almost
twenty years ago with vivid clarity Putting
dentistry in these medical models with
patient-agent references only reinforces the
national health care scenario. So specious
is this result, as your journal reports, that
expenditures on oral health care over the
last five years have climbed 37% while the
economy has only grown at half that
rate...And who has collected the most profit?
The insurance industry, of course.

Direct reimbursement is the best dental
plan ever developed in America. By
correctly removing the middleman, it allows
up to 98% of all dollars an employer chooses
to spend on dental health care to actually
be spent on employees' dental health care,
not management services or unnecessary
administration. Also, DR plans give
consumer patient bases (large and small)
total freedom in choice and care without
restriction, monitoring, delays or regulations;
no other plans can compare. These issues
are the crux of our free market capitalism. I
believe there is no other type of dental plan
yet devised nor will ever be devised which
can match the benefits of the dental direct
reimbursement plan system.

Sincerely,

"4"•-• tV71_11.-:

E. Brian Smith, DDS
Austin, TX
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The American Dental Trade
Association Looks at Dental
Reimbursement: Responsible

Consumption of Appropriate Dental
Services

Managed Care Task Force of the American Dental Trade Association

Abstract
The American Dental Trade
Association Managed Care Task Force
has provided an extensive study of the
effects of reimbursement on the
dental profession and the dental trade
industry. There is great variety among
the needs of patients and in the
reimbursement plans available. ADTA
is urged to take a leadership position
to ensure that programs do not restrict
access, value, or quality. The key to
this strategy will be communicating a
consistent message to dentists,
patients, benefit managers, and the
research community. The message is:
"Responsible consumption of
appropriate dental services."

T
he original intent of this analysis
was to address the key issues in
dental service reimbursement as
they may impact American

Dental Trade Association members. The
prospects for dental care demand under

different managed care scenarios are a sub-
ject of concern and ongoing study. This
report summarizes the research on this
subject.

Task Force Background
The mission of this task force has been
to inform members of the conditions,
implications, and direction of dental re-
imbursement. Some of the conditions in
managed care have served to expand the
availability of dental services. Some of the
conditions may, on the other hand, effec-
tively constrain patient and provider choice
and adversely affect demand. One of the
key concerns of dentists and the dental
industry is the potential impact of reim-
bursement on clinical choice, therapy mix,
and value in context Under some reim-
bursement schemes, patient access to ap-
propriate services and quality may be con-
strained. The ethical and economic prob-
lems associated with these constraints have
implications for the dental industry—dis-
tributors, laboratories, and manufacturers.

The leadership of the task force con-
sidered two objectives that are addressed
in this research. First, they asked that we

develop a body of information on dental
reimbursement that is practical and mean-
ingful for ADTA member firms. Second,
they asked that we construct a set of re-
sponse and communication strategy con-
cepts for further consideration by the
membership.

Approach to Analysis
This exploratory analysis involved gather-
ing data from many sources in an attempt
to build a balanced and complete picture
of dental reimbursement In this process,
we generated information that reflects the
perspectives of the major stakeholders of
the dental economy: consumers, provid-
ers, employers, third parties, and suppli-
ers. Each of these groups has unique
motives but, in the end, serving patients is
the essential common denominator and a
key ADTA priority
Assessment of Problems and Implications. There
are a number of general challenges that
make reimbursement one of the more
complex and dynamic issues in the dental
economy. This analysis defined a series of
problems that can complicate patient
choice, quality factors, and service access.
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Table 1. What is the Scope of Dental Benefit Coverage?
There are several types of reimbursement that carry the common label of dental
insurance. Most would be more properly called financial services for the reim-
bursement of clinical care.

Service Lives Service Cost Cost Share

Indemnity 92 million $18 billion 39%

Managed Care 38 $ 6 13

Direct Pay 80 $22 48

Source: Dewar Sloan/ DeCEM analysis of actual dental care utilization ratios and consump-
tion-vs-coverage level; based on an estimated 210 million consumers, a $46 billion service market,
and premium ratio/ cost level assumptions. Not fully adjusted for co-pays, non-paid electives,
deductibles et cetera. Estimates: 08 / 20/ 97.

These same challenges have significant
economic implications for all the stake-
holders in the dental economy. The big
issues include: (a) Disparate information,
incentives, and standards—there are many
ways to interpret standards of care, pa-
tient needs, case conditions, treatment op-
tions, and expanding clinical electives. Re-
imbursement systems are a control force

demnity coverage while an estimated 38
million have some form of managed care.
The practical distinctions of conventional-
indemnity coverage and managed care can
become quite blurred, however, and this
complicates the discussion. At some level,
most dental care is managed. The issues
are the source, goals, and power of "man-
agement" and how the decision process

For better or for worse, reimbursement impacts
service demand with controls on standards and

patient information.

in the dental economy; for better or for
worse, reimbursement impacts service
demand with controls on standards and
patient information. (b) Economic reality,
transaction modes, and diversity—dental
care reimbursement systems are in the
middle of the free market equation that
attempts to balance quality, cost-contain-
ment, and access. While, in a perfect world,
every consumer would have the best ser-
vice available, practical forces always limit
supply and demand. There are natural
market mechanisms at work in dental care.

Of an estimated 270 million Ameri-
cans, approximately 48%, 130 million, have
some form of dental coverage. Roughly
52%, 140 million, have no benefits. Of
those covered by dental benefits, an esti-
mated 92 million have conventional in-

impacts the parties involved relative to
access, cost-containment, and quality.

Generally speaking, managed care
coverage is less expensive than conven-
tional indemnity coverage. Cost-contain-
ment strategies may limit the rates of cov-
erage for specific services or may include
treatment incentives that discourage access
to certain clinical alternatives. Some emerg-
ing reimbursement systems, including di-
rect reimbursement, may reflect a combi-
nation of dental care financing and risk
management themes in the facilitation of
dental care.
Important Fads and Figures. From a combi-
nation of data sources and studies, the
analysis provides information for a better
understanding of the nature and extent
of reimbursement. Some of the highlights

from the task force analysis include the
following facts and figures:
• Twenty-eight percent of full-time em-

ployees of small businesses have den-
tal benefits, compared to 57% of full-
time employees of large businesses
and 62% of state and local govern-
ment employees.

• Dental HMO membership varies dra-
matically by region, from an 8% na-
tional average to 3% of the popula-
tion in the Northeast and East South
Central regions and 17% in the Pa-
cific Coast region. Even within re-
gions, coverage varies greatly; local
markets are diverse.

• The dollar value of dental reimburse-
ment is about 55% of all dental spend-
ing, roughly $25 billion. Plan payments
to providers range from roughly 65%
to 85% of premium revenues.
One of the major concerns of the

profession as well as the trade is that some
reimbursement programs may restrict ser-
vice demand. Reducing dental service ac-
cess is not consistent with the goal of
improving dental care. Responses to this
reduction in dental service access could
include more work on patient education,
defined quality standards, and alternative
practice models.

Table 2. What Is the Covered
Population for Dental Core?
The different sources of reference
data suggest that roughly 48% of the
population is covered by some kind of
dental care reimbursement scheme.

Benefit Plans by Company Size

Employees With Plan

1-9 30%
10-99 50

100-499 65
500-999 70

1000 75

Source: General studies Delta Dental,
Tower Group, and actuarial groups including
Wyatt, Tillinghast.
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Building a Raymizre Strategy. There are two
general alternatives for the ADTA. One
option is to allow market forces to work
through the major issues in service access,
cost-containment, and quality. This is a
relatively passive response approach. An-
other option is to participate in a response
strategy that is geared to an active mes-
sage that promotes patient interests and
responsible consumption of appropriate
dental services. The latter would be sup-
ported by communication efforts that fo-
cus on dental practices, benefit managers,
and thought-leaders throughout the den-
tal care system. This response strategy
would address the objective of expanded
access to dental care and increased service
value in dental care, while also referencing
practice model issues concerning costs,
productivity, and choice.

Potential Avenues and
Business Impact
Focusing on dental practices, benefit man-
agers, and key thought-leaders in dental
care, there is a core message that forms
the basis for expanded access and service
value. The message is a fairly simple but
pointed assessment—one that focuses on
responsible consumption of appropriate
dental services. The message is prefaced
by three simple but substantial facts:
• About half the population has some
form of dental care reimbursement
plan. Many of these plans involve
patient cost-sharing and treatment
choice restrictions.

• There are many reimbursement plan
types and while most promote access,
responsible consumption, and qual-
ity, some may act to constrain these
goals.

• Every patient has unique needs and
wants in the management of oral
health. Responsible choices in treat-
ment plans should be defined fully and
fairly.
The general recommendation to the

ADTA membership involves the educa-
tion of each stakeholder group—consum-
ers, providers, employers, third parties, and
suppliers—regarding the issues and impli-
cations of dental finance and the reim-
bursement programs. This effort in stake-

The Perspectives of Stakeholders in Oral Health

Consumer Perspectives
In our review of dental consumers patients and the families of patients—we found a
number of conditions that shape the dental reimbursement and consumption equation:

1. General lack of awareness about clinical options
2. General lack of understanding about insurance
3. General lack of communication with the dentist
4. General lack of appreciation for cost-vs-value
5. Growing general interest in elective procedures
6. Growing diversity of patient needs and interests

Provider Perspectives
In our assessment of the market environment for dental benefits and service reimburse-
ment, we uncovered the following concerns and perspectives of dentists:

1. General lack of understanding about insurance
2. General lack of awareness about patient behavior
3. General lack of comfort in presenting case options
4. General lack of flexibility in explaining options
5. Growing economic pressure from reimbursement
6. Growing administration complexity of practice

Employer Perspectives
Employers are actually a form of "customer" in the dental economy, performing a
gatekeeper function that make key economic choices and set parameters for services. We
discovered:

1. General lack of understanding about dentistry
2. General lack of understanding about reimbursement
3. General lack of understanding about case options
4. Growing pressure to contain all benefit costs
5. Growing pressure to keep the employees satisfied
6. Growing complexity of employee benefits in general

Third Party Perspectives
There are several hundred third party intermediaries who are involved directly and indi-
rectly in the dental benefit and reimbursement arena. Some of the key issues in this zone
include:

1. Changing demands of employers and employees
2. Growing need to provide competitive plan options
3. Growing pressure on cost and margin elements
4. General "countervailing" position with providers
5. General "gatekeeper" position with employers
6. Growing challenges with regard to elective costs

_Supplier Perspectives
Naturally, the dental trade has a vested interest in stable and growing demand for dental
care. Dental service utilization conditions serve to derive the demand for distributors, labo-
ratories, and manufacturers in this environment. This raises several issues and concerns:

1. Reimbursement impacts the demand for services
2. Service demand "drives" industry considerations
3. Providers are caught in the middle
4. Patients are caught in the middle
5. Some reimbursement plans are not appropriate
6. The profession has difficulties in responding
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Table 3 Dental HMO Coverage by Region.

Covered
Lives

Total
Population

Share of
Population

Northeast 400,000 13.3 million 3%

Mid Atlantic 2,600,000 37.1 7
S. Atlantic 3,800,000 47.5 8
E. South Central 450,000 15.0 3
W South Central 2,000,000 28.6 7
E. North Central 2,700,000 45.0 6
W South Central 675,000 22.5 3
Mountain 1,200,000 15.0 8
Pacific Coast 7,500,000 46.9 16

Source: NADP and Interstudy.

holder education should address the fun-
damental concerns about responsible con-
sumption of appropriate dental services
in the context of quality standards and al-
ternative practice models. The call to ac-
tion is this: the trade is in a leadership po-
sition to reshape the demand for dental
care in the next decade. With an active,
participatory approach and targeted com-
munication efforts, the ADTA can reframe
some key market norms and perspectives,
thus improving access, productivity, and
quality

The oral health status of Americans
has improved a great deal in the last forty
years. Better professional care, improving
hygiene, better nutrition, and patient aware-
ness have contributed to this progress.
Restrictive reimbursement programs may
limit patient access, choice, and quality of
care. This, in turn, may impact dental prac-
tice viability and investment in modern
clinical goods and services. The trade has
an interest in this economic equation—
for the patient as the ultimate consumer,
and for the practice as the converter of
dental care demand.

Background Situation
This study was conducted on behalf of
the ADTA, and it includes information
that was generated from a variety of
sources. The consultants used in the study
maintain the Dental Care Economic
Model, or DeCEM, which is a broad da-

tabase that includes information on ev-
erything from dental procedure demand
to dental practice models to technology
adoption. DeCEM is a platform for this
analysis, and from this study are generated
information and observations from:
• Benefit managers and employers
• Dental care professionals
• Third-party reimbursement contacts
• Public policy analysts
• Healthcare economic analysts
• Dental industry stakeholders
• Patients and their families

There are many points of view on the
subject of reimbursement. Some are quite
practical and balanced. Others are dog-

stakeholders vary depending on local mar-
ket norms, and the conditions of the
economy can reshape the amount of den-
tal services consumed, the apparent value
of these services, and the productivity and
choices of dentists and patients. The ac-
companying tables display the essential
information about reimbursement for
dental care.

This background shows a $46 billion
dental economy where roughly 48% of the
patient population have some form of den-
tal care benefit It is estimated that $25 bil-
lion of services are reimbursed on a pre-
mium base of $32 billion. The other $21
billion in services are compensated on a fee
basis from patients and their families.

Dental HMOs in their different forms
have managed care aspects and arrange-
ments that shape service utilization. Plan
utili7ation rates vary widely, reflecting pa-
tient, provider, and program differences.
In 1997, according to National Associa-
tion of Dental Plans and Interstudy
sources, approximately 115 plans enrolled
23 million lives and 19,000 general prac-
tice dentists. The median HMO annual
premium was $336 per family ($144) for
single coverage as compared to $624 per
family for conventional coverage ($240
single). Some reimbursement programs
have the effect of general and specific
underfunding of dental services. When
underfunding occurs, patients may be de-
nied access to appropriate services and

0 ne of the major concerns of the profession as
well as the trade is that some reimbursement

programs may restrict service demand

matic. In some circles, the passion and poli-
tics run very high on the subject of reim-
bursement plan (=flaky, focus, and econom-
ics. This report attempts to keep the issues
in a properly balanced perspective.

Background in Perspective
The dental economy operates in response
to a wide range of market requirements
and supplier capabilities. The roles of

providers may be encouraged to withhold
access or service to patients. There is no
reliable data on underfunded capitation or
access restriction. However, we can esti-
mate that the situation impacts the choices
of 25% to 35% of all patients served by
capitated plans.

The 1995 William M. Mercer Survey
of Employers with Dental Benefit
Programs...Manufacturers and Service Firms re-
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ported that patients in managed care pro-
grams are satisfied with "ease of use/ad-
ministration," "choice and flexibility,"
"quality considerations," "access consid-
erations," and "level of dental benefits;"
with the overall relatively satisfied rating
being 56%.

What Does This Meon for the
Trade?
The distributors, laboratories, and manu-
facturers that serve the dental economy
have a clear stake in the evolution of de-
mand for goods and services. As a sensi-
tive and ethical institution of commerce,
the ADTA membership is concerned
about payment systems and their policy
implications on:
• The amount and nature of dental care
demand

• The relationship between doctors and
patients

• The evolution of better standards of
care
These and other business, social, and

ethical considerations are the backdrop for
this analysis of managed care and reim-
bursement.

As with any matter as complex and
dynamic as healthcare finance, there are
many ways to examine the issues. The fol-
lowing outline is intended as an overview
of the key points that provide a working
definition of problems and opportunities.
Again, the orientation here is about a bal-
anced point of view for all the parties in-
volved in the improvement of dental care
access, value, and quality.
Diparate Information. Patients, providers,
employers, and third parties have differ-
ent kinds of information and knowledge
about dental care choices and consump-
tion. This confuses the decision process
regarding case diagnosis and treatment
plan alternatives.
Treatment Plan Alternatives. There are natu-
ral alternatives in diagnostics and treatment.
There are various incentives at work for
providers, patients, employers, and third
parties that impact the choice process. Some
of these incentives are economic, while oth-
ers reflect personal concerns.
Transaction Elements. As the so-called infor-
mation age moves forward, new methods

for managing administrative data have be-
come available. These help track informa-
tion about dental care standards, utiliza-
tion, costs, and delivery conditions. They
also serve to control them.
Financial Rea4. While the majority of ex-
isting dental plans have balance and "reason-
ableness" in their structure, some plans place
economic constraints on patients and pro-
viders that have consequences for the ac-
cess, value, and quality goals of dental care.
Marketplace Diversity. Today, researchers
recognize that many consumer segments
exist in the dental healthcare marketplace.
Patients vary greatly in terms of the so-
cioeconomic and behavioral foundations
that drive dental service consumption.

Their knowledge and motives are diverse,
and their clinical needs can vary as well.
Prouder Differences. Similarly, not all prac-
tices operate with the same set of busi-
ness and clinical norms. These differences
impact the ability of the practice to pro-
vide service quality, practice, sustenance,
and patient access. Some also regard the
profession as a very independent group
of providers.
EmplgerDifferences. Benefit plans and poli-
cies vary greatly from one firm to another.
There are many issues that shape and in-
fluence employee benefit manager deci-
sions on dental plans. Fundamental access,
value, and quality issues apply, but the in-
formation is complex.

Table 4. What is the Employee Benefit Management
Picture?
Generally speaking, larger companies and public sector institutions are more likely
to offer dental benefits than smaller companies. Full-time employees are more
likely to have dental benefits than part-time employees.

Employees with Medical and Dental Benefits

Medical Plan Dental Plan Employment

Small Business
Full Time 66% 28% 36 million

Small Business
Part Time 7 3 14

Large Business
Full Time 77 57 35

Large Business
Part Time 19 13 8

Government
Full Time 93 62 20

Government
Part Time 87 62 14

Source: United States Bureau of Labor Statistics.

Journal of the Amer/con College of Demists Spring 1998 11



The Trade Looks at Dental Reimbursement

Table 5. What are the Key
Trends in Benefit
Coverage?
Over the last thirty to forty years, den-
tal benefit programs became popular
with employees and employers. The
level of aggregate benefit coverage
continues to expand, while the differ-
ent types of programs proliferate.

Market Service
Share Lives

Dental HMO 17.7%

Dental PPO 11.5

Indemnity 70.8

23 million

15

92

Total 130

Sources: Actuan'al studies, Employer Benefit
Plan Review, Delta Dental, National Cen-
ter for Health Statistics, Dewar Sloan esti-
mates.

Healthcare Reform. American society contin-
ues to wrestle with the issues in healthcare
delivery rights, purpose, cost, and quality.
On one hand, we believe in the need for
broad patient access to care. On the other
hand, we believe in some limits to service
and costs. The social and philosophical is-
sues are a cause of conflict.
ExpandingEIeciiviy. As the science, art, and
methods of dental care have evolved, the
relative level of diagnosis and treatment
electivity has greatly expanded. This com-
pounds the challenges of making the best
clinical choices while keeping costs in con-
trol for the system.

Each of these problems and oppor-
tunities deserves a discussion all its own—
one that covers the details and nuances of
each issue and consequence. In the end,
however, what we have is a marketplace
that is complex and tough to organize.
There are conflicting motives in some ar-
eas, and there is imperfect information.
These make for a general "marketplace
mechanism" that will probably never be

in full balance and harmony for the stake-
holders. No single solution exists.
Practical Consequences. Based on the prob-
lems and opportunities defined in the pre-
vious pages, we can assume a series of
consequences for patients, providers, third
parties, employers, and suppliers. 7.

1. The demand for dental care will be
impacted: To some extent, the demand
for professional care is encouraged or
restricted by price and by the condi-
tions placed on urili7ation. Managed
care shapes both of these variables.

2. The overall cost of dental care will be
impacted: The pressures of broader 8.
healthcare reforms are geared to the
total costs of benefit programs, re-
flecting employment conditions, and

talk" about quality in context, value,
and standards, but relatively little real
substance in terms of National Cen-
ter for Quality Assurance measures
for clinical or service quality by pro-
cedure type.
The spread of economic tension: As
practice economics show the stresses
of price pressure from managed care,
there is a tendency to target dental
distributors, laboratories, and manu-
facturers for the "sharing" of this ten-
sion, increasing the economic con-
cerns.
Potential reductions and constraints
in patient care: As technical, practice,
and economic pressures converge, the
stakeholder that is most likely to be

T his response strategy would address the objective
of expanded access to dental care and increased

service value in dental care

economic interests of the employer
and of society at large.

3. The economic pressures on the prac-
tice will continue: As providers feel the
pinch of cost-containment initiatives,
there will be some tendency toward
more efficient dental practice models.
At the same time, a variety of time and
"supply constraints" exist.

4. Reimbursement models will prolifer-
ate: Third-party organizations are com-
petitive entities like most other market
participants. As such, conventional in-
surance players will find ways to com-
pete for the benefit dollars, as will man-
aged dental care organizations.

5. New practice models will likely
emerge: Already we have seen a re-
surgence of the general commercial
practice models that first appeared in
the 1978-1982 horizon. These mod-
els represent new purchase behaviors
and different management processes
in the practice setting.

6. Efforts to define quality and value will
continue: There is a lot of "general

ignored in the fray is dearly the con-
sumer patient. Diminished dental care
access, eroded value, and mixed qual-
ity are possibilities.
These consequences range from posi-

tive to negative, depending upon points
of view. From a trade and economic and
social perspective, the interests of this as-

Table 6. What About
Employee Contributions to
Costs?

Single Family
Plans Requiring
Some Benefit 55% 65%
Contributions

Typical °A
Contribution 44 57
Relative to
Total Cost

Source: Wyatt Group COMPARE data-
base and Dewar Sloan studies.
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Table 7. Typical Employee
Contributions to Benefits.

No

Individual
Employee

Family
Total

contribution 45% 35%

Less than
$120 per year 39 11

More than
$120 per year 16 53

Source: Watson Wyatt & Company 1996
database.

sessment are centered on doing what is
best for the patient, through the provider
systems, supported by a third-party ben-
efit system, and served by a supplier sys-
tem. In a healthcare market economy, there
will be differences and natural conflicts.

ADTA Response
Ultimately, the strategic intent of this

task force plan is to improve access, value,
and quality in the dental care system. This
is a fairly complicated frontier, for all the
reasons explored. The task force agreed that
there were two major response strategy
options: to let the marketplace sort things
out over time or to make plans for a series
of strategic and tactical interventions that
would provide leadership. The latter re-
sponse was chosen. The foundations for
these recommendations involve two
themes.

1. A simple message on dental econom-
ics: Reimbursement is a complex is-
sue with lots of room for confusion,
conflict, and concern. If we can pro-
mote a universal message on the qual-
ity in context of dental services, all
stakeholders can use this language to
deal with different needs, issues, and
constraints in the dental care system.

2. A simple market communication plat-
form: Taking the message to the

The Trade Looks at Dental Reimbursement

streets is a challenge at every level. For-
tunately, this task force is linked with
a group of key dental healthcare prin-
cipals and thought-leaders who can
help trigger a broader movement in
the promotion of dental access, value,
and quality, along with a good set of
solutions.
The desired impact of this strategy is

to bring some order to the problems of
access, value, and quality in dental care. The
practical goals behind the recommended
strategy indude promoting and supporting.
• Patient access to services
• Patient choices in services
• Responsible consumption
• Practice sustainability
• Quality of dental service

These goals recognize the existence
of differences in practice models, patient
profiles, employer needs, third-party con-
cerns, and supplier norms. They also set
the stage for communicating at all levels
of the profession. The common theme
we recommend is: "Responsible consump-
tion of appropriate dental services."

This addresses the essential concerns
of healthcare reform and benefit manage-
ment stakeholders and the essential concerns
of patients and providers in the advocacy
of standards and treatment options in a pur-
poseful, "case by case" model.
Message and Media. Without a "copywriting"
approach to the message, the essence of the
response strategy content we recommend
boils down to the following statements.
Other message considerations follow
• Dental services are widely available to

most of the population. About half
the U.S. population has some form
of dental reimbursement plan. Most
plans involve some out-of-pocket
costs or cost sharing. There are many
different approaches to providing
dental benefits. Most plans limit the
amount and type of dental care ser-
vices that are reimbursed. Some plans
are very strict in scope, others are rela-
tively flexible.

• There are many clinical procedures
that are not covered by typical dental
benefits. These procedures may be in
the best interest of the patient, but

Stokeholcier Definitions
There are many perspectives that need to
be addressed in any discussion about
healthcare reimbursement. As the history
of the healthcare reform movement has
unfolded in the last fifty years, many
forces have been at work. To some extent,
these have impacted the definition, devel-
opment, and delivery of dental care:

1. Consumers have been treated for
basic dental disease; they have been
exposed to an increasing array of
treatment options, and in the last
twenty years they have been served
with new elective options.

2. Providers have delivered an evolv-
ing mix of care, with an evolving set
of standards and a growing base of
technology under a shifting set of
economic and operational circum-
stances.

3. Employers have introduced,
funded and managed a growing
range of employee benefit pro-
grams that often include dental care
services.

4. Third Parties have developed and
managed a range of finance and re-
imbursement options that facilitate
payment for dental services and
support the delivery of care in dif-
ferent environments.

5. Suppliers of dental materials, equip-
ment systems, and services have de-
veloped and delivered products and
laboratory services that facilitate pa-
tient care and support the dental
practice environment profession.

Each of these stakeholder groups is
impacted by the mechanisms of re-
imbursement, directly and indi-
rectly. Each has unique motives and
concerns that are personal and eco-
nomic. Each has broader motives
and concerns that relate to the goals
of dental care in modern society.
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Table 3. Typical Benefit Coverage.

100% coverage

Preventive

79%

Routine
Operative

9%

Prosthodontics

80% to 100% 3 7 More than 60% 17%

80% 13 63 50% to 60% 13

Under 80% coverage 4 21 Under 50% 70

Seventy-seven percent of orthodontic treatments covered: With maximum life-
time benefits of 11% less than $1,000, 74% between $1,000 and $1,500, and 15%
above $1,500.

Source: Watson Wyatt & Company 1996 database.

the benefit plan may restrict the de-
livery of those services.

• Everyone is interested in appropriate
access to dental care, responsible cost-
containment, and quality in the con-
text of standards of care—for basic
dental services as well as advanced
procedures and elective treatment.

• The dental profession, benefit manag-
ers, third party reimbursement entities,
suppliers, and patients must work to-
gether to consider appropriate stan-
dards of dental care and good eco-
nomic value for patients and families.
This is a general message that pro-

vides a combination of basic facts, as-
sumed goals, and basic appeals on dental

N o single solution
exists.

care choice and value. It is a civilized and
responsible message that is truthful and
flexible and targeted at essential informa-
tion objectives.

There are many ideas for the convey-
ance of the message to the various stake-
holders. Professional associations have

invested a lot of effort and money to in-
fluence the general public as well as their
constituents, reimbursement parties, and
policy principals. These investments have
fared poorly in a marketplace cluttered
with complicated service conditions, mo-
tives, and messages.

Based on a series of summit meet-
ings and this task force research on the
appropriate response strategy, we recom-
mend the following channels for the re-
sponse strategy message:
• Direct message to mainstream dental

practice: Equip the dentist and staff
with a clear, credible, and purposeful
platform for reimbursement review

• Direct message to mainstream ben-
efit managers: Equip managers and
analysts with a credible and reflective
platform for plan assessment.

• Direct message to practice and qual-
ity research: The profession needs as-
sistance in dealing with the "commod-
ity challenges" inherent in dental care.

• Direct message for distribution to the
patient: Equip various parties with
useful material for the education of
patients on choices and value.
These are four primary channel ideas

for the response strategy as proposed.
These channel ideas are developed further
in this section.

Implementation Program. We have considered
a number of implementation avenues for
this response strategy recommendation.
The list below is the original catalog of
implementation options.
• Thought-leader proclamations and

features
• Template for practice communication
• Template for study groups and soci-

eties
• Template for benefit manager groups
• Template for practice model dialogue
• Template for quality research dialogue
• Standard response to critical programs
• General Q & A response encyclopedia
These were reviewed by the task force

with regard to advantages and possible
drawbacks. The recommendation of the
research team and task force is to concen-
trate on a single platform that works for
practice audiences, benefit managers,
thought-leaders, and perhaps consumers
in the patient care environment. The ba-
sic platform is further detailed in the bal-
ance of this section, and a basic template
is suggested.

Dental care issues and options is the
general headline for the response strategy,
and everything is directed toward: "Re-
sponsible Consumption of Appropriate
Dental Services." From the start, we envi-
sion the template as a package of very basic
print and presentation materials, based on
the message defined previously. It would

Table 9. Typical Benefit
Plan Deductibles.

Individual
Employee

Family
Total

No deductible 22% 50%

Less than
$50 per year 72% 5%

More than
$50 per year 7% 45%

Source: Watson Wyatt & Company 1996
database.
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Table 10. Mbc of Financial
Options for Dental Benefit
Coverage.

Plans

Traditional plan only

PPO plan only

HMO plan only 4

Traditional + PPO 4

Traditional + HMO 21

PPO + HMO 3

All three types 2

Companies

61%

5

Source 1995 William M. Mercer Survey
of Emplgers with Dental Benefit Pro-
grams—Manufacturing and Service Firms.

involve a communication plan that deliv-
ers the message to and through four key
audiences:
• Mainstream dental practices
• Mainstream benefit managers
• Practice and quality research audiences
• Dental patients and families
The presentation material evolves

from a standard slide presentation that
provides an overview of the background,
issues, implications, and solutions as de-
fined. The print materials can be devel-
oped from this same basic template and
used in the form of newsletters, brochures,
publicity materials, patient education re-
sources, and so on.
Standard Presentation Outline. We have an
option that requires the development of
a generic slide presentation that can be
duplicated and distributed for use at the
practice level, conference study groups,
society meetings, dental schools, and other
audiences. Perhaps more importantly, as
we have seen in Wisconsin, Pennsylvania,
and other states, there is an opportunity
to use this presentation as the vehicle for

The Trade Looks at Dental Reimbursement

education and discussion with business
groups, employers, benefit managers, ben-
efit plan representatives, and other payers.

This presentation is currently in the
prototype stage with slides and a text out-
line. This was originally requested by
Dr. Gordon Christensen. The task force
is indebted to both for their leadership in
pulling this important vehide together. Ad-
ditional packages can be duplicated and
prepared on a modest cost basis, with the
possible "cross-label" of either business
sponsors, local/state dental society spon-
sors, or perhaps the ADTA.
Other Print/ Media Materials. While mass
media campaigns to influence patients,
providers, and employers are sometimes
interesting, they are relatively weak as in-
vestments in market influence. The task
force has taken a tack that provides a
simple, basic message that can be replayed
at the point of service—locally. This ap-
proach provides the essential content as
expressed in this section of the report, in
the simplest form, for inclusion in print
materials, conferences, meetings, or edu-
cation sessions with key stakeholders. The
basic messages and themes from this re-
search can be transferred to:

• Dental society or study club materials
• Individual dental practice newsletters
• Patient education materials for practice
• Employer and benefit manager edu-

cation
• National and state level dental media
• Staff training and educational pro-

rams
• Dental schools and continuing edu-

cation
• General population and public edu-

cation materials
Our intent is to capture a few basic

pages or paragraphs of balanced, thought-
ful, persuasive content that can be applied
in the most productive and relevant me-
dia. This allows the motivated leaders of
the dental care system to show the way
and realin patient care and related busi-
ness gains along the way.

Responsible Consumption of
Appropriate Dental Services
The leadership of the ADTA and key lead-
ers in the profession have worked to ad-
dress the challenges and opportunities of
dental reimbursement. This task force
study has isolated the facts, issues, and the
implications of "managed care" and other

Table 11. Service Payment Categories.

Diagnostic and
Preventive Care

mean
median

Basic Services
and Operative

mean
median

Major Services
and Restorative

mean
median

Traditional

96%
100

78
80

55
50

PPO Plan HMO Plan

98% 99%
100 100

82 90
80 100

61 71
50 73

Source: 1995 William M Mercer Survey of Employers  with Dental Benefit Program—
Manufacturing  and Service Companies. Read the above data as amount paid Iy plan, with the
premise that negotiated fees and pricing norms are a key variable in the pgment scheme.
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forms of dental care finance and reim-
bursement.

Some forms of reimbursement may
not serve patients well. Some forms of
reimbursement may not be economical
for those who hold stakes in the dental
healthcare system. Through it all, how-
ever, dental reimbursement has provided
access for many patients in the last forty
years. Now, as we approach a market in
which half the population has some level
of dental benefit coverage, the complex
needs and concerns of the marketplace
and the era of healthcare reform force us
to focus on a new and important agenda.

The intent of this study was to put
all the issues in a more relevant and bal-
anced context, and then to determine if a
response strategy of some form is neces-
sary. We have produced and reviewed the
facts, and we have made a modest re-
sponse strategy recommendation. Beyond
this conclusion, we strongly suggest that
a broader demand strategy be considered
by the ADTA leadership and individual
members.
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Direct Reimbursement
Its Role in Financing

Dental Benefits

Abstract
Direct reimbursement is defended
against its critics. It is a benefit plan,
not insurance, has not raised costs, is
inexpensive to administer, and is
popular with patients. The concerns
of the managed care industry over
dentists being opportunistic are
unfounded in view of dentistry's
outstanding ethical reputation. Such
concerns should be more
appropriately directed toward
managed care itself.

efore describing what direct re-
imbursement is, it is of value to
reference it from the perspective
of what it is not. I believe this

provides a solid base for better understand-
ing what it is. Direct reimbursement is not
a system:
• To restrict access to dental care.
• That restricts freedom of choice for

the patient to choose his or her pro-
vider of care.

• Designed to insert provision of care
exdusions or limitations, directed by
a third-part); non-professional who is
not involved with the dentist-patient
relationship.

• Designed to limit preventive services
or diagnostic measures.

Dale F. Redig, DDS, FACD

• Designed to ratchet downward pro-
vider remuneration and place dentists
in the exact same professional prac-
tice nightmare as has occurred in the
medical managed care industry.

• Promoting the lessening of the stan-
dard of care through unrealistic, eco-
nomically disastrous remuneration
levels. It does not force the dentist, in
order to avoid economic failure, to
consciously reduce quality of care in
order to remain in "business." Nor
does it entice a provider of care to
adopt arguably unethical business
strategies of cost-shifting to those
who can afford inflated costs or ser-
vices or "bait and switch" techniques
to deliver even basic dental care.

• With commission and administrative
fees in amounts upwards from 15%
to well over 40% of premium paid by
employers for provision of dental
benefits.
What direct reimbursement is is the

most effective and efficient way for em-
ployers to provide appropriate dental ben-
efits to employees. It uses the simplest
economic model available. It establishes,
or re-establishes, direct connection be-
tween provider and patient. The patient
and dentist decide on services to be ren-
dered and how much those services will
cost. The employer, through clearly out-
lined levels of benefit structure, reimburses
the employee or patient upon receipt of

paid claims for services. Records are kept
of service provided, total fees paid, and
amounts reimbursed by the employer.
Administration is generally handled by a
third-party administrator (TPA).

The first response by the managed
care industry to this premise is that it is
basically unworkable and unfair to employ-
ees and employers. In response to that ar-
gument one must say: Nonsense. Real re-
sults in the real marketplace show that it is
eminently workable, fair, and reasonable.
It provides for delivery of dental health
care benefits using the same economic
standard used for a number of other em-
ployee benefits—direct reimbursement:
for travel, vision care, miscellaneous busi-
ness expenses, retirement contributions,
and in a growing number of instances,
cafeteria health plans.

In understanding and discussing den-
tal benefits, it is important to correctly ref-
erence what we are talking about. We
should not talk about dental "insurance."
What was started in California, by Cali-
fornia dentists and the California Dental
Association, which was the advent of
employer involvement in dental care for
employees, was not and has not been "in-

Dr. Redig is CEO & Chairman of the Board,
Alliance for Dental Reimbursement Plans,
1008 10th Street, Suite 765, Sacramento, CA
95814.
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surance." What is often promoted and dis-
cussed as dental insurance is actually a den-
tal benefit system of one sort or another,
for employees by employers. The concept
of spreading risk among a large group of
persons by charging a standardized pre-
mium, thereby accruing a pool of funds
to allow payment for major, potentially
ruinous costs of providing care which only
a limited number of persons will require,
is what insurance is about. Dental benefits
are not predicated on this model and have
not been. It is widely agreed that 95 to

rect reimbursement because they can make
their own decision about what care will be
provided by whom and the reimbursement
they will receive as a benefit is not in ques-
tion. Employers have learned that com-
mission rates and administrative costs are
sharply reduced, from levels of 15% to
40+%, to levels of 2% to 7%, which trans-
lates into more plan contribution dollars
available for provision of dental care. This
pleases employers and employees.

As to allegations of fraud, it seems
clear in reading about any and all managed

Real results in the real marketplace show that it is
eminently workable, fair, and reasonable

98% of the population has need for den-
tal care. Dental benefit plans do not cover
the majority of dental care costs in this
country. Annual reports from sources
public and private indicate that over 50%
of all dental care provided in the U.S. is
paid for out-of-pocket by the patient. In-
deed, for most plans, the annual levels of
employer contributions to employees
reached plateaus of $1,000 to $1,500 years
ago and in many instances, levels have gone
down from there, rather than up. While
for years dentistry seemed intent to mimic
the medical model of indemnity insurance
coverage, it has for the most part been only
a figure of speech; it is correctly defined
as a limited benefit in the vast majority of
applications and everyone in the benefits
industry knows this to be true. We all
should try whenever possible to correct
the record, with dentists, employers, and
the public at large.

Managed care proponents state that
direct reimbursement will lead to increases
in dental benefit costs and major increase
in incidents of fraud. In response to that,
one must say Show me the money! Di-
rect reimbursement has been around for
many years. In virtually all instances, its
use has resulted in stable or reduced den-
tal benefit costs to employers. Further,
surveys indicate that employees prefer di-

care plans that fear of fraud and measures
to prevent it is of central importance in
administration of all those plans. Why?
The implication to be drawn is that den-
tists are inherently dishonest. One does
not often enough hear another point of
view There is another; it needs discussion.

I have been closely involved with the
dental community, in practice, education,
administration, and politics for over forty
years. I have had the good fortune and
bad fortune to see our profession at its
best and sometimes at its worst. In my

bell-curve, I believe it is fair and correct to
state that dentists are fairly described and
judged to be high on the list of respected,
ethical professionals. Our profession, per-
haps more than any other in this country
at this time, insists on retaining its stan-
dards for code of conduct and ethical be-
havior, often to the amazement of other
related disciplines. The naysayers' opinion
to the contrary needs to be weighed against
this perspective.

Could managed care's fear of fraud
and the subsequent expensive, cumber-
some, frustrating-in-the-extreme measures
to control and burden it with who knows
what kind of sanctions, directly correlate
to a feeling by the industry based on the
principle that, because of increasing ef-
forts by managed care entities to ratchet
down provision of care through limita-
tions, exclusions, denial of benefits, re-
duced fees, etc., some practitioners are or
may be drawn to consider bending rules,
upgrading procedure codes if possible,
treating as few patients as possible with
the least possible level of treatment and
numbers of procedures, etc.? And doing
so in order to make money to pay the costs
of doing business, raise a family, and stay
in business?! Since it can be strongly ar-
gued that managed care carriers and rep-
resentatives, who arguably know better
than most practicing dentists the down and
gritty intricacies of running a business

Direct reimbursement is the most effective and
efficient way for employers to provide appropriate

dental benefits to employees

experience, its worst was rarely related to
the trait of dishonesty or lack of ethics.
We may sometimes lack political judgment,
we may sometimes be too gullible, thus
"sitting ducks" for business entrepreneurs
who care nothing about standards of care
while professing to be friends of the
people, but as a profession and individu-
ally, except for a distinct minority occupy-
ing the very far negative end of a

based on profit-first, service-maybe, it also
may follow that they would be the first to
understand that placing practitioners at
economic peril increases the risks of cut-
ting corners and entering into risky ethi-
cal behaviors.

Isn't it understandable that the man-
aged care industry might consider all pos-
sible steps to posture an accusatory cli-
mate, with subsequent provision of dra-
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conian steps to best assure that their bot-
tom line will not be affected? Does any-
body in that industry ever venture the
aphorism stated so well by Walt Kelly's
friend Pogo: "We have met the enemy and
he is us."? Surely these are reasonable ques-
tions to ask.

Contrast this climate with what one
finds in questioning employers and em-
ployees about direct reimbursement.
Costs, compared to traditional "insurance

get-rich-quick advantages to selling
out most of the time it doesn't work
that way at all.

2. Individually managed dental practices,
as currently structured in the market-
place, provide the strongest economic
model for competitive provision of
service. Monopolistic control by very
large entities is effectively negated.
This is to the ultimate advantage of
the public and the profession.

ree-for-service is the absolute standard for excel-

lence in provision of services, now as always

plans" tend to go down for the employer,
employees as patients are very satisfied
with the right to select their dentist of
choice, arrangements for care, and the care
provided. They rarely, if ever, complain
that they were treated as someone to be
avoided or barely tolerated in the dentist's
practice. Dentists do not complain about
harassment by carriers, reimbursement
delays, or the anguish of both patients and
dentists in loss of patients to "preferred"
providers.

With better understanding of the eco-
nomic model driving managed care, now
best exemplified by the extreme problems
occurring in the medical care arena, den-
tists can learn much about what to do and
not to do. Some points stand out:

1. The dental profession is largely a
stand-alone model. Attempts by man-
aged care entities to consolidate prac-
tices, which affords a ready-made base
for takeover by managed care HMO
type entities, have not been particu-
larly successful. The dental industry,
often referenced as a cottage indus-
try, largely unknowingly insulated it-
self against corporate raiding. Den-
tists would do well to carefully con-
sider any move away from solo inde-
pendent practice if they wish to avoid
maximum penetration by managed
care interests. They will do equally well
to view with jaundiced eye any

3. Fee-for-service is the absolute stan-
dard for excellence in provision of
services, now as always. Most employ-
ers, and certainly most employees,
want high quality service. Remember
that quality is an ambiguous term; it
can mean poor quality as well as high
cpality. Fee-for-service can stand the
competitive rigors of capitated care
as long as providers offering it are
aware of the positive power of it.

4. Beware offers by Delta Dental Plans
or other groups to market and admin-
ister direct reimbursement plans.
Look carefully at what they are apt
not to do in promoting direct reim-
bursement when agreeing to take it
over.

5. Direct reimbursement must be mak-
ing a significant impact. Why else

Author's Note:
The Fall 1997 issue of the Journal of
the American College  of Dentists was de-
voted to the broad subject of financ-
ing oral health care. A number of pa-
pers were presented, for the most part
painting a positive picture of managed
care and its future, with the exception
of the one paper on fee-for-service
dentistry, a perspective that I believe
is the one most often voiced by a very
large majority of practicing dentists in
this country Direct reimbursement, a
long-time part of dental benefit fund-
ing, which is now causing apparent
serious consternation among dental
"insurers" was referenced, but a pa-
per outlining its perspective and role
in the marketplace was not included,
despite repeated efforts to obtain one
from responsible spokespersons. This
article is submitted in response to a
request from the Editor following the
publication of the Fall 1997 issue. It
is an opinion piece—in the author's
opinion it contains no more, hopefully
far less, rarefied air than one finds in
the series of "we have it figured out"
presentations found in the Fall issue,
excepting the opinion piece by Dr. Ri-
chard Wilson.

hit-piece of "research" against direct
reimbursement found in the Febru-
ary 1997 issue of Reader's Digest? Why
else the "they're hurting us" letter of

0 
ur profession insists on retaining its standards for

code of conduct and ethical behavior, often to the

amazement of other related disciplines.

would billion dollar companies such
as Delta Dental Plans of California
pay an insurance brokerage firm a lot
of money to do a hit-piece on direct
reimbursement? Why else the

complaint against direct reimburse-
ment filed with the Federal Trade
Commission by the Executive Direc-
tor of the National Association of
Dental Plans?
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Direct reimbursement may not be-
come a giant in the dental benefits mar-
ketplace. Then again, as more and more
employers and employees learn the ben-
efits of true freedom of choice regarding
provider, treatment, outcome, and cost of
providing dental benefits by using
self-funded direct reimbursement, who

knows? A lot of nervousness in the den-
tal marketplace might not be a bad thing
in ultimate effect for the most important
group in this situational drama: the patients
to whom we owe our right to practice and
to whom we are obligated by professional
standards to be as good as we can possi-
bly be.

Further information can be obtained
from J. Philip Pfeifer, Associate Direc-
tor, Marketing and Programs, Post Of-
fice Box 4976, Cary, North Carolina
27519, (919) 467-3423, Fax: (919)
467-3083.
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Position Paper: Dentistry and
the Dental Industry Summit

on Managed Care
Edited by Reynolds R. Challoner

Abstract
A taskforce of dental professionals
and industry leaders looked at the
impact of dental benefit programs on
America's oral health. When properly
done, such benefits programs are
positive; but precautions must be
taken to ensure that underfunded
programs and those which restrict
choice are not allowed to erode
dental health. Six possible courses of
action are developed, centered
around education, communication,
and collaboration.

anaged care in various forms
has evolved as a general con-
cern for the dental profession
and the dental industry On

August 22, 1996, a group of leaders from
the dental industry and profession met to
consider the issues and implications of
dental managed care. The objectives of this
meeting are summarized as follows:
• To consider the nature of the dental

economic system and the connections
between quality dental care, access to
services, and the financing of dental
care.

• To better understand the positive and
negative trends in dental care that are
shaped by reimbursement methods,
dental care financing, and managed
care as commonly defined.

• To formulate sound options for main-
taining the viability of professional
dentistry the dental industry, and the
nation's oral health, while responding
to real healthcare reform challenges.
The dental industry has a long and

clear history of support for continuous
improvement in patient access, clinical ser-
vice quality, business service quality, and
productivity. The dental industry also sup-
ports an economically viable dental prac-
tice system that responds to patient con-
ditions, requirements, and behaviors with
appropriate standards of dental care.

Different forms of dental care insur-
ance and finance make it possible for
people to get access to treatment. This is
good for society and clearly good for the
business of dentistry. At the same time,
some of the structures of insurance and
finance create circumstances where the
best interest of patients, providers, and
benefit managers may be left behind.
Hence, our concern.

While reimbursement issues and con-
cerns have been evolving for many years,
the healthcare reform movement of the
early 1990s pushed the cost-containment
agenda ahead, introducing new tensions
and concerns.

Conditions and Concerns
Based on extensive discussions and for-
mal presentations at the August 22 meet-
ings, the following points were developed
by the group: Managed care is a term that

has a wide scope and definition. It can be
defined as any intervention between pa-
tient and dentist on treatment options and
payments for dental services.

There seems to be some controversy
and concern when the discipline of man-
age care is associated with specific therapy
restrictions, significant discounting, patient
choice restrictions, communication restric-
tions, or utilization disincentives.

For a variety of reasons, professional
dentistry has not been completely success-
ful in establishing the importance of clini-
cal choice and quality in context for the
patient Clinical choice refers to dentist and
patient options for restorative therapy ap-
proaches. Quality in context refers to ap-
propriate technical quality at every level or
every standard of care, whether that stan-
dard involves an amalgam restoration case
or the alternative endosseous implant with
a ceramic and metal crown. As a result of
this condition, the following issues exist:
patient relationships are centered around
financing, benefit managers may under-
value dental services, and powerful third-
party payers control the system.

Significant underfunding and restric-
tions in managed care programs appear
regionally. There is more pressure and eco-

Nineteen leaders, representing professional
groups, manufacturers, distributors, and labo-
ratories, prepared this position paper based
on discussions in Chicago in August 1996.
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nomic tension in some areas, and virtually
no impact in other areas. The conditions
and problems evolve reflecting this varia-
tion.

Under some conditions, the structure
of individual managed care programs can
contribute to service quality degradation,
access limitation, and extreme economic
constriction. These circumstances are not
consistent with the goals of patient satis-
faction, comparative quality, practice prof-
itability, and professional ethics and pro-
gressive clinical norms. They are not con-
sistent with socially accepted healthcare
objectives.

An economic prospective about re-
sources that go into managed care is im-
portant:
• The value of total U.S. dental services

delivered is roughly $47.5 billion.
• The value of conventional dental ma-

terials, equipment, and laboratory ser-
vices approximates $6 billion.

• Reimbursement programs cover
roughly $25 billion of these services
on premium costs that are estimated
at $32 billion—leaving roughly $7 bil-
lion in facilitation costs. Market de-
velopment costs for reimbursement
could approach $3 billion.
The respective players must consider

these facts when determining available
prorata resources that could be used to
deal with the issue.

Response Strategy
The problems with some forms and struc-
tures of dental managed care were defined
by the group in terms of the following six
points. These are described in a very pre-
liminary manner, the response strategy
priorities are yet to be determined. These
problem definitions are a starting point for
focus, sequence, and action:

1. Patients, benefit managers, and pro-
viders have difficulty understanding
and communicating about basic dif-
ferences in treatment quality and al-
ternatives.

2. For professional, technical, social, and
economic reasons, practices have a
difficult time managing patient treat-
ment options with case plans that re-
flect certain standards of care. This

issue is a significant challenge for prac-
tices.

3. Underfunded and restrictive managed
care plans impact some market areas
and are virtually absent elsewhere.
This makes impact of these extreme
plans geographically uneven.

4. Underfunded and restrictive managed
care plans create clinical, economic,
and ethical tensions in dental practice
as the autonomy and viability of prac-
tice are damaged.

5. Benefit managers are largely unin-
formed about the nature and charac-
teristics of dental managed care. They
have limited knowledge about the
impact of underfunding and restric-
tions.

6. While many organizations have made
statements about the virtues and vices
of "managed care," there appears to
be no common voice that is dealing
with the real issues of extreme plans
and their impact on quality, access, and
value.
These problems have led to populist

stress and turmoil that do not help sort
out the real issues for patient, practices,
benefits managers, third parties, and ulti-
mately the profession and industry. The
basic definitions also confuse the clinical
and business issues of dental care. In some
instances, managed care provides essen-

poseful solutions. These are subject
to further discussion, and again these ele-
ments and potential priorities represent the
starting points for focus, sequence, and
action.

1. Possible Action—Assist in the education
of providers and practice staffs.: From den-
tal school through continuing educa-
tion programs, the subject of busi-
ness structure, impact, and behavior
relative to the natural goals of den-
tistry need to be addressed.

2. Possible Action—Assist in the education
of employee  bençflt managers: Employee
benefit managers and staff have many
other issues to contend with, and
there is a need for legitimate reference
information on dental services, ben-
efits, and major options.

3. Possible Action Communicate with man-
aged care principalr and representatives:The
connection between the dental pro-
fession, managed care, and the indus-
try can be improved by sharing im-
portant standards, principles, and ob-
jectives for dental health care.

4. Possible Action—Contribute to better prac-
tice and economic mode/c: Standard prac-
tice models are being challenged by
alternative models which affect the
patient, the dentist and staff, third
parties, and company dental benefits.
Better practice models may yield bet-

or a variety of reasons, professional o'entistty has
not been completely successful in establishing the

importance of clinical choice and quality in context for
the patient

tial access to dental services. In others, it
restricts treatment options, the dentist-
patient relationship, and choice. In gen-
eral, managed care tends to redistribute the
economic formula of the dental care sys-
tem and the value-chain of each stake-
holder in the dental economic system. We
need to understand the differences.

To deal with these issues, the group
proposed a set of six preliminary themes
that could contribute to practical and pur-

ter service levels, economics, and
"products" for the different patient
populations and company benefit
programs.

5. Possible Action—Assist in the development
of practice-public communication: The pub-
lic has very little information about
standards of care in dentistry, value
in context, or benefit management.
Improved communication at the pub-
lic level is essential.
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6. Possible Action—Provide inter-organka-
tional leadershO on finding solutions: Sev-
eral professional and industrial orga-
nizations have a vested interest in find-
ing practice management, dental edu-
cation, and benefit management so-
lutions. These organizations are con-
nectable.
These themes are intended as posi-

tive, productive means for improving the
overall dental economy, as well as the ide-
als of quality dental service and the nation's
oral health. This intent is consistent with

The Trade Looks at Dental Reimbursement

quality standards, economic reality, tech-
nical reality, and other conditions that
shape the system of dental care delivery
and finance.

Leadership Prerogative
Members of the dental trade and leaders
from the dental profession have a practi-
cal and ethical commitment to appropri-
ate dental service finance structures. Ben-
efit programs that support patient access,
quality, and value in context, and finally
responsible cost management are appro-

priate in the view of this leadership group.
Programs that restrict patient and provider
choice, the alternatives, and the dentist-
patient relationship produce conditions
that have troublesome consequences.
They jeopardize the quality of dental care
delivery, which in turn erodes the nation's
oral health care. The development of more
appropriate dental care financing and re-
imbursement programs and assisting
stakeholders in responding positively to
the fundamental of healthcare reform are
the key challenges.
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A Strategy for the Profession and
Trade to Deal with the Changing

Dental Environment

Abstract
A former plan purchaser who is now
the owner of a dental laboratory
explains how dental benefits have
been frequently introduced as
supplements to medical benefits
programs by large carriers. This has
created a "knowledge gap" regarding
the effects of underfunding and
restriction of choice on the oral health
of Americans. The dental profession
and the dental industry should
embark on a program to supply the
information upon which patients and
employers can make sound
decisions.

D
entistry has been the last
healthcare field to be affected
by the changing and evolving
benefits and managed care in-

dustry due to it being less than 5% of the
healthcare dollar and thus relatively insig-
nificant by comparison to the size of medi-
cine. With the exception of some very
large companies such as Boeing, General
Motors, Texas Instruments, etc., who have
very formali7ed and active dental benefits
management, by far the majority of U.S.
industry has not had significant knowledge
of or interest in dentistry or dental ben-
efits. Since the inception of dental ben-
efits over forty years ago, the actual cost
to the companies has increased minimally,

Reynolds R. Cha'loner

with reimbursement maximums remain-
ing at $1,000 annually. But the benefit plan
industry, having developed its medical
managed care products (HMO, PPO, etc.)
is now looking for "a product" on the
dental side which they can sell to their cor-
porate customers. Hence the increased
focus on dentistry, whose inflation rate is
now above medicine where historically the
reverse has been true.

Three or four years ago, there was sig-
nificant activity and high growth rates of
dental managed care, with numerous ben-
efit companies developing dental HMO
and PPO programs to offer to their cor-
porate customers. In many regions of the
country where there is a balanced supply
and demand of dentists to dental services
(or even where there is a shortage of den-
tists), DHMOs and DPPOs have had lim-
ited impact. In fact, with the supply and
demand going from an excess supply po-
sition five years ago to a balanced or slight
shortage today, it will be even more diffi-
cult for benefit plans to develop a signifi-
cant number of providers when provid-
ers are asked to discount their services by
30% (particularly when the average dental
practice margin is 35%). The initial incre-
mental income model developed by PPOs
in the past, which could economically jus-
tify a practitioner taking on incremental
business in the form of new patients in
underutilized practices is no longer valid
in many areas of the country. That is why
many benefit providers are now starting

their own practice management groups or
contracting with larger dental group prac-
tices to provide those products to their
corporate customers.

Lost in all of this has been the fact
that the dental economic system is made
up of segments, including the patient, the
dentist, and the supplier and laboratory—
in addition to payers and third parties. The
current dental benefit system's plans look
at a homogeneous patient population
which obviously does not correspond with
reality. This, combined with the fact of
changing demographics of the patient
population (which is increasingly interested
in higher esthetics and more friendly per-
sonal services) are making the naturally
restrictive current benefit plans less attrac-
tive to the patient. This will eventually be
fed back to benefits purchasers as a nega-
tive by employees.

New technologies and improved prac-
tice models which focus on patient com-
munication and involvement in the deci-
sions will continue to grow, further differ-
entiating conventional indemnity and the
newer managed care plans from the needs
and wants of patients. This will put pres-
sure on current benefit plan designers to

Mr. Cholloner is President of Lord's Dental Stu-
dio, 501 Packerland Drive, Green Bay, WI
54307- 9048. He chaired the American Den-
tal Trade Association's Managed Care
Tosliforce.
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provide more choices. It is reasonable to
assume that any economic free-market
system will balance itself over time as long
as knowledge and information are in the
hands of the decision makers. The chal-
lenge facing dentistry today is centered
around making this information available.

Through my experience as vice presi-
dent and general manager of a large Wis-
consin paper mill which put in a low-cost
dental benefit to obtain a co-pay and de-

ment. As in Marketing 101, products must
be designed to meet the needs and wants
of each customer segment.

In 1997, our laboratory has seen a sig-
nificant growth (over 40%) in cosmetic or
esthetic dental prosthetic purchases. Part
of that is due to dentists trying to differ-
entiate themselves from managed care or
commodity dentistry and gearing them-
selves and their staff up to do so. Con-
tinuing education in esthetics and practice

The dental economic system is mode up of segments,

1 including the patient, the dentist and the supplier

and laboratory—in addition to payers and third parties.

ductible in our medical benefit, I had very
little knowledge about dentistry, or in fact
oral health, nor did I really care. I did not
know any better, I just wanted to have a
competitive benefit to attract and keep
quality employees. Now that I own a labo-
ratory and look back through the system
at the oral health needs and wants of the
patient, my opinion has changed dramati-
cally. I now know what dentistry can pro-
vide, and I see this current system of ben-
efits programs becoming less practical.

Much of what the benefit industry
hears from corporations is cost mainte-
nance or containment because of the lack
of information at the corporate decision-
maker's level about what dentistry can pro-
vide. The benefit providers, therefore,
rightly develop cost-containment schemes
to restrict choice and keep managed costs
down for their corporate customers. This
is in the face of that portion of the pa-
tient-employee population wanting to have
more esthetic and personal high-quality
services. For example, a CEO or vice-
president of a corporation has significantly
different needs for himself or herself and
family than the average production worker
in U.S. industry. Managed care programs
will meet the basic needs for the oral health
of a segment of the patient population
willing to give up choice for a low cost,
but there may be very little application to
the higher-income patient segments that
want and demand better service and treat-

management focusing on patient commu-
nication is up significantly as dentists pre-
pare to differentiate their practices from
managed care and sell "value." Also, we
cannot forget that consumer confidence
is at record levels the past two years, which
has driven up discretionary purchases, thus
a significant portion of dentistry.

With this as background, in Wiscon-
sin we have undertaken programs to pull
together dentistry leaders and CEOs and
benefit managers from moderate-sized to
larger corporations who make decisions

ceived by the employers, but now dentistry
must provide the educational materials and
support for not only the employees but
also the benefit managers and decision
makers themselves. Informed decisions are
the key to the eventual rationalization of
the dental benefits industry.

There are several different ways to
educate the patient population in the U.S.,
including consumer advertising, articles
and information through channels includ-
ing magazines, newspapers, and television.
Also, a little-developed method is through
companies to their employees. Since com-
panies have dental benefit plans that pay
for roughly 45% of all dentistry provided
in the U.S., it would seem that focusing on
this channel of education should have a
higher priority within organized dentistry.
The question is, can organized dentistry
on a national basis, or even on a regional
or local basis, have the level of commit-
ment needed to carry on an ongoing dia-
logue with and support of the companies
who pay for roughly half of the services
dentistry provides?

It is my feeling that benefit manag-
ers are educated about what dentistry can
provide, they will look toward less restric-
tive, greater choice plans that put the re-
sponsibility with the employee to make
appropriate "value" choices about the

M uch of what the benefit Indust-1y hears from cor-

porations Is cost maintenance or containment

because of the lack of information at the corporate deci-

sion-maker's level about what dentistry can provide.

on benefit plans to hear each other's per-
spectives and needs for maintaining the
oral health of employees and the perceived
value of their companies' benefit plans.
The hope is that the corporations will be-
come more informed about dentistry and
how benefit plans from their inception
restrict the type and mix of dental services
which are able to be provided to the dif-
fering needs of the different patient-em-
ployee populations within their companies.
These meetings have been very well re-

needs or wants in dental care for their fam-
ily. Obviously, dentistry cannot expect
business to pick up significant new costs
in this highly cost-sensitive benefit area.
Dentistry must prepare itself to be a bet-
ter communicator of what is available—
from the dentist to the patient in the chair
to the benefit managers.

We are two years into the business-
dentistry forum process in Wisconsin, with
very positive response from both large and
small corporations in the northeastern part
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of the state. The ideas from these forums
were taken initially to a summit group of
independent dental profession leaders and
dental industry leaders in April 1996. From
there, the American Dental Trade Asso-
ciation formed a taskforce on dental re-
imbursement and managed care which
began its activities to determine the facts
and principles involved in the changing
dental reimbursement and managed care
industry and how it impacts oral health,
costs, the profession, and the industry The
October 31, 1997 report of that taskforce
is the result and it lays out some strategies
that the profession and industry might
partner in to deal with the managed care
issue in a less emotional and more strate-
gic manner.

The net of all this is that employee
satisfaction will eventually affect the de-
sign of dental benefits and the impact that
managed care might have. "Choice" is the
main determinant in employee satisfaction.
The fact is that there are different corpo-
rations that view benefits in different ways;
there are different employees who have
varying needs in dental benefits; there are
different practitioners who provide differ-
ent types and levels of services and prac-
tice "personalities;" and there are differ-
ent benefit plans and practice models that

provide different costs and "value." As
long as the different segments are knowl-
edgeable of the different aspects of the
system, a rationalized economic system will
result. Our job is to provide unbiased in-
formation to each segment of the dental
economic system in hopes of reducing
stress.

Another key factor in determining the
market penetration of managed care long
term will be supply and demand of dental
services. Based on the decreasing number

I nformed decisions are
1 the key to the eventual
rationalization of the den-
tal benefits industry.

of dentists and increasing demand, den-
tistry is in an ideal position—particularly
in this current strong economy. But, in a
recessionary economy, its dental services
being discretionary supply could exceed
demand and the picture might be substan-
tially different.

The changing demographics of the
patient population will continue to pro-

duce a significant increase in esthetic den-
tistry which is outside of most benefit
plans. Therefore, those benefit companies
that can design plans of "choice" cover-
ing not only the needs in dentistry but the
wants as well, will be more attractive to
employers who are trying to attract em-
ployees in this tight marketplace. Direct
reimbursement is one of those wide-
choice plans that may be attractive to a
certain segment of the business popula-
tion. If it is looked at in the light of offer-
ing "choice" and being a benefit of
"value," it may find its niche. The key is
how to communicate and educate benefit
managers and employees about what den-
tistry can offer in service so benefit plans
are evaluated in that light. Therefore, den-
tistry must to a greater degree focus its
efforts on educating the benefit manager
and employee. It would be dollars well
spent by the profession and industry and
an obvious area for both to partner.

"Responsible consumption of appro-
priate dental services" must always be the
goal of everyone in the dental economic
system. This will assure the viability of high
choice, non-managed care benefit prod-
ucts which are provided in primarily a fee-
for-service environment.
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Managing Today's Changing
Dental Environment:

A Manufacturer's Perspective

Abstract
I he dental trade industry is not
growing at the same rate as the
profession or as managed care.
Concerned over this trend, the
American Dental Trade Association
is looking at the changing market
place in dentistry. It is apparent that
managed care is having some impact,
but its exact nature is difficult to
define since plans are evolving.
Another emerging pattern that the
industry is watching is the growth of
larger practices. These have different
purchasing and marketing
characteristics than the traditional
solo practice.

A
s a member of the American
Dental Trade Association and a
member of what started out to
be The Managed Care Task

Force of that association, the objective
seemed to have been pretty clear to me at
the time...Managed care was an emerging
phenomenon that was not understood to
any degree by anyone. What we knew of
it from our partners in medicine was not
especially good. It seemed to be destroy-
ing what once was a very profitable phar-
maceutical industry by forcing physicians
to make treatment decisions on the basis
of third-party reimbursement payments
and to prescribe generic drugs based on

Thomas Figurelli

pharmacy prescription plans. The only
companies that appeared to be benefiting
from managed care were the insurance
companies that ran the managed care pro-
grams.

Now, low and behold, managed care
was rearing its ugly head in the dental in-
dustry. So our job was to learn more about
managed care and to help educate the
ADTA on the three and four mono-
grammed terminology that was the man-
aged care lingo!

As we set out to do this—and as we
began to sort out the facts—some things
were becoming more clear to us. First,
managed care as an entity of dental reim-
bursement is on a fast track! While
DHMOs represent about 20% of the
market, it is growing at a rate of 10% to
15% annually. And, as DH.MOs are grow-
ing, so are PPOs. PPOs seem to be a ve-
hicle for easing employees into managed
care plans.

Secondly, managed care is evolving.
In other words, it is not clearly defined or
established and is changing on a day-to-
day basis. The major concerns were real
enough: that many managed care pro-
grams are undercapitated and are, in fact,
forcing the dentist to make treatment de-
cisions on reimbursement schedules as
opposed to treatment of choice; that the
reduced fee schedules offered on PPO
plans were having a negative effect on den-
tal practice revenues; and that in some
cases, corporate benefit managers were not
making informed decisions on the dental

plans they were buying for their corpora-
tions but were very happy at the savings
in health benefits they seemed to be get-
ting health benefits by adding dental man-
aged care programs onto their medical
benefit programs. While there are disagree-
ments among the experts as to how deeply
managed care will penetrate dental reim-
bursement programs, it is indisputable that
it will have a major impact on the dental
industry. There are several factors that sug-
gest this to be true:
• Corporate America likes managed

care because they see a real savings in
benefit costs.

• Patients like the savings they get from
managed care programs. While they
may not be enamored with the qual-
ity of care or the restrictions of choice
that go with managed care, low co-
pays and no paperwork are still very
attractive benefits.

• Managed care is evolving in both
medicine and dentistry Most com-
plaints about managed care usually
revolve around quality of care, con-
venience of access, restrictions in
treatment options, and physician and
dentist preferences. As managed care
organizations become more competi-
tive these issues may be resolved.

Mr. Figurelli is at Block Drug Company, 105
Academy Street, Jersey City, NJ 07302-9988.
He is Choir of the ADTA Strategic and Long
Range Planning Committee.
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• Dental student career goals are chang-
ing Few graduating dentists expect to
enter private practice within the first
two or three years. The incredible debt
spent on their dental education, com-
pounded by the cost of setting up a
practice, makes working for a man-
aged care group very attractive.
The jury is still out as to whether

managed care will have a negative or posi-
tive impact on the dental industry. If it
attracts new patients into the dental chair,
it will have accomplished what the pro-

Another key lesson that surfaced as a
result of several market research reports
that were commissioned by the American
Dental Trade Association and the Dental
Manufacturers of America is the fact that
the dental market is not growing. Recent
research studies show that the dental mar-
ket—the amount of money spent each
year on dental supplies and equipment—
is only growing at a rate of 3% annually...
barely keeping up with the rate of infla-
tion. This says to those of us who are in
the manufacturing and supply end of the

The jut)/ is still out as to whether managed care will
I hove a negative or positive impact on the dental
industiy. If It attracts new patients into the dental chair it
will have accomplished what the profession has not
been oble to accomplish in decodes.

fession has not been able to accomplish
in decades. If it doesn't, then possibly its
only effect will have been to lower dental
incomes and industry profit margins.

The member businesses of the
American Dental Trade Association be-
lieve it is in our best interest to help the
dental profession, corporate benefit man-
agers, and the general public make in-
formed decisions about the healthcare
benefits they purchase, use, and accept as
third-party payers. How we propose to do
this is still very much in the discussion
phase and will be one of the issues that
the ADTA committee wrestles with over
the next year.

While the Task Force was specifically
formed to study and report on managed
care, clearly other key learnings happened
as a result. We became acutely aware of
other dynamics that were having as pro-
found an impact on the dental industry,
namely consolidation of solos into groups
and group practices being purchased by
larger groups. This factor, as much as man-
aged care, will lead to strategic changes in
how dental companies like mine conduct
business in the future. I will discuss some
of these strategies later in this paper.

business that we must focus our efforts
on expanding the size of the industry as
opposed to fighting each other for market
share, if we are to grow sales and profits.

The result of all this insight was for
the Task Force to report its findings and
to accomplish its original goal of educat-
ing our members on the dynamics of
managed care. Moreover, to recommend
that the Managed Care Task Force be re-
organized into a new ADTA Committee
with a broader mission of business devel-

has more to do with the unknown and
the fear of not being on top of the rap-
idly changing environment. The "challeng-
ing" part is the business opportunities that
will arise as a result of the changes. What
I would like to discuss are marketing and
sales strategies that corporations like mine
are contemplating to capit21i7e on these
opportunities.

Marketing Strategies
Two marketing strategies upon which I will
focus are new product development and
changes in selling tactics, both of which
may be impacted by the changes that are
affecting the dental industry.
New Product Development. As the structure
of dentistry changes, the needs of den-
tistry will change as well. Managed care,
especially, will have its own set of require-
ments that will be different from the solo
practice environment in which we have be-
come accustomed. Generally speaking,
when we market dental products to the
solo practitioner, we try to provide prod-
ucts and services that appeal to the indi-
vidualistic nature of the private practicing
dentist. We recognize—and capitnli7e—
on the fact that individual dentist prefer-
ences usually outweigh cost. We can sell
products that "work" in the dentist's hands
that provide treatment value to him or her.
Marketing to managed care—and to the
large corporate managed practices—has
a different appeal, usually associated with
pharmacoeconomics, definitive clinical

We became acutely aware of other dynamics that
ere having a profound impact on the dental

Industry, namely consolidation of solos into groups and
group practices being pruchased by larger groups.

opment with the purpose of understand-
ing all dynamics that affect our industry
and to formulate specific strategies that
will help the membership businesses grow.

Obviously, ADTA members find the
changing dental industry to be both wor-
risome and challenging. The "worry" part

outcomes, and quickness/ease of deliv-
ery. The following are some specific ex-
amples of new product strategies that may
be considered:
• Products that make treatment deliv-

ery quicker and easier. Managed care,
in particular, is focused on chair-time
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management. Therefore, products
that will save the dental team time in
treatment delivery will be of high in-
terest.

• Products that will provide opportu-
nities for additional treatment options
to the practice's existing base of pa-
tients. Some examples of this that are
currently being marketed are chairside
bleaching products, adult orthodon-

The Trade Looks at Dental Reimbursement

nal advertising and direct mail. Other mar-
keting principles will change as well, espe-
cially how we sell our products to these
organizations.
Selling Strategies. Most of us who have sold
dental supplies and equipment in the past
had a relatively simple strategy develop a
relationship with the members of the den-
tal team and sell your product lines based
on features, benefits, and a good price or

The focus shifts from satisfying the dentist's individual

needs and preferences to sotisfring the goals of the

dental organization.

tics, implant systems (especially those
that are GP-friendly), and various
products and pharmaceuticals that
can be used in treating oral diseases
and problems, such as smoking ces-
sation, aphthous ulcers, dentinal hy-
persensitivity, etc.

• Products, high tech in nature, that will
appeal to the more upscale patient not
necessarily tied to dental reimburse-
ment Dental implants, intra-oral cam-
eras, and dental lasers seem to fit this
category in today's context.

• Diagnostic products that are beyond
the normal scope of dental treatments
but are within the purview of den-
tistry. These products would include
oral cancer screening products, peri-
odontal diagnostics, halitosis prod-
ucts, etc.

• Generic or private label products that
provide lower cost, with less empha-
sis on uniqueness in design or quality.
While the value of advertising is usu-

ally not questioned, certainly the method
of advertising and promoting products to
these organizations will be different. Peer
influence groups, corporate sponsored
symposia, clinical outcome studies, patient
education materials, pricing contracts
based on volume purchases, will all have a
significant share of the marketing budget
and will reduce the amount spent on the
traditional advertising vehicles such as jour-

promotional offer. As the structure of the
dental practice changes, so does this sell-
ing strategy. As previously discussed, the
focus shifts from satisfying the dentist's
individual needs and preferences to satis-
fying the goals of the dental organization.
And those goals will vary depending on

multi-centered clinical trials. Even with
this type of support, the closure of the
sale may take months, including several
follow-up presentations. In some situa-
tions, setting up a study club presenta-
tion or a "lunch & learn" with key mem-
bers of the dental staff might be the
most effective selling strategy. This may
include a clinician familiar with a par-
ticular procedure to support the actual
sales presentation.

Since cost is often an issue, and since
most of these dental organizations offer
an opportunity for large volume purchases,
yearly contracts may be provided that of-
fer significant price reductions. Business
reviews will also be part of the sales strat-
egies and may be a requirement. These
larger organizations will have their own
sources of information and data bases that
will track the types of procedures per-
formed and the revenues and expenditures
generated and spent on those procedures.
Manufacturers will be asked to demon-
strate cost effectiveness as part of the con-
sideration for product selection. Clinical

Cfinical outcome studies and phormoeconomical

models will replace sales aids and promotional

pieces as the media for selling.

the type of dental organization that we
are selling to, from managed care organi-
zations to the larger dental practice man-
agement groups. For a managed care or-
ganization, for example, the criteria for
product selection may be based on a num-
ber of factors including cost-effectiveness,
proven clinical performance, application
by auxiliaries, and speed of treatment de-
livery. An effective selling strategy might
be the formation of a selling team that
would include a representative from
Sales, Marketing, R&D, and Operations.
The presentation might include an out-
come study demonstrating the cost-ef-
fectiveness of the product utilizing
pharmacoeconomic models and clinical
efficacy supported by well-controlled,

outcome studies and pharmoeconomical
models will replace sales aids and promo-
tional pieces as the media for selling.

The Dental Profession /
Industry Partnership
The ADTA Managed Care Task force ar-
rived at several conclusions as a result of
its study:

1. Reimbursement issues impact all the
stakeholders, i.e., dental professionals
who earn their livings by supplying
dental services to the public and the
dental industry (namely manufactur-
ers, dental distributors, and dental
laboratories).

2. Market forces may balance the prob-
lems and issues caused by managed
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care and other forms of dental reim-
bursement.

3. Information and response plans are
needed.

4. The broader issue is dental care de-
mand.
This last point speaks to one of the

facts raised earlier in this paper—our in-
dustry, vis-a-vis the busy-ness of the den-
tist, is not growing. The issue is how to
increase the demand for dental services,
either through more procedures provided
to the existing base of patients, or bring-

ing new patients into the dental chair.
Clearly , the solution to this problem is in
the hands of both the profession and the
industry, because neither one alone has the
ability or the resources to affect the
changes that are required, especially bring-
ing new patients into the dental chair. Both
must work hand-in-hand to educate cor-
porate benefit managers on the value of
the dental plans they are purchasing for
their corporations and providing to their
employees; that cost is not the sole crite-
ria for selection; to communicate more ef-

fectively to patients on treatment choices
and alternatives; to accept the realities of
the insurance market place—that no one
form of reimbursement plan is either the
panacea nor the villain; that informed de-
cisions should be made by the dental prac-
titioner in determining what course of
action is best for that practice; that as
manufacturers and suppliers of dental
materials and equipment we support the
dental profession's efforts to provide qual-
ity care to the dental patient population.
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Meetings

David W. Chambers, EdM, MBA, PhD, FACD

Abstract
Meetings are useful when managed so
that those present can accomplish more
working together than they can
individually. Setting the agenda, picking
the attendees, using subcommittees,
ensuring full participation, allowing
group space, and making certain
participants know what it means to vote
are all skills successful meeting
managers must master.

eetings should be used to ar-
ticulate the will of the group,
solve problems, create solu-
tions, and bring everyone to

a common level of understanding. They
are only appropriate when these same pur-
poses cannot be accomplished or cannot
be done as well by the same individuals
work independently. What gives groups
their power is the capacity to focus mul-
tiple perspectives on a single topic, the re-
sults of that effort becoming the common
property of all group members. Meetings
are damaged when the common purpose
is compromised by one or more dominant
individuals, hidden agendas, members who
are not paying attention or who withhold
their participation, agendas that lack fo-
cus, and protocol that is so heavy it pushes
content aside or so weak that group mem-
bers withdraw in confusion.

Groups work best when the members
agree on their purpose and their method
of achieving it. These are called the "task
function" and the "maintenance function"
of the group. Research has shown consis-

tently that the most effective groups are
those lead by individuals with sensitivity
to and skill in the maintenance function.
This is why important meetings require
facilitators, even paid, professional ones.
(Even before the research showing the
primacy of the maintenance function, this
insight was codified in parliamentary pro-
cedure, where the chair is expected to sur-
render the gavel in order to speak to an
issue.)

Let's look at some of the important
maintenance functions in managing a
meeting such as setting the agenda, use of
subcommittees, insuring full participation,
developing group space, and voting.

Agenda,
The agenda is a plan for what the meeting
intends to accomplish. Meetings with no
agenda are wasteful. If you find yourself
in such a meeting, it is appropriate to say
"In order to use our time efficiently, I sug-

Leadership

or none at all. A list of topics to be dis-
cussed creates the impression that the
purpose of a meeting is to discuss topics.
The true purpose of an agenda is to item-
ize the accomplishments the meeting in-
tends to achieve. Consider these model
agenda items: "Receive the treasurer's re-
port" "Approve the Spring schedule." "Ac-
cept the recommendation of the nomina-
tions committee for national officers."
"Change the organization's policy on new
members." In all cases what is needed is
verb describing the action the committee
intends to take. The fact that the verb is
expressed in a positive sense (approve,
accept, endorse) is only a linguistic con-
vention and does not prevent the com-
mittee from taking alternative actions such
as disapproval, amendment, referral for
clarification, or postponement

Typically, the agenda is arranged in
order from the most structured to the least
structured actions the meeting might take.

M eetings run most efficiently when members speak
from the perspective of the group as a whole,

expressing and voting their wisdom rather than their
interests.

gest that we agree on the business we have
to accomplish this morning." Another al-
ternative is to speak privately with the chair
to the effect that you are able to contrib-
ute more effectively if you know in ad-
vance what topics will be covered in a
meeting.

Unfortunately, the typical meeting
agenda may be only a small improvement

Consent items include the minutes of previ-
ous meetings, reports of standing com-
mittees which require no actions, certain
communications, and other topics that can
be handled without discussion. These are
prepared in writing and circulated in ad-
vance to all members and adopted by con-
sent at the beginning of the meeting This
means that the chair asks whether any
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member objects to any of the consent
items. Disputed items are pulled out as
separate agenda issues to be debated and
voted on and the remaining items are ap-
proved by consent, without comment. Sub-
committee reports containing recommenda-
tion for action are ustinlly considered next.
The recommendations of the subcommit-
tees are motions to the main committee
calling for specific action and requiting no
second. Next in order are the planned agenda
items of general concern, usually placed
on the agenda by officers. These are the
most difficult items to handle because they
have not had the benefit of focused dis-
cussion in a subcommittee. They take the
most time, cause the most confusion, are
often amended and re-amended, and in
many cases the wisdom is to refer them to
ad hoc committees for appropriate detailed
analysis. The least structured agenda items
and always the last are additional items or
"new business." Of course there are dif-
ferences in style and circumstances, but
my own policy is to allow the discussion
of new business only to the point where
members have basic familiarity with the

T he chair should recog-
nize speakers who de-

velop a dear understand-
ing of the Issue.

problem and then to refer it to commit-
tee. Consistently applying this principle de-
velops a habit of forethought. Beware the
"courtesy motion" ("I think we all owe a
vote of appreciation to Dr. X."). This can
easily consume much precious meeting
time as amendments are added referenc-
ing Drs. Y. and perhaps Z and then decid-
ing whether the secretary should write such
a letter, and if so whether the maker of the
motion should edit it, etc. Efficiency re-
quires that such business be done in writ-
ing, in advance.

Modifications to the basic agenda are
needed for different types of meetings.
The informal office "huddle" at the be-
ginning of each day is a more free-form

sharing of information. Subcommittees
often dispense with formality and adopt
other structures which promote collabo-
rative problem solving around specific is-
sues they have been assigned. Formal
meetings such as hearings, or houses of
delegates honor ritual and make it diffi-
cult to introduce new topics.

The agenda is one of the most pre-
cious prerogatives and responsibilities of
a chair. Through the agenda, the success
or frustration of many meetings is deter-
mined before the meeting is called. Good
chairs review the agenda at the beginning
of each meeting and at every point where
the meeting is struggling. The agenda is
the action plan. Appropriate reference to it
adds focus and cohesiveness to meetings.

Membership
The old joke is that committee members
are people who don't move quickly enough
to get out of the way, and the penalty for
missing a meeting is to be named chair of
something. In reality, who is present at
meetings is second only to the agenda in
determining their effectiveness.

Most organizations have rules about
the election or appointment of members
to committees. This includes ex officio mem-
bers who are appointed by virtue of their
office—national officers in the American
College of Dentists are often ex officio
members of their Section's executive com-
mittees. Ex-officio members may be with
vote or without.

Appointed membership should be
carefully considered. This includes sub-
committees, task forces, representatives, or
delegations, and other groups charged with
a special responsibility. Individuals should
be chosen for their expertise, interest, and
the range of opinions they reflect. There
is no advantage in stacking a task force
which produces a report no parent com-
mittee could support, or worse, a sup-
ported report that is not in the best inter-
ests of the organization as a whole. There
is substantial research demonstrating that
committees with diverse opinion and com-
mittees with a single maverick member are
most effective than homogeneous ones.

There is a subtle but important dis-
tinction between representation (speaking

The Agenda: What Actions
the Meeting Considers
Taking

Consent Items
What can be approved without discus-
sion circulated in writing before the
meeting

Committee Reports
Information and recommendations
that the meeting confirm the action
based on analysis by the committee

Planned Agenda
Action items anticipated in advance, re-
quiring discussion of the full committee

Additional Items
New business, often discussed briefly
and referred to committee

on behalf of the interests of part of an
organization), membership (speaking on
behalf of the interests of the organiza-
tion as a whole, as one understands them),
and expertise (speaking from a position
of special knowledge). Individuals will
usually want to make it dear whether they
are speaking as a representative or as a
committee member or for themselves in
order to avoid confusion. (In hearings, it
is essential that speakers clearly identify
whether they speak on behalf of organi-
zations or for themselves.) It is generally
the case that meetings run most efficiently
when members speak from the perspec-
tive of the group as a whole, expressing
and voting their wisdom rather than their
interests. Experts, such as legal council or
individuals with deep, specialized knowl-
edge in certain disciplines, are seldom vot-
ing members on committees.

Working Groups
Working groups include task forces, stand-
ing and ad hoc subcommittees, and others
who do the focused problem solving work
for committees. When such groups are
created by the whole committee with the
intent of delegating specific tasks, it is es-
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sential to identify group membership on
the committee, a committee charge, and a
date by which the report is expected.

Working groups enjoy a number of
advantages in their efforts to address dif-
ficult problems. First, committee member-
ship can be chosen to reflect keen interest
and expertise in the area under consider-
ation; even to the extent of augmenting
the working group by members not on
the parent committee. Second, working
groups tend to relax the formality of larger
groups, often dispensing entirely with par-
liamentary procedure or only adding it as
window dressing after the problems have
been solved. Third, working groups have
flexibility of time and location. Regularly
scheduled committee meetings are con-
stantly up against the adjournment time
and are limited to the knowledge contained
within the room. Working groups can meet
as often as necessary to achieve a solution
by the required reporting date. They can
also gather documents, verify facts, do
some informal opinion sampling, and even
broker political deals which would be em-
barrassing if conducted under the public
scrutiny of a formal meeting.

Working groups can submit informa-
tional reports (which are accepted by the
parent committee) or can recommend ac-
tion. Recommended action is the best
analysis of the working group, submitted
in writing with brief supporting reasons.
A committee recommendation is always a
motion which the main committee must
consider.

Wise committee chairs are sensitive
to the point where a large committee be-
gins to struggle and is either incapable of
focusing an issue clearly or lacks the back-
ground to form an intelligent decision.
Under these circumstances, or where these
problems can be reasonably anticipated,
the course of action recommended by a
working group to which such problems
are referred is almost always superior to
the course of action thrashed out by a
committee as a whole.

Full Participation
A meeting is the collective interaction of
its members; there must be some synergy
present or the time would be better spent

with each person working alone. This is
where a good chair shines, creating the
environment and the opportunity for each
member to contribute. The chair has pri-
mary responsibility for the maintenance
function.

In addition to the formal offices (vice-
president, treasurer, etc.) recognized in
committee bylaws, all committees have
other roles which members play. Usually
there is someone who prides himself or
herself on knowing how meetings are sup-
posed to run. There are those who spe-
ciali7e in "dosing." These are individuals
who listen attentively to the discussion in
an effort to anticipate the direction it is
going. As soon as they can see the ulti-
mate flow, they attempt to frame a group
conscience and are often successful be-

Leadership

An important maintenance function
of the chair is to recognize those who wish
to speak to an issue and their order of
speaking. This is a delicate art of balanc-
ing fairness with developing the group's
understanding of the issue—with the scale
tipped slightly in favor of group under-
standing The person who introduces a
topic, such as the chair of a subcommit-
tee, should always be given first opportu-
nity to explain the reasons for the recom-
mended action. From that point on the
chair should recognize speakers who de-
velop a clear understanding of the issue.
It is not necessary to take people in the
order they raise their hands or to alternate
pro and con views. It is necessary to in-
sure that those with something useful to
say on the topic are given a chance and

T here must be some synergy present or the time
would be better spent with each person working alone.

cause they have not tipped their hand up
to this point. Most groups have a "boy-
aler-than-thou" member, and sometimes
several who are in a contest for "best val-
ues." Groups often make use of an indi-
vidual who inserts humor at awkward
places—the master of the one-liner is usu-
ally the most appreciated of this class.
Groups also have "hatchet men" who ar-
ticulate the group's displeasure with mem-
bers who seem to have violated group
norms. (This can be a high risk position
since the hatchet man must read subtle
clues from the chair or members; other-
wise they are merely guilty of a personal
attack.) Another risky rule is to introduce
a new topic.

Groups develop roles to serve main-
tenance functions, and, although there are
personal proclivities towards various of
these opportunities, the roles belong to the
group and individuals can play different
roles in different groups. The next time
your meeting becomes tedious, write down
the roles you believe individuals are play-
ing each time they speak. You'll be sur-
prised how often individuals play the same
function throughout the meeting

that those who are wasting the group's time
by being repetitious or attempting to stifle
alternative views should be limited. This
requires a chair who is knowledgeable
about the issues and the group, who has
some personal courage and interpersonal
skills, and who is above all an outstanding
listener. Sometimes an individual will be
asked to speak even though he or she has
made no formal attempt to gain recogni-
tion. This can be because of that
individual's known position or expertise
in an area or because of non-verbal be-
havior. Individuals who are seeking the
floor for their own interests rather than
the group's can be put on hold ("Although
you were at the microphone first, I would
like to hear from several other speakers
who have not already had an opportunity
to express their views. I will return to you
directly."). Or they can be questioned ("Did
you wish to respond directly to the point
made be the last speaker or do you wish
to introduce a new idea?).

The most powerful tool a chair has
for controlling the discussion is the agenda.
Once the agenda has been agreed by the
committee, it sets the purpose and the
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frame work for discussion. Effective chairs
frequently summarize the discussion (a
factual summary of the main points that
have been) and tie these summaries to the
agenda. A chair can bring a group back to
focus by saying, "As I understand the dis-
cussion to this point, we have three alter-
natives for handling the matter of a pro-
posed dues increase: x, y, and z. How
would you like to proceed from this
point?" Summary and redirection from the
chair are especially effective when some
members of the group have lost their way
and have too much to say about too little
that matters.

Another effective technique to limit
unnecessary discussion is to agree on a
general formula for members to use when
speaking to an issue. The formula is "I
urge the group to take a particular action
because..." It is an egregious time waster
in meetings when no one can figure out
what the committee is supposed to do
based on the speaker's comments. This is
most likely to happen when the speaker is
taking a personal or partisan perspective,
has not thought the issue through well, or
is just "making a point" All "devil's advo-
cate" commentary should be strictly pro-
hibited. In my experience, the devil has
never needed an advocate, and most of
us are not up to that responsibility any-
way. An equally wasteful speech in a meet-
ing suggests that the group take a course
of action, but does not explain why, or
offers a reason which is a misrepresenta-
tion. Reasonable groups need to consider
alternative reasons. It can be an enormous
challenge to an honest speaker to reveal
the true reasons for the positions they are
advocating It is always appropriate for the
chair to ask for clarification when it is un-
clear what a speaker wishes the group to
do or why the speaker wishes the group
to take that action.

Group Space
Group space is a subtle concept, but one
that is critical to the success of meetings.
It is the place where members put their
ideas so that they can become public prop-
erty for the collective and constructive use
of the group. The agenda, the summariz-
ing which good chairs do to retain focus,

and the reading of a motion before vot-
ing or for the secretary's record are all ex-
amples of group space.

Most committees rely on improvised
group space such as individual member's
recollections of what has been said or
written abstracts in the form of minutes
which no one has access to until well after
the meeting is finished. The worst example
of group space is the Congressional Record.
It is highly individualistic, partisan, reflects
material that representatives or senators
ask to be placed in the record whether they
took place or not and is subject to editing
by our representatives themselves. It is
what each legislator wished he or she had
said.

A conspicuous example of effective
group space is the sheets of butcher pa-
per taped to the walls of brain storming
sessions. (There are now giant "post-it"
notes that are more efficient.) These

meetings and in preserving neutrality while
enhancing the group space. When groups
do their own facilitating, it is customary
for the chair to appoint a separate recorder
who manages the group space rather than
trying to manage both functions simulta-
neously.

Large and formal meetings also use
group space. Printed resolutions, the for-
mality of reference hearings, rigid parlia-
mentary control of a house of delegates,
are all group space designed to ensure in-
dividual members' focus on the group mis-
sion.

Voting
One of the features that truly character-
izes a meeting is voting. This is true, but
probably not in the way most people think.
Seconds, points of privilege, hostile
amendments, and reconsideration are the
accouterments to effective meetings but

Summar)/ and redirection from the chair are espe-
cially effective when some members of the group

have lost their way and have too much to say about
too little that matters.

scribblings are public, are constantly avail-
able for all to see, and have become disso-
ciated from their original proposer. One
of the rules of brainstorming is that an
individual who suggests an idea need not
defend it or even claim ownership of it.
The advantage of this type of group space
is obvious for generating creative ideas and
for problem solving With everyone work-
ing on the same page and with personali-
ties reduced to a minimum, pursuit of the
common good is enhanced.

There are now computer systems
which enhance group space through indi-
vidual monitors connected through a net-
work or by projecting a common minute
on a screen large enough for all members
to observe. Sensitive problem solving
meetings such as strategic planning are
usually enhanced by employing a profes-
sional facilitator. These are individuals
skilled in the maintenance function of

not their substance. The sidebar shows
some of the common rules that prevent
procedural confusion from standing in the
way of group effectiveness.

The more important considerations
are why a person votes and what that vote
means. I have had success with the "jury"
system of voting. This approach calls for
counting the number of eligible voters at
the time the question is posed. Those in
favor of the motion raise their hands and
are counted. Those who did not raise their
hands are presumed to have voted against
the motion, so the decision of the group
can be announced without calling for nega-
tive votes or for abstentions. The principle
upon which this procedure rests is that
members of a committee represent jurors,
exercising their wisdom in the best inter-
ests of the organization based on the evi-
dence that has been present in the discus-
sion. Every member is presumed to have
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wisdom, and is therefore qualified and re-
sponsible for rendering an opinion. Ab-
stentions are allowed only in the case of
conflicts and this must be announced prior
to the discussion of the item. Where con-
flicts are minor, effected individuals will
announce the conflict and agree to remain
silent and not vote. Where conflicts are
substantial, the individual will excuse him-
self or herself from the room during the
discussion and vote and will only be in-
formed of the outcome of the vote and
not of the positions taken by individuals
who participated. Chairs always have the
opportunity to vote and it need not be lim-
ited to breaking ties. The method is effi-
cient, but more importantly it reminds
members that their job on a committee is
to seek the best interests of the group as a
whole.

Voting is the way groups create policy
Group membership means agreeing in
advance to be bound by the policy created
through group vote in exchange for the
privilege of attempting to influence that
vote. Meetings are one way that groups
define themselves and commit to the ac-
tions they value. As cumbersome as meet-
ings might get, most of us have an abid-
ing belief that democracy the principal on
which meetings are based, is the natural
and preferred way for organizations to
promote their collective interests.

The connection between democracy
and meetings is eloquently expressed in
Alice Sturgis' Standard Code of Parliamen-
tag Procedure. "The ultimate authority of
an organization is vested in a majority of
its members. This is a fundamental con-
cept of democracy. A primary purpose of
parliamentary procedure is to determine
the will of the majority and see that it is
carried out. By the act of joining a group,
a member agrees to be governed by the
vote of the majority. Until the vote on a
question is announced, every member has
an equal right to voice opposition or ap-
proval and to seek to persuade others.
After the vote is announced, the decision
of the majority becomes the decision of
every member of the organization. It is
the duty of every member to accept and
to abide by this decision."

Friendly

Amendment

Substitute

Leadership

Major Steps in finding the Will of the Majority

Moin Motion
Move that the group adopt an action or a position (or change its structure)

Amendments
Editorial "You mean all 'Fellows' not all Members."—adopted by agreement

of maker and seconder of original motion.

"I think you meant this to apply only to new application."—adopted
by agreement of maker and seconder of original motion.

"I move that the motion be amended to add a 20% fee to reinstate
delinquent memberships." —modifies intent of original motion; must
be seconded, discussed, and voted on.

"The committee offers the following written alternative membership
structure ..." —intended to replace entire motion; must be seconded,
discussed, voted on.

Procedural Motions
Table "In view of the fact that our visitors have arrived, I move that we table

discussion of the dues structure until after the visit."—normally
handled informally.

Postpone "I move that we suspend consideration of the dues matter until after
DefiniteA the treasure's report."—seconded, discussed, voted on.

Postpone Does not exist in Sturgis and frowned upon by experts in Roberts;
Indefinit4 intended either as a means for "killing" a motion without voting on it

(if voting to kill it is really different from voting against it) or a means
of prolonging debate.

Refer to "I move that the question of dues be referred to the Membership
Committee Committee."—must be seconded, discussed, and voted on.

Close or "I move that each person be limited to one more comment of no
Limit Debate more than three minutes."—must be seconded, and voted on, but

debate is limited by discretion of chair.

Directing traffic
Only one motion is open for discussion and vote at a time. Generally, the motions
that appear lower on the list above can be appended to any motion currently on the
floor. For example, the main motion can be amended, then it can be moved that
debate be limited. At that point the motion before the committee is to limit debate.
Once that is solved by vote, the active motion is the amendment. Again, once it is
resolved by vote, the main motion is considered and voted on.

Hint: When the parliamentary procedure is too confusing to follow, the meeting has
lost focus. Smart chairs know the value of entertaining a motion to a brief recess.
There is much that can be accomplished on the walk to the restrooms than Roberts
and Sturgis ever imagined.
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*Doyle, M., and Straus, D (1976). How to make meetings work. New York, NY: Jove
Books.
Now almost twenty-five years in print, one of the first books to stress the maintenance function in meetings; filled with

practical suggestions for using facilitators, recorders, group space, and "win-win" collaborative attitudes.

Patton, RR_ and K Decision-making group interaction. New York, NY: Harper &
Pow.

Group formation, purposes, and dynamics are presented, along with a thorough treatment of how groups make decisions,
where they surpass individual decision makers, and how to make them more effective.

* Schroge, M. (1939). No more teams! Mastering the dynamics of creative collaboration.
New York, NY: Doubleday Currency.
The thesis of this journalist's work is that teams promote conformity at a time in American organizations when creativity is

needed. A blend of polemic, rich illustrations of collaborative teams, and an analysis of the requirements for making groups
creative.

Strike, K. A. (1993). Professionalism, democracy, and discursive communities: normative
reflections on restructuring. American Educational Research Journal, 30, 255-275.
A philosopher takes a look at meetings. The issue is protecting democracy from the abuses of expertise (the professionals)

and from majority vote (politics). The middle course, Habermas' discursive ethical community, makes each committee member
a representative of the interests of the group as a whole.

Sturgis, A. (1938). The standard code of parliamentary procedure. New York, NY: McGraw-
Hill.

Revised by the American Institute of Parliamentarians, this is "the other Roberts Rules of Order." It has a modern and
user-friendly approach and clear grounding in the principles of democracy that give it an edge, in many people's minds, over
Roberts. The book also has useful information on nominations and elections, responsibilities of officers, legal obligations of
boards, conventions, charters and bylaws, minutes, and finances.

* The JM Meeting Management Team (1994) Mastering meetings. New York, NY:
McGraw-Hill.

Complete and comprehensive guide to planning and running a meeting. Special emphasis on creative and problem-solving
meetings, with nice descriptions of techniques for building consensus: brainstorming, nominal group, multiattribute decision
analysis, Hall's rule, and Delphi technique. Not bad for a book written by a committee!

Zimmerman, D.P. (1997) Robert's rules in plain English. New York, NY: Harper Perennial.
Very clear, very general, very short.

Editor's Note

Summaries are available for the three recommended readings preceded by an asterisk (*). Each is about five pages long and conveys
both the tone and content of the book through extensive quotations. These summaries are designed for busy readers who want the
essence of these references in fifteen minutes rather than five hours. Summaries are available from the ACD Office in Gaithersburg.
A donation to the ACD Foundation of $15 is suggested for the set of summaries on meetings; a donation of $50 would bring you
summaries of all the 1998 leadership topics.
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