Journal
American College
Dentists

The Data
Suggest these
Opportunities




Journal ofthe

American College

of Dentists

A publication advancing
excellence, ethics, professionalism,
and leadership in dentistry

The Journal of the American College of
Dentists (ISSN 0002-7979) is published

quarterly by the American College of Dentists,

Inc., 839J Quince Orchard Boulevard,
Gaithersburg, MD 20878-1614. Periodicals
postage paid at Gaithersburg, MD. Copyright
2016 by the American College of Dentists.

Postmaster-Send address changes to:
Managing Editor

Journal of the American College of Dentists
839J Quince Orchard Boulevard
Gaithersburg, MD 20878-1614

The 2016 subscription rate for members

of the American College of Dentists is $30,
and is included in the annual membership
dues. The 2016 subscription rate for non-
members in the United States, Canada,
and Mexico is $40. All other countries are
$60. Foreign optional airmail service is an
additional $10. Single-copy orders are $10.

All claims for undelivered/not received
issues must be made within 90 days. If the
claim is made after this time period, it will
not be honored.

While every effort is made by the publishers
and the Editorial Board to see that no
inaccurate or misleading opinions or state-
ments appear in the Journal, they wish to
make it clear that the opinions expressed

in the articles, correspondence, etc., herein
are the responsibility of the contributor.
Accordingly, the publishers and the Editorial
Board and their respective employees and
officers accept no liability whatsoever for
the consequences of any such inaccurate
or misleading opinions or statements.

For bibliographic references, the Journal
is abbreviated J Am Col Dent and should
be followed by the year, volume, number,
and page. The reference for this issue is:
J Am Col Dent 2016; 83 (2): 1-48.

Member Publication

AADEJ

American Association of Dental Editors & Journalists

Communication Policy

It is the communication policy of the American College of Dentists to identify and
place before the Fellows, the profession, and other parties of interest those issues
that affect dentistry and oral health. The goal is to stimulate this community to
remain informed, inquire actively, and participate in the formation of public policy
and personal leadership to advance the purpose and objectives of the College.
The College is not a political organization and does not intentionally promote
specific views at the expense of others. The positions and opinions expressed in
College publications do not necessarily represent those of the American College
of Dentists or its Fellows.

Objectives of the American College of Dentists

THE 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, declares 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;

B. 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;

F. 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;

|. To encourage individuals to further these objectives, and to recognize
meritorious achievements and the potential 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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From the Editor

The Cassandra Quadrant

Can you imagine a fate
worse than seeing clearly
the great and the good as
well as the dangers that
will befall your friends, but
finding that they will not
listen to you?

| n Sunday school I learned that the
serpent, for his part in the first big
con job, would forever strike man’s
heel and man would bruise his head.
Why then is the serpent so prominent
on the caduceus, the traditional
emblem of the bringer of health ?

To the Greeks, the snake represented
insight and prophesy. Early physicians
were not so much healers as diagnos-
ticians. There is a famous passage in
the Hippocratic writings that equates
the doctor’s power with the confidence
he creates in patients by foretelling
the course of disease. “When you are
successful in making a prediction you
will be admired by the patient you are
attending, but when you go wrong you
will not only be subject to hatred, but
perhaps even be thought mad.”
(Hippocrates Corpus, Volume VIII,
Prorrhetc II.)

Until a hundred years ago, diagnosis
and palliative care were more character-
istic of the professions than were
cures. Repair still dominates dentistry.

Prophesy was traditionally a gift of
the serpent, who left a little something
in the ear. Cassandra, daughter of
King Prium of Troy had the gift from
a snake, but it turned into a curse.

She spurned the advances of Apollo,
and he spat into her mouth, thus
ensuring that no one would believe
her. Can you imagine a fate worse than
seeing clearly the great and the good

as well as the dangers that will befall
your friends, but finding they will not
listen to you?

At the spring board meeting in
Williamsburg, the regents and officers
of the College engaged in a strategic
planning exercise. Part of what we did
was to consider a square labeled on the
horizontal axis for “respect” and on
the vertical axis for “influence.” In the
lower left we placed dental organiza-
tions that stood for nothing and were
largely overlooked anyway. In the
upper left were those well-known for
saying a lot of nothing in particular.
The lower right was for organizations
that had a strong message but failed to
get it out. There were no organizations
in dentistry in the upper right quadrant
—vigorously saying what needs to
be said.

The college was in the Cassandra
quadrant. Our message is worthy, but
we could speak up a little.

There may be some very good
reasons why the American College of
Dentists clearly sees what is needed
to make the profession strong and
respected but is no longer making the
impact it did in their first years of its
existence. We select individuals who
have a career of leadership and ethics
behind them. Their wisdom is more
than impressive, but they are no longer
in positions to speak. The average age
of inductees is 55 and increasing. The
age of maximal impact on leadership
in the profession is between 45 and 50
years. Our message is respected, but
are we being listened to?
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James Rest was an ethics researcher
who identified four components to a
moral life: awareness, reflection,
character, and courage. First, one needs
to recognize when an ethical challenge
exists. Next, one has to engage in
reflection to identify the best path
forward. The third component is moral
character. One has to be the kind of
person who values doing the right
thing, consistently and as a matter of
habit. Fellows of the American College
of Dentists overwhelmingly score
high on the first three criteria.

What would it look like if we had
the courage to speak out, to force the
profession to listen to how things
could be made better ? Does any Section
of the College have a communications
officer? Is there anyone who could
be recruited and given a budget for
that position ? Do we wait for folks to
do something great so we can give
them an award, or do we work on
projects that will make others great?

It is hard work to speak up, and it
requires courage. What if we start a
conversation with corporate dentistry
and it turns out that they have some
important points we have overlooked ?
What would happen if we took a
colleague, generally known in the
community for questionable standards,
to breakfast and asked to better
understand why he or she has chosen
to practice that way ? If someone said
there was an empty chair at the table
where insurance companies are in
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The college was in the
Cassandra quadrant.
Our message is worthy,

but we could speak .
they sue me?” “My own values are

up a little.

set and I run a risk in talking to others
that they could say something to

» <«

upset me.” “It is not worth the time

and money.” “Somebody else will
take care of it. After all, that is why

Do we wait for folks I join professional organizations with

high ideals.” Paraphrasing William

to do somethi ng great Jennings Bryan, “It is a poor mind that

SO we can give them cannot think up several really good

reasons for not doing something one

an award, or do we finds inconvenient.”

Work on prOJects that Perhaps the college will forever

) suffer the fate of Cassandra, of
will make others g reat? knowing the right thing for improving
the profession but being cursed by
having others not believing us. I, for
one, have no doubt that we are worth
negotiations with employers over listening to. What’s that you said...

dental benefits, would we sit down? could you speak a little louder please ?

2 )

Have the conversations we have had

about what the college stands for been

mostly with fellows or with others?
Here are a few suggestions for

those who agree in principle that the ~__

message of the College is strongand

there is no need to do anything further

about it: “Isn’t it just obvious what is

right, and shouldn’t everyone want to

act that way?” “Shouldn’t everyone

want to be like me ?” “It is hopeless—

moral character is set before entering

dental school and there are some

strange new values out there now.”

“Others need to have at least an

acceptance of my values before it is

worth having a conversation.” “I

respect others and do not want to push

my views.” “I don’t know what to

say.” “What if T offend someone, or



Disruptive Innovation and the Oral Health System

Paul Glassman DDS, MA, MBA, FACD

Abstract

Disruptive innovation is a process whereby
companies or industries that have succeeded
in the past by producing ever more sophis-
ticated and expensive products and services
end up losing their customer base because
eventually others enter to serve a market
more in line with true consumer needs.

The U.S. oral health system has followed

this path and is now perfectly positioned

for disruptive innovation. Among the
innovations that are already disrupting the
industry and will increasingly do so are
consolidation of dental practices, bringing
care to where people are through telehealth-
health connected teams and Virtual Dental
Homes, and payment systems that provide
incentives for lowering costs and improving
the health of the population.

Dr. Glassman is professor of
dental practice and director
of community oral health and
director of the Pacific Center
for Special Care, University of
the Pacific Arthur A. Dugoni
School of Dentistry;
pglassman@pacific.edu.

he U.S. oral health system is now
Tperfectly positioned for disruptive
innovation. The health of the industry
and the success of its members will
depend on the degree to which this
reality is appreciated and the ability to
adapt to a changing environment.

The concept of disruptive
innovation explains why even the most
outstanding companies and industries
can do everything right yet still lose
market leadership. This leads to the
conclusion that successful companies
and industries, even those with
established and successful products,
will get pushed aside unless leaders
and managers know how and when to
abandon traditional business practices
and adopt new ones. This concept,
now, more than in any previous era,
applies to the oral health system.
This article will review the

concept of disruptive innovation,
present evidence that oral health is
positioned for disruptive innovation,
and suggest some emerging disruptive
innovations that will have major
impacts on the oral health system
in the coming decades.

Disruptive Innovation

The concept goes back to the Austrian
economist Joseph Schumpeter (1942)
who proved that market efficiencies,
over time, drive all profit out as
someone is always willing to take a
lower profit. That is the definition of a
pure market. The only forces that slow
or prevent this effect are favorable
government regulation and monopoly
status, such as dentistry enjoys today,

or disruptive market technology.
Harvard Business School Professor
Clayton Christensen is the current
architect of and the world’s foremost
authority on disruptive innovation.
He has published eight books on this
subject and over 50 related articles.
He consults regularly with major
industry and government agencies.
In his first book on this subject, The
Innovator’s Dilemma: When New
Technologies Cause Great Firms to
Fail, he described the basics of
disruptive innovation (Christensen,
1997). These concepts, and their
relationship to trends now evident in
the delivery of oral health services are
necessary to understand for leaders
and participants in the oral health
and related markets.

Christensen describes disruptive
innovation as a process by which a
product or service takes root initially
in simple applications, at the bottom
of a market; that first provide simple,
accessible, and basic services; and
then relentlessly moves up market,
eventually displacing established
competitors. He explains that as
companies or industries tend to
innovate faster than their customers’
needs evolve, most organizations or
industries eventually end up producing
products or services that are actually
too sophisticated, too expensive, and
too complicated for many customers
in their market. The same thing
happens to governments. Companies
or industries pursue these innovations
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at the higher tiers of their markets
because this is what has historically
helped them succeed. By charging the
highest prices to their most demanding
and sophisticated customers at the

top of the market, companies and
industries have achieved the greatest
historical profitability. This is especially
the case in professional service firms
where the primary productive resource,
the owner’s professional time, has
finite limits. David Maister (1993) has
shown that increasing profits in such
situations must come from either
delegation to paraprofessionals or
recruitment of higher paying and
more reliable clients.

However, companies or industries
that produce these increasingly
sophisticated and expensive products
and services at the higher tiers of
the market unwittingly open the door
to disruptive innovations at the
bottom of the market. An innovation
that is disruptive allows a whole new
population of consumers at the
bottom of a market access to a product
or service that was historically only
accessible to consumers with a lot
of money or a lot of skill.

Trends in the Healthcare and
Oral Healthcare Systems

Although there are significant
differences between the U.S. health-
care system as a whole and the oral
health industry, many of the trends
and forces impacting the U.S. health-
care system are similar to and relate
to trends impacting the U.S. oral
healthcare industry.

Journal of the American College of Dentists

Among the major trends causing
concern and driving change in the U.S.
healthcare system and in the U.S. oral
healthcare system are:

o The skyrocketing cost of health care
unrelated to improvement in health
outcomes

o Increasing understanding of the
harm and unwarranted variability
our fragmented healthcare system
produces

« Evidence of the profound health
disparities that still exist in the
population despite scientific
advances in care

o Increasing awareness of these
problems in the age of consumer
empowerment

Health Care Expenses
and Price

The United States now spends close
to 20% of its Gross Domestic Product
(GDP) on health care (Squires &
Anderson, 2015). This is in contrast
to other developed countries in the
world that are spending 10% or less
of their GDP on health care. This level
of spending puts the United States at a
competitive disadvantage in the current
era of global economic competition.
In addition to significantly out-
spending other developed countries,
the United States achieves significantly
worse health outcomes than these

As companies or industries
tend to innovate faster than
their customers’ needs evolve,
most organizations or
industries eventually end up
producing products or
services that are actually too
sophisticated, too expensive,
and too complicated for many

customers in their market.



The Data Suggest these Opportunities

FIGURE 1. National Oral Health Expenses.
U.S. National Dental Expenditures 2000-2023 ($billions).
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other countries. The United States also
spends significantly more money on
very sophisticated and expensive
technologies and interventions that
benefit relatively few people. Also, the
United States spends significantly less
money as a percent of GDP than other
developed countries on social services
that are now widely recognized as
being able to address the social deter-
minants of health and drive down
healthcare spending. The Institute

of Medicine states that “taking action
on the social determinants of health as
a core function of health professionals’
work holds promise for improving
individual and population health
outcomes, leading in turn to
significant financial benefits”
(National Academies of Sciences,
Engineering, and Medicine, 2016).

2009
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2011
2012
2013
2014
2015
2016
2017
2018
2019

The amount of money that the
United States spends on oral health
care is also increasing rapidly. As
illustrated in Figure 1, the U.S. Centers
for Medicare and Medicaid Services
(CMS) is projecting a 300% increase
in total national spending on oral
health between 2000 and 2023.

Also, as illustrated in Figure 2, not
only is the amount of money being
spent on oral healthcare services
increasing rapidly, but it is now among
the top three health conditions in
terms of healthcare spending in the
United States.

Oral health care is very big
business !

Unfortunately, the significant
increases in oral healthcare spending
do not mean that more people are
receiving dental services and have
good oral health. The primary reason
is that the price people need to pay to

2020
2021
2022
2023

obtain health services has been
increasing faster than the rate of
inflation for decades! Figure 3
compares the Consumer Price Index
(CPI), the generally accepted rate of
inflation, with the Consumer Price
Index for Dental Services (CPI-DS),
a measure of the average price the
average person pays for the average
amount of dental care. The price of
dental services has increased almost
twice the rate of inflation between
1990 and 2014.

One problem with the rapid rise in
the price of dental care is that dental
care is more price-sensitive than other
aspects of health care. That is, people
are more likely to put off or not
purchase dental services because of
price, than they are to put off other
healthcare services which are more
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The Data Suggest these Opportunities

FIGURE 2. U.S. Health Spending by Condition.
Medical Expenditure Panel Survey: Top 25, 2013.
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FIGURE 3. Price of Oral Health Services versus Inflation.
Consumer Price Index (CPI) and CPI for Dental Services (% 1990 dollars).
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likely to be paid for by third-party
payers. Dental care services are second
in cost only to prescription drugs in
healthcare services that are paid for
out of pocket. As a result, dental care
is the number one healthcare service
that people believe they need but
decide not to obtain because cost is a
barrier (Wall, Nasseh, & Vujicic, 2013).
Because of rising prices for
dental services and people putting
off dental care primarily due to cost,
the major purchasers of dental services
are now the wealthiest members of
society. Dental services are primarily
purchased by those with the highest
family incomes in the United States.
In fact, the majority (52%) of dental
services purchased in the United
States are purchased by those in the
highest family income bracket.

Impact on the
Oral Health System

As a result of the factors described
above and others, use of dental care
services in United States is declining.
Evidence of this decline can be
summarized as follows:

o Per capita visits to dental offices
began to decline in 2013 and have
declined more than 10% for over a
decade (Vujicic et al, 2012).

o There has been a dramatic shift in
the types of procedures performed
in dental offices (Munson &
Vujicic, 2014). In 1959, the most
common procedure performed in
dental offices was amalgam
restorations, which accounted for
41% of dentist’s procedure mix. At
that time, dental examinations and

prophylaxis procedures accounted
for 42% of dentists’ procedure mix.
In 2005, restorative dentistry
procedures accounted for only 14%
of dentists’ procedure mix while
diagnostic and preventive services
accounted for 79% of dentists’
procedure mix. This dramatic shift
from dentists primarily performing
restorations to dentist primarily
performing diagnostic and
preventive services can, at least in
part, be attributed to the fact that
people are putting off dental care
and the dental industry is now
primarily serving the wealthiest
members of society, who are also
the healthiest members and do not
need a lot of dental treatment.

o Asillustrated in Figure 4, less than
half the population has an annual

FIGURE 4. Percent of the Population with an Annual Dental Visit, 2000-2012.
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2004 2005 2006 2007 2008

2009 2010 2011 2012

Notes: For children ages 2-18, changes were statistically significant at the 1% level (2000-2012) and at the 10% level (2011-2012). Among adults ages 19-64,
changes were statistically significant at the 1% level (2003-2011). For adults 65 and older, changes were statistically significant at the 5% level (2000-2012).
Changes from 2011 to 2012 among adults 19-64 and 65 and older were not statistically significant.
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FIGURE 5. General Practitioner Dentist Earnings, 1989-2013.
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Note: Net income data are based on the ADA Health Policy Annual Survey of Dental Practice with years 2000-2013 weighted to adjust for nonresponse bias.
Shaded areas denote recession years according to NBER. GDP is deflated using the GDP deflator. Net income is deflated using the all-item CPI. All values are

in constant 2013 dollars.

dental visit. Since 2003 the percent family incomes have even an annual

of the population with an annual dental visit, only about 25% of
dental visit has remained around
46% for children and 42% for

seniors. In contrast, the percent of

seniors in the lowest half of family
incomes receive an annual dental
visit, and only about 20% of
working age adults with an annual working age adults in families in the
dental visit has dropped from 41%
in 2003 to 35% in 2012. However,

even these data do not fully illustrate

lowest half of family incomes have
an annual dental visit. Third, the
segment of the population that
the extent of the problem. First, an spends the most money per visit on
annual dental visit does not mean dental care is the highest income
that people received all the dental senior population. High income
care they need or are free from seniors have been found to spend
dental disease. Second, these $841 per visit compared with lower
statistics combine data from people income working age adults who
spend only $559 per visit (Wall et
al, 2013). Unfortunately, these Baby
Boomers who are now propping up
the dental office will be followed by

the current generation of working

with all levels of family income.
When family income is considered,
only about one-third of children in
families with the lowest half of
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age adults, who seek care in dental
offices far less than do the Baby
Boomers and who spend far less
per visit when they do seek care.

As illustrated in Figure 5, all of the
factors described above have led

to a decline in dentists’ incomes.
Dentists’ incomes rose steadily,
and at a rapid rate, for decades until
1989 at which time they leveled off
until 2005 (Chambers, 2014). 2005
marked the beginning of a decade-
long stagnation in dentist’s
incomes. Dental practices are now
serving a declining portion of the
U.S. population, primarily the
wealthiest and healthiest. The
American Dental Association has
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characterized the trends described
here as “a new normal” (ADA,
2013)2. This phrase refers to the
conclusion that these trends are not
temporary and they will be a part
of and significant force shaping the
future of the oral health industry
for the foreseeable future.

Disruptive Innovation and
the Oral Health System

The trends described here clearly
indicate that the oral health industry
is one well positioned for disruptive
innovation. Matching Christensen’s
characterization of companies and
industries:

o The oral health system has been
producing products or services that
are actually too sophisticated, too
expensive, and too complicated for
the majority of people in the U.S.
population to take advantage of.

o The oral health system has pursued
these sophisticated and expensive
products or services, and raised
priced at almost twice the rate of
inflation, because for decades doing
so was a successful strategy and
resulted in increasing profitability
and increasing dentists’ incomes.

o These strategies stopped being
successful around 2005. Since then
there has been declining use, people
indicating that they are putting
off dental care because of cost,
dental services being purchased
by primarily the wealthiest and
healthiest people in the country,
and a steady downtrend in
dentist’s incomes.

All of these trends constitute a
perfect fit for Christensen’s character-

ization of an industry that is positioned
for disruptive innovation. The question
concerning those who are aware of
these trends is “What will disruptive
innovation in the oral health system
look like ?”

What Will Disruptive
Innovation Look Like in the
Oral Health System?

While the full range of disruptive
innovations that will change the way
dental services are provided in the
United States will only be known in
retrospect, several trends are already
present and having increasing impact.

Consolidation

Ownership of dental practices is
shifting from solo practices to group
practices, and very large dental
establishments are the fastest growing
segment of the industry.3 According to
the U.S. Census Bureau, in 2000 there
were 50,035 dental offices with four or
fewer employees. In 2013 there were
close to the same number at 50,784,
essentially no growth in solo or small
practices. In contrast, in 2000 there
were 1,202 dental establishments with
over 500 employees. By 2013 there
were 4,059 dental establishments with
over 500 employees, close to a 250%
increase. As can be seen in Figure 6,
the larger the size of the dental
establishment, the faster the growth.

This trend is being driven by
economies of scale where larger firms
can better negotiate discounts on
equipment and supplies; can use
technology to centralize and increase
efficiency in scheduling, billing, and
other business functions; and can
attract dental graduates burdened with
high debt and eager to have a steady
paycheck while reducing worry ab