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AN EXAMINATION OF STRATEGIC MANAGEMENT WITHIN GENERAL
DENTAL PRACTICE

David Thomas

Until recently, and since the inception of the National Health Service in 1948, general
dental practitioners [GDPs] have worked in a stable environment. In recent years
these GDPs have experienced dramatic changes in the way that primary oral health
care is delivered to the public. This research aims to understand the strategic planning
processes and the issues that are involved within the management of these changes
that are currently occurring in general dental practice. The research question asks
"What model could General Dental Practitioners use in their strategic approach to
managing the enforced changes that are occurring within primary Dental Care".

This thesis adopts the approach that all GDPs work within a “Small business”
environment but that they are constrained by “professional” requirements. The
changes now mean that these GDPs need to become proactive in their decision-
making processes. The present system of primary oral health care within the U.K. is
designed for the treatment and repair of damage caused by dental disease; it has not
been prevention orientated. Changes such as disease processes, the financing of the
NHS, demographic changes all mean that GDPs will require, in some degree at least,
to re-evaluate their personal objectives and strategies. Historically, GDPs might be
considered to have been reactive in their approach to these gradual changes. The ‘item
of service’ payment system used within the NHS to remunerate GDPs is unique and
therefore no existing small business model satisfies the requirements of GDPs.

The research involved a population of 449 West Midland GDPs. The findings of the
research indicated that certain core issues were significant in how dentists decided to
operate their clinical practice. Significant gaps were revealed in the current literature
and the research findings were used to develop a totally new decision making model.
This model attempts to embrace the current changing scenario and by using this
model, GDPs can evaluate their individual position within this changing framework
of general dental practice and thus be better informed in their decision making
processes.

The need for further research is explained and suggestions are made for other areas
that might be considered of importance to dentists and the delivery of primary oral
health care.



CONTENTS

Chapter 1.  Introduction to the Study

1.1. Background to the study.
1.2. A Brief history of general dental surgery. .
1.3. Dentistry ingeneral.
1.4. Dentistry inthe U.K.
1.5. Significance and importance of the study.___
1.6. Aims of the study.
1.7. The research question.
1.8. Parameters to the study.

Chapter 2.  The identification of environmental changes in GDP.

2.1 Fluoridation and tooth decay. . . .
2.2. The importance of systemicillness_____ ...
2.3. Oral CaNCeY ..
2.4. AGE CNaNGES
2.5. Demographic changes.
2.6. Resourcing and changes in manpower
2.7. Future technological developments.
2.8. Patient Charges..
2.9. Consumerism and Stress.
2.10. Political effects.
2.11. Quality control.
2.12. Public perception of changes within dentistry.
2.13. Health care Systems.
2.14. FINAINGS.



Chapter 3.

Associated decision making models

Page
3.1.

3.2.
3.3.
3.4.

3.5.

Chapter 4.

Introduction.

Decision making.

Decision making at a personal level.

Corporate strategy and strategic management.

The small business.

The identification of GDP planning hypotheses.

4.1.

4.1.1.

4.1.2.

4.1.3.

4.1.4.

4.1.5.

4.1.6.

4.1.7.

4.1.8.

4.1.9.

4.1.10.

4.1.11.

4.1.12.

4.2.

4.2.1.

4.2.2.

4.2.3.

Ethics of health care.

Professions and professionalism.

Characteristics of a profession.

Expertise and service.

Codes of ethics.

Problems in the dental profession.

The question of equity.

The distribution and value of health care.

Individual responsibilities and ethical dilemas.

Wants and needs.

Management issues.

Perceptions of health.
Stress in general dental practice.

Occupational health and stressors in dentistry.

Public perception.

Infectious disease risks and dangers in dentistry.

Vi

38

41

46

50

64

76

76

77

78

79

79

80

82

83

87

89

91

92

94

95

99

102



4.2.4. Time scheduling.
4.2.5. Fearful patients.
4.2.6. New technology and keeping up to date.

4.2.7. Relationships at work.

4.2.8. Career developments.

4.2.9. Controlling stress.
4.3. Education.
4.3.1. The need for education.

4.3.2. Continuing professional development.

4.3.3. Professional development.

4.3.4. Changes in dentistry.

4.3.5. Patient’s needs compared to their wants.

4.3.6. The professions uptake of postgraduate education.
4.3.7. ConclusioNs.
44. Development of the five hypotheses.

Chapter 5.  Pilot schemes to test the hypotheses

5.1. Introduction to methodology.

5.2 Theory and concept.

5.3. “Hands on” [analysis and results].

5.4. In-depth interviews [analysis and results].

5.5. Pilot scheme [analysis and results].

vii

103

104

104

105

108

109

112

112

112

115

122

122

123

124

125

128

131

138

140

149



Chapter 6. Page

Design of the questionnaire to test the hypotheses

6.1. BacKgroUNd. 174
6.2. Development of questionnaire. . 176
6.3. The main questionnaire. . 179
6.4. Detailed tabulated results of questionnaire 183
6.5. Section 1: Analysis of data on the fixed or

independent variables.
6.6. Section 2: Descriptive analysis of data on

general dependant variables. 195
6.7. Section 3: Descriptive analysis of the detailed

dependant variables. These selected from key

issues highlighted insection2. . 200
6.8. Section 4: Cross-referencing analysis of the

independent variables against detailed

dependant variables. 213
6.9. Section 5: Independent variables against

focused general dependant variables.

E.g. grouping together of the “agree and

strongly agree” as one group. 228

Chapter 7.  Analysis of the questionnaire responses.

7.1. Background to discussion._______ . 255
7.2. SUIVEY T€SPONSES. 256
7.3. Response analysis. 256
74, Evaluation of individual hypotheses. 259
7.5. First Nypothesis. 261



7.6.

7.7.

7.8.

7.9.

7.10.

7.11.

7.12.

7.13.

Chapter 8.

Second hypothesis.
Third hypothesis.
Fourth hypothesis.
Fifth hypothesis.
Validity and application of the five hypotheses.
Population profiles.
Limitations to the study.

Conclusions.

The development of the GDP decision making

model.

8.1

8.2.

8.3.

8.4.

8.4.1.

8.4.2.

8.4.3.
8.4.4.

8.4.5.

8.4.6.

8.5.

8.6.

The “real world” model.

Objectives.

Overview:Value of hypotheses in developing new model..__

The decision making model

Stage 2.

Stage 3
Stage 4

Stage 5

Page
265

270
273
276
281
282
283

285

286
288
289
297
297

300

328

331



Page.

BIDOGIAPNY . 333
Appendix 1. Transcript of 2 in-depth interviews. 345
Appendix 2. In-depth interview, pilot study, main questionnaire. 389



Charts, Diagrams and Tables.

Chart 1.
Chart 2.
Chart 3.
Chart 4.
Chart 5.
Chart 6.
Chart 7.

Chart 8Importance of stress in working day

Figure 1.
Figure 2.
Figure 3.
Figure 4.
Figure 5.
Figure 6.
Figure 7.
Figure 8.
Figure 9.

Figure 10.
Figure 11.
Figure 12.
Figure 13.
Figure 14.
Figure 15.
Figure 16.

Figure 17

Charts.

GDP trainer priorities.
Importance of net income
Importance of clinical standards
Importance of ethical and professional standards

Figures/Diagrams

Health care systems in the UK.
Historic career pathways for GDPs
Health belief model.

Literature review.

Minzberg’s emergent strategy.
Hofer & Schendel’s strategic decision making m
David’s strategic management model.
The Ansoff model

odel.

Porter’s generic strategies.
Literature review [general dental practice].
Data collection and analysis.
Model [Stage 1]
Model [Stage 2]
Model [Stage 3]
Model [Stage 4]
Model [Stage 5]
Model [Stage 6]

Xi

21
27
28
118
265
270
273



Table 1
Table 2
Table 3
Table 4
Table 5
Table 6
Table 7
Table 8
Table 9
Table 10
Table 11
Table 12
Table 13
Table 14
Table 15
Table 16
Table 17
Table 18
Table 19
Table 20
Table 21
Table 22
Table 23
Table 24

Pilot Survey.

Pilot frquencies.
NHS vs declining income.

NHS net earnings vs private earnings.
NHS benefits

Dentists converting to private dentistry
Insurance schemes

Standard of private work.
Vocational Training Scheme

Private vs professional status
Dentistry loosing its professional image
NHS work vs stress

Private patients vs stress
NHS vs financial stress

NHS time pressure vs stress
NHS standards vs stress

NHS vs demanding patients
NHS vs uncertain future

Main Questionnaire.

Detailed tabulated results of questionnaire:

Private dentists have higher net incomes.

Section 1: Analysis of data on the fixed or independent variables.

Table 25
Table 26
Table 27
Table 28
Table 29
Table 30
Table 31
Table 32
Table 33
Table 34
Table 35
Table 36
Table 37
Table 38
Table 39

Frequency of independent variables
Response numbers

Principals
Employs associates
Married

Gender vs private work
Gender vs developing private work
Gender vs age
Gender vs associates

Xii

Page

159
161
161
162
162
163
163
164
164
165
165
166
166
167
167
168
169
169
170
170
171
171
172
172

185
186
187
187
188
188
189
189
190
190
191
191
192
192
193



Table 40 Principal vs developing private work 193

Table 41 Prinvipal vs age 194

Section 2: Descriptive analysis of data on general dependant variables.

Table 42 General section: response rates.___ 195
Table 43 Net income 195
Table 44 Standards of clinical dentistry
Table 45 Ethics and professional standards . 197
Table 46 Ethics and status 198
Table 47 Stress inworkingday 199

Section 3: Descriptive analysis of the detailed dependant variables.

Table 48 Netincome analysis___ 201
Table 49 Clinical standards analysis_____ . 204
Table 50 Ethics and professional standards analysis 207
Table 51 Stress in the workingday 210

Section 4: Cross-referencing analysis of the independent variables against
detailed dependant variables.

Table 52 Agevs NHS income 213
Table 53 Age vs NHS benefits 214
Table 54 Age vs NHS financial stress 215
Table 55 Age vs NHS quality of supportstaff 216
Table 56 Gender vs NHS income........... 217
Table 57 Gender vs NHS benefits 218
Table 58 Gender vs demanding private patients_______ 219
Table 59 Gender vs NHS financial stress 220
Table 60 Gender vs NHS quality of supportstaff 221
Table 61 Principals vs NHS income 222
Table 62 Principals vs NHSs benefits 223
Table 63 Principals vs NHS financial stress 224
Table 64 Principals vs NHS quality of supportstaff 225
Table 65 Employs associates vs NHS quality of support staff 226
Table 66 Married group vs NHS financial stress___ 227

Section 5: Independent variables against focused general dependant variables.

E.qg. grouping together of the “agree and strongly agree” as one group.

Table 67 Net income vs private work 228

Xiii



Table 68
Table 69
Table 70
Table 71
Table 72
Table 73
Table 74
Table 75
Table 76
Table 77
Table 78
Table 79
Table 80
Table 81
Table 82
Table 83
Table 84
Table 85
Table 86
Table 87
Table 88
Table 89
Table 90
Table 91
Table 92
Table 93
Table 94

Net income vs developing private work

Net income vsage
Net income vs gender

Net income vs principals
Net income vs employs associates

Net income vs married

Standards of clinical dentistry vs private work

Standards of clinical dentistry vs developin private work ___

Standards of clinical dentistry vs age
Standards of clinical dentistry vs gender
Standards of clinical dentistry vs principals

Standards of clinical dentistry vs employs associates

Standards of clinical dentistry vs married
Standards of clinical dentistry vs alternative income

Ethics vs developing pr
Ethicsvsage
Ethicsvsgender
Ethics vs principals
Ethics vs employs assoc
Ethics vs married

Stress vs private work

Stress vs developing private work

Stressvsage. .
Stress vs principal
NHS vs uncertain future

ivatework
jates

Xiv



CHAPTER 1: Introduction to the study

1.1 BACKGROUND TO THE STUDY

The rationale for this research is based upon the concept that most general dental
practitioners [GDPs] have, until recent years, worked in a very static and stable
environment within the NHS. Changes are now occurring and it is suggested that
many of these GDPs are ill prepared to understand and implement proactive
managerial changes. Amongst some of the current issues facing GDPs are changing
environmental and changing clinical issues. These are having a profound effect upon
the working patterns of these GDPs, their professional status and their relationship
with the general public. Increasingly, GDPs are seen to have to make changes within
the way they organise their working days and the general way in which they
orientated their professional cultures and practices.
It is with this background in mind that this research seeks to investigate and analyse
the current working environment as it affects the delivery of primary oral health care.
It needs to be better understood how GDPs might be managing these changes and the
major issues, which might be influencing the GDPs in their management of these
issues. The literature and background research was divided into four main areas.
e To understand the parameters of the role of GDPs and investigate the current
general issues and changes that are of relevance to GDPs in primary dental care.
e To discover how GDPs make these decisions which affect the way they practice
their clinical dentistry.

e To research what factors influence these decision-making processes.



e To undertake a general investigation into the literature and models that might
relate to methods that GDPs use in their evaluation and strategic actions in
combating these changes. The aim was to determine gaps in existing literature and
then develop a new decision making model to aid GDPs to function within the
current changing environment.

The researcher has been a “Hands on” general dental practitioner for over thirty years.

He started a “Cold start” some 28 years ago in a deprived working class industrial are

of the West Midlands. The practice [which has remained totally committed to NHS

Dentistry] has subsequently grown to be among the larger dental practices in the

midlands. In the management of any “professional’” business, problems will exist. It

was reasoned that the management problems being experienced by the researcher
would almost certainly, in varying degrees, be of concern to other GDPs. It was also
accepted that the researcher would be unaware of certain problems that other GDPs
might have experienced. This need to understand, and deal with, changing situations

formed the basis of the research and it was intended that these issues should form a

starting point and then be further explored and an attempt made to determine the

problems facing all practitioners.

In some respects, it is perfectly legitimate to include dental practices within the

definition of a “Small business”. But dentistry is considered by some to be a “True

profession” and as such it will occupy a unique position within the small business
context. Porter [1993] is concerned about the role of the professions in the 90’s and

Berhman [1988] considered that the only "true” professions might be medicine

[including dentistry] and the Law. One of the core ethics of all health professions is

that people in crisis should be seen at their moment of greatest need and this should

be irrespective of the patient’s ability to pay, the profit motive of the practitioner or



other social and cultural aspects. Historically, the medical/dental profession treated
the poor for nothing and in order to compensate, they increased their charges to the
wealthy thus giving an all-embracing high and equal level of care. In return for this
ethical behaviour the professions have been rewarded with self-regulation, a respected
place in society, good living standards and tenure. Many other commercial enterprises
try to obtain "Professional” status in order to enhance their public standing and
arguably their profitability. Mason [1994] in his Presidential address to the General
Dental Council comments on the changing role of the dental profession and the need
for the dental profession to adapt to these changes. In adapting to these real or
perceived changes then GDPs are altering the frame of reference from which they

might make future decisions on personal objectives.

1.2. A Brief History of General Dental Surgery

Dental disease is probably the most common chronic disease to affect civilised
society. It has been a source of pain and misery for countless thousands of sufferers
over many centuries. The disease has not been eradicated but over recent years, the
nature of oral and dental disease has changed considerably. The disease process is
significant not only because of the pain and suffering it frequently causes but also the
effects on quality of life in the forms of loss of masticatory function and the
psychological damage caused to patients with unsightly smiles due to diseased or
disfigured teeth. Not only is this question of morbidity common and significant but
Downer [1997] reports that intra oral disease can and does increasingly result in
mortality.

It is of relevance to this study that a brief outline of the history of the effects of dental

disease upon the general public be explained. The Grollier Encyclopaedia outlines



how oral disease has been a problem for humans from the beginning of history, the
skulls of Cro-Magnon man show evidence of tooth decay and Aesculapius, a Greek
physician, who lived between 1300 and 1200 BC is credited by many with the
concept of extracting diseased teeth. Later (500-300 BC), Hippocrates and Aristotle
described the ways in which ointments and cautery with a red-hot wire were used to
treat diseases of the teeth and oral tissues. They also spoke of tooth extraction and the
use of wires to stabilise jaw fractures or bind loose teeth. Celsius (100 BC), a
renowned Roman medical writer, described oral diseases, including bleeding gums
and ulcers of the oral cavity, as well as describing dental treatment such as narcotic-
containing emollients and astringents.

Throughout the Middle Ages in Europe, physicians or surgeons made dentistry
available to wealthier individuals. Decay would sometimes be removed from teeth
with a "dental drill," a metal rod that was rotated between the palms. By filling the
prepared cavity with soft filling materials it was possible to provide short-term
alleviation of discomfort by keeping air from the open cavity. This dentistry was
simply not available to the poorer people and treatment took place in the marketplace.
Here, self-taught vagabonds who would extract teeth for a small fee undertook most
treatment. Italian sources from the 1400s mention the use of gold leaf as dental filling
material and later; the French described the use of soft lead fillings to repair teeth
after decay was removed. Pierre Fauchard (1678-1761), a French surgeon, is credited
with being the "father of modern dentistry." His book, The Surgeon Dentist, A
Treatise On Teeth, describes the basic oral anatomy, its function, and some of the
signs and symptoms of oral pathology. The book describes operative methods for
removing decay and restoring teeth as well as a description of periodontal disease,

orthodontics, replacement of missing teeth, and tooth transplantation.



Fauchard's text was followed by others that continued to expand the knowledge of the
profession throughout Europe.

A landmark in dental surgery was 1844, Dr. Horace Wells, a Connecticut dentist,
developed the use of nitrous oxide inhalation [laughing gas] during dental surgery and
founded the concept of general anaesthesia. This use of nitrous oxide was quickly
adapted by the medical profession, it was modified and then adopted it for use in
general surgery. In 1851, Vulcanisation of rubber was discovered and this allowed the
production of low cost, accurately fitting dentures. These were used with aesthetically
superior porcelain teeth. Later, acrylic plastics replaced the use of rubber and
porcelain in denture construction. Another major development was by Black (1831-
1915) who was the leading reformer of American dentistry. Black developed a foot
engine that allowed the dentist to keep both hands free while powering the dental
drill. He also developed modern techniques for filling teeth that for the first time
were based upon biological principles and microscopic evaluation. Black proposed
that dental caries and periodontal diseases were infections initiated by bacteria.

The current scenario is that while systemic and topical fluoride applications have
reduced tooth decay, Whelton and O’Mullane [1997] describe how it is still present in
significant numbers of the U.K. population. It will be explored and explained later
how the working patterns of GDPs might have changed as a result. It is a fact that
while the efforts to simply repair the ravages of dental caries [decay] has been
reduced, less teeth are being extracted and this has resulted in increased problems
elsewhere e.g. more gum disease, more impacted wisdom teeth, more orthodontic
problems. The GDP continues to play an important role in the maintenance of the

health of general population.



1.3. Dentistry in General

Renson [1992] comments on the continuing need to maintain dental health standards.
The role of the GDP will involve, in varying degrees, one or more of the eight

recognised dental specialities: Dental public health, which focuses on preventing and

controlling dental diseases and promoting dental health through organised community

efforts; Conservative dentistry such as endodontics, devoted to the treatment of the

tooth's pulp (nerve) and root end, this sector attempts to retain and prolong the life of

the natural dentition; Oral and maxillofacial surgery, this involves both the hard and

soft tissue surgery and for the GDP focuses on tooth removal and surgical therapy of
oral abnormalities such as impacted wisdom teeth, cyst enucleation etc. [major oral
and head and neck surgery e.g. malignancies are the domain of the specialised oral

surgeon]; Oral pathology, this concentrates on diagnosis and treatment of pathologic

conditions affecting the oral cavity; Orthodontics which is devoted to correcting
developmental deformities by using orthodontic appliances [braces] to correct tooth
alignment this is mostly in the teenage age group but increasingly adults are

requesting orthodontic treatment; Paediatric dentistry, concentrates on the dental

problems of children and adolescents; The science of Periodontology which focusing

on the rapidly increasing incidence of gum disease which affects the tooth's
supporting structures (gums and bone); and finally Prosthetics, which is devoted to
the replacement of missing teeth. This can take several specialised pathways and can
involve construction of removable prostheses, [denture] fixed prostheses [crown and
bridge work] or a combination of both involving the emerging science of dental

implants.



1.4. Dentistry in the UK.

Bradnock [1997] describes how the UK oral health care system evolved along a
different route to the rest of health care. She comments that this has produced NHS
dentistry which provides one of the most cost effective systems of delivering primary
dental care in the world. Bradnock also comments that the system of small
independent units [GDPs] are ill equipped to support the growth of oral heath and are
orientated, by the ‘item of service’ payment system, to the treatment of disease.

The current primary system of National Health Dental care was instituted in 1948.
Table 1 illustrates the organisation of the delivery of primary dental care via GDPs. It
was intended that a high quality and comprehensive primary dental care would be
delivered, free of any charges, to all U.K. citizens. The concept of the NHS
accommodated patient’s needs with a system of fairness and equality. At the same
time it gave Dental Surgeons the clinical freedom to determine the levels of care
which that individual dentist deemed necessary to maintain acceptable standards of
dental health for their patients. It provided acceptable working conditions for these
dentists and for the first time gave the UK general public a comprehensive level of
dental care that had hitherto only been available to the few. At the introduction of the
NHS, Bradnock and Pine [1997] report on data that reveals that in the first nine
months, 4.2 million teeth were filled, 4.5 million teeth were extracted and 33,4
million sets of dentures were provided. Once the backlog of oral sepsis had been
removed, the thrust of dental care moved to a restorative phase and then in the 80s to

a prevention-orientated phase. Here, younger adults who still had



Table 1. The organisation of primary dental care within the NHS



their own teeth were encouraged to improve oral hygiene. The move to prevention
was developed with the introduction of the “New contract’ in 1990. In this system
GDPs were pad to maintain oral health and encourage prevention of disease.

There are 28,000 dentists registered in the UK. Of these [in 1995] 3270 were overseas
dentists working in the UK. There are approximately 500 purely private dentists.
[BDJ

Oct 1997]. There are 17220 dentists working from 9135 addresses in General Dental
Service. [GDS Review. Oct 1997]. Most of these dentists operate within the NHS as
independent practitioners. The Family Heath Service Association [FHSA] is
responsible for the management of patient complaints and the distribution of payment
to GDPs but it is the Dental Practice Board which determines the fees. The system of
delivery of this primary dental care under the NHS has not changed significantly until
1990 with the introduction of the new contract and continuing care payments. The
FHSA has no control over the way GDPs distribute dental care. NHS GDPs are also
free to practice private dentistry and they are entitled to be selective in which
treatments they will undertake in the NHS. The remuneration to GDPs has
increasingly been supported by direct payments from patients. The Bloomfield report
[1992] reported that the individual ‘item of service’ rate had declined considerably
and that there were growing restrictions placed upon GDPs in their clinical freedom.
It is a well-documented fact that increasing numbers of GDPs are now moving, in
varying degrees, from NHS based practices to private practice. This selective
approach has resulted in adults being unable to obtain primary dental care in certain

areas.



1.5. Significance and Importance of the Study.

Extracts from the editor’s leader article [Grace 1997] in the British Dental Journal
states ““Dentistry is a business. Of more relevance dentistry is at last being
recognised as a business. ....... This recognition of the importance of dental business
is gradually being accepted and we are seeing more and more seminars with a
significant business content. ..... Strategic thinking means taking the broad view and
making sure we have considered what we are trying to achieve and the methods of
achieving it. ....... Clinically most dentists are good at thinking strategically when
planning treatment for patients. Why is our ability to do this in business so
different?”

The reason that this research took place, is that it might be stated that General Dental
Practitioners, like many small businesses, are not usually seen to employ strategic
management techniques in planning their career pathways. It is concluded that from
much evidence from many research articles and books relating to small business
management that strategic management is frequently absent from small business.
Much of the accepted research claims that classical strategic management gives firms
competitive advantage and hence improved performance. The researcher examines
the question of why these classical models of strategic management seem unsuitable
for use by GDPs. It was questioned that approaching the GDP’s strategic management
from a formal or large organisational perspective would involve using models that are
inappropriate for the unique situation of dentists who usually work alone or in small
group practices. The research project attempts to evaluate and analyse the sectors,

which in turn make up a specific strategic decision-making model for GDPs.

10



The present study regarding efficient and effective strategic planning for GDPs is

considered important for the following reasons:

1] The way that GDPs work is important because the effective usage of dental
resources play a significant role in society. There is an accepted need for dental health
care within a population. The effects of neglect and poor dental health are seen to
result in pain suffering and a "lowering of the quality of life". As well as directly
affecting the individual, this neglect has its ramifications upon family, domestic and
working life for the population as a whole.

The cost of prevention and early treatment of dental disease are considerable but
when taken into the overall economics of repair to gross neglect, working hours lost
through dental related disease and general related social problems are the
maintenance of reasonable dental health is seen as being cost effective.

2] Enforced commercial changes are occurring within the primary dental care sector:
While there are basic changes in the patterns of oral disease there are also
concomitant economic changes occurring which have a direct bearing on the
provision of primary dental care. These changes appear to threaten the availability of
this primary dental care.

3] Within the profession there are restricted numbers of trained personnel available to
perform the work. Dental surgeons themselves are affected by these changes and as a
result, dentists need to adapt their strategies and objectives to facilitate these changes
in order to meet their primary responsibilities of providing health for the general

public.
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4] The ethical dimension of the dental profession is seen to be undergoing changes: -
The profession needs to clarify its position on its ethical responsibilities. In changing
towards private dental care, the dental profession might be seen by some as changing
from a caring health profession and moving towards a profit driven commercial
culture. This could have a great impact upon the public's perception of dentistry and
arguably might result in dentistry becoming classified as a trade rather than a true
profession.

5] Not only Dentistry, but "Professions” in general are considered to have been
affected by these changes and individuals within these professions need to evaluate
their personal needs: - There appears to be a growing dissatisfaction in the profession
with regard to working conditions. The advent of "Stress and Burn Out" is seen as a
growing threat to the well being of the individual GDP. There is a need to evaluate
and optimise the attainment of these personal objectives,

6] GDPs need to understand their position within the economic and cultural
framework within which they work. They also need to consider the options that are
open to them and the possible response of the consumer to these options when
formulating these strategies. Precise knowledge of both the dentists and the patient
perception to these questions of ethics, raising standards and individual professional
needs would appear to be of fundamental importance in the selection and formulation
of successful strategies. The focus of this study is thus upon the GDP and their
perception of their profession's status and its role in influencing their individual long-

term needs.
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1.6. Aims of the Study.

The study comprises of three aims, focusing upon the general dental practitioner's
processes of decision making which aim to support the basic hypotheses, which are
central to the research:

[1] To establish accepted current practice decision making processes used by general
dental practitioners and the issues, which affect these processes.

[2] To test out this practice against certain models used in corporate decision making
processes.

[3] The study will seek to (a) establish the appropriateness of decision making models
(b) develop a model for practitioners which will encompass the ethical dimension of

current dental practice.

While attempting to evaluate and importance of this study and in an attempt to
overcome the above weaknesses of the strategies available to GDPs the research was

considered within but not evolved from the framework of Porter's [1989] three

generic strategies. These are
e Focus.

e Differentiation.

e Cost leadership.
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It is understood that Porter’s strategies are intended for commercial sector use but
they are not rigid or well defined and they do not offer definitive statements on the

final form any strategies should take.

1.7. The Research Question

Against the researched background of current circumstances, the study considers
some of the objectives that GDPs might develop in their strategic planning as to the
type of practice that they choose to develop. Following from the above literary

searches, the research question was identified as:

""What model could General Dental Practitioners use in their strategic approach
to managing the enforced changes that are occurring within primary Dental

Care".

Figure 2 is a historical model of the career developments of a new graduate who
becomes a full time GDP. This model might be considered to be of value between the
periods of 1948 [introduction of NHS dentistry] and until recent years. It might be
described a conventional route to an established career as a principal general dental
practitioner. It was normal for many young graduates to go straight into dental
practice as an associate. This involved working on a self employed basis and being
paid a predetermined percentage of gross income [usually about 50% after certain

overheads such as laboratory fees had been deducted]. The new associate would then
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learn how to work in general dental practice and would be influenced by the cultures
and attitudes of the principal they worked for. It was not uncommon for a smaller
number of new graduates to enter primary dental care via the community dental
service [CDC] commonly referred to as the “School clinic”. Many of these

community service
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FIGURE 2
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dentists would later transfer into general dental practice as associates, many would

develop careers within this service and some associate dental surgeons would join the
CDS. There was an inter-flow of career pathways. Once they were sufficiently
experienced, many of these associates might become a principal by:

e Starting a new practice.
e Buying into an existing practice.
e Buying a practice from a retiring practitioner.
During this period, 1948-1985 Bloomfield [1993] describes how most dentists worked
as NHS practitioners with small numbers developing private practices and it is a
reasonable statement that almost all the UK’s primary dental care was delivered via
the NHS.
In recent years changing circumstances have altered the framework for career
pathways for new graduates and indeed for established associates and principals. For
example, there has been a reduction in the supply of Community Dental Services and
at the same time the introduction of a one-year compulsory Vocational Training
Scheme for new graduates. In many areas there has been site saturation of dental
practices and the development of new practices is no longer an option. The financing
of a practice purchase has become more difficult and the changing scenario within the
NHS has meant that the historical model of career development is outdated and

requires modification.
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In order for the research question [What model could General Dental Practitioners use
in their strategic approach to managing the enforced changes that are occurring within
primary Dental Care] to be answered the proposed model must have credibility. In
order to achieve credibility, hypotheses needed to be developed, investigated and

validated.

The research aims to supply new information that allows the structured development
of a new decision making model. From the initial literature searches five core
hypotheses were identified. [These are listed in chapter five]. These hypotheses were
critically evaluated with further research and the findings used to develop and validate

the “Thomas model of decision making for GDPs” which is introduced in chapter 8.

1.8. Parameters of the study.

1]. The study was conducted in the following areas: Birmingham, Wolverhampton &
Walsall, Hereford and Worcester. The subject population for the study were GDPs
working in the above health authorities, the survey also included those GDPs who

were known to be totally private and thus not on any NHS list.

2]. The population was created by contacting the Area Dental Advisers working for
these health authorities requesting a list of all GDPs on the dental lists. In the main
questionnaire, all these GDPs were sent the questionnaire by mail. The criteria for
selection included all sectors of GDPs; these would include All GDPs working in
general dental practice in primary dental care. This includes principals, associates,

Vocational trainees and Trainers. Multiple and single-handed practices. The survey
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included all age groups of both sexes, it also included totally NHS practices, totally

private practices, mixed NHS/private practice and full and part time practitioners.
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CHAPTER 2: The identification of the environmental changes that

are occurring within primary dental practice.

The research question states that changes are occurring within general dental practice
and within the way that primary health care is delivered. It is central to this research
that these changes are actually occurring and not just imagined. Chapter 2
investigates these perceived areas of change and the literature on them. In the current
field of Primary Dental care, the work conducted by Renson [1994, 1995] Barmes
[1994], Bebeau and Thoma, [1994] and Smith [1994] all indicate that since the
creation of the NHS in 1948, and especially and significantly in more recent years
there has been many changes. These changes effect all segments of the profession and
this includes GDPs. Seward [1998] outlines the changing role of specialist dental
care within general dental practice. Whitehouse and Treasure [1998] compare the
changes that are occurring in NHS dentistry in the context of European dentistry.
Renson [1992] gives examples of these changes with illustrations of alterations to the
systems of payments such as the rising standards of available dental care and the
rising perception of care required by patients. Research by Gelbier [1998] concludes
that the NHS has seen remarkable improvements in oral health. He comments that
social differences still remain, there are significant areas of inequality of care, but in
absolute terms they are far smaller than prior to the creation of the NHS. There is also
the creation of the Patients Charter and significantly, the monitoring of performance
and standards amongst NHS GDPs. Tiernan [1998] describes the new changes
regarding the introduction of specialisation to general dental practice. This chapter
attempts to develop a systematic investigation into some of the main issues that might

be considered to be changing this working dental environment. This investigation
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starts with a focus on dental disease and develops to consider some of the wider
issues that involve GDPs.

2.1. Fluoridation and Tooth Decay

Downer [1998] comments that ““Dental decay accounts for the majority of
expenditure within the General Dental Services, and the disease and its sequelae are
the main cause of tooth loss. Caries [decay] is therefore, arguably, the most
important oral disease from the point of view of the NHS. Although prevalence has
declined markedly since the 1970s, the aftermath of the earlier surge in the disease is
still being felt in terms of the continuous repair and replacement of failed restorations
which is ongoing in today’s adults™. Murray [1993] also comments that perhaps the
most significant changes to have affected dentistry are the changes that have occurred
in the incidence of dental decay during the past two decades. Several preventive
dentistry approaches were initiated in the 1960s. Among the most effective of these
was the use of fluoride, through topical application with toothpaste and gels, dietary
supplementation, and water supply augmentation. The last has been a controversial
procedure. Hulse, Kendrick, Thomas et al [1995] report that fluoride has been
removed from the water in some areas such as Anglesey. Some consumer advocates
worry about potential adverse health risks associated with fluoride in water. Despite
this controversy, a study over an 18-year period by Evans, Rugg-Gunn & Tabri
[1995] report that the use of fluoride has resulted in a 50 percent reduction of dental
decay in young adults during the 1970s and 1980s. The use of dental sealants, plastic
material that is flowed into the decay-prone grooves in children's teeth, has also
helped to reduce the incidence of adolescent tooth decay. While dental decay is still a
significant problem, the decline in decay rate has allowed the dental profession to

expand its activities and devote more attention to other aspects of oral health and
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disease.
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Chart 1 Taken from The Oral Health Plan for Wolverhampton [Draft Consultation

1995].
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It is of interest to note that after several years of declining decay rates, the latest
results indicate a slight increase in the rates of dental decay. If this trend develops it

will affect the way in which GDPs might work.
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2.2. Disease Identification: The Importance of Systemic IlIness

Scully & Cawson [1987] explain that a GDP clearly needs to be aware of the potential
consequences of treating patients with systemic disease. The authors consider that two
basic problems are increasingly important to GDPs:

1. The detection of such patients - GDPs can experience severe limitations on what
can be discovered about a patient that may have no significant medical symptoms
and have only the haziest of ideas of what their medical problems are. This is
made worse with patients who speak poor or little English or are of low
intelligence. The authors stress that it must be accepted, largely as a result of the
current drug treatment, that GDPs can no longer assume that a patient walking in
from the street was as fit as he appeared. It is now the GDPs responsibility to
attempt to make a medical assessment of the patients. Apart from the fate of the
patient, neglect of the medical history can result in unpleasant medical or legal

complications.

2] Detection of systemic disease necessitates an understanding of the implications the
disease and the effects that its treatment has on dental management. Some areas of
medicine are particularly difficult for GDPs to comprehend, for example,
immunology. Fortunately few immunological diseases are relevant to GDPs apart
from Sjogren's syndrome [dry mouth, eyes etc]. But by contrast, treatment of many
such diseases with immuno-suppressive drugs particularly the cortico-steroids are
very common indeed and can cause serious implications in dental practice. Scully and
Cawson also illustrate the difficult area of psychiatric disease; the authors make the
comment that perhaps dentists are insufficiently aware of how frequent psychiatric

disease can cause difficulties with their patients. In addition to treating these nervous
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or anxious patients many oral symptoms probably have a psychiatric basis more

frequently than is generally realised.

2.3. Oral Cancer

Zakrzewska [1994] states that cancers account for around 25% of all deaths in the UK
and oral cancer represents 1-2% of total cancer incidence with over 2,500 people
dying of mouth cancer every year. The incident of cancer of the mouth, including that
of the tongue, has begun to increase. Johnson & Warnakulasuriya [1993] report an
alarming trend in the rise of oral cancers in the U.K. Zakrkewska quotes that the
number of registered cases in England and Wales is up by 200 in the 1980 figure. Oral
cancer tends to be a disease of the late, middle and old age and in the UK some 85%
of cases occur in those over 50 years old. Oral cancer tends to affect more men than
women, but the balance is changing. Fifty years ago the ratio was five to one, now it
is three to one. Those who work out of doors are at increased risk of development
both lip and skin cancer. Too much sugar in the diet, poor oral hygiene and irregular
visits to the dentist can produce the sort of unhealthy oral environment in which the
disease is likely to develop unnoticed. This evidence suggests the need to emphasise
to elderly and other people without natural teeth that regular visits to the dentist are

all the more important.

2.4. Age Changes

Todd & Lader [1988] comment that as an increasing percentage of the population is
living longer, it would appear that preventive dental practices of earlier decades are
paying dividends. In 1968 the Adult Dental Health Survey in England and Wales

reported that 37% percent of adults age 16 and over were edentulous. By 1988, Todd
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and Lader report that this figure had fallen to 20%. Higgs [1993] considers that as
people live longer and maintain their natural teeth, then the need to completely
understand the relationship between oral conditions and other aspects of ageing will
become increasingly important. Dental students are now being exposed to
educational programs with greater emphasis on the biological, pharmacological, and

social needs of the older patient

2.5. Demographic Changes

Todd & Lader [1988] suggest that the current adult population can be split into three

major groups according to dental status.

e Elderly adults aged around 70 years and over that are predominantly edentureless,

e Adults generally ranging between the ages of 30 and 70 years of age, the majority
of whom are dentate. They have, as a group, received a great deal of routine
restorative care often at a early age, treatment needs now often revolve around the
servicing of existing restoration and replacement of missing teeth.

e Thirdly, young adults aged 30 years of less will have experienced lower levels of

disease and consequently have few restorations and many sound untreated teeth.

The boundaries between these groups are not clear-cut, but dividing the population in
such a way helps the understanding of the changes taking place and the implications
for the future.

Renson [1995] draws the conclusion that there are signs of rapid and important
changes in the oral status of older adults. The level of edenturelessness has reduced
enormously since the first study of oral health conducted in Salisbury and Darlington

in 1962. But a large geographical gulf between the North and the South is evident at
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least in terms of edentureless. In their survey, Steele et al, [1996] BDJ looked at a
random sample of 2,280 subjects aged 60 years or over from three areas of England.
They were examined in order to assess their dental health and needs. A minority of
these subjects had a functional dentition, which meant having 21 or more teeth.
However, it was obvious that continuing major changes in the dental status of older
adults had taken place in the last 30 years. There are lower levels of edentulousness
but a large need for the maintenance of existing restorations. There is a rapidly
changing dental profile amongst the adult population of the UK. Despite the increase
in the dentate population only a minority of the dentate have sufficient teeth to be able
to rely on a natural dentition alone for the rest of their lives.

Demographic needs and modern technology have resulted in development of new
therapy approaches that cross speciality boundaries. For example, Smith [1987]
describes how the replacement of missing teeth has traditionally been accomplished
by the placement of artificial structures that attach to remaining teeth [bridges] or rest
passively on the area where teeth have been removed [dentures]. A better
understanding of bone healing, the body’s rejection of foreign materials and
biocompatibility has enabled the development of dental implants. In this exciting
development, the successful placement of dental implants, the restoration with
prostheses over these implants and their continuing maintenance require
multidisciplinary skills for the GDP. They involve periodontal work, oral and
maxillofacial surgery followed by technically advanced and high quality conservative
work.

The expanding numbers of elderly on a global basis and its effects on dentistry are of
particular relevance and need addressing: - Regardless of how it is specifically

defined, old age is now being experienced by more people for a longer period of time
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than ever before. Old age has increasingly significant political, medical, economic,
social, and demographic consequences for all nations. While the percentage of
persons age 60 and over now ranges from about 13% to 20% in industrialised and 4%
to 8% in non industrialised nations, these percentages or the actual numbers they

represent are expected to increase dramatically in the next few decades.

2.6. Resourcing and Changes in Manpower

Morris [1992] reports that increasing numbers of dentists are now abandoning
working within the NHS and are, in varying degrees, turning more to private
contracts. Morris reports that in certain areas of the UK there has been a significant
shift to the private sector. The edicts of the Alma Mater Conference [1978] could
mean that many patients are arguably now being denied their basic human right to a
basic dental health care. The net result of this movement away from the NHS is that
effectively, in certain areas of the UK. Treatment is denied to all except those who
can afford high fees or private insurance premiums. The welfare system has operated
an efficient safety net by enabling the poor to claim income support and also to be
exempt from any payments towards the cost of their NHS dental treatment. This
system has also applied to expectant and nursing mothers and children under the age
of 18. There are also allowances for students in full time education. When dentists do
operate exclusively under private contract then these groups, although exempt, cannot
find surgeons who will treat them. One result of these moves to the private sector is
that it reduces the pool of GDPs who are working in the NHS. Chaudhry and Scully
[1998] report on the measured manpower shortages by simply counting the number of
job adverts in the British Dental Journal. The moves to private dentistry arguably

increase the workload of a profession that is

27



already chronically undermanned and exacerbates the problems of those GDPs who
stay as NHS dentists. The work of Grey [1995] illustrates the dental manpower
shortage within the West Midlands and the failure of many patients to register for
treatment [for whatever reason] is illustrated in Chart 2. The researcher’s practice is
based in Wolverhampton and chart 2 indicates that less than 45% of children are
registered for dental treatment.

Chart 2
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Allied to these changes is the increase in the female intake into dental schools in the
UK. Morganstein [1997] reports that in 1970 the Dentists register comprised of

12.1% of females. In 1995 this had changed to 27.2% females and in this period, the
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number of registered dentists had increased from 17,516 to 27,472 with 54% of the
increase being female. A personal inquiry to the admissions tutor at Birmingham
University Dental School revealed that in the two years, 1992/3, females made up
45% of the undergraduate intake, but for 1995/6 this had increased to an average of
56%.

Morganstein predicts that if the current intake level remains at 50:50, it will be the
year 2020 when the ratio of male to female dentists reaches parity. Chart 3 Illustrates
Morgenstein’s predictions. Chaudhry and Scully [1998] report there is no reliable data
on the working practices or productivity of either male or female dentists. Recent
work by Brown and Lazar [1998] report that even with factor adjustments, female
dentists in the USA dentists earned on average a significant 22% less than male
dentists. They offer no explanation for this.

Chart3

Predicted No of UK Dentists

—e— Male
—m— Females

Numbers

1970
1975
1980
1985
1990 -
1995
2000
2005
2010
2015
2020

Year

Entry into dental school and qualifying is now based on equal opportunities. The

above chart indicates that it will be around the year 2020 when gender parity in dental
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manpower is achieved. This might have implications for the future supply of trained
dental surgeons. Shortages may be brought about because of differential retirement
ages, variation in the length of, uptake of maternity leave and cultural differences in
approaches to work then a rethink on the numbers of dentists graduating might be
required.

An editorial in the British Dental Association News [1998] describes a GDC Review
group as seeing dental care in the next century being delivered by a multi skilled
team.

Dentists will lead the team but having ancillary workers such as dental auxiliaries,
hygienists, therapists, orthodontic auxiliaries, dental and clinical dental technicians
playing greatly increased roles.

2.7. Future Technological Developments

Stirrups [1991] and Renson [1994] express concern that the profession will require
specialist GDPs because future, biotechnical advances will significantly improve
dental care. Not only will better materials with which to restore and replace teeth
continue to evolve, but also other technological advances will continue to allow
dentistry to provide earlier and more accurate diagnosis and better treatment in a less
costly manner. For instance, the recent identification of early inflammatory products
of the cell and purification of various biochemical growth factors will permit the
means to identify and stop progression of infectious diseases that destroy oral tissues,
as well as allow the regeneration of lost tissue. Diagnostic techniques, ranging from
biotechnical analysis of specific oral bacteria to imaging technology involving
magnetic resonance and computer assistance, will allow more accurate and earlier
detection of pathologic change. Laser technology to eliminate small areas of diseased

tissue or actually weld damaged tooth structures is being developed.
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The importance of dental therapy for patients with impaired resistance to infections
from chemotherapy, organ and bone transplantation, or immunodeficiency diseases
has prompted dentists to enter the medical environment and many now provide

specific care in medical clinics and hospitals.

2.8. Patient Charges.

Allied to other changes is the increasing proportion of the NHS dental charges that
patients themselves have to bear. Amendment No 80 in the Department of Health’s
“Statement of Dental Remuneration” states the level of patient charges at 1 April
1998. Currently patients now pay 80% of the actual cost of their treatment up to a
prescribed maximum charge of £340.00 with priority groups exempt. The government

contributing only 20% towards patient charges.

2.9. Consumerism and Stress

These steep increases in costs resulted in some patients becoming ever more
demanding and placing greater stress upon dentists. Renson [1993] quotes from a
report from the Office of Population Censuses and Surveys that disclosed that
suicides in dentists are twice the national average. He reports that the suicide rates
amongst the dental profession are high and the syndrome of stress and "Burn out" in
dentists is steadily increasing. A further significant effect of government intervention
has been the control of types of treatment available under the NHS by using a
selective prior approval system in which the more expensive items of treatment are
now vetted before treatment is permitted. This scenario is also allied to the

introduction of a more effective screening and evaluation of the work that has been
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done and the institution of more punitive measures for dentists who are deemed to not

perform adequately.

2.10. Political Effects.

In recent years changes have been further modified by the broad changes in political
and economic policy in the UK, which followed the election of the conservative
government in 1979. These changes have provided a hostile financial environment
within the NHS. Mistry [1998] describes how the winter of Discontent in 1979 led to
the election of the distinctly right wing Conservative government under the leadership
of Margaret Thatcher. One possible analysis of Thatcherism might be that she has
focused exclusively on the political-ideological dimensions of the emergence of the
radical right. It could be argued that Thatcher played on the failings of the past period
of social democracy and attributed economic failure to obstacles to the free market.
such as state intervention and the trade unions. This government instituted anti
inflationary policies and public sector spending cuts. At the heart of this conservative
ideology is the individual, and the importance of promoting self reliance and
individual entrepreneurialism Thatcherism's approach to the health professions
continued in the same vein, there was an initial insidious movement to introduce
business strategies into the health sectors. Primary dental care and the GDP have not
escaped the effects of these policies. Within the Dental profession, in real terms,
continuing and regular reductions in fee scales occurred so that the item of service
system, which had operated since the inception of the NHS, was increasingly seen as
a treadmill. It has been argued that it has resulted in lowering of standards as

practitioners worked harder and more quickly in order to maintain their lifestyles.
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2.11. Quality Control

Higgs [1993] considers that another area of major change is sees the profession
striving to improve standards of care by encouraging development and training within
the profession. The current resourcing shortage means that these two issues are often
bought into direct conflict. It is perhaps a sad reflection on society when the
professions are forced to abandon fundamental ethical requirements in order to stay in
business.

The dental profession is making great strides in certain "professional directions". It is
seen to be continually raising standards Thomas, Davies & Allsopp [1996] reports
how the Vocational Training Scheme for new graduates has the effects of furthering
postgraduate education. Lowndes, Caddick &. Frame, [1989] describe the increasing
demands of practice visits for participation on the Vocational Training Scheme but at
the same time there might be reason for concern that dentistry might be seen to be
losing its caring image as it becomes more commercially compromised.

The Vocational Training Scheme is perhaps the most significant advance to be made
in the area of standards. It was introduced in 1977 as part of the General Dental
Council's long standing policy that every dentist should undergo appropriate
postgraduate training to improve standards. The scheme was designed primarily for
graduates wanting a career in General Dental Practice, however it was considered
such a valuable learning platform for other Dental based careers that in 1994 the
scheme was made compulsory for all new graduates. Now they must all complete this
accredited year before they can have NHS employment. [At present private practice is
exempt]. Graduates are thus trained by selected GDPs who are seen as having "Best

practice" standards. For this scheme to succeed it will require the continued support
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of quality GDPs who at the moment are competing for places as trainers. This has not
always been the case and future external influences might well reverse this pattern
and the scheme could flounder through lack of support.

The current thrust of the Department of Health's efforts is to try to raise the overall
standard of Dental care. It appears that there is an ongoing need for further education
and in utilising the Vocational Training Scheme, the government has involved the use
of accredited experienced GDPs. However, standards are demanding and in turn for
the GDPs to be accepted as a Trainer on the Vocational Training Scheme they must
be able to supply and satisfy the rigorous standards for their trainees.

As a result of these rapidly changing scenarios i.e. financial, technological
development, consumerism, ethical and professional pressures it has been reasoned
that dentistry is now being subject to market forces, arguably becoming profit driven
and being de-professionalised. As Dentists are moving away from accepted

professional cultures they might be seen as developing entrepreneurial roles.

2.12. Public Perception of Changes within Dentistry

Freeman, Main & Burke [1995] explain the importance of GDPs needing to be
cognisant of the effect of public opinion upon the dental profession. Dentists need to
be aware of all the career options open to them as GDPs and the possible response of
the consumer to these options when formulating these strategies.

In private practice market forces operate and each dentist is able to charge his own
rates and supposedly gives a much better service and better quality of dentistry. Thus,
from one perspective, as dentists move away from the NHS and leave the accepted
professional cultures, Johns [1995] thinks these developing entrepreneurial roles

enhance the profession by making these great technological advances which are
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accompanied by commensurate efforts to raise the available standards of oral health
care. The work of Baab and Ozar [1994] focus on the need to maintain these
standards

In the UK this commercial pressure is a recent phenonomen, the NHS has cushioned
dentists from the vagaries of market forces but this is an unusual global situation and
comparisons will be made with other international primary care schemes. In general
all the "Professions™ have been immune to commercial pressures, however they are
now having to develop strategies analogous to those used in industry in order to
survive. The health belief model of Rosenstock [Figure 3] provides an understanding
of some of the ways in which GDPs can try and organise the behaviour patterns of
patients in order to enhance health behaviour attitudes. This is a widely cited model

but it only partially explains the factors behind patient attitudes to dental treatment.
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Health belief model Figure 3
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2.13. Health Care Systems.

Over the past 100 years the provision of health care, or medical services, has become
the financial responsibility of the state in every modern industrialised society except
the United States. In most of Western Europe this responsibility is discharged by
state-run insurance systems financed by taxes on both employers and workers and by
moneys from general tax revenues. In Great Britain the payments are made almost
entirely out of general revenues. In all these countries the state provides some
medical resources as well, guaranteeing each eligible citizen access to medical care.
Canada has long had a system of universal access to comprehensive, home, office,
and hospital care based on the insurance principle. The federal government provides a
lump sum--roughly half the cost--to each of the provinces, and they then determine
how to meet the rest of the cost to comply with national mandates.

The distinguishing feature of the US system is its entrepreneurial nature. Physicians
tend to be private practitioners (although 30% of practising physicians are now full-
or part-time members of health maintenance organisations or HMOs). About 13% of
the population, or 35 million people, are left without any coverage; they cannot
purchase private insurance, and are not eligible for government programs.

The government does not guarantee receipt of care, even to those eligible for medical

services. Everyone is expected to make his or her own arrangements when sick.

2.14. Findings.

The research exposed the changes that are occurring in general dental practice. It can
be argued that these general changes will influence, either directly or indirectly, and
at some period during their working lives, the decision making of all GDPs. These

changes included an emphasis on the significance of the effects of systemic and
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topical fluoride upon health care. There are changing disease patterns and alterations
in the way the government funds NHS dentistry. All these issues create new and
changing financial restraints, which in turn affect, the delivery of primary dental care
and create dilemmas in the issue of dentistry as a profession. These changing issues
can be considered to be continuing education, stress, status, and the effects of growing
consumerism, increased accountability and the general need for improved
management skills.

The very existence of this changing external environment is exposed within the
literature reviewed in this is chapter. It indicates the need for further research into
how GDPs must improve awareness of these changes and enhance their personal
management and clinical skills. These new management skills must take account of
these changing external aspects and decision making aimed at achieving a GDPs
objectives must take into account issues such as the changing patient/provider
relationship, cultural, political, social and financial influences. The issue of the risks
of GDPs loosing a declining but comfortable professional income from the NHS

while trying to maintain personal ideals and objectives is central to the argument.
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CHAPTER 3: Decision making models

3.1. Introduction.

The previous chapter outlined the changes that are taking place within the working
environment of general dental practice. If it is accepted that changes are taking place
and that dentists are reacting to these changes, then it logically follows that the next
stage of this research is to investigate the theory behind the ways in which GDPs
might react to change. The proposed new model of decision making for dentists
requires an understanding of decision-making processes. The theory behind the ways
in which GDPs might make these decisions when adapting to the current external
changes outlined is developed. It is these recent changes that have stimulated much
interest in the business and management of these self funded GDPs. Critical reviews
of the literature that are both central to, and relating to, this area of the study is
presented. Their primary purpose is to demonstrate the need for the research
presented in this thesis by identifying inadequacies in the available information. From
this a decision making model that is relevant to the needs of GDPs is developed.

Chapter 3 consists of four main parts and Figure 4 gives an outline of these contents:

e Attention is first given to defining the process of decision making within strategic
management in general dental practice. The critical role played by this process in
the success of dental practice management is established, with particular reference
to its importance for practitioners who have both value needs and cognitive needs
and at the same time operate within an externally changing environment.

e The second part outlines current thinking on the decision-making processes at an

individual level and how GDPs might understand their personal thought

processes and needs. The literature searches investigate the studies that that have
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been done into career options and consideration is given to their relevance to
GDPs. Much of the current non-clinical dental literature that affects practice
management focuses upon three controversial issues. These are 1] dental ethics 2]
the effect of stress upon GDPs 3] the professional requirement of education and
improvement of standards of patient care. It is considered that these three issues
play a central role in decision making. They have been kept separate from the
above processes and are examined in detail in the next chapter.

e The third section considers decision-making processes as they occur at a

corporate level. The works of Porter, David, Drucker, Ansoff indicate that much

research has been done into strategic management systems in the industrial
sectors. Work by researchers such as Worrall, Collinge & Bill [1996] illustrate
research done in the service sector. The concept of strategy is investigated and
thought given to how this might be relevant to the needs of GDPs.

e The relevance of the similarities of ““Small business” to the working environment

of the GDP is researched. GDPs are self-employed, they are paid by an item of
service system [unique in the health sector] and operate within a “Small business”
framework, nevertheless, they are expected to adhere rigidly to “Profession”
values and not to be profit driven. From the research, it can be stated that because
dentistry is a “profession”, general dental practice operates in an almost unique
small business position.

In this chapter an attempt is made to understand the significance that these theoretical

concepts within the framework of "professional” constraints have upon the working

patterns of GDPs.
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3.2. DECISION-MAKING.

All dentists will make some decisions during their working lives. The whim, the
judgement or the experience of any individual GDP could influence the quality of
these decisions but they will not be totally dependent upon these factors. While these
processes might take place with limited reasoned thought the quality of any decision
is likely to be enhanced by the examination and the use of both decision processes
and decision methods. The emphasis has to be on developing an understanding of
how to improve decision making rather than accepting decision making phenomena.
For the modern dental practice, ensuring that decision-making is as effective as
possible is extremely important.

It is important to understand the inter relationship of the “individual”” and the
“Organisation” because most dentists are self employed, they are often considered to
be the “Organisation”.

Jennings and Wattam (1994) argue that in general, all organisations need to improve
their decision-making. Many of these concerns have an increasing relevance to
primary dental care. This need arises because:

1. In general, dental practitioners face a scarcity of resources and a need to make the
most effective use of the resources available to them.

2. Increasingly, both private and public sector dentists face competition, either from
the rising pace of competition or through government exposing more dental
organisations and their decisions to market disciplines.

3. Issues such as consumer safety, pollution, employment practices and more recently
the Patient’s Charter frequently raise public concern on the degree of social

responsibilities that need to be demonstrated within primary dental care. Both NHS
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and private sector dentists increasingly often find themselves open to examination by
the wider society, not only for the effects of decision making but also for how those

decisions were arrived at.

Career Choice Decisions:

Dentists can be seen to act as individuals even within group practices. In order to
understand any given decision and the process that leads to that decision, two
implications for the study of decision making in work or organisations need to be
investigated:

e Perhaps the most important issue to individual GDPs is the need to have an
understanding of themselves as a decision-maker. This requires a personal
understanding of the wants, motives, beliefs, values, experiences, etc. of
themselves. This allows them to gain an insight into their unique worldview and
into the rationality of themselves.

e There is a need to understand the context from which the person draws data and
then process it into information that informs the decisions. From this will emerge
an insight into the external factors that impact on the person’s perception and
which will influence what and how data is received. Combining this
understanding of the person and of the decision-making context can often reveal a

logic that is missing from casual observation.

Career choice is an area that seems to offer the potential of examining decisions made
by individual GDPs. Sociologists might argue that there would be factors outside of
the individual arising out of the structure of society, which are equally important in

determining career decisions. It is probable that such external factors are likely to
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influence the range of choices available to the individual rather than the individual
determining specific decisions. The notion of decision styles is of relevance to the
individual decision. This model is not specifically concerned with career decisions but
it is a valid model in that it helps explain how decisions made by GDPs are arrived at.

This model is considered later.

What is a decision

Brouthers et al [1998] discuss the value of Mintzberg [1976] model in which he
defined a decision as "a specific commitment to action™ [Figure 5] and he included all
purposeful behaviour that concludes with a commitment to do something rather than
merely to talk about a problem. Whether or not this definition includes a decision to
do nothing is unclear. Jennings and Wattam [1994] point out that other writers argue
that a decision to do nothing needs to be included. Indeed a no choice option might be
frequently selected by GDPs in order to avoid conflict or to maintain the status quo
and so reduce uncertainty. In such cases this decision to do nothing rather than
something is less than rational because a full consideration of alternatives might not
have been made. Harrison's definition of a decision as "simply a moment in an on-
going process of evaluating alternatives for meeting an objective"” describes a decision
as the moment of choice. This definition presupposes that the decision follows a

number of distinct stages or that there is a decision making cycle.

Decision Making Processes.

These are important for dentists because all GDPs and indeed all firms have a strategy
even if it is informal, unstructured and sporadic, perhaps some practitioners do not

know how they make decisions. The strategic management process is becoming more
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and more widely used by small firms, larger companies, non-profit institutions,
government organisations and multi-national conglomerates alike. There is the old
saying, "if you do not plan where you are going, you are going to end up somewhere
where you do not want to be." This stresses a need for dentists to use strategic
management concepts and techniques. David [1993] thinks that all organisations
should take a pro-active rather than a reactive approach in their industries, it
represents a logical system and an objective approach in determining an enterprises'
future direction. He reasons that organisations, and this should include GDPs, should
strive to influence, anticipate and initiate rather than just respond to events. This
strategic management process embodies planning in its approach to decision-making
and David concludes that people and organisations that plan ahead are much more

likely to become what they want to become rather than those who do not plan at all.
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3.3. DECISION MAKING AT A PERSONAL LEVEL

The Psychology of Decision Making

This is a most complex area and an investigation has been made into how
psychological factors influence and impact upon decision-making processes.

Decision styles — Gore, Murray & Richardson [1993] refer to the existence of

differences between individuals in terms of how they make decisions and how the
same person makes decisions in different ways according to the nature of the decision
and the particular circumstances. There are many models of decision style are based
on personality types and these in turn are generally devised from the personality
theory devised by Jung, a co-worker of Freud. Thus the psychodynamic perspective
provides insight into the processes by which individuals arrive at their decisions.
Jennings and Wattam [1994] introduce the work of Arroba who suggests a typology
of six broad styles decision styles:

e No thought.

e Compliant (with external expectations).

e Logical (careful, objective, evaluation of alternatives).

e Emotional (likes and dislikes most important factors).

e Intuitive (the decision feels right).

e Hesitant (slow to build commitment to decisions).

Arroba found that the logical style nearest to the rational model was used more often
for work based decisions rather than in personal decisions. However, the emotional
style was more common for important decisions and the intuitive style more common
for very important decisions. Jennings and Wattam comment on the interesting find

that the top managers are more influenced by their decision style than that of middle
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managers. The notion of decision styles has been specifically applied to career
choices. Phillips et al [1991] identified three broad styles applied to decisions and
careers:

e Rational (logical assessment of advantages/disadvantages of various options).

e Intuitive (options are considered but choices made on which one feels right).

e Dependent (responsibilities denied/or avoided and other people or circumstances

dictate decisions).

The work of Holland [1985] is one of the best known theories of career choice. This
theory is based upon the notion of personality types as the key factor influencing
career decisions. Holland's theory suggests a match between personality and choice;
in other words individuals choose careers according to which career will best suit
their personality. Holland also goes on to suggest a relationship between the degree of
match and eventual career success and satisfaction. Individuals will be more
successful in and derive greater satisfaction from a career that suits their personality.
In brief Holland's personality types are as follows:

e Realistic

e Investigative

e Artistic

e Social

e Enterprising

e Conventional.

Career Anchors
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A further view of career choice that bears comparison with Holland, is the notion of
career anchors developed by Schein [1978]. Career anchors are basically orientations
towards work occupations that influence the career choices and decisions of
individuals. These orientations or preferences are the result of three factors:

e Attitude and value systems

e Motives and needs

e Talents and abilities.

Each of these factors is of course bound up to a greater or lesser extent with the
personality of the individual, it is important to point out however that Schein
emphasised that it is these factors as perceived by individuals themselves that produce
career anchors. This self-perception will also be influenced to a greater extent by
experience at work in particular occupations. Indeed the third factor, talents and
ability, require some work experience within or outside paid employment before a
self-perception can be emerged.

When this is applied to the decisions made in general dental practice, the limitations
of rationality imposed by such factors need to be understood and they can be
summarised by:

e Psychological conflict

e Distortion of reality

e Personal constructions

e Individual and unique world views

e Problems in objective perception

e Influence of emotions and intuition

¢ Role of wants, needs and values.

Summary:
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The literature has revealed the complexities of decision making. Much of the research
has indicated the desirability of improved decision making because of the observed
enhance performances which result from structured decision making processes.

There is a wide variation in the cognitive and value needs of individuals and it is
reasonable to assume that dentist’s needs will be just as varied. It is a logical
extension that dentists need to evaluate and to plan using rational decision making in

order to maximise the attainment of their personal objectives.
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3.4. Corporate Strategy and Strategic Management.

The concept of Strateqy:

Strategy has been derived from the ancient Greek work "Strategos™ meaning general.

The word has a military connotation implying the art and science of directing military

forces to defeat an enemy or to mitigate the resource of defeat. Drucker, [1954] was

probably the first to address the concept of strategy. He defined the concept as the

answer to two questions, "what is our business?" and "what should it be?" Wheelen &

Hunger describe a hierarchy of strategy in which three stages occur.

e The Corporate strategy; this expresses the company’s overall direction.

e The business strategy which emphasises the improvement of the competitive
position of the company’s products.

e The functional strategy which is mainly concerned with maximising resource
productivity.

The Strategic Process

This process has been extensively researched and developed within the corporate
sector. Intensification of competition created a need for improved performance and
the literature reports a variety of models conceptualising the strategic process.
Brouthers et al [1998] describe Henry Mintzberg’s model [Figure 5] and explain that
it is one of the earlier research attempts to explore how managers make strategic
decisions. It consists of three phases: identification phase, development phase, and
finally the selected or realised strategy. Brouthers points out that a major flaw with
this rational model is the assumption that all mangers act in the best interests of the
organisation when in fact issues such as personal ambition, personal politics and

external influences can greatly influence decision making. They quote from the works
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of Eisenhart and Bourgoise in which they conclude that the more any organisation is
involved with in-house political activities then the worse the performance is likely to
be. The concept of strategy is relatively new to the management literature and it is
interesting to view another of the earlier models created by Hoffer and Schendel

[1978]. This is illustrated in Figure 6
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HOFFER & SCHENDEL MODEL FIGURE 6
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For the purpose of this study a simplified model of the strategic process has been

adopted using the David Model, [Figure 7]. David [1993] considers that the strategic

process takes place in three main stages.

Figure 7 illustrates how these processes relate to each other:

Strategic formulation: This stage includes the development of business mission.

This identifies an organisation’s external opportunities and threats and also
determines its internal strengths and weaknesses. It aims to establishing long-term
objectives, generate alternative strategies and finally to choose which particular
strategy to pursue. Strategic formulation might include deciding what new
businesses to enter, what businesses to abandon and how to allocate the resources
and whether to expand operations or diversify into new fields of business.

Strategic implementation: This stage sees the organisation attempting to establish

annual objectives, devise policies, motivate employees and allocate resources so
that the formulated strategies can be executed. Strategic implementation is often
called the action stage of strategic management and this is often considered to be
the most difficult stage of strategic management.

Strategic evaluation: This is the final stage in strategic management. All strategies

are subject to future modification things continue to change because external and
internal factors are constantly altering, the three fundamental strategies evaluating
activities are; 1. Reviewing external and internal factors that are the base for

current strategies. 2. Measuring performance. 3. Taking corrective actions.
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FIGURE 7 DAVID MODEL.
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David argues that strategic evaluation is needed because success today is no guarantee
of success tomorrow. The development of the David model, although developed for
corporate strategy, becomes useful when it is overlaid with the Porter model. [The
Porter model is introduced later in this chapter]. The combination can form a basis to
develop the proposed new model of strategic management that will help dentists
understand the changing environment.

External Opportunities and Threats.

David explains that these terms refer to economic, social, cultural, demographic,
environmental, political, legal, governmental techniques and competitive trends. They
are events that could significantly benefit or harm an organisation in the future and

are beyond the control of individual organisations.

Internal Strengths and Weaknesses.

There are activities that are also significant for performance and they can be
controlled, to some extent, by an organisation. They would include areas such as
management, marketing, finance/accounting, productivity/operations, research and
development, computer information systems, activities of a business.

When this David model is applied to dentists it starts with a specification of the
overall direction the practitioner wishes to pursue i.e. the corporate mission. The
mission definition is the first crucial step in the strategic formulation process as it

provides a basis on which functional strategies are formulated.

55



The Mission Statement.

The mission statement forms an integral part of any decision making. As far back as
1968, Argentini argued that the fundamental objective, or what is now called the
mission, of a business must be an expression of its "permanent un-alterable raison
d'etre”. In a more practical sense it can be argued that ways need to be found to
translate the mission into clear objectives, and that by far the most influential
technique is that of management by objectives. Jennings & Wattam [1994] define the
mission statement as the basic reason for the existence of an organisation and it helps
legitimise its function in society. Campbell [1997] considers mission statements as
useful because the get senior managers to identify a common view and at the same
time stimulates debate. The Managers Handbook by Ernst & Young (1992) defined
corporate mission as the long-term vision of what the business is, or is striving to
become. Similarly, the Collins Dictionary of Business [1995] define it as an explicit
written statement of an organisations long-term aims and objectives. The scope of
business is defined in terms of customers, products and business areas. Stoner &
Freeman [1992] define the Mission statement as a broad based goal based on the
organisations planning premises basic assumptions about the organisation’s purpose,
its values, its distinctive competencies and its place in the world. The purpose of
establishing a mission is therefore to develop an encompassing understanding of an
organisation’s purpose and overall direction.

The corporate strategy is more specific than the corporate mission; it determines what
portfolio of businesses and activities that the corporation should hold. Heene [1998]
considers that it should serve two very basic functions.

e To safeguard the organisations long-term survival.

e To determine the best way to achieve this long-term survival.
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The management of corporate strategies thus requires a regular analysis of the
strengths and weaknesses of both internal and external environments and to identify

any gaps between the objectives and the likely performance of the organisation.

The Heene model is illustrated in Figure 8. She considers that the essential areas of
strategy involve an understanding of four “constituting fields of decision making”.
These are what the organisation wants to do, what it can do, what it is allowed to do

and what it should do. These fields determine management strategy and are affected

by three “steering elements”.

e Environmental scanning to allow alignment of the company to its working
environment. [Especially competitive forces].

e The company’s resources and the way these resources can be re-allocated.

e The importance of the company’s value systems and its business ethics.

Liedtka [1998] questions the value of strategic planning and argues that traditional
processes have choked initiative and favoured incremental rather than substansive
change. She argues that formalised teaching has emphasised analyis and extrapolation
rather than creativity and invention. She makes the point that it is strategic thinking
and not strategic planning that is the way forwards. It is the individual and not the
organisation that thinks strategically and there is a need to develop the environment

for strategic conversation.
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FIGURE 8 THE HEENE MODEL
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Ernst & Young [1992] suggests that strategic implementation occurs in two distinct
phases. There is a dormant phase and a development phase. This is relevant to dentists
since, in general dental practice, strategic issues are often not considered or only
minor adjustments are made and this is the dormant phase. However, organisations
recognise the need for periodic fundamental reviews and then enter the active phase.
Wheelen & Hunger [1995] describe how corporate strategy will influence the
functional implementation within the framework of the corporate strategy. Each of the
functional strategies deals with a decision-making area by defining its goals and
objectives and detailing the deployment of resources to accomplish given tasks.
Functional strategies are thus the "instruments™ of corporate strategy.

The appropriateness of these conventional strategic process models need to be
challenged because of the validity of the assumption that forms the basis of these
conventional models; that is, they assume that strategies are deliberate and rationally
chosen. Previous research has, however, repeatedly highlighted the inaccuracies of
these assumptions. Mintzberg (1989) [Figure 5] by his identification of "realised
strategies” (i.e. strategies developed from patterns of behaviour without the
organisation knowing), demonstrates that not all strategies are deliberately chosen and
he supports this criticism by suggesting that the strategic process is a fluid process of
learning. Quinn [1981] reported that the strategic process is frequently characterised
by "logical incrementalism™. Jennings & Wattam [1994] quote Piercey and Giles
who suggest that good strategic marketing plans maybe produced by a wholly
"illogical™ process. They reason that this process starts at the "end" with tactical
implementation issues and then works backwards to the "beginning™ of the strategies

and missions.
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The conventional model is also criticised by Piercey and Giles for its failure to
recognise "processual characteristics™ of planning and the "essential nature of
iteration"; this is because they assume that each stage of planning is completed to
perfection at first attempt. They reported that “many companies only make a proper
start at strategic planning after allowances have been made for some 'illogically' to
creep into their planning process”.

Recognition that the conventional model represents a simplification of reality can
greatly assist the strategic planner, Piercey and Giles (1989) suggest that the
conventional model should serve as a strategy or marketing plan “focusing on what to

produce rather than the means by which to product it”.

Porter’s Generic Strateqgies.

In looking for a base from which to study decision making within general dental
practice, the works of Porter [1980] [Figure 9] are one of the better known and
provide a valuable starting point. According to Heene, for most people involved in the
strategic management field, teaching competitive strategy involves the teaching of
Porter’s model of generic strategy.

Porter states that the need to adapt to change leads organisations to ask key strategic
management questions such as, "Just what kind of business should we become? Are
we in the right fields? Should we reshape our business? What new competitors are
entering our industry? What strategies should we pursue? How are our customers
changing? How is the technology of our business changing? Are new techniques
being developed that could put us out of business?"

Porter identifies three generic strategies;

e Cost leadership.

60



e Focus (market segmentation).

e Differentiation.

Cost leadership is based upon having the lowest production cost and hence the
greatest profit margin, and not on offering the lowest price, this strategy allows the
firm to earn profits when their competitors have had their margins eroded away. The
cost leader emphasis emphasises cost control and organisational leanness. This
strategy is not strictly true when applied to GDPs because the fee scale for NHS
dentistry is based upon an item of service payment and prices are rigidly controlled by
the government, however effective management of production costs are a variable
that can be controlled by the GDP. Cost leadership strategies require the exploitation
of any economies of scale or expertise, and thus requires in turn a high market share.
The cost leadership strategy in dentistry does not lead to any increased benefits to the
consumer because lower cost to the GDP does not lead to lower prices for the patient.
Speed’s [1989] comments are relevant to private dentistry since he argues that while a
differentiation such as the specialisation on a certain area of private dentistry and a
focus such as superior customer service strategies bring benefits to consumers. This
differentiation leads to products that fulfil needs better by being different and focus
leads to products that fulfil needs better by being designed for a specific group.
Whilst Porter’s strategies are generally recognised as generic, the generic nature of
the product/market based strategies is questioned by Heene [1998]. She criticises
Porter’s model because of the development and the refinement of the competitive
environment. She now believes that there is a continual price erosion of competitive
advantage to the extent that while customer demand moves up, market prices for

products and services move down until they approach zero level. Additional
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incentives need to be given and she illustrates this with the cheap cost of mobile

telephones in order to attract customers to other services.
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However, the generic strategies of Porter’s model provide a useful framework with
which to study the strategies of an organisation such as general dental practice. The
model does however possess a number of weaknesses when applied to dentistry. As
an example, Porter suggests that in order to select an appropriate strategy the
competitive situation within industry the organisation must be first assessed in order
to identify its relative strengths and these will vary from industry to industry. When
applied to dentistry, it is difficult for GDPs to analyse these factors and thus assess
their relative power within the very narrow field of primary health care.

Despite these criticisms Porters generic strategies, they are considered of value
because Porter’s work draws heavily on well-established and researched concepts.
For example, differentiation and market segmentation strategies date back to the
seminal works of Smith in 1956, also the cost leadership theories e.g. economies of
scale can be traced back to the 1940's and earlier. In addition, the generic strategies
are broad and appear to encompass most, if not all, the strategic alternatives suggested
by previous writers. This study will therefore use the Porter model as an adjunct to the
David framework to study the strategies appropriate to general dental practice

development.

Summary:

This section has investigated the ways in which large companies make decisions
regarding their strategic planning. It is an area that has been well researched and
methods tried and tested over many years. The appropriateness of these sophisticated
models was evaluated and their application to primary health care was considered.

The combination of the Porter and the David models were considered to be of value in
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that they could be developed to form the basis of the proposed new dental decision
making.

3.5. SMALL BUSINESS

Small Business

The literature searches in the previous section revealed that much of the theory of
strategic management when applied to “Large firms” is not relevant to decision
making in general dental practice. It thus becomes necessary to look at general dental
practice in comparison with small business organisations, as it would appear to have
much in common with the conventional “small business”. Edge [1998] quotes the
existence of 3.9 million businesses in the UK of these; over 95% were small
businesses employing less than 20 people. A widely accepted definition of small firm
is still one based on the ideas of the Bolton Committee [1971] This identified three
important characteristics that are likely to have a strong effect on management and
decision making within a small firm i.e.

e They have a relatively small market share and cannot affect the market price.

e They are managed in a personalised way by their owners.

e They are independent and do not form part of a larger company.

As well as the organisational characteristics, the market conditions within which
small firms operate are very relevant. These small firms are usually at the margin of
market forces. They have little market power and this, combined with the fact that
they have a very limited portfolio of products that could offset the affect of changes in
demand in one market, means that they are exposed to considerable risk from
economic fluctuations. Survival in such an environment demands considerable

flexible and rapid response when conditions change. A significant difference in
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primary dental care is that by comparison there is a current man power shortage of

GDPs

Chaudry and Scully [1998] counted the number of adverts for GDPs in the British
Dental Journal over a 10-year period. They used this as a basis for evaluating
perceived manpower shortages in general practice and they concluded that and in
some areas the GDP will have significant market power within their own catchment

area.

Brouthers et al [1998] considers that small firms occupy unique positions because:

e They occupy strategic positions on economic grounds or work in high-risk areas
that large firms are reluctant to enter.

e In many economies they are the engines of employment, economic growth and
new product development.

e They can suffer strategic disadvantages in economic and technological terms.

e Because of their size, small firms cannot afford strategic planning staff.

e Senior management in small firms is often one individual

Because of the problem of a limited customer base and a relatively small output, the

loss of a major customer to a competitor or even the bankruptcy of a major customer

is likely to be of very considerable significance to a small firm. Johnson & Scholes

[1993] point out that the market conditions facing small firms [this would include

GDPs] continue to show considerable change. They also argue that the firm, above all

else, needs to remain flexible because the acute risk to the small firm of a loss of one

of its customers or a non-payment of account. The flexibility of small firms is relevant

because it results in short run production processes which in turn leads to strategic
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decision making in small firms becoming necessarily more short run orientated than
in larger firms.

These issues have parallels for GDPs, but within the NHS working environment, it is
unusual for competition to be significant and the fears of bad debts or government
insolvency are remote. However in the arena of private dentistry there is considerably

more competition and risk of bad debt by patients.

Distinct factors that affect the decision making of small firms ownership and control

Gore Murray & Richardson [1992] quote researchers such as Birley & Norburn who
consider that one of the most important features that distinguishes small from large
firm decision making is that small firms are managed by their owners. They suggest
that the main motivation is independence, this need to be self-employed and to be
"one's own boss" is placed above maximising profit or growth. Dentists who do not
feel this motivation might be salaried or remain working as associates.

Other references are those of Pearce, Robinson [1988] who comment that the
personal characteristics of the owner also has a strong effect on the decision making
process. First there is the issue of lack of expertise; this is because in small business
there is little scope to employ specialists in functional areas. They suggest that the
educational background of entrepreneurs is often poor but this can not be said to be
the case with general dental practitioners. Brouthers et al [1998] suggests that the
strategic managers are often the founders. They found that the management style of
the owner manager tended to be autocratic and there was a reluctance to delegate
operational decision making. This vision that started the firm [especially a successful

one] may in the future lead the firm in the wrong direction yet Brouthers comments
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that this intuitive or “gut feeling” approach of successful entrepreneurs has many
supporters.

Of particular significance to GDPs is that the organisational structure of a small firm
is of a simple nature and it is usually characterised by a high degree of informal
interaction between the owner manager and the employees. This raises the question of
the relationship with employees and the degree of informality present. Gore Murray &
Richardson [1992] quote writers such as Ingham. who suggests that industrial
relations in small firms are conflict free and seen by both employers and the
employees as mutually satisfying. These views are criticised by Blinkhorn [1992] for
providing too romantic a view, the nature of working relations is necessarily more
informal in such firms and could be a major source of stress for GDPs. This is
supported by research which indicates that inter personal conflict with support staff is
a serious cause of stress for GDPs. The financial resources of the owner also have a
strong effect on decision making because owners are often the only or main source of
capital. The availability of finance is often mentioned as one of the most substantial
problems the entrepreneur has to overcome and this area of increasing difficult for

GDPs.

The Lack of Strategic Decision Making

Rattan [1996] considers that a lack of rational long-term decision making is often seen
in general dental practice and in many small firms. This probably results from several
aspects of the organisation’s operation: The small business man is likely to be heavily
involved in the operating decisions of the company and continue to intervene in all
areas of operations to ensure that decisions are taken in line with their own views and

perceptions. This often leads to short term decision making and problem solving.
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These management structures often result in problems because there is little time
available for the consideration of strategic issues, there is often inadequate scanning
of the environment. It might be argued that continual involvement in operational
matters may affect perception and concentration on minor problem solving may
influence perception and an awareness of major issues.

Another reason why small businessmen including GDPs might have poor strategic
decision making abilities could be caused by limited experience of formal business
education. GDPs may not only lack the skills necessary to undertake such strategic
decisions but they may also be unaware of the existence of concepts and tools
associated with such decision making. It could be considered that many GDP’s
reactive decisions are based on responses to problems as they arise and this might be
caused by this very lack of awareness of strategic decision making methods.

Gore Murray & Richardson [1992] refer to studies by Bracker & Pearson [1986] in
which they demonstrate that firms that have undertaken strategic decision making for
five years or more had outperformed other firms. Central to this research is the idea
that it is reasonable to assume that, should GDPs make these explicit attempts to
address critical strategic issues, then they can take the initiative and ensure their
personal longer term objectives.

It might be prudent to quote Drucker at this stage “The graveyards of industry are full
of the tombstones of businesses that failed to adapt and change”. It might seem an
extreme statement to make when applied to apparently stable small professional
businesses but the literature searches have revealed increasing numbers of bankruptcy
cases in general dental practice.

Characteristics of small firms strategic decisions
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The characteristics of small firms discussed above have a considerable effect on the
strategic decision making process.

The research by Brouthers et al [1998] suggests that small businesses are best at
making moderately rational decisions and that small firms do not seem to suffer
significantly from the influence of power and politics. Although small firms tend to
be rational in the gathering of information, they appear to make limited use of it. The
authors also comment that decisions were made based on personal desires and
backgrounds rather than “best fit” strategies that are based on rational analysis. Again
the evidence suggested that small business decision making relied to a considerable
extent on intuitive feelings.

Gore Murray & Richardson [1992] refer to the work by Gallante [1986] which
suggests that the motivation for the owner’s need for independence rather than growth
means there is a significant difference between the small business owner and the
entrepreneur. Watson [1995] tries to make the distinction between entrepreneurship
and professional management and conclude that both are required for successful small
business. The entrepreneur is seen as orientated towards growth and his or her
decision making involves planning for that growth. A small business owner, on the
other hand will remain with just a single product, and be less likely to undertake
decision-making strategies. Mintzberg classifies those firms, which do not adopt any
form of planning, as being in the adaptive mode. In this mode they just muddle
through adopting reactive policies. The unique strengths of small firms is in terms of
flexibility and low management overhead costs which enables them to take advantage

of market niches and specialised products denied to the larger firms.
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The conclusion reached by Robinson and Pearce. [1988], is that the type of personal
relationship and the dominance of the informal structure means that strategic
management operates far better in this informal way than in the large firms. They also
suggested that if the strategic decision process is too formalised performance maybe

reduced.

Steps of Strategic Decision Making in small firms:

There are two major issues in small firm strategic decision making that are relevant to

GDPs:

e There is the question of the start up of a business and the issues that arise from it.

e Once established there is often the need to grow and clearly to survive.

e In each of these circumstances proactive strategic decisions have usually been
taken but these may develop via a series of incremental operational decisions with
each action taken in isolation without being aware of its consequences. It seems
reasonable to state that a rational and explicit approach to strategic formulation is

usually advantageous.

Evaluation of Alternatives

Gore Murray & Richardson also quote the research of Levin, Travis [1987] that
indicates an ongoing evaluation of both the internal and external environment is an
essential part of any small business strategy. Once a business area has been identified
the next stage is a careful investigation of alternative strategies. This is similar for a

start up and for an ongoing business.
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In a small business time is often scarce and the David model is of use in providing for

and an assessment of the asset base in terms of capital, abilities, experience, and

manpower in order to identify strengths and weaknesses. Then the external

environment must be considered for potential threats and opportunities. The David

model is of limited value because in practice, time constraint frequently limits this

procedure. Levin and Travis also consider that another features that makes evaluation

particularly difficult for the GDP and the small firm is a problem with the use of

financial ratios as indicators of the state of the organisation:

e An entrepreneur may enter a sum of money as a loan rather than an equity because
of the fear of loss if the firm fails

e The taxation system may encourage rewards to be taken in a form other than
profit for example, pension contributions or luxurious working conditions.

e Dividend ratio is not particularly useful.

e Dividend ratio decisions are not based on stock price because shares are not

traded.

Choice

Rattan [1996] considers that the mission of independence means that the choice of
strategies may well be dominated by the need for a GDP to keep control over the
practice and thus ensure future security. Risk associated with new markets, practices
and products, might mean the manager will tend to be cautious and aware of the
safety provided by experience and this means that incremental change will often
dominate the decision making process. When a decision has been made to start or
change a business rattan discusses how decisions have to be made as to how to give

operational form to these strategies. This is probably the most difficult in the case of a
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“start up or squat” for the GDP because, like most small businesses, they will often
have little operational experience and it can be difficult to foresee implementation
problems.

This reinforces the need for the development of a specific dental decision-making
model because a careful analysis of similar operations and of supply markets may be

useful in that the possible problems and benefits of some policies can be anticipated.

Conclusions:

The literature on decision making illustrated gaps because the searches revealed a
generalist nature in the theories. These included corporate strategy, the small business
and individual decision making processes. While some of these theories could
undoubtedly be applicable to certain areas of primary dental care it became apparent
that the unique scenario of general dental practice as a professional small business
needed further investigation. Large company or corporate strategy has been seen to be
unsuitable for GDP use. The main elements of these strategies may encompass all
strategy but the facilities to plan, evaluate and monitor the stages as well as assessing
internal and external environments are simply not available to the GDP. The
framework of David’s strategic management model was considered to be a useful
starting point for understanding the strategic process. David’s model was considered
to embrace some of the basic characteristics of general dental practice and the sub
division of internal and external factors could be relevant in the choices of
career/development pathways that might be open to GDPs. Within this strategic

framework, Porter’s model of Generic strategies is used is used to enhance and
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develop David’s all-embracing model of corporate strategic decision making
processes.

The investigation also looked at small companies and their management theory and
their relevance to general dental practice commented upon. Many similarities were
found but models were considered unsuitable because of the rather unique field that
the GDP operates in. The GDP is seen to be an entrepreneur, a small business and a
“Professional” and as such, these entrepreneurial professionals, meet at the interface
of sociological and economic theory. It was concluded that further research into how
GDPs might improve awareness of these changes and enhance their personal
management and clinical skills was required. The cultural characteristics of small
firms result in the involvement of a high degree of personalised management and
informality and while this has some advantages, it is important that the entrepreneur
GDP does need to consciously address the issues of decision-making and long term
planning in order to reduce risk. This is in contrast to medical practitioners who have
only recently been exposed to “Fund Holding” and hence to competition from other
medical practitioners. GDPs have always operated in a field of either direct financing
or the NHS item of service system. Although 1990 saw the introduction of the dental
capitation payment system. This provides only a minor part of dental income and the
patient still pays significantly more for their dental treatment than for their medical
treatment.

The management of general dental practice, as with most of the health caring
professions has been largely ignored by researchers and academics who have
traditionally focused upon both the clinical aspects of health care and the
undergraduate and postgraduate training of the individuals. There are many gaps still

remaining in the available literature. These revealed a generalist nature in the theories
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and did not take account of GDPs working environment; for example Blinkhorn
[1992] considers the causes of “Stress and burnout”, the issues of ethics and the need
for ongoing professional education within the dental and other profession. Little
thought seems to have been given to the reactions of GDPs to these environmental
influences and then in turn the sequelae these reactions will have upon the
"Professional™ status of dentistry. These issues are developed further in the next

chapter.
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CHAPTER 4: The identification of the GDP planning hypotheses.

The literature searches from chapter 2 revealed that changes are occurring that will
affect the ways that GDPs run their dental practices. It is probable that most dentists
will be required, in varying degrees, to make decisions regarding changes in their
practice management. Chapter 3 researched the ways in which decisions might be
made and the ways in which dentists as individuals might make decisions in
instituting these management changes. Researching the ways in which large
companies develop their corporate strategies developed this investigation and then a
focus was made on smaller company decision making. It was concluded that dentists
operate in a unique small business environment because of the demands of the
payment systems and the requirements of being a profession.

This chapter seeks to investigate some of the issues that are considered to impact
heavily on the working environment of the GDP. These issues are inter related and
have featured regularly in the dental journals, and they are related to ethical demands,
stress and the professional demands of continuing professional education and
standards. These issues affect many small businesses but dentistry might be seen to be
particularly affected by all of them. Each of the issues is investigated in turn.

Figure 10 illustrates the process.
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4.1 THE ETHICS OF HEALTH CARE.

Ethics is that area of philosophy that is concerned with human values. It can be
defined as “The principles of conduct that govern the decision-making and behaviour
of an individual or group”, but the unique professional small business environment
within which dentists work require further clarification. Vallance [1994] considers
that medical ethics is that branch of the philosophy of ethics that deals with moral
decisions in health care. It embraces dentistry and is relevant to the GDP because
rapid progress in the development and the delivery of available oral health care has
necessitated the ethical questioning of certain present-day practices. Professional
codes of ethics, such as the Hippocratic Oath with its rules of conduct for physicians,
may require augmentation because modern medical technology has created many
situations that offer conflicting alternatives. Within medicine, examples of these
technologies are kidney dialysis and organ transplants, which might require decisions
on their allocation and may depend on consideration of personal and family
consequences. Dentistry faces its share of ethical dilemmas, some of these are
ensuring that equal standards of oral health are available to all patients while at the
same time giving the highest standards of available care to each and every patient.
The current manpower and resourcing problems mean that these two issues are
frequently brought into direct conflict. This section of chapter 4 investigates the
importance of ethics and professionalism in dental practice. Future references to
“ethics” embrace the above understanding of the word.

4.1.1 Professions and Professionalism

It is important to understand the meaning of the word *“Professional” when addressing

the problems facing dentistry and GDPs in particular. The way in which dentists are
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expected to perform and behave within their professional arena is crucial to the
planning objectives of GDPs. Figure 10 illustrates the layout of this chapter.
Vallance [1995] considers that the role of the profession is not to be confused with
that of business, and the origin and the nature of the rules and behaviour of the “true”
professions differ significantly from those in business. She concludes that there is
considerable confusion as to what constitutes a profession, what it means to be
"professional” and what the role of ethics is in distinguishing a “profession” from
other careers. Part of this confusion arises from the fact that many groups want to be
considered professionals. [Groups such as accountants, bankers, financial analysts etc
can all be distinguished by virtue of their distinct and skilled tasks and they seek the
status that might be described as a "Profession™]. But if these distinctive groups are
included as true professions then it negates the special role of true professions in a
modern society.

The validity of Benjamin Franklin's saying that "If rascals knew the profitability of
honesty they would be honest out of rascality” is perhaps open to question, but it
contrasts sharply with the views of the American comedian W C Fields: - "That if
anything is worth having, it's worth cheating for". These issues focus on the
continual talk of profit maximisation within industry. Drucker argues that if these
models are applied to the professions, then it feeds perceptions that “Professionals”
are breaching their trusted positions if they operate for profit maximisation.
Ultimately these professionals will become the targets of negative social criticism.

4.1.2. Characteristics of a Profession

The word profession has been used in such different contexts and so differently

defined that the original concept has been confused and watered down to the point of
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virtual meaningless. The literature and common usage have recognised certain

specific characteristics. These are listed by Behrman [1988] and some of these are:

e Aclearly defined field of expertise which distinguishes it from other careers.

e A period of prescribed educational training, which precedes entry.

e A selective process of entry into the profession and restricting its membership to
those qualified.

4.1.3. Expertise and Service

Burhman [1988]. considers the basic reason for distinguishing between professionals
and non-professionals is that there is a unique quality of knowledge and practice in
the professionals, which cannot be acquired by just anyone. This service is one that is
required by both the society at large and particular individuals. This service is often
needed under conditions of extreme need. Berhman argues that the services of
professionals are not sought for the advancement of society but that they are needed
to remedy perceived or actual goals, the relief of which will allow society to go
forwards. These professional services are not willingly demanded but are required
because of the adverse conditions in society or in the affected individual. The benefits
of these services will help society in general as well as the needy individual.
Professionals are expected by society to contribute to the welfare of the society and
should not expect to be recompensed directly or fully. In a sense, society asks from
the professionals a contribution of an unspecified amount to be given at an unknown
time; the members of the profession are expected never to refuse such socially
required contributions.

This is very relevant to dentistry because the services of dentists are frequently
required under conditions of duress. That is, the patient is not eager to request the

services of the dentists and a patient in acute pain only does so as a means of
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redressing an undesirable situation. There is, therefore, often a condition of actual or
quasi-duress, which differentiates the services, offered by a professional dentist from

those provided by other groups in society

4.1.4. Code of Ethics

The unique expertise in a speciality is also the basis for the societies' willingness to let
a profession set its own code of behaviour. Professions are self-regulating and thus set
the scope of their role and determine how that role shall be carried out in order to
benefit the society in general. These codes of ethics which individual professions set
are obviously consonant with societies needs, but the society lets the profession
determine what it does. The society is not expected to know precisely what it needs
from these professionals. If the service is delivered in a non-profit driven manner, and
if the income received depends upon the recipients ability to pay, then Berhman

concludes that society is willing to let the profession set its own rules.

4.15. Levels of Service

Renson [1992]. considers that in order to maintain the appropriate level of
professional expertise then dentists and doctors are supposed to receive continuing
education or at least to keep themselves abreast of "latest practice”. Their patients are
supposed to receive treatment or service of at least equal to "standard operating
procedures", "service appropriate to the community™, or "the highest levels of current
practice”. Whatever is decreed appropriate is to be offered to all individuals in similar

need thus, no dentist is expected to relate the quality of service to the fee to be

received. The same in quality and effort in work is expected for all dental procedures
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regardless of the fee. It is this unlinking of quality and price that is not accepted in
any other small business activity in the economy.

Landes [1996] considers the effects of private dentistry and explains that dentistry is a
profession only because it meets a need within society for its specialist services.
Society is changing rapidly and these new divisions within society mean that roughly
40% of the population will continue to enjoy benefits of secure employment and
another 40% will belong to a selection of population in jobs where they are on short
term contracts. Because of this, Landes believes that private practice is a great threat
to the dental profession because there will be an underclass where increasingly
dentists do not want to practice. Yet it is amongst this group that dental disease is
most prevalent and it is this population that is in most need of dental skills. Landes
quotes

a national adult and child dental health surveys which reports that 70% of the burden
of dental disease in one northern city where he worked is experienced by 30% of the
population. He comments that it is unlikely that this group will be abandoned without
some sort of access to oral healthcare by any government of whatever political colour.
However, he concedes that most modern healthcare has high costs and that certain
treatments are beyond the public purse. This makes it inevitable that a proportion of
dental care will be demanded and in many practices, this is often used to subsidise the
NHS side of the practice. If NHS dentistry continues to experience under funding then
Landes argues that as a profession, dentistry should not turn its back on society. He
considers that the dental profession needs to maintain access to some form of dental
care for all, even if this means lowering accepted treatments. This level will depend
upon what the government is willing to realistically pay for, it maybe no more than

anti-biotics and extractions.
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4.1.6. Problems in the Dental Profession

Central to this research is the issue that general dental practitioners might no longer
be acting as professionals and that they are neither playing the roles, nor being
accorded the unique status they should have in society. Renson [1994] considers that
one of the problems is the increasing specialisation amongst the members of the
profession. As the criteria of education and training have become more and more
rigorous, specialised and costly, it has widened the distance between dentists and
patients.

Burhman [1988] considers that these conditions might have caused this distancing and
it permits the members of the profession to decide to make money, rather than to
make a living. He reasons that in the health professions "making money™" puts a high
emphasis an income generated while "making a living" stresses the relationships of
professional to patients that in return, an adequate and socially acceptable living
would arise for that given profession.

The “true” professions are supposed to provide excellent service at equitable (not
equal) fees or cost to those served, yet the system of payment within NHS dentistry
creates conflict because it delivers an equal fee structure irrespective of the individual
patient difficulties.

Harper and Row [1974] consider that it is the responsibility of company managers and
members or leaders of the professionals to create an atmosphere of integrity,
excellence, performance and achievement reflecting ethical standards of behaviour
starting at the top and preceding through all levels.

In considering the role ethics plays in the lives of GDPs, it can be seen that the daily

routine of the dental professionals is closely allied to the accepted ethical standards of
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a profession. It might be argued that these issues are now in a state of flux due to the
rapidly changing environmental circumstances. A background understanding of
medical ethics is relevant to this research paper and it is important that a wider view

of the problems facing dentistry are understood: -

4.1.7. The Question of Equity.

Renson [1996] considers that one of the major issues facing medical/dental ethics is
equity. He defines this as fairness and justice and considers that in the UK, equity has
always been at the heart of the NHS. However, recent advances in both medicine and
dentistry have created changes in perceptions and expectations of patients.

It puts into perspective, the tension between individual right and the public good.
Active therapy of many conditions is undeniable beneficial, the condition is readily
treated, the outcome is good and the public good is enhanced. Coronary artery by-
pass surgery is an example of this. Where it becomes more difficult is whether it is
necessary to set limits, if any, to the number of such operations carried out.

It is also clear that some procedures are unproved and are of a research nature.
Renson [1996] considers that an advancement of knowledge is a prerequisite for any
profession and it is essential that such development continues and that it is
appropriately funded. But he agrees that what is equally true is wide dissemination
and use of new treatment before evaluation can be a waste of resources and also might
cause harm and distress to patients. In between these two extremes of the well-
established and effective therapy and the new developments are a wide range of

conditions and treatments, which cannot be readily classified. This could be seen in
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an extreme form with individual patients demanding expensive therapy whose values
are not proven and considered to be limited value. It might be reasoned that in such an
instance, the cost of treating one patient with finite resources is taking from another
patient and this is perhaps the core of the problem. A fundamental of the politics of
the NHS state that this is not the case in the UK but it would seem that GDPs are
facing this very problem.

In the real world, availability of resources is now occurring in dentistry. Treatments
that are of both questionable benefit and are of proven value exist, but when the
individual patient who wishes treatment whatever the cost or small chance of success
they will effectively deny treatment of others. Attempts have been made to devise a
system in which the fairness of allocation of resources for any particular form of
therapy is equitable across the population as a whole. However, the Oregon initiative
in which the population was involved in setting medical priorities showed how
difficult this could be.

Another ethical dilemma for GDPs is the responsibility of treating all patients. Some
dentists are choosing not to treat people with AIDS because of the risk of accidentally
contracting the disease. AIDS-infected dentists are also part of the ethical dilemma
because of the perceived risk of transmission to patients. Although the risk of dentist
-to-patient transmission is believed to be minimal, the question is whether, with

proper precautions, dentists with AIDS should continue to treat patients

4.1.8. The Distribution and VValue of Health Care.

The principles of medical ethics state that doctors should serve humans with full
respect for their dignity and gain the confidence of their patients. Physicians should

also honour the rules of their profession and expose those who do not follow the high
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standards of conduct. Doyal & Cannell [1993] consider how GDPs now face the
ethical dilemma of “Whistle Blowing” by publicly criticising a colleagues’ standard
of work in order to protect patients but aat the same time undermine the status of
colleagues.

The General Dental Council carefully controls advertising; indeed advertising has
only recently been permitted and in a very modest form. This created interest within
the professional interest in the moral problems that arise from the effects of
advertising. These include problems about how expensive treatments such as cosmetic
dentistry crown and bridgework orthodontics should be allocated in an environment
of under funding.

Perhaps simple common sense should form the basis of all decisions that GDPs need
to make and this point was elegantly made by Thomas Jefferson in his letter to WC
Jarvis 28 September 1820. “I know of no safe depository of the ultimate powers of
society but the people themselves, and if they're not enlightened enough to exercise
their control with a wholesome discretion, the remedy is not to take it from them but
to inform their discretion™.

The issues discussed within this paper serve to exemplify the interplay between
theory and practice in the area of ethics. It is of relevance to this study that similar
problems are affecting other professions. New fields of ethics, such as bioethics,
engineering ethics, and environmental ethics, deal with issues not previously
contemplated. They are developing rapidly and are problems that are of concern to all.
Abortion and euthanasia are other familiar examples of moral problems in medicine
that are becoming moral problems for the wider society.

The future of dentistry is relevant to all GDPs and a recent green paper [HMSO

Improving NHS Dentistry, London, HMSO 1994 (publication number CN 2625)].
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stimulated many different views and reactions. Many of these views reflected the
conflict between personal financial survival for the GDP and the need for the dental
profession to remain ethically responsible to the public. The paper reinforced the
thought that dentistry is currently facing a profound crisis. In simple terms it stated
that there is a growing emphasis on ever more sophisticated forms of treatment for
certain groups of people which has to be set against an increased number who never

receive even the most basic dental health services.

In general health terms, the last 20 years have seen important advances in the analysis
of what medicine and health are all about. One of the most important contributions
came from lvan lIllich in his book Medical Nemesis- the expropriation of health. Illich
was concerned with both the nature and the content of medical/dental practice. He
considered that the medical establishment was a major threat to health and in taking
his views to the extreme, it was argued that if less medicine was better medicine then
perhaps no medicine was the best medicine of all! An example of medical hazards is
that in our pollution-conscious society, as recently as 1956, mercury in the form of
grey powder was regularly administered to infants who were teething. The

aetiological link with Pink's disease took years to establish.

Chadwick, the great social reformer argued in 1842 that the general improvement in
UK general health standards was only marginally due to conventional medicine. he
thought that improved general health owed much more to improvement in social
conditions and the practice of public policies. Because of the increasing doubts as to
the benefits of health treatments and occasional disasters, of which thalidomide was
the perhaps the most bizarre example, there now seems a greater willingness to

evaluate the process of medical care.
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Hobdel [1995] describes how in the late seventies, Illich [1976]. supplied politicians
of the emerging right with an intellectual basis for the politically motivated
dismantlement of nationalised health care programmes. His reasoning legitimised the
placing of medicine/dentistry in the market place as a commodity for sale because if
health care does have any value then it is in the market place where its value will be
determined. The thrust of Illich’s argument was that the practice of medicine

damaged people in three ways:

e Physically e.g. by inappropriate drug or other therapy.

e Creating in people an addiction for, or dependence on health care.

e By expropriating individual responsibilities for health

His principle solution was to remove health care from medical professions and re-
appropriate it to the people themselves. To many, the spectre of a recurrence of Pol
Pot's Kampuchea where untrained teenagers carried out major surgery and the
resultant destruction of medicine was unacceptable. However, the New Zealand
Government’s proposal in the mid 80's to completely remove any form of statutory
control over the practice of dentistry leaving standards and quality to "free-market
forces" was perhaps less evilly intended. However, it was a serious attempt at the type

of processes that Illich's solution had proposed.

The events and thinking which lead to the publication of Illich’s Medical Nemesis
were symptomatic of a disenchantment with modern medicine and others began to
think along similar if medically less destructive lines. The World Health

Organisation's discussions resulted in the Alma-Ata Conference, which was held in
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the USSR in 1978. At this conference, the concept of the Primary Health Care

Approach [PHC approach] was formally launched as the strategy for 'Health for all'.

4.1.9. Individual Responsibilities and Ethical Dilemmas

Hobdell [1996] considers that medical care should be part of the quality of life of all
peoples irrespective of race, creed, wealth, gender or social status. He acknowledges
that seeking health care has always had its attendant risks and that some risks now
outweigh the benefits. Renson [1995] considers it a failing that the recent
announcement that more than half of Britain's hospitals are refusing treatments that
are available on the NHS and is illustrative of some of the changes occurring in health
care. Porter [1993] considers that the monetarist policies of the 1980's destroyed any
chance that the Primary Health Care approach launched in 1978 at the Alma-Ata
Conference could achieve the World Health Organisation's (Health for all) target by
the year 2000. He concludes those free-market economies and their economic policies
when applied to health care (including dentistry) usually leads to declining levels of
health. Renson [1995] also deducts that this has created a sustainable argument
against these right wing developments and thus creates the need for strong public

health program and this including dentistry.

Hobdell [1995] considers that the problem of redistribution of finite resources is one
of a number of issues, which have increased the pressure on dental personnel. He lists

three reasons why ethical dilemmas have increased in recent years.
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e Health is becoming a consumer preference and is being set in the market place.
Thus private dental practitioners might find themselves selling health care as a
commodity to the highest bidder rather than offering a service on the basis of

need.

e The development in high technology which has raised the cost and availability of
treatment. The problem is compounded by the issue of who should be given
access in the first place to limited high technology resources and on what basis

should people be selected.

e There is the pressure from international and national bodies to implement the PHC

approach in respect of providing total popular coverage with basic health care.

He reasons that these dilemmas impact in different ways on different sectors of the
health profession. The pressures are different, for example those who work in mainly
tertiary levels of education, where much of the high-technology medical care is
located, have specialised problems. The pressures felt by a community-based general
dental practitioner whose concern is to make primary care available to all are just as
great. As these pressures are felt differently by different sectors in the health field it is
likely that GDPs will respond in different ways. These responses may therefore be
divergent and competitive resulting in further fragmentation or confusion within the
services. Hobdell also argues that both health and personal autonomy are fundamental
human needs and that neglect of the first can lead to less of the second. Illich has
pointed out that health care workers have usurped peoples power over their own
health so that when they become sick they feel unable to do anything about it
themselves. He reasons that people have come to believe that their health is dependent

upon the intervention of trained health personnel and thus they loose their autonomy.
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Hobdell considers that the role of health workers is not to create a state of dependency
but asks how health workers should deal with ethical dilemmas such as whom and
how people should be treated. He comments that without nationally debated and
accepted guidelines, health workers face an impossible task because if care be sold as
a commodity to the highest bidder rather than a service on the basis of need then on
what basis should access to high technology resources be made? He asks how can

total population coverage of primary health care are achieved.

Perhaps a deduction is that all health workers, including dentists, must face up to their
responsibilities and obligations to the whole of society. Hobdell argues that simply
allowing health to be treated as something for the privileged few, as has happened in
the past, is inconsistent with the belief that health is a universal human right and a

fundamental human right.

4.1.10. Wants and Needs.

Grace [1995] describes a confused attitude that exists towards health promotion in
dentistry. Current doctrines are that people should want what dentists advised was
best for them, simply because it was what was needed for better oral health. Grace
discovered that when he was out of the environment of being a GDP, and working for
a commercial company, in the real world, the difference between wants and needs can
be the difference between profitability and bankruptcy. He comments that people
happily buy what they want and resent paying for what they need. In health behaviour
there is a similar dilemma between wants and need. Health professionals identify the
need for people to change their behaviour to improve their health; it is apparent that
people only change their behaviour long term when they want to, instead of when

they need to. Grace considers that despite this awareness of the difference between
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want and need there is still a great emphasis in dental health promotion on need as the
driving force behind health promotion activities. Organisations (such as the World
Health Organisation) focus on health need, government initiative use need as a
yardstick for both funding and activity, studies are carried out based on dental need
and so on. Grace considers this focus on need may be historical, traditionally it

supports the concept of the health professional as the figure that knows what is best.

It may be because the idea of focusing on satisfying peoples wants rather than needs
is a little too commercial in its approach and that it creates the dilemma that dentistry
might need to look at this commercial approach to be more open in persuading people
to have dental treatment. Grace comments that people involved in marketing and
selling tend to stress want rather than need and illustrates this with the observation
that we all know the difference between want and need when we are buying, but tend
to forget it when we are selling. It is this apparent disability to see the world from
another point of view that creates problems for the GDP. Grace comments that many
GDPs still think like experts or parental figures who assume patients will simply
accept wha