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Ladies and gentlemen, friends and
colleagues, and collaborators—more
precisely “co-laborers” in the en-
deavor to improve the oral health of
the American public—good morning
and good wishes as you inaugurate
your first joint meeting of ASTDD and
AAPHD and bring into your midst the
ADA, AAPD, ADEA, Medicaid dental
program directors, ADHA, and so
many others. How refreshing it is to
officially recognize an activity that
codifies something each of you al-
ready knows—that coalition building
begins at home and that we are us.

Sometimes unkind things are said
about people who talk to themselves;
but in our case, getting ourselves to-
gether to talk with ourselves is the
essential first—albeit definitely not
sufficient—condition for meaningful
work toward accomplishing our
shared mission.

Exactly how shared is our mission?

Quoting directly from organiza-
tional Web sites, which dental organi-
zation do you believe lists the foliow-
ing in describing its purpose:

This Association fulfills its public
and professional mission through
initiatives in education, research,
advocacy, and the development of
standards. (ADA)

Which organization touts:

Our mission is to address contem-
porary issues influencing educa-
tion, research, and delivery of oral
health care for the improvement
of the health of the public. (ADEA,
formerly AADS)

How about:

We seek to improve total health

for all citizens through promotion
of effective efforts in disease pre-
vention, health promotion, and
service delivery. (AAPHD)

Try this—an easy one:

We are dedicated to improving
and maintaining the oral health of
infants, children, adolescents, and
persons with special health care
needs. (AAPD)

Lastly:

This association formulates and
promotes national dental public
health policy, assists in the devel-
opment of programs and policies
to prevent oral diseases, and pro-
vides information on oral health to
policymakers. (ASTDD)

Oh, and let me throw in my own
organization, the Children’s Dental
Health Project, with its mission state-
ment:

Dedicated to assisting policymak-
ers, health care providers, advo-
cates, and parents improve chil-
dren’s oral health and increase
their access to dental care.

Apologies to ADHA—my partner
in this keynote address. I recognize
that they share profoundly a commit-
ment to the oral health of the public. I
wasn’t, however, able to find their par-
ticular public health proclamation on
their Web site, which listed the mis-
sion appropriately as representing the
interests of dental hygienists.

So, with your permission, I am
pleased to proceed on the assumption
that whether we are talking about or-
ganized dentistry in the form of ADA,
ADHA, AAPD, dental schools, or clas-

sic dental public health organizations,
we do indeed share a common mis-
sion—the mission of improving oral
health. At least from the outside look-
ing in, we claim to share that mission.
From the view that we portray indi-
vidually and collectively to the world
at large and in particular to the subset
of that world-—policymakers—we are
all of one stripe, one color, one mode,
one concern, and one mission.

Why do I single out policymakers?
Because these are the people to whom
the public has granted political power
and authority to allocate our shared
and common resources. Dollars. Pro-
grams. People. These are the people
who in large measure determine what
we are and are not able to accomplish
on behalf of the public they represent.
If they care, if they “get it,” and if they
champion our cause, we are empow-
ered with the public’s resources to
serve that public. This is true whether
we are talking about making it possi-
ble for a child insured by Medicaid or
SCHIP to obtain comprehensive, con-
tinuous, and competent dental care
from the private dentist and hygienist
on the corner, or whether we are seek-
ing to fluoridate Los Angeles, train
more dentists, improve oral care in
nursing homes, meet the needs of spe-
cial needs citizens, convey informa-
tion about personal health responsi-
bilities to the populace, or any other
effort to improve human welfare
through oral health promotion and
dental care.

Now from the inside we may see, or
sense, or know, or feel that our greater
whole—our collective—our suppos-
edly shared commitment—is often, so
very often, hard to find because our
collective is robustly flawed by a splin-
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tered panoply of organizations with
individual self-interests, narrowness
of perspectives, internal organiza-
tional constraints, and subtle differ-
ences that play out as almost un-
bridgeable divides. Interorganiza-
tional relationships often are tainted
with suspicion, poor communication,
and simple prejudice. These differ-
ences, rather than our commonality of
mission, become our obsessions un-
less we actively elect to do something
about it. Unless we force ourselves
back to basics, back to commonality,
back to what we are here for in the first
place.

My purpose in airing these not-so-
generous aspects of human nature—a
nature that constantly seems to seek
differences rather than commonal-
ity—what Dr. Seuss called the distinc-
tion between “star-bellied sneetches
and plain-bellied sneetches” in his at-
tempt to warn young children about
the dangers of focusing on our differ-
ences rather than our similarities—the
purpose in airing this point is to issue
a warning and to make an observation
that may help shape your thinking,
your deliberations over the next few
days, and your actions back home.

The warning is that legislators and
governors and agency officials—those
folks who allocate the resources that
we need to meet our goals for the pub-
lic—love nothing more than a squab-
ble that leaks out of an otherwise co-
herent community because it gives
them a ready-made excuse to do noth-
ing ... tosay, “Come back when you've
got your internal differences settled.
Come back when you can give us rea-
son to believe that the support we give
you won't get wasted, but will come
together for the common purpose you
claim.” They have no reason to distin-
guish among dental groups—whether
public health focused or private prac-
tice focused—because to them we are
all “dental.” And if dental doesn’t
know what it is doing, they know not
to put money where people’s mouths
are.

The observation is that the one thing
that had always distinguished public
health from all other dental groups,
the very defining characteristic of den-
tal public health, the thing that makes
ASTDD ASTDD and AAPHD
AAPHD, that thing is no longer exclu-
sively the province of public health.
You all know what that thing is—what
our claim, our special perspective, our

unique niche has always been. It is, of
course, our insistence that dental pub-
lic health uniquely takes the popula-
tion perspective rather than the indi-
vidual perspective.

I suggest to you today, at the begin-
ning of your millennial meeting, your
“coming together for the new millen-
nium” sessions, that you no longer
hold the distinction of that critical per-
spective. In fact, whether you and the
greater public health community have
successfully sold the population per-
spective or whether it was simply ap-
propriated out from under you by the
private finance and delivery systems,
the HMOs, the health networks, infor-
mation systems, accountability gurus,
the health care financiers, and the
health management corporations, the
entire universe of American health
care has discovered population-think
and has accepted it as an element of
modern health care.

For example, my daughter and her
medical school colleagues are intro-
duced to a population perspective in
their first clinical rotations as they
weigh various costs and benefits im-
pacting not only the patient, but also
the health system and society in learn-
ing clinical decision making. My den-
tal students are introduced to Bayes
theorem and the notion that the odds
of correct decision making in reading
bitewing radiographs relates to the
population from which their patients
are drawn. My partners in private pe-
diatric dental practice use both nu-
merators and denominators in evalu-
ating practice performance and con-
sider how the practice relates to all the
children in the towns they serve.
Health plans increasingly provide di-
rect feedback to providers about how
their practice profiles compare with
their peers serving the same commu-
nity.

At the organizational level, the
word population shows up or is di-
rectly implied in the mission state-
ments of the ADA, AAPD, and ADEA,
as well as the ASTDD and AAPHD.
Accountability is the vogue in health
care today, and assessing account-
ability relates to populations.

The HRSA-HCFA oral health initia-
tive, the Surgeon General’s Workshop
and Conference on Children and Oral
Health, the new Secretary’s Initiative
on Oral Health and the Healthy People

2010 program, the new 416 Medicaid

reporting measures, the MCH-man-
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dated sealant performance measure,
the ADA’s AIM conference report, the
GAOQ’s new report on low-income
populations, some provider incentives
in Medicaid programs, and increasing
numbers of commercial dental insur-
ance programs all relate to popula-
tions or, at the very least, enrolled or
captured populations—both those
who receive dental care and those who
do not.

So, now that the word is out and
you’ve won the battle and the “P”
word is on everyone’s lips, what be-
comes the role of dental public health?
Perhaps you have become more rele-
vant and more important and more
valuable than ever before.

Why?

¢ Because you are the population
message makers and message takers.
You have the background, the tools,
the expertise to make sense out of
population-think and to express how
the population perspective informs
public policy and clinical care.

¢ Because you are the information
source—providing baseline informa-
tion, performance measurement, pa-
tient satisfaction outcomes, and per-
spective for the new converts to popu-
lation-think.

e Because you know more than
any other dental groups about using
data, about social organizing, about
risk assessment and triage, about dif-
ferential interventions, and about out-
comes.

o Because you know about moni-
toring programs, measuring systems,
and evaluating not just input, not just
process, but outcomes, as well.

With these skills, what opportuni-
ties present that may appear novel, yet
are comfortably rooted in your long
and valuable past? The opportunity to
inform, to educate, to lead, and to fa-
cilitate true coalitions. The opportu-
nity to meet the needs of the larger
dental community in assessing per-
formance and advocating policy.

¢ Now that dental societies for the
first time know how important it is to
address how their members impact a
community, they need you and your
guidance to show them the way.

* Now that there is interest in
Head Start and WIC to be adopted by
local dental societies i

o , , you can inform
clinicians about working with groups.
~ * Now that individual practitio-
hiers are coming to understand that
they may be isolated, but are still part
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of a system that can be enhanced
through effective information feed-
back, they need you and your guid-
ance to show them the way.

¢ Now that dental disparities and
access have made it into the agendas
of the National Conference of State
Legislatures and the National Gover-
nors Association and the National As-
sociation of State Medicaid Directors
and the Association of Maternal and
Child Health Programs, these organi-
zations also need you and your guid-
ance to show them the way.

s Now that we in dentistry are on
policymakers’ radar screens, now that
we have effective champions in fed-
sral and state legislatures, now that the
larger communities of interest are
thinking systems and caring about
performance, they need you and your
guidance to show them the way.

You are not unempowered by the
sharing of your unique perspective.
Rather, you have gained a new tactic
in tying your interests to those of oth-
ers in the broad dental community. If
you try to continue solo ownership of
the population perspective, you will
lose—sooner or later. You will hunker
down into issues of turf and control
and will miss the point. If you extend
your perspective, expand the avail-
ability of your expertise, share not
only your knowledge, but also the util-
ity of your knowledge broadly, you
become the change agents. You be-
come the facilitators working across
multiple groups, you become the mes-
senger about the big picture and you
effectively influence those policymak-
ers I spoke of before—those people
who control resources.

In fact, collaboration is your natural
medium, your primary tool, but not
your product. What you do when you
bring people together—dentist and
hygienist, dental providers and health
services researchers, dental delivery
systems and public finance systems,

public-level interventions with indi-
vidual-level interventions, medical
providers with dental providers; what
you do when you bring people to-
gether is what makes it possible to
develop valuable products: political
will, enhanced clinical policy, and ef-
fective public policy thatimproves the
oral health of all, while helping dental
care become a more rational—yes, evi-
dence-based—and effective service.
My particular bias is kids. I want to
know that you in dental public health
see dentistry as sentinel, as a marker
for coverage and enrollment and for
moving beyond a coverage card into
meaningful care. I want to know that
you are change agents who bring pre-
vention to the most vulnerable chil-
dren in our society and effectively re-
duce their disease burden. I want to
know that dentists and dental hygien-
ists who specialize in the population
perspective can make that perspective
meaningful for the whole community
of dentists and hygienists so that den-
tistry’s responses to the access prob-
lem, the disparity problem, the work-
force problem, the financing problem,
the administrative problem, the ac-
countability problem, the quality
problem, the evidence problem, and
the barriers problems can all be well
informed and can all hold real promise
for both effectiveness and efficiency.
The world of health care and of den-
tal care has, in a real sense, begun to
catch up with you. Perhaps you've
been out front too far for too long. Now
is your chance—as academic public
health dental professionals and as
state-level practitioners, as re-
searchers, and as program administra-
tors—now is your chance to rally with
your colleagues from across the dental
profession and the entire community
of health professionals to inform, to
lead, to teach, and to move dentistry
truly forward in this, the 21st century.
You have begun this year by for-

mally getting together and talking to
yourselves. I wish you the greatest of
success as you take the benefits of your
expanded dialogue into the larger
health care world and grow more and
deeper relationships with all who care
about equity, performance and, in-
deed, complete health as they emerge
into an information-driven century
that asks them what they are doing to
improve the health of the public. Pub-
lic health, or increasingly more apro-
pos, the health of the public is the
name of the game today. You, better
than anyone, can inform this perspec-
tive and lead coalitions and collabora-
tions into a healthier era.

Abraham Lincoln wrote that it is
“essential to develop the habit of ob-
servation and reflection.” To habitu-
ally—that is, regularly and faith-
fully—stop in your own tracks to ob-
serve closely and reflect broadly, to
learn from your own activities. I sug-
gest that each of you heed Mr. Lin-
coln’s advice and stop repeatedly
throughout the next four or five days
to observe how your sacred popula-
tion perspective is playing out in your
deliberations and to reflect thought-
fully on how that special perspective
can be applied usefully to those out-
side of your immediate commu-
nity—to those who, like you, are com-
mitted to improving the oral health of
the people who comprise the public.

May you go from strength to
strength ... from your past effective-
ness, calling for a population perspec-
tive, to your future role, making that
perspective relevant to all who care for
our populace. By combining the
power of information with the power
of coalitions you can lead, excite, and
engage others and help shape a coher-
ent and committed group of profes-
sionals into this new decade, century,
and millennium.



