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ABSTRACT 

a The reeent fiscal restraint policies adopted by different levele of goveinment have 

impacted on Canadian publidy-bded programs, including the Non-Insuted 

Health Benefita RJIHB) program that provides dental semices to the Fimt Nations 

Treatp and Inait communities. 

Considering the previous Cüeparity between increased resource aliocations to the 

above groupe, these poliae~ of fiscal restraint are pBlsticuIar1y d e v a n t  to the 

dental health of First Nations Treaw and Mt comxnunities, who have yet to 

witness the temarkab1e dedines in dental disease prevaience exhibiteci by moat 

other Canadians. 

Recent NIHB dental program audits have emphasizeà concerna over health 

deliverg to those eligible for benefits since marked regional discrepancies in the 

fee-for-service component cannot be supported by epidemiologid data on the 

service needs of individual communities or their service outcornes. 

a These audits and other data have culminateci in a growing perception that soma of 

the infiationary NIHB dental program expenditures were partly the resdt of the 

providers' service costs rather than the First Nations Treaty and Inuit 

commdties' semice needs. 

a AB a short-tenn strategy to CU& the program's inflationary trends. the NItIB 

imposed restrictions on the provision of dental services to these communities on 

January 1st 1996, based on an arbitrarg set of aerviœ fkequencie~. 

O In response to opposition to t b  'hquency-baaed' initiative h m  both serilice 

providers and clients, an alternative "ne&-based' system wae pmposed, whereby 

services that exceeded a $500 pnce threshold required prior appmval, in addition 



an appeal mechanism controlled by both professionale and First Nations Reaty 

and huit representatives na8 proposed. 

Due to uncertaintiea for the effivenese of this "needs-basedn ettategy, a trial 

wu initiated for one region (Manitoba), based on the pi.emise that ita adoption by 

0 t h  regiom would follow the acquisition of eupportive data . 

In this trial study, service data were compared between equivalent nine month 

p e n d  in 1995 and 1996 (i-e. before and a f k  the implementation of the 'needs- 

based' [Manitoba] and 'fkquency-based' strategies [other regionel). Reliminarp 

analyses of these resulta indicateà that: 

O the 'needs-baseà' strategy was more effective in the constraint of semice 

expenditures than that based on service frequencies; 

no signifmant reductions in service diacreparicies were achiwed by either 

strategy. 

More appmpriate (long-term) preventive strategies are therefore required to 

reduce the dental disease burdene of these communities (and the& associateci 

service expenditures. Ale0 epidemiological data on their dental neeàs and service 

outcornes are aucial to assay the effiveness of the NIHB dental pmgram. 



NOTE: 

In this study, the data are preaented in a graphitai format within the main body of 

this tert, and in a tabuiar format in the Appenàix. The prime interest ïs to present in text 

iininferrupted by tables. 

As the data were abstracted h m  the NIHB data base, oniy tables presenteù in a 

summarized foimat are üated. The original data are avaiiable on request to the author. 



1. INTRODUCTION 



This htroduction comprises two m e  inter-related sections. The firat primarily 

prcmides a brief wer-view of the mat  pertinent debrmhants afEecting both privately and 

publidy-hded dental markets. Subsequent analpis of reeent changer to the program 

tunded by Health Canada is then intended to provide an appreciation of the major 

strategic bsuea conhnting the dental program for the Firat Nations 'ha* and Inuit 

eommunitiea, and the need fbr initiatives to modifp service expenditures. 

1.1 THE NATURE OF THE PROBLEM 

The Canadian dental markets are in a state of tlul For instance, the predominant 

private markets have until recently exhibited remarkable growth, wheraae their fbture is 

now uncertain due ta the various parameters. These indude the foIlowin~- 

declines in dental disease prevalence sintnessed by the majori@ of Canadians; 

reductions in those eligible for insurance bendts aseociated with declinhg full- 

time emp10yment opportunities; 

contiaued p w t h  in proleesaional manpower. 

As a result, pubiiciy-funded markets have now aeeumed pater  importance as 

potential soureas of incorne for many generalist and specialist dental p]K)Viders. 

hrmi a professional viewpoint, the importance of publidy-hded dental markets 

has always been relatively minor, compared with thoee fbm the private BectOr. Client0 

eligible for publicly-hinded benefite however, exhibit higher dental diseaae b d e n s  than 

most other Canadians. Tliie dichotomp has alao b e n  broadened by the recent adoption of 

fiscal restraint policies by moat levels of grnement. These changea are particuiarly 

relevant to the First Natiom Treaty and Inuit commwitiea: morit of their dental semices 

are fûnded by H d t h  Canada's Non-lnsureà Health Benefib (NIEIB) program. Therefm, 

those at high-riek for dental dicieaaes have more Iimited service acceiie, than other 

Canadians. They also exhibit lower service utilization rates. -t N- 



1.2 DENTAL DISEASE IS STlLL A MAJOR PUBUC HEALTH CONCERN 

The relevance of dental diseases to the healthcare syatem continues tn M e  most 

policy analysts. Yet the direet service expenditures for oral dhase  (Le. excluding those 

associated with cùugs, hoepitalization and tramportation) are surpassed only by th- for 

cardiovasdar (heart and stroke) dise- and mental disorders, and exceed those reiated 

to respiratory and digestive diseases, injuries and cancer (Leake et al 1993). This 

conmdrum is partly due to the absence of syatematic epidemiologicai data for Canadians' 

dental semice needs and their aervice outcornes. 

In the absence of national epidemiologicai data, esfimates of Canadians' dental 

seroice needs primarily depend on data nom the United States (US). For instance. 

national epidemiologicai sumeys on US cbildren aged 5 and 17 years indicate that the 

decayed misaing and filled sudaces (DMPS) have dedi.mil fimm a mean of 18 to that of 8 

between the 1970s and 19808 (US Dept. of Health 1972, 1981,1989). These data imp1y 

that almost 50% of US children are k fhrn  dentai caries. Similar trends have been 

repoited h m  other countriea (Burton et el 1984, Picton 1986), although they have yet to 

be exhibiteci by the First Nations Treaty and Inuit communitiee. Dental Canes m m a b  a 

serious public health issue and a sienificant financial burden to the Federal Govemment. 

Therefore changes in the prevalence of this dicisase namant further consideration. 

1 .?(a) The Pnvaknce of DIntrl Caries 

Closer examination of US data indicatee that the typical bell-ehaped dental 

diseaae pattern of pmvious generatione ha8 been replaced by a more àichotomow 

distribution. In the case of chiidren, some have little or no decay, whereas 0th- require 

significant expenditures to service their high caries rates. Also, the declines in dental 



disease prevalence for most children have not ken  matched by analogous expenditure 

reductions, due to i n d  demande for other services (e.g. orthodontica). 

The declines in dental disease prevalence appear to anrelate more c l d y  with  the 

benefita of water fluoridation and dietary edueation, rather thai, the profasional services 

supplied by dentiste (Lewi~ 1992). Yet in Canada, water fiuoridation benefits are only 

available to 43% of the population (Lewis 1992). This dilemma is M e r  compounded by 

signiscant regional discrep811cies in the water fiuoridation benefits. For instance 75% of 

the population benefit in Aiberta compared aith 8% in Nedoundland, although the 

impact on caries L moMed by other murces of fluoride (Haugejorden 1996). Variations 

in preventive resources and caries ausceptibilities are therefore characteristics of 

Canada. Theee variables are particular1y relevant to the fbture dental service 

expenditures for children b m  the F b ~ t  Nations Reaty and huit  eooullunities, since 

they may esdate  withopt the implementation of more aggressive preventive strategies 

(Bowen 1991). The higher birth rates in these fommunities, relative to those of other 

Canadians may also fùrther compound thie iseue in the hture. 

Major changea in dental disease status have al80 affecteci ad& populations, 

although the relevant epidemiological iafoamation for Canada mucrt again be abetracted 

firom other countries. For instance, cornparieone of the National (US) Adult Surrrey data, 

collected in the mid 19808, with those h m  earlier US studies (US Dept. of Health 1987), 

indicate a 38.1% to 16.6% reduction in the prevalence of denNoue people in the 55-64 

year old age gmup in a pariod lees than 30 pars. Less dramatic but sunilar changes have 

dao been noted in the 65+ age groap. As a ansequeme, ptoviders' incorne b increaeingly 

dependent on the eervik needa of adulte due to declines in caries prevalence in chiidren. 

Increased demande for natural tooth retention hae thenfore been encourageci as a 

potentiai source of income to the providers (Leake et al 1993). For instance, 

concomitantly increased numbers of teeth at dental caries risk have resulted in much 



higher levels of decayed and nIled coronal tooth sUnaces. These changea are clearly 

illustrateci by the mean number of 30 decayed and nUad coronal surfaces in 50 year olds 

in the 1985 aumey, relative to 15 in 1971 (US Dept. of Health 1987). Changea in attitude 

for n a W  tooth retention have therefore contributed ta the burgeoning costs of dental 

services. 

Conventional conceptions that caries is primarily a young persons' disease are 

therefore no longer valid. Indeed, the aggregate caries increment (new and secondary 

caries on coronaï sudiace8 together with root caries) rnay now be higher in the over 55 

gmup than in chiidren (Pappas et al 1992). But dthough caries and its sequelae may be 

the predominant cause of tooth loss in aging populations (Chauncey et al 1989), 

prevention is the ody long-term itrategy to d u c e  their semice expenditures for both 

child and adult populations. 

1.2(b) ûen.trl Servia~ Expenditum 

Despite preventive dentistrg's major accomplishments in reducing the prevalenœ 

of dental caries, the $3.1 billion spent on dental services (apprn'mately 5.5% of a l I  public 

and private healthcare expnditurea) in the late 1980s underscores the signincance of 

this public health coneern (Canada Yearbook 1994). Alao, the 136% inflationary nite for 

dental service expenditures for the 1980-89 period fàr exlceeded the ttenàs for population 

growth (9%) and the general goode aiid services index [CPI 69 - 7WJ (Lealte et al 1993). 

But whether these trends primadg reflect the marketing capabilities of dentiste, or 

changes in patients' attitudes towards natural b o t '  retentions, m a i n  controversial. 

The mean 117% inaation rate for per capita dental service expenditures during 

this (1980-1989) period also exhibited marked regional discrepancies. These are 

illustrated by the data for 1989, when per capita diecrepanciea ranged from $145.54 

(British Columbia) to $33.01 (NWT) (Leake et al 1993). As they eannot be supported by 

differential provincial fee-guides or epidemiological data, regional expenditure 



dismepancies are increasingly perceived to reflect the providers' differential a d c e  costs, 

rather than the semice needs of theu clients. Controlling the nature of dental services 

provided to individuale is therefore fundamental to modifications in their msociateâ 

expenditures. 

Analysis of US data suggests that changes in dental disease pattern have 

i n d u 4  a "flattening' out of per capita dental semice expenditures ove the 1979-1989 

period (Brown et al 1994). This contraste wi th  the previous signifiant annual incienients 

prior to 1979. Although 0 t h  US semice data indicate that private insurance utilization 

inmasecl h m  60% (1980) to 70% (1995). there have been signifiant reductions in many 

serrrices. For instance, restorative semice expenditurea have d m e d  h m  $233 million 

(1979) to $202 million (1990) (Nash et al 1991, Ekiand et ai  1997) although the 

contributions pmvided by water and other sources of fluoridation m a i n  enigmatic. Due 

to slower growth in US dentel eemice expenditures since 1979, relative to the 1950 - 1978 

period (Ekland et al 19971, the pmjections by Douglas8 & Furino (1990) of a substaatial 

increase in restorative, proethodontic and endodontic service8 by the year 2000 are 

unlikely to materialize for the privately iasured population. 

Such interpretations are, however, conatrained by variations in the practice 

pattema between different providera. For instance, analysis of 23 procedure gn,upa h m  

11 major metropolitan markets in the US indicated eighttold diifietence~ in treatrnent 

plan costs (Gotowka et al 1988). Many other studies have also demonstrated signifiant 

inconsistenciee in dental ~ervice -ta for approximately homologoua population p u p s  

(Hazelkm 1985; Shugm et al 1992; Shugars et al 1993). Some conhm1 wer the rpecific 

services provided by individual pmvidem is therefom mandatory to modifg expendituFes, 

although etrategies to achieve this objective remain controversial due to progressive 

inmases in profe8sional manpower. 



1.3 DENTAL MANPOWER 

The general consensus, that sufEcient pmfwsional providers are avdable to cope 

with the evolving chauges in dental disease patterns (House et al 1983; h s a u i t  1984; 

Lewis 1986, House 1987; Stangel 1992). lacks substance without eupportive 

epidemiological data relative to Canadians' dental -mice needs (Douglass & Gammon 

1985; Graves & Stamm 1985; Stangel1992). Moreover. efforta to control the supply of 

profeseional dentiste in Canada (Beagrie 1988) have been frustratecl by the Federal 

Government's immigration policies. Canadians training in US dental echoole have 

further exacerbated this problem (Lewis 1992). Future expansion of the professional 

provider workforce must therefore be anticipated, and will dso likely be augmented by 

continued material and technical developmente. With the resultant increased competition 

within the private dental markets, providers have becorne inmasingly dependent on the 

publicly-bded markets to support their practices. Eken in these markets, pmfesaional 

manpower hm been augmented by denturists and dental therapists. 

1 4 a )  Lou1 Dental Markets 

As moet (appmsimately 90%) professionai dentists provide services from private 

practices, their aseociated overheade [e.g. 88% employ receptionists, 83% chairside 

assistants and 5696 dental hygienists] (Lewis 1992) contribute to their 'high* service 

charges. There is also fierce competition within specialist markets and this haa been 

fuither exacerbated by their urban aggregation to attract wider refemal bases. The 

impact of inaeased competition within urban areas on the proirision of services to the 

public, however, remaine largely coqjechrai. 

By contraet, broad provincial and regional variations are apparent in the 

distribution of generaïists (Douglass and Gammon 1985; Graves and Stamm 1985; 

McDermott 1986; Leake et al 1993). Four of the five most populous provinces have the 

best populatioddentist ratios, whereas such market supplies are relatively deficient in 



Newfoundland and New Brunswick (Lewis 1992). Unfominately, the relative 

effectiveness of mal versas -ban dental or inter-regional provider8 has yet to be 

exaniined, deepite the2 potential impact on service quality pmided to all Canadiana, 

including the F h t  Nations Treaty and Inuit communities. 

Rofeaeional manpower supplies are ale0 augmented by the worLforce derived 

fkom appmximately 120 dental therapists (mainly employed by the Federal and 

Saskatchewan provincial govemments) and approrimately 2000 denturiste (licemeci for 

independent practice in 10 of the 12 provinces and territories (Lewis 1992). Although the 

différentia1 economic impact of these providers on both private and pub1icIy-funded 

markets remaine obscure!, their dilution of the previously professiondy controllad 

market hm potentialiy senous implications in feeschedule negotiations (Heloe 1991), 

especially for publicly-bded programs. 

The vast majoritp of Canadians receive service8 from private practitioners on a 

fee-for-service baaie, and increased market competition has not been aseociated with 

service expenditure reductions. For instance, whereas the introduction of dental 

inSwance plane in the 1960s largely contributed to the remarkable growth of the private 

market, many companies have eince implemented stratefies to control service 

expenditures. These include alternative deîiverp systems (ag. capitation and preferred 

pmvider systems), mutine provider practice profle reviewa (Rocky 1988) and chanp in 

service benefit eligibilitiea and copayments. The reeultant increasingly cornpetitive 

market therefore primarily suppîies dental services tm the young, afnuent and highly 

educated popdation sectors, i.e. the populations primarily eIigib1e for private iaeurance 

benefite (OIKeefe et al 1994). By contra&, a dgnincant proportion of the working poar 

(those who are non-uniorrized or work for minimum wsges) are deprived of sach benefits 

or social assistance. The adoption of fiscal restraint policies by mocit leve1s of gavenunent 

has further aggravated reductions in the growth of potential reeources available for 



public insurance progrm. These mainly impact on those that are socio-economically 

disadvantaged, including the Fiist Nations %a@ and Xnuit communities. 

1.3(b) Public Osrvhl Mariceta 

There is thezefore no equitable dental service access in Canada. This ais0 applies 

to a certain extent to other healthcare semices, although aome discrepanaea for dental 

services have been accommdated by the allocation of public resource~ for some (13-15%) 

expenditures. Unfortunately, theae &O have historidy erhibited aigniiïcant regional 

discrepancie~. This is illustrated by data &om the 19808, which indicab that public 

f u n h g  accounted for 2% of dental seipice expendituies in Ontario but 56% in NWT 

(Waldrnan 1995). Moreover, whereas publidy-funded serinces increased fimm 56 to 75% in 

NWT, they decreased fiom 12 to 5% in British Columbia mer the eame 1980-87 period 

(Waldman 1995). Due to firnding withdrawals nom many provincial pmgrzlmzi (e.g. 

British Columbia, Manitoba and Nedoundland) (Niedermayer 1993; Faml 1993). in 

addition to progressive benefit restrictions h m  social assistance progr- (Main 1996). 

impmvements to the effectiveness of the NIHB dental program hanced by the Federal 

Government are crucial to ensure their continueci funding relative to 0th- priorities (e.g. 

housing, education etc.). 

1.4 STRATEGIES TO CONTROL DENTAL SERVICE EXPENDCTURES 

Strategies to controi the burgeoning Canadian dental market expenditure~ have 

proved chalîenging, although 1992 data iadicate that US public semi- dental progr~lml, 

including Medicaid, account for lees than 4% of dental service expenditmeg (Oral Health 

Coordinathg Cornmittee 1993). The control of dental insurance benefib is important, 

eince they largely determine most clients' aillingnesa to pay semice fees (Codes & 

Doherty 1991), i.e. insarance benefits largeip control the private markets. Moreover, 

recent declines in full-time employment, combineci with reductiona in discretionary funds. 

have constrained this trend. In addition, recent modifications to insurance benefits 



[including reduced annual limits, increased deductibles and routine dental examination 

and hygïene d i t  restrictions (Maqji 199711 have m e r  exacerbated cornpetition for 

discretionarg h d s  (Gmmoos 1982). The maltant la& of 'busyness' for eome providera 

(House 1981), however, has ben eompemated by the adeptnesa of othen at initiating 

service demanda (e.g. esthetics) h m  clients (Sheiham 1977; Doweil et al 1983; Yde & 

Parkin 1985; Birth 1988; Grytten 1991). Since these changes have also made the 

providers more dependent on publicly-funded dental (e.g. MHB) propams, farther 

expenditure conatraints might be antiupated to exacerbate competition within tbis 

market, i.e. pmvider opposition muet therefore be anticîpated for any strategic change 

that restricts the publie markets. 

1.q.) Sb.bgic Options to Control Sewke Exp.nditurrr 

The need to contain expenditures is not unique to the NIHB dental program (Ham 

1990; OECD 1992; NERA 199% Maxwell 1974). Reporta in the iiterature indicate that a 

needs-based approach is the moet logical strategic option, providecl accepted guidelines 

ean control the priorization of services (Dunning 1992, ECitzhaber 1993, Health Care and 

Medical Priorities Commission 1993, World Bank 1993). Such guideïinee to control the 

provision of semices essentidy involve five linked prinaplee:- 

i. clinical and other health care decisiom should be based on the beat patient- and 

population-based, as well ae laûoratory-basai evidence; 

ii. the nature and source of evidenœ ehodd be detemined by the problem, rather 

than traditional habits or protocoIs; 

iii. identification of the best evidence requires the integration of epidemiological and 

biwtatietical aseays, meta-analyses of randomized trials, econoniic and dechion 

analyses, in addition to the integration of odds ratios into judgments on iatrogenic 

disease; 



iv. condusions h m  such Qitical evïdence appraisals must be translatecl into service 

ad0115 that af5éct patients; 

V. eystems muet be implemented to ensure that providers continuoudy evaiuate 

th& pe~ornmnce in the application of the~e atrategïes (Duiining 1992, Rtzhaber 

1993). 

Such strategies are unfominately difficult to devise for the Canadian dental 

market, due to the la& of common currencie8 to compare the relative effectiveness of 

different (e.g. orthodontie versua periodontal) dental services. 

Ragmatic short-term solutions to this pmblem must be duected towarde the 

greater control of the predominant fee-for-semice payment systems. Moreover, provincial 

dental organizations favor thie payment system, despite the la& of scientific evidenee 

that it is more cost-effective than sdBliied alternatives. This is supported by data that 

indicate that pmviders with inadequate case-loads tend to increase the semice numbers 

and complexïties provided to h t i n g  clients (Failt et al 1961; Moore 1970; Bunker 1970; 

Gabel & Rediech 1979; Wennberg & Gittlesohn 1982; Re- 1983; Chassin et al 1987). 

Since the alternative option of imposing fee restrictiom riska the provision of 

additional (zlnneceasarg) semices, constraints to the frequency of eome (i.e. espensive) 

services eligible for ineurance benefits are the strategic optiom adopted by most private 

insurance companies. The strategic options are d i f n d t  to rationalize, however, since 

they ignore the unique service needs of individual clients. For example, restrictions 

appropriate for cliente with Iow dental disease risks may not necesaarily accommodate 

the service neede of othere at high-riek. A more logical option involoes the 

impiementation of a predetermination (prior-appmval, pretreatment, ppreuthorization) 

system. This common administrative procedure for most indemniw insuance progmm 

(Rocky 1988) primarily checks the following- 

8 service or client eligibiliw, 



consïstency of request with prior services; 

whether semices fd within prior-established k y m u 5 e s  (Cooney et al 1986; 

Dental Prepayment Adoisorg 1989). 

US evidenœ ale0 indicates that tha implementation ofprior appmval systems may 

lead to 6-896 expenditure saoings, due to subsequent routine treatment plan asses~ments 

(Frisclman 1975; Cam 1977). This h a  ais0 been confirmed by a Canadian study, where 

such systems msulted in 8-596 expenditure savings for a publiclFfimded Social Alima~ce 

Health Semice Program (Cooney et al 1995). Moreover, the service needs of individuai 

clients ean be equitably accommdated by prior approvai systems, p d d e d  there is an 

associated appeal mechanism based on balanced assesamenta from experts (Le. 

specialists) and representatives h m  the general public (See Appendix). A further 

advantage stems h m  the potential of prior approval mechdsms to ensure quality 

assurance, i.e. payments for repeated serinces (e.g. cmwn or bridge replacements) within 

a Limited period may be denied without rational supportive data (e.g. mdiographs). 

lm4(b) Stntlgic Options for Publkly-Fundd Piognma 

Prior approval systems have yet to comprise universal mrnponents of pub l idy  

h d e d  (e.g. MHB) programs. Whereaa in the past, lax corntrainta of such program 

provided corivenient economic cushiom that coula be erploited by some providers, these 

strategies are incompatible with the recent adoption of fiscai restra.int policies by most 

levels of government (Iglehart 1990). Although public1y-fiindeci market8 generaily 

encompass thoee dependent on sociai allowance (pubîic aesistance), the police force, the 

military and other essential 8eAces, the mmponent that pmvides dental services for 

Canada's Mt Nations Treaty and Inuit communities is by far the mmt important (Jock 

1993; Main 1995; Waldman 1995). Expenditure àisaepancies between dental remrices 

provided by this (NIHB) program in Manitoba relative to those âom the other publiciy- 

funded Manitoba program [the Social Allowances Health Services (SAHS) dental 



program] (Cooney et al 1995) undoubtedly heralded the need for siwcant strategic 

changes. Ae pmgram resources can no longer be axpected to incre~e expnentialy, the 

need for both signincant short- and long-term strategic change8 to redaœ the dise- 

burden of the First Nations Treaty and Inuit commdties cannot be overstated. 

T b  study ia t h e d m  intend&- 

to chmnicCe the intmduction of apm&tenn#urfion yat rn ,  Mto the MEB 

dental progFcrm fbr the Manitoba Region cu a ahort-te- 8trategy to 

~4nt& tlk cu~n,icrted crpandStum8 

to eDbf.uir+, inHal dater to &temÙne the of thu v-prior to the 

imptGmenMa r0 other cicgio~ 

O to soulirate two ~hort-tema atrotegàea and their potontid national 

application a d  to Uulicde the niore apptvpdde  long-knn ifrartt&a $0 

reduce the dfaeaae b u r b  of the F i n t  Nation. Treaty and Inuit 

communitie& 

An appreciation of the challenges associated with such strategic changea for the 

NMB dental program reqWree further discuaeion. 

1.5 CANADIAN PUBLICLY-FUNDED DENTAL PROGRAMS - A BREF HISTORICAL 
PERSPECTIVE 

At the turn of the centuFg, individual dentisb or local dental societies rpozuored 

Canada'e public service pro- (Gullett 1971; Nutrition Canada 1977; Stamm et al 

1986). Wted programs were subsequentl y funded by Canadian city heaith departments 

and 0 t h  local health units, with meaiur tesb to determine potential clients' eligibility 

for benefita. Dental divisions were later eetabliahed within provincial health 

departments, although their programs have generaiïy been both temporary and 

restrictive. For instance, fluoride, k e d  pmthodontic and orthdontic semices have been 

eliminated b m  the Alberta Health Care Dental Benefita program, whereas Winnipegva 



municipal program now restricts emergency care to $75 per annuin per eligible dient 

(Main 1995). Both the Federal and provincial govemments, therefore, have n m w e d  

their support of dental semice8 for spscinc population eeetore (e.g. medically handicapped 

clients). AU Canadian publicly-hded healthcare pmgrarmi have therefore entend a 

retrenchment period in relation to the recent past. 

Some noteà exceptions apply to those that p h d e  dental services far the military, 

police etc.. in addition to the NIHB dental program that cinrently serves appmrimately 

622.000 clients fimm the FVst Nation8 Tkeaty and huit commtmitiea (NIHB Health 

Benefits 1995-96 Annual Report). F d e r  analysis of this NIHB dental program is 

therefore warranted, aa thie most important (expensive) pmgmm is funded by HeaIth 

Canada. 

1.6 AN OVERVlEW OF THE NIHB PROGRAM 

The 1950s witneased the establishment of a signincant commitment by the 

Department of National Health and WeIfkre (now tetmed Health Canada) to m d e  

dental services for the &t Nations Treaty and Inuit commdties. liiitially provideà by 

salaried dentiste in nxed and mobile dental facilitiee for the more remate northem 

populations, the provision of semices waa aubsequentiy augmenteci b p  

O dental therapista (salaried); 

contractual denturiab (per diem); 

private practice dentista (fee-for-&ce). 

Althou& the diffierentiai coat-efficiencies of these three payment egsteme have yet 

to be investigated, the fw for seririce component consumes approxhately 80% of the 

NIHB dental program's expenditures. 

Established in 1962, the NMB dental program h d e d  by Health Canada is 

administered by the Medical Services Braneh. Administration for the northern Quebec 



communities was transfetred to the Quebec Government in 1981 and the Federd 

Governmeat is committed to provide all communities with autonornous control of their 

health prog~ams and resources in the fiiture. The negotiation t imehme a, however, 

depend on many political and aoeio-econornic determiaants. 

When initially eetablished, the primary short-term objective for the NIBB dental 

program was to p d d e  eff&ve and economic prepentive and batment services to the 

First Nations 'keaty and Inuit communities, Le. to obtain the same oral health leveb as 

thoae eqjoyed by other Canadiane living in similar locations. Long-term program 

objectives also designated dental health improvements through intensive public health 

efforts, including educational and pieventive progranis. As no epidemiological data have 

been systematically collected to assay pmgress towards these objectives, the e$dvenecie 

of this publicly-fbnded program remains confrooersial. 

The NIHB dental pmgram is one of many desîgned to pmvide aupplementarg 

health benenta to these commdties7 when they cannot be met by provincial services or 

other health plans. Dental services mwt thenfore compete for scarce resource allocations 

with other component semices, including the foliowing=- 

Pharmuqy (incldng prescription and over-the-eountet dtugs.); 

Vmbn cure ai& a d  services (including eye-gluaes); 

O TtcrnspoFt4tion to acceas medkaUy (&ntdlyl rrquimd services; 

Healthcare ptemiunrs (Alberta and Btifish Cdwnbùz only); 

Other healthcare services (e.g. mental hedth cou~eling). 

In addition, ai l  NIHB prog~ama are characterized by the f o l i e -  

* No eligibüity limit on the b i s  of age, inwm or mtidenee; 

Benefits &Zivered by private pmviàèrs (e.g. dontists, pharmdciss) con k billed 

directly to the NXFIB; 

Clients directed to access benefits fram 0 t h  pmgmms first. 



1.6(a) Eligibb Clients for NIHB Benefb 

Baeed on 1987-96 data. the First Nations 'keaty and Inuit commmities comprise 

Canada's fastest gmcRing population sector, At appmximately 622,000, these populations 

have increased 56% in size fiam 1987 to 1996, due partîy to BU G31, Le. changes in the 

Indian Act resulted in over 100,000 additional eügible clients in the 1985-95 period. 

There was therefore a dramatic 23% inmase in the eligible client popdation h m  1988 

to 1989. but only 6% from 1989 to 1990. Subsequent amuaI inmeases have remained at 

3% Ievel. primarily due to their high birth rates. The First Nations Tkeaw and Inuit 

communities therefore compromise the fastest growing aector of the Canadian 

population, 

Based on data h m  the Statua Verincation System, the 622,000 eiigible clients 

comprised 95% Indian and 5% Inuit by 1996. These have been associateci with marked 

regional variations. For instance. carrent data indicate a 6% gmwth in huit ciients in 

the past year (mainly restricted to NWT), sa opposd to a 3% inmase in Indian clients. 

Whereas one of every four Indian clients were registered to the Ontario region, over three 

of every four Inuit clients were h m  NWT. Unfortunately. little epidemiological data are 

available to debe the Mkential service needs of these commUILities. 

C m n t  (1996) data indicate that 41% of th eligible clients for the NIHB dental 

program are under 20 years of age. whereas only 5% are 65 y e m  of age or older. In 

addition. 48% of the Saskatchewan registered clienta are under 20 y e m  of age, as 

oppoaeâ to 33% for the Ontario and Quebec regiom. The 1996 SVS data ale0 indicate that 

61% of theae cliente resided on reserves, although sienificant regional diemepancies were 

apparent. For instance, all Inuit clients in NWT or Labrador were primdy resident in 

lOC8liZed communities, as oppoeed to 91.6% and 50.9% (Ontario) of Indian clients 

were on reserves. Again, no epidemiological data are avdable to d e h e  the impact of 

reserve migration on the dental service needs of theee commwiities. 



1.6(b) NlHB Expenditums 

The NTHB program operatea wiW the fiscal environment, dehed by the Indian 

and Inuit Health-Envelope. This latter defies the total heaithcare resoumea aveilable to 

these cornmunitie8. Appmximately 50% is allocated to NDIB expenditmes, whereas 0th- 

allocatiolls include the foUowiag.- 

Community Heaith ConMbutionlr for direct Finit Nation8 and huit 

health service management (e.g. community nunsing, aloohoYdrug 

counseling) ; 

O Saiary, Operating and Capitai espenditums (primadg for hospitrlr, 

cornm~ty health cent- and numihg stations). 

The 1995 Federal budget set 6%,3% and 3% growth limite for this envelope over 

the subsequent th- coneecutive years, whereas a 1% Iimit for 1998E99 was set by the 

1996 Budget. These espenditure restrictions necessitate strategic changes, although the 

distinction between traneportation expenditurm3 and those for epeeific health (e.g. dentai) 

services u~ecessar i ly  hampers their apedic  economic appraisal. For instance, tnivel to 

urban specialiste greatly ad& to semice costa, although these a m  not arisoeiated with the 

NIHB dental program budget. 

The NlHB program expenditues increased appmximately 133% mer the 1988/89 

to 1 9 9 W  period, primarily due to the follooping- 

rising benefit expendituree; 

population growth; 

increase in clients eligible foi benefits; 

provincial health care reform and deinsurance. 

The annual infiationary trends actudy declined h m  23% (1990/91) to 6% 

(1995/96) due to a variety of management initiatives, inc1uding:- 



the establishment of regional program budgetary enveIopes; 

O improved fical and management praclice~. 

The economic bene* of these initiatives were, however, compromised by 

signifiant discrepancies behween the NMB regions and th& component providera 

lm6(c) Rogknal VNktiow M i n  The NIHB Progrni 

The signifïcant regional and service discrepancies within the total NIHB envelope 

have proved àîfEcuit to rationalize and therefore contml. These discrepanciea are 

illustrated by the following- 

a 167% inflation rate for dental semices over the 1988189 to 1995/96 period. 

relative to 156% (pharmaeg), 142% (tr~~portation) and 4896 (vision case semices); 

a 100% inflation rate for total NIHB expenditurea in Manitoba for the 1990/91 to 

199W6 period, as opposed to 52% for Alberta; 

a 102% infïation rate in dental aemice expenditures in Alberta relative to 81% for 

Quebec in the 1990/91 ta 1995/96 period. 

a 110% inflation rate for trensportation services in W t o b a  as oppoaed to 37% 

for the Yukon in the l99û/91 to 1995/96 period. 

Regional diacrepancies were fhther emphasized by 1995496 data, which indicated 

that the $192 national average per capita eligible dental aemice expenditures ranged 

fkom $147 (Saskatchewan) ta $258 (Alberta). These discrepanciea were, however, dS5difneat 

to rationaîize relative to the differential semice needs of these ammtmïties or difFetences 

in their respective professional fee guides. Yet the neeâ for their contml cannot be 

ovmtated. 

lm6(d) Concerna for the NIHB Dentil Progmm 

There are many political and economic concerns relative to the accountability of 

the NIHB dental program. For instance, the numemus small epidemiological studies on 



the First Nations Treaty and Inuit communities (Davey 1971; Ham et al 1984; Quee 

1985; Graves & Stamm 1985; TMey, Bedard 1986; Lewis 1986; Shah et al 1987; Albert et 

al. 1988; Messer 1988; Kïooz 1988; Hoover et al 1990; Houde et al 1991; Zammit 1991; 

McICianon et al 1991; Bedford et al 1993; Leake et al 1993; Harrison et al 1993; MaiD 

1995) do not pmvide an merd duation of the service naede between component NIHB 

regions or their service outcornes. The program's initial design also preferentially 

rewarded treatment rather than prevention. More detailed concerns are presented 

be1ow:- 

i. An appmximate 30% utilization rate for dental eelcvjces was assumed at the start 

(1962) of the NIHB program, although no epidemiological data were coUated to 

support this assumption. There has also been no systeraatic study of the marked 

regional variations in MHB dental program utihation. For instance, whereaa 

NMB service utilization in Manitoba bas remainecl below the national average for 

the past 5 years (Figure 1.1, Table 1.1 Appendk), these discmpancies have yet to 

be rationalized. Nevertheleas, program espanditmes would be undoubtedly 

escalateci with marked impmvemente in ptsgram uülization. 

ii. There is a pereeived la& of pmgram accountability, due to regional variations in 

pet capita dental seMces (Figum 12, 1.3, Tabk 1.2 Appndix). Whereas the 

number of services provided per capita have marginally improved daring the 

199û-95 period, the respectme 94% and 72% inaeases in periodontal (Ontario) and 

endodontic (Manitoba) semices am diflticult to explain. 

iii. Data for the p a ~ t  5 pan indiate that ovetall NIHB dental program expendittires 

have increased 67% (Flgun 1.4, Tabla 1.3.1.4 Appndix). There has b e n  little 

diamesion between clients and pmviders on strategies to reduce expenditure 

gmwth in this pmgnun. 







There are dso significant anomalies in dental semice expenditwea. For instance, 

a 67% increase in dental service erpendihms during the 1990-95 period contrats 

with a 17% increase in pet capita senrice expendituree. Whereaa these data 

transIate to a signifiant inereaee in &enta eeroiced by the NIHB dental program, 

the communities continue to exhibit high disease burdens, i.e. the services 

provided by thia pmgram have p m d  h a m a t e  to duce  their d c e  needs. 

iv. Per capita fiemice expenditures show marked regional variations (Figums 1.S. 

1.6). The 133% increase in per capita periodontal service expenditures in Ontario 

is difFicuIt to rationalize relative to the 16% change in the Yukon region dining the 

1990-95 period. There were aiso concenia fm the Manitoba région, where the 134% 

inaease in per capita service expendittues conflit,% with a 204% increaae in dental 

program expenditum for the 1990-95 perid 

1.7 POTENTIAL STRATEGIES TO ACCOMMODATE CURRENT AND FUTURE 
FUNOING CONSTRAINTS OF THE NIH8 DENTAL PRûGRAM 

Concerna for increasing health (inc1udiag dental) &ce expenditurea are not new 

(Evana 1992; Caplan and Weintraub 1993; Leake et al. 1993; Clark 1994; Weil 1994; 

Capilouto 1995) and have pmved difEcuIt to ration* on the basii of scientine or 

technical priaciples (glein 1993). For instance, the 686% expenditure inflation rate for 

the NIHB Manitoba region's dental fee-for-service program mer tha 1985 ($1.- - 1994 

($ll.OM) period, which translatecl to an average 76% annual infiation rate, WM diffidt 

to interpret, due to the la& of concomitant improvements in the Firat Nationa Treaty and 

Inuit coxnmmities' dental diseaee burden. When transportation expenditure8 were aâded 

to dental service expenditures on a national baeie, they exceeded $160.71La ($110.OM plus 

40% of $128.OM), Le. 36% of total NIHB erpanditures. Such data conflict with accepted 

standarda for amuntability and inevitably indicate that they couid primarily refiect the 

treatment costs of the pmviders which may not relate to the semice needs of their clients. 





The- are numeroue potential atrategiea to reduce the burgeoning eirpsnditures 

for dental services (Tabk 1.1 1. 

Table 1.1 
Stratagic Options To Conbol The NIHB Dentil P m m  Expondlhim 

STFtATEGlC OPTION 1 POTENTUL OUTCOME 

"Capping" service expenditures by service or 
region 

Capitation or manageci care plane 
R 

1 ~~mitatimm to service menc ie s  

Uncertain: inadequate epidemiologicai data on 
the &ce needs ofthe- communities* 

DiSerential fee-diecounts to diecourage the 
provision of specific services 

Uncertaio: inadquate epidemioIogical data on 
the sewice needs of theae communities. 
Unacceptable to client graup- 

Uncertain: inadequate consideration of the 
unique n d  ofthe individuaï client. 

l 

Unacceptable: tee-guider traditionallg 
estabiished by profegeional organizations no* 
tbiid Darties. 

Rior approval fot seNices that exceed specific 
"price" thresholds 

Previously eetabliahed for privately-bded 
dental programs. 

Flerible: readily changed depending on fiiading 
availabiL*. 

Previously eetablished for privately-hded 
dental prqgnime. 

Inobtrusiive identification of outîier costing 
providm fm h & e r  ducaticm or peer-I8Yiew. 

Restrictions in seRice fiequencies were unilaterally pmposed (October 1995) by 

MHB management with minimal pmvider consultation. Opposition fkom the profession 

is summarized in Table 1.2. The new Schedule of Dental Sed-s was however 

implemented on January 1st 1996, despite an initial review that indicateà the 

anticipated saviap were likely to be achiwed at the expense of the dienta' service needs. 

An alternative more equitable neeàs-baaed ~gstem was thereforre d-. Thh 

pmpoed comprised a prior approval (predetermination, ppraathorization, prebatznent 

review) strategy, which is a common administrative pmcedure in indernnity-type 

insurance programs that involves treatment plan approval prior to service 
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commencement. in Canada, these proceduree involve checks for client and service 

eligibility, in addition to consistency with prbr services. These are usualiy p e r f i i e d  by 

administrative personnel (Cooney et al 19861, whereas dental consultants are generally 

involved with services that exceed a specific price h h o l d  (e.g. nxed proathodontics). 

Moreover, 64% iavings have followed the routine introduction of these pmeeduree in the 

United States (Friedman 1975, Carr 1977) whereas a remnt Canadian a t d y  has shown 

savings of 8.5% (Cooney et ai 1995). In oider to avoid some of the criticiems appliod to the 

new Scheduie of Dental Services, this alternative needs-based syetem was b t  

introduced to the Manitoba region. Thare w u  also a potential option for the national 

implementation of this alternative need-based strategy, pmvided the relative effIcacy 

could be docunented. 

This study is therefore intended to document the rationale for this need-based 

strategy (summarized in Figure 1.7). The prime interest waa to evaluate the supportive 

evidence prior to considering its national implementation. 

1.8 STUDY OBJECTIVES 

In view of the concerns for the NIHB dental program, this study ia pr imdy 

intend* 

to chmnick the UIfmàuction of a pre&terllu9natiun ryatem bta the 

dental pmgrcrn fir the Manitoba Re* CU u &ort-term atrategy to 

contain the ~#ocioucd eapendituru 

to evaCaate *litid dot4 ta &#ennine the e- of th& qystempriOT FO t h  

implemenfrrtion )O 0 t h  mgbiu 

to ewluate two 8ICort-tetm &rategiea and their potential 1 ~ t i o ~ u Z  

application und to indiCate the more appmprirrk lang-fenn atrartegiea to 

reduce the diuease burden of the Ffrvt Nation. Treaty a d  Inuit 

communitier 
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2. MATERIALS & METHODS 



2. PREAMBLE 

The principal concema for the NIHB dental program noted in the Inttoduction 

may be s u m m a r b d  *- 

O inflationary trends in deatal setvice eqwnditures, without concomitant 

reductions in the dimua brudena of the Fint Nafiona Treaty and huit 

communities. 

As thii concem indicates an apparent lack of transparent accountabilie for the 

NIHB dental program reeources, their politicai and economic implications cannot be 

overstated. Additional concem include the potential for teclent fiscal restraints imposed 

on the NIHB dental program by Health Canada to exacerbate the dieease buràens of the 

First Nations Treaty and Inuit communïties, eepecially if they cufminated in restricted 

service aeeeas. The onus on the NIHB dental program may therefore be summanzed as 

f0llows:- 

O to formulate appropriate short-tenn strategies to provide a more equitable 

distribution of curent resource aîlocations; 

to devise long-term preventive strategies to d u c e  the First Nations Treaty and 

Inuit amundties' dental àiaeme b d e n  (and their aeeoeiated expenditures). 

These concenie for the NMB dental program particulariy relate to the feefm- 

service component, whieh compromises appmximately 80% of the resowces. These supply 

services to both ruraï and urban communities in the providerd pnvata practicea. By 

contraet, contnictural salarieci payments principally pmvide services to the more remote 

northem communities. They are therefore not so amenable to etrategic change. due to 

potential additional erpenditures associated with increased client transpartation to mai 

and urban providem. A comparative cost-effective analpis between fee-for-service and 

contract ealaried payment systems was. however, outside the ecope of thie study. Such 

analyses would also require correlations between epidemiological data relative to the 



service needs of the communities and the outcomea of eervices provided by these two 

payment systems, both ofwhich are unavailable. 

The fee-for-service component of the MEIB dental program was therefore the 

principal foeue of this study. Thie focae centered on the relative economic meRts of two 

dinerent short-term etrategies to accommodate the NIHB dental program's immediate 

fiscal concerne. Consideration of the potentially more appropriate long-term preventive 

strategies to reduce the disease prevalence in these communities is, therefore, deferred 

to the Disctursion. 

2.1 ORlGlNS OF THIS STUDY 

Th* study was primarily initiated as a response to resewations for the frequencg- 

based initiative implemented in all NIHB regions (January 1st 1996) to reduce the 

inflationary program expenditures. Unfortuaately, no oppominity was pmvided for a 

controlled study on the relative eEectiveneae of strategic alternatives implemented 

simultaneously in other regional programs. Other important concenie centereà on the 

implementation of strategic changes with minimal provider consultation, in addition to 

the 'topslown' appmach of the NIHB dental program administration and communication. 

In view of such reaemationa (me introduction), a pilot study wae undeitalen to 

define an alternative option based on anaiysis of the NIHB dental program data fm the 

1990-95 period. This wae faditateci by access to the relevant NMB dental program data 

provided to Dr. C. Lavelie, on the p-o that confïdentielity of the providera and diente 

would be maintaineà. 

Access to these data pmved fortuitous. Dentisfa (geneialiats and 8peeialisW and 

denturists, providing semices to the Fht  Nations Tkeatp and Inuit communitiea on a fe 

for-service basia, have their claims firat verified by the appropriate regional NIIIB 

program administrator for provideddient eligibility, prior to encoding and payment. 



Subsequent submission to a centralized (Liberty Hedth) computer databank ensures 

regional payment rationalization, Le. databank analyses facilitate national and regional 

fee for semice data wdews.  

2.2(a) Ana)y.b of NlHB Dental Proqrim Data 

W o n a l  andpis of the NIHB dental program data over the 1990-95 period. 

incorporated only the fee-for-service component. This precluded evaluations of the 

relative fee for seririce and per diem component contributions to the program's 

inflationazy pmgram trends. By contxast, an increase h m  $61 million (1990-91) to $102 

million (199495) was noted for the feefm-service component aver the same period This 

67% inflation rate in semice expenditures. howwer. contrasteci with only a 43% in-ase 

in service numbers (F igui.. 2.1,2.2, Taies 2.1,2.2 Appmdix). Ae auch, the inflationary 

trends in program eltpenditures were hct ions  more of increased semice numbers than 

the provision of expensive services. Strategies are therefore requireà to control both 

components. The formulation of potential strategiea were, however, mmplicated by 

progressive changea that var id  with the service eategories included in the analyses 

(Figures 2.3, 2.4). For instance, the demands for orthodontic semices increased 

dramatically from 1991-92 to 1994-95. but etrategies to control the* association 

expenditures are not a simple challenge. 

There were &O marked regionaî diempancies in the fiveyear inflationary trends 

for total service expenditures. As these rangeci h m  22% Cyulron region) to 110% (Quebec 

region), they were difficult to inteqret. For instance, each five-year inflationary trend 

appeared to be a function of the apedc  seirvice categories induded with the analpis, as 

illustrafacl by the 10% range for remwable pmsthodontic and the 140% and 325% ranges 

for periodontal and orthodontic services respectively. In addition, the five year 

inflationary trends foc surgical services ranged fimm 57% (Atlantic and Yukon) to 124% 

(Manitoba). The regional trends for periodontic (52% to 240%), preventive (6 to 109%). 
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endodontic (1296 to 104%) and restorative (28 ta 110%) services M e r  emphasized theh 

complexities. As no epidemiological data are available to support such regionai 

àisparitiee, their association with the differential provision of excessive service numbers 

and/or expensive eerOices was possible. Therefore an equitable ~ystem to control both 

service numbers and expensive services should be inherent to any initiative designed to 

&uce the NIAB dental program expenditures. 

Further data analysis on the fea-for-service component of the NïHB dental 

program expenditures confhned thie perception. For instance, the 23% five-year 

inflationary trend for per capita s d c e  eqmditures eonflicted with the 67% inciease in 

total eervice expenditures (Figures 2.6, 2.6). But whereas these data indicated that 

increased service numbers contributed more to these idationary trends than the 

provision of expensive services, marked regional discrepancies compounded their 

interpretation. For instance, a 3% duction in per capita total service expenditures over 

the 1990-95 period (Saskatchewan) conflicted wi th  their 1146% increases for other (e.g. 

Paafic and Quebec) regions. Similarly, the infîationary trends in per capita etamination 

expenditures ranged from 4% (Paac) to 35% (Quebec), wherea~ those for prwentive 

services ranged fnmi 0% (Yukon) to 55% (Alberta). Regional variations in per capita 

expenditures were moet apparent for remwable pmethodontic seririces, whare their five 

year idiationary trends rangd fkom 50% increaaee (NorthWest Temtories) to 44% 

reductions (Manitoba). 

These regional diacrepanciea cleady illustrated the complex challenge in 

formuiating arateonhol strategies for the NIHB dental pmgram. They ai- undemored 

the need to eafeguard potential aggravation of the dental disease burdenr of the First 

Nations Treaty and huit communities (Le. ieducing expenditurea through service acces8 

restrictions could exacerbate thek dimase burden and eeeociated egpenditwes). This was 

the main deficiency of the frequeney-besed cost-control strategy to reduce program 





expnditutes, implemented on the NMB (January 19961, Le. theire were no mechanisms 

to aceommadate the service needs ofparticular clients. 

In conclusion, whereas preliminarp analyses indicated the proviaion of increased 

and more expensive -cet3 contributed to the infiationary trends in tàa NIHB dental 

program, marked regional dismepancies comtrained their pteciee interpretations. More 

detaiIed evaluations of data fimm the Manitoba region were therefore warrantecl to 

augment the acmacy of these evaluatioas. 

2.2(b) Pmfik R e v h  of Pioviâen from the Yanibba R-kn 

Most private insurame programs monitor the provision of services thmugh 

routine examination of the pdders '  practice profiles (Friedman 1983; Brand et ai 1995). 

Theee audits generally center on the provideni' aggregated semice rateci or expenditures. 

!hep are d a o  primaz5ly designed to identifg outliers that deviate fimm regional 'normil' 

for subsequent more detaüed audits. For instance, such analyses have identified 

providete who mutinely extract unerupted thVd molaia. whereas the- ie evidence that 

they may temain aaymptomatic during the lifetime of an individual (Friedman 1983). In 

this study, the unique application of this technique waa to identifjr the practice patterns 

of outliers (i-o. providera who generated maximum expendilmes or semice numberd in 

order to aid the formulation ofstrategies to control NIHB program expenditures. 

This practice paonle analpis naa facilitatecl by the developmeitt of euetom-made 

cornputer soRware, that identified the annual semice trende (numbers and erpendituree) 

of the 'top' 30 pmvidem (outlien) &om the Manitoba region for a four par period. The 

primary intent was ta determine potential strategic initiative8 to curb the infîationarg 

trends in NIHB dental pmgram expenditurea h m  enimination of these annual profiles. 

There were, however, a number of inherent reservationa for these analjms. For instance, 

the fine details that distinguish different providera (i.e. differential clinical or 

communication skills) cannot be extrapolated f h m  overail or per capita senrice rates or 



erpenditures. &O, the 'true' service values may have been maeked by dental semice 

rates or expenditures (i.e. differential prwentive and endodontic service fws are not 

neceesariiy codated with their respaetive client trdue9'). 

Cognizant of these inherent data denciencies, the initial objective w u  to sean the 

annual 1992-95 NIHB dental program databank far the Mariifnba region to defie the 

overall practice profIles of those pmiriders at the upper end of the specimen, i.e. "top' 30 

outlieni. This arbitrary cutoff identified providers who cotlectively generated 

appmximately 50% 0fManitoba"s program erpenditures. 

This pragmatic approach centered on the evaluation of semice numbem and 

expenditures provideci by two inter-related provider groups mer a five year period (1992- 

1995):- 

8 the 'top' 30 pmoiders (both generalist and specidist dentiste) who generated 

maximum expenditures daring thie period mbb 2 3  App«idfx); 

O the 'top' 20 generalist providers over the eame period, i.e. a more homogeneous 

provider sample (iabk 2#4 Appendix). 

Exambation of these data from both 'top' provider p u p s  (Tabk 2.6 Appondk) 

showed the fonowïng o v d  consistenues:- 

O a progressive increaae in the aggregated Berpice numbers and arpenditures fhm 

both provider groups wer the 1992-95 peFiod (Figunr 2.7-2.t O); 

a pmgressive increeee in service numbem and eqenditures provideci by the 'top' 

outlier within each group; 

pwr correlation between service numbeia and expenditures h m  each provider 

and the average per capita semice eoetci to their clients (Figures 2.11 and 212); 

the inclusion of specialist prooiders iesuited in data dietortion for the top 30 

provider group, i.e. orthodontiste generated higher service costs than moat other 

providers; 









the top provider nom the top 30 group waa the same pedodontist in the 1992-95 

period; 

p r d e  mviewa were ineuffiüent to ph-point epeeitIc trends, which reqaired more 

detailed audits (Figure 2.1 3). 

More d e a e d  practice profile audite h m  the 'top' providers b m  each gmup mer 

the 1992-95 period were illustrated by taro egamp1es. 

2.2(b) i An Uib.n Genml Ptwider 

Detailed audits of one =ban general provider showed that eienificantly higher per 

capita expenditures were generated relative to othera daring each fiscal quarter fimm 

Jenuary 1992 to September 1995. For instance, whereas the 'top' 20 providera generated 

expendifmes that ranged h m  $307 to $518 per capita per fiscal quarter over the 15 

quarter periods, the total MIB dental program erpendituies derived fiam thir one 

provider were $827,400 (Le. $18,386.67 per month) over the same period. UnfartuDateIy 

these expenditurea muet be considered in total, since no data were available to 

distinguiah rural fimm urban pmviders or speeiaüsts b m  gene~alista. 

A random sample of this provider's service c l a h  illustrated analogous patterns of 

practice discrepanues, as illustrated by the expenditure~ generateâ durhg on one client 

visit ('hbk 2.1): 

Table 2.1 Dental Senrices Pioviâeâ by r Slnqk Dentkt During One Vbit 

I CODE I TWTH SERVICE 
I 

21221 I 47 OCC 
45 DO 
1 Unit 

38 
38 

2 Unita 

38 

FEE 
46.17 





These services for $1.012.95 (excluding the labotatory bill) appear to have been 

peiformed witbb the thVty minute thefiame, Le. the time allowed for nitrous oride 

sedation. ûther auàîts ~howed that thia provider dao tended to 'unbundle' hie semice 

claims. This was underscoreci by the inclusion of moet cmwns ( p d u r e  code8 27201, 

27211,27301,27311) with eaparate d e s  of 42331 or 42339 (gingival fiber incision) and 

43311, 43312, 43313, 4314, 43317, 43319 (ocdusal adjustment) for erown placement. 

These t h e  code combinations were apparent in 314 (71%) of 444 claims for crowns 

($51,363.36), as opposed to 130 (29%) of the elaime fimm other providers over the same 

period. Since these anomalous practice patterns were not unique to this provider, they 

underscoreci the need to monitor aerpice daims (e.g. by prior appmval) for tighter control 

of the NIHB dental program expenditurea. 

2.2 (b) ii A SpecWirt Pmviûer 

This pedodontic specialist had consistently higher remuneration rates over the 

1992-1995 p e n d  than those derived fn>m similar speciaïists, as illuetrated by the 

generation of $2,401,500 h m  NIHB fee-for-service billings daring this period. These 

data yielded a $53,367 monthly average, although the practice aiso aerved the private 

dental market. 

A random audit of thia practice showed that nine of the twelve clients who wera 

booked on an opeatting m m  date to receive semice, actuaU y received this d c e  while 

the three that were not treateà received specific praminatioaa. The operation m m  date 

also showed that 7.5 hours were spent under treatment for a total daily billing of 

$12,194.17, Le. $11,217.63 with the exclusion of general anesthetic and fadi* charges. 

The claim for one of theee cases showed seroices for $1,670.85 were prooided in 45 

minutes. Mofeover, an initial examination (8-01101 and 1-01102), a prophy1ax.k (11101) 

and fluoride services (12101) were daimed for each of the nine cases seen that day. B a d  



on the Relative Time Units derived h m  the Manitoba Dentai Association faa guide, the 

t h e  required for these three services for the nine cbtldren wee 6 h o m  28.8 niinutes:. 

9InitialExams 27.90 x 8 

9 Prophyllueg 11.40 x 9 
9 Fluoride Treatmenta L%k2 
Total 43.20 r 9 minutes, Le. 6 ho- 28.8 minutes 

Subtraction of 6.5 hoan, &om the 7.5 hour total operathg time, then indicated 

that dental semices for $10,419.28 ($11,217.53 - $798.25) were provided in one hotu. 

Other questions d s o  emanated h m  this audit. For instance, if the initial euuae were 

perfonned under GA, were they perfimned in fbll? (Le. can vîtalîe tests, amesmente of 

periodontal pocket depths and occlusion of teeth, in addition to case presentation, be 

diable fm patients under general anesthesia). 

By contrast, claima for another client showed that $2,168.50 of dental semices 

were provided in one hour and nReen minutes. These were eubsequentiy withdrawn, 

however, on questioning the pmvider about the $960.31 worth o f  a d c e s  peiformed for 

the same client one and a half years previously. There were also many other cases of thie 

provider, where coneiderable leveis of additional semices had been pfevioudy provided by 

the same provider. These eauunples clearly underscored the need to rnonitm a&ces 

basad on the clients' as opposeci to providers' needa Thùl assertion was ale0 confirmecl by 

unusual billing practices for conscious dation and g e n d  anesthesia, including double 

büling for medications, in addition to the proviaion of excessive epecific services, e.g. 

(85%) of complete ereminationa (code 01101) for $24,042.88 were peiformed by thb 

provider in 1995 relative to 15% by aii the other Manitoba provide- oves the eama 

period. 

Such anornaIous practice patterns muet therefore be controlled to reduce the 

inflationary NIHB dental program expenditures. Comparative analysis of the 1992-95 



data therefore indicated that the semice patterns pmvided by Manitoba's 'top' outfiers 

partially aeeounted for the iaflationary trends in NIAB dental program expenditures. 

Such trends ean be eontrolled by the impIementation of a prior-appmal ( n d -  

based) citrategy, although these eoastraiaite wili only apply to service ciaime in excess of 

$500. This $600 threcihold r a s  set arbitrarily. The basic premiee was that threihoIds 

below $500 would potentiate administrative delays from increaeed service daim 

assessment, dthough the potential control of more dental semice daimn has the potentid 

to improve quality assurance for the program as a whole. By contrast, higher thresholds 

might not achieve the objectives of expenditure control, although would i m p m  the 

speed of their approval. Review the impact of this $500 threshold afbr  a trial pariad was 

therefore a pragmatic strategy. 

2.3 OVERALL STUDY OWECTNES - 

The principal foeus of this study centered on the evduation of two ~hort-term 

strategies to control the burgeoning inflationarg trends in the NIHB dental program 

expenditurea as identifieci in Section 1.8 (Introduction). More apecifically, this thesis is 

directed to an anaipis of the folIowing- 

a neeâ-basad prior-appioval initiative (date of Mplernentation-1st April 

1996; Region- Manitoba); 

a fkwquency-bamd initiative (date of implementation- 1st January 1996; 

Region- al1 NIHB regions, but subsequently eubstituted by the needa-based 

etrategy in Manitoba region on 1st April1996). 

The overall trends in dental service numbers and expenditmee for the Manitoba 

region relative to the national data were subeequently examined over two nine month 

(April-December) periods in 1995 and 1996. The NIHB fee-for-service dental data were 

therefore compared before and aRer the implementation of different control strategies for 



Manitoba versus the remainder of Canada. The more spedh primary objective may 

therefore be defineci as f0110we:- 

O To determine whether the- war miacient evidence to .jorti~g the 

implementation of the need-buaed .tntegy (Manitoba) in 0th- mgions of 

the NIEB dentd program, Le. whether cost-control for the NIHB dental 

program should center on the neede- as opposed to neqUencybased strategp in the 

short-term prior to the institution of more appropriate long-term preventive 

atrategies. 

A nine-month (April-December) time period was eelected for study, due to the 

urgent need to resolve the clients' and providers' concems for the fkequency-besed 

strategy; an andogous period was then selected aa the contml to eneure a symmetrical 

study design. This studg was therefore baseà on the premise that these study perioda 

would provide sufncient information to determine whether the naeds-based (or soma 

modification) strategy should be implemented in the other NIHB dental pmgnim regions. 

The primarp intent wae ta provide data to devise the most appropriate short-term 

strategy to curtaii  the burgeoning 8xpenditures for the NIHB dental program, without 

potentially exacerbating the First Nations Treaty and Inuit communities' àïsedie burden. 

The study design wae therefore dictateà by two parametem:- 

O the volume of daims to the NIAB dental pmgram; 

the urgency of the concem to contro1 the NiHB dental program erpendituma. 

The aniilgsea were therefore expedited by aggregating both the semice numbers 

and their expenditures:- 

for each region on a month-to-month b a i s  for the two nine month perïode in 1995 

and 1996; 

for the total nine month periods in 1995 and 1996. 



Defailed semice daim data h m  the individual providers were not d e d  at 

this the .  Their subsequent analyses will, however, form part of more comprehensive 

M m e  studiea on the providemg reactiom to rapid changes in policy initiatives. 

Semice data fmm ali providers (speciaiist or generalist dentiet) were aggregated 

together to maintain provider-eonhdentiality, wen though this may have masked some of 

the important data discrepancies that might have included increased service 

expendifUres. 



3. RESULTS 



This study was designeci as follows:- 

service data foi April-Decembet 1995 sen& as control data; 

service data for April-Decernber 1996 m e d  as experimental data. 

The impact of changes induced by the n&- or frequencg-based strakgies were 

assayed fkom comparative analy~ea of data for analogous 1995 (control) and 1966 

(experimental) periods. The derived analyses are then preeented in three discrete 

sections to faditate their subsequent interpretati0n:- 

O data analyses h m  the Manitoba MRB dental pmgnim to evaluate the impact of 

the ne&-based strategg; 

O data analyses from other NIHB regions to evaluate the impact of the hquency- 

based strate= 

data analyses fmm the Manitoba versus other MHB dental program regions to 

provide Merential evaiuations of these two strategiea. 

3.1 ANALYSIS OF MANîTOBA NIHB DENTAL SERVICE DATA: 1996 venus 1995 

The changes induced by the needs-based strategy on the Manitoba NIHB region 

were evaluated firom two perspectives: 

practice profile data nom the Manitoba 'top' outliera during the 1996 and 1995 

periods (i.e. providera who generated the bigbat aggregate f&or service dental 

expenditures from thie region); 

aggregated dental fee-for-aemice data for the Manitoba NfaB region dariag the 

1996 and 1995 periods. 

3.1(a) Aniiyws of Data fmm the Top' Outlkr Providera In the Manitoba Region: lm6 
venus 1895 

In this part of the study, the profiles of the Manitoba NIHB fee-for-eerince outliem 

were evaluated over comparable nine month periods in 1996 and 1995. This was initiated 

nom previous investigations over the 19924995 periods delineated in the Materials and 



Methctàs section. These indicated that this e m d  proportion of outliers (i.e. approximately 

6% of the licensed Manitoba providets) contributed more to the idationaty NIHB 

expenditure trends than the others. The impact of the ne&-based strategy on the 

expenditures generafed by this providet gmup in 1996 relative to 1995 wae, therefore, 

considered the 'acid-test' and evaluated h m  two perspectives:- 

O a heterogeneous 'top' 30 provider g m p ,  comprieed of both epecialists and 

generalists; 

O a homogeneous 'top1 20 pmvider gmup, comprised only ofgeneralists. 

These data were inherentîy cWECUIt to interpret* For instance, generaiiets were 

componente of both outlier groupe, i.e. there was data duplication between the outlier 

groups. There were &O variations in the out& rank orders between the 1995 and 1996 

periode. Despite such concem. the contrasts were considered sutliciently defmitive to 

delineate changes in the service trends of these outliers inducd by the ne&-based 

strategy (Le. pie versus post implementaüon of the etrategy). 

As summarized in Tabk 3.1 (Appendix), the 17% reduction in total aggregated 

services provided by the 'top' 30 outliera in 1996 relative to 1995 was considered 

signifiant, i.e. there wae a 26% dedine in semice expenditures in 1996 compared to 

1995. This trend waa eodhmed by the highest provider within tbis 'top' 30 outlier group, 

who provided 21% fewer services in 1996 than 1995. Aa this translated to a 37% 

reduction in the ersociated expenditure~ (Figure 3.1), theee data indicated that the 

needs-based strategy effectively conblled the services provideci by th& outlier group. 

Analogous trends were ale0 apparent drom the &ce data derived h m  the more 

homogeneous 'top1 20 outlier groap in 1996 vereus 1995 ('hble 3.1 Appondl*). For 

instance, this outlier group generated 16% tmer aggregated services in 1996 than 1995, 

resulting in a 36% reduction in associateci expenditures (Figura 3.2). Similar trends were 

also apparent in the s e ~ c e  expenditures generated by the highest provider within this 





'top' 20 p u p  (Le. a 16% reduction in services fm 34% lower expenditures). As the 1996- 

1995 expenditwe reductions for both outlier groupe e r d e d  those for semices, they 

therefore indicated that the needa-based strategy more efféctively controlled service 

expendituree than the number of services in the Manitoba region. 'Il& interpretation 

was also con£Vmed by the 20% and 34% reductions in average dental riemice eorrb in 

1996 relative to 1995 respectively prwided by the highest provideia of the 'top' 30 and 20 

outlier groupe. 

These kende were also illustrated in the apparent changes in telatiopships 

between the service nnmbers and expenditure~ derived h m  the 'top' 20 homogeneow 

gmup in 1996 relative to 1995 (Figun 3.3). For instance, whereaa the outliers generating 

the maximum expenditures also tended to pmvide the greatest s d c e  numbers, these 

trends were markedly reduced in 1996. Unfortunately, the lack of specifk service 

information co~~trained more detailed analyses of these trends. 

Reliminq service data cornparisons h m  the= two outlier groups for the 1992- 

1995 penod (Figum 3.4, 3J)  further underscored the benefits of the needs-based 

initiative. Mme detailed interpretation was however constraîneci by m k e d  variations in 

the services provided by individual outliem. 

Individualid audite of bah outlier groupe oonfirmed the benefits of the neads- 

based strategy to conho1 the NIHB dental program erpenditures. For instance, requestr 

to jus- 'expensive' service daims pnor ta appmal were not hfhquentlg followed by 

their subae~uent h i o n  (Le. th& dom-grading and/or withdrawal). This supported the 

premise that the needs-based strategy eBective1y eontrolled anomalou8 semice daims, 

provided an appeal mechanian safeguarded potential for emrs or biae in the claim 

assesamenta. In addition, previous concerne that the prior appmval system might delay 

emergency treatments (e.g. toothaches) was countered by implementation of retmepective 

payment policies, provided the claims are subsequently su bstantiated by data (e.g. the 







provision of radiographie evidence). ûther criticisms that the prior-approval mechanism 

would lead ta unacceptable delays (Le. longer than 14 days) were more difiidt to rectifv, 

although these deficiencies tended to improve 6th the assessor'e expeziencs. 

Concerns that this strategy waa an effective short-term solution to the economic 

changes in the Manitoba NIHB dental program pmved difficult to evaluate, however, 

since no associated epidemiologicai data were available to assay the impact on the First 

Nations Treaty and Inuit cornmunities' service neede. In addition, there were BU 

concerna for the semice daims h m  a srnail proportion of these outiier groupa, although 

such issues were generally resolved by theu r e f d  to the l icehg body. 

3.l(b) Analyses of Service Data from the Manitoba NlHB Rqion: 1986 verrus 1996 

Cornparisons of aggregated service data h x n  the Manitoba NIHB dental program 

over analogous nine month penods in 1996 versus 1995 provided M e r  evidence fot the 

ehort-term effdveness of the needs-based atrategy in the control of espenditures (Table 

3.2 Appendlx; Fiauns 3.6, 3.7, 3.8). For instance, these analyses showed a 33% 

expenditure reduction for ody a 1696 decline in services to the First Nations Treaty and 

Inuit communities. In addition, these data indicateà the preferential effectivenesa of the 

neecis-based initiative in contmlling espenditures &e. expensive ierpices) as opposed to 

service access. Unfortunately, reductions in aggregated feefor-service expenditures were 

functione of the service category included in the anaiyses. Tharefore expenditure 

reductions that ranged from 7% for orthodontic to 81% for periodontd services cannot 

withstand simpiistic interpretations. For inatance, orthodontic services have always been 

subject to a predetedation process based on orthodontic epecialist consultation, 

whereas previously unaudited perioàontal semices are now king funded on the baeia of 

actual a e ~ c e  needs rather than service âeqaency. Intemediate expenditure reductions 

that ranged h m  16% for oral surgery, 18% for diagnostic, 33% for restorative, 45% for 

removable prosthodontic, 53% foi endodontic and 54% for dentwist services, t o  no 





changes for preventive service expenditures in 1996 versus 1995, however, fnrther 

complicated the relative essessments on the effecfiveneas of the needs-based strategy to 

control the providers, 

h addition to changes over the total nine month periods in 1996 versm 1995, 

there were also progressive trends within these peiiods Chbb 3.3 Appondlx). These were 

illustrated by the progressive expenditure reductions in restorative semices, which 

ranged h m  21% (month 1) to 49% (month 9). Simüarly, the reductions in periodontal 

service expenditures increased h m  59% to 94% over the same penod (Figures 3.9.3.10). 

Interpmtations of these changes were, however, conetrainecl by assessments of the firll- 

impact of a new met-control initiative over only a nine month period. The urgent eoncerns 

for the fhquency-based initiative, however, necessarily curtailed a more appmptiate tao 

year evaluative perid. Momver, theae progressive changes tended to be fùnctiom ofthe 

s p d c  semice categorg (e.g. endodontic or periodontal services) inchdeci in the analNs. 

Thie further complicated their interpretation, especially without supportive 

epidemiological data to define the semice needs of the F h t  Nations Treatp and Inuit 

communities, 

Although the reductions in service numbers exhibited similar pattema in 1996 

relative to 1995 (Tabks 3.53.3 Appmtdbr), they tended to be lower than those based on 

expenditures. For instance, the Feductions ranged h m  15% (diagnostic services) to 34% 

(preventive servies), although the 83% decrine in periodontal semices greatrly exceeded 

those for other services. In addition, the data anomalies in the miscdaneous semice 

category undoubtedly refiected variations i~ the cornponant semice pmportions included 

withui this category. 

The aggregated data nom the Manitoba region (Tables 3.2. 3.3 Appendlx), 

therefore, undeiscored the progressive reductions induced by the needs-based strategy, 

i.e. progressive reductions in semice numbera and expenditures were apparent for each 
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semice category mer the nine month period in 1996 relative to 1995, with the exception 

3f preventive services. Reductione in the aggregated coda fm each senrice categary were 

dso evident, exœpt for the respective per capita inereasee of 896, 5% and 11% in 

pendontal, arthodontic and misceUaneous semices. These data, therefi, ininditai that 

the needs-based strategy had a progressive impact on the erpenditures for the Manitoba 

NIHB dental program, althou& the effectmenese tended to be a function of the m c  

semice category analyzed. Assesements of the strate& impact on the Firat Natiom 

Treaty and Inuit communitied dental disease burdens were, hwwer, precluded by the 

absence of epidemiologîcal data. 

3.2 ANALYSIS OF DENTAL SERVICE DATA FROM THE NIHB REGIONS 
EXCLUDING MANITOBA: 1996 vernus 1995 

The fkequency-based strategy was initidy implemented on all NLHB regions on 

1st January 1996, but was replaceci by the needs-based etrategy for the Manitoba region 

on 1st A p d  1996. In order to derive comparable data with those fkom the Manitoba 

region, therefore, the eemrice data for the regions excluding Manitoba were eoaluated 

over nine month periods (April-December) in 1995 and 1996 (Figum 3.1 1). As 

summarized in tables 3.4 -3.9 (Appendix), the marked regional dkrepancies were 

apparent bctiom of the s-c semice! eatagorp inciuded in the analysis (Ftgunr 3.12, 

3.13). Regional discrepancies were illustrated by the declines in total aggsegated eervice 

expenditures, which ranged h m  6% 0 to 22% (Yukon). By contraet, the reductiom 

in tahl aggregated s e c e  numbers rangeci h m  2% (Atlantic) to 19% (Yukon) with a 6% 

inmase for the ûntario region (pssibly derived îkom unbundling of preventive services). 

Whereas euch regional discrepanciee complicated their interpretation, they generally 

indicated that w d  service expenditure reductions could be achieved by the fkequency- 

based initiative. 





Marked regional diecrepancies in the data for specinc aeririce categories, however, 

compiicated their interpretation especialiy without information on their outcornes. These 

were illwtrated by the 608% increase in 1996 for preoentive eervice eftpenditures dative 

to thoee for 1995 for Ontario (iilrely aseoeiated with the 'iinbundling of preventive 

services), as opposed to the respective 5%,11% and 12% reductions for the Atlantic, NWT 

and PaQnc regions. Similady, the aggregated periadontd aemice expenditure redttctions 

ranged nom 885% (Yukon) to 62% (Atlantic), whereas the aggregated denturbt 

expenditure declin- ranged nom 7% adcon) to 107% (Quebec) as opposed to a 98% 

increase for the NWT. T h e  data complezities, however, hampe& theh interpretation 

relative to the efficacy of the frequencg-based costcontrol initiative. 

Interpretations of trends in service numbera elidteci similtu wncems, as the 

regional discrepancies were al80 a refleetion of the specifïc eervice categorg analyzed. 

Theae diSmpanCie8 were particularly m k e d  for periodontal services, where their 1996 

reductions relative to 1995 ranged fimm 1496 (Atlantic) to a remarkable change of 1534% 

for the Yukon region. Such contrasta were ditncdt to rationalize, however, without 

supportive epidemio10gicai data on the regional discrepancies of the First Nations ?ha@ 

and Inuit conmnnities dental semice needs. The declines in denturist services that 

ranged &om l%(Pacific) to 4396 (Quebec) elicited simiiar concenie, since they confîicteà 

with the respective 8% and 96% incteases for the Atlantic and NWT regions. 

The reductiom in total aggregated a d c e  numbers and expenditurea fm al1 NMB 

dental program regions in 1996 relative to 1995 were therefore difncdt to rationalize 

without epidemiological data on the h t  Nations Treaty and Inuit annmunities' dentai 

service needs. These concernri were underscored by the range in 1996 versua 1995 

aggregated pendontai service coste, that artended h m  a 44% increase (Ontario) to a 

43% decrease (Atlantic) and reductione in aggregated diagnostic service coste of 44% 

(NWT) and 11% (Ontario). Such regional discrepancies complicated their overall 



assessrnent relative to the effeetveness of the hquency-baseci initiative for the control of 

the NIHB program expenditures. 

3.3 ANALYSIS OF MANITOBA DENTAL SERVlCE DATA WlTH THOSE FROM 
OTHER NIHB REGIONS: 1896 vernus 1995; 

These comparieom were then viewed from two perspective. to faeiltate their 

data h m  Manitoba relative to the aggregated data for a l l  otber NIHB regions; 

data from Manitoba relative to each other NIHB region. 

3 4 a )  Service Data Compulsons for Manitoba vamus Those Aggngatd fmm the 
oth.r NIHB Regions 

Initially, the 1996-1995 NIHB semice data for the Manitoba region were compated 

with the aggregated data fimm al1 the other regions. These cornparisons were undertaken 

to evaluate the relative differences between the neda- (Manitoba) and îkquency -bd  

(d 0 t h  regione) eost-control strategies. As summarized in fable 3.0 (Appendk), they 

indicated that total aggregateà semice expendituie reductions were greater in Manitoba 

(33%) than the 0 t h  regions (16%), Le. the needs-based etrategy (Manitoba) was more 

effective for cost-contFol than the fhquency-based initiative ( 0 t h  Canadian regions). As 

illustrated in Figures 3.14 and 3.16, these trends were codirmed by respective reductions 

in total aggregated service numbera (i.e. 16% reàuction for Manitoba versua 7% for the 

other regions) and mete (i.e. 20% reduction for Manitoba versus 11% for the other 

regions). 

Unfortunately, these interpretatione were again complicated by the varying 

contrasts between the speeific service categories. For instance, the reductiono in 

aggregated diagnostic service espendituree were lower for Manitoba (18%) than the otber 

Canadian regions (26%). By contraet the aggregated preventive service expenditure did 

not change for the Manitoba region, whereas they inaeased by 50% for the other NIHB 

regions. In addition, these latter statistics may also have reflected the 63% increase in 





preventive services for other Canadian regions as o p p e d  to a 34% increase in Manitoba 

(likely due to the moving of 'sI.aling" &es h m  perio to preventive). Thw, although 

there were exceptions, the overall trends in these serince data suggeeteà that 

implementation of the neeà-based strategg for Manitoba was more e f f d v e  iir controïlïng 

expenditures than the fhquencg-based initiative implemented to the other regiom. 

More consistent trenda in NIHB service data were apparent from their 

examination on a monthly as opposed ta a nine-monthly basis (Tabk~ 3m4-3.10 

Appendix). Generally, the reductions in total aggregated service expenditures for 1996 

relative to 1995 tended to be progresaively greater in Manitoba than the 0th- NIHB 

regions ('hbk 3.9 Appendlx), although the trends were more consistent for the 

aggregated other regions. The more recent imp1ementation of the needs-based strategy in 

Manitoba as opposed to the pnor implementation of the hquency-based initiative on the 

other regions undoubtedly mntributed to these Merences. Moreover, the aggregated 

expenditure reductions applied to all &ces in Manitoba, except for preventive semices 

which exhibited no change (likely due to encouragement of preventive semices under the 

needs-based approach). Noted differences were, however, apparent in the aggregated 

data fkom the other regions. For instance, aggragated expenditure reductions for 

diagnostic (26961, and periodontai services (68%) h m  the other Canadian regione 

conflictecl with increases for 0th- semi-, Le. 13% (restarative), 19% (oral rurgery), 35% 

(orthdontic) and 50% (preventive) senrices. Difkences in tbese NIHB SerPice trends for 

Manitoba relative to other regions were clearly apparent in Figum 3m16Sm18, although 

the lack of more detailed information constrained fbeir interpretatioa 

3.3(b) Senrice Data Cornparisons foi Manitoba venus Thosa for Eieh Other NlHB 
R-ion 

Aithough both cost-control initiatives were implemented in 1996 to induce 

expenditure reductions relative to thoae for 1995, fuither data were crucial to the 

question whether the needs (Manitoba) or fkequency-based strategies (other regions) were 







more appropriate for the NMB dental program. Such additional information, 

summarized in Table 3.7 Appendk, indicatsd that the 16% aggregated seRica number 

reduetion in Manitoba exceeàed that for all other regions except the Yukon (19%) Figui. 

3.19. By contrast, the 33% reduction in aggregated semice expendihues for Manitoba 

exceed t h e  for ali other regions (Fiaun 3,201, which eoafirmed the prefmtial short- 

tenn efncacy of the needs- dative to the fhquency-based cost control initiative (Figum 

3.21,3.22). This was also supportmi by the -ter reduction in aggregated semice metil 

for Manitoba (2W) than all other regions excspt Ontario (21%). 

These data were, however, m c u l t  to interpret, due to the marked regional 

dismepancies that appeared to be bctions of the specific service category included in the 

analyses. In addition, no information was avdable relative to regional differences in the 

component services included within each category. For instancey reductions in diagnostic 

services were -ter in Quebec (26%), Ontario (25961, Yukon (19%) and Saskatchewan 

(18%) than Manitoba (l?%),whereaii restorative service reductiona were greater in 

Manitoba (23%) than a l l  other ragions. Similarly, Manitoba exhibited the greatest 

reduction in orthodontie (13%). oral surgery (1796) and removable prosthdontic semices 

(34%) than the other regions of the NIEIB program, although the interpretation of 

significant anomalies for 0 t h  sefices predicted their interpretation. 

Th- were similar concerne for the vhed patterns of regional discrepancie8 in 

semice expenditures for 1996 relative to 1995. For instance, the 18% dedine in diagnostic 

expenditures for Manitoba was exceeded by the reductions for Ontario (49%). Quebec 

(26%) and Yukon (21%): these kende also confücted with the 16% expenditure inmase 

noted for the Atlantic region. The changes in preventive service expenditUre8 elicited 

similar concerns, since whereas no changes were apparent for Manitoba, the other 

change8 ranged h m  a 12% reduction in the PaQIic to a 608% increase in the Ontario 

regiona. Nevertheless, the erpenditure reductions were greater in Manitoba than the 

other regions for restorative (33%), endodontic (5396) and denturist (117%) sewices. 
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The changes in a d c e  msts ale0 shwed cornplex regtonal discrepancies, dthough 

the absence of information on the variations in composition within each category 

hampered their interpretati~n~ For instance, diagnostic service costs increased 34% in 

Manitoba, as oppoaed to 4496 reductiom in NWT. But since the relative proportions of 

eKaminatio~8 to radiographie services in the two regions remaîn obscure, the signifîcance 

of theae data was difficult to interpret. 

Interpretation of these regional diacrepancies in NIHB ~ervice data were m e r  

complicated by variation8 in their proportions relative to the Canadian totala. For 

instance, the 1995 data indicated that 59% of the NIHB-hded services prwided to the 

First Nations Tkeaty and Inuit communïties occurred in thme regions (Pacinc, Alberta 

and Ontario), compared to only 1% in the Yukon (Table 3.8 Appndix). Similar 

relationships also applied to other semice data. For instance, 6496 of the diagnostic 

semices were provided to the aame three regions, as opposed to 56% of preventive and 

6096 of diagnostic services. But whereas the tmtai aggregated services provided to the 

Manitoba region ranged fkom 12% (1995) to 11% (1996). the proportion of endodontic 

services decfeased h m  18% (1995) to 14% (1996). S;milarly, the relative number of oral 

surgery eervices provided in Manitoba declioed h m  17%(1995) to 15%1996), whereaa 

periodontal serilices were reduced fiam 10%(1995) to 6W1996). By contrast, the relative 

proportion of orthdontic services in the Manitoba region remained unchringeù at 4% 

during both periods. 

Generally, the relative proportions of senrice expenditures in the NIHB-program 

regione exhibited similar patterns of contra& (Table 3.9 Appendk). For instance, the 

total aggregated service expenditures for the Pacific, Aiberta and Ontario regions 

comprised 60% of the Canadian total in 1995 and 1996. More signiscantly the relative 

proportions of these total aggregated erpenditures of the Manitoba region decreased b m  

11% (1995) to 9% (1996). Moreover, declines in the relative proportions characterized all 



semice expenditures in Manitoba for 1996 relative to 1995, with the exception of 

diagnostic (8% in 1995 but 9% in 1996) and miscellaneous semices (7% and 8% 

respectively). Generally, the more consistent reductions in t h  proportio~ of service 

eqenditures derived in Manitoba relative to other regions ptovided fbrther evidenœ that 

the needs-based initiative was more effective than that dependent on service fkequencies. 

Relative changes in service coats between the MRB regions also confinned the 

preferential effiveness of the needs- relative to the hquency-based initiative. (Figui. 

3.8). For instance, the aggregated total semice coste were not onlp pater in the Yulron 

relative to the other regions in 1995, but thia disaepancy inczeased in the 1996 perid 

By contrast, total aggregated sarince mats were least in the Saskatchewan region in both 

periods. The costa of other semices were also characterized by marked regional 

dismepancies. For instance. the aggregated diagnostic. preventive and endodontic service 

costs were sigdicantly higher in the NWT region for both 1995 and 1996, as op- to 

the Yukon for restorative and dentarist. Ontario for periodontal, Manitoba for 

orthodontie and Quebec for removable prosthdontic service costs. Since the coste of 

diagnostic and miecellaneous serinces were the only two categories to increase in the 

Manitoba region for 1996 relative to 1995, as o p p o d  to ductions in aii other semice 

categofies. the- data providecl M e r  evidence for the effectivenese of the needs-based 

control strategy. By contrast, regional discrepanciea in relative service coet changea were 

not ao consistent io the other regionil, which indicated mme concerna for the effdveness 

of the hquency-based strategy. Again, these interpretations were conshaineci by the 

lack of information on the relative compoeition of the services contained within each 

=tegorg* 

3.4 CONCLUSIONS 

When reviewed nom a national perspective, the 8% dedine in total service 

numbers in 1996 relative to 1995, for an 18% reduction in associated expenditures, 



indicated that both frequency- and needs-based etrategies were effeetme in controuing 

the inflationary trends of the NIHB dental program. For inetance, if the resultant 

budget- reduction of $15.2 d o n  o ~ e r  a nine month period in 1996 v ~ u s  1995 were 

dowed to remain within the dental budgetazy envelope, then the Fimt Nations Treaty 

and Inuit communities wodd benefit fimm impmements in service aceeee. 

Ohective asilessments of the relative benefits of the needs- relative to fkequency- 

based met controi strategies, however, proved more cWEcult to evaluate, due to marked 

regional discrepancies that had no supportive epidemiological data relative to the 

diaerentiai serince needs of the First Nations Treaty and Inuit communities or the 

impact of the strategies to control NIHB program expenditures. Neverthelese, as 

summarized in Table 3.11 (Appendix), this study provided evidence that indicateâ the 

needs-based controi strategy was effective in reducing the idationarg trends in the 

Manitoba NIHB region, i.e. with the exception of diagnostic and mi~ceiîaneow services, 

there were signifïcant erpenditure reductions in 1996 relative to 1995 (Figun 3.23). A h  

there were no indicatione that service accese wae impaired by the aseociated semice 

reductions. Uafortunately, this statement m o t  be made for the fkequency-based 

approach, which clearly limita clients to epecific numbers of services over r p e d c  

timefiames. The overali trends in the NIHB dental program were, however, conetraineci 

by the marked regional dismepancies that varied with the service categorg incIuded in 

the analgsis. But whereas the serince neodii of individual clients can be preferentially 

accommodateci by a ne&-based rat- than a freciuencp-based initiative, the geneial 

consensus that the former haa more corntraining expenditures were dif5cuit ta refite. 

The data fkom the cument study undenicorad the urgency for supportive 

epidemiological data on the service neeàe of the Firat Nations Reaty and Inuit 

communitiea and the outeornes of service8 provided by the NLHB dental program. 

Without such information, there are diniculties in refûting the perception that the 

previous inflationary trends in program expenditures and the marked regional 





dismepancies that varied with the service category included in the analysis were partiy 

induced by the providers' semice coste. Although prior appreval for semices that eireeed a 

specific price threehold would appear the most appropnate strategy for tboù contml, 

there were concerns for the persistence of sach discrepancies in the Manitoba region. 

These data therefme indicated that the needs-based strategy was not a short-term 

panacea to conkol the &ce8 p d d e d  by the MHB dental pmgram. Rat& thie waa an 

appioach to the immediate fiscal concerne ûn the program, bat the need for its 

replacement by more appropriate preventive strategies is a more l o g i d  method to 

contml expenditures. 



4. DISCUSSION 



4. INTRODUCTION 

The basic question is whether the balnnce of wrcricea truided by the NLHB 

program IB appropriate to redace the âîsease buràen of thoee eligible for 

bene*. This cannot be addressed without epidemiological data definine the tohl 

dental dieease burden of the First Nation8 Treaty and Inuit communities. 

Epidemiological information is ais0 reqaired to wduate the relative cOBteff&eness of 

services provided by the NMB program. The most l o g i d  m e r  is to eqoate the 

communities' dental ne& assessmente with the expenditures required to p d e  tbeîr 

semices. Unforturiatelys this basic question cannot be addressed without precbe data fos 

both sides of the equation. There b also a mote fnadamental issue. Whp have the 

innationary NIHB dental program expenditures mer the p s t  two decades (Leaise et al 

1993) not contnbuted to the remarkable reductions in dental disease prevalence 

exbibitecl by most other Canadians? As both issues have evoked serious economic 

concerna for the hture of the MHB dental pmgram, the curront study wm undestaken to 

investigate the most urgent aspect, i.e. short-term strategies to address the inaationazy 

program expendihres. 

The economic concems for the national NIHB dental program were primaiily 

evoked by the increased expenditures h m  $46 million (198û-1989) to $123 million (1995- 

96). These concerne were turther underscoteci by the component fee-for-semice 

expendituies for the Manitoba NIHB region, where the $1.4 to $ll.OM inaeaie apsr the 

1985-1994 period trans1ated to a 686% nine-year trend (Le. an average 76.2% annual 

inflation rate). These trends tianscend accepted standards of public-funding 

accuuntability, since they a u m o t  be supported by concomitant imptovementa to the Fkat 

Nations Treaty and Inuit eommunitiea' disease burden (Graves & Stamm 1985). 

Cornparisons of two short-term strategies to resolve the inflationarp issues w e e  

the primarg objectives of the current etudy, aîthough potential preventive initiatives are 



also briefly described as they comprise the most logical mit-reduction strategies for the 

NTHB dental program in the 1 o n g - m  

4.1 STRATEGIC OVERVIEW OF THE NIN6 DENTAL PROGRAM 

Devising new atrategiea to reduce both the burgeoning infiationary NIHB dental 

program expenditure trends and the First Nations ' h a *  and Inuit commdtied dhase 

burden have proved cornplex chdenge8 without the telavant epidemiologid data. 

Whereaa evidence h m  thie study indicated that a needs-based strategy (where Bervicets 

exceeding $500 p n œ  thregholds require prior approval) was more equitable in the short+ 

term than altemativee baeed on service hquencies, the optimal msources for an effective 

NIHB dental program remain enigmatic. Moreover, this is a pmblem not solely confineil 

to the NIHB program, eince other publicly and privately funded pmgiams continw to 

grapple with simïlar ixtflationary trends, Le. no aimmon strategy has pet been devised to 

resolve this problem. 

4.1.a The Uniquuness of the NlHB Danhl Pmgmm 

Some of the unique political-economic concerne of the NIHB dental program cen 

on the Firet Nations Treaty and Inuit commdties' legal statu and the Federai 

Government's commitment to future transfer of program control. Such jurisdictional 

transfare offer potential opportuiities for l d y  unique and responsive dental progmm, 

pmvided they are supported by adequate resotucee. By contrast, hadequate resources 

may lead to fhgmented expensive pmgrams that requim additionai tribal or band c o u d  

resources, especiallg if exacerbateci by neighboring bandaund rivalries and continueci 

=ban migration. Epidemiologicai data on these communities' serpitm needs and mrvice 

outcornes are therefore fùndamental for future strategies of the NIHB dental pmgram, 

since they offer the potential to delineate the most appropriate volume of required 

resources. 



The marked regional discrepancies in service expenditure~ de- in this study 

further underscored the fiindamental neeà for p h e  dental epidemiological data on the 

First Nations Tkeaty and huit communities and the effectiveness of the NIHB dental 

program (e-g. the proportion of enddontic services that comprise previous serince 

retreats, or the niimber of orthodontic services tenninated due to inadequate d hygiene 

or attendance). Without mch infiormation, regional &ce expenditure discrepanaes will 

inevitably lead to m e r  concenui for their potential association with unuplained 

variations in costing by the providers (Rice et al 1989; Labelle et al 1994; Rizzo et al 

1996). Subjective assessments of &ing service e f f i e n e s s  are thedore unacceptable 

for the resource allocations within the NInB program (e.g. objective data are requved to 

allocate resources to 'expensive' orthodontie and basic services for dentd caries 

prevention). 

Epidemiological data are therefore crucial to resolve traditional conflicts between 

infinite health service demands and the hite availabfity of resoureee (Maxwell 1974), 

eapecially when exacerbateci by demographic, educational and social awareness changes 

(Van Campeu Sixma et al 1995; fciavitz 1996). Such idonnation is important to aseeee 

the association of the providerd economic aspirations when faced with pmgressively 

cornpetitive private markets (Rice et al 1989; LabeUe et al 1994; Rizzo et al 1996) and tbe 

strategic co-development to saféguard their potential clients. 

4.1 .b T ha N d  For Pncüa Guiâelinn 

Control of the MHB program may be impmved by skategies that ritrengthen 

management (i.e. peer reviews, cliaical audits and the development of service quaiity 

initiatives), although the lack of guidelines or standards for cliaical decision-making 

constrains th& potential benefits. Ontario has addresd this concern by legislation that 

requires provincial iicensing authonties to . . . "develop, establish and maintain programs 

and standards of practice of the profession . . ." (Lealce et al 1996). The Royal College of 



Dental Surgeons of Ontario (RCDS) qualits assurance cornmittee has responded by the 

announcement of plana ta devalop eoidencebased dental practice standards (Royal 

College of Dental Surgeons of Ontario 1995). and the Ontario Dental Association hm 

endoraed this open consultative approach (Shosenberg 1095). Unfortunately, these 

concema have yet to be addreesed for the NIHB dental program. The prior-approval 

component of the needs-based initiative may p d y  reeolve the 'expensive service' issue, 

provided guidelines have been developed to asaesa the relevant 

radiographa). 

Dental evidence-based guideline or standard development 

clinical data (e.g. 

lags behind many 

initiatives deviaed for medicine (Hapard et al 1995). Although aiteria have ben  

developed to assay the technical quality of dental serinces (Friedman 19721, their testing 

has been Iimited (Bailit et al 1974). Some direct semice programs have ais0 developeà 

manuals that outline servicee to ensure effective care (Dental Serrrices Branch, Indian 

Health Service 1974; North York Public Health Department 19821, yet cornpliance 

requires a monitoring sptem. In addition, early attempts to develop standards for the 

United States pruved either ~nsuccessful (HeIfnck 1991) or too impractical to impact on 

the deliverg of services (Bader & Shugars 1995; ADA 1995). Simüar eriticisms may a h  

be applied to the guidelineslstandarde developed by the Advisorg Board in General 

Dental Ractice in England (1991) and the College of Dentai Surgeons of British 

Columbia (1993). The la& of initial local provider input conceivably am their primary 

deficiency (Stephens et al 1996). This pmoed a denciencg of the frequency-baaed initiative 

devised by the NIIIB administrators. These were ale0 inherent dif]Ficultieg in regulating 

the service neeàs for individual clients. 

4 . 1  The N d  ta R8tionrlize the Pmvisiori of Servi- 

Dental services pmvided by the NMB program are no exception ta the general 

truism: not every one can receive ai l  the healthcare services they demand. In the private 



sector, copagments and managed care plans are the priacipal techniques to control 

service expenditures. These strategîes are difncult to apply to the NIEIB dental program* 

They might however be applied to the cosmetic ne& for orthdontic and other 

'expensive' services, 

No public funding has been withârawn nOm the NIHB pmgrams, despite contrarg 

government rhetoric. Cuts have, howwer, been applieà ta constrain their inflationary 

rata, in m o n  with many other international, national or provincial pmgi.ams (OECD 

1992). Since reaources will never be euflicient for Canadians to have fPll acceas to 

expensive dental (e.g. orthdontic and fixed prosthdontic) or other healthcare s&ce~, 

priorization is inevitab1e for the First Nations Reaty and Inuit communities. Thie 

appiies to most other health care semices for Canadians. 

This realization hm initiated international interest in dehing the service range 

to be h d e d  h m  public resources (National Advisoq Committee 1992; Health Care and 

Medical Riorities Commission 1993, gitzhaber 1993). Complex tradeofh are therefbre 

required to equate freedom of choice with equity, and comprehensivenese with coet 

containment, for the FVst Nations Treatp and Inuit communïties and other Canadians. 

Political and aeonomic demands fior publicly--fond resource re~traint and accountabiiity 

have undoubtedly shrypened the- cuncerns fm the NMB dental pmgiam. 

Strategic planning to addrese these concerne involve two main 1eveis:- 

resource allocations by various govemment agencies (e.g. healthcare, housing 

etc.), 

O r ~ o m  allocatio~ls to tbe dental relative to other NMB programm. 

Since there cari be no objective criteria to allocate additional or d u œ d  resourcea 

to the NIHB dental or other programs without supportive epidemiologicd data, 

cornparhona of the relative effectivenesa of two short-term cost-control strategies wil l  ais0 

be largely subjective, i.e. no objective information was available to defhe their relative 

impact on the First Nations Treaty and Inuit communities' dental disease burden. 



4.2 SHORT-TERM STRATEGIES TO CONTROL NIHB DENTAL PROGRAM 

Devishg short-term etrategiea to control the Mationary NIHB dental program 

expenditure trends es8entially iavoIved initiatives to eontrok- 

the provision of services, and 

O the service deman&. 

Faced with 396, 3% and 1% espendïture p w t h  limitations for the ne* three 

consecutive years, the NIHB dental pmgram adminiatr t .  ators devised and implemented a 

cost-control initiative based on serince fkequency limitations (Janaary 1996). 

Cornparisons of data h m  analogous nine month periods in 1995 and 1996 data fimm al l  

NIHB regions (except Manitoba) indicated that this initiative redaced program 

expenditures, although numerous inherent stiategic denciencies were apparent:. 

inflexibility: the service demands (needs) of individual clients codd not be 

accommodated by frequency Limitations or snpported by 

scientific data. For instance, generally s i r  monthly 

examinations are unnecessary for caries diagnoses (Sheiham 

19771, except under extraoKZinary circumstances e.g. 

radiotherapy for malignanciee (Woodward et al. 1993), 

although no information ia available for the number of 

examinationa required for high-risk First Nations Treaty and 

huit comrndties. 

impropiktiry: opposition must be anticipated for any new initiative 

implemented with minimal local provider I client 

consultations; 

the fkequency-based initiative haa not eliminated marhed 

regional diacrepancies in semice numbera and espendituree; 



inrdeqorîe: epidemiological data on the h t  Nations Reaty and huit 

comrnunities' deatal needs are crucial for strategies based on 

service hquency restrictions. 

Data fimm the current study indicated that the alternative, needs-based, initiative 

was asaociated with double the erpenditure reductions than derived fimm reatrieted 

semice hepencies. The needs-based strategy was &O eonsidered more appropriate for 

the Fint Nations Treaty and Inuit communities, &ce serrrices exceeding a $500 

threshold for individual clients could atill be approoeù, provideci the? were rationalized by 

sufnaent data (e.g. radiographs, werall treatment plane etc). 

The needs-based approach was not a panama for the cmntml of NIHB dental 

program expenditures, howwer, due to numerous inherent deficiencies:- 

impadkt regional discrepanaes in service numbens and erpenditares 

were etill apparent in the Manitoba region, even nine months 

after implementation of the initiative; 

increaeed administrative costs (appmximateIy 5%) cuuiociated 

with semice daim approval, although they were ampensateci 

by signifiant expenditure reductsom for eome semices; 

both pmviders and dienb, were Ilritateci w i t h  delaya in service 

clah approvai; 

the intraxmigence of a reg iod  dental officer may potentialiy 

compromise prior-appmal rnebnisms, although all decisions 

may be over-ruied by the appeal mechaniam; 

epidemiological data on the First Nations Treaty and Inuit 

communities' service ne& are crucial for long-term sttategies 

to reduce NLHB dental program expenditures. 



Neverthefess, the needs-based initiative bas been shown to be effective in 

controlling 'outlier' providera' expenditures, nithout restricting service access for the 

Fitet Nations Treaty and Inuit communities. Yet the relative effdveness of thie short 

term initiative must not be ailowed to subvert the dweiopment of more appropriate long- 

term efrategies to curb the inflationing NIHB dental program expenditurea. 

4.3 STRATEGIES TO CONTROL NIHB EXPENDITURES THROUGH THE 
PROVISION OF SERVICES BY THE PROVIDERS 

Sigainant strategic shiîts in NIEIB program polich are req- to reduce the 

marked regional diecrepancies in service expendifUres. Such diacrepancies are not unique 

to the NIHB dental pmgram (Lewis 1969; Werinberg et al 1977; Paul-Shaheen et al 1987; 

Conrad et al 1987; Birch 1988; Bailit et al 1983) and appear p r i m d y  related to the 

"providers' practice styleen (Wennberg 1991; Chassin et al 1986). Due to fbe insignitlcant 

cost implications (Wennberg 19851, the aseumption that reimbursement for only effective 

services would reduce program expenditures has stimulated the growing internt in 

practice guideüne development (Roper et al 1988; Field et al 1990). In practice, euch 

developments have been constrained by th& undue d a n c e  on expert opinions, rather 

than published scientibc data (Audet et al 1990). They may aiso offer more potentid 

benefita ifdeveloped locally, rather than impo~ed by a œntrelized authority. 

Certainly, the US Agency for Health Care Policy and Research has rupported 

scientific rtudies on guideünes to reduce service variations (Medical Treatment 

EfEectivenees Reaearch 1990), although the NIHB dental pmgram bas pet to adopt this 

approach. Moreover, other dental pmgrams eerving relatively similm dient populations 

have yet to eontrol such service variations (Bailit et al 1983; Grembowski et al 1990, 

1991). The inherent cornplaPty of the problem, t h d o r e ,  cannot be werstated. 



Small area analyses indicate that service variations appear to be initiateci at three 

distinct points in the defion-malring pmcess:- 

clinid condition detection and diagnosis, e-g. proximal enamel d e s ;  

service provieion for the condition(s), e-g. to reatore a prorimal lesion now or to 

await 6-12 mon* for potential reminerdhtion; 

service seleetion fkorn alternative options, e-g. g. to a hoth nithibithout prior 

mot canal therapy (Shugara & Bader 1992). 

But whereas differences in examination thomughness, application of diagnostic 

criteria, risk aeeessments, nonclinical client factor interpretations and interpersonal 

client/provider interactions may lead to decision variations (Maqmiuk 1990; Noar et al 

1990), these parameters are inherently difEC01t to control. For instance, scientinc data 

relative to the eEectiveness of alternative semices may not reduce regional discrepancies, 

since the average dental service benefits provided by average provideni in average 

communities may vary between the First Nations Treaty and huit and other Canadian 

communities. The same resemations apply ta their differential impacts on W e  quality 

(Gordon et ai 1988) or client satisfaction (Davies et al 1981). As diecussed later, dentai 

sealants are exceptions to this dilemma (Weintraub et al 19871, since their m e t  

e f f i e n e s s  is weIl substantiated. 

There are m e r  concerna for this alternative. For iastance, whereas aesay. for 

service effectivenese are generally based on randomhed clinid trials (RCTs) (Brook et al 

1985), expense and ethical constraints hamper their applications to the h t  Nations 

Treaty and Inuit eommunities. Alternative aesap tbrough longitudinal obwmationai 

studiee offer potentially valid clinical data (Greedeld 1989), although these hinge on 

precise asseasment criteria Analyses of the NIEIB dental progran àata may rkdve t h  

issue, although they have been subjected to only limited investigation to date. The 

fkequency-based control strategy was not based on systematic data analyses, and 

therefore was inherently compromised. 



Payments restncted to only basic semice8 comprise an alternative strategic 

option, although precise data on the relative cost-efféctiveness of low- and high-eost 

service alternatives are not available for either the First Nations Treae and Inuit 

communities or other Canadiam. Data h m  the curent  atudy also indicated that 

provider inconsistencie~ may compromise any cost-containment strategy, i.e. mme 

providera tend to claim for more specinc services (e-g. night-gnards) than others. even 

with a monitoring systern. Routine provider profBe analyses will soon be intmduced into 

the NIHB program, to identify anomalous provider s d c e  patterns. 

Furthemore, whereas strategic analpis for the NIHB pro- analysis hm been 

c o d h e d  to the fea-for-semice component, salaried (induding per diem) options to d u c e  

regional expenditw dismepancies are complicated by the premiee that provider- 

inducement was primady reeponsible for service dbcrepanaes (Bailit 1988). Le. bighly 

cornpetitive private markets may ovemhelm pmviders' ethical standards (Morris et al 

1987; Beazoglou et al 19881, unless clients' interests are safeguarded by some quaiïty 

assurance (prior approval) mechanism (Atchison et al 1990). Moreover, Wher 

consideration of salaried options were excludeci h m  the tinrent study, although they are 

worthy of fivther investigation. 

In the absence of epidemiological data on the Mt Nations Treaty and Inuit 

communities, the information derived fkom the current study was hadequate to define 

long-tenn cost-effective strate- to control the providerd services, although the 

establishment of ongoing provider pmnle analyses will undoubtedly iden* outliera for 

subsequent detailed scrutinp. A rational appmach wodd appeaw to encourage the ld 

development of service guidelines for the Fitet Nations Treaty and Inuit eommurùties, in 

anticipation that a aubsequent regional and national consensus could be achieveà. 

Regionai discrepancies in the service demands of potential clients also require further 

investigation. 



4.4 STRATEGIES TO CONTROL NlHB EXPENDlTURES THROUGH 
REDUCTIONS TO THE FlRST NATIONS TREATY AND INUIT 
CûMMUNITIES' OISEASE BURDEN 

Without concomitant reductions in the First Nations Treaty and Inuit 

communities' disease buden, the long-tem MHB dentai semice expenditures cannot be 

reduced (Hunt 19BO). This also applies to 20% of the general population at high dental 

carias risk (Mandel 19961, since analogous souoeconomic and cultural factors are 

responsible for the signincant prevalence for nursing-bttle caries in both types of 

populations (Ripa 1988; Albert et al 1988). The pdcular concern of nureing-battle caries 

cannot be underestimated, since tbis virulent form of dental caries develops rapidly in 

the presence of irnproper feeding habits associated with inappropriate bottldbreast 

feeding (MiInes 1996). Moreover, such lesions tend to develop on enamel surfaces 

nomally coneiderad at lm risk, Le. the m m  primarg incisors and first molars. This 

disease is prevalent in the Fllst Nations Treaty and Inait communities, as illustrateci by 

the 37% of children aged 3-5 yeam who were noted to be affected in a etudy of the 

Keewatin District of the NWT region (Albert et al 1988). The significance of thia diaease 

relates primaiily to the high s e h  coste (Cook et al 1994, Milnes et ai 1993), although 

the reductiozi wil l  necessitate social and culfuial changes. Moreover, there are effdve 

preventive strategiea, as iilustrated by the 7545% d e s  incidence ieductions achieved in 

Sweden (Axelason et al 1993). There are, therefore, ecientifically-based preventive 

strategies, whose aggreseive implementation would offer potential benefita to the First 

Nations Treaty and Inuit communities and other high-riel populations. There ie, 

however, a womying tzend for the prevalence of caries to increase, after a period 

characterizeà by theV eignificant reduction. This haa been noted in the United Kingdom 

(Downer 1994, 1995) and other parte of Europe Non der Fehr 19941, although the 

primary etiology remaina obacure. Neverthelem, these trends illustrate that conventional 

preventive strategies may not be entuely successful in reducing the prevalence of dental 

caries in the long term. 



Dental dieeases are not primarily confined to the potmg (Chauncey et al 1989), 

although the untreated eequelae for the F h t  Nations *aty and Inuit communities' 

children tend to be more swere than adulte (e.g. tooth drifting foIlowing premature 

deciduous or permanent tooth loss potentiate subsequent expensive 1e.g. orthdontic] 

service demande). This Mpliee that the preser~ation of na- teeth ie the most logïcal 

cost-contml strategy, despite the higher disease increments in older aduits than children 

for most other Canadian populations (Glaes et al 1987). These trends confiet with those 

for the First Nations Treaty and Inait communitie~, where bigh birth rates have ensured 

that more than 50% are under 20 yeam of age. Aa they therefore require more aggresee 

preventive strategies tban most other Canadiane, th& fùrther anaiysis is indicated. 

4.4.a Pmventhre Maasures 

The potential preventive dental strategies for the FVet Nations Reatp and Inuit 

communitiea eesentidy hinge on those originally promulgated by the National lastitute 

of Dental Research's National Caries Program (Harris 1989). 

4.4.a(1) Reducing the impact of earies-inducing microorg.nisms 

Personal oral hygiene techniques (mechanical non-calaned tooth deposit remmal) 

remah the priacipal focus of most preventive strategies, since the results from new 

pharmaceutical agents and potential caries vacaOes have so far proved di~appointing 

(Harris 1989). Strategies to encourage plaque control through instructed bruahhg and 

flossing, improved toothbnish design and more effective dentifkices appear most 

appropriate far t h e  commuaities. Unfortunately, the potential NIHB dental therapists' 

educationai role in this regard has yet to be fùily qloited. 

These strategies alone are unlikely to be adequate, since most eady superrrised 

brushing and flossing studies reported insignificant dental caries benefits, due to 



bmshing (occlusal) and flossing (interproximal) inadequacies (Suomi et al 1980). 

Subsequent reports indicated that these benefits were only susfained by nequent office 

visita (Arelsson et al 1991). Strategies to improve the First Nations Treae and Inait 

communities' oral hygiene mut  therefore be anticipated to be labor intensive (Le., 

expensive), although they must be implemented prim to the mat-eS&ive provision of 

'expensive' (e.g. orthdontic) services. 

Dental caries hm been d&ed as an infectious disease CAausavice 1995). although 

not in the seme of tubedoais  or measles, yet the bisguanide antbeptic chlorh8Qdine is 

the only recommended antGnicrobia1 agent ( 0 t h  than fluoride) (abandel 1994; Emilaon 

1994). A 0.12% rinse ia an acceptable chlarhexidine vehicle for high risk patients in the 

United Statea (Anusavice 1995). although professionally applied chlorhexidine vCVDiS12 

(up to 40% concentration) may be more appropriate (Endson 1994). Unfortunately, thie 

conflicte with other reports that this agent's 46% ove id  caries-inhibithg effect is 

independent of the application method or fkequency (Van Rfjkom et al 1996). This conflict 

may be due to the asynchronomous reduction in dental caries prevaience with the 

reduction or elimination of mutans atreptococci. 'l'hem are, however, several etudies that 

clearly show that treatment with chlorbedine, partidarly chlorhesidine and fluoride, 

cm be effective in reducing d e s  (Emileion 1994). The mare effective treatment to date 

has involved dilorhexidine gels applied by flossing or in baye (Bowden 1996). although 

chlorhesidine varnishes may esectively d u c e  the numbers of mutans streptococci, 

sometimes for long (monthe) periode (Schaeken et al 1989, 1994, Sandham et al 1992). 

Treatment of mothers with chlorhexidine-fluorid gels bas ale0 been shown to be effdve 

in reducing the colonization by mutans atreptococci and caries pmalence in children 

(Tenovan, et al 1992) although the associated taste changes and tooth staiiiing is a 

concern (GreenStein et al 1986). Strakgies involving this agent's use! in the NIHB dental 

program must also await FDA appmval. 



4.4.a(ii) Diariy UodiRcrtions 

Strategies for dietary modiiication through sugar (especially sucrose) intake 

restrictiom (e.g. in drinbs) have been replaœd by the more pragmatic appmach dsugar 

substitution by h~rpoacidogenic and nonacidogenic meeteners CTanzer 1993). Initiatives 

have yet to be devised to improve their availability ta the Fkat Natioxw Treaty and huit 

commeties. A h  tno  reports indicate th& a low dental caries incidence in Shildren may 

stül be compatible with their high sugar coneumption (Rugg-Gunn et al 1984; Burt et al 

1988). i.e. sucrose substitution is no panacea for high-risk populations. 

The use of the nonacidogenic sweetener xylitol, primariy in chewing grun is a 

most promieing dietary approach to caries prevention, enamel remineralization and 

dentin caries arrest (Makinen 1992; Trahan 1995, Malchen et al 1995; Sintes et al 1995). 

Yet t h e e  are concems for the effectiveness of dietary coumehg in changing overt 

behaviora (Weinstein et a1 1989). even when chewing gnm ia the incentive. 

Marked reductions in dental caries prevaience mainly reflect the widespread 

availabilïty of fluoride (Newbnui 1989). Unfortunately, water fluoridation for ieolated 

cornmurtities ia not cost-effdve where theee populations are smail (Newbrun 1989; 

Ringelberg et al 1992). Since poorer socioeconomic groups benefit more fimm water 

fluoridation than other groupa (du-Plessis et al 19951, dietarg supplements ancilor school 

water fiuoridation are alternatives if communitp fluoridation is impractid (Horowitz 

1990; Bergmann & Bergmann 1995). Ae inappropriate discretionary fluoride intake ie a 

potentid concern (Levy et al 1995; Lewis & LMeback 19961, the Canadian Dental 

Association has recommended that fluoride aupplementation be limifed to children 3 

years of aga or older in areas aria lese than 0.3 pmm of fiuonde in the water supply 

(Clark 1993; Lewis et al 1995). UnfortunateIy thia recommendation haa yet to be 

promulgated to the First Nations Treaty and Inuit communities. 



Dentifkice is the moat a>mmon form of fluoride application (Stookey 1990, Mandel 

1994, Seppa et al 1995). although comparable benefits can be achieved fimm Quoride 

rimes, topicai applications and systemic fluorides (Newbnin 1989; Marthaler 1990; 

McGuire 1993; Shern 1996). Yet strategies to encourage the use of such agents by the 

Firet Nations Reaty and Inuit communities are constrained by the lack of placebo 

contmle in randomized controIIed triale (RCTs) (Bipa 1991) and the ineffectfveness of 

prior tooth prophylaxis (Ripa 1991; Johnson et al 1995). ln addition, there ie little 

info~m8tion on the acceptame of dentrifices by these commdties. 

Regardlese of the primarg source, therefore, fluoride's preventme measuxes muat 

be aggressively pursued for the Firat Nations Reaty and Inuit cammunitiea, although 

strategies to achieve thie objective are beyond the sape of thie thesis. 

4.4.a(iv) Ssrhnb 

As occlusal pits and fissures ean be eost-effectively sealed with adhesive resina 

(Romeke et al 1990; Ripa 1993; Weintraub et al 1993; L e e  et al 1994; NIH 1994; 

Foreman 1994; Haadelman et al 1995), the primrvp objective of the United States Public 

Health Service for 50% of 8 and 14 year children to have pit and fieam sealanta in one or 

more permanent molar teeth by the year 2000 (US Department of Health 1990; ADA 

News 1989) will be achimed, pmvided there are impmvements to the public's awareness 

and knowledge of sealants (Gifk 1994; Foreman 1994). The case for an d o g o u s  strategy 

for the Finit Nations Treaty and Inuit commdties is not ditiFidt to rationalize (NIA 

1984; Burt 1985; Ripa 1985; Gift 1988; Swift 1988; Pitts 1991; Rippa et al 1992; Bader & 

Brown 1993; Leverett et al 1993; Sodatholm 1995) and ehould therefore be aggresaively 

pureued by the NMB dental program. 



4.5 CONCLUSIONS 

The data h m  the m e n t  study therefore indicated the following strategies 

should either be maintaineci or implementeà for the NIXB dental program:- 

the needs-based initiative was a more effective cost control strategy than that 

based on service kquencies: consideration should therefore be given ta the 

implementation of thie short-tann strategg to the other NlHB regiom; 

the implementation of long-term preventive me- to the First Nations Tieae 

and hui t  communities ie the most logical etrategy to achieve signincant 

reductions in the NIHB dental program expenditures; 

the acquisition and analpis of epidemi010gical data ie crucial to aasay the impact 

of theee CO&-reduction strategies and impmve the accountabiiity of the resources 

allocated to the NIHB dental program. 



5. FUTURE RESEARCH 
DIRECTIONS 



S. FUTURE RESEARCH DIRECTIONS FOR THE NIHB DENTAL PROGRAM 

As acquisition and evaluation of epidemiological data and the aggreseive 

application of preventive strategies are crucial to the contn,l of the NIHB dental pmgram 

eztpenditures, they must comprbe the central f m  of firture research, 

The need for epidemiological data on the First Nations Treatg and Inuit 

communities cannot be cwerstated:- 

To assay the mmnt semice ne& and estimate the expenditure~ required 

to achieve and maintain th& dental health status to analogous levels of 

most 0 t h  Canadians. Although auch information is crucial to determine 

the appropriate resourcea required for the NIHB program, Iittle 

epidemiological data are available for cornparisons with other Canadians. 

To retrospectively waluate the cost-eff&ctiveness of the current semice 

range provided by the NMB dental pmgram, with special emphasis on the 

kxpensive' (e.g. orthdontic, endodontic and prosthdontic) a d c e s .  

To determine the impact of =serve migration on the dental d e  nee& of 

the First Nations Treaty and Inuit wmmunities. 

To determine the impact of dental program transfers to tFibal/band control 

on the First Nations Reaty and Inuit communities. 

2. Reductions to the dental disease burden of the F h t  Nations Treaty and Inuit 

mmmunities wil i  require the development of the following 8trategies:- 

To ensure that clients in isolated northern communities have adequate 

acceas to fluoride and evaluate the impact h m  epidemiological data; 

O To encourage the Firat Nations Treaty and Inuit annmhties to inmaee 

their demands for sealanta and evduate the impact h m  epidemiological 

data; 



To improve the demands for non-eugar meeteners in foode, snacks and 

drinks and waluate the impact fkom epidemi010gid data; 

To -and the d e  of dental therapiate in the aggregsive application of 

preventive &ce8 to the EFtst Nations k t y  and Inuit communities and 

asaay their cost-effectfvenese h m  ongoing epidemioogid aasaya. 

Evaluation of the relative potential benefits of expendeci sdaried to fie-for-semice 

provider payments is required in the quest for strategieii to improve the 

accountability of the NIHB dental program. 



6. CONCLUSION 



CONCLUSIONS 

The fee-for-aeTPice mmponent of the NLnS dental pmgram w e d  aa a signincant 

inamie source for some providera in the past, although no epidemiological data 

can support analogous improvernents to the dental diseaie burdem of the Fimt 

Nations TreaQ and huit mmmunities. 

O As growth in the iwioiureea allocated to the NIHB dental program has been Iimited 

to 3%. 3% and 1% over the next three ansecutive years, the mora equitable 

provision of semices to  the First Nations Reatg and Inuit communitie~ and 

reductions to thek disease burden reductions therefme raquired a new strategic 

appmach. 

The strategy implemented (January 1st 1996) by the NIHB program was to 

control dental expenditutes by limitations in client eligibility b d  on a scheduie 

of service hquencies. 

Due to pmviderdclient opposition, an alternative more flexible option was 

implemented for the Manitoba region (Apd let 1996). This was based on the 

premise that this needs-based strategy might be adopted nationally, pmvided 

sufncient (6-9 months) data were obtained to support the effectiveness in 

controlling erpenditures. 

O Cornparisone of the needa-bad (Manitoba) and &equency-based ( m e d e r  of 

Canada) strategies, showed the former was more effective in controlling dental 

serince expenditures, although neither d u c e d  the regional di8crepanues that 

varied between epeeinc service categories. 

O The implementation of preventive strategie~ ie aucial to d u c e  long-tenn seroice 

expenditures provided by the NIHB dental program, although on-going 

epidemiological data are maal  to assay thw effectiveness. 
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1. Tables for Introduction 
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Source: NIHB data base 

AU values listed as relative percentages of those eligible for program benefits 





Appendix Table 1.3 

Regknal Vanrdom ln Total And Per Chpita Dmtil Sewice ExpendHuras 
For The NlHB ûentai Prognm (199095) 
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Alberta 
Saskatchewan 
Manitoba 
Ontario 
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NWT 
CANADA 

Per Capita Expenditum 
Pacific 
Alberta 
Saskatchewan 
Manitoba 
Ontario 
Quebec 
Atlantic 
Yukon 
m 
CANADA 

Values expreased as percentage changes reIative to 1990-91 data 

Source: NIHB database 
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Annual Changes in SeIected Oental Services Pmvideâ by the NlBH 
Program Relathn b 199691 Data 

DENTAL 

Total service Nos. 
Per capita service Nos. 

Total service Nos 
Per capita semice Nos. 

Total service Nos 
Par capita service Nos. 

Total service Nos 
Per capita service Nos. 

Total semice Nos 
Per capita service Nos. 

Total service Nos 
Per capita &ce Nos. 

Total serince Nos 

Per capita service Nos. 

Total service Nos 

Per capita semice Nos. 

Total service Nos 
Per capita semice Nos. 

Total semice Nos 
Per capita service No@. 

Semice data iisted ee percentage change inmeases (or decreases) dative to 1990-91 
data. 

Source: NIHB database 



Appendlx Table 2.2 

Annual Change in Selected Dental Service (Expenditunr) Corb 
Relative ta 199û-91 Data 

SERVICE r" 

Restorative 

Enddontic 

fked 

Orthodontie 

Total costs 
Fer capita msts 

Total costs 
Per capita costs 

Total costs 
Per capita costs 

Total costs 
Per capita costs 

Total costs 
Par capita mts 

Total costs 
Per capita mts 

Total costa 

Per capita costs 

Total co&s 

Per capita a s t s  

Total costs 
Per capita costa 

Total costs 
Fer capita meta 

Semice expenditures iisted as percentage increases (d-es) relative to 1990-91 
data. 

Source: NIHB database 



1994 

Provider Senrloe No. Expendlhwer Corllrervke 



Pm* sowlcm No Elqmdbm Colllwnim 
1 3 4  343,84 64,22 
2 3 4 6  228,89 06,OO 
3 3.02 220.01 76,SS 
4 3.03 188,19 62,lS 
S 3,49 177,OO 60,74 
6 2,S5 186.50 61.30 
7 3 3 6  110.04 42,12 
8 1 . 7  129.00 79.64 
9 1,02 128.03 86.82 
10 1.92 122,52 63.86 
I f  3.04 110.71 39A4 
12 1.07 118.72 60,ZO 
13 2,48 11437 4434 
14 2.86 111,27 37.88 
46 2.30 108,66 45,44 
18 2 4 7  107,04 43,42 
17 2.09 105.09 00.18 
10 2.48 100,66 4045 
40 6 7  83,04 68.75 
20 1.78 8637 48.90 



Appendix Table 2.5 

Changer in Senices for the Top' Manitoba Piaviden 
in th. NlHB Program: 1892-199s 

Y u r  

1992 

1983 

1994 

1995 

TOP 2û 
Mun 

115.8f55.3 

133-9a-7 

145.9*22 

168.W7.5 - 

TOP30 TOP20 TOP 30 
Yerr Total Total Top Piovidar's 

1992 3638.4 2316.3 446.3 

1993 46 14- 1 2677.4 797.4 

1994 4825.9 29 17.3 738.4 

1995 5232.5 3372.8 521.2 

(e) Pei Cipita Ombl &wkr ExpendRuma Geimmd by the %op' ûon(#r In (h. Manitoba 
R o g b  of tln NIHB Pmgnm 

Service nambers abbrwiated J. 103 

- 

TOP30 
Tobl No. 

70.W 

82.67 

87.13 

94.32 

TOP 26 
TOP PIOV/CI.fs 

259.8 

278.9 

343.8 

358.3 

Source: NLHB data base 

TOP20 
Tabl No. 

44.94 

49.83 

54.42 

59.61 

TOP 30 
TopPiovidmr's 

8.61 

15-10 

14.58 

10.40 

- --- 

TOP 30 
Mun 

121.3I85.8 

153.e135.7 

160.9*124.8 

174S93-2 

1992 

1993 

1994 

1995 

TOP 20 
Top PmvWfs 

6.35 

5.21 

6.34 

6.51 

Fer capita ercpeaditum listed es mean $ per dental ~erviœ 

TOP 30 
llkrn pw crpih 

6 3 . M . 5  

91.w.6 

95.W117.0 

90.W110-7 

TOP 30 
y.in Nol 
Piovickr 

2.3e1.86 

2-7e2.74 

2.9W2.62 

3.1a2. l2 

TOP 20 
Morn per crpiti 

54.m16.2 

55.S15.5 

S4.sll.6 

58.7f16.6 

TOP 30 
Pucrpib 

upondiaim h m  
WIWOY#« 

51.8 

62.8 

50.6 

50.1 

TOP 20 
Pet crpib 

expanâitunrtrom 

40.9 

53.5 

54.2 

55.1 
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Appendix Table 3.f 

Changes to the pnctice amfites: f 996 venw 4995 

Source: NlHB 6tr baao 



Appendix Tabla 3 2  

Changer in donml servicm data tor anriogoum nlne manth perfodr in 1995 and 1996 

Service type 

All 

Diagnostic 

Preventlve 

Rastomive 

Endodontlc 

Perfodontlc 

Orthodontlc 

Oral Surgavy 

Prorthodontle-R 

Denturkts 

Mlscdlrnooua 484.07 
491 .70 1 O,? 

Page 1 





Appendix Table 3.4 

-2st.d 

-1 1 3 s  

39.9 

1 33 

12.6 

-1827 

t 6.8 

1 a.0 

2 7  

-8.8 

t a o  

-9.B 

-12t 

-82.0 

5 2 4  

-134.4 

4 t . a  

- l a 3  

Source: NlHB drtr baso 
Ali va1u.r 1i.M u pmentage incmma (durnases) of 1996 relativm to 1995 data 



Appendix Table 3.5 

Dithnnw in NfHB de-1 pmgnm daa for ac~dogous nim month paria& in 1995 
and 1996. 

Total 
Diagnostic 
PrevontCvo 
Restontive 
Endadantic 
Periodontal 
Oral surgay 
Orthodntic 

(b) Servicm numbrn 

Total 
Oirgnostic 
P tevontlv* 
Rmstorative 
Endodontic 
Pariadontal 
Orri rurgaq 
Onhodoritk 

Toul 
Diignoatf c 
Provantiva 
RaatonUvo 
Endodontlt 
Poriodontal 
On1 surgwy 
Orthodoirtlc 





Changes in dmW ~ i t s  n u m m  and exp«idihrms for malogous nine month 
pedads in th. 1996 dative ta the 1995 ml yeam 

Orai Sutgwy m N 6 3  -10.7 8.0 JI) -1 LI 16.6 -7.8 3 2  
-33 17.7 4.9 -t 8.S 10-9 dS f -3 

COSw 8.7 10-6 1 .O -1 -4 2.7 4.7 -1 -9 



pekntiges of Cinadian mais for 1996 and 1995 

Prevendve 

Atfrntfc 

A.& 
4-7 

4-4 

4.3 

S A  
r.7 

4-3 
4 1 

2-3 
2.3 

3.3 
10.7 

9.3 
8.3 

4-3 
4- 1 

4.7 
5.5 

2.7 
3.4 

1.9 
12.1 

Ont 

16.3 
t 8-7 

21 .a 
20.3 

f -3 
21 -3 

17.3 
t 6.7 

12.2 
1 2,! 

T 6.2 
t 4.5 

28.3 
25.7 

16.2 
15.7 

15-1 
14.3 

123 
12-1 

9.9 
13.3 



Appendix Table 3.9 

SalaGthd regional wwice expendhm for analogous nino month pan'ads in :995 
and 1996 exp- as prrt.ntages of Canadian mals 

Ont 

18.3 
19.3 

30.2 
20-3 

3.4 
25.3 

16.3 
5.3 

13.4 
14.5 

24-2 
t 9.3 

24.3 
23.7 

10.8 
10.1 

15.0 
tS.4 

1 2.9 
r 2.3 

1 7.6 
19.3 





Source: NIHEI &ta bru 
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NlHB Dental Program 





'he 'IIHB dental program framework 
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Criticisms of the 
Frequency-Based Strategy 



SPEClFlC CRITICISMS OF THE FREQUENCY-BASE0 STRATEGY 
INTRODUCED JANUARY 1ST 1996 

The main specific eriticisms of the fkeqnency-based etrategy are moet 

appropriately liated in point fom- 

1. Ewiminrtions: 

0ncdtnvel.e month coverage for recall esaminations on clients over the age of 17, 

as opposed to the previous twidtwelve month merage. Sp&c examinations limited to 

one in any twelve month period. 

As the specifïc examination fm is 19.93 (Code 01204) and that for a recall 

examination ie $19.47 (Code 01201). the savings gained when clients may be recalled 

after six months and examined for a s m c  conceni or cornplaint =main obscure. 

The changes intmduced for preventive semices include the potentid si. fold 

increase in scaling unita provided per annum, although these changes were not baeed on 

scientifïc data. Moreover, as NIHB expenditures in Manitoba during the 1993i94 fical 

year included $407,000 for 1 4  units of eealing and only $10,800 for 5+ UILits, Mationary 

trends in the latter must be anticipatxd under the fkequency--baeed initiative. 

Approximateiy 582 bruxism appliances (Code 4361ü43612) were conet~cted in 

Manitoba over the 1992-95 period. As a Mt of 1 per client per 36 months is set by the 

frequency-baeed initiative, then the potential number could increare under the 

fkequency-based initiative fkom 582 to 25,481 should ail providers use the maximum 

allowable Wt. 

3. Restomtive Services: 

Tliere were serious resematioas for restorative services included within the 

fkequency-based initiative: 



~ s t o r a t i o n s ,  Amalgam - Limited to one per tooth in any si.ty month period 

(same d a c e s )  in combination with prefabricated and tooth coloured restorations. 

Restorations. Tooth Coloured - Limited to one per tooth in any sjxty month period 

(same sudaces) in combination with amalgame and prefabricated restoratio~". 

For instance, if a disnt retums to a private provider aftor four years with a 

crackeâ anterior filling, the potential options include: 

i) Replace the restoration for no fee; 

ii) Replace the restaration and extend it by at least one indace for a bigher fee than 

originally chargeci; 

iii) Rovide a mm. with or without a root canal treatment on the twth ifa fkquency 

violation does not oc- 

iv) Extract the tooth and add to it a removable partial denture. 

As no provider is likely to replace a mstoration aRer four yeara for no fee and no 

First Nations Treaty and Inuit community client will wish pay privately for the 

restoration due to socio-economic and political reasom. 

The four options are therefore associateà with the following potential biiiing 

situations: 

Option (i) 23113 - MIL on #21 (Replacement) $75.36 

Option (ii) 23114 - MILB on #21 $89.24 

Option ( M a )  27211 + Lab - b w n  on #2 1 8450.00 

Option (iii)(b) 27211 + 3311- Crawn + Endo + 25731 Pogt & Core 800.00 

Option (iv) 53201 + Lab - Removable Partial Denture + 71101 - $590.00 
Extraction 

AU these options are more costly than replacement of the exisüng rabration, Le. 

the original Option (i). Even if there was an upper partial denture, the coats to extract 

the tooth and add it ta an existing prostheais far outweigh the MIL restoration costs. 



4. Endodontic Senrices and Crowns: 

In the fkquency-based initiative implemented on January 1, 1996 the frequency 

for endodontic services and crowns was changed h m  2/5 y e m  to % years. In many 

instances, additional expenditutes wi l l  be aseociated with these changes. For azample, a 

client wi th  two enddontic services and QOPP~S provided in December 1992, wodd have 

been eligible for another crown or endodontic service in December 1997 under the 

previoua system. Under the fiequency-based initiative, however, they wodd be eiigîble 

for a mm and endodontic semice in January 1996 (Le. three pars a f k  the last mwn 

or endodontic service). The intent of this change was clearly to lessen the provision of 

endodontic services and crowns, Le. the expenditure saviaga (if any) have ben deferred 

to a much later point in the threelnve year cycle. A situation could therefore be 

anticipated where an i n m e  in expenditures will be noted as a type of ''hump CO#. This 

situation has been worsened by a systems problem which counts the three year 

tirnefirame h m  the placing of the nist m w n  witbin the laet five years rather than the 

second cmwn. 

5. Adjunetive Services: 

The new parameter8 for general anesthesia approvai elicit eimilar potential 

expenditure escalationri. 

The Schedule of Dental Services, in the fhquency-bmed initiative implemented on 

January 1,1996 included the folowing statements: 

aGeneml AnaestksÙz/Co~ciot~9 Sedotion - Limited to chüdren under the uge of 12 

yeors. Others wilZ requite ptior approual. Applications must indicate the grstemic 

condition making cr geneml anaesthetic neeessaryD. 

However, Schedule Tlw, Part 1, Division 1, Section 47 and Part 1, Division II, 

Section 3 of Manitoba Regdation 508/882 states that: 



œSurgk4:l removal of any tmth and/or other dental surgical pmcedure in hospitd 

where such treahent Y an inte@ part of the management or troohncnt of a specific 

qystemic condition or ttauma, and such oml/dental sugicol procedure has ken nquested 

by the patient's attendhg medicd pmch'tioner. . .' is un insurd service when pr&rmed 

by a œrtifiod oml and mcuilf0fcu:Ùd sugeon or liccnsed àentist. These sugicol pfocedures 

und hospitcil COS& ore insuted services. 

The interpretation of these statements implies th&- 

Geneml anaesthesia is no longer a covered service for clients over the uge of 12 

years unless medkally compromispd (although t h e  sentkes are ahady  covered as 

Provincùdty inaured services) 

Geneml antaesthesïa for u d u b  in need of oral sutgery LP therefite no longer covered 

&y thdVAYl3 dentalprogmm. 

This intended cost saving measare haa very limited benefits upon closer 

examination. For instance, the Manitoba NlHB dental program prwiowly fiinded an oral 

surgeon to travel with a registered anaesthesioIogist to Norway Home Hospital and 

provide Operating Room (OR) semices ea& month. 

As generai anaeethesia ie no longer covered by the NItIB program under the 

âequency-based initiative. the OR service has ben  canceled. As a consecpence of these 

changes. this operating m m  date (approximately 20 patients with 5 escorts per month) 

will now have to be flown h m  this remote community for oral euigical services under 

local anaesthesia. i.e. $15.000 on tnivel and accommodation expenditures to save $2,034 

general anaeethesia charges or a 50096 iacrease in aGunctive serrrice/transportation 

expenditures. 

6. Quality of Cam 

There is no scientifïc literature to support the following- 



an 8-years lifetime for complete upper or 10wer dentures 

a one endodontic semice and aonn to eligible clients on a three year tirnefkame. 

As the provision of more semices to some clients than othere is such a 

fundamental attxibute of quality assurance, fkequency-based initiatives can no longer be 

justified. 

NEEDSBASED STRATEGY 

The needs-based strategy is based on the complete dental aervice needil of 

individual clients, rather than limiting dental benefits to allowable fkequencies of 

individual semices. This allows providers to pmvide better services to clients with high 

semice needs and d u c e  administrative delays associated with awaiting the ikequency of 

specinc services. 

With the implementation of the prior appmval aspect, the provider completes an 

annual treatment plan outlining all the client's semice needs. Any treatment plan that 

axceeds $500 per year, or includes specific services that necessitate prior approval, must 

first be submitteà to the NIHB pmgram for pre-determination revlew. 

The implementation of this strategy is intended fn manage dental benefita more 

like other public and private dental plans, whera preauthorization is required for major 

restorative work. 

Prior approvai is thedore q u i r d  foc- 

AU serirlcea where prior approval ia indicafed by "P or "IV in the fee 

schedule; 

a Treatment exceeàs )WO pet patient per yeaq 

Post-treatment appioval wiU not be considered; 

II Rior approvd may be given by telephone by the Regional Dental Oiacer 

for emergency caees. 



DRAFR NlHB DENTAL REVIEWIAPPEAL COMMITTEE - MANKOBA 

1. R o k  

To review preàeterminatiom, daims, appeals and profiles of wmk provided 

under the NIHB Dental Rogram, Manitoba Region and recommend 

disposition of same. 

(a) TlRo First Nations representatives h m  the Assembly of Manitoba 
Chiefi- 

(b) -O dentist representatives h m  the Manitoba Dental Asgociation. 

(CI Ex-Officio non-voting mexnbers:- 

O One Regional Dental Otncer h m  Medical Services Branch 

O Dental Office Staff Person, Medicd Services Branch 
(Secretarg to the Committee) 

Appointmenta to the committee shaU be made for a two-year term 
renewable once bg: 

w The Assembly of Manitoba Chiefs concerning (a) above. 

The Manitoba Dental Association Board of Govemors conceming (b) 
above. 

0 Regional Director, Manitoba Region, Medical Semices Branch 
conceming (cl above. 

NOTE: A denttuist will be available for the Committee on an 'hs needed" 
basis. 

Meeting Fnquancy: 

(a) A minimum of one and maximum of two meetings will be held per month. 

(b) Remuneration in nodederal employees on the Committee will be in 
accordance with standard Medical Services Branch agreements. 



Dutk. and Responsibilitk. of Commitûm 

To el& a chairpeltlson at the outaet ofeach two year term. 

O To review and dispose of specine predeterminationdclaime bmught to the 
committee. 

O To review and dispose ofpredeterminatioIIB/claims containing seFVices which have 
previously been rejecteà by daims administration/regiond dental officer and 
appeaied by patientsldentistddentilrists. 

O To seek the opinion of a specialist when the cornmittee requires additional 
information, 

To study and analyze patterns of professional practice in the p&on of dental 
services by individual providers in order to ascertain and report to the Manitoba 
Dental Association in quaiitative and quantitative n o m s  consistent with 
appmed dentistry. 

To report to the M.D.A. Cornplaints Committee predeterminatiodcIaims which 
require review due to a concern about the appropriateness of treatment p d d e d .  

To pmvide information to the AMC/MSB about the existing Schedule in order to 
update and el&& the temm as necessary. 

To report on the activities of the committee on an annual baaia to the AhdCIMDA 
and MSB. 




