
EDITOR 
Larry W. White, DDS, MSD 

SENIOR EDITOR 
Eugene L. Gottlieb, DDS 

ASSOCIATE EDITORS 
Charles J. Burstone, DDS, MS 
Melvin Mayerson , DDS, MSD 
Homer W. Phillips, DDS 
John J. Sheridan, DDS, MSD 
Peter M. Sinclair, DDS, MSD 

BOOK EDITOR 
Robert G. Keim, DDS 

EDITOR, SPANISH EDITION 
Jose Carriere , DDS, MD 

CONTRIBUTING EDITORS 
A.G. Alexander, DDS, MSD 
Thomas D. Creekmore, DDS 
Gayle Glenn, DDS, MSD 
Warren Hamula, DDS, MSD 
James J. Hilgers, DDS, MS 
Howard D. Iba, DDS, MS 
Richard P. McLaughlin, DDS 
James A. McNamara, DDS, PhD 
Thomas F. Mull igan, DDS, MSD 
Robert M. Rubin, DMD 
Thomas M. Stark, DDS, MSD 
Dr. John C. Bennett (England) 
Dr. Carlo Bonapace (Italy) 
Dr. Jorge Fastlicht (Mexico) 
Dr. Angelos Metaxas (Canada) 
Dr. Georges L.S. Skinazi (France) 
Dr. Ane Ten Hoeve (Netherlands) 
Dr. Bjorn Zachrisson (Norway) 

MANAGING EDITOR 
David S. Vogels Ill 

EDITORIAL ASSISTANT 
Wendy L. Osterman 

BUSINESS MANAGER 
Lynn M. Bollinger 

CIRCULATION MANAGER 
Carol S. Varsos 

The material in each issue of JCO is protect
ed by copyright. JCO has been registered with the 
Copyright Clearance Center, Inc., 222 Rosewood 
Drive, Danvers, MA 01923. Permission is given for 
the copying of articles for personal or educational 
use, provided the copier pays the per-copy fee of 
5 cents per page directly to the Center. This per
mission does not extend to any other kind of copy
ing, including mass distribution, resale, advertis
ing or promotion, or the creation of collective 
works. All rights reserved. 

Address all other communications to Journal 
of Clinical Orthodontics, 1828 Pearl St., Boulder, 
CO 80302. Phone: (303) 443-1720; fax: (303) 443-
9356. Subscription rates : INDIVIDUALS-U.S.A. : 
$130 for one year, $235 for two years; all other 
countries: $165 for one year, $290 for two years. 
INSTITUTIONS-U.S.A.: $175 for one year, $305 
for two years; all other countries: $215 for one 
year, $385 for two years. STUDENTS-U.S.A.: 
$65 for one year. SINGLE COPY-$12 U.S.A.; 
$14 all other countries. All orders must be accom
panied by payment in full , in U.S. Funds drawn on 
a major U.S. bank only. 

VOLUME XXXII NUMBER 2 

THE EDITOR'S CORNER 
Don't McMuff It 

You may have noticed that McDonald's reduced the 
price of the Big Mac from $1.99 to $.55, and that the 
huge reduction in price didn't work. McDonald's experi
enced an additional 6% loss in sales. One would have to 
conclude that the product has lost its appeal. In fact, peo
ple might now assume that it was overpriced at $1.99. 
Orthodontists who might be inclined to reduce their fees, 
take note. 

It has long been our contention that reducing ortho
dontic fees is counterproductive. For one thing, people 
would probably be unaware there had been a fee decrease 
even if it were substantial-from $3,500 to $3,000 or 
even $2,500. In that case, the reduction would have no 
effect other than to reduce income or to make it necessary 
to increase the case load by 16-25% just to stay even. 
Most of the time, however, when orthodontists consider 
reducing their fees, it is in response to a downturn in 
referrals and case acceptance. While it might actually be 
more productive to increase fees than to reduce them in 
such a situation, that is not usually considered a viable 
option. 

It has been recognized time and again that people 
will willingly agree to a fair fee-almost regardless of its 
size-when they are convinced of the value of the ser
vice. The orthodontist's job is to make people aware of 
the value of the service and make the financial arrange
ments flexible enough, and then people will pay the fee. 
Basically, the orthodontist and staff must be sure they are 
turning out a high-quality product in both treatment and 
patient care. Then they must make their patients, refer
rers, and prospective patients aware of that quality. 

So if you are tempted to reduce your fees because 
you are experiencing a lull in referrals and new patient 
case acceptance, take a day off and run an audit on your 
practice. Ask your staff if they think your fees are too 
high. If they say "yes", you 've got a problem-and not 
necessarily because your fees really are too high. If your 
staff doesn't think the treatment they are performing is 
worth the fee you are charging, then you have not taken 

© 1998 JCO, Inc. 73 

©1998 JCO, Inc. May not be distributed without permission. www.jco-online.com



EDITOR'S CORNER 

the time to indoctrinate your staff as dedicated 
professionals. Another possibility is that you do 
not have the right staff. A third is that they may 
be right. 

In any event, the solution to the fix you are 
in is highly complex. It could involve basic ques
tions of management-staff management, office 
management, patient management, treatment 
management. You probably could use a manage
ment consultant. 

Having said that, we must recognize that 
there are a number of collateral issues affecting 
orthodontic practice today. There are areas in the 
country where the patient base is co-opted by 
managed care and other third-party programs, 
creating an environment in which traditional 
practice building is impossible because both 
prospective patients and referring dentists are 
tied up by those programs. Some orthodontists in 
such areas do find ways to cope with the compe
tition and conduct highly successful traditional 
practices. Whether this is made possible by a 
shift in the predominant referral base from den
tists to patients remains to be documented. Some 
orthodontists accept a smaller traditional practice 
and, perhaps, a lower living standard. And some 
move to areas not yet invaded by such programs. 
Those who depend on the managed-care and 
other third-party organizations seem to be 
increasingly unhappy with arrangements they 
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find it impossible to refuse. 
I am not sure that we can learn much useful 

information from the experience of physicians. 
The metaphor of sheep being led to the slaughter 
seems to describe the pattern of medical practice 
in recent years. A great many physicians appear 
to be in a bind: They can't live with their arrange
ments, but they can't live without them. At this 
late date, out of desperation, many physicians are 
turning to management consortiums to gain more 
clout in offering comprehensive medical care to 
HMOs and similar health-care organizations. 

If a physicians' management company 
could corner a major percentage of GPs and spe
cialists and include one or more hospitals in its 
affiliation within an area, then it would stand a 
chance of controlling the supply side of the equa
tion, just as the HMOs in some areas control the 
demand side-the patients. Whether this would 
actually be an improvement in the doctors' bar
gaining position remains to be seen, because no 
physicians' management organization is yet big 
enough to compete with even the smallest 
HMOs-and there may be a trend toward con
solidation of HM Os. Moreover, physicians seem 
to be accepting capitation as a workable basis of 
operation. It is doubtful that capitation will be 
the salvation of American medicine. It certainly 
has little application in general dentistry and 
none in orthodontics. ELG 
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