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Organize to Process, not Function!

COL H. G. Lewis, Jr., COL DE

Generally, management of the many is the same as management of the few.  It is a matter of organization.

--Sun Tzu, 400-320 B.C., The Art of War

T

he sine qua non of the Dental Care Reengineering Initiative (DCRI) is the creation of patient care teams, each responsible for the oral health of a designated population.  Without creation of accountable, primary care teams, the anticipated benefits of DCRI will certainly be limited, if not unrealized, even if a DENTAC implements other concepts of DCRI.  Why?  Team leader accountability drives all improvements.  Dramatic improvements in business practices and clinical efficiencies will occur only if team leaders are accountable for their team's performance.

DENTAC commanders, however, do not have to limit team creation solely to primary care teams.  In fact, creation of primary care teams raises the question:  How does one configure the remaining staff to include specialists and headquarters personnel?  This purpose of this chapter is to offer a way (not the only way!) to configure to process-centered teams, throughout a DENTAC.  The following configuration is not conceptual; it has worked with success at our DENTAC for the past year.  While no two DENTACs have exactly the same mission, this chapter suggests with any DENTAC, organizing to accountable, process-centered teams, not the traditional functional divisions, is the better model to support mission execution in today's information age.

Function vs. Process

First, let’s discuss the difference between organizing to function vs. process.  Traditionally, health care organizations, to include DENTACs, have organized vertically.  From high to low, the usual organizational structure for a DENTAC flows downward from the Office of the Commander, to dental clinics, and subsequently, to departments or services.  In larger clinics, one may find additional islands of function to include the front desk or reception, oral diagnosis, dental radiography, and hygiene sections.

Consider the results of this structure from the patient’s viewpoint.  The patient enters the clinic and first reports to the front desk reception.  For new patients, the next step will often be a visit to the oral diagnosis section where a treatment plan is formulated.  The patient returns to the front desk and is scheduled for the initial definitive treatment appointment.  If all goes well, the patient will receive a series of appointments with care provided by hygienists, general dentists and perhaps specialists until the treatment plan is complete.

But suppose all does not go well and there’s a break in service.  Who does the patient call to get back into the system?  Who is responsible for the patient’s continuity of care?  In a traditional, vertically structured and operational clinic, everyone is a little responsible which means no one is responsible.

In a process-centered organization, functions are amalgamated into teams, each with an accountable team leader.  A primary dental care team (PCT) may include a receptionist, patient care coordinator, team leader (general dentist as primary care manager), team noncommissioned officer (NCO) serving as team administrator, a hygienist, and a requisite number of dental assistants.  Once the patient is impaneled to a team, the team leader is accountable for the patient’s continuity of care.  This relationship continues until a formal terminating event removes the patient from team impanelment. 

DENTAC Teams Continued
The team concept can be extended beyond primary care.  There is often a unity of work effort among specialists.  For example, treatment planning of advanced dental disease can often require consultation with an endodontist, periodontist and prosthodontist.  Therefore, execution of the process “provide specialty care” can be reinforced by creation of a Specialty Care Team (SCT), also to include its requisite administrative and ancillary staff. 

There remains, however, need for a team to perform administrative work in support of both team leaders and the DENTAC commander.  We have designated this team as the Headquarters Support Team (HST).  This is a powerful designation, implying support to both the DENTAC commander and the patient care teams.  This team truly looks both ways.  To reinforce the leadership and information connection between headquarters and clinic teams, we have assigned the clinic NCOIC to the HST and have also created a position titled DENTAC Business Manager, discussed later in greater detail.  These two critical duty positions in the HST are absolutely required for success with DENTAC-wide DCRI.

In summary, we have incorporated DCRI, DENTAC-wide, with creation of five process-centered teams:

· Three primary care teams (PCTs), each in direct support of a brigade/brigade equivalent command

· One specialty care team (SCT)

· One headquarters support team (HST)

The building block diagram of our DCRI-DENTAC is shown below:
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Figure 1

This model is scalable.  In our larger DENTACs, one might decide to create a lean DENTAC headquarters, and alternatively, build several clinic support teams.  Each of these clinic support teams, akin to multiple detachment headquarters within a DENTAC, would provide administrative direct support of a requisite number of patient care teams--located within a single large clinic or dispersed among several clinics.  However, with the efficiencies gained from DCRI implementation and a supporting information support architecture, we may find that even at our larger DENTACs, a single headquarters support team may suffice.  The key principle is to build the most effective structure required to support efficient patient care. 

What About the Clinic OIC & NCOIC?

With DENTAC-wide DCRI, what are the roles of a clinic OIC and NCOIC?  It's team leaders, not the OIC directly, who are accountable for the process "provide patient care."  With DENTAC-wide DCRI, a clinic is significant only as a building--a place with walls and a roof where work occurs.  With this concept, the OIC and NCOIC serve primarily to manage cross-team or facility-wide issues, not direct personnel supervision.

The OIC may or may not be a patient care team leader.  In our experience, to facilitate rating scheme appropriateness, the most senior dental corps officer serves as clinic OIC, regardless of team assignment.   In fact, it may be more effective if the OIC is not a team leader; this relationship may facilitate more objective decision making, or at least, the appearance or greater objectivity.

Since all clinic personnel are assigned to patient care teams, the clinic NCOIC may not rate anyone!  Team leaders, through their team NCOs, rate and supervise the clinic ancillary staff.  This practice enables the clinic NCOIC to focus on clinic administration and not direct personnel supervision. 

Practice Manager vs. Business Manager

With this team structure, we have not found a need for a clinic practice manager.  In effect, team NCOs are the practice managers for their teams.  They supervise and rate their team ancillary staff.  They ensure the submission of timely and accurate performance data for their team.  And, they work together to share resources among teams, for example to temporarily cross-level assistants.  Each team has its own practice manager--the Team NCO.

Briefly mentioned before, we have found the need to create a DENTAC Business Manager duty position.  This person receives team performance data and subsequently creates useful information about key processes, outputs and results for their team.  The business manager is not a supervisor and is not responsible for data accuracy.  Team leaders certify the accuracy of their team's performance data before submission to the business manager.  This simple business rule ensures requisite accountability and greatly diminishes the potential, "us vs. they" division between clinical and headquarters operation.

Legitimizing Team Structure

How does one legitimize this process-centered, team organization to DENTAC management?  Here's three suggestions:

1) Table of Distribution and Allowances (TDA).  Create a functional, if not actual, TDA that mirrors team structure.

2) DENTAC Commander's Guide.  Use this guide to identify compliance tasks for Team Leader responsibility; reinforce with the command inspection process.

3) Rating scheme. Align the rating scheme with team authority.  From the DENTAC commander, the rating flow (and supervision) should be:  DENTAC commander, clinic OIC, team leader, team NCO, team ancillary staff.

Summary  

DCRI does not limit team creation to primary patient care.  In fact, creation of support and specialty teams is required when DCRI is applied DENTAC-wide.  The model described above:

· Is scalable and establishes leadership redundancy.

· Negates the necessity to hire a practice manager for each clinic.

· Gives everyone a clearly defined primary job; there are no assistants to assistants.

· Reinforces NCO leader development through the team NCO position, resulting in enhanced NCO job satisfaction.

· Reinforces the principle: "Let administrators administrate and providers provide."

· Aligns structure with work process in name and reality:  headquarters support, specialty care, and the direct support primary care teams.

· Aligns accountability with authority. Team leaders, accountable for team performance, supervise and rate team personnel.

· Creates multi-functional, process-centered primary care teams, thereby minimizing the chances for patients to become "lost in the system." 

Conclusion

The stated end-result goal of DCRI is "to achieve dramatic improvements in business practices and clinical efficiencies."  Organizing the entire DENTAC into process-centered teams, instead of vertical departments, best supports this goal by aligning work flow with accountability.
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DCRI On A Shoestring

Joseph P. Connor, COL, DE

Introduction

A key assumption of DCRI is that long term improvements in clinical efficiencies and business practices can be realized in a budget neutral environment.  Certain start-up costs were centrally funded during the beta-testing period.  This short-term infusion of resources to the designated beta sites enabled those DTFs to test the concepts of DCRI.  The intent was to adequately equip the ‘laboratories’ to run the experiment, known as DCRI, and from there build consensus among members of the ADCS on the attributes of the initiative that could be disseminated, or “seeded,” system-wide.  The untested hypothesis of DCRI is whether increasing efficiencies will result in any measurable cost avoidance for the organization. Theoretically, a fully functional DCRI clinic would be able to treat more patients to a higher state of oral wellness, while maintaining readiness and reducing dependency on costly contract dentists.  Avoiding contract costs permits resources to be reallocated to further improving the dental delivery care system.  However, sustaining and continuously improving the business practices, clinical efficiencies, and quality of practice in a budget-neutral environment will require a total commitment to organizational change. 

In the start-up of DCRI, it was understood that an investment in infrastructure was needed to reach the desired level of efficiency.    Computers and software were purchased to automate the appointment system.  Additional handpieces and supplies were purchased to equip more than one operatory for each health care provider.  Civilian assistants and hygienists were hired to fill out the teams.  In reality, not every commander has the money to hire new employees or to purchase new equipment.  There are, however, things that the commander and clinic chief can do at little or no cost that will accomplish the main objective of the reengineering effort to improve the clinical efficiencies, business practices and quality of practice at the level of the DTF.  This chapter offers helpful hints to those individuals who are trying to implement DCRI on a shoestring.  

Implementing DCRI at Little or No Cost

1. Organize your leadership team.

Getting the right people in the right jobs is one secret of success.  The commander should enlist or recruit OICs and NCOICs who are action oriented and ready to lead the organization through change.   The leadership team should be totally committed to improving the efficiency of clinical and administrative operations.

2. Conduct Utilization Review

Utilization Review can be conducted at virtually any level within the organization.  From the section, to the clinic, to the DENTAC or even higher.  Once the leadership team is assembled, they need to take an honest look at all of the organizational assets: the people, the facility, the equipment, the time, and the money to determine how they can be utilized best to accomplish the patient care mission.  The guiding principles are to minimize the administrative overhead and maximize the time spent and people involved in direct patient care.

3. Develop Practice Managers

The role of the Practice Manager is outlined in detail in a previous chapter.  A military PM will come at little or no cost to the organization while providing an increase in the efficiency of the operation.  

4. Impanel Patients 

Patient impanelment is a “win-win” situation.  The doctors develop a stronger relationship to the patient and the patients like coming back to the same team.  It appears to decrease the incidence of failed appointments and it encourages patients to advance to Dental Class 1.

5. Focus on Health Promotions and Prevention

Health promotion is an investment in the future health of the patient that can be made at little cost to the organization.  Staff training is the essential first step in creating the health promotion environment.  Attractive and informative displays can be assembled in the clinic to reinforce the message.    The use of new caries prevention materials and techniques using “evidence-based” dentistry will reduce the demand for restorative services.

6. Customize appointments

Efficiency can be gained by scheduling the patient for the fewest number of appointments possible to complete the treatment (consistent with the maintenance of good quality).   This increases the number of patients who transition to Class 1 and it minimizes the time spent in operatory processing.  This implies careful planning of appointments in advance.  

7. Labor Substitution

Labor substitution is described in an earlier chapter.  The goal is dividing responsibility for care to keep the doctors by the chair doing things that only the doctors can do.  

8. Market your facilities

The job of providing dental care is made easier when you have the respect and loyalty of the patients.  Marketing the good news story of your facility has long lasting benefits to the organization.  

9. Reinforce Customer Service Training

The patients recognize superior customer service easier than they recognize superior dental service.  Constantly reinforcing customer service will help to win the hearts and minds of the patients.

10. Concentrate on outcomes rather than outputs

Rather than to do large numbers of fillings, our goal is to transition the greatest number of patients to Dental Class 1.  A by-product of creating a healthy population and an increase in the efficient use of our time should produce an increase in productivity.

11. Conduct formal staff and patient satisfaction surveys

Surveys are a powerful marketing tool and they convey the message, “You are important to us and your opinion matters.”  They also give us the ruler to measure our progress.

12. Take the Long View. 

The entire reengineering process may take some years to accomplish but managers at all levels should look for opportunities to create teams and build one brick at a time.  
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