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The Concept

I
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mpanelment (or empanelment) derives from the managed healthcare world.  It is the practice of assigning a group, or panel, of patients to a particular provider.  That provider, or Primary Care Manager (PCM), assumes responsibility for managing the dental care needs of the panel.  The concept of impanelment is not new to the ADCS.  Historically, military units have been assigned to a certain clinic, and sometimes to a specific practitioner or team.  Under DCRI, panel sizes are arbitrarily set between 1200-1500 soldiers per team.  It is one of the cornerstones of DCRI that the impanelment process gives the dental team an opportunity to build solid relationships with the members of their panel.  Providing personalized care will increase patient satisfaction and improve clinical efficiencies.  Solid patient-team relationships result in lower no-shows (failures) and better patient compliance with treatment and preventive protocols.  This relationship offers the team a more rewarding practice and a pleasant alternative to the “Class 3/4 mill,” where large numbers of unknown patients are ‘herded’ through examination and urgent care.
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The “Not So Subtle” Benefits of Impanelment

· Patients get to know the members of the dental team

· The dental team gets to know their patients

· A soldier recognizes their providers and refers to them as “my dentist” or “my hygienist”
· Tailored appointment times are possible when schedulers know the particular expectations of the impaneled patient

Cont. ->
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Benefits of Impanelment (cont.)
· Treatment nuances are recognized on an individual basis. E.G. SGT Smith is much more relaxed when engaged in friendly conversation for 5 minutes before the start of treatment.

· Each member of the panel is treatment planned by the same Primary Care Manager (see Chapters 2 & 3).  This increases the probability that treatment will be sequentially provided to conclusion.
· Compliance with annual examination requirements can be greatly simplified when the dental team knows the patient.  Return visits to the clinic are part of continuing care and are not viewed as a repeating cycle of first time visits.

Demand Management

[image: image5.wmf][image: image6.wmf][image: image7.wmf]Demand management is another term from the lexicon of managed healthcare.  It is a process by which the PCM gains some control over the needs of the panel.  Typically in the ADCS, patients are advised of all their treatment needs at a single exam appointment.  Once entered into the record and conveyed to the patient that prescription becomes a demand on the system.  Many patients end up on interminably long waiting lists, trying to access the system, and often the care is elective or not indicated.  Well-organized treatment plans, based on sound literature-based protocols and the advice of specialists, are important to efficiently managing the dental care of the panel.  Sound, evidenced-based treatment plans coupled with solid patient-team relationships, lets the PCM tailor the right amount of dental care to soldiers in their panel.  An awareness of resource capabilities adds another dimension to managing the demands in the population.  When coupled with evidenced-based treatment protocols, a realistic appreciation for resource constraints assists the PCM in making honest treatment decisions in order to balance the needs of the patient with the overall mission.  The concept of evidenced-based treatment planning is another cornerstone of DCRI and is more fully examined in Chapter 9.

Getting to Class 1

The impanelment process is an important first step in building a healthier population and reducing inefficiencies in the practice. The military experiences relatively high turnover (upwards of 35% on average), making it exceedingly difficult to reach a true level of maintenance
 in the population.  Nevertheless, a significant improvement in the level of Class 1 patients is possible through impanelment.  Simply avoiding the redundancy in the examination process
, contributes to better clinical efficiency.  Combining better patient-dental team relationships with evidenced-based care, health promotion initiatives and an awareness of resource limitations, allows the PCM to chart of course of therapy aimed specifically at bringing the patient to Class 1. An artful scheduling system (subject of the next chapter) is an important adjunct in getting to Class 1.
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Factor

Intervention

Bacteria

-     Prescribe fluoride and 

antimicrobial 

mouthrinses such as

      

Chlorhexadine  to reduce the bacterial load of 

Mutans

      

Strep below a threshold for 

infectivity. *

-

 

Eliminate active carious lesions, place 

sealants in

susceptible pits and fissures.

Substrate

-

 

Conduct dietary counseling to encourage healthy eating habits,

decrease unhealthy snacking, and limit the use of sucrose

      containing soft drinks

Time

-     Prescribe 

xylitol gum after eating for patients who chew gum

-

 

Recommend neutralizing  food such as cheese rather than

desserts as the last course of a meal

-

 

Encourage timely oral hygiene efforts particularly at bedtime

when salivary flow is reduced.

Susceptible Tooth

-     Seal 

uncoalesced pits and fissures.

-     Seal or repair defective margins of restorations

-     Prescribe office/home applied fluoride rinses/ varnishes

-

 

Measure salivary flow and prescribe fluoride rinses and

Chlorhexadine for patients with reduced salivary flow.

-     Prescribe fluoride for patients with exposed root surfaces

Fun Facts

· A Class 2 patient is 1.4 times more likely to self-perceive a need for urgent dental care than a Class 1 patient.  For a Class 3 patient, that rises to 1.8 times.

Source:  1994 Tri-Service Comprehensive Oral Health Survey.  Active Duty Report. June 1995.  NDRI Report No. PR-9503.

· A Class 1 patient requires 3.75 times less resources to maintain then it takes to treat a Class 2 patient.  Class 3 patients require 4.11 times more resources.

Source:  Unpublished Research.  DCRI, Implementation Team. November 1998.  USA DENCOM, Fort Sam Houston, TX.  
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The Appointment Book

S
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[image: image11.wmf]cheduling is the single most important administrative function in a dental practice.  It can spell success or failure for the practice.  Too often clinics allow themselves to be controlled by the appointment book rather than through the appointment book.  Poor management of the scheduling process results in unhappy patients, tension for the team and gross inefficiencies.  A well-organized appointment system is a source of improved access to care, increased patient satisfaction and reduced team frustration.  Treatment coordinators have an important role under DCRI in maintaining the appointment book for the team. Each team actually functions as a mini-private practice in scheduling members of their panel.  This highly personalized service builds solid relationships between the patients and the team and helps reduce the amount of wasted time that results from ‘generic’ scheduling (i.e. everyone gets a 1 hour appointment).

Scheduling by Format 

[image: image12.wmf]Teams have a responsibility to give Treatment Coordinators the approximate time and on what days they desire to perform certain dental procedures.  How much time to allot for certain procedures varies with the individual practitioner.  What is important is to have a clear scheduling strategy based on the clinical abilities of the dentist, the skills of the team and most significantly, the needs of the patient.  Creating this schedule template, or format, is the first step in organizing the appointment system.  Teams should work together in developing the template.  Adjustments may be necessary over time, therefore the schedule format should be reviewed as needed during periodic staff meetings.
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[image: image16.wmf]Being controlled by the appointment book…

…leads to a loss of control in the practice!
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Nuances of Scheduling
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Effective scheduling is a little bit of science and a whole lot of art.  It is immensely important to the smooth operation of a dental practice.  Successful scheduling formats should be duplicated.  Less desirable formats should be adjusted.  The goal is to design an appointment system that works most of the time.  The number of special situations and important considerations that can potentially complicate the scheduling process is almost endless.  Detractors that are within the control of the dental team should be controlled.  Other circumstances will require a little skill and ingenuity on the part of the team and, especially, the Treatment Coordinators.
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Special Situations & Suggested Actions

· Emergency Patients  ( Have a buffer time set aside to see emergencies.  Try to schedule phone-ins when immediate care is not indicated.

· Doctor’s Biological Clock  ( Schedule extensive and difficult procedures during the doctor’s peak times.

· Alternative Work Schedules ( Modify the appointment book to match the hours of operation

· “Prime Time” Management (Not every patient can get the first appointment of the day or the last. Establish a methodology that is fair, e.g. “first come first serve.”

· Late Arrival (Give appointments that are actually 5-10 minutes ahead of the planned treatment time.
· Series Appointments (Avoid giving multiple appointments or catering to the wishes of one patient at the expense of all others (Note: There are always exceptions, especially in the military!)

· Patient arrives at wrong time or day (If this is truly a patient error, use tact and diplomacy to correct problem.  Work patient in, if possible.  If this is an administrative error, the patient must be accommodated.  Try to adjust the schedule by phoning another patient scheduled later in the day and asking that they arrive a few minutes later.
· Walk-ins (If your schedule allows it, see the patient.  If this is not possible without causing scheduling problems try to appoint them for another day.  Don’t make a habit of  encouraging patients to just drop in.
· Double Booking (Simple appointments requiring little or no doctor time can be dovetailed with existing appointments, e.g. suture removal, post-operative treatments, minor  denture adjustments, etc…
Source:  Finkbeiner, Betty Ladley  and Finkbeiner, Charles Allan.  Practice Management for the Dental Team.  Mosby,  St. Louis.  1996.

Failed Appointments

[image: image21.bmp]There is no sure-fire way to eliminate failed appointments and no-shows.  But there are ways to reduce these worst of all scheduling glitches.  Communicating with patients and building solid relationships is the best preventative means of managing the problem.  Advising patients of the importance of keeping their appointments is usually enough.  Tracking failures by name and unit and feeding this information back through command channels can also be effective in drawing attention to the issue.  A policy of confirming appointments, especially those lengthy appointments that might be hard to fill on short notice or appointments booked far in advance, is an excellent preventative measure.  Appointment confirmations can be made telephonically or via mail (written or electronic).  Each has its advantages and disadvantages.  Treatment Coordinators should design a system for confirming appointments that best suits the needs of their patient panels.

While failed appointments are a source of frustration, it is unfilled appointment time that poses the greater threat to clinical efficiency.  Treatment Coordinators should maintain a list of persons available on short notice.  Teams may also opt to extend treatment to patients already in the chair.  As a last resort, open appointments should be used for mini-team meetings, completing administrative functions or to assist the Treatment Coordinators in confirming future appointments.
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Factor

Intervention

Bacteria

-     Prescribe fluoride and 

antimicrobial 

mouthrinses such as

      

Chlorhexadine  to reduce the bacterial load of 

Mutans

      

Strep below a threshold for 

infectivity. *

-

 

Eliminate active carious lesions, place 

sealants in

susceptible pits and fissures.

Substrate

-

 

Conduct dietary counseling to encourage healthy eating habits,

decrease unhealthy snacking, and limit the use of sucrose

      containing soft drinks

Time

-     Prescribe 

xylitol gum after eating for patients who chew gum

-

 

Recommend neutralizing  food such as cheese rather than

desserts as the last course of a meal

-

 

Encourage timely oral hygiene efforts particularly at bedtime

when salivary flow is reduced.

Susceptible Tooth

-     Seal 

uncoalesced pits and fissures.

-     Seal or repair defective margins of restorations

-     Prescribe office/home applied fluoride rinses/ varnishes

-

 

Measure salivary flow and prescribe fluoride rinses and

Chlorhexadine for patients with reduced salivary flow.

-     Prescribe fluoride for patients with exposed root surfaces

Office Automation

There is indisputable evidence available today that shows computers and practice management software, used wisely, greatly increases clinical efficiency.   In the private sector polls report as many as 80% of dental practices use some type of office automation.  In dental practices with computers, there are two major uses for the systems: business functions (billing, accounting data, patient letters, etc…) and appointment scheduling.  Automation in the ADCS has historically concentrated on providing support to the “business functions” of the DTF.  The Composite Health Care System (CHCS) was introduced to facilitate clinical operations, but the existing design is ill suited to dental practice management.  Expansion of CHCS in the future should include dental specific modules.  The use of technology in DCRI targets improving clinical efficiencies and business practices within the four walls of the DTF.  It is not about automating the procedures and practices of the past, but about developing new, improved processes of delivering dental services. The focus is on: effective patient scheduling; tracking of failures, unfilled appointment times and the readiness classification of the panel; and alleviating the teams of unnecessary administrative tasks, such as workload reporting.  The systems also permit teams to develop creative ways to market their services to patients and broaden their patient communication skills.  The topic of practice management software is covered in Chapter 17.


The DCRI clinic at Fort Hood, TX made significant gains in the use of practice management software.  Within the short span of a year, the entire clinic’s scheduling and workload reporting functions were fully automated.  As a result of these improvements to the business practices in the DTF, patient access to care and overall productivity skyrocketed.  Staff quickly perceived the benefits of the technology and requested further expansion of the automation in the clinic.  Every clinic in the ADCS will not be resourced to do what was done at Fort Hood in the near future. Nevertheless, the staff of Perkins DC proved an important concept in DCRI, namely that properly exploited technology (i.e., a commercial-off-the-shelf practice management software program) can be a force multiplier in the efficient delivery of dental services.
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Treatment Planning

Joseph P. Connor, COL, DE 

“To treat or not to treat… that is the question”.

--William Shakespeare’s Dentist 

T

he story is told about a plumber who is called to a house in the middle of the night for an emergency repair.  The plumber looks at the pipes for several minutes, then reaches into his toolbox, takes out his hammer, and gives one of the pipes a sharp rap, which immediately corrects the problem.  The owner is shocked when he gets the bill for $305 so he asks for the bill to be itemized.  The plumber replies, “I charge $5 for hitting the pipe.” “The other $300 is for knowing which one to hit.”  

The story above illustrates an important point for dentistry. What we know is probably more important than what we do, but, unlike the plumber, we haven’t figured out a way to charge for it yet.  We are, as a profession, well paid for doing fillings, crowns, extractions, fixed and removable partial dentures, and other procedures. Delaying or preventing operative interventions just doesn’t pay as well. 

At the same time, there is an increasing body of evidence that dental caries are, up to a point, reversible and that new preventive dentistry materials and techniques are successful in preserving dental health without picking up the dental handpiece.  The “preservative” approach to dentistry is not only well supported in the dental literature, it is also at the heart of demand management in any managed care organization.  This chapter will provide literature-based guidelines to assist the Primary Care Manager in conservative treatment planning decisions.

Dental Caries

Treating the damage caused by dental caries is the largest single surgical service that we provide in dentistry.  This section is a quick review of the caries process.

Four factors are required to produce dental caries. 

1. Bacteria  of the 300+ oral microorganisms there are three primary groups of odontopathogens 

a) Mutans streptococci,

1) Implicated in initial caries of the crown and the root.
2) Transferred to the patient in the first three years of life
 

b) Lactobacillus species

1) Associated with high dietary intake of carbohydrates.

2) Contribute to the propagation of the lesion.

c) Actinomyces species

1) In the past, thought to initiate root caries.

2) Present in mature lesions on any tooth surface 

2. Food source (substrate)   

a) Oral bacteria can metabolize any fermentable carbohydrate including maltose, sucrose, glucose, lactose, and starches.


b) Sucrose is required by S mutans to produce glucans ( the sticky substance that allows bacteria to cling to teeth)

3. Time  

a) The critical pH for demineralization is 5.5 and below.

b) Caries increase with the frequency of and duration of exposure to acid.

4.  Susceptible  tooth 
a) Deep uncoalesced pits and cariogenic bacteria may colonize fissures of teeth.

b) Fluoride increases the resistance to enamel demineralization.

c) The amount and buffering capacity of the saliva tends to protect the teeth. 

1) Decreased salivary flow increases the risk for caries.

2) Salivary flow is decreased in certain prescription drugs and by some diseases.

Dental caries is the net result when the forces for disease exceed the forces for homeostasis. Our understanding of this process has led to a transition in our basic approach to managing dental caries.

The Surgical and the Medical Model of Caries Management 

The traditional approach to dental caries management has been called the “Surgical Model”.  It is based on the two presumptions that: plaque causes cavities, and cavities need to be filled.  


The “Medical Model” is based on an apparently contradictory set of assumptions.  In the “Medical Model” dental caries are recognized not as the disease itself but are a symptom of a “…chronic, infectious, multifactorial disease process.”
  “Caries is now increasingly seen as a reversible, infectious, diet dependent, multifactorial disease of the mouth that is manifested in teeth.” 

With the Surgical Model we treat first and answer questions later. “In the Medical Model the dental team is concerned with the timely restoration of diseased areas and the elimination of the infection that leads to the carious lesions.” 
 

Using the Medical Model we know that we can interrupt the disease process in three ways:

1) reduce the number of odontopathic bacteria, 

2) decrease the frequency and duration of acid exposure, 

3) decrease the susceptibility of the tooth.  

Table 1 shows conservative interventions that should be considered in the development of the treatment plan. 


* 100,000 Colony Forming Units (CFU)/ml of saliva

Current dental literature, particularly from Europe,
 suggests that these and other conservative interventions are successful in reversing lesions of decalcification, arresting some intermediate lesions, and slowing the progression of advanced lesions.  

The decision to pick up the dental handpiece is not as clear as it once was. “To assure effective preventive and restorative care in the future, dentistry must develop standardized protocols to diagnose caries accurately, assess current caries risk, monitor lesion status, arrest active caries, and re-mineralize non-cavitated lesions.”
  

The Army Dental Care System is well positioned to institute protocols in the diagnosis and prevention of dental caries.  We have measurable dental health outcomes in our dental classification system, we examine and classify our patients on a yearly basis, we have no financial incentive to overtreat, and we have almost 500,000 patients.   The ADCS once again has the opportunity to make a significant contribution to our profession.

Caries Diagnosis

The methods that we have used in the past to detect dental caries contribute to the wide variation in caries identification.  We have always used a sharp explorer in the detection of occlusal and pit and fissure caries and “tug back” was considered a sign of caries invasion into dentin.  However, exploring pits and fissures in this fashion can cause non-cavitated lesions to become cavitated
 as well as carrying caries producing bacteria from one site to the next.
   The ADA Council on Caries Diagnosis and Risk Assessment recommends a combination of diagnostic aids including a, “…visual examination of air dried teeth including fiber-optic illumination and magnification.”
  We are advised to “use a sharp eye and a blunt explorer.”
  The American Dental Association advises “…the restoration of “sticky fissures”, in the absence of other factors such as staining, friable enamel or translucent undermining of the enamel may cause non-carious teeth to be unnecessarily restored.
 

Dental Restorations

Despite the advances in materials and techniques there is still a lot not to like about dental restorations. “A sound tooth is clearly more desirable for the health of the patient than one that has been restored, regardless of how clinically excellent the restoration is that is placed in the tooth.”
   Virtually all restorations have a limited clinical lifespan. “ Worldwide, replacement and  repair of existing restorations account for more than half, and as high as 71%, of a dentist’s activities”
 The clear choice is to avoid the cycle of restoration and re-restoration that results over time in increased loss of natural tooth structure and the weakening of the tooth. 
    

Replacement of Existing Restorations

The variation in the identification of primary caries is small in comparison to the variation in the decision to replace existing restorations.  Amalgam restorations, particularly the low copper amalgam restorations, are susceptible to the development of gaps in the margins due to a number of physical and electrochemical properties.  Brittleness, low tensile strength, corrosion and expansion
 contribute to the progressive deterioration of amalgam margins. Assuming the restoration is adequate in all other respects, a small gap in the margin is not sufficient to justify replacement of the restoration with the associated loss of tooth structure. The Mahler scale
 establishes ratings for marginal breakdown of restorations from 1 to 11 in a series of five photographs shown below.   Restorations classified Mahler 8 or lower should probably be monitored, repaired or sealed. 

While high copper amalgam restorations do display early ditching, marginal deterioration usually does not extend beyond Mahler 3-5 pointing to a long clinical lifespan.
 


“The practice of replacing amalgams because of defective margins should be re-examined …, since marginal breakdown may merely indicate the restoration aging process and not necessarily secondary caries.  Rather we should diagnose actual caries, monitor the progression of questionable or arrested lesion, characterize the current risk of the patient and seal defective margins when the patient is judged to be at low risk of developing caries.  Only in the case of cavitation or more progressive breakdown involving poor esthetics, loss of function, poor anatomic form, pain, sensitivity, or relief of discomfort should replacement be considered.”

Caries Risk Assessment

Our decision to perform dental surgery is based on our knowledge of the potential outcomes of the treatment decision. Surgical interventions are appropriate only for lesions that are likely to progress. Caries Risk Assessment is a systematic process of gathering information that allows us to predict which lesions are likely to advance and which are not.  

Two objective tests in Caries Risk Assessment are Salivary Flow Rate and Microbiologic Assay of the Saliva.  Reduced salivary flow and high bacterial counts (above 100,000 Colony Forming Units per ml of saliva) place a patient at high risk for dental caries.  These tests are most commonly used in the research environment but can be used in the Army Dental Care System in certain cases to monitor the advance from higher to lower risk.  The therapeutic endpoint of treatment is reached when the odontopathic bacteria are reduced to levels where damage to teeth is not likely.  Other objective information is tooth morphology, pattern of existing caries and restorations etc.

The Caries Risk Assessment Flowchart in Appendix VI was adapted from a chart developed in the Navy Dental School.  Although the flowchart includes bacterial and salivary flow tests as a part of the screening process, these tests should be performed sparingly.  Subjective evaluations of frequency of snacking and oral hygiene habits can be used instead to assess the caries risk.

All members of the dental health care team have a role in gathering subjective data, which assists the dentist in making informed treatment planning decisions.  Appendix VI-2 is a form, which can be used by the team to organize information into a useful format.

Appendicies VI-3 through VI-5 are reproduced from the Journal of the American Dental Association, Special Supplement on Caries Diagnosis and Risk Assessment.
  They provide further information on Caries risk assessment and preventive dentistry options for patients in each category.

Pathways for Referral

The decision to refer for dental specialty care should take the caries risk classification into account.   The limited specialty care that is available should be reserved for patients who have a high probability of long term favorable outcomes.  Patients who do not advance to the low risk category should be maintained using the least expensive professionally acceptable alternative treatment.  The decision to refer in many cases is answered by the question, “Would I do it on me?”

The flowcharts in Appendices VI-6 through VI-9 contain information to assist the primary care manager in the decision to refer the patient for treatment by a dental specialist.












































































Treatment Planning Decision Points





Maintaining the medium to high caries risk patient -> use
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Should you refer a patient for ‘elective’ care -> use
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DA Form 3984





Use this form to Treatment Plan all non-elective care.  Before proceeding to elective care, formally assess the caries risk and have a clear understanding of the evidence supporting treatment.





�





Now what if a patient prefers to stay with a certain provider, or they have a bad experience with their providers and wish to make a change?





The answer lies in the Vision of the ADCS.  We should try to exceed the expectations of our patients.  That means making individual adjustments in the impanelment process and creating a system that is  truly patient-centered.





Practice Managers have an important role in maintaining the integrity of the impanelment process and insuring patient impanelment concerns are addressed.





Appendix V contains a ‘pro-forma’ used by the DCRI clinic at Ft Stewart, GA to set-up impanelment.
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At the start of DCRI, DentrixTM was selected as the practice management software.  Selection was based on several criteria, but the overriding consideration was the need to introduce automation in the scheduling process of large DTFs.  The use of  this practice management software in DCRI is viewed as a temporary bridge from the present to the future, when, hopefully, a grander DoD automation system  will be installed in all military DTFs.
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Rule(s) of Thumb


Treatment plan the least number of appointments necessary to make a patient Class 1.


Never forego the chance to make a patient Class 1.








�








?


�


�


If you were given a choice, would you rather be assigned to a building or a healthcare provider for your dental care?





Impanelment is at the heart of patient-focused dental care!
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The Medical Model of Dental Caries Management





Diagnosis is essential because only those patients at risk for clinical manifestation of this infection are treated.


Treatment is directed at reduction or elimination of the odontopathogens 


Treatment ceases at a therapeutic endpoint, and patients are recalled to diagnose any reinfection.


Failure is the dentist’s fault since it is a failure to diagnose.





Source:  Loesche W., Dental Caries, a Treatable Infection, Springfield Ill.: Thomas 1982.





The Surgical Model of Dental Caries Management





No diagnosis is required, since everybody has plaque


The entire population must be treated because everyone forms plaque


The goal of treatment is to remove plaque, and treatment must be continuous since plaque forms continuously.  (We tell our patients to brush and floss more often.) 


Patients are recalled for examinations and for any new restorations required.


Failure is the patient’s fault since a cavity is prima facie evidence that the patient did not keep the plaque off his teeth.





Source:  Loesche W., Dental Caries, a Treatable Infection, Springfield Ill.: Thomas 1982. 





�


When doing confirmation calls to patients, call only those patients who have long appointment time blocks, or you know might be at greatest risk of failure (e.g. unit is in the field).





 For patients appointed over a month out, have them address a 3x5 card to themselves (use military address).  One to 2 weeks before the appointment, put it in the Military Postal System with their appointment listed on the back.  People rarely ignore a letter they have addressed to themselves!





�


The Smile Center Dental Clinic, at Schofield Barracks in Hawaii uses a ‘Flexible Hygiene Appointment’ system.  By tailoring the appointment time to the specific needs of the patient, the clinic increased the available hygiene appointments by 44% per month and eliminated the waiting time for hygiene services on the installation!











�


Managed Care





The classic image of managed care in the private sector is typically unfavorable, especially among clinicians.  However, stripped of its financial pitfalls, the tenets of managed care are extremely useful in managing the health and wellness of populations.  The ADCS has always been a living example of a successful staff model Dental HMO.  Manage care for the ADCS means exactly that, ‘managing the dental needs of soldiers.’





�





Conventional Wisdom and habit says if you run the appointment book out over 2 weeks, failures will increase.





DCRI says, examine the appointment process and make the necessary changes to give the patient what they expect…


an Appointment!








“The appointment book…is the control center of the office…”


--Betty Ladley Finkbeiner, CDA 
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1 hour block 


appointments


&


2 week advance


scheduling limits





For Instance…


Annual Exam	     15 minutes


Simple Restorative   30 minutes


Complex Restorative 1 hour


C&B (single unit)      1 hour


C&B (complex)	      2 hours


Endo (single canal)  45 minutes


Endo (multiple)	    1.5 hours


Extraction (simple)  30 minutes


S&RP (1 quadrant)    1 hour


Prophy (simple)	    30 minutes


Prophy (complex)   45 minutes





Creating a Schedule Format


Things to consider:


Classification mix of the panel (% Class 1,2,3,4)


Types of procedures to be performed


Length of time required for each procedure


Performing certain procedures at specific times


Planning for military requirements (e.g. PT/Training)


Morning huddles & periodic staff meetings


Lunch hours/holidays/time off, etc…


Maintain flexibility











�





Personal phone calls are a detractor within the control of the team.  Set a specific time to take calls or return phone calls.  








�





Sick Call & Annual Exams





Each DCRI clinic will have to determine the best way to handle sick call and annual exams in their system.  Ideally, once a patient has been assigned to a team they should be advised of how to contact the team in the event of an emergency.  Future annuals should be substituted with yearly prophys appointments.  At that time, the PCM provides the exam.














� Maintenance is simply defined as the level of preventative and basic care required to ‘maintain’ the population in the highest state of health.  It  is typically associated with health promotion programs and low-cost up-front procedures designed specifically to support wellness.  Generally, preventative services and the maintenance of good health is viewed as being more cost effective (both financially and in terms of human suffering) then episodic treatment of  preventable pathology.


� Patient is seen in the exam room.  Treatment is charted. At the first appointment, a different dentist reviews the chart and essentially recharts according to their clinical judgement. Patient returns for the next appointment, is seen by still another dentist, and the charting-recharting cycle is repeated.  Impanelment is a way to correct this dis-continuity of care.
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Table 1


Factor

Intervention



Bacteria

-     Prescribe fluoride and antimicrobial mouthrinses such as


      Chlorhexadine  to reduce the bacterial load of Mutans 


      Strep below a threshold for infectivity. * 


· Eliminate active carious lesions, place sealants in  


susceptible pits and fissures. 






Substrate

· Conduct dietary counseling to encourage healthy eating habits, 


decrease unhealthy snacking, and limit the use of sucrose 


      containing soft drinks 






Time




-     Prescribe xylitol gum after eating for patients who chew gum


· Recommend neutralizing  food such as cheese rather than


desserts as the last course of a meal


· Encourage timely oral hygiene efforts particularly at bedtime 


when salivary flow is reduced.


 



Susceptible Tooth

-     Seal uncoalesced pits and fissures.


-     Seal or repair defective margins of restorations


-     Prescribe office/home applied fluoride rinses/ varnishes 


· Measure salivary flow and prescribe fluoride rinses and 


Chlorhexadine for patients with reduced salivary flow.


-     Prescribe fluoride for patients with exposed root surfaces
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