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Introduction

D

entistry is arguably the most physically demanding of the health care specialties.  A dentist , hygienist, or assistant spends thirty or more hours per week in the dental operatory performing hands-on dental procedures for an entire professional career.   The mouth presents a difficult operating site, visual access is often impaired, the tongue, cheeks, and lips get in the way, and it is difficult to keep saliva and blood from the operating site.  In order to gain access the staff twists, turns and stretches to get into a position to see and clear the operating site.  Training in ergonomics gives the health care providers a means of minimizing the stresses and strains of daily patient care.

[image: image1.wmf]Ergonomics is the field of study that involves the application of knowledge about human capacities and limitations to the design of workplaces, jobs, tasks, tools, equipment, and the environment.
 The main focus of ergonomics is to limit any risk of potential injuries or illnesses in the work place through education and a properly designed work environment.

The majority of cumulative trauma disorders
 (CTDs) can be significantly reduced through worker awareness and redesign of the work place.  Every dental team member should be aware of the risk factors associated with CTDs and understand the importance of proper workstation design. The most common and costly problem is back injuries, specifically lower back pain.  Another commonly reported injury is carpal tunnel syndrome (CTS).  Wrist position is the primary factor in the development of this injury.  Often times it is prolonged exposure to certain risk factors that leads to debilitating conditions like low back pain and CTS. 
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Risk Factors In The Workplace
· Position or Awkward Postures: e.g. extreme bending or twisting of the wrist and repeated shoulder/elbow elevation.

· Repetition: repetitious work may not allow sufficient recovery time for muscles, tendons and nerves.

· Duration:  working in the same position for a long period of time (also known as ‘static work’).

· Force or Forceful Exertions: forceful exertions due to weight, friction, or posture can stress muscles and tendons beyond normal capacity.

· Mechanical Compression: pressure points from leaning on sharp ridges or tabletops.

· Vibration: constant vibration from hand tools disrupts normal blood flow to the hands and fingers.

· Temperature: cold temperatures impair blood circulation in the extremities.

       Source: Applied Ergonomics Course. USACHPPM. ATTN: MCHB-DC-OER. 5158 Blackhawk Road.  

        Aberdeen Proving Grounds, MD.  July 1997.
Practical Ergonomic Solutions
In the dental treatment facility (DTF) work practices should be designed to minimize personnel exposure to the risk factors associated with CTDs.  This includes changing work techniques, providing employee-conditioning programs, and regularly monitoring operations. Dental Team Leaders should set the example and encourage correct posture, proper body mechanics, appropriate use of equipment and set-up of the operatory. Whenever feasible the physical layout should be designed around the comfortable posture of the staff member and include ergonomically correct equipment such as padded, properly designed stools for dental care providers.  New employees or staff returning from extended absences should gradually integrate into the full clinic routine. Practice Managers should supervise clinic operations daily and insure proper work practices and a safe environment. 

At a computer workstation, attention must be paid to body posture, screen position, keyboard location, office layout, continuous movements or prolonged awkward positions, and adjustable equipment.  Common  complaints that can be resolved through ergonomically sound measures are eye, neck, shoulder, back, arm and leg stiffness or soreness due to prolonged activity in a certain position.   Maintaining well-balanced posture in a chair that is properly adjusted to fit the individual will eliminate many potential risk factors for injury.  Continuous movements or repetitions should be done in a manner that allows stress-free fluid motion.  Appropriate breaks for such things as stretching and in place exercises, and time away from a static position, limit the duration, frequency and severity of exposure to risk factors.
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“If you don’t measure results, you can’t tell success from failure.”

· National Performance Review
O
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[image: image5.wmf]rganized delivery of health care, to include dental services, has changed dramatically in the 1990s.  The desire to contain costs, increasing consumer knowledge, and concerns about the quality of care have combined to stimulate a growing demand for actual data or measurements of organizational performance.  Government service and, in particular, the military is a data rich environment.  The challenge, today, is to tie data to true performance measurement.  The essence of this quantification process is to obtain number(s) that can be compared to some other number(s) (e.g. a targeted goal, standard or benchmark) in order to establish relationships and provide information for rational decision making in the pursuit of continual improvement.  Senior leaders of the ADCS have established a group of performance measures, or indicators, designed to gauge performance within the organization.  These measures have been used in the DCRI clinics to track performance, guide operations and determine the level of success in reaching the stated goals of the program (see Chapter 3).  An often-overlooked benefit of valid performance measurements is that they can foster team building and participation in attaining the vision, reaching the goals and continuing quality improvement.

[image: image6.wmf]Information Costs

Collecting and analyzing performance data is potentially tedious, complex and expensive.  For the ADCS, the expense comes in the form of ‘opportunity costs.’  These are the costs associated with lost opportunities when time is spent gathering, packaging, analyzing, and reporting information for the organization. If a clinician has responsibility for this process at the expense of providing patient care, then the opportunity costs associated with the information can be very high.  As a rule of thumb, if the value or benefit (tangible and intangible) of the information does not exceed its costs, it would be rational to stop and re-evaluate the need for the information. The skill in developing performance measures is in holding information costs to a minimum, while simultaneously keeping the data simple to evaluate and meaningful to the stated objectives of the organization. 

Gap & Trend Analysis

[image: image7.wmf]Gap and trend analyses are two simple techniques for evaluating performance data and quickly assessing whether the organization is on track to meet its goals.  Under DCRI, DTFs perform baseline measurements to determine the performance gap.  The performance gap is an area where performance is not up to agreed-upon goals or standards. DCRI provides the concepts and tools to improve clinical efficiencies and business practices at the DTF level.  These improvements are manifested over time by measurable shrinkage or elimination of the performance gaps.  In cases where no performance gap exists at baseline, DCRI works to stabilize and institutionalize performance to create a sense of ‘business as usual’ within the organizational culture.  Similarly, trends in the data can be analyzed over time to determine if the organization is moving in the right direction.  Shrinking performance gaps would be associated with a positive trend, while conversely a widening performance gap is clearly a negative trend.  For busy managers and senior leaders, the simple visuals provided by gap and trend analysis are an effective way to periodically monitor performance and insure the organization is continuously improving.  
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Introduction

I

ncentive programs can take many forms, and are limited only by the imagination of the team leader and team members themselves.  The purpose of this section is to outline various programs in use in other service industries, including healthcare, and to provide the seeds for the DCRI team to grow their own tailor-made incentives program.  A reading list is also included for additional resources and ideas.  

The Practice Manager of the DCRI team is the "captain of the ship" not in true medico-legal parlance, but he/she is the principal for the smooth and efficient running of the DCRI practice.  Perhaps a symphony conductor would be a better analogy.  The practice manager must realize the strengths and weaknesses of each of the team members, capitalize on the strengths and minimize the weaknesses to allow the team to reach maximum potential.  The Practice Manager must be part psychologist and part cheerleader as well.

Recognizing the valuable employee and reinforcing desired behaviors are the heart of employee recognition programs.  Employee recognition programs (ERPs) are closely related to motivational theories and reward systems described in behavioral science.  Leaders within DCRI clinics must identify and understand the existence of, and the differences between, internal and external customers of the dental clinic. Both customer sets bear different expectations and motivators.  

Each situation is different.  A practice based on a stable work force with seasoned civilian employees differs from the DCRI team incorporating a high proportion of TO&E providers.   The population served may also shape the rewards and incentives programs.  Identify what is important to your customer base.  A community comprised of frequently deployed younger combat troops with young families overseas has different expectations of service than a more stable, older, primarily combat service support or major headquarters post.  Know your customers!

Background

Incentive programs involve a system of rewards and recognition.  There is a distinction between recognition programs and reward programs.  Recognition is acknowledgment, appreciation and approval, and targets the psychological need of the individual.  Reward, by definition, is usually something given in return for good or evil done or received, especially that is offered or given for a service.  Rewards focus on the physical benefit, usually financial, however "self-esteem, respect, intrinsic motivation and dignity are not guaranteed by a competitive salary”(Glasscock and Gram 1995). Both recognition and rewards are important in reinforcing intrinsic and extrinsic motivators, and provide positive reinforcement for desired behavior performance.  Employees will differ on which has the greater personal impact, but ultimately both reward and recognition programs affect an individual’s self esteem.

Employees involved in management differ in motivational stimuli from those in customer service as are different from those in sales.  Customer service employees are motivated to please others and are driven to “come through.”  They are organized, detail oriented and able to relate well with others.  Some technicians and operators are motivated by security, others want control, some are driven by accomplishment, others seek involvement, belonging, personal growth and development.  It is this inner motivation that distinguishes the 20% of those who succeed in virtually every profession versus the remaining 80% who muddle along.  The effective practice manager has to uncover whether an employee has the inner motivations to succeed in a particular position (http://www.aednet.org/ced/mar97/understa.htm).

Recognition Programs

Recognition programs are very important for employee job satisfaction. Results of a recent survey indicate that recognition for a job well done is the top motivator for employee performance (Stuart 1992).  A Half International survey reported that 34% of executives polled cited limited recognition and praise as the single most common reason that employees leave a company (Boyd 1995).  In the health care industry, 92% of RNs surveyed ranked recognition important to job satisfaction, but over one-fourth perceived recognition to be seldom or never given (Goode and others 1993).  Medical practices that incorporate rewards that meet employees’ needs of praise and recognition will increase their chances to survive and prosper (Baum 1991).  “Recognition is probably one of the most powerful job motivators that we have available to us; its simplicity, impact and availability are almost boundless,” (Klubnik 1994).  Finding ways to motivate and satisfy employees is crucial to the survival of companies, to include health care organizations, in today’s competitive business environment.  

Any recognition program will reflect an organization’s culture and values.  Increasingly, recognition programs are part of company’s total quality program.  Recognition programs may take several forms, from highly formalized programs induced and implemented by management to informal, spontaneous “ceremonies” arising from fellow co-workers.  Recognition and celebrations are a ways of reaffirming to people that they are an important part of something that matters.  The ceremonies are especially important in the service industry where "pride in the product" is essentially pride in personal performance (Zemke 1993).

Incentive Programs

Most incentive programs involve financial reward.  Incentive programs serve two primary purposes: to motivate employees and to reward those who exceed certain, defined guidelines (Fottler, Hernandez and Joiner 1994).  To be effective in motivating employees, incentives should be related to specific behavioral patterns (e.g. better performance), be received immediately after the behavior is displayed, and reward the employee for consistently displaying the desired behavior (Ivancevich and Matteson 1993). 

Increasingly, members of top management, health care providers and executives are being linked to incentive programs.  These programs must be linked to the organization's particular business requirements.  It is important to discern the difference between an incentive and a bonus.  An incentive is designed to motivate individual workers and to improve the economy and the efficiency of organizational operations-for the good of the whole organization.  Incentives are tied directly to executive performance and are designed to motivate executives to actions that accomplish organizational results (reword this).  A bonus is a financial reward.  It is any compensation in addition to regular wages and salary.  Usually, bonuses are related directly to pre-established individual performance targets.  Bonuses are often related to the performance of a corporation or organization rather than to individual performance.  Bonuses may be awarded to all employees or to all employees within a team, if the corporation as a whole exceeds expectations (Fottler, Hernandez and Joiner 1994).  A National Science Foundation report concluded when pay is linked to performance, employees; motivation to work is raised, their productivity is higher, and they're usually more satisfied with their work (Zemke 1992).  Incentive programs in health care organizations often consists of measuring financial targets such as increasing operating income, or are based on productivity measures, or meeting high quality standards.  For example, a percentage of the base salary may be awarded for increasing the organization's income by a predetermined amount.  Wisely applied, the organization's return on investment can be substantial.  The goals should require effort to reach.  Incentives based on average performance are counterproductive for organizational growth.

Targets in executive incentive plans can be of three major types, based on: group or team goals; individual goals; or a combination of group/team and individual goals (Fottler, Hernandez and Joiner 1994).  Incentives based only on group or team goals may give rise to claims of team members "not pulling their share" of the workload.  Those plans based only on individual performance may foster competition among members that destroy group synergy and compromise goal attainment.  Surveys from early DCRI beta sites indicate that teams desire awards as a team.  Inter-team competition may be healthy to a point.  However, it’s important for the whole clinic with several DCRI teams to present the best, most efficient, friendly image to the customer.

Rewarding Teams

There is greater emphasis on group or team incentives that motivate and financially reward groups of employees for productivity improvement.  Employee profit sharing is a well-known concept, although fairly new to health care organizations.  Usually, these programs are very formal with eligibility and performance measures that are well defined in advance.  The overriding fact is that the organization must produce a measured improvement in performance before any bonus is awarded.  The target improvements may occur in quality, profits, service or cost reductions (Fottler, Hernandez and Joiner 1994).  For example, in the Army Dental Care system, the measure of improvement can be readiness statistics of the empaneled population.  Although not purely under the control of the dental clinic or the dental care team, such measures are readily tracked. 

There are three key factors for the success of group incentives.  First, everyone in the organization must be committed to a set of common objectives.  Next, management philosophy and practices must create a positive climate for excellence, and must encourage a high degree of employee commitment and participation.  Lastly, employees must be allowed to become more deeply involved in solving problems of productivity, quality and service (Fottler, Hernandez and Joiner 1994).  Essentially, these are the tenets of the Dental Corps Reengineering effort.  Again, surveys of beta-test sites indicate the desire to become more involved with the decision making of the treatment team and some control over their career as important to job satisfaction.  There is still room to reward the exceptional employee, especially one who is critical to the long-term success of the organization.  The current military and civilian award programs are designed to reward exceptional performance of an individual.

Not All About Money

Some incentive programs may be quite elaborate and expensive.  Some companies create multimedia productions featuring the honored employees or purchase lavish entertainment packages.  In suggestion programs, monetary recognition awards are often based on the actual savings to the company.  Advertising specialties, such as articles of merchandise bearing the company’s logo or message are a lower cost way of recognizing outstanding employees and help increase the employee’s identification with the company (Stuart 1992).  

However, recognition programs do not have to require a significant investment to implement.  In fact, one of the biggest myths about recognition programs is that only high priced trips or expensive gifts can effectively communicate gratitude.  “The most effective recognition is the kind we can’t see, touch or put a price tag on . . . time and attention are the most valuable things we can give to one another” (Allen 1992). Probably the easiest and most overlooked recognition is just saying ‘thank you’.   “Taking the initiative to say thank you is still a relatively untapped leadership strategy,” (Klubnik 1994).  Some companies, such as AT&T Universal Card Services, have preprinted pads of paper shaped like a globe with ‘thank you’ written all over it in several languages.  Anyone in the company can write a message of thanks to anyone else and send it.  In four years, they have used 150,000 of the notes.  The thank you note is just one of more than forty reward and recognition programs used by the company, a 1992 Malcolm Baldrige Award winner. 

Publicly praising employees often for their contribution to the organization serves as powerful reinforcement.  To be effective, praise must be on target, earned, specific and sincere.  A manager must know what, whom and when to praise, which forces the manager to keep in touch with what is going on in the organization.  Excessive, misdirected, or phony praise is counterproductive (Umiker 1992).  Lacey cites a five to one praise to criticism ratio with establishing and maintaining one-on-one eye contact the key element in motivating employees to excellent performance (Lacey 1994).  The most important aspect of praise is to insure that it is genuine.  Sincere, on the spot commendation can earn goodwill and the loyalty of the employee at virtually no cost.  Surveys of the three initial DCRI beta-test sites reveal low-cost incentives or recognition as being important to the workforce.  “A simple pat on the back,” “recognition by the supervisor,” “public recognition in the post paper,” and “ a simple thank you for a job well done” appeared as frequently as time-off awards and money as effective incentives.  

The most effective recognition programs require creativity.  Various companies have instituted recognition programs that vary from “right arm” awards featuring a discarded mannequin arm to miniature fireman hats to those who “put out fires.”  Ribbons, badges, t-shirts, meal tickets to the company cafeteria, and citings in the company newsletter are more conventional low cost ways to recognize outstanding employees. 


Organizations should not overlook the power of peer-to-peer recognition programs.  Basically, developing an organizational culture that demonstrates caring for fellow workers creates a very strong and loyal workforce.  Most employees spend 90% of their time interacting with peers and customers, not with management.  On a day to day basis, peers have a much greater opportunity to influence how an employee feels about his/her contribution to the organization than does the manager (Klubnik 1994).  Peer-to-peer recognition will become even more important as corporate structures rely more on self-directed work teams.  Klubnik cites the key elements of a peer-to-peer recognition program.  First, management must “walk the talk” and demonstrate recognition giving behaviors among themselves, with the same vehicles they make available to employees.  Second, encourage laughter.  Peer recognition is lighthearted and fun.  An added benefit is that laughter is a proven stress reducer that makes the workplace a healthier place.  Third, recognition tools should be easily available to all, and be flexible and adaptable to the situation.  Fourth, time must be allowed for the “new” organizational culture of peer recognition to grow, and time must be allocated for the recognition to take place during the workday.  Obviously, a balance must be achieved, or the situation will be all play and no work!  There is no right answer and time allocated will vary from organization to organization.  Lastly, value the recognition that employees give each other equally.  As the adage goes, it is not the gift, but the thought behind it that counts.  All these elements will help to create a culture in which individuals are encouraged to notice and celebrate each other’s contribution to the organization. 

Incentives must be tied to what the customer and the recipient values.  Something of value doesn't necessarily have to cost much at all.  The greatest reward is TIME.  Time off from work can be a real motivator, hence the attraction of the 3-day pass or 59-minute rule.  Time spent doing a different task - clinical rotations in a desired specialty, expanded functions, job sharing or exchange such as "Practice Manager for a Day, " can also be the basis for a viable rewards program.  The most valuable time, however, is that spent publicly recognizing co-workers, either through a personal note or proclamation before a group.  Everyone has a need to feel important, although to varying degrees and frequency.  The few minutes spent basking in the applause of valued co-workers is a very powerful motivator.  The practice manager must take the time to care, and demonstrate that care for everyone on the team.

Recognition programs have some pitfalls just as do other reward programs.  Care must be taken to ensure that the praise or recognition addresses a specific performance, not a personality.  Programs need to be diverse to include a wider population.  Relying on only the “employee of the month” program excludes the larger population who also contributes to the organization’s success.  Managers need to be “in-touch” with the organization so that praise and recognition actually mean something.  Of course, recognition must be timely, or the effort is seen as haphazard and ineffective.

Examples of Incentive Programs

The AAFES Dental Clinic - Fort Hood, Texas

The Army and Air Force Exchange System (AAFES) Dental Clinic at the Fairbank Dental Clinic on Fort Hood is a profit-oriented practice staffed by contractors.  The local DENTAC at Fort Hood has an active role in insuring the quality and customer satisfaction with the AAFES clinic, but does not directly manage the clinic.  The dentists earn 25% of the gross receipts, with paid health and malpractice insurance, vacation time, continuing education and a staffing ratio of 5 ancillaries to 1 dentist. One measure of clinic success is the number of patient complaints.  Complaints may be filed with the clinic manager, the AAFES general manager, or with the AAFES military staff dental officer.  As of April 1996, only one complaint was raised to the AAFES staff officer level.  

A reward system for such measures of success may be the team with the fewest number of complaints, or looking at the positive side, the dental team with the most kudos for customer service.  Linking customer satisfaction to employee rewards rests on 3 basic assumptions: customer satisfaction is worth rewarding; you can accurately measure satisfaction, and reward systems affect customer satisfaction (www.ncs.com/ncscorp/research/95-10.htm).  The DCRI oversight and implementation teams have fielded a reliable and predictive customer satisfaction survey that clinics can use to evaluate the level of customer satisfaction. 

AAFES Retail Services:

AAFES is a very satisfied-customer oriented business.  The number one goal in the AAFES business plan is to improve customer service.  In 1994, AAFES started the Pog program to recognize outstanding customer service by its employees.  Pogs are inexpensive cardboard circles, reminiscent of the old milk bottle tops (I'm dating myself!)  The AAFES Pogs are bright red, white and blue with the AAFES logo on the front.  Customers favorably impressed by services rendered by an employee can ask any floor manager for a Pog. Employees collect the Pogs, and may redeem them for cash, food, or retail merchandise, or collect them.  Employees who collect 10 pogs can redeem them for a special pin worn on the work vest as public recognition of exceptional customer service, a $50 voucher, and Courtesy Award.  A copy of the award is put in the associate’s personnel file.  Similar awards with higher dollar value and silver or gold pins are available for 100 and 200 Pog redemption, with the added wider public recognition in the AAFES newsletter (http://www.aafes.com/pa/post/060507.htm).  However, the immediate gratification of a meal or cash appears to be more popular.  

The Pog Program provides a very tangible reward for customer service, and the employee has choice in the reward.  The added benefit of this system is the immediate recognition of the employee by someone in the supervisory chain.  Supervisors have more concrete evidence of an employee's performance come rating time.  Distributing the pogs to the supervisors allowed rewards to employees who did not have "face time" with customers, but worked behind the scenes.  

At first, the Pog program had problems of abuse, before there were any controls on the pog distribution.  Some AAFES managers witnessed employees "baiting" customers to ask the floor manager for a pog to reward the particular employee.  Friends of the employee may be encouraged to stack the deck in favor of the employee.  Active involvement by AAFES managers adjusted the expectation, and peer pressure and counseling appeared to alleviate the problem.  Asking the satisfied customer to sign and date the back of the Pog is another control mechanism used by some AAFES facilities. A few misguided employees failed to compromise a basically sound program.  

Some store managers use a computer-generated certificate of thanks as an immediate reward for a job well done.  Acquiring 3 such certificates entitles the employee to a nominal cash reward - $15 to $20.  The standardization of the thank you achieves two purposes: it eliminates the perception of favoritism in "so-and-so got a nicer card than I did" (yes, these are adults!); and the certificate allows other managers in the chain to use the same instrument to reward employees under their supervision.

AAFES uses surveys to measure the baseline of customer service in their facilities.  Surveys are handed out randomly to customers at the entrance of the store.  Inside the self-mailing form is a coupon for $5 that will be mailed to the customer upon receipt of the survey.  The financial reward helps improve participation.  There is no set guideline on how often to conduct customer surveys; it is up to the discretion of the store manager.  

Another method of assessing the quality of customer service is through the use of a "mystery shopper."  The mystery shopper becomes a one-person data-gathering device for the store manager.  Again, there is a financial reward for participating as a mystery shopper. 

AAFES also rewards associates (employees) and teams for the idea of the year.  The winner is chosen through a point system – points are awarded for the number of ideas submitted, and whether the company will reap tangible dollar savings or improve a process that will save money.  The winner receives $1000 and the runner up $500.  A winning team splits $2000 or $500 for runner up.

My Personal Experience

At the small dental clinic at Fort Greely, Alaska, we were able to develop a close working relationship with every tenant unit on the post.  The main focus of our customer service, since we had gotten the Class III readiness rate to below 2% was the number of failed appointments.  We were aggressively managing the appointment system, thanks in large part to the dedication of the front desk manager, Mrs. Janie Creel.  Mrs. Creel would send a list of appointed patients to each unit 2 weeks prior, and call the unit first sergeant the day before to insure patient compliance.  We expanded this by publicly announcing an award to any unit that could reach the goal of no failed appointments in one year.  One unit achieved this remarkable feat, and the dental staff assembled a unique, handsome plaque, using simple materials and the lab technician's talent.  The wood for the plaque was actually a discarded television top that was found in a Dumpster!  There is NO limit to creativity - just plant the seed and let your employees run with the idea!

At the 561st Medical Company, a TO&E dental company, we have a slightly altered incentive program.  In addition to the normal and usual Army awards, we liberally award Certificates of Achievement for local mission support, outstanding performance for short deployments, and participation in community events such as the Prophy-thon for National Children's Dental Health Month with the local clinic.  In addition, the commander awards a Kudos candy bar to soldiers who conducted a great class during Sergeant's Time Training, worked extra to ensure the completeness of the Quarterly Training Brief, or excelled in some other way that is not usually recognized by ribbons, certificates or medals.  We also have the "cheese" award that is a small bag of cheese curls or crackers for the most "cheesy" action during the week.  

At our quarterly Hail and Farewells, there is a large Bavarian cowbell awarded for the most bonehead action during the past quarter.  The Cheese Head is similar to the weekly cheese awards, but obviously, the actions are noted by most of the unit.  The "winner" wears the Cheese Hat, a la Green Bay Packer fans, for the entire evening.  Nominations for both awards are taken from the floor.  The participation and good-natured banter that occurs makes for outstanding unit cohesion and memories.  I have found that a hand written thank you note to a soldier for a job well done to be particularly effective.  It is a positive demonstration of mutual respect in the unit.  For some, the personal touch of appreciation is more treasured than other tangible rewards.  In my walks around the unit, I see the thank you notes tacked up on the wall or on the desks weeks after the event.


Summary

In summary, an effective recognition program has seven critical success factors: sincerity, fairness and consistency, timeliness, frequency, flexibility, appropriateness and specificity (Glasscock and Gram 1995).  All seven criteria must be met regardless of the vehicle used.  Recognition programs are limited only by the creativity of management and an organization’s employees.  Tapping into the power of employee recognition will propel organizations to future success.  Health care organizations, especially DCRI clinics, can learn much from the business world in developing and implementing effective incentive and recognition programs.

The DCRI clinic presents a wonderful opportunity to reenergize the existing awards and recognition program within the Army Dental Care System.  Knowing the internal and external customer base, and evaluating customer satisfaction are the keys to an effective incentive program.  I hope this discussion has stimulated your creativity and given you some tools to tailor your own incentive program.  We look forward to your feedback.

Reading List

Some references that may be useful to the Practice Manager are listed below.  Most are readily available through popular bookstores or an on-line bookstore.  Several of the books contain specific examples of incentive, reward and recognition programs that have worked in a variety of businesses.  Don't be afraid to adapt suggestions offered in these texts to your own practice situation. Others are more general management texts, but serve to set the stage for high-performing, winning organizations.  

Anderson, Kristin and Zemke, Ron.  Delivering Knock Your Socks Off Service. Performance Research Associates, Inc, 1991.  ISBN:   0-8144-7777-1

Bell, Chip and Zemke, Ron.  Managing Knock Your Socks Off Service.  Performance Research Associates, Inc., 1992.  ISBN:  0-8144-7784-4 

Blanchard, Ken and Bowles, Sheldon.  Gung Ho!  William and Morrow Company, 1998.  ISBN:  0-688-15428-X.
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The concept of a performance ‘report card’ is widely distasteful to leaders of the ADCS. It harks back to an era of management that attempted to fix blame  for lack of performance.  Slowly that view is yielded to a more contemporary management perspective that attempts to optimize the system.  Data-driven analysis is the key to optimizing system operation and performance.
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What’s a Benchmark?





“A benchmark is a point of reference or standard by which something can be measured or judged.” – The Measurement Mandate, JCAHO, 1993.





Typically the best in class is used as the benchmark.  For example, Marriott International sets the benchmark for performance in the hospitality industry.  DTFs successfully implementing DCRI are expected to establish a benchmark for oral wellness in the ADCS.  That is, they will set the standard for percent of Class1s in a given patient population.


























DCRI Performance Measures


Metric					Data Source


Readiness…………………………..Classification reports/DENTRAD


Oral Wellness……………………...Classification reports/DENTRAD


Customer Satisfaction…………….DoD approved survey


Staff Satisfaction…………………..DENCOM approved survey


Effectiveness/Efficiency…………..MEPRS
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Malcolm Baldridge National Quality Award





The award was instituted by Congress in 1987 to recognize quality achievement and service in the private sector.





The criteria for the award have been adapted for the Army and form the basis of the Army Performance Improvement Criteria (APIC).
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Measuring Outcomes





In healthcare, outcomes measurement is essential to safeguarding the wellbeing of patients and building healthier populations.  “The operation was a success, but the patient died,” only goes so far. 


In the ADCS the focus is on dental readiness, promoting health and keeping patients happy.  These are all outcomes of the work processes and the generation of outputs. By measuring outcomes, managers grasp a clearer understanding of the work processes and are able to make changes and improvements.    
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Measuring Outputs





Workload reporting in the ADCS (DWRS) measures the work performed and the level of resources consumed in the process.  This information feeds into a larger accounting system known as MEPRS, which factors significantly in the budget.  Therefore, accurately counting the dental widgets is very important!
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Sample


Data Collection Over Time


Example: Performance Measure of Oral Wellness
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Critical Success Factors





Sincerity


Fairness


Consistency


Timeliness


Frequency


Flexibility


Appropriateness


Specificity





% of soldiers in Class 1





3 DCRI Clinics








� Applied Ergonomics Course. USACHPPM. ATTN: MCHB-DC-OER. 5158 Blackhawk Road. Aberdeen Proving Grounds, MD.  July 1997.


� Cumulative Trauma Disorders (CTDs) are afflictions to the muscles, tendons, or nerves that are caused, precipitated, or aggravated by repeated exertions or movements to the body.
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Understanding the Concept of the Performance Gap







Example: Performance Measure of Oral Wellness
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Chart1

		DTF - B14		DTF - B14		DTF - B14		DTF - B14

		DTF - S12		DTF - S12		DTF - S12		DTF - S12

		DTF - J26		DTF - J26		DTF - J26		DTF - J26



Baseline

6 Months

1 Year

Local DENTAC Avg

0.2586334667

0.2715753907

0.28

0.281

0.1311039597

0.2207910289

0.2579179094

0.17

0.1524695777

0.2168400198

0.2168400198

0.187



Ft Bliss

						DC#3, Ft Bliss.

						Classification		BL Number (Aug 97)		Percents		Combined Class 1&2		Combined Class 3&4		6 months Number (Apr 98)		6 mo Percents		Combined Class 1&2 (6 mo)		12 months Number (Sep 98)		12 mo Percents		Combined Class 1&2 (12 mo)

						Class 1		1745		26%						1929		27%				2303		28%

						Class 2		4456		66%		92%				4654		66%		93%		5511		67%		95%

						Class 3		197		3%						360		5%				247		3%

						Class 4		349		5%				8%		160		2%				165		2%

						Population Served		6747								7103						8225

				as of Sep 98		Local DENTAC Avg						94%

						Large DENTAC Avg						94%

						Survey Item		N		Number 6 or 7		Percents

				BL (Oct97)		Overall Satisfaction		20		15		75%

				6 mo (Apr98)		Overall Satisfaction		31		22		71%

				1 yr (Oct98)		Overall Satisfaction		36		17		47%

				DCRI (moving avg)								69%

						Survey Item		N		Number 4 or 5		Percents

				BL (Nov97)		Return to Clinic		109		98		90%

				6Mo (Jul98)		Return to Clinic		95		83		87%

				1Yr (Oct98)		Return to Clinic		49		43		88%

				DCRI (moving avg)								94%
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Classification Measurements.

Staff Satisfaction Measurements.

Cust Satisfaction Measurements.



Ft Campbell

						TDC, Ft Campbell.

						Classification		BL Number (Sept 97)		Percents		Combined Class 1&2		Combined Class 3&4		6 months Number (Apr 98)		6 mo Percents		Combined Class 1&2 (6 mo)		12 months Number (Oct 98)		12 mo Percents		Combined Class 1&2 (12 mo)

						Class 1		937		13%						1457		22%				1816		26%

						Class 2		5875		82%		95%				4834		73%		95%		4783		68%		94%

						Class 3		151		2%						171		3%				215		3%

						Class 4		184		3%				5%		137		2%				227		3%

						Population Served		7147								6599						7041

				as of Apr 98		Local DENTAC Avg						92%

						Large DENTAC Avg						94%

						Survey Item		N		Number 6 or 7		Percents

				BL (Sep97)		Overall Satisfaction		39		28		72%

				6 mo (Apr98)		Overall Satisfaction		27		21		78%

				1 yr (Oct98)		Overall Satisfaction		36		27		75%

				DCRI (moving avg)								69%

						Survey Item		N		Number 4 or 5		Percents

				BL (Nov97)		Return to Clinic		95		84		88%

				6Mo (Jul98)		Return to Clinic		98		95		97%

				1Yr (Oct98)		Return to Clinic		101		93		92%

				DCRI (moving avg)								94%
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Classification Measurements.

Staff Satisfaction Measurements.

Cust Satisfaction Measurements.



Ft Hood

						PDC, Ft Hood.

						Classification		BL Number (Oct 97)		Percents		Combined Class 1&2		Combined Class 3&4		6 months Number (Apr 98)		6 mo Percents		Combined Class 1&2 (6 mo)		12 months Number (Sep 98)		12 mo Percents		Combined Class 1&2 (12 mo)

						Class 1		1491		15%						2189		22%				2458		25%

						Class 2		7562		77%		93%				7258		72%		94%		6840		70%		95%

						Class 3		168		2%						194		2%				125		1%

						Class 4		558		6%				7%		454		4%				325		3%

						Population Served		9779								10095						9748

				as of Apr 98		Local DENTAC Avg						95%

						Large DENTAC Avg						94%

						Survey Item		N		Number 6 or 7		Percents

				BL (Oct 97)		Overall Satisfaction		22		13		59%

				6Mo (Apr98)		Overall Satisfaction		33		14		42%

				1 yr (Oct98)		Overall Satisfaction		29		18		62%

				DCRI (moving avg)								69%

						Survey Item		N		Number 4 or 5		Percents

				BL (Nov97)		Return to Clinic		87		65		75%

				6Mo (Jul98)		Return to Clinic		96		84		88%

				1Yr (Oct98)		Return to Clinic		97		92		95%

				DCRI (moving avg)								94%
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Classification Measurements.

Satisfaction Measurements.

Cust Satisfaction Measurements.



Readiness

		

						Graphic Roll-UP

								% Class 1 & 2		% Class1 & 2		% Class 1 & 2		Sep-98		Sep-98

				Beta Site		Clinic (Code)		Baseline		6 Months		1 Year		Local DENTAC Avg		Large DENTAC Avg

				DC#3, Ft Bliss		DTF - B14		92%		93%		95%		94%		94%

				Taylor DC - Ft Campbell		DTF - S12		95%		95%		94%		92%		94%

				Perkins DC, Ft Hood		DTF - J26		93%		94%		95%		95%		94%

				Laflamme DC, Ft Bragg		DTF - K40		95%		96%				94%		94%

				DC#1, Ft Stewart		DTF - M18		96%		93%				94%		94%

				DC#3, Ft Lewis		DTF - Q35		98%		97%				95%		94%

				Vilseck DC,  Vilseck GE		DTF - A17		87%						85%		93%
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Readiness

		0

		0

		0

		0

		0

		0





Wellness

		0		0

		0		0

		0		0

		0		0

		0		0

		0		0



Baseline

6 Months



Staff Sat

		0		0		0

		0		0		0

		0		0		0

		0		0		0

		0		0		0

		0		0		0



Baseline

6 Months

Local DENTAC Avg



Cust Sat

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0



Baseline

6 Months

1 Year

Local DENTAC Avg



Vilseck

		

								% Class 1		% Class 1		% Class 1		Sep-98		Sep-98

						Clinic (Coded)		Baseline		6 Months		1 Year		Local DENTAC Avg		Large DENTAC Avg

				DC#3, Ft Bliss		DTF - B14		26%		27%		28%		28%		22%

				Taylor DC, Ft Campbell		DTF - S12		13%		22%		26%		17%		22%

				Perkins DC, Ft Hood		DTF - J26		15%		22%		22%		19%		22%

				Laflamme DC, Ft Bragg		DTF - K40		22%		27%				23%		22%

				DC#1, Ft Stewart		DTF - M18		17%		16%				19%		22%

				DC#3, Ft Lewis		DTF - Q35		31%		32%				23%		22%

				Vilseck DC,  Vilseck GE		DTF - A17		14%						22%		19%
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Vilseck

		0

		0

		0

		0

		0

		0





Ft Bragg

		0		0

		0		0

		0		0

		0		0

		0		0

		0		0



Baseline

6 Months



Ft Stewart

		0		0		0

		0		0		0

		0		0		0

		0		0		0

		0		0		0

		0		0		0



Baseline

6 Months

Local DENTAC Avg



Ft Lewis

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0



Baseline

6 Months

1 Year

Local DENTAC Avg



LgDENTAC

		



Baseline

6 Months

1 Year

Local DENTAC Avg



ReadinessTrend

		

										Job Sat		Job Sat		Job Sat

						Clinic		ID Code		Baseline		6 months		1 year		DCRI Avg (Oct98)

						DC#3, Ft Bliss		DTF - B14		75%		71%		47%		69%

						Taylor DC, Ft Campbell		DTF - S12		72%		78%		75%		69%

						Perkins DC, Ft Hood		DTF - J26		59%		42%		62%		69%

						Laflamme DC, Ft Bragg		DTF - K40		84%		68%				69%

						DC#1, Ft Stewart		DTF - M18		56%		67%				69%

						DC#3, Ft Lewis		DTF - Q35		92%		75%				69%

						Vilseck DC,  Vilseck GE		DTF - A17		68%						69%
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ReadinessTrend

		0

		0

		0

		0

		0

		0





Oral Wellness Trend

		0		0

		0		0

		0		0

		0		0

		0		0

		0		0



Baseline

6 months



Staff Sat Trend

		0		0		0

		0		0		0

		0		0		0

		0		0		0

		0		0		0

		0		0		0



Baseline

6 months

1 year



Customer Sat Trend

		

								Cust Sat		Cust Sat		Cust Sat		DCRI Avg

				Clinic		ID Code		Baseline		6 months		1 year		all sites

				DC#3, Ft Bliss		DTF - B14		86%		87%		88%		94%

				Taylor DC, Ft Campbell		DTF - S12		83%		97%		92%		94%

				Perkins DC, Ft Hood		DTF - J26		64%		88%		95%		94%

				Laflamme DC, Ft Bragg		DTF - K40		99%		94%				94%

				DC#1, Ft Stewart		DTF - M18		90%		96%				94%

				DC#3, Ft Lewis		DTF - Q35		100%		97%				94%

				Vilseck DC,  Vilseck GE		DTF - A17								94%
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Customer Sat Trend

		0

		0

		0

		0

		0

		0



Baseline



		0		0

		0		0

		0		0

		0		0

		0		0

		0		0



Baseline

6 months



		0		0		0

		0		0		0

		0		0		0

		0		0		0

		0		0		0

		0		0		0



Baseline

6 months

1 year



						VDC, Vilseck, GE

						Classification		BL Number (Apr98)		Percents		Combined Class 1&2		Combined Class 3&4		6 months Number (Sep98)		6 mo Percents		Combined Class 1&2 (6 mo)																		Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4								Classification		Number		Percents		Combined Class 1&2		Combined Class 3&4

						Class 1		473		14%								15%																				Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%												Class 1		1745		26%

						Class 2		2503		73%		87%						73%		88%																		Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%										Class 2		4456		66%		92%

						Class 3		178		5%								5%																				Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%												Class 3		197		3%

						Class 4		278		8%				13%				7%																				Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%								Class 4		349		5%				8%

						Population Served		3432																																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747																6747

				as of Apr 98		Local DENTAC Avg						85%

						Large DENTAC Avg						94%

						Survey Item		N		Number 6 or 7		Percents

				BL (Jan98)		Overall Satisfaction		19		13		68%

				6Mo ()		Overall Satisfaction

				DCRI Moving Avg								69%

						Survey Item		N		Number 4 or 5		Percents

				BL ()		Return to Clinic						0%

				6Mo ()		Return to Clinic

				DCRI Moving Avg
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Classification Measurements.

Staff Satisfaction Measurements.

Cust Satisfaction Measurements.



						Laflamme DC, Ft Bragg

						Classification		BL Number (Apr98)		Percents		Combined Class 1&2		Combined Class 3&4		6 months Number (Sep98)		6 mo Percents		Combined Class 1&2 (6 mo)

						Class 1		2608		22%								27%

						Class 2		8646		73%		95%						68%		96%

						Class 3		158		1%								1%

						Class 4		430		4%				5%				4%

						Population Served		11842

				as of Apr 98		Local DENTAC Avg						94%

						Large DENTAC Avg						94%

						Survey Item		N		Number 6 or 7		Percents

				BL (Mar98)		Overall Satisfaction		31		26		84%

				6 mo (Oct98)		Overall Satisfaction		25		17		68%

				DCRI Moving Avg								69%

						Survey Item		N		Number 4 or 5		Percents

				BL (Jul98)		Return to Clinic		87		86		99%

				6Mo (Oct98)		Return to Clinic		78		73		94%

				DCRI Moving Avg								94%



&A

Page &P

Classification Measurements.

Staff Satisfaction Measurements.

Cust Satisfaction Measurements.



						DC#1, Ft Stewart.

						Classification		BL Number (Apr98)		Percents		Combined Class 1&2		Combined Class 3&4		6 months Number (Sep98)		6 mo Percents		Combined Class 1&2 (6 mo)

						Class 1		1206		17%						1121		16%

						Class 2		5712		79%		96%				5283		77%		93%

						Class 3		108		2%						200		3%

						Class 4		164		2%				4%		278		4%

						Population Served		7190								6882

				as of Apr 98		Local DENTAC Avg						94%

						Large DENTAC Avg						94%

						Survey Item		N		Number 6 or 7		Percents

				BL (Mar98)		Overall Satisfaction		16		9		56%

				6 mo ()		Overall Satisfaction		15		10		67%

				DCRI Moving Avg								69%

						Survey Item		N		Number 4 or 5		Percents

				BL (Mar98)		Return to Clinic		49		44		90%

				6Mo (Sep98)		Return to Clinic		93		89		96%

				DCRI Moving Avg								94%
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Classification Measurements.

Staff Satisfaction Measurements.

Cust Satisfaction Measurements.



						DC#3, Ft Lewis.

						Classification		BL Number (Apr98)		Percents		Combined Class 1&2		Combined Class 3&4		6 months Number (Sep98)		6 mo Percents		Combined Class 1&2 (6 mo)

						Class 1		761		31%						969		32%

						Class 2		1626		67%		98%				1936		64%		97%

						Class 3		34		1%						41		1%

						Class 4		23		1%				2%		60		2%

						Population Served		2444								3006

				as of Apr 98		Local DENTAC Avg						95%

						Large DENTAC Avg						94%

						Survey Item		N		Number 6 or 7		Percents

				BL (Apr98)		Overall Satisfaction		13		12		92%

				6 mo (Oct98)		Overall Satisfaction		12		9		75%

				DCRI Moving Avg								69%

						Survey Item		N		Number 4 or 5		Percents

				BL (Jul98)		Return to Clinic		39		39		100%

				6Mo (Oct98)		Return to Clinic		68		66		97%

				DCRI Moving Avg								94%
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Classification Measurements.

Staff Satisfaction Measurements.

Cust Satisfaction Measurements.



		

										as of 1 Apr 98

										% Class 1		% Class 1 & 2

								Hood		15		95

								Bragg		19		93

								Campbell		17		94

								Stewart		20		94

								Lewis		24		92

								Benning		16		83

								Sill		26		96

								Carson		22		96

								Drum		25		97

								Riley		16		90

								Bliss		27		93

								Average		19%		93%

										4.3880001657		3.8729833462
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								1QFY98		2QFY98		3QFY98		4QFY98

						DCRI 1 Year Sites		93.5		93.7		93.6		94.2

						Local Command Avg		93.2		93.7		94.1		94.0

						Large DENTAC Avg		93.1		93.2		93.7		93.8

						% Class 1&2 by month		Ft Hood		Ft Campbell		Ft Bliss		Large DENTAC

				1QFY98		Oct-97		93		95		91		93.1

						Nov-97		94		95		92		93.2

						Dec-97		94		95		92		93.1

				2QFY98		Jan-98		94		95		91		92.7

						Feb-98		93		96		93		93.4

						Mar-98		93		95		93		93.6

				3QFY98		Apr-98		94		94		91		93.5

						May-98		94		94		93		93.5

						Jun-98		94		95		94		94.0

				4QFY98		Jul-98		95		94		95		93.5

						Aug-98		96		91		94		93.8

						Sep-98		95		92		94		94.0

						Oct-98		95		94		95

						% Class 1 by month		FtHoodCMD		FtCampbellCMD		FtBlissCMD

				1QFY98		Oct-97		93.8		94.6		90.9

						Nov-97		94.4		93.9		91.3

						Dec-97		94.1		94		91.7

				2QFY98		Jan-98		94.9		93.9		90.7

						Feb-98		94.5		94.2		93

						Mar-98		95		94.3		93.1

				3QFY98		Apr-98		95.8		92.9		91.9

						May-98		95.8		93.3		93.4

						Jun-98		95.1		94.3		94.3

				4QFY98		Jul-98		96		91		94.8

						Aug-98		96		91.7		94.7

						Sep-98		95.3		91.8		94.4

						Oct-98
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		0		0		0

		0		0		0

		0		0		0

		0		0		0



DCRI 1 Year Sites

Local Command Avg

Large DENTAC Avg



		

										1QFY98		2QFY98		3QFY98		4QFY98

								DCRI 1 Year Sites		19.9		22.7		24.9		26.4

								Local Command Avg		19.0		20.2		21.0		21.7

								Large DENTAC Avg		21.4		20.9		21.8		21.8

								% Class 1 by month		Ft Hood		Ft Campbell		Ft Bliss		Large DENTAC

						1QFY98		Oct-97		15		14		27		21.4

								Nov-97		16		16		28		21.3

								Dec-97		18		17		28		21.3

						2QFY98		Jan-98		18		19		28		20.9

								Feb-98		19		21		31		21.1

								Mar-98		20		22		27		20.7

						3QFY98		Apr-98		21		24		27		21.4

								May-98		22		24		29		21.6

								Jun-98		23		25		30		22.3

						4QFY98		Jul-98		24		25		30		21.9

								Aug-98		25		24		31		21.9

								Sep-98		25		25		28		21.6

								Oct-98		26		26		28

								% Class 1 by month		FtHoodCMD		FtCampbellCMD		FtBlissCMD

						1QFY98		Oct-97		13.7		15.2		27.1

								Nov-97		13.9		15.5		27.5

								Dec-97		14.3		16.2		27.6

						2QFY98		Jan-98		14.7		16.2		27.8

								Feb-98		14.8		17		31.4

								Mar-98		15.2		17.2		27.4

						3QFY98		Apr-98		16.2		17.3		27.9

								May-98		16.2		17.1		29

								Jun-98		17		17.7		30.2

						4QFY98		Jul-98		17.7		16.7		30

								Aug-98		18.5		16.9		31.3

								Sep-98		18.7		17		28.1

								Oct-98
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		0		0		0

		0		0		0

		0		0		0

		0		0		0



DCRI 1 Year Sites

Local Command Avg

Large DENTAC Avg



		

								Baseline		6 months		1 year

						DCRI 1 Year Sites		69%		64%		61%
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		0



DCRI 1 Year Sites



		

								Baseline		6 months		1 year

						DCRI 1 Year Sites		78%		91%		92%
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DCRI 1 Year Sites




