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Office Automation

Joseph P. Connor, COL, DE

C

omputers make it possible for us to do things that would be difficult or even impossible using only pencil and paper.  They allow us to manage our time more efficiently, to measure our performance against our objectives, and to provide management information that helps in the decision making process.  In our dental clinics, making appointments, producing reports, ordering supplies, and monitoring soldier readiness are all essential but time consuming tasks that lend themselves to automation. 

Automating an existing work process is only an intermediate goal.  The ultimate goal is to make efficient use of our time, facility, money, people, and equipment to provide better care for our patients. Using computers only makes sense where it saves time or money and contributes to the accomplishment of the patient care mission. 

The original DCRI clinics are using Dentrix TM a commercial off-the-shelf (COTS) dental office management program. It is a state-of-the-art, integrated, office management system that was chosen from among several competitors because of its flexibility, ease of use, and its ability to manage every aspect of a dental practice.  The selection of Dentrix was done to test the concept of using  well-established COTS software to handle primarily scheduling functions in a large DTF.

Dentrix has the ability to record patient demographic information, treatment plans, insurance carrier information, billing codes, patient notes, and other items of information.  While we do not use or need all of the features, automation of the scheduling process has, by itself, proved the value of the software.  The Beta site clinics have discarded the paper appointment book and are taking advantage of the “point and click” capabilities found in the current Windows TM software.  After the appointment has been recorded in Dentrix, the treatment coordinator or practice manager can easily change the appointment by “dragging and dropping” it into a new location.  An appointment can be easily located using the name or the social security number of the patient.  

Perhaps the greatest benefit is the ability to tailor appointment lengths to the patient needs and to utilize the chairs better than we have done in the past.  The color coded screens allow the practice manager to “see” the operation of the clinic in much greater detail and to analyze the performance of the teams on a real-time basis.  

Although Dentrix can run on a stand-alone basis on any reasonably modern computer (the faster and the larger the storage the better) it works much better in our clinics when several PCs are networked together.  The recommended minimum configuration for a 28-chair clinic is one PC for each treatment coordinator, one for the practice manager, and one for the receptionist.  The computers will work on a peer-to-peer relationship but some of our beta site clinics report better performance from a dedicated server.  Dentrix has the ability to record treatment plans and produce sophisticated reports but this requires more data input and a greater number of computers.  

 A dental clinic operating in the fully integrated Dentrix environment will operate like this.  The names of all patients will be entered into the database along with the patient’s unit, social security number, patient classification, and the name of the doctor or team to whom the patient is assigned.    When the treatment coordinator schedules the initial appointment, it is recorded in the patient-scheduling module of the Dentrix program.  Dentrix generates a “pull list” the day before the appointment is scheduled.   When the patient reports to clinic’s front desk for his appointment the receptionist enters that information in the computer and it is automatically sent to all computers in the network to let the team know that the patient has arrived. 

 The treatment plan is recorded in Dentrix using the patient charting module and the specific treatment planned for the next appointment is entered along with the appropriate time increment.  The treatment coordinator will find the next appointment slot that meets the patient needs and Dentrix prints an appointment slip for the patient.  The treatment coordinator or some member of the staff also records the procedures that were performed on that day, by ADA codes, along with treatment notes.  (NOTE: We still have to maintain the 603 at this time) 

Entering treatment plans and posting procedures to the electronic record has several advantages.  Reports can be generated by clinic, by team, or by provider for any period chosen by the practice manager.  Using Dentrix in this fashion has allowed one beta site clinic to completely eliminate paper “tic” sheets.  A roll up report from Dentrix at the end of the month can be entered into DWRS in about one hour for the entire clinic !
Recording the treatment plan in advance for each appointment allows the team to set up for the appointment in advance with all the materials that will be used.    Also, having the treatment plan in Dentrix avoids having to pull the dental record when a patient needs to make or change an appointment over the phone.

Dentrix allows the doctor or hygienist to establish the “perfect day” by reserving blocks of time for specific procedures.  The doctor can set up a matrix or format, which allows the Treatment Coordinator to schedule high, medium, or low production appointments at various times during the day.  For example, everyday between 0730 and 0800, and 1230 and 1300 are set aside for exams; Tuesday morning between 0800 and 1100 is reserved for Crown and Bridge appointments; Tuesday afternoons from 1300 to 1600 is reserved for Endodontics and so on.

When the treatment plan is completed Dentrix records the interval for “continuing care” that is established by the doctor and automatically notifies the treatment coordinator when a reminder needs to go out.  

While Dentrix has proven to be a successful application of COTS software, it is only one of several competing technologies that are being considered for system-wide implementation.  The Department of Defense is developing the Defense Dental Standardized Application (DDSA) which is a total electronic patient record that will integrate workload reporting, patient classification, manpower expense accounting and other functions into one large data domain that can be accessed from anywhere in the world.  The Information Management Strategic Plan that is being developed by the Dental Command will evaluate and all feasible programs including COTS and proprietary programs.

Regardless of the source, automation of our dental treatment facilities will require new skills in the workforce.  But, like the electronic calculator replaced the slide rule, the automated dental record will someday make the paper dental record paper obsolete.  In the future we may see a computer in every operatory integrating dental workload reporting, dental readiness, digital radiography, and all record keeping functions in one system.  Lessons learned using Dentrix are pointing the way to the future as we define our need for information at multiple levels in the ADCS. 
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Labor-Management Relations

Mr. Tony Rogers

Francis E. Nasser, Jr., COL, DE

The Agreement

A

s the Practice  Manager (PM) it is important to recognize that general schedule employees, usually GS-07 and below, work in the DTF under a government-negotiated bargaining agreement. Management involves more than negotiating a labor agreement.  The real litmus test of effective labor relations begins after the agreement is signed – in the actual day-to-day administration of that agreement.  This is no small task by any margin.  Abiding by the terms of the agreement involves a high level of managerial skill, especially when confronting the numerous details of running a fast pace DTF.  

Grievances

Managers may occasionally institute changes to improve efficiency or alter the process of work.  In most instances, this is permitted under a management rights clause in the agreement.  Nevertheless, a GS employee has the right to file a grievance if they perceive the changes as altering the terms of employment.  A grievance is a formal complaint made by an employee or a union. Usually the specific procedures for resolving the grievance are spelled out in the bargaining agreement.  Ideally, managers should try to resolve employee complaints before they escalate into formal grievances. When confronted with a grievance, the manager must take definitive and timely action.  It is imperative that managers maintain a high level of professionalism throughout the process.

The following violations are grounds for a bona-fide employee grievance:

· violation of the collective bargaining agreement

· violation of federal or state law

· violation of command policy

· violation of management’s responsibility

· violation of past practice

Practice Managers should be familiar with the Command’s and DTF’s union agreement.  PMs should also foster a spirit of cooperation and partnership with the union.  Openly encouraging the participation of the staff and the union representatives in improving the delivery of dental services builds the spirit of cooperation.
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All DTF Managers should:

· Contact your Management-Employee Relations (MER) specialist at CPO and retrieve a copy of your labor-management agreement.

· Thoroughly read and become familiar with your negotiated contract.

· Keep the name of your MER and labor relations specialist handy so you can obtain advice when you need it.

Work Smarter, Not Harder

Improved clinic efficiencies and business practices are at the heart of DCRI.  One possible outcome of these improvements is rising productivity in the clinic.  PMs should be sensitive to the attitudes of the workforce as the pace of activity in the DTF heightens as a consequence of better management practices.  The dogged pursuit of workload numbers will be critically judged by the staff as “just another attempt to get us to work harder.”  While increase production is highly desirable, the overall measures of success under DCRI deal primarily with outcomes such as, dental readiness, oral wellness, and patient and staff satisfaction.  Even the measure of cost effectiveness and efficiency must be balanced against these other outcome measurements.  Accomplishing the goals set in DCRI requires the full participation of the staff.  The performance objectives can be met by working together as a team, with every member of that team knowing their roles and responsibilities.  Changing how the work is done to eliminate time wasted and unnecessary procedures creates a smarter work environment.  Building a more efficient operation with the support of the staff and the union will bring lasting results and, most likely, improvements in clinic production. 
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It’s as simple as ABC!

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

War and economy are things not easily reconciled, and the attempt of leaning towards parsimony in such a state may be the worst economy in the world.             

--Edmund Burke, 1729-1797

Introduction

I

n the April 1998 issue of The Mercury, LTG Ronald R. Blanck (1998, p. 3), The Surgeon General of the US Army stated “we currently provide care to our beneficiaries for 25 percent less than such care costs in the civilian marketplace.”  Reflecting on this statement caused me to think:

· Is this true for our dental activity (DENTAC)?

· How can we calculate the cost required to provide patient care?

· How do our costs compare to those of alternative dental care systems?

Complete answers to these three questions are far beyond the scope of this chapter.  However, cost per beneficiary is a valid performance metric and since The Surgeon General has placed a cost target on the wall, it is reasonable if not mandatory for commanders to know their DENTAC's costs consumed to provide patient care.

One cannot accurately calculate a cost per beneficiary value by simply dividing the number of beneficiaries into a DENTAC’s command operating budget.  There are many non-budgeted costs incurred by a DENTAC that should be passed through to its external customers.  Also, while providing patient care is core business, DENTACs do provide other valued services for their customers.

So where do we begin?  The purpose of this chapter is to provide the basics of how activity based costing principles may be used to calculate a cost per beneficiary value to provide patient care.  This chapter is certainly not an academic treatise on cost accounting.  The data samples will be simplistic and notional.  But, by keeping it simple, the author hopes to encourage further reader investigation into this important topic: What is a DENTAC’s cost to provide patient care?  Armed with this knowledge, senior leaders and other stakeholders can make a valid, “apples-to-apples” comparison between systems of care to determine if our costs truly are less than the costs of alternate systems of care delivery.  So let’s begin this journey with a brief discussion of activity based costing.

Activity Based Costing
Known by accounting professionals as simply “ABC,” activity based costing is a relatively recent accounting method that measures costs organizations incur when work is performed.  Very simply stated, an organization's total work effort can be broken down into sub-units called activities.  An organization's aggregate cost of doing business is the sum of all the individual costs for its activities.

So what then are DENTAC activities?  Top-level activities are called processes and ultimately flow from the mission.  An organization’s mission statement should identify its customers and products or services.  Business processes produce these products for customers as shown below in a model from the Army Management Engineering College (1992, p. 2-12).
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Figure 1.  Process Management Model

This focus on business process and its component activities is essential if one is to make an “apples-to-apples” cost comparison.  Let’s use an example of a notional DENTAC to demonstrate this key concept.

Mission statement.  The mission of our notional DENTAC is to:

· ensure dental readiness,

· provide patient care,

· promote oral health for the military community, and

· to conduct readiness training to prepare DENTAC soldiers for their wartime roles. 
Customers and products.  One can array the tasks derived from the mission statement in a customer group-product matrix format as below.
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Figure 2.  Customers and Products


Resultant activities.   An organization’s products or services lead to identification of its key activities or business processes, the foundation of ABC.  Activities consume resources to produce products for external groups of customers.  Our notional DENTAC has these four business processes: 

· Ensure dental readiness

· Provide patient care

· Promote community oral health

· Train for deployment

To summarize, DENTACs are given a mission to produce a product or service for a customer.  Work is performed through its business processes whose rate of resource consumption and resultant output can be measured.  This is the essence of ABC.

DENTAC ABC
As shown above, DENTACs provide valued services other than patient care to their military communities.  Each activity consumes a portion of a DENTAC’s total costs.  Only the costs to “provide patient care” should be used for comparison to alternative systems of clinical patient care.  This is where this chapter gets a little technical.  Using our notional DENTAC, one allocates all relevant, DENTAC costs to one of its key activities (business processes) as depicted below.
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Figure 3.  ABC for a notional DENTAC

To explain figure 3, let’s start with the end-result, the cost objects.  For our notional DENTAC, all resources are consumed to result in one of the four cost objects:  deployable soldiers, healthy soldiers, healthy community or trained DENTAC soldiers.  These objects are produced by work performed by the related business process.  Activities consume resources, primarily direct labor and other expenses, as work occurs.  As explained below, MEPRS (Medical Expense and Performance Reporting System ) and UCAPERS (Uniform Charge of Accounts Personnel Utilization System) can provide resource consumption data.  Finally, costs for administration (DENTAC headquarters) must be allocated to each activity on a percentage consumption basis.

With application of a database program (e.g. Microsoft Access) and available source data, one can determine a DENTAC’s activity based costs.  To do this, the required source data are:

· UCAPERS

· MEPRS

· Total hourly compensation for each staff member

· Relevant costs other than direct labor (TDY, supplies, equipment, contracts, etc.)

UCAPERS

Since the majority of a DENTAC’s cost is for staff direct labor, accurate UCAPERS data is critical to support ABC.  Every hour of the 2080 hour work year (52 weeks x 40 hours/week) must be credited to one of the four business processes either through direct application or indirect allocation.  Our notional DENTAC assigns the following UCAPERS codes to its business processes (UCAPERS Users Manual, B 1-6):

· Provide patient care -REG, TNG, TDY CME

· Ensure dental readiness - MOBX

· Promote community oral health - TRNR

· Train for deployment - FTX, MORA, POR, PT
There is no UCAPERS exception code for the key activity “promote community oral health.”  However at non-teaching DENTACs, one can use the code TRNR as a surrogate to capture direct labor performed in this business process.  All other direct labor expenses (e.g. annual leave (LV)) are allocated on a fair-share basis to each these four key activities.
MEPRS

All costs other than direct labor must also be directly applied or indirectly allocated to one of its business processes.  Although MEPRS is an expense accounting not a cost reporting system, it is our only source for much of this data.   Depreciation (code EA) and Support Services (code EC) are two DENTAC expenses in MEPRS which can be directly applied or indirectly allocated to its business processes (DOD 6010.13-M, 1995, pp. 2-61, 2-69).

Total hourly compensation

This value is far greater than a simple salary per hour quotient.  Ideally, this value should capture the total life-cycle personnel costs for each individual, or more easily, each staff category (officer, enlisted, civilian) by grade.  Examples of personnel costs in addition to salary include:  civilian participation in savings and insurance plans, costs incurred during training and education programs, and retirement pay, all  prorated to an employee direct labor cost per hour value.  As work is performed, one must allocate all relevant costs for direct labor to the appropriate business process, and ultimately to a cost object.
Putting it all together - a simple notional example
Following the model in figure 3, let’s use some notional numbers. 

Key DENTAC activities
Administration (overhead) expense
All direct and indirect expenses,

per activity
Total expense (sum of previous two columns)

· Ensure dental readiness
200
500
700

· Provide patient care
600
2000
2600

· Promote community oral health
100
100
200

· Train for deployment
100
300
400

Column totals
1000
2900
3900

Figure 4.  Notional DENTAC Expenses

Administrative expense, primarily the cost for DENTAC headquarters operation, is allocated to each key activity on a basis that correlates with resource consumption.  In this case, 60% of the headquarters work effort (resource consumption) was devoted to support the “provide patient care” key activity.

While these notional DENTAC costs for the reporting period total $3900, only $2600 or 67% of this total were consumed to “provide patient care.”  This value should be used in cost comparison between systems of care.  Clearly, key issues in ABC are accurate source data and realistic allocation assumptions.
Caution!

Far more knowledge than can be provided in this brief chapter is required to enable calculation of an organization’s business process costs.  Before attempting to do this, your organization must have:

· A focused mission statement

· Customers and products precisely identified

· An activity model

· Accurate data, especially UCAPERS and MEPRS

· Training in ABC techniques

· Resources - time and people

So what?

Let's assume a DENTAC invests in systems and procedures required to measure an accurate, recurring cost to “provide patient care.”  Armed with this knowledge, so what?  Where’s the potential payoff for the not insignificant investment in direct labor and other costs required to determine this information? 

A first payoff may be increased DCRI team performance.  With this ABC accounting strategy, one can potentially calculate accurate, by-team cost to provide patient care.  One may use the sum of all its fees for services provided as a value for team revenue.  With these two values, one can determine a value for team profit as follows:

team revenue - team cost / team revenue x 100 =  team profit margin

Longitudinal measurement of team profit could encourage enhanced team efficiency, especially if the organization’s ground rules allowed teams to reinvest a portion of their profit!  For example, if a team made a profit, rules could allow the team leader to reinvest its profit in additional capital equipment, continuing education or ancillary staff--with the intent to generate even greater team profit in the future.  

This system of team incentive would need carefully worded business rules, guidelines and data controls to prevent misapplication.  But managed properly, this approach has immense potential to help determine optimal organizational staffing and a realistic, demand-based, competitor-benchmarked, command operating budget for the business process “provide patient care.”

Second, at a greater level of detail, ABC can also help an organization (Brimson, 1991, p. 23) do the following:

· Facilitate elimination of waste by providing visibility on non value-added activities

· Improve the effectiveness of budgeting

· Encourage continual improvement

· Link corporate strategy to operational decision making

· Improve make/buy and estimating decisions

Conclusion

Hopefully, this short chapter has realized its purpose:  to provide an overview of how ABC principles may be used to calculate a cost per beneficiary value for the business process "provide patient care."  ABC is today’s state-of-the-art technique to determine costs and can result in a value for patient care separate from all other mission-directed, DENTAC costs.

Cost per beneficiary is not the only metric of importance for dental activities.  Edmund Burke’s quote at the beginning of this chapter warns us against false economy when attempting to treat the military as a business.  Ultimately, it is our customers and stakeholders who will determine the value of our services.  However in today’s world, a goal of “quality at any cost” is unrealistic; therefore, it is important for us to know our costs to provide patient care.   Armed with that information, our senior leaders can then determine if our current system will remain the Army’s dental care system of choice.
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� In government Information Management circles this is called a “proof of concept.” The intent was to test the benefit of this technology in redesigning the basic work process in the DTF and to have it act as a training ‘bridge’ from the current ‘stubby pencil’ appointment book to the future DoD automation system.
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