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FINAL REPORT

INTRODUCTION — PURPOSE OF CONTRACT

It has been over 20 years since the first community and
Migrant health centers (C/MHCs) were established. Although
dental services were included in some of the first federally
funded programs, no specific policy had been established for
federally-funded C/MHC dental programs until 1987, however
program guidelines and regulations did exist. The system to
evaluate the efficacy of C/MHC programs, 1s moving to a cost
center Zero Based Assessment (ZBA) analysis, thus this report
should prove useful in clarifying dental program objectives and
defining merits to communities of C/MHC services.

The  purpose of this contract included a number of
objectives: (1) As a “best practices” contract, the major
objective was to examine nine representative facillities with
dental components counsidered to be providing high quality
services at a reasonable cost. 1t was anticipated that a careful
analysis of these programs would identify elements common to all
successful programs, and further, it was belleved that some
unique characteristics would be present which could be adapted to
programs in other centers. Finally, it was thought that
indicators would exlst that would identify more objectively
the efficiency and effectiveness of dental programs. The
information obtained through this process would then De
transmitted to C/MHCs with dental components, with the hope that
the information could then be used to strengthen all programs.

{2} Another component of the contract was to establish a
Dental Ad Hoc Advisory Committee, composed of dental directors
representative of all regions of the country, experienced, and
considered to be directing exemplary programs. The Committee”s
purpose was to advise the project director regarding direction
and findings, and to serve as advlsors regarding dental policy
issues.

(3) Finally, the methods of payment for dental care, as well
as dental disease patterns, has significantly changed during the
past 20 years. These changes ralse questions concerning the role
of C/MHC dental programs 1in prepayment, and financing of care.
The coatract specifically required an analysis of any prepaid
contracts in the sites visited, and a 1literature review of the
changes 1n dental disease patterns and in financing dental - care.
It was anticipated that recommendations would be made ragardiang
direction of care and iannovative financing mechanisms.

e
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METHOD

The literature raview was conducted primarily by an
associate professor at the Oregon Health Seclences University,
whose background ensured a document that was extremely
comprehensive, with well over 100 citatlons. Revisions were
made, with dinput from both the coproject officer and the
Dental Advisory Committee. These methods resulted 1n a review
with an easy-to-understand executlve summary accompanied by
extensive supporting documents.

The Dental Ad Hoe Advisory Committee was assembled from
a list of C/MHC dental directors who were nominated by Public
Health Service (PHS) regional dental consultants. Nine members
were selected, representative of as many regions as possible,
with a balance among rural, urban, and migrant programs. The
selection was made jointly by the project director aand the
coproject officer. Committee members are as follows:

Dr. Major Tappan

Dental Director

Clity and County of Denver

Department of Health and Hospltals

777 Bannock Street

Denver, Colorado 80204-4507

Mon.-Wed., 303-297-1241; Th. & Fri., 303-893-6185

Dr. John W. McFarland

Dental Director

Plan de Salud del Valle, Inec.
1115 Second Street

Fort Lupton, Colorado 80621
303-892-0004 ‘

Dr. Ruben P, Cowart

Executive Director

Syracuse Community Health Center, Inc.
319 South Salina Street

Syracuse, NY 13202

315-476-7921

br. Juris M. Svarcbergs
Dental Director

Heary J. Austin Health Center
321 North Warren Street
Trenton, New Jersey 08618
609-989-3405

T
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are:;

Dr. Cethas Goldman

Executive Director

Central Virginia Community Health Center, Inc.
P. 0. Box 20

New Canton, Virginia 23123

804-581-3271

Dr. Mary 01dfiald
Dental Director
Health Help, Inc.

P. 0. Box 129

McKee, Kentucky 40447
606~287-3228

Dr., Gaddiel Castanon

CHG Administration

4380 Otay Valley Road

Chula Vista, California 92011
619-425-7810

Dr. Michael Easley

Maryland State Dental Director
P.M.A., Third Floor, Room 221
201 W. Preston Streat
Baltimore, MD 21201
301-225-6749

Dr. Dolores Franklin
Office of Dental Health
1875 Connecticut Avenue
Suite 1118

Washington, D.C. 20009
202-673-6765

Other principals of the project in addition to the above

Dr. David I. Rosenstein

Project Director

Professor and Chalrman

Department of Public Health Dentistry
Oragon Health Sclences University

611 S.W, Campus Drive

Portland, Oregon 97201

503~279-8830
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Dr. Gerald Cogan
Codirector

President

Dental Registry, Inc.
5201 5.W. Westgate Drive
Suite 204

Portland, Oregon 97221

Ms. Elizabeth A. Hickey

Project Officer

Bureau of Health Care Delivery and Assistance
Parklauwn Building, Room 7A-55

5600 Fishers Lane

Rockville, Maryland 20857

301-443-5295

Dr. John Clark

Dental Director; Coproject Officer

Bureau of Health Care Delivery and Assistance
Parklawn Building, Room 7A-55

5600 Fighers Lane

Rockville, Maryland 20857

301-443~1153

The sites were selected through a process similar to the
selection of Committee members. Dental programs were nominated
by PHS Regional Dental Consultants. Nine sites were selected,
with a balance among rural, urban, and migrant centers, and with
representation from as many different regions as possible., As
many prepaid sites as possible were also included.

Site visits were made by project staff who interviewed the
executive director, the dental director, the medical director, a
community board member, fiscal staff member, and other staff as
necessary. An unstructured interview gulde was used, with some
Information collected, or requested, 1in advance of the site
visit. FEach plece of data was checked with as many sources as
possible. Manual counts were made to verify computer data,
For example, during the chart aundits, productivity data were
gathered to compare with computer printouts. Usually, two days
were spent on site.

Case studies were prepared following each site visit, These
were sent to the sites for corrections and comments. The final
version was sent to the G/MHC executive director, the dental
director, the project officer aand the regional dental consultant.

The collected data, 1ts analysis, and presentation were
reviewed by the Dental Advisory Committee as was the format for
writing the case studies, All suggestions made by Advisory
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Committee members were considered.

The draft final report and recommendations were all revieswed

and had the approval of the Advisory Committee,

Communication between project director and coproject officer
was frequent enough so that at each step there was concurrencs
with the approach and the interpretation of data.

T
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RESULTS
Dental Advisory Committee,

The Dental Advisory Committee cousisted of all coatract
principals previously listed., The two non-C/MHC dantists
participated in two meetings held in the D.C. area, Some of the
meetings benefited from the participation of Regional Dental
Consultants, and other observers attending national meetings,
where two advisory committee meetings were held.

The Committee made significant contrlbutions in a aumber of
areas. In regard to the contract specifically, the Committee
provided specific suggestions regarding indicators to be reviewed
and data to be collected. The interpretation of the data was
reviewed by the Committee as was the literature review and the
draft final report and recommendations.

The Committze expanded its role into several other areas,
however. One of the first items addressed was a review of the
BHCDA  draft deatal poliey. Initially, the draft had been
received by G/MHC dentists with less than enthusiastic
andorsement, The Commlttee worked closely with BHCDA staff,
negotiated significant changes, and ended up with a document
all vparties thought fair and reasonable, Little ecrilticism was
heard when the document became policy on March 19, 1987. Members
of the Committee have expressed support of this policy at
National Assoctation of Community Health Centers meetlngs,

A third major area of involvement was a continuing education
program for GC/MHC dentists during the NACHC clinical conference
in Denver. The Committee met in conjunction with WACHC s
Clinical Conference, and a majority of the dental sesslons
included Committee members as speaketrs.

The last area addressed by the Commlttee was the process of
upgrading management skills of C/MHC dentists. The problems
include the following: 1) Complex management issues with few, if
any, avenues for continuing education to address them. 2) PHS
Regional Dental Consultants generally not being available to
provide assistance to C/MHC dental programs, due to placement in
organization structure with 1little influence, other duties and
lack of travel funds. 3) Relatively 1low salaries and limited
funds available for continuing education programs, taking
attendance at these programs difficult. 4) Lack of program
expertise and resources in the necessary tralalng areas.

The Committee is working toward establishing a network to
address the need for management skills. Through the efforts of




Page 7
Final Report

some members, a network 1is being established for Regions VIII,
I¥, and X. It is hoped that this will continue beyond the
contract period.
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LITERATURE REVIEW

The literature review revealed two trends. Dental caries
prevalence in the pediatric population has decreased dramatically
over the past two decades wlth the largest percentage of this
decrease taking place 1in smooth surface lesions., This has
resulted in a greater percentage of all remaining lesions being
pit and fissure lesions. For the pediatric population, with
the combined use of systemic and topical f{luorides and pit and
fissure sealants, it 1is theoretically possible to eradicate
dental caries.

Data and literature con cariles epldemiology 1in adults are
sparse. The small improvement in rates of decayed teeth
presented by the National Center for Health Statistics (NCHS)
data 1is hardly as dramatlc as the corresponding pediatriec data.

Fewer adults, however, are losing teeth to decay. There-
fore, an lncreased number of teesth and tooth surfaces are presant
in later vyears to experience decay. This 18 especlally
significant in view of the many xerostomla-producing medications
commonly prescribed for geriatric patients. These medications,
in combination with exposed tooth roots and decreased abllity to
perform oral self-care, place elderly individuals at a greatly
increased risk for caries.

The decrease in decayed surfaces in all age groups is due in
large part to the use of fluoride in many forms. From what is
known about the mechanism of fluoride”s caries-reducing action,
adult teeth as well as pediatric teeth should benefit due teo the
topical effects of fluoride.

More children retalning more decay-resistant teeth through-
out childhood and young adulthood results in fewer teeth being
extracted due to decay. As this population ages, dentistry is
presented with older individuals who have more natural dentition
remaining than in past decades. Over time new problems can be
expected to arise and indeed, are documented 1ian current
literature. Root caries is an example,

Regarding periodontal disease, the sitwation 1s unot the
same as that for caries. Some groups have experienced slight
improvements due to advances in dlagnosis and surgical treatment
techniques, while the national average data indicate no real
improvement for the population in general over the past 20 years.

This is not surprising in view of the fact that prevention
of periodontal diseases depends entirely on active means. There
is no practical passive preventive measure for periodontal
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diseases that correlates with the use of fluoridation for the
prevention  of caries. Perlodontal disease incidence has
increased in many groups, which may be due to the Iincreased
number of teeth retained into later years.

The United States has the means and the manpower to address
the periodontal disease inclidence problem. However, additional
rasearch 1s needed to develop passive and less mechanlcal
measures to coantrol this disease process. Chemical methods,
vaccines, and other nonsurgical, nonmanipulative methods will
probably meet with the best success.

Periodontal disease 1s apisodic 1n nature. This presents a
disease model in which those affected are never really cured, but
may have periods of exacerbation and remission. It is this type
of diseasea that requires intense and constant monitoring to
prevent periods of exacerbation from destroying the galns mada
through treatment.

This 1s manpower intensive. Ample dental manpower exists at
the present time; however, it needs to be redirected in {its
intent,

IMPACT OF DENTAL DISEASE TRENDS ON C/MHC PATLENTS

There has been very positive movement Ctowards decreasing the
major dental disease--dental caries. It has heen thought by many
that periodontal disease is the major cause of tooth mortality.
This 1s now regarded as doubtful and dental caries 1s likely the
major disease. Irrespective of that debate, C/MHC patients are
younger than the general population and cartainly for this
population, dental caries is the major problem. Further, the
success enjoyed by the general population regarding tooth decay
reduction is not shared by the C/MHC population. The literature
reviaw shows that underserved and disadvantaged populations, the
very people who are C/MHC clients are still very much at risk for
dental decay.

DENTAL DELIVERY TRENDS

There is no question that the traditional mode of dental
practice, fee [for service solo private practice, 1is rapidly
changing. Fee for service solo private practice will remain the
predominant mode of dental health delivery In the near future;
however, Preferred Provider Organizations (PPO)s, capitation,
network capitation, group practice, fraanchise practices, and
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retall practices all have emerged. Further, the impact of
third-party payment, which is growlng at a steady rate, is
expected to increase.

Many of the alternatlive delivery systems are not expected
to be a significant factor in the future. PPOs, franchise
practices, and retall practices are all declining. However,
group fee for service and capitation programs, including network
capitation, a system whereby carriers allow individuals enrolled
in this plan to choose fee for service practices willing to
provide care on a capitation basis, are growing and are expected
to continue to grow.

IMPACT ON C/MHCS

The only tread that might impact on C/MHCs 1s  the
involvament in capitation programs.

The two likely methods for C/MHCs are network capitation and
Title XIX capitation plans. Due to changes in Title X1X
legislation, many C/MHCs must participate in Medicaid capitation
programs to remain competitive and to continua to serve their low
income clients. Participation In dental Medicald prepaid
programs can be  financially advantageous to C/MHCs if
arrangements are handled properly. It 1s premature to expect
C/MHCs to be involved significantly in other types of capitation
or przpayment programs.

TR
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OVERVIEW OF CASE STUDIES

The presumption was that the sites studied would be "best™
or "better practices."” We weres looxing to find creative
practices, delivering cost-sffective services which would have
a favorable impact on the oral health status of the community.
It 1s probable that such programs exist even among those studied,
however, the data base to support such a finding did not exist.
Basic problems, which 1inhibit either existence of “"best
practices” or the documentation of “best practices™ follow.

DATA QUALITY

Clearly, there 13 Information not collected, that would
be helpful to both programs and BACDA. Later in this report,
this potential data base 1s described. 1t cannot be emphasized
strongly enough, however, that current gzero based assessment
(ZBA) data and Bureau Common Reporting Requirements (BCRR data),
1f accurate, would provide enough information to evaluate the
dental programs. '

The ZBA has two major flaws. The first 1s that comparative
analysis 1s difficult duz to lack of consisteacy 1n assigning
charges. Some programs prorate dental charges based on square
footage, others based on budget. Some programs apportion
administrative charges, others do not,

The other problem 1s that much of the data presented are
totally inaccurate. The figures can be explained and the source
deseribed, however, the data are simply not accurate,

The expense data are reasonably accurate. If there were
adequate eaxplanations available, {t would be acceptable. The
Lncome data were inaccurate for each site visited, however, since
it 1is oaot separated by department. As an example, 1in every
program visited, specific dental procedures (such as dentures)
required payment prior to providing the service, In those cases,
when payment was made for specific dental procedures, if bills
were due for medical, 1lab, or pharmacy services, the payment
would be prorated among all the services. There might be a
tendency to believe that this would equal out over time. Most
sites, however, acknowledged a disproportionate collection rate
between medical services and dental services, yet all programs
failed to account for income accurately. This made avaluating
the actual cost (revenue less expenses) for services impossible.

Accurate income data would allow programs to develop the
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following information:

1. Income/expenditures for dental compared to other
services,

2. Percent grant support for dental compared to other
services.

3. Support for dental from zach payor source,

4. Marginal (cost for the expansion of a dental program)
cost of dental services.

BCRR data were better than ZBA data. However, BCRR data
were Inaccurate Im one-third of the sites, despite rathar
clear~cut definitions of encounters.

In summary, the lack of accurate ZBA and BCRR data makes an
accurate financial analysis of dental cost centers impossible.

REGTONAL DENTAL CONSULTANTS

A system of experienced and trained veglonal dental
consultants, with adequate time to provide technlcal assistance
and to review dental programs, would be very cost effective.
Millions of dollars of grant fuads are spent inefficiently due to
lack of oversight and technical assistance. Many sites visited
had not had a review or site visit by the regional dental
consultant. Many of the "best" sites had serious problems that
could be resolved with halp from the regional dental consultant.

Unfortunately, the Regional Dental Consultants are
generally unavailable and no system exists to f111 that void.
Under the technical assistance coantracts in some regions,
technical assistance is provided by dental consultants who lack
the necessary experience to offer assistance to GC/MAC dental
programs. A vast aumber of C/MHC dental dlrectors exlst who have
the expertise to provide help,, and this group, under the
direction of Regional Dental Consultants, should be available to
provide the techmical assistance needed. Some regions have so
many C/MHC dental programs that the Reglional Dental Consultant
would be unablz to review the sites even if unlimited travel
funds were avallable and that was their only task. More such
help is needed.

Clearly the existence of the new policy will help structure
programs and provide direction. However, leadership needs to be
in place to help programs comply with the policy and to develop
lanovative programs.
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CASE STUDIES

The 1individual sites were visited over a two-day period.
Each site review resulted in an analysis of the financial data,
production information, clinic management, and statistical data.

Each site was written in a case study format, and the drafts
were forwarded to the dental director and executive director.
The case study findings were discussed with the Regional Dental
Consultant and the project officer. The draft case studies were
then modified, with input from the sites, and prepared in a final
format.

The report format allows for the gathering of data and
presentation of findings for each site, as well as comparisons
among sltes.

The case study results constitute the basis for the findings
and recommendations of this report,

The data collected fell into two categories. The first was
data that could be verified, e.g., productivity data. There were
other data that were not valid, for example, some of the data
used for ZBA, such as allocation of income by departments. The
information was reported; however, 1t was usually reported by
taking the same proportion of charges among departments and
assuming that collections would be allocated accordingly., This
was clearly aot the actual collection amounts for six of the
sites and may not have been the actual amounts in the other
three sites, as dental fees were usuvally more 1likely to be
collected than medical fees due to the elsctive nature of most
dental procedures and many sites requiring payment bafore
procedures were started.

T
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PREVENTIVE SERVICES

TABLE I
Preventive Services

Hyglenist -~ Protocol

Sites FTE Followed Sealants Placed
1 0 o No
2 1.0 Yes Yes
3 1.0 Yes Yes
4 0.6 Yes Yes
5 0.2 Yes Yes
6 0.8 Yes Yes
7 3.0 Yes Yes
] 0 Yes Yes
9 ‘ 3 Yes Yes

Almost all programs responded to the 1initlal draft policy
documents and established somz sort of prevention program--at
least on paper. In all but four programs the follow-through was
not comprehensive, WMany sites developed a program simply to

satisfy

The
included

1.

BHCDA policy, then was lax about I1mplementation.
elements of the prevention program almost always
the following:
Qral hygiene instruction, using assistants and

hygienists and reinforced by dentists.

Professional prophylaxis, followed by toplcal fluoride
treatmeauts.

Placement of sealants 1in newly erupted teeth,

Testing fluoride content in the water supply and

Y
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providing fluoride prescriptions In fluoride deficlient
areas,

5., Training medical staff to provide oral health
information.

The policy regarding prevention 1is clear, but too new
to evaluate the impact or compliance at the centers.

Among expected preventive activities, sealant placement
was less than expected in nearly every site, and fluoride
prescriptions were almost nonexistent 1in communities without
optimally fluoridated water supplies.

Most programs are adopting innovative systems to provide for
the provision of oral health information by medical staff,

PERSONNEL —- STAFFING

TABLE It

Dental Director Characteristics

Special Parc~time
Years at Qualifi- Years as Private Faculty
Site Center . cations Director Practice Appointment

1 8 None 5 Yes Yes

2 11 Retired 11 Yes No
military

3 3 None 1 No No

4 3 Hospital 1 Yes Yes
experlence

5 2 M.P.H. 1 No No

6 2 None 2 No No

7 18 M.P.H. 18 Yes Yes

8 3 None 2 No Yes

9 6 Private 6 No No

Practice
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The stability of the dental diractors in sites of
this study 1s commendable. Almost half have been at their site
more than five years. Almost half started as deantal director,
but often, a dentist started with a NHSC obligation and then was
promoted to dental director when the former director left.

Recruitment and retention of dental directors, and of
dentists, did not seem to be a problem. Sites 4 and 6, which
have relatively inexperienced directors, have had other dentists
on site for extended perlods. Site 5 does have staff turnover
and retention problems because salary levels at that site are
low.

Faculty appointment was considered as a factor for review
due to advantages for the center in having a university
affiliation. This relationship generally brings students to the
site and adds patient care services. In addition to raising the
satisfaction level for all staff, the university tie tends to
upgrade staff skills,

In facilitles where the dental director also saw patients
full-time, that individual usually had the largest patient load.
A dental director should be appointed to that position on the
basis of management and leadership expertise, together with
obvious clinlecal skills. Appropriate distribution of the patient
load and the application of proper management techniques should
dictate that staff dentists see the bulk of the patients. A
dental director simply does not have time to administer a
program, and also carry the largest patient load. Also, all
dentists at site studied, except for site 7, are paild on a strict
salary basis with no incentives for patient load or production.
Each center should give serious consideration to compensation
based on a combination of base salary and inceative based on
visits or production tied to RVU s,

The 1issue of dentists practicing at C/MHCs having private
practices needs to be addressed. Two problems surfaced.
There were instances of conflict of interest in which patients
with a source of income were referred to private offices
employing center staff. This results in a loss of income for the
center and the center has the burden of providing care for
patients without any d{income. Secondly, the coverage for center
patients was inadequate in all but two sites due in many cases to
a conflict with private practice,

Auxiliary utilization was less than optimum. Deantal
assistants were often not qualified and expanded duties were not
incorporated to the maximum extent allowed by law. This was
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often due to a lack of understanding by center administrators of
the qualifications for dental auxiliaries and a lack of available
trained personnel to provide expanded duties functions. In some
sites visited, the assistants could not take radiographs of
diagnostic quality. The 1ssue {s one that affects not only
quantity of services provided, but quallty as well,

Many programs are now reporting difficulty recrulting and
retaining hygienists. There has been a drop in enrollment 1in
hygiene schools while demand for hygienists remailns high. The
net result is that starting salaries, which are usually budgeted
at $18,000-$22,000/year, are now $25,000-$30,000/year. Salaries
for dentists average about the same ($30,000) or only slightly
more. FPurther, there is an oversupply of available dentists.
Thus, it is possible to hire dentists at salaries that hyglenists
now demand although it may be difficult to retaln them.

There is a distinct advantage in hiring a dentist rather
than a hygienist. The dental hygiene no-show rate ranges £from
a low of 13 percent to a high of 535 percent. Hygienists who
experience a cancelled appointment are almost totally
unproductive during their down time. Dentists, on the other
hand, can provide emergency care if a regularly scheduled patient
doesn”t show. Nearly every site had an abundance of emergency
patients and down time was at a minimum; thus, it would be more
cost-effective to hire dentists to do the work of hygienists,
even if the cost was slightly higher.

The skills, experiences and interest of the dental director
are critical to the success of the dental program. Excellent
programs often deteriorate when a good dental director leaves.

It is difficult to characterize dental directors. However,
those few that had either training in public health or private
practice experience seemed better organized. It appears that for
programs with four or more FTE dentists, organizational skills,
such as those learned in a master”s of public health program, are
essential. Although it might not bhe practical to have such
training in one-person clinles, some skills, or support from an
executive director who has such skills, appear important, as is
the need for assistance from a resglonal dental consultant or
comparable person.

b
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DENTIST COMPENSATION

TABLE III

Compensation Packages

Dental
Dental Director Fringe Continuing
Site Salaries Salaries Retirement Benefits Education
1 $40,000 $44,000 None Comprehensive $500
2 52,500 57,500 None None $700
3 35,000 40,000 None Comprehensive 40 hrs.
pd. educ.
lv./yr.
4 45,000 48,000 None Comprehensive $1000
5 34,000 34,000 Yes Comprehensive  $100 +
8 days pd.
educ. lv.
6 36,000 40,000 None Comprehensive  $800
7 46,000 87,000 Yes Compreshensive 5 days pd.
educ. 1lv,
8 35,000 40,000 Yes Comprehensive  $300
9 53,000 62,000 Yes Comprehensive 7 days
+ $1200

The salary 1levels are lower than salaries reported for
dentists in private practice. In 1983 the American Dental
Association (A.D.A.) and Dental Management both reported dentist
net incomes of slightly over $60,000/year. Comparing this figure
to dentist salaries in the above table is misleading, due to the
lack of a contrsl for experience or age, With only a few
exceptions, the age of dentists employed at the centers was
considerably lower thanm the average age of dentists in private
practice. Thus, any salary “gap,"” when compared to private
practice, 1s certainly less than "average” figures would 1lead
one to conclude.

The fringe benefit packages varied, but almost always
1ncluded medical insurance, life insurance, and malpractice
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insurance. The fringe benefit packages were competitive, with
one glaring exception. Over half the sites offered no retirement
benefits, This might be expected to affect recruitment and
retention. It would seem difficult to attract dentists to a
career in a C/MHC, glven the low salary and lack of retirement
benefit. The actual experience is difficult to document. One
site, with no retirement, hired an individual who had already
retired from a previous career that provided a retirement plan.
Several sites had retirement plans, then eliminated them when
budget crises occurred in 1980-1982.

STAFFING PATTERNS

TABLE IV
Staffing
Staff /FTE # DPental Director Expanded
Site Dentist Dentists Reports To Functions
1 2 1.5 Medical Director No
2 1.8 3.4 Executive Director No
3 1 3.3 Executive Director No
4 2.5 1.6 Executive Director Yes
5 2.3 2.6 Execdtive Director No
6 2.6 2.4 Dental Manager No
7 1.3 16.6 . Executive Director No
8 1.5 4 Executive Director No
g 2.2 4.6 Executive Director Yes

The number of dentists and support staff per dentist varied.
Generally, there were more than one assistant/dentist and
productivity seemed to be directly affected by the lack of more
than one assistant/dentist. The two programs with only one
assistant/dentist had the lowest productivity. Program size
was from two to five dentists, making 1t difficult to conclude

i)
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anything based on size, The one large center <1ncluded a
residency program, which precluded direct comparison. There is
no economy of scale for the largest program. Based on this one
large program in the sample, a coonclusion could be that Ilarge
programs are not as efficlent as small ones. This should not bhe
the case,

A reporting system that provides a direct line between the
executive director and the dental director rather than the dental
director reporting to the medical director appears to be more in
favor. Arbitrary dental program reductions were less likely to
occur when the dental director reported directly to the executlve
director. It should be noted that there was almost no communi-
cation between dental director and executive director in a aumber
of sites. Several dental directors were not aware of their own
budget. Others had not read the portions of the grant appli-
cation pertaining to dental programs.

The use of expanded duties assistants 1s allowed by the State
Practice Act at four sites visited., Interestingly, only two
sites of the four took advantage of that. The other two sites
had firm policies regarding hiring from the community, but no
qualified expanded duties assistants were available 1n the
community. Productivity would be expected to be higher when
expanded duty dental assistants were used; however, no
statistical relationship batween productivity and the use of
expanded duties existed in this study. No conclusion should be
drawn from that finding since it is highly probable that were the
expanded auxiliaries used appropriately, there probably would
have been a higher level of productivity. As many studies have
shown that productivity can be increased by the use of expanded
duties assistants, theilr use should be encouraged. 1In a C/MHC
program, thelr use also has cost Iimplications, 1.e., cost per
unit of service can be reduced coansiderably.

T
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CLINIC OPERATIONS

TABLE V

Basic Clinic Operations

Eve./Sat Proc. After Hours

Site Hours Manual Goals Coverage Completion Recall
1 No Yes Yes No Low No
2 No No No No High No
3 Yes Yes Yes No Ave, Yes
4 No Yes Yes No High Yes
5 Yes Yes Yes No Ave. Yes
6 Yes No No No High Yes
7 Yes Yes Yes Yes High Yes
8 Yes ez Yes No High Yes
9 No Yes Yes Yes High Yes

The 1ssue of evening and Saturday hours is interesting. The
programs that discontinued Saturday and evening appointments all
claim that the hours were never utlilized. The programs with such
hours claim that they are the most difficult to £111. Tt appears
that the policy to encourage this practice may aot be based on
patient demand.

After-hours coverage is generally unavallable. This is not
thought by programs to be a serious deficiency, yet many states
regard lack of availability to be a violation of the State
Practice Act and could be considered a violation of C/MHC
legislation., This fis a very difficult 1issue. There are
one-dentist programs that could hardly be expected to attract
employees if they were expected to be on call 24 hours/day;
however, all programs should devise some means of "taking dental
emergency calls."”

The recall programs are all similar and are fairly
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successful. Completion rates are highly dependent on  the

community but could also 1indicate a negative reflection on the
dental program,

Most programs have procedures manuals which are both out-
of-date and not used. Most programs have goals and objectives
which are not measurable. The use of quantitative objectives
with periodic management assessment would allow necessary
accountablility and documernt program success.
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FACILITIES
TABLE VI
Facilities
Panoramic
Site Sq. Ft./FTE Machine Units/FTE

1 550 No 4
2 825 Yes 2
3 900 No 1
4 562 Yes 2
5 1000 No 2
6 575 No 2
7 323 Yes 1
8 450 Yes 2
9 520 Yes 3

Equipment  was generally satisfactory although budget
reductions have prevented some replacements. There was one
facility, Site #1, that had equipment that was unusable; however,
there were enough other units that were functional.

The space was adequate 1n nearly every site. Only two
facilities had fewer than two units/FTE and 4in both cases,
sufficient auxiliary help did not exist to utilize more units.

Ouly one program had no panoramic machine and no arrangement
to take such films. Other sites made arrangements with private
practitioners. There is not, necessarily, a need for a panotamic
machine in every site.

LEVELS OF SERVICE

The BHCDA deatal policy defines all dental care into levels:
Level I emergency, Level II primary preventiom, Level III restor-
ative and basic treatment services, and Level IV rehabilitative

cainuls
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services such as prosthetic appliances.

TABLE VII

Services by Levels (Percent of Relative Value Units (RVUs))

Site Level I Level II Lavel III Level IV
1 30 31 27 12
2 27 6 50 17
3 24 12 37 27
4 7 30 52 12
5 37 22 37 4
6 10 19 54 18
7 14 31 40 15
8 9 17 49 25

9 5 22 58 15

An RVU system 1s a means of counting all services on an
equivalant basis, rather than counting the wvarious types of
dental services. One RVU equals 10 minutes of dental treatment
time. As an example, a simple filling would be expected to take
20 minutes. Thus, two RVUs are assigned to that service. Many
programs grouped data, such as "exams,”™ making it difficult to
tell if it was an emergency (Level 1) or routine services (Level
I11). Further, endodontic procedures could be Level I or
Level IIT. Level IV service data are very easy to distierguish,
thus, there are few If any questions regarding that level of
asslgnment. Almost all programs are concentrating their efforts
on Levels I, I1L, and IIT. Those programs providing Level IV
services almost always charge patients and collect enough revenue
so that grant support is not used for this service.

Federal legislation and policy require programs to provide
Levels I and TI. If Level IV services are expected to be
provided, funding must come from other than grant support.
Table VI demonstrates that the sites visited are in compliance
with the policy.
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PRODUCTIVITY TABLE VIIL
Production
Production Costs/ Production/ Enc./
Site Costs FTE FTE FTE No-Show
1 1.23 174,000 223,100 3491 55%
*2 1.70 125,758 214,045 2211 15
3 1.02 130,660 136,750 2448 17
4 1.00 172,000 182,760 2000 16
5 1.67° 110,670 160,480 3848 33
6 1.35 184,420 247,658 2500 14
7 0.65 147,304 97,901 1684 20
8 1.42 155,244 219,790 2350 50
9 1.16 175,316 203,275 2466 13
TABLE VIII (CONTINUED)
Production
RVUs/
FTE/ Fill/ Users/ Costs/ Costs/
Site Month Extract FIE User Encounters
1 760 0.55 2076 83.82 49.84
k2 893 0.85 908 133.50 58.88
3 490 1.32 1147 113.21 53.37
4 554 8.13 778 221.08 86.00
5 666 0.84 1360 81.38 28.76
6 749 4.28 675 273.21 73.77
7 369 4.36 : 628 234.56 87.47
8 673 4.58 809 191.90 66.06
9 585 5.96 897 195.45 71.09

*The production data for this site was supplied by the site and
was not in a format that could be compared with computer-
generated data,

SRR ARG R
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All the programs visited, eaxcept Site 7, were both
productive and cost-effective. That is, thera were a slignificant
number of RVUs/dentist provided, and the value of the services
provided was more than the cost of the services. The most
gsignificant numbers are the production/costs and the
RVUs/FTE/month, All but Sitz 7 were at or near the goal of 500
RVUs/FTE/month, a reasonable expectation, The median was
significantly above that figure. Ia addition to provider skills
motivation and avallablility, factors affecting production are
scheduling, no-show rate, avallability and skill of assistants,
patient demand, and facilities. Clearly, most of the sites were
productiva,

A1l but Site 7 were cost—effective. That 18, the value of
the production, divided by costs, was greater than 1.0, or the
value of the setvices provided exceeded the costs. Given that
C/MHCs frequently treat elderly patients, AIDS patients, and
medically compromised patients, and that these patients require
extra tlme and more auxiliary help, it is a challenge to be
productive,

The cost/FTE dentist varies, but the production should be
related to that cost, As auxillaries are added, costs increase,
although thera should also be an increase in production. The
costs/FTE are all in a fairly small range. The production value,
however, varies tremendously, from a low in Site 7 of 97,201 to a
flgure 250 percent higher in Site 5.

One figure that needs to be calculated by every site 1is the
marginal cost of adding another dental team and the marginal
production and lncome another dental team would produce. Often,
the addictioa of dental personnel to an operating unit,
significantly reduces the cost per unit of service.

The encounters/FTE, except for Site 7, were all in an
acceptable rangs. The users/FTE were all reasonable. The
fill/extract ratio, combined with the encounters/FTE, the no-show
rate, the users/FTE and the RVUs/FTE/month together describe the
type of dental services provided. High no-show rates and high
users/FTE generally show that the program is oriented towards
Level I (emergency) services. The 1low fill/extract ratio also
demonstrates a high percentage of ULevel I services, with 1little
emphasis on complete care and the preservation of taeeth,

The costs/user and costs/encounter, are dependent upon the
character of the program, As an example, a program orlented
toward emergency services (Level I), would have moraz patients,
with fewer wvisits/patient. The effect would be to have more
ancounters and more users/FTE, Further, such a program would
have lower costs/user. Conversely, a site providing compre-
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hensive services would have higher costs/user and costs per
encounter but would be making a notable contribution 1n terms of
improving the patient”s oral health status.

The more Level I (emergency - episotic) services provided,
the lower the cost/user and cost/encounter should be.

Compared to the other eight sites, Site 7 was not

productive. Thus, it was difficult to characterize Site 7 on
this criteria.

TABLE IX
Fee Schedules

2-Surface Complate

Site Amal gam Extraction Denture
1 48 32 240
2 27 25 330
3 25 17 300
4 30 20 400
5 30 25 350
6 30 25 350

(referred out)

7 40 30 350
8 25 20 300
9 35 25 350

The fees varied, as would be expected. Some programs
assigned fees too high for some services and too low for other
services. Theve were programs which did not base their fees on
actual cost or prevailing fee schedules. C/MAC regulations
indicate fees should be based,on the costs of providiag the
sérvice. In some cases, the fees were unusual enough to conclude
that there was no rational basls for them. The sliding fee scals
was generally based on the amount an individual could afford to

T
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pay. Sites 1, 3, and 8 had relatively low fee gchedules. A low
fee schedule decreases income from third parties and is discussed
in Recommendation #6,
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FINANCIAL DATA

One of the objectives of this study was to analyze financial
and related accounting data of the various dental cost ceaters,
however, it was apparent that accurate and useful financial
information concerning dental performance was not readily
obtainable, A significant amount of financial data were
available, though, and that was wused in the findings and
recommendations regarding costs/users, costs/encounter and
other items in this report,

In most instances, dental revenue and expense data were
not kept separate from medical and overall financial ianformatiomn.
This lack of dental record keeping as a separate unit was, and
will continue to be, a major obstacle 1in attempting to compare
and/or evaluate dental programs. In addition, each facility
examined seems to have different methods of allocating general
administration costs between medical and dental, wmaking it
difficult to assess actual costs for dental care.

Attempting to reconstruct a zero based cost center analysis
from the information that exists provides guestionable estimated
results. A more reliable financial analysis could have been
performed with tha extensive participation of each facility’s
accounting staff. However, it would have required an expenditure
of time and effort comparable to that required to prepare vyearly
audits by the respective certified public accounting firms,
approximately $5,000 to $25,000 depending on the facllity size.

A, Accounts Receivable

A comparison of dental patient accounts rscelvable is almost
impossible and is an example of general problems in assembling
financial data. Most C/MHCs do not keep medical and dental
patient accounts separate, making a comparison impossible. Even
if the information were obtainable, a comparison between centers
would have questionable wvalue because each organization”s
percentage of patient participation in dental bills varies. Some
centers write off balances very soon, making 1little effort to
collect, while others leave balances on the books for long
periods of time, spending far too many resources in collection
attempts.

A site that writes off balances with 1little effort to
collect after a short period appears to look as if their aging
and collection was much superior, but actually revenue collection
opportunities were diminished, whereas lengthy iavolved
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collection attempts done by other centers were unot cost
effective., Most facilities do not set up a separate bad debt
reserve for dental and various other cost centers, thus
equalizing the figures on this basls is impossible.

At some centers, it was found much postage and time was
consumed by sending out statements for small balances long past
due. We strongly suggested that those centers currently billing
patients for small balances reexamine this policy. It is often
much more cost-effective to install a visit charge to be paid by
the patient at the time of appointment, prior to or after seelng
the dentist.

B. Revenue Collection

Revenue collection is also a problem. Generally all funds
collectaed are credited to one general accouat. As a result, it
is impossible to identify total dental revenue received and to
identify the various sources of dental revenue.

We wonld strongly recommend a uniform cost cent=st statemant
be developed to be completed and submitted at the end of each
grant”s fiscal year. Only in this way can a proper ZBA analysis
be performed and cost centers be analyzed and compared. We have
designed a suggested form for consideration (see Appendix A).

c. Cost Center Budget Management

Anyone given the title "dental director” should play a
direct role in establishing and overseeing the departmental
budget. In most 1instances, the dental directors have not been
given any role in the budgeting process at the facilities
examined. The effectiveness of the dental program depends oa
the dental director being involved in the budget process.

When examining the procedures for purchasing dental supplies
and lab services, it was found that many of the facilitlies had
no formal standard procedures. FEach facility should adopt
procedures to formally negotiate with vendors aund dental
laboratories and to enter into contractual arrangements for
supplies and services. Savings through these procedures would be
between 10 and 20 percent.

DR Broken Appointments

We suggest that all facilities establish a charge for
appointments not kept. Patients will valae the doctor and staff
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time when they themselves put a value on it., It is understood
that nsually the amount charged for broken appointments will be
relatively small ($3 to $5). However, this is not viewed as a
revenue producer but as a method to jnstill ia the patients the
value of keeping their dental appointments.

No-show rates almost always decrease when patients are
charged for not keeping appoiuntments. No-show rates exceeding
20 percent create havoc with aschedules. It is important that
there iz an educational program to decrease no-shows. Every
study of no-shows demonstrates the fact that only a few patients,
who continually do not keep appointments, cause this problem,
The issue usually comes down to whether or not programs will
allow this to continue or will prohibit such patients from making
scheduled appointments.

Some centers report that when dentists” salary is .dependent
on production, no-show trates drop significantly.

T
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UNIQUE FINDINGS

The

program reviews of this study revealed certain infor-

mation, which generally did not Ffit the catzgories discussad
thus far. These items are too important to omit, but not
significant enough to merit thelr own section, thus they are
discussed as "Unique Findings,"

1.

To comply with the recently issued dental policy, a
dental assistant might be agssigned to the medical clianic
to provide oral health instruection, orient the medical
staff on dental prevention aand to coordinate referrals.
Paramedical personnel could alsc be trained to do this,
A specific protocol for preveuntion, including fluoride
histories, as part of the medical chart, to be done by
allied health personnel is another means of implementing
cost-effective dental prevention as required by the
policy.

Some equipment, such as panoramic machines, can be
rented on a per use basis, saving the capital outlay,
presuming a need for such a piace of aquipment.

A prevention form 1in the dental chart will of ten
increase the Level TII {prevention) services provided.
The most significant Impact to be made by C/MAC on
individuals and community oral health is through
prevention.

A separate log of patient balances, even 4if they are
kept in a billing department, and not allowling patlents
to owe mote than a praedetermined sum, increasges
collections.

Use of a referral book, to record all referrals to
specialists, allows programs to call at a later date
to ensure that referrals are kept and reports come back
to the site.

Use of a log book to record all cancelled appointments,
allows sites to document no~shows and check the status
of treatment in progress.

Maintaining an extra "doctor" space on the appointment
schedule and using this to note if a high-risk patient
is appointed, to alert the staff, as well as keeping the
number of high-risk patlents scheduled at one time to a
nininum,

Migrant Health Centers mast recognize that peculiaritias
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of the migrant populations served necessitate special
planning and consideration to adequately serve that
special group of the underserved. At a minimum, the
following items from successful migrant programs should
be conslidered:

a. A spaecial dental health plan must be developed for
migrants, A data based needs/demand should be used
ia planning to identify the special dental needs and
particulars of wmigrants. The dental plan must
address issues such as length of stay,
transpoctation and working hours.

b. ULiokages with migrant education providers is
essentlal, as are linkages with AHECs, universitles,
and dental schools with special state health
department manpower extension programs and targeted
migrant programs.

c¢. Expanston of the hours of operation of the deatal
clinic is important. Migrants can often only seek
services in the traditional nonworking hours.

d. Transportation 1is an issue which must be addressed
in any sound plan for migrants. Many migraat
families do not travel in the "family car.”

e. Services must be adjusted on a seasonal basis; thus
staff must be increased when migrants are in the
aresa, and decreased during other periods of the
year.
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CHARACTERLISTIGS OF A SUCCESSFUL PROGRAM, AS DEFINED BY THE DENTAL
ADVISORY COMMLTTEE

During the development period of this contract, and
throughout the study, the Advisory Committee made recommendations
based on criteria they used in the management of their successful
dental programs. The followiag 1s a synthesis of the success
factors as defined by the Advisory Committee.

1, A defined mission statement.

2. Measurable goals, with objectlives that have time-
tables,

3. The existence of a process to evaluate program progress.
4. The presence of written protocols.

5. The presence of a Quality Assurance program.

6. Linkages with public and private groups.

7. An operational continuing education program.

8. Written policies and procedures.

9. An effective prevention program,

10. Adequate facilities and equipment.

11. Two operatories/dentist,

12. A good support staff,

13. Well traiped and motivated providers.

14. A strong leader as a dental director.

15. Written intra—ageocy and interagency agreements.

16. Operating the dental department as an independent cost
center.

17. Defined billing and collection policies and procedures.

18. A process for addressing and resolving patient
complalats.

19. A process for conflict resolution within staff.
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20.

21.

27.

23.

An organizational structure with the dental
reporting to the executive director,

Exit interviews with staff.

A good Management Information System,
Being cost effective.

Writtan job descriptions.

An orlentation program for all employees.

A sound recrulitment and retention philosophy
fair wages and fringe benefits.

Af ter-hours coverage,

Providing emergency services.

director

fncluding
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STATISTICAL INDICATORS OF SUCCESSFUL PROGRAMS

1.

10.

11.

12,

13.

15.

The presence of the same dental director for five or
more years.

Having at least 1.5 assistants/FTE dentist, which leads
to increasad productivity.

Having 0o more dentists on staff than can be appro-
priately managed. This may be only three to five
dentists., TFor larger staffs, very strict attention
must be pald to management techaiques and capability
or cost—effectiveness will suffer gignificantly.
The provision of fewer than 20 percent of the total
effort for Level IV sarvices, irrespective of grant
support.

The presance of at least 400 sq. feet/FTE dentist.
The provision of after—hours covarage.

At least 750 users/FTE.

A flll/extract ratio between 1 and 6. ™Much lower than
1 means that thers isn”t an emphasis on sacondary
prevention. A flgure higher than 56 may indicate a

neglect of emergency patients.

Production value/costs exceeding 0.3, indicating that
the dollars invested are being used effactively.

Encounters/FTE greater than 2390.
A no-show rate balow 20 percent, so that productivity is
not disrupted and delays between appointments can be

minimized.

RVUs/FTE/month greater than 300, to assure appropriate
productivity.

More than ome dental unit/FTE, to increase productivity.
Costs/user less thaun $200.

Costs/encounter lass than $75.
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PREPAID CONTRACTS

Currently, there 1is not much activity with capitation
reimbursement for C/MHC dental care. Programs that describe
themselves as participating in prepaid raimbursement have very
few patients. Further, few can document the impact of capitation
programs or measure thelr profitability. This is merely am
exteansion of the problems mentioned earlier regarding the quality
of financial data. Programs wlth capitation patients simply are
not tracking the 1income for this population group, unor the
services provided, to determine if capitation is an advantageous
system.

Typlecally, the C/MAC that has a capitation dental program,
does so because It enters loto an agreement to provide medical
care on a capitation basis and 1is required then to offer dental
care on the same basis.

Very few of the C/MHCs that provide care on a capitation
basis, have contracts to provide care to patieats not =2ligible
for care through Medicald, The programs that do provide care
to non-low-loncome patiants have few patlents covared through
capltation.

There are four major vreasons why capitation plans for
aon-Medicald patients have not had wide acceptance in C/MUCs,
as follows:

1. C/MHCs” mission 1s to serve low income populations.
Thelr populations generally are not 1in a plan, other
than Medicald; thus, a private capitation plan would
necesslitate serving more payling patlents and detracting
from the mission.

2., GC/MHCs often report some friction between themselves
aad the private sector. Actlively sesking uwnon-low-
income patients, particularly through capltation, viewed
by the private sector as threatening, would certainly
cauge more problems,

3. Thera is concern ahout adverse selection, 1if there {is
a network caplitation plan,

4. The lack of full service munltiple sites makes offering
their own plan not a viable option.

o

The above concerns are legitimate, and are a real impediment
to further rapfd growth 1n this area. It 1s unlikely that these
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conceras could be adequately addressed, and therefore it is
uanlikely that private capitation plans will, or eould become,
significant ln C/MHC deantal programs in the near future.

Other alternative delivery system plans, such as PPOs, aras
unlikely to have an impact on C/MHC dental programs for reasons
cited 1n the literature review. They currently have no impact
on C/MACs.

The area of capitation that is profitable, and is likely to
grow and have an impact on C/MHCs, {is the contracting for
Medicaid patisnts, This 1s a patiant population that the private
sector does not aggressively solicit, but might in the future as
the profit potential is recognized.

Network capitation may be a viable option for C/MHCs. As
part of a system of independent contractors, centers would share
the risk with private practitloners. Any capitation plan has the
potential for adverse selection, but well managed care programs
can overcome that disadvantage. C/MACs are used to adverse
selectioun,

The provision of dental services to Medicaid patisnts under
a capitation contract generally 1is advantageous due to the
following:

1. A wider rvange of benefits than under fee-for-service.

2. Less delay for rzimbursement.

3. Wider discretion in the provision of services.

4. Higher reimbursement rates/service than under fee-for-
service.

5. Larger benefits attracting more patients.

6. Less paperwork.

7. More control over the patients” care,

The private sector 1s now recognizing the profitability of
treating Medicaid patients through a capitation contract. 1In
fact, one project {(not inm the study) is realizing a profit with

a monthly premium under $2.70/patient for Medicald services,.
C/MHCs will uneed to aggressively seek Medicaid capitation
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contracts because of their profitability, as well as to keep
their market share of patients with a source of payment,

In summary, C/MHCs should be expanding their services to

include developing or participating {n capitation contracts for
Yedicaid patients whenever allowed.
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RANK-ORDERED CHARACTERYSTICS OF SUCCESSFUL PROGRAMS

The following are rank-ordered characteristics of successful
C/MHC dental programs.

.

All the productive sites had dedicated and competent
dental directors. Some were very experienced. Some
were not experienced. Some were from =ither the
communlty the G/MHC served, or from similar communities.
The key seemed to be that most dental directors had some
mechanism to become skilled in administration. This
includes the establishment of policies by a prior dental
director; training in administration; support from the
executive director; or outside technical assistance,

The productive programs had productive dental dlrectors.
This is similar to the abova finding, however it relates
to clinical productivity. The productive programs that
recorded clinical productivity, by provider, all showed
that the most productive dentist was the dantal
director. TLeading by example appears to be an indicator
of a ‘successful C/MIC dental program. However, the
dental director should not carry a disproportion of the
clinical load.

Successful programs had production value/costs greater
than 1.0. This was a clear characteristic of successful
programs and the single most important statistical piace
of information.

The production of more than 500 RVUs/FTE/month,
exclusive of orthodontic procedures. Successful
programs produce an abundance of services targeted
to the need of thelr patient population.

The productlion of at least 2300 encounters/FTE/year to
at least 750 users/FTE/year. Successful programs spread
their services to at least 750 users/FTE/year.

The lowering of costs/encounter to below $75.

The lowering of costs/user to below $200,

Staffing patterns that provide at lesast 1.5 deantal
assistants/FTE dentist were more successful in

producing services to their clients.

Meaningful prevention programs, which dincluded the
placement of sealants were found In productive sites.
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10.

11.

12.

13.

Direct reporting links between the executive director
and the dental director seem to be desirad by dentists
and could be a success factor.

Good lines of communication between the axecutive
director, the medical director and the dental director
are present in successful programs,

Control of the no-show rate (below 20 percent) is found
in successful programs,

Successful programs spend less than 20 percent of their
effort on Level IV services.

T
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RECOMMENDATIONS

1. Programs should be required to report a sufficient
amount of information regarding their financial data,
program parformance, and productivity, so that they can
be properly evaluated.

Thisz includes accurate BCRR data; ZBA data which
accurataly separates income and expenditures by department;
and specific production data, including production value,
total costs, RVUs/month, services produced by levels,
cost/user, and costs/encounter.

2. Regional Dental Coasultants should be allowed to provide
more technical assistance and should be advocates for
dentistry in C/MHCs. The top 15 C/MHC dental programs
report a collective budget of almost $20 million/year. The
funds saved by such assistance would certainly excead
salaries of the regional dentist involved.

3. Dental directors need to be managers of their
departments, and to do so they mneed complate BCRR and
budget data to participate in department decisions. They
should report to the executive director, or have access to
the necessary information to direct the dental program,

4. A national committee of C/MHC dentists should be estab-
lished as an advisory body to the PHS and for C/HHCs,

5. All programs should be required to document their method
of providing emergeacy services (Level I), including 24~hour
coverage.,

6. Revenue could be enhanced through Medicald capitation
programs. Further, fees should be established which are
based on costs but close to community levels. Referring
Medicaid patients to the prlvate sector should be absolutely
prohiblted.

7. To enhance compliance with BHCDA policy regarding
Level [II services, programs should be required to devalop
a one-page sheet for the madical record, indicating
preventive measures to be done, with a space to indicate
completion.

8. Contracted care should be documented, with all reports
submitted (BCRR, ZBA, encounters, costs) as if care was
provided on site, Programs should be requlred to calculate
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costs for dental care 1including the net cost to add 1 FTE
dentist and support staff. The =zxact methods of allocating
overhead costs should be undsarstood.

9. B8HCDA and ®ACHC should work together to establish a
training program for dental directors.

10, Methods to reduce broken appolntment rates should be
employed so that care c¢an bhe spread to as many patiants as
possible in an orderly fashion, Methods known to be
successful include calling to coafirm appolntments, not
providing mulciple appointments, chargiag for broken
appointments, and 1limiting access for repeat offenders,

11, The dental director position 1is a full-time position
and must be devoid of conflicts of interest.
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APPENDIX A

PROPOSED DENTAL FINANCIAL STATEMENT
(Example)

Revenue: ___$_m, __z___
Governmental grant
Private grants
Other state or municipal funds
Patients
Other (specify)

Total Revenue _100%

% of
Expenses: 3 Revenue

Salaries:

Deatists
Auxiliary staff
seneral administration (receptionists)

Employse benefits

Employee taxas

Dental supplies

Dental laboratory services

Facility rent (based on dental sq. ft.)

Equipment rent (dental equipment & equip. used in
dental department)

Utilities

Dental referrals (professional)

Bad debt and collection expense

Professional services (Note 1)

Office services (Note 2)

Executive expense allocation (Note 3)

Professional liability insurance

Total expenses . %

Net income <loss>

Note l: Professional services would consist of accounting (CPA
firm) and legal fees.

Note 2: Office services would consist of the following or
‘ allocations of the following:

Laundry

Janitorial

Office supplies

Printing and stationery




Note 3:

Note 4:

Note 5:

This

Insurance (other than professional 1iability insurance)
Data processing

Repalrs and maintenance

Meetings

Travel and entertalnment

Membership dues

Subscriptions

Taxes (other than employee related)

Executive expense allocation--This saxpense represents
executive allocated time spent on dental related
matters,

It will often require that allocations be made at time
a bill 1is paid in order to properly allot to the dantal
department its proper share of costs,

The above proposed finanecial statement should be
provided by total dental revenue and expense and also
broken down and provided by full-time equivalent
dentist,

information will not be wusable wunless an accurate

system is devised to collect for services at each cost center, or
allow payment to be directed to each cost center.
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