
 
 
  
  

 
 
 

The Army Selected Reserve Dental 
Readiness System (ASDRS): 

Historical Overview, Assessment 
and Recommendations 

 
by 

 
Colonel James R. Honey 

United States Army 

 
 

 
 

United States Army War College 
Class of 2012 

 

 

DISTRIBUTION STATEMENT: A 
Approved for Public Release 

Distribution is Unlimited 

 
 

This manuscript is submitted in partial fulfillment of the requirements of the Senior 
Service College Fellowship. The views expressed in this student academic research 
paper are those of the author and do not reflect the official policy or position of the 

Department of the Army, Department of Defense, or the U.S. Government. 

 



The U.S. Army War College is accredited by the Commission on Higher Education of the Middle States 
Association of Colleges and Schools, 3624 Market Street, Philadelphia, PA 19104, (215) 662-5606. The Commission 
on Higher Education is an institutional accrediting agency recognized by the U.S. Secretary of Education and the 

Council for Higher Education Accreditation. 

 



 

 

REPORT DOCUMENTATION PAGE 
Form Approved 

OMB No. 0704-0188 
Public reporting burden for this collection of information is estimated to average 1 hour per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the 
data needed, and completing and reviewing this collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing 
this burden to Department of Defense, Washington Headquarters Services, Directorate for Information Operations and Reports (0704-0188), 1215 Jefferson Davis Highway, Suite 1204, Arlington, VA  22202-
4302.  Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display a currently 
valid OMB control number.  PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ADDRESS. 

1. REPORT DATE (DD-MM-YYYY) 

28-05-2012 
2. REPORT TYPE 

Civilian Research Paper 
3. DATES COVERED (From - To) 

  
4. TITLE AND SUBTITLE 

 

5a. CONTRACT NUMBER 

 
The Army Selected Reserve Dental Readiness System (ASDRS): Historical 
Overview, Assessment and Recommendations 

5b. GRANT NUMBER 

 

 5c. PROGRAM ELEMENT NUMBER 

 
6. AUTHOR(S) 

 

 

 

 

5d. PROJECT NUMBER 

 

COL James R. Honey, U.S. Army 5e. TASK NUMBER 

 

 

 

 

 

5f. WORK UNIT NUMBER 

 

 
7. PERFORMING ORGANIZATION NAME(S) AND ADDRESS(ES) 

 

AND ADDRESS(ES) 

8. PERFORMING ORGANIZATION REPORT   
    NUMBER 

U.S. Department of Health and Human Services 
Assistant Secretary for 
Preparedness & Response 
Washington, D.C. 20201 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

9. SPONSORING / MONITORING AGENCY NAME(S) AND ADDRESS(ES) 10. SPONSOR/MONITOR’S ACRONYM(S) 

   

U.S. Army War College  
122 Forbes Ave. 
 
122 Forv 

  

122 Forbes Ave.  11. SPONSOR/MONITOR’S REPORT  

Carlisle, PA 17013        NUMBER(S) 

   

12. DISTRIBUTION / AVAILABILITY STATEMENT 

DISTRIBUTION A: UNLIMITED 
 

 13. SUPPLEMENTARY NOTES  

 

14. ABSTRACT 

 

The Army Selected Reserve Dental Readiness System (ASDRS) is a key dental program directed by the Assistant 
Secretary of the Army (Manpower & Reserve Affairs) starting in Fiscal Year (FY) 09.  The Army National Guard and 
Army Reserve have steadily implemented ASDRS over the past three years as a means to improve the historically 
abysmal Dental Readiness of the Army Reserve Component (RC); Dental Readiness is essential for sustaining an 
Army RC Operational Force.  ASDRS is a tool for RC commanders to provide contract Dental Readiness care in 
support of over 558 thousand non-mobilized Selected Reserve Citizen-Soldiers dispersed throughout the 54 states 
and U.S. territories, at home station before alert, and if necessary after alert (throughout the Army Force 
Generation cycle).  This paper examines the status of ASDRS implementation, assesses its effectiveness in 
improving Army RC Dental Readiness, and provides Army leadership recommendations regarding the following 
focus areas:  1) Command emphasis; 2) Program execution; and 3) Synergy with the Military Health System (MHS) 
and Department of Veterans Affairs (DVA). 

 

 

 

 

15. SUBJECT TERMS   
 

Interoperability, Army Force Generation, Continuum of Care, Operationalization, Dental Readiness 
 16. SECURITY CLASSIFICATION OF: 
 

17. LIMITATION  
OF ABSTRACT 

18. NUMBER 
OF PAGES 

19a. NAME OF RESPONSIBLE PERSON 
 

a. REPORT 

UNCLASSIFED 

b. ABSTRACT 

UNCLASSIFED 

c. THIS PAGE 

UNCLASSIFED 
 

UNLIMITED 

 

50 

19b. TELEPHONE NUMBER (include area 

code) 

 

 Standard Form 298 (Rev. 8-98) 
Prescribed by ANSI Std. Z39.18 



 

 

 



 

USAWC CIVILIAN RESEARCH PROJECT 
 
 
 
 
 
 

THE ARMY SELECTED RESERVE DENTAL READINESS SYSTEM (ASDRS): 
HISTORICAL OVERVIEW, ASSESSMENT AND RECOMMENDATIONS 

 

 
 
 
 

by 
 
 
 

Colonel James R. Honey 
United States Army 

 
 
 
 
 
 

 
 
 

 
 

Mr. Thomas Libert 
Research Adviser 

 
 
This CRP is submitted in partial fulfillment of the requirements of the Senior Service 
College fellowship.  

 
The views expressed in this student academic research paper are those of the author 
and do not reflect the official policy or position of the Department of the Army, 
Department of Defense, or the U.S. Government. 

 
 

U.S. Army War College 
CARLISLE BARRACKS, PENNSYLVANIA 17013 



 



 

ABSTRACT 
 

AUTHOR:  Colonel James R. Honey 
 
TITLE:  The Army Selected Reserve Dental Readiness System 

 (ASDRS): Historical Overview, Assessment and Recommendations 
 
FORMAT:  Civilian Research Project 
 
DATE:   28 May 2012 WORD COUNT: 5,860  PAGES: 50   
 
KEY TERMS: Interoperability, Army Force Generation, Continuum of Care,  
   Operationalization, Dental Readiness 
 
CLASSIFICATION:  Unclassified 

 

The Army Selected Reserve Dental Readiness System (ASDRS) is a key dental 

program directed by the Assistant Secretary of the Army (Manpower & Reserve Affairs) 

starting in Fiscal Year (FY) 09.  The Army National Guard and Army Reserve have 

steadily implemented ASDRS over the past three years as a means to improve the 

historically abysmal Dental Readiness of the Army Reserve Component (RC); Dental 

Readiness is essential for sustaining an Army RC Operational Force.  ASDRS is a tool 

for RC commanders to provide contract Dental Readiness care in support of over 558 

thousand non-mobilized Selected Reserve Citizen-Soldiers dispersed throughout the 54 

states and U.S. territories, at home station before alert, and if necessary after alert 

(throughout the Army Force Generation cycle).  This paper examines the status of 

ASDRS implementation, assesses its effectiveness in improving Army RC Dental 

Readiness, and provides Army leadership recommendations regarding the following 

focus areas:  1) Command emphasis; 2) Program execution; and 3) Synergy with the 

Military Health System (MHS) and Department of Veterans Affairs (DVA). 

 



 

 



 
 

THE ARMY SELECTED RESERVE DENTAL READINESS SYSTEM (ASDRS):  
HISTORICAL OVERVIEW, ASSESSMENT AND RECOMMENDATIONS 

 
 

The committee believes that the ASDRS is a practical approach to ensure that 
the Selected Reserve meets current oral health requirements and is ready to 

deploy in a timely manner. 
 

— Committee on Armed Services House of Representatives1  
 
 

Dating back to the mobilization for Operation Desert Shield/Storm (1990-91), low 

Army Reserve Component (RC) Dental Readiness has been the subject of widespread 

concern.2  At one time or another, this issue commanded the attention of the Secretary 

of the Army, the Assistant Secretary of Defense for Health Affairs, the Reserve Forces 

Policy Board, and the United States Congress.  Although there were numerous senior 

leader and Congressional interventions over the years, Army RC Dental Readiness 

remained persistently low through Fiscal Year (FY) 08.  The House Armed Services 

Committee (HASC) on Oversight and Investigations held a hearing on RC Dental 

Readiness in April 2008.  In his opening statement, the Chairman, Vic Snyder (D-AR), 

discussed the challenges associated with achieving full Dental Readiness in the RC.  

He stated, “…the Army and Marine Corps have struggled the most.”  He went on to say, 

“The most important thing that they (service members) bring to the table is their health, 

the medical and dental readiness of the force.”  He concluded by saying, “Oral health is 

an often overlooked, but extremely important aspect of overall pre-deployment 

readiness.”3    

In April 2007 the Army, in an effort to increase Army Total Force capability, 

directed Army Initiative 4 (AI4) to operationalize the Army RC.  One of the key goals of 

AI4 was to achieve a higher constant level of RC Soldier readiness.4  Since low RC 
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Dental Readiness was a major obstacle preventing an increased constant level of 

Soldier readiness needed for AI4, the Assistant Secretary of the Army for Manpower 

and Reserve Affairs (ASA (M&RA)) directed the establishment of ASDRS as a means to 

improve Dental Readiness in FY09.5   

The Army National Guard (ARNG) and U.S. Army Reserve (USAR) have steadily 

implemented ASDRS over the past three years.  ASDRS is a tool for RC Commanders 

to provide contract Dental Readiness care in support of over 558 thousand non-

mobilized Selected Reserve Citizen-Soldiers dispersed throughout the 54 states and 

U.S. territories, at home station before alert, and if necessary after alert (throughout the 

Army Force Generation cycle).6  ASDRS implementation is steadily progressing 

throughout the Army RC; however, the possibilities of improving ASDRS with better 

command emphasis, program execution, and synergy with the Military Health System 

(MHS) and Department of Veterans Affairs (DVA) could be groundbreaking. 

Army RC Dental Readiness Importance and Historical Context 

   Dental Readiness is an important enabler for overall Department of Defense 

(DoD) Total Force Readiness.  DoD requires the use of a dental classification system to 

quantify and track Dental Readiness (see Table 1).7    
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Table 1.8 

 

 

Dental emergencies have historically accounted for over 15% of all Disease and 

Non-Battle Injuries (DNBI).9  Studies have shown that Service Members (SM) in DRC 3 

have a 75% chance of becoming a DNBI within one year.10   This can result in a unit 

losing a Soldier for days, or longer, severely degrading unit capability.11  Additionally, 

deployed Soldiers with DNBIs often require medical evacuation for treatment, potentially 

endangering themselves and others.12  To avoid these preventable pitfalls, commanders 

must ensure DRC 3 Soldiers obtain corrective treatment in a timely manner (see Figure 

1 for dental emergency rates). 
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Figure 1.13 
 

Unlike DRC 3, DRC 4 is a temporary administrative classification rather than a 

level of dental fitness.  It is used to identify SMs who require a dental examination— 

either because they have not been previously examined and classified, or because they 

have not been examined for a lengthy period of time.14  The DoD Total Force baseline—

outside of alert—Dental Readiness standard is 95% (DRC 1 or 2).15  

Dental Readiness is also one of the six Individual Medical Readiness (IMR) 

metrics that make up the DoD Fully Medically Ready (FMR) measure.  The DoD Total 

Force FMR minimum goal is 75%.16  

The Dental Readiness Problem.  Throughout the mobilization process for 

Operation Desert Shield/Storm, many Army RC Soldiers spent long hours in the dental 

chair getting DRC 3 problems corrected.17  Dental Clinics throughout the Active Army 

Dental Care System (AADCS) were running nearly continuous operations to support the 
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massive influx of newly mobilized RC Soldiers that needed Dental Readiness care 

(dental exams and DRC 3 treatments) on short notice.18  Many RC Soldiers required 

complex dental therapies that involved multiple appointments and in some cases days 

to weeks of recovery—healing time.19  If Soldiers could not be made ready to deploy in 

time, the RC cross-leveled (replaced) them by taking Soldiers from non-mobilized units, 

thus creating a domino effect of disrupted units in the wake of low Dental Readiness.20  

The compressed timeline limited dental provider treatment options, potentially reducing 

the quality of dental care.  Numerous accounts from units showed that low RC Dental 

Readiness disrupted training and unit cohesion, increased stress on Soldiers, and 

reduced the time Soldiers could devote to properly addressing last minute personal and 

family matters.21  In short, low Dental Readiness profoundly diminished the overall 

readiness and wellbeing of the Army RC. 

From FY1990 through FY2008, Army RC baseline (outside of alert) Dental 

Readiness remained below 50%.22  This occurred, in part, because unlike Active Duty 

(AD) Soldiers, RC Soldiers were not fully funded for Dental Readiness care unless they 

were alerted or were on orders for more than 30 days, in which case they had access to 

all the dental care normally available for AD Soldiers.23  Since non-alerted RC Soldiers 

had to fund their own dental care—and perhaps did not fully understand their role or 

responsibility for maintaining readiness—many Soldiers neglected their dental health 

until after they were alerted.   

Numerous actions employed by Congress, DoD, and the Army to increase Dental 

Readiness support had little impact.24  The most challenging barriers to improving 

Dental Readiness stemmed from the very large (and geographically dispersed) Army 
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Selected Reserve population, coupled with an insufficient RC funding authorization 

outside of alert—this resulted in an ineffective tiered approach.25  Because of these and 

other barriers, commanders could not hold Soldiers accountable for achieving Dental 

Readiness standards, resulting in perpetually low Dental Readiness.  See Figure 2, 

highlighting the large Army Selected Reserve population (one of the most challenging 

barriers).  

 

Figure 2.26  The Army Selected Reserve population is nearly two times larger than the 
Air Force, Navy and Marine Selected Reserve populations combined.27   

 

Congressional and DoD Actions Taken.  Congressional and DoD actions to 

improve Dental Readiness are summarized in Table 2.  
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Table 2 
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Of the numerous Congressional and DoD actions listed in Table 2, four actions 

stood out as potentially having the most impact.  First, in 2001 Congress enacted the 

partially government subsidized dental insurance program, the TRICARE Dental 

Program (TDP).  This voluntary program had a low monthly premium ($11.58/Soldier as 

of Feb 08) and provided two dental exams (and two cleanings) annually with no co-pay.  

Other procedures had co-pays of 20-50% (depending on the type of procedure and the 

SMs rank).28  By 2008, only 8% of eligible Army Selected Reserve Soldiers had enrolled 

in the TDP, and only a small number of those that enrolled actually used their benefits 

to achieve Dental Readiness.29  The TDP, therefore, had limited impact. 

   Second, in 2001 Congress authorized RC members who were issued a 

delayed-effective-date active duty order for a period of more than 30 days in support of 

a contingency operation to be treated as being on AD for purposes of receiving medical 

and dental care—“Early TRICARE.”  But, many RC Soldiers resided far from military 

Dental Treatment Facilities (DTF), causing delays in obtaining Dental Readiness care.  

When Soldiers finally did obtain care, it often competed with pre-deployment training 

and sometimes resulted in failure to achieve Dental Readiness standards before 

deployment.30 

Third, in 2001 DoD, DVA, and U.S. Department of Health and Human Services 

formed the Federal Strategic Health Alliance (FEDS_HEAL) to make available contract 

Dental Readiness care.  The Army RC used a limited funding authorization to program 

Operation & Maintenance (O&M) funds for purchasing FEDS_HEAL services—outside 

of alert—for a small cohort of Selected Reserve Soldiers designated “early deployers” 

(at no cost to the Soldier).  However, limited funding led to a tiered Dental Readiness 
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approach that made it difficult for the RC leadership to identify and track eligible 

Soldiers (“early deployers”).  This caused reduced command emphasis, lowering the 

execution of funds and ultimately resulting in scarce resources that competed with other 

programs.31  This approach led to poor results.   

And finally, in 2004 Congress enacted the authority for DoD RCs to purchase 

Dental Readiness care for all alerted Ready Reserve SMs—at no cost to the SM.32  The 

Army RC used this authority to purchase FEDS_HEAL Dental Readiness care using 

contingency and/or O&M funds; however, there was frequently insufficient time between 

alert and mobilization to bring Soldiers up to Dental Readiness standards.33  This “just in 

time” approach also disrupted pre-deployment training and other mobilization activities.  

Over half of RC Soldiers still typically reported to the federal mobilization platforms 

dentally unready.34  

Army Actions before ASDRS.  The Army employed numerous initiatives and 

programs to improve RC Dental Readiness.  First, in 2004 the U.S. Army Dental 

Command (DENCOM) (that operates the AADCS) partnered with U.S. Army Training 

and Doctrine Command (TRADOC) to establish the First Term Dental Readiness 

(FTDR) program.35  FTDR provided Dental Readiness care for all of the Army‟s new 

recruits as they progressed through the 16 Advanced Initial Training (AIT) sites.  This 

helped to increase the Dental Readiness of the approximately 65 thousand new Army 

RC recruits annually—affecting up to 10% of the Army RC end strength each year.  

Since FTDR affected a relatively small RC cohort, it had limited impact on baseline RC 

Dental Readiness.   
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In 2005 the Army RC working in conjunction with the Office of the Army Surgeon 

General (OTSG) helped to sponsor a Unified Legislative Budgeting (ULB) initiative 

(Health Affairs ULB 05-09A) designed to authorize and fund Dental Readiness care for 

all DoD Selected Reserve SMs regardless of alert status.  The ULB failed due to “no” 

votes from the Navy, DoD Program Analysis and Evaluation, DoD Comptroller, and 

Assistant Secretary of Defense for Health Affairs.36  The Under Secretary of Defense for 

Personnel and Readiness provided a failure summary in May 2007 stating that the 

proposal represented an expansion of existing benefits and lacked any cost offsets for 

transfer to the Defense Health Program (DHP).  It went on to note that the proposal was 

duplicative of other initiatives designed to improve the Dental Readiness of the RCs.37   

The Army also conducted various test initiatives and studies.  There were two 

that were noteworthy.  First, in 2007 the USAR conducted a Ready Response Reserve 

Unit (R3U) pilot.  This pilot was to test the idea of using four Combat Service Support 

(CSS) units for non-traditional homeland support missions.  As part of the R3U pilot, 

USAR leadership solicited RC dentists to volunteer for an extended mobilization 

(greater than 39 days, but less than 1 year) and assigned them to a small mobile dental 

unit.38  The R3U dental unit was comprised of 8 volunteer dentists and accompanying 

ancillary; they would provide exams and limited Dental Readiness treatment in support 

of mobilizing USAR units.  Because of the large USAR drilling Selected Reserve 

population and geographic dispersion, this approach would have only limited impact on 

baseline Dental Readiness.  For example, OTSG estimated that it would take all 450 

dentists assigned to the USAR (at that time) over a 2 month period, working a forty hour 

work week, to achieve the baseline DoD Dental Readiness standard (95%) within the 
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USAR.  Additionally, the participating dentists would not be available to support other 

missions (based on the R3U volunteer service agreement).  So, R3U could provide 

training and limited adjunctive dental support for alerted units, but it could not 

significantly impact USAR baseline Dental Readiness.39  

Next, in 2006 and 2007, the Army reviewed options for providing a dental “reset” 

(bringing Soldiers to Dental Readiness standards) before RC Soldiers returned home 

from the Operation Iraqi Freedom (OIF) Theater.  Planning estimates, however, 

revealed this to be impractical.  For example, during that time, there were approximately 

59 dentists serving in the OIF Theater to provide dental Combat Service Support (CSS) 

(in accordance with the doctrinal dental support Basis of Allocation for 120,000 SMs in 

Theater).  So, in order to provide dental “reset” for a 2,000 person force departing 

Theater (with 1 day processing), it would require 59 dentists, 120 ancillaries, and 20 

treatment rooms with 4 radiograph machines, running 3 shifts per 24-hour day to 

accomplish just the examinations (no other care provided).  Dental “Reset” would, 

therefore, severely detract from the Theater CSS mission.40   

DENCOM employed a modification of the “reset” approach in August 2008, 

called the Dental Demobilization Reset (DDR) program.  This program provides Dental 

Readiness care for all demobilizing Soldiers at DDR garrison installations.  Like FTDR, 

DDR supports a limited cohort (up to 10% of the Army RC per current deployment 

OPTEMPO).41  Unlike FTDR, however, the size of the supported cohort is entirely 

dependent upon demobilization OPTEMPO.   

The RC Dental Readiness Problem Persisted.  At the onset of the Global War on 

Terror (GWOT) (2001), commanders relied heavily upon “just in time” Dental Readiness 
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care after alert, resulting in severely disrupted units across the RC force.42  As a result 

of short timelines, some Soldiers could not be made ready to deploy and therefore had 

to once again be cross-leveled—replaced with a Soldier from a non-alerted unit.43  

Soldiers that were cross-leveled to a ready unit diluted that unit‟s readiness and 

lengthened training timelines.44  In FY06, an estimated 9,500 ten-hour duty (training) 

days were lost at federal mobilization platforms as over 8,500 Selected Reserve 

Soldiers were provided “just in time” corrective dental treatment.  In FY07, over 6,900 

ten-hour training days were lost.45  Even with intense late notice efforts in FY08, an 

estimated 7-15% of Soldiers still typically arrived at the federal mobilization platform in 

DRC 3 status.46  Low Dental Readiness persisted as a major obstacle to achieving an 

Army RC Operational Force.  

By FY08, it was apparent that stakeholder actions had not sufficiently increased 

baseline RC Dental Readiness (see Figure 3). 
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Figure 3.47    

 

There were still numerous barriers impeding Army RC Dental Readiness 

improvement (see Figure 4).   
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Figure 4.48  The Army needed to address these barriers in order to improve RC Dental 
Readiness. 
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Fiscal-Legal Framework for Establishing ASDRS 

To successfully improve Army RC Dental Readiness, the RC needed a system 

sufficiently funded and capable of providing (and tracking) Dental Readiness support 

across the large, geographically dispersed RC force, regardless of alert status.  The 

following three policy developments made such a system possible.49 

First, in January 2007, the Secretary of Defense issued a policy that limited RC 

mobilizations to a maximum of twelve consecutive months.50  This limitation increased 

predictability, relieving some of the stress that repeated mobilizations and deployments 

had on SMs.  Units were mobilized, trained at mobilization stations, and then sent to 

theater where they spent twelve months supporting combatant commanders.  Under 

this new policy the time units spent fulfilling remedial “just in time” requirements after 

mobilization reduced the amount of time the units could be conducting their mission.51  

This increased the impetus for the Service Secretaries to achieve a higher constant 

level of force readiness outside of mobilization and thus maximize the days units spent 

in theater conducting missions—to enable maximum Boots on the Ground (BOG) time.   

Second, shortly after the Secretary of Defense issued his new mobilization 

policy, the Chief of Staff of the Army issued AI4 to operationalize the Army RC.  A key 

AI4 task was for the Army RC to gain a higher constant level of Soldier readiness.52  

U.S. Army Forces Command tracked AI4 using the following four measures:    

 Days of BOG time.   

 Operational depth—the ability of the Army to reach back into the ready pool to 

satisfy spikes in operational demands for units.   
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 Strategic flexibility—the ability of the Army to rely more heavily upon the 

readiness of units within reset/train pool for homeland defense and 

unforeseen large-scale contingencies.   

 Unit stabilization to increase unit cohesion (including reduced cross-leveling).  

An increased constant Soldier readiness would improve these four measures. 

 

Third, in December 2007, OTSG, the RC, and the ASA(M&RA) gained support— 

within Department of the Army (DA) and DoD—for increasing RC baseline Dental 

Readiness to improve the four AI4 measures.53  So, the ASA(M&RA) issued a key 

policy in February 2008 that permitted a statute already in U.S. Code to require Dental 

Readiness funding for all non-alerted Selected Reserve Soldiers (at no cost to the 

Soldier).54   This milestone policy effectively designated all Selected Reserve Soldiers 

as “early deployers,” and thus programmatically changed the DA G-1 Program 

Objective Memorandum (POM) strength drivers for the POM FY10-15.  As a direct 

result of this policy, the POM strength drivers for ARNG and USAR O&M critical funding 

requirement for DRC 3 treatment increased from 95,000 to over 279,000 Soldiers and 

from 42,000 to over 176,000, respectively.55  This increased the requirement for DRC 3 

treatment by over 2.5 times (amounting to an additional Critical Requirement of over 

$53M for the ARNG and over $32M for the USAR for FY10—and an attendant Critical 

Requirement increase for the POM out-years).56  This was an important milestone, 

covering the Dental Readiness care for all Selected Reserve Soldiers outside of 

mobilization.57 
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With funding mechanisms now in place to support both non-alerted and alerted 

Soldiers (at no cost to the Soldier), a Dental Readiness support system regardless of 

alert status—ASDRS—was now possible.58  In July 2008, after working with DoD/DA 

stakeholders and the Dental All Army Working Group (DAAWG)—that included the 

ARNG Dental Surgeon, the USAR Command Dental Surgeon, the DENCOM Chief of 

RC Operations, and others—the OTSG dental staff officer, supporting Total Force 

issues, completed the staffing of recommended policy guidance for establishing ASDRS 

and forwarded it to ASA(M&RA) for final staffing.59   

In September 2008, the ASA(M&RA) directed the Director of the ARNG and the 

Chief of the USAR to implement ASDRS in FY09 as a means to provide Dental 

Readiness care in support of all Selected Reserve Soldiers outside of mobilization, at 

home station before alert, and if necessary after alert (throughout the Army Force 

Generation cycle).60  See Table 3 for a summary of the fiscal-legal framework used to 

establish ASDRS.  
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Table 3.61 
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ASDRS Development and Implementation   

Beginning in June 2007, OTSG worked in collaboration with DoD/DA 

stakeholders and the DAAWG to develop ASDRS; the initial focus included ensuring 

electronic dental tracking across the continuum of Army care.62  First, in order for all 

three Army components to share digital images, the AADCS (operated by DENCOM) 

implemented the Army Dental Digital Repository (ADDR).  Second, the USAR adopted 

DENCLASS, which is a dental recording-tracking software that the ARNG was already 

using.63  Finally, stakeholders worked to make DENCLASS more interoperable with the 

Corporate Dental Application (CDA), which is a dental recording-tracking (and 

scheduling) software developed and used by the AADCS.64   

As a separate but related interoperability issue, CDA is also used by the Air 

Force and was recently accepted by the Navy, which will make it the sole dental 

software application used within the MHS.65  Outside of the MHS, however, the DVA 

uses the Veterans Health Information Systems and Technology Architecture (VistA) 

dental application that is not interoperable with CDA.66  So, MHS/DVA stakeholders are 

working to develop a single Integrated Electronic Health Record (iEHR) solution that will 

include a dental application.67  But, because iEHR development and implementation will 

likely take a considerable amount of time, electronic dental information will, therefore, 

remain non-transferable between the DVA and the MHS for the foreseeable future.   

The Tri-Service Reserve Health Readiness Program (RHRP) is one of the 

contract vehicles employed by ASDRS to provide Dental Readiness care.  The RHRP 

Statement of Work (SOW) is aligned to help automate and streamline ASDRS 

processes.68  It requires the contractor to electronically upload DENCLASS and use an 

Automated Voucher System (AVS) to schedule either in-office dental appointments or 
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“mass events.”69  ASDRS tracks Dental Readiness using DENCLASS and the ADDR, 

which automatically updates the Army tracking tool, Medical Protection System 

(MEDPROS).70  The RHRP SOW requires that the contractor provide the ASDRS 

administrative support services listed on Table 4.  

Table 4. 

 

 
The USAR decided to employ RHRP exclusively as the ASDRS contract vehicle.  

The ARNG employs RHRP as well as other local contractors.  See Figure 5 showing a 

USAR web poster that explains Dental Readiness and ASDRS to commanders and 

Soldiers (the ARNG disseminated a similar message).  



21 
 

 

Figure 5.71  USAR poster explaining Dental Readiness and ASDRS to commanders and 
Soldiers. 
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ASDRS uses base program funding (O&M) for non-alerted Soldiers.  As earlier 

noted, the Army included ASDRS as a Critical Requirement within POM FY10-15, and 

later in POM FY12-17.72  After alert, ASDRS can use contingency funding for alerted 

Ready Reserve Soldiers.73  Using contingency funds after alert helps to avoid depleting 

base program funding for non-alerted Soldiers.74   

Once a Soldier reports to the federal mobilization platform, they are no longer 

eligible for ASDRS Dental Readiness care; the AADCS provides remedial Dental 

Readiness care for mobilized Soldiers.75  Since ASDRS implementation, the need for 

“just in time” remedial Dental Readiness care at federal mobilization platforms has 

steadily declined, as more Soldiers now arrive dentally ready to deploy. 

ASDRS Implementation Assessment and Discussion 

ASDRS implementation has thus far led to significant Dental Readiness 

improvements.  Army RC baseline Dental Readiness has increased from 50% to an 

unprecedented 81%; for Soldiers arriving at the federal mobilization platforms, Dental 

Readiness has increased from 45-60% to over 93%.76  This is an extraordinary 31 and 

33 percentage point increase, respectively.  Moreover, the achievement of 81% 

baseline Dental Readiness is the single largest IMR metric increase since FY08, helping 

to boost FMR to a historic 72% (up from 26%).  These Dental Readiness gains have not 

only improved FMR and reduced mobilization costs, but they have also saved training 

days, reduced cross-leveling, and maximized BOG time—trends signifying an enhanced 

Operational Force (See Figure 6).77   
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Figure 6.78  

 
 

Although ASDRS directly impacts the largest cohort of Selected Reserve 

Soldiers (those not mobilized—through alert), these remarkable improvements are not 

solely attributable to ASDRS alone.79  As earlier noted, the AADCS has been providing 

Dental Readiness care for Army recruits at FTDR installations since 2004, and for 

demobilizing Soldiers at DDR installations since 2008.80  Moreover, the AADCS 

sometimes adjunctively uses the DoD Tri-Service Active Duty Dental Program (ADDP) 

private sector referral network for its beneficiaries—which also includes Active Guard 

and Reserve (AGR) and FTDR Soldiers.81  So, the AADCS and ASDRS have 

coordinated to help boost RC Dental Readiness to unprecedented levels (see Figure 

7).82  
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Figure 7.  ASDRS Impact: The bottom half of the “arrow,” illustrates the positive impact 
that ASDRS has had on baseline Dental Readiness (going from 50% to 81%); for 
Soldiers arriving at the federal mobilization platforms, ASDRS has helped to boost 

Dental Readiness levels to over 93% (compared to 45-60% before ASDRS). 

 

ASDRS implementation has continued to gain effectiveness over the last 3 years; 

however, its full potential may not yet be realized.  Even though the increase in baseline 

Dental Readiness to 81% is a vast improvement, it remains well below the DoD 95% 

Dental Readiness standard.83  Likewise, 7% of Soldiers still arrive at federal mobilization 

platforms requiring some type of dental follow-up (the goal is to arrive fully ready).  

Finally, the DRC 3 rate upon examination (outside of alert) is currently over 21%.  

Although this rate is down from 27% in FY08, it should further decline as ASDRS is able 

to more consistently provide follow-up treatment for DRC 3 Soldiers over time.84   
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Command emphasis is an area that requires improvement.  As with any large 

scale implementation, achieving command emphasis as capabilities increase is a 

challenging process that takes time.  To date, there are still commanders, Soldiers and, 

Unit Administrators (UA) in the field that are not fully aware of ASDRS capabilities and 

processes.85  Also, the DRC 4—indeterminate—population remains relatively high, at 

over 11%.  A realistic short-term goal is to bring the DRC 4 percentage down to that of 

the Physical Health Assessment (PHA) indeterminate level or below—PHA 

indeterminate level is currently at 8%.86  So, the relatively high percentage of DRC 4s, 

ASDRS awareness gaps, along with an over 18% no show rate for contracted RHRP 

“mass events,” underscores that command emphasis is not yet sufficient.87   

Mobilization (M)-Day and Troop Program Unit (TPU) commanders are 

responsible for providing command emphasis at the unit level.  They can accomplish 

this by either directing leaders to assist Soldiers with scheduling in-office dental 

appointments or through scheduling “mass events” for collective unit follow-up (USAR 

Soldiers can also call RHRP directly to schedule appointments).  Both methods help to 

drive execution; however, promoting mostly in-office appointments instead of “mass 

events” is an ASDRS policy goal and has numerous important advantages.88  First, 

using in-office appointments allows the attending dentist to have better access to their 

office staff, equipment, and records, and thus promotes greater QA, continuity of care, 

and an enhanced patient care experience.  Second, scheduling in-office exams 

potentially reduces duplicated services—since it is less likely that an in-office exam 

performed in the same office as the follow-up treatment will need to be redone.  And 

finally, using in-office appointments helps to establish a dental office familiar to the 
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Soldier in case they need to return to the office for post-operative follow-up care.  

Currently, less than 50% of ASDRS patient encounters are accomplished via in-office 

appointments.89  So, commanders should increase the use of in-office appointments—

as directed per ASDRS policy guidance—to promote greater QA, an enhanced patient 

care experience, and to reduce duplicated services.90   

Next, to enforce ASDRS execution, commanders must have the ability to 

address remaining barriers.  AD Soldiers do not take unpaid leave to go to the dentist, 

nor should drilling RC Soldiers.91  The USAR, therefore, is implementing a paid medical-

dental readiness days program to put Soldiers on orders to attend in-office dental 

appointments.  This program provides an incentive for the Soldiers to complete Dental 

Readiness requirements and provides a tool for commanders to enforce compliance.92  

This will further improve overall unit readiness by removing Dental Readiness as a 

competitor for training days.  The ARNG has not yet implemented a similar program, 

although they have increased the number of available Inactive Duty Training (IDT) days 

that could be used for dental.  These additional IDT days, however, are not specifically 

designated for dental, and, therefore, commanders may not decide to use them to 

enforce Dental Readiness compliance.93    

Finally, there is a need for improved electronic interoperability with the MHS and 

DVA Information Management (IM) systems.  ASDRS has only partial interoperability 

with CDA and none with the DVA VistA dental application.  Overall, there are four 

primary interoperability gaps impeding data transfer within the federal continuum of 

dental care (see Table 5).  
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Table 5. 

 

 

Command Emphasis:  A Remaining Key Challenge  

Command emphasis is the single largest remaining barrier to achieving the 

baseline (outside of alert) Dental Readiness standard (95%).  ASDRS now makes it 

possible to hold commanders and Soldiers accountable for achieving Dental 

Readiness—the resources are in place.  Below are background items and policy 

incentives discussing command emphasis:  

 In November 2008, the Secretary of Defense provided Commission on the 

National Guard and Reserve (CNGR) Implementation Plans directing the 

Secretaries of the Military Departments to aggressively enforce:  1)  

Establishment of additional duty days required of the members to receive 

dental exams and DRC 3 treatment.94  2)  Add accountability for unit 

readiness and performance of ARNG and USAR units into the duty 

description of commanders of those units.  3)  Review officer performance 
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appraisal system to determine if the system adequately provides for 

readiness accountability or if the system should be modified to provide for 

such accountability.95  

 The April 2011 Secretary of Defense Report to the Services (Subject:  Report 

on the Comprehensive Review of the Future Role of the Reserve Component) 

emphasizes the importance of achieving Medical Readiness and highlights 

the lack of incentives for RC SMs to achieve Medical Readiness; it 

recommends:  

Assessing medical readiness for Reserve Component service 
members within 6 months of the time they complete their annual 
training requirements and taking appropriate corrective actions to 
enable affected units to reach current DoD standards.96 

 Army Regulation (AR) 40-501 specifies under the USAR section that Soldiers 

maintain their Dental Readiness, and it specifies under the ARNG section that 

commanders must ensure Soldiers meet Dental Readiness requirements 

prior to attendance of Annual Training (AT).97 

 The March 2010 ASA(M&RA) report to the Under Secretary of the Army and 

Vice Chief of Staff of the Army (Subject: Transforming the Army‟s Reserve 

Components into an Operational Force) recommends enforcement of Dental 

Readiness standards by increasing command emphasis on ASDRS.  It 

states:  

…aggressively use the newly established ASDRS to achieve the 
DoD Dental Readiness standard (95%) in support of the overall 
DoD Medical Readiness minimum standard (75%).98 

 The April 2011 HQDA Execute Order 185-11, (Subject:  Reduction of Non-

deployables) requires the Army to review and refine policies, processes, and 
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systems; provide relevant training and apply command emphasis in order to 

reduce the Medical Non-deployable rate to 10 percent or less no later than 

April 2012.99  

 The May 2011 U.S. Army Medical Command Soldier Medical Readiness 

Campaign Plan discusses the implementation of a single source Army Dental 

Readiness Information Center (DRIC) using the Army Knowledge Online 

(AKO) portal.  The DRIC contains component specific guidance and 

documents for ARNG and USAR commanders and Soldiers describing how to 

use ASDRS and achieve Dental Readiness standards (it also informs 

Soldiers on how to use the DD Form 2813 to document Dental Readiness 

compliance if undergoing care through a private dentist).100  The goal is for 

the Army RC to use the DRIC to update documents and guidance on a real-

time basis to minimize confusion for RC commanders and Soldiers.  

 The “My Dental” link, also on the AKO homepage, provides:  1)  Information 

on Oral Health and Disease Prevention—to include topics on home care 

fluoride, hygiene, diet, and xylitol gum; and the benefits of obtaining dental 

sealants.   2) Information on how to sign up for the TDP insurance program to 

achieve maximum dental health (the current Army RC TDP enrollment rate is 

less than 10%).101 

 The October 2009 Deputy Assistant Secretary of Defense report to Congress 

(Subject:  Enhancement of Medical and Dental Readiness of Members of the 

Armed Forces) highlights that the Air National Guard, Air Force Reserve, and 

Navy Reserve have implemented a policy of not issuing AT orders unless the 
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SM meets medical readiness requirements.  The ARNG and USAR have not 

yet implemented a similar policy.102 

 In 2011, the U. S. Army Reserve Command Office of the Staff Judge 

Advocate (SJA) highlighted possible responses to Dental Readiness non-

compliance (with the caveat that the responses should be coordinated with 

the SJA and based on written orders):  1)  “Unexcused absence” due to 

unsatisfactory participation.  2)  Bars to reenlistment.  3)  Administrative 

separation for misconduct or unsatisfactory participation.  4)  Article 15 for 

failure to obey a lawful order.103 

Unit Status Report (USR) Change.  In 2009, the Army decided to change the AR 

220-1 (Army Unit Status Reporting) so that Soldiers classified as Medical Readiness 

(MR) 4—which includes Soldiers that are DRC 4 and/or lack a current PHA—are no 

longer counted on USR readiness assessments.104  This change to USR reporting, 

therefore, reduces leader awareness of DRC 4s and may reduce command emphasis 

for examining DRC 4s.   

Leader awareness of DRC 4s is important.  Recent exam data shows that over 

21% of Army Selected Reserve Soldiers classified as DRC 4 (outside of alert) are 

classified as DRC 3 when examined; therefore, a significant number of DRC 3 Soldiers 

are masked within the DRC 4 Soldier population.105  So, commanders need to ensure 

that DRC 4 Soldiers obtain an examination and corrective DRC 3 treatment.  

In August 2009, the Office of the Assistant Secretary of Defense issued a 

memorandum to the Army that recommended that the Army keep MR4 in USR 

readiness assessments; it stated: 
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The USR is a critical tool necessary to ensure ASDRS command 
emphasis and execution by holding commanders accountable for 
achieving increased dental and medical readiness.  ASDRS 
command emphasis at national, state/region, and unit level is 
needed to increase dental readiness through awareness, leader 
interaction, and resource management.  Reporting dental readiness 
will keep this issue transparent and consistent among the 
COMPOS.  We therefore recommend the Army reconsider 
removing MR 4 from the USR.106   

Notwithstanding, the Army removed MR4 from USR readiness assessments—by 

designating MR4 as “available for deployment” instead of “non-available for 

deployment” per April 2010 AR 220-1 update.107 

Recommendations  

Command Emphasis.  1)  Leverage the new Dental Readiness Information 

Center (DRIC) on the AKO homepage.  The DRIC contains guidance for commanders 

and Soldiers describing how to utilize ASDRS.108  Leadership can use the DRIC to 

update ASDRS information in real-time to minimize confusion for commanders and 

Soldiers.  2)   Establish an Army policy that requires Selected Reserve Soldiers to meet 

the AR 40-501 Dental Readiness standard (DRC 1 or 2) in order to be issued AT 

orders.”109  This will definitively increase command emphasis.  3)  Count MR4 on USR 

readiness assessments.  This will ensure that USR readiness assessments accurately 

quantify Dental Readiness. 

ASDRS Execution.  1)  Implement an ARNG paid medical-dental readiness days 

program and continue to improve the USAR paid medical-dental readiness days 

program.110  2)  Prioritize scheduling of in-office dental appointments rather than using 

“mass events”—for both exams and DRC 3 treatments.111   

Synergy with the MHS and DVA.  1)  Build upon CDA and ADDR to implement a 

single electronic MHS IM dental enterprise solution coupled with a Federal Dental 
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Digital Repository that stores all federal dental radiographic information.112  In the 

interim, ensure that the AADCS transfers FTDR electronic exam and treatment 

information to ASDRS (DENCLASS-ADDR) in support of Soldiers transferring back to 

the RC.  2)  Modify ADDP Statement of Work to require electronic upload into the new 

MHS IM dental enterprise solution.113  3)  Integrate the DVA VistA dental application with 

the MHS dental enterprise solution for continuity of care throughout the federal 

continuum of care—as an incremental step towards the iEHR.114 

Conclusion 

ASDRS has helped to boost Army RC baseline Dental Readiness 31 percentage 

points to an unprecedented 81%—which has also helped to lift Fully Medically Ready 

(FMR) from 26% to a historic high of 72%.  This is a significant achievement when 

considering the longstanding persistence of low Army RC Dental Readiness and the 

disappointing outcomes of numerous earlier initiatives.  There are, however, additional 

opportunities for improving ASDRS command emphasis, program execution, and 

synergy with the MHS and DVA.  Three focus areas stand out as potentially having the 

greatest impact on this.  First, requiring Dental Readiness compliance in order for 

Soldiers to be issued AT orders, plus counting MR4 on USR readiness assessments, 

would definitively sustain a culture of Dental Readiness compliance and would further 

drive the ASDRS refinement process.  Second, ensuring that both Army RC 

components have a robust paid medical-dental readiness days program, coupled with 

leveraging these programs to prioritize in-office appointments instead of “mass events,” 

would promote increased QA, an enhanced patient care experience, and a reduction of 

duplicated services.  Third, establishment of an MHS IM dental enterprise solution and 
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integrating it with the DVA VistA dental application would open a path for improved 

federal continuity of care—while also advancing the iEHR development process.115  

These actions, if taken, would serve as a catalyst for continued ASDRS 

refinement and encourage stakeholders to further collaborate with the MHS and DVA, 

not only to improve ASDRS, but to improve continuity of dental care throughout the 

federal continuum of care.  This would have a positive impact on quality assurance, 

readiness, and cost (by reducing duplicated services).  Improvements in Dental 

Readiness within the ARNG and the USAR will improve the readiness of the U.S. Army.  

Not only will this help the nation operationally with cost-savings in preventing expensive 

duplicated dental services, but it will also improve the quality of life for Citizen-Soldiers 

and support the United States‟ vital interests strategically with a more combat-ready and 

rapidly deployable Army. 
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