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This issue contains three feature 
articles that I have selected for the 
theme of my letter.

First is the “Dental Economic 
Household: A business model 
for dental practices”, which is 
an economic-based approach to 
establish, organize, operate and 
evaluate dental practices. It has been 
my experience, both in teaching and 
practice, that human resources is 
the most essential component to 
build a successful dental economic 
household. I have always observed 
that a professionally qualified 
and well-trained staff, led by a 
sincere leader, will be able to 
face the difficulties and problems 

caused by scarce resources. The 
Household Model will have the 
provisions for the staff to manage 
the practice’s affairs, maintain 
productivity and ensure quality 
patient care, until the problems 
are identified and resolved.

Second, the Bernstein article on 
ethics in cosmetic dentistry has 
brought back the case histories of 
so many young patients we had to 
care for after they were treated for 
cosmetic reasons. The aesthetic 
complaints of these young men with 
skeletal malocclusion and other 
orthodontic problems were treated 
with a full mouth rehabilitation 
of soldiered PFM crowns. The 
disastrous consequences on the 
patients’ oral, dental and mental 
health will never be forgotten. After 
comparing the rush of the 1980s 
and 1990s of cosmetic treatments 
with the Gold Rush of 1848 in 
California, Dr. Bernstein asked 
the question: Will we be seen as 
opportunists and speculators 
like the gold miners, or will our 
deserved reputation as dedicated 
and concerned professionals be 
realized? I hope answering this and 
the other questions listed at the end 
of his article will be the subject for a 
discussion online.

The third is Deborah King’s 

wonderful article, “How to profit 
from cosmetic dentistry: Connecting 
with women,” which is filled with 
observations and practical advice 
from a well-known and recognized 
clinician in cosmetic dentistry. This 
is an important article because we 
want our male doctors to learn more 
about their female patients. Women 
have the peripheral vision and a 
roving antenna that, according to 
Dr. King, men do not have. This 
is another subject we would like 
you to join us in discussing online 
or in writing.

This issue is loaded with useful 
information for you and your staff. 
A quick review of the Crème de la 
Crème section shows what we have 
selected for you in all aspects of 
dental economics.

I hope you will enjoy reading Dental 
Economics Arabia. Please share it 
with your friends and colleagues and 
write to us with your feedback. We 
would love to hear from you. 

Thank you,

Marwan Abou-Rass, DDS, MDS, PhD

Editor-in-Chief

Dental Economics Arabia

mar@dentaleconomics.ae

FROM THE 
EDITOR
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CREME DE LA CREME

THIS COLUMN INCLUDES A COLLECTION OF SELECTIVE STATEMENTS AND 
QUOTES EXTRACTED FROM THE VARIOUS ARTICLES PUBLISHED IN EACH ISSUE. 
THEY INCLUDE IMPORTANT AND INTERESTING THOUGHTS AND BEST PRACTICES. 
PLEASE CONTINUE TO THE MAIN ARTICLE FOR MORE.

CREME  
DE LE  
CREME

THE BIG FIVE

 } Before you hire someone, be 
very clear about how that position 
will contribute to the growth of 
the practice and actually return 
their wage to you in value and/or 
profit.

 } When a part of your business 
(new patients, production) is 
stagnant or declining, there’s a 
very good chance the capabilities 
of your current space and 
equipment are holding you back 
and stunting your growth.

 } Your finances should drive 
your practice. Don’t make the 
mistake of letting your practice 
drive your finances.

LEADERSHIP BEGINS 
WITH YOU

 } Every team member should be 
a leader - of him/herself, of other 
team members, and of patients. 

 } No matter what your role 
in the practice, you have a 
responsibility to lead your patients 
to make decisions that are good 
for them.

 } You become ultimately 
productive when you commit 
yourself to the most important 
responsibility - the responsibilityto 
lead.

FROM WEBSITE TO 
DYNAMIC WEB PRESENCE

 } A website by itself is not 
enough to rise above competitors 
and connect with future patients.

 } Dentists need an entire 
Internet presence. 

 } People have always 
relied on their friends for 
recommendations.

 } Integrate your social 
platforms with your website 
for seamless maintenance and 
maximum online exposure.

 } Establishing a comprehensive 
presence online.
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INCREASING DENTAL 
HYGIENE PRODUCTION

 } The hygienist spends more 
time on average with patients 
than  any other team member. The 
typical recare appointment runs 
40 to 60 minutes.

 } Hygienists are highly skilled 
professionals with excellent  
verbal and interpersonal skills. 
Yet, many practices are not 
capitalizing on  these skills, 
and patient education is being 
neglected. 

 } By expanding the role of the 
hygienist from merely a “tooth 
cleaner” to an oral  health-care 
provider and educator, 

 } Failure to regularly review 
recommended treatment is a 
classic mistake made by  many 
practices.

 } When the collaboration works 
like a well-oiled machine, doctor 
time with the  patient is reduced. 

 } Practices that have trained 
hygienists  to identify and 
present treatment with doctor 
confirmation are increasing  
practice production despite the 
economy.

HOUSEHOLD ECONOMICS:
A BUSINESS MODEL 
FOR MODERN DENTAL 
PRACTICES

 } The 2014 survey of  59 US and 
10 Canadian dental schools shows 
that dental students spend 3,743 
clock hours or 76% of their dental 
education time learning clinical 
dental skills, compared to 60clock 
hours or 1.2% dental practice 
management skills and 49 clock 
hours or 0.9% human behavioral 
skills. 

 } Many dentists faced academic 
difficulties while were in dental 
college, but later became 
successful in their professional 
carriers.

 } It is difficult to understand 
the reasoning behind spending 
excessive amounts of capital 
on physical resources while not 
hiring the qualified medical and 
paramedical staff that can provide 
high-quality services consistent 
with the practice’s excellent 
resources and demographics.

 } Apparently the demand for 
dental services has been so great 
in some areas that it allowed 
many bad dental practices to be 
profitable and remain in business 
in spite of their substandard 
services, medical errors and 
patient dissatisfactions. 

 } Improvements in one 
household resource area and 
neglecting others will not increase 
productivity but may complicate 
the dental practice problems.

HOW TO MAXIMIZE YOUR 
PRACTICE PROFITABILITY 
(IN GOOD TIMES OR BAD)

 } Three items that make up 
total income -- patients seen, 
procedures per patient, and fee 
per procedure. How does altering 
each of these affect the top line 
income?

 } The higher the fees, the higher 
the income generation potential.

 } There are no out-of-pocket 
costs associated with raising fees.

 } Reducing fees by 10% will 
reduce the net income by 25% 
overhead is 70% and you increase 
fees by 5%, your net income will 
increase by 14% 

 } If the marketing program is 
effective, it will generate more 
income than it costs.
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LET NO DEBT REMAIN 
OUTSTANDING

 } Debt is a liquidity risk; it’s best 
to have a six-month cash reserve

 } Rather than rapidly repaying 
debt, one should first set aside a 
six-month cash reserve equal to 
six months of total debt payments.

 } Debt is a wealth accumulation 
risk; best to save 20% of income. 
While rapid repayment of debt is 
the surest way to get out of debt, it 
is also the surest way to sabotage 
wealth creation, especially in 
dentistry.

 } Having no debt is not a 
complete goal.

 } Saving is a primary goal; debt 
elimination is a secondary goal.

 } Debt is a bet on the future; 
best to live in the present.

IT’S NOT WHAT YOU SAY
 } Dr. King and JFK spoke with 

a powerful presence passionate 
body language, and confident 
tone. Because of this, they were 
able to engage and connect with 
millions of people from all walks 
of life.

 } When communicating, 55% 
of the audience’s focus is on your 
body language, 35% is on your 
tone, and 10% is on your words.

 } Dentists may not be aware 
they are communicating using 
harmful body language or tone. 
But our own perceptions of 
ourselves are not always in line 
with how others perceive us.

SOCIAL MEDIA: IT’S ALL 
ABOUT THE PICTURES!

 } Image-driven content 
creates a higher level of social 
engagement than any other type 
of post. This holds true for social 
platforms.

 } The human brain processes 
images 60,000 times faster than 
text.

 } Visual content boosted 
engagement by 65%

 } Plan on becoming picturesque 
in 2013. You’ll be amazed at the 
increase in social engagement you 
can achieve simply by changing 
your focus from plain text posts to 
image-based content.
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SMART WHITENING
 } Professional tooth-whitening 

has increased by more than 300 
percent since 1996!

 } Patients excited about 
their new smiles are great 
ambassadors for your practice

 } Unfortunately, many patients 
are not aware of the possible side 
effects related to tooth-whitening 
or bleaching

 } Data suggests that up to 
75 percent of patients who 
professionally whiten their teeth 
experience sensitivity.

 } 41 percent of dentists 
recommend patients actually 
discontinue treatment to alleviate 
sensitivity

 } A patient’s ideal tooth shade 
should approximately match the 
whites of the eyes

 } In my experience, many 
patients feel more comfortable 
turning to these staff members 
with questions.

HOW TO PROFIT FROM... 
COSMETIC DENTISTRY 
CONNECTING WITH WOMEN

 } A business geared to hunting 
and fishing, for example, would 
fail if its marketing efforts focused 
exclusively on women.

 } Dentists who do not 
appreciate these facts and do not 
understand how to connect with 
women are doomed to pick up the 
scraps left from those who do.

 } “Companies that decide to 
wait [to connect with women] will 
be goners,”

 } Women have a roving 
antenna. They notice everything. 

 } Blatant pandering for your 
female patients’ attention will fail 
— badly.

 } They must connect with 
women by giving them a total 
experience instead of just a 
dental visit. This is what some call 
“experiential marketing.”

 } No level of expertise can 
erase the negative impression 
that a worn-out, utilitarian office 
makes on female patients.

 } Women don’t like to be 
fooled. It is a certain way to lose 
credibility. 

 } You can’t be all things to all 
people. Pick your niche and focus 
— on what you want to do, and 
what the market will bear.

 } You and your team must be 
models of what you are selling.

 } A dentist who wants to 
perform cosmetic procedures 
must have a flawless smile.
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L
ooking at the origin of the word 
“economics,” we will find that it 
is derived from the Greek word 
“Oikonomikos.” “Oikonomikos” is 
composed of two words: “oikos,” 
meaning home, and “nomos,” meaning 
management. The word “economics” 

implies management of the home, including satisfying 
a family’s needs, physical and psychological well-being. 
The Greek definition did not include any connotation 
of saving and thriftiness, which most people believe 
is the meaning of economics. The concept of saving 
originated during the medieval period in Europe, which 
was characterized by poverty and scarcity in this period, 
retrenchment and thriftiness were considered important 
religious and social virtues.

During the Industrial Revolution, the definition 
of economics evolved and became associated with 
concepts of wealth gathering, investments, growth and 
prosperity. The most accepted definition of economics 
in modern times is that of Paul Samuelson, the first 
American to receive the 1970 Nobel Prize in Economics. 
He defined economics as:

 “The study of how people and society end up 
choosing, with or without the use of money, to 
employ scarce productive resources that could have 
alternative uses to produce various commodities over 
time and distributing them for consumption, now or 
in the future, among various persons or groups in 
society. It analyses the costs and benefits of improving 
patterns of resource allocation.”

Most dental practices face business problems due to 
core economic issues. Therefore, if we use Samuelson’s 
definition of economics and apply it to the practice of 
dentistry, we will find that it is the most comprehensive, 
relevant and applicable definition for the economic 
practice of dentistry. As a result, dental professionals 
can use Samuelson’s definition as a guideline to:

1) Analyze the best way to manage scarce physical 
and human resources. 

2) Analyze your choices by using a cost-benefit 
analysis.

3) Make efficient choices for current and future 
productivity.

4) Analyze current and future consumption plans.

5) Analyze the distribution and allocation of resources 
according to their costs and benefits.

6) Manage forecasting and planning 

7) Increase growth and development.

An example of such an economics study is economic 
decision making scenario given at the end of this article.

During the 20th century, the science of economics 
was divided into two categories: macroeconomics and 
microeconomics. Macroeconomics is concerned with 
the regional, national or international economy, while 
microeconomics is concerned with the economy of the 
household or the smaller units that make up a society, 
such as healthcare and dental economics.

Many of the business-side problems dental practices 
face today can be traced to poor economic decisions or 
practices that have negatively impacted or stopped the 
growth of a dental practice. In this article, we will discuss 
how to apply the concept of household economics as a 
business model for the operation and assessment of 
dental practices.

HOUSEHOLD ECONOMICS: 
GENERAL DEFINITION

Household Economics  are  defined as a land 
resources  that  holds a variety of efficient physical 
resources , that are  operated by a group of qualified 
individuals whose interests are interrelated and goals 
are  aimed  to produce services or products needed by 
society in general or the relevant professionals.

To become an Economic Household, a dental practice 
therefore, must have four fundamental resources:

 } Land resources

 } Physical resources

 } Human resources

 } Product resources
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Each resource is rated positively (Positive resource 
indicators) when the resources are available in quality 
and quantity and negatively (Negative resource 
indicators) if shortages and scarcities are prevalent.  

DENTAL PRACTICES IN TRANSITION
The teaching of clinical skills in dentistry occupies the 

major portion of dental student time. The 2014 survey of  
59 US and 10 Canadian dental schools shows that dental 
students spend 3,743 clock hours or 76% of their dental 
education time learning clinical dental skills, compared 
to 60clock hours or 1.2% dental practice management 
skills and 49 clock hours or 0.9% human behavioral 
skills. 

Unfortunately, the mastery of clinical skills alone does 
not guarantee success practicing dentistry. Many dental 

schools graduates feel unprepared to start a dental 
practice upon graduation. Therefore, Some resort to 
enroll in business management continuing education 
courses, while others seek professional advice to help in 
the management of their dental practices.

 Many dentists faced academic difficulties while were 
in dental college, but later became successful in their 
professional carriers, because of the personal skills they 
used in treating patients and managing staff. 

In the Middle East, the heavy emphasis of the dental 
colleges on the clinical skills has led to the lessening 
of the importance of preventive care skills and human 
behavioral skills in the mind of the dental student. 

The majority of private dental practices in Middle 
Eastern countries includes the traditional solo 
practitioner, which will continue in developing area and 

Dental Clinical Science

4,909.7 
CLOCK HOURS OF INSTRUCTION 

IN 4 YEARS DENTAL 
EDUCATION CURRICULUM

2014

16.6%
813.7 HOURS

7.2%
352 HOURS

Biomedical Sciences

Behavioral, Social Information  and Research Science 

 } Practice Management    60 (Hours)    1.2 %

 } Human Behavioral          49 (Hours)     0.9%

76.2%
3,743.1 HOURS

*Survey of dental education of 59 USA and 10 Canadian Dental Schools. Academic year 2010 – 2011 updated August 2014. 
Source: American Dental Association (ADA) 2010-2011 survery of dental education . Volume 4: Curriculum.
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the modern group practice that are becoming more 
prevalent in the developed populations. These modem 
dental practices are going through a period of major 
transition, therefore an observer may encounter a 
variety of practice trends, which can be described in the 
following observations. 

1ST OBSERVATION 
Fortunately, this observation is limited to a few 
dental practices where the location is ideal and 
the physical resources are state-of-the-art, 

however the practice treatment services are provided 
by a mediocre team of dental clinicians. It is difficult to 
understand the reasoning behind spending excessive 
amounts of capital on physical resources while not 
hiring the qualified medical and paramedical staff that 
can provide high-quality services consistent with the 
practice’s excellent resources and demographics.

2ND OBSERVATION
The dental practice medical teams include a 
team of competent general practitioners and 
dental specialists, however the practices lack 

the appropriate paramedical and administrative staff 
necessary to provide quality treatment and services.

3RD OBSERVATION
There are dental practices who are allocating 
large budgets to purchase computer 
management systems and state-of-the-

art equipment; however, they neglect to provide the 
needed funding to hire the staff needed to operate and 
maintain this equipment. Furthermore, some dental 
practices expect their existing already unqualified dental 
receptionists and dental assistants to operate new 
technology with little or no training or compensation.

4TH OBSERVATION
There are many dental practices owners and 
managers who believe that technology is 
the best way to boost the practices’ image, 

and increase production.  They purchase expensive 
equipment and run costly marketing campaigns to bring 
new patients. 

Todays’ patients are more demanding, have high 
expectations and difficult to please. Their high 
expectations turn into anxiety and frustration the 
moment they experience treatment discomfort or sense 
the doctor’s or the dental assistant’s incompetence.

Likewise, is the situation when upon arrival to the 

practice, the patients are ignored by an insensitive 
receptionist or disrespected by an arrogant front 
office staff. The enthusiasm, efforts and monies spent 
on acquiring new technologies, are not matched in 
budgeting for staff hiring, training, and promoting.

5TH OBSERVATION
Apparently the demand for dental services has 
been so great in some areas that it allowed 
many bad dental practices to be profitable and 

remain in business in spite of their substandard services, 
medical errors and patient dissatisfactions. 

 In addition to the decline of patient care services 
in these practices, it is common to find a decline of 
professional values that allows staff subgrouping and 
prejudice. A gossipy staff is not busy staff. The worst 
example is when there is subgrouping between the front 
office staff and the dental assistants’ staff. A serious 
problem, if allowed it will  drain the practice resources 
and result in unhappy patients and stressed clinicians.

HOUSEHOLD ECONOMICS: A BUSINESS 
MODEL FOR DENTAL PRACTICES

These observations are occurring because the dental 
practice owner or manager failed to study and analyze 
resources, cost benefits, distribution and allocation of 
resources.

Below is a listing that outlines model household 
economic resources with their positive and negative 
indicators. The positive resources indicators components 
listed should be considered as benchmarks to be used 
either to establish Household Economics dental   practice 
or evaluate an existing dental practices’ compliance with 
the proposed model. The negative resource indicators, 
represent detrimental performances that should be 
avoided, shortages that must be remedied or problems 
to be resolved.

 In terms of improvements and allocation of resources, 
Household Economics requires that the enthusiasm 
and monies spent on technology, for example, should 
be matched with the equal enthusiasm and budgeting 
to spend on staff hiring, training, and promoting. 
Improvements in one household resource area and 
neglecting others will not increase productivity but may 
complicate the dental practice problems. Improvements 
should be introduced collectively and gradually, 
otherwise the benefits gained by improving one resource 
will be negated by the shortages in others.
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LAND RESOURCES
 “The three most important considerations in 

real estate are location, location, location.” This 
statement continues to be true and fundamental to the 
establishment of successful dental practice.

POSITIVE INDICATORS:

 Ì Ideal geographic location

 Ì Ideal demographics

 Ì Lack of severe professional competition

 Ì Real estate ownership

 Ì Plenty of available space 

NEGATIVE INDICATORS:

 - The demographics are inconsistent with the dental 
practice’s vision, goals and services.

 - Improper geographic location

 - Presence of severe professional competition

 - Limited space

 - Unrealistic Real estate renting or leasing contract 
terms

PHYSICAL RESOURCES 
The dental practice design should meet the 

requirements of modernity, safety and efficiency, all 
of which are planned to promote patient comfort and 
excellent quality care. 

POSITIVE INDICATORS:

 Ì Modern facilities

 Ì State-of-the-art medical and dental equipment 
operated by competent and trained staff

 Ì Brand-names dental instruments, materials and 
supplies

 Ì State-of-the-art practice management systems 
operated by  trained staff

 Ì Availability of written protocols standardizing 
patient care procedures from the admission phase 
and the starting of the treatment to the end of the 
treatment and patient dismissal. 

 Ì Availability of mini dental laboratory

 Ì Central sterile services department (CSSD)

 Ì Central medical and dental supply dispensary

 Ì Patient communication and education room

NEGATIVE INDICATORS:

 - Outdated general infrastructure (i.e., facilities and 
furniture)

 - Outdated or unmaintained medical and dental 
equipment

 - Shortage of quality dental instruments , materials 
and supplies

 - Outdated patient record keeping  methods

 - Lack of written operational policies.

 - Lack of written patient care protocols in patient 
admission, monitoring patient complaints, clinical 
treatment ,preventative treatment  and follow-up care

 - Substandard instruments sterilization methods

 - Unacceptable infection control practices

 - Lack dental laboratory facilities

HUMAN RESOURCES
It can be concluded from the observations, that 

the areas of human resources are where most 
improvements are needed. The human resources 
requirements in dentistry have changed significantly 
from the simple needs of the solo practice model of one 
dentist and one or two assistants to the more complex 
needs and demands of the dental group practice model. 
The Household Economics model requires that the 
human resources of a modern dental practice to include, 
on a full time basis, four professional staff teams: 

1-The medical team of clinicians. 
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2- The paramedical team of dental surgery assistants 
DSA’s, defined here as the back office team 

3-The practice administrative team defined here as the 
front office team .

4- The co-ordination team

POSITIVE INDICATORS:

 Ì The medical team :

Composed of a core of tenured, experienced 
general dentists who provide and coordinate 
all patient care. The general dentists’ team 
is supported by a full-time team of certified 
clinical specialists, dental hygienists and dental 
technicians. Subspecialties such as aesthetic 
dentistry, same-day dentistry, are becoming an 
important part of the modern dental practice. 
Specialists in these areas should be an integral 
part of the team.

 Ì The back office team: 

This team is the paramedical staff and should be 
composed of certified dental surgery assistants, 
DSA, assigned to the following duties:

 } One DSA is assigned to each dental operatory as 
supervisor and chair side assistant

 } One DSA is assigned to each dental operatory as 
a rover 

 } One DSA is assigned to manage the central 
sterile services facility

 } One DSA is assigned to manage the central 
dental supply dispensary

 } All DSA patient care staff should be trained to 
operate the new technology equipment

 Ì The front offices’ team

Should include a team of certified staff assigned 
to the following duties:

 } Dental practice general management

 } Patients’ reception affairs

 } Patients’ records affairs 

 } Patients’ scheduling affairs 

 } Insurance and finance affairs

 } Marketing affairs

 Ì The co-ordination team should include:

 } One DSA assigned as Patient care treatment 
coordinator. Her responsibility is to monitor the 
patient care progress from start to end

 } One DSA assigned as Practice flow coordinator. 
Her responsibility is to monitor the work flow 
between the medical, the front and back offices 
teams and avoid conflict and resolve problems

 Ì There is evidence of continuing self-development 
courses and on the job in-service training programs

NEGATIVE INDICATORS:

 - The general dentists’ group backgrounds do 
not meet the requirements of tenure and clinical 
experience

 - There is a lack of full-time, qualified dental 
specialists to support the general dentists, a situation 
that causes the general dentists to refer the patients to 
outside specialists or perform treatments beyond their 
clinical skills and capabilities

 - There is a lack of full-time, qualified dental 
hygienists and dental technicians

 - The back office is understaffed

 - The front office is understaffed

 - An unhealthy work environment is characterized by 
subgrouping, prejudice, and indifference

SERVICES &  PRODUCTS 
RESOURCES

The collective performance of the medical, front and 
back office staff will ultimately determine the economic 
and professional success or failure of the dental practice.
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POSITIVE INDICATORS:

 Ì Recognized professional  reputation of the  medical 
team 

 Ì The practice has large patient database or patient 
waiting lists

 Ì The practice has formal periodic dental hygiene 
programs

 Ì The patients records are monitored for follow-up 
care or assessment

 Ì Patient care records show clear documentation of 
diagnosis and treatment notes

 Ì Availability of multimedia oral health promotion 
and education programs

 Ì Availability of patient satisfaction surveys and 
feedback 

NEGATIVE INDICATORS:

 - Evidence of patient neglect and abandonment

 - Lack of patient dental hygiene  and  preventive 
dentistry programs

 - Substandard patient records. Characterized with 
disorganization and poor documentation 

 - Evidence of formal and legal patient’s complaints 
against the practice

 

ECONOMIC DECISSION MAKING SCENARIO
To illustrate the application of Samuelson’s approach 

to economic decision-making, the following scenario is 
given.

 A suggestion was made to convert an administrative 
office to dental treatment operatory. According to 
Samuelson’s definition, such a decision should be made 
only after a thorough study of the items listed to answer 
the following questions:

 } What are the effects of losing the administrative 
office on the dental practice’s operations and 
financial affairs?

 } What is the cost to convert an office space into a 
dental treatment operatory?

 } Will the dental treatment operatory be used for 
the treatment of emergency patients, primary 
care patients, dental hygiene patients or 
comprehensive dentistry patients?

 } What is the expected income from each one of 
these treatments options?

 } Does the practice patient database contain 
patients who need comprehensive dental care, 
and have these patients accepted the proposed 
treatment? Can they be scheduled for treatment 
as soon as a treatment operatory is ready? 

 } If the database does not have such patients, will 
there be a need for a marketing campaign to bring 
new patients, and how much will the marketing 
campaign cost?

 } Does the medical practice team have clinicians 
who specialize in comprehensive dental care? 
Does the clinician’s time permit scheduling him or 
her on a full-time basis? How will these clinicians 
be compensated—salary or a percentage—and 
what is the percentage if such apply?

There is no doubt that, if the practices’ medical team 
includes a comprehensive dentistry specialist and the 
patient database has the needed number of patients, the 
conversion will increase profitability and enhance the 
professional reputation of the practice thru attracting 
patients who need comprehensive dental treatment.

Once made, the conversion decision should be 
supported by the allocation of the necessary budget and 
follow up personnel for implementation. The decision 
made in this scenario is an Economic decision based 
on numbers and accurate information; it is not an 
administrative decision.
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Many dental practices are 
still struggling in the post-
recession economy. One  

solution is to reinvent the dental 
hygiene department. For too many 
years in too  many practices, the sole 
purpose of the hygiene appointment 
has been for the  hygienist to 
provide twice-yearly prophylaxis 
to patients. Unfortunately, in  that 
model, opportunities are missed to 
create greater patient awareness 
of  beneficial practice services and 
potential treatment options.

Consider this — the hygienist spends 
more time on average with patients 
than  any other team member. The 
typical recare appointment runs 
40 to 60 minutes.  Devoting even a 
small portion of that time to patient 
education and case  presentation 
can transform the hygiene 
appointment into an effective engine 
for  increasing doctor production.

In too many practices, the hygienist 
is almost entirely focused on scaling  
and root planing. Of course, that is 

what hygienists are clinically trained 
to  do, but practices are missing a 
real opportunity to educate patients, 
improve  their understanding of 
treatment options, and ultimately 
increase case  acceptance for need-
based and elective treatment.

I have found hygienists to be 
highly skilled professionals with 
excellent  verbal and interpersonal 
skills. Yet, many practices are 
not capitalizing on  these skills, 
and patient education is being 
neglected. For many years, Levin  
Group has trained hygienists to 
become critical participants in the 
patient  education process, which 
ultimately results in increased 
practice production. By  expanding 
the role of the hygienist from 
merely a “tooth cleaner” to an oral  
health-care provider and educator, 
practices can realize the potential 
that’s  sitting in their hygiene 
departments.

THE NEW DENTAL 
HYGIENIST

In addition to scaling, root planing, 
radiography, and other traditional  
duties, the job description of 
today’s dental hygienist should 
include educating  patients, 
identifying potential treatment, 
and motivating patients toward  
accepting recommended care.

Clearly, it can be challenging to 
engage patients in conversations 
about  improving their oral health 
when scaling and root planing are 
underway. But  further consideration 
reveals that the hygiene appointment 
is an appropriate  place to begin 
discussing treatment options. 
There are numerous opportunities  
for the hygienist to educate and 
motivate patients before and after 
prophylaxis.  In addition, during the 
actual recare appointment, there 
may be occasions for  the hygienist 
to briefly inform patients about oral 
health issues (e.g.,  gingivitis, caries, 
edentulism, etc.).

INCREASING DENTAL 
HYGIENE
PRODUCTION
ROGER P. LEVIN,  DDS,  MBA
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REVIEW all case 
presentations with patients who 
have not accepted  or completed 
treatment prior to the hygiene 
appointment. Many patients  put 
off treatment due to economic 
concerns. If the hygienist politely 
reviews  the recommended 
treatment plans each time a patient 
presents for a hygiene  appointment, 
the practice will be quite surprised 
at how many patients decide to  
accept treatment six months or 
more after the original treatment 
presentation.  Failure to regularly 
review recommended treatment is 
a classic mistake made by  many 
practices.

EDUCATE patients about 
the concept of phase treatment. 
Patients are often willing to accept 
partial treatment now, and then 
schedule to  complete treatment 
within one or two years, when 
someone truly takes the time to  
explain the process to them. Phase 
treatment is an excellent strategy for  
closing cases, but often the second 
and subsequent phases are never 
completed  because no one follows 
up with these patients. The dental 
hygienist has an  opportunity during 
the recare appointment to reinforce 
the value of treatment to  the patient 
and the importance of optimal dental 

care. This type of attention  ensures 
that patients schedule to complete 
the subsequent phases of treatment.  
Such an approach will have a 
significant effect on increasing case 
acceptance  and long-term practice 
production.

BUILD support for potential 
treatment. While hygienists  might 
not be able to present treatment 
due to state regulations, they 
can  certainly set the stage for the 
dentist. Hygienists play a critical role 
in  patient awareness, education, 
and overall quality of care. It is 
paramount that  the hygienist 
and dentist work together in a 
highly collaborative environment 
to  ensure that all patients receive 
the treatment they need to achieve 
excellent  long-term oral health.

When the collaboration works like a 
well-oiled machine, doctor time with 
the  patient is reduced. This increases 
production time and patient 
treatment,  leading to an overall 
increase in practice production 
and, ultimately, happier  and more 
satisfied patients. It is essential that 
dentists and staff become more  
aware of the value of the hygiene 
department, and to look for ways 
to maximize  its contribution to 
practice production. Practices that 
have trained hygienists  to identify 
and present treatment with doctor 

confirmation are increasing  practice 
production despite the economy.

THE NEW HYGIENE 
SCHEDULE

For practices to maximize 
the potential of their hygiene 
departments,  hygienists must 
receive appropriate training in the 
areas of relationship  building and 
case presentation. In addition, 
hygienists and other staff members  
must do everything they can to 
reduce no-shows and last-minute 
cancellations.  The hygienist can’t 
build support for optimal oral health 
care if there isn’t a  patient in the 
treatment chair.

The following steps can help 
practices motivate hygiene patients 
to keep  their appointments:

1.Build greater value for the 
hygiene appointment. Many  
offices refer to the hygiene 

appointment simply as a “cleaning” 
or a “recall”  visit. None of these 
terms describe the true value of the 
hygiene appointment to  patients. 
I recommend that the hygiene visit 
be referred to as “the periodontal  
maintenance and oral cancer exam 
appointment” or something similar. 
Describing  the hygiene appointment 
this way will create a sense of 
greater value for  patients who 
may not recognize that periodontal 
disease is a true disease and  that 

 THE HYGIENIST 
SPENDS MORE TIME ON 
AVERAGE WITH PATIENTS 
THAN  ANY OTHER TEAM 
MEMBER. 
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oral cancer exams are just as critical 
as other types of cancer exams.

2.Schedule the next hygiene 
appointment during 
checkout. The front desk 

team should be trained to schedule 
the next recare appointment  before 
patients leave the office. Hygienists 
can assist the front desk team 
by  reminding patients that if they 
schedule early, they can usually 
get their  preferred time. Keeping 
patients on the schedule helps them 
maintain their oral  health with 
regular hygiene appointments.

3.Implement an effective 
confirmation system. 
Every patient  should be 

contacted 48 hours in advance of the 
recare appointment via cell  phone, 
e-mail, text, or work phone. Some 
practices have successfully engaged 
the  hygienist in the process. This 
enhances the sense of one-to-one 
personal care  between the hygienist 
and the patient.

 WHEN THE 
COLLABORATION 
WORKS LIKE 
A WELL-OILED 
MACHINE, 
DOCTOR TIME 
WITH THE 
PATIENT IS 
REDUCED.  

4.Keep track of unscheduled 
hygiene patients. Overdue  
patients represent a 

significant challenge for many 
practices. Many times, these  are the 
patients who do not schedule their 
recare appointments in advance. 
Do  not wait until these patients 
are overdue for hygiene care before 
contacting  them. Be proactive. 
If they are on a six-month recare 
schedule, a personal call  from the 
hygienist can make all the difference. 
In some highly productive  practices, 
the hygienist schedules these 
patients during that call.

MAKE YOUR HYGIENE 
DEPARTMENT AN ASSET

The hygiene department is an 
overlooked asset. Training the 
hygienist to  educate and motivate 
patients about optimal oral health 
care is essential for  practices that 
are ready to increase both hygiene 
production and doctor  production. 
Practice growth begins in the new 

hygiene department. Use these  
action steps to turn your hygiene 
department into a true practice 
builder based  on quality care for 
every patient.
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If you are a dentist and you own your 
practice, you are also an entrepreneur. 
You can’t ever forget you wear the 
entrepreneur hat, and are therefore 
subject to one of the most fundamental 
principles of a profitable business — 
you have to make smart investments 
and stay away from bad investments.
There’s no question that every practice 
owner has made investment mistakes. 
Mistakes are the ultimate learning 
opportunities. Unfortunately, most 
people resent mistakes, which keeps 
them from taking risks and trying new 

things, and ultimately this holds them 
back from growing their businesses.
In my 25 years of working with dental 
practices of all types and sizes, I’ve 
identified five areas where you should be 
making investments of time and money. 
These are the highest payback areas. 
I call them “The Big Five.” They are 1) 
human capital 2) space and equipment 
3) marketing, 4) finances, and 5) clinical. 
I’m going to talk a little about each of 
these this month, and then I’ll flesh 
them out in my column.

THE 
BIG 

JAY GEIER
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1
2
3

4

5 CLINICAL

FINANCE

MARKETING

SPACE AND 
EQUIPMENT

HUMAN 
CAPITAL

Every single person you employ and pay is part of your human capital. 
The reason I call it capital is because it is an investment. Each time you 
add someone to your payroll and give him or her an opportunity to work 
in your practice, you must understand that person is an investment who 
should produce a fantastic return for you. Before you hire someone, be 
very clear about how that position will contribute to the growth of the 
practice and actually return their wage to you in value and/or profit.

The physical space of your dental practice is your vehicle to growth and 
it has certain capabilities. The appearance of your office, the number of 
operatories, your location, equipment, and technology are all part of 
your space and equipment. When a part of your business (new patients, 
production) is stagnant or declining, there’s a very good chance the 
capabilities of your current space and equipment are holding you back 
and stunting your growth.

How much time do you actually spend on creating and executing 
marketing for your practice? Most dentists I meet spend the majority 
of their time delivering the service (treating patients). Yet the delivery 
of services is not a marketing function. You must spend more of your 
time on marketing and innovation so you can realize the big increase in 
revenue and profit.

Your finances should drive your practice. Don’t make the mistake of 
letting your practice drive your finances. Set revenue goals and back your 
plans out of that. If you don’t have goals and understand where you want 
to go, you’ll never get there. It would be like getting in the car for a trip to 
a place where you’ve never been and not using a map or GPS. How would 
you ever get there?

Your finances should also be your daily scorecard for how your practice 
is doing and it should dictate your behavior every day. If you’re not on 
track to meet your financial goals, you must have a strategy to get back 
on track. I also find that many dentists are turning the responsibility 
of managing finances to their accountant. This is dangerous because 
accountants are trained to set budgets and cut costs. Stay focused on 
making investments and growing, and you’ll spend less time worrying 
about cost cutting.

You went to school to be a dentist. Not an entrepreneur, not a business 
owner. You may possess the best clinical skills and know all the greatest 
techniques, but if you don’t know how to leverage them you’ll miss huge 
opportunities for growth. You must always be sharpening your clinical 
skills while at the same time mastering how to leverage those skills to 
reach more people, provide better care, and add to your bottom line. Now 
get your head fully in the practice-building game and don’t be distracted 
by things that fall outside of “The Big Five.” Focus on putting in your time, 
effort, energy, and money. I look forward to fleshing these out over the 
course of this year in this column.
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Many dentists shy away from statistics because they 
feel the numbers separate them from patient service and 
care. We have a different approach. Consider this quote 
from Ichek Adizes in Ken Blanchard’s book The Heart 
of a Leader: “Managing only for profit is like playing 
tennis with your eye on the scoreboard and not on the 
ball.” Our approach to having a good financial score is to 
keep your eye on the ball and to play a good game. In 
this article, we will explain how the statistics help you 
to master your performance on the field. We will show 
how knowing your numbers gives you the viable, secure 
practice that relieves stress and allows you to focus on 
what you love—dentistry and the patient’s experience.

LESSON NO. 1
KNOW YOUR NUMBERS — DAILY, 
WEEKLY, MONTHLY, AND YEARLY

 The annual plan is a forecasting and strategic planning 
tool that establishes production and collection goals 
for the entire office that are based on ideal, forecasted 
expenses and schedules. The annual plan breaks down 
the yearly goal for total office production into meaningful 
daily goals for each provider. This structure creates 
freedom for the doctor and team because accomplishing 
the goals outlined in the plan brings viability, balance, 
and growth.

THE MANY HATS 
OF DENTISTRY: 
ITS ALL ABOUT THE NUMBERS
JAMES R. PRIDE, DDS
RANDY ALLAIN, DDS 
AND AMY MORGAN
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The trend indicators track practice 
performance through the efficiency 
of its operating systems: scheduling, 
financial arrangements, collections, 
insurance, marketing, treatment 
presentation, and continuing care. 
These statistics are an excellent 
measure of the behaviors of doctor 
and staff. Each trend indicator has a 
goal that reflects its performance set 
by the annual plan. The indicators 
are used as benchmarks — both 
monthly and year-to-date — to 
measure progress toward achieving 
the goals. They focus the doctor 
and the team on celebrating their 
successes and on taking action to 
correct any shortcomings. (Later 
in this article we will introduce 
you to some of the specific trend 
indicators.)

The operating statement shows 
practice expenses and cash flow. 
This tool compares each figure to a 
goal and a “range norm” that reflects 
a healthy level for the expense. 
The operating statement indicates 
whether any expense is too high 
or too low, and if the practice is on 
track with its annual plan. This gives 
the doctor and team the security 
to control their financial future. 
Improvements, such as salary 
increases, additional staff, a new 
facility, and new technology, stem 

from knowing production levels 
and the collections needed to make 
those expenses affordable.

LESSON NO. 2
ONCE YOU ARE MONITORING 
THE NUMBERS, USE THEM 
TO REINFORCE SUCCESS

“The numbers have given me the 
opportunity to empower my team 
and the ability to set a course of 
action and know we can achieve it!” 
says Dr. Allain. The following are 
some of the many ways he and his 
staff use the numbers to improve the 
practice continuously.

The team has minute-by-minute 
awareness of goals and open time in 
the schedule. Every workstation and 
treatment room has a computer that 
can access the numbers program. 
Hygienist Brenda Lale explains, “If 
the front desk gets a cancellation 
on my schedule, I can immediately 
see that on the computer screen, 
and I can see what effect it has on 
my daily and monthly production. 
If I’m seeing patients who need 
bleaching or sealants, I’ll try to get 
those procedures in that day to fill 
the open time and save the patient 
a trip back.” Constant awareness of 
whether she is meeting her monthly 
goals allows Lale to evaluate her 

progress and make adjustments as 
needed.

In the past five years, the 
production in Dr. Allain’s practice 
has almost tripled. The numbers are 
a daily help to the team in achieving 
these increases.

Improved quality of care. What 
is good for the practice is good 
for the patient. Typical of most 
dental practices, Dr. Allain has 
some patients with diagnosed 
conditions who have not returned 
for treatment. Therefore, increasing 
production means encouraging 
patients to accept needed treatment 
to improve their oral health. Says 
Lale, “What I love about this office is 
that we have the freedom to treat our 
patients appropriately. There is no 
supervised neglect occurring here. 
I see the difference in oral health 
between our patients of record and 
the new patients who haven’t been 
receiving the kind of quality care we 
give.”

But wouldn’t the quest to meet 
production goals cause her to 
shorten her appointments in order 
to see more patients? “Absolutely 
not,” states Lale. “An average adult 
hygiene exam takes 60 minutes. 
And since we schedule our own 
appointments, I have the flexibility 
to give a patient more time, if that’s 

 THE NUMBERS HAVE GIVEN ME 
THE OPPORTUNITY TO EMPOWER 
MY TEAM AND THE ABILITY TO 
SET A COURSE OF ACTION AND 
KNOW WE CAN ACHIEVE IT   
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needed.” Achieving production 
goals goes hand-in-hand with what 
Lale calls “talking to the patients, 
educating them, and building value, 
so that we give people a goal to 
reach and a reason to return for the 
next visit.”

“Tracking my numbers has 
made me more aware of what I’m 
diagnosing and more comfortable 
in advocating what’s best for the 
patient,” says Dr. Allain. “I think more 
for the long haul now. For example, 
instead of replacing a failing 
posterior composite with another 
one, I’ll advocate a porcelain onlay. 
That’s what I’d want for myself, and 
I know that if I’m going to reach my 
goal, I can’t do time-consuming 
procedures that don’t do justice to 
the patient or to the practice. So, 
reaching the goal means giving 
quality care to stabilize the patient 
and targeting those new patients 
who need the kind of care that I want 
to provide.”

Problem solving. The numbers 
play a key role in quickly spotting 
problems and solving them. For 
example, Dr. Allain tracks open 
hours per provider. A recent 
monthly report indicated that there 
were 15 open hygiene hours for 
one provider, amounting to two 
days of lost hygiene production. 

This unfavorable number begins 
the process to find the cause. 
Further analysis shows that the 
appointments were scheduled but 
some were cancelled at the last 
minute. Dr. Allain and his staff ask 
and answer a series of questions: 
Is there a strong commitment from 
the patient? Does the practice give 
the patient a compelling reason to 
return? Does the hygienist need to 
explain to the patient in more detail 
the areas of concern? Are post- 
cards sent out and confirmation calls 
made? When the patient calls to 
cancel, are the proper verbal skills 
being used to show concern? This 
leads to a review of their job-design 
manuals on continuing care and 
training plans to cover at their next 
staff meeting. The discussion at the 
staff meeting leads to an action plan 
of how they will reduce the open 
time.

The monthly reports tell them 
how successful their efforts have 
been. Here we see how a falling 
statistic triggers an entire review of 
the hygiene visit and the scheduling 
process, with improvements 
made as needed. This is one of 
many examples that illustrate 
how tracking the numbers allows 
Dr. Allain and his team to target 
problems as they arise, pinpoint 

their causes, take corrective action, 
and measure the results.

Security in making large 
purchases. “Knowing the numbers 
has allowed me to move forward 
and build a new facility. There will 
be a big cash flow differential in the 
new office, so I know I’ll have to 
produce more. The numbers have 
taught me that I need to delegate. I 
can forecast what will happen when 
I save 10 minutes of doctor-time on 
a procedure by being efficient, save 
another 10 minutes by delegating, 
and then make this happen multiple 
times a day. I know that by timing 
and measuring our performance, I 
can fit in another production block 
every day. This can make a difference 
of $1,000 a day for my production. 
Multiply this figure by the 180 days 
a year that I work, and it’s almost a 
$200,000 a year differential.”

Dr. Allain is practicing now to meet 
the new production goals. Part of 
the plan is to have his hygienists 
certified to administer anesthesia 
(which is legal in his state) and to 
expand the duties of his assistants. 
Another advantage from knowing 
his numbers became evident 
when Dr. Allain took his operating 
statements to the bank, along with 
his detailed forecasts for the next 
few years. Needless to say, he 

 THE STAFF RECEIVES 
ANNUAL WAGE INCREASES 
BASED UPON AN INCREASE IN 
COLLECTIONS OVER THE PRIOR 
YEAR 
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readily obtained financing for the 
new facility. The bank rightly judged 
Dr. Allain as an entrepreneur in 
control of his business.

Staff compensation. Dr. Allain 
offers each hygienist an incentive 
for exceeding her monthly goal. 
The rest of the staff receives annual 
wage increases based upon an 
increase in collections over the prior 
year. Fifteen percent of collections 
in excess of the goal is placed in a 
salary pool and distributed to the 
staff as raises, based on a Pride 
formula for measuring how well 
each staff member has met job 
expectations. “The whole team 
works to reach the same goals,” 
says Dr. Allain. “The staff is more 
attuned to achieving the goals since 
they’re economically tied to the 
system.”

Lale comments, “It’s neat that 
Dr. Allain shares the numbers with 
us. And the compensation program 
motivates us to do more.” Adds 
appointment coordinator Kathryn 
Allie, “We all try to meet that goal 
because it’s a benefit to all of us.

“The patients here really 
appreciate the high level of care. 
Being aware of the numbers makes 
me more apt to encourage my 
patients to have the treatment they 
need. I love my job. I love my boss. 
And I love the program.”

Focus on continuous growth by 
taking risks and trying new things. 

With the focus on continuous 
growth, open time in the schedule 
is ideal for Dr. Allain and his staff 
to market the practice to new 
patients. They recently raised their 
goal of 15 new patients per month 
to 20. They currently are at 18. 
Tracking their internal and external 
referrals helps target their efforts 
and measure their results. Dr. Allain 
has also begun a Frequent Referral 
Program that rewards patients 
who refer others with small gifts 
and acknowledgements. Having 
systems in place to track numbers 
has made such programs possible.

LESSON NO. 3 
THE NUMBERS WILL 
SET YOU FREE — IF 

YOU USE THEM
“Knowing the numbers has 

allowed me to go ahead with my new 
facility with the confidence that I can 
pay for it, rather than just shooting 
from the hip and possibly losing 
my shirt,” says Dr. Allain. “Freedom 
comes from the fact that I can make 
much better decisions based on the 
facts. The numbers give me the facts 
I need.”

Are you ready to wear the 
entrepreneurial hat? These three 
simple lessons can make a great 
difference in the success of your 
practice. Knowing your numbers will 
help you to spot trends within weeks 

— instead of years — and will allow 
you to pinpoint their causes. Which 
of your numbers are up? Which are 
down? Are you working fewer days? 
Is your treatment acceptance rate 
up? Are your new patient counts 
steady? Are your collections running 
low? Do you have open time in 
the schedule? Are there excessive 
cancellations? Knowing these 
statistics will give you certainty 
in uncertain times. In short, the 
numbers will set you free.

As an entrepreneur, statistics 
and trends are the diagnostics 
you need to determine the health 
of your practice. They are the 
dentition exams, perio probes, and 
radiographs of the business side 
of dentistry. Once you begin using 
them, like Dr. Allain and so many 
other dentists, you will be unable to 
practice without them. Your staff also 
will gain a deeper understanding 
of their jobs and a sense of 
accomplishment from meeting and 
exceeding goals. To enjoy practicing 
dentistry to the fullest, to provide 
the best quality of care, to nurture a 
highly professional, motivated staff, 
and to work in a pleasant, organized, 
non-stressful office environment, 
our advice is: Have the courage to 
keep your eye on both the ball and 
the scoreboard to create a highly 
motivating environment for your 
team, your patients, and you.

  WE ALL TRY TO MEET 
THAT GOAL BECAUSE IT’S A 
BENEFIT TO ALL OF US 
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Our definition of a great dental team is “a group of 
leaders working cohesively toward a common set of 
goals.” Every team member should be a leader - of him/
herself, of other team members, and of patients.
An outstanding leader has numerous qualities: 

1. A clear sense of purpose and an orientation 
toward goal accomplishment.
2. A commitment to the service of others.
3. Excellent communication skills.
4. An awareness of others’ goals (team 
members’ and patients’) and a commitment 
to help them reach their goals.
5. Knowledge of what needs to be done and a 
desire to work diligently to get those things done.
6. A sense of “ownership.”

LEADERSHIP 
BEGINS 
WITH YOU
CATHY JAMESON, PHD
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 YOU BECOME ULTIMATELY 
PRODUCTIVE WHEN YOU 
COMMIT YOURSELF TO 
THE MOST IMPORTANT 
RESPONSIBILITY - THE 
RESPONSIBILITY TO LEAD. 

LEADER OF SELF
As a leader of yourself, it is up to 
you to maximize your talent and 
be an asset to your organization. A 
healthy environment that focuses 
on development is conducive to 
growth, but ultimately, the choice 
of how well you perform and how 
much you contribute is up to you.

ASK YOURSELF THE 
FOLLOWING QUESTIONS ON 
YOUR PATH TO BECOMING 
A BETTER LEADER:
1. Am I clear about my personal and 
professional goals and am I working 
toward those goals on a daily basis?

2. Do I face challenges “head-on” and 
strive to resolve those challenges?

3. Do I know how to prioritize my 
time and activity so that I can make 
a difference?

4. Can others count on me?

5. Do I sincerely care about the 
organization, my teammates, and 
our patients?

6. Do I go above and beyond to make 
sure our practice is on a path of 
growth and development?

LEADER OF TEAMMATES
In a healthy, thriving organization, 
purpose and vision are evident. A 
part of that purpose is a mutual 
respect for one another and a 
heartfelt interest in helping others to 
be successful.

ASK YOURSELF 
THESE QUESTIONS IN 
RELATIONSHIP TO YOUR 
INTERACTION WITH 
YOUR TEAMMATES:
1. Can my teammates count on me 
to support them?

2. Am I willing to help a teammate 
when he or she is overwhelmed or 
simply needs a helping hand?

3. Do I step out of my role and 
comfort zone to help someone in a 
different area when needed?

4. Am I interested in supporting my 
teammates in their personal goal 
accomplishments?

5. Do I communicate openly with 
team members or do I keep things to 
myself, hoping that challenges will 
solve themselves?

6. Do I go the extra mile or do I do as 
little as possible?

7. Am I proud of our practice and my 
contribution to it?

LEADER OF PATIENTS
No matter what your role in the 
practice, you have a responsibility to 
lead your patients to make decisions 
that are good for them. Business tells 
us that each of us has a “moment of 
truth.” In that moment, each team 
member has a chance to make or 
break the relationship with a patient 
and to make the difference as to 
whether or not the patient proceeds 
with treatment.

After the doctor has made a 
precise recommendation regarding 
necessary or desired care, patients 
often ask questions. In that moment, 
the patient may make a decision 
to proceed with treatment - or 
not. It is during these leadership 
opportunities that a practice can 

thrive.

ASK YOURSELF THESE 
QUESTIONS: 
1. Do I accept my responsibility to 
help patients make a decision to 
proceed with treatment?

2. Can my doctor and teammates 
count on me to communicate with 
each patient regarding the value of 
recommended care?

3. How do I feel when a patient walks 
out the door without accepting the 
care the doctor recommends?

4. Am I a good listener and do I take 
the time to hear patients express 
their concerns or desires?

5. Do I know how to use appropriate 
educational equipment and material 
to enhance a patient’s under-
standing of the benefit of dental 
health?

6. Do I proactively introduce new 
opportunities to patients even if it 
takes extra time and effort?
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The California Gold Rush of 1848 drew tens of 
thousands of speculators in search of riches. Fortunes 
were quickly made, but then the gold ran out. The ghost 
towns and broken lives that were left behind are a 
reminder of how not to handle a great opportunity.

A rush occurred in the 1980s and 1990s in dentistry, 
and many dentists have similarly been drawn to stake 
their claim in the opportunities that have resulted from 
the cosmetic revolution. New materials and techniques 
were developed. Cosmetic pioneers taught others skills 
to restore teeth with a natural, esthetic beauty that had 
never been achievable.

At the same time, baby boomers began to embrace 
self-improvement, bringing them to dentistry in 
unprecedented numbers. The pieces were put into place 
for the most magnificent opportunity dentistry had seen 
in decades, and how we handle this opportunity could 
easily determine the future of our profession.

Will we be seen as opportunists and speculators, 
like the gold miners, or will our deserved reputation as 
dedicated and concerned professionals be realized? The 
answer to this question will be decided by the ethics we 
establish and the way we govern within our profession.

The American Academy of Cosmetic Dentistry, the 
largest cosmetic dental organization in the world, has 
established ethical standards for its members. The 
Academy’s Code of Ethics has been honed and refined 
through the years, and now sets a standard that I think 
is appropriate for all dentistry. The code addresses 

such items as patient records and confidentiality, 
nondiscrimination in patient selection and treatment, 
representation of care and fees, informed consent, and 
the importance of continuing education.

Beyond this, the AACD has worked hard to create an 
Accreditation process that is tough, yet fair, to those 
who choose to take on the challenge of striving for 
excellence. As a result, through the AACD Accreditation 
process, dentists and patients alike can be assured that 
the designation of Accredited Member or Accredited 
Fellow represents high clinical standards and sound 
ethical principles.

Esthetic dentistry should never be concerned only with 
smile beautification without thorough examination and 
addressing pathology of the entire masticatory system. 
Ethics remains a topic of interest among members of the 
AACD. As a profession, we should constantly strive to 
elevate the standards by which we govern our behavior.

Ethics is a branch of philosophy that deals with how we 
should live — the idea of good and the concepts of right 
and wrong. It is about how we relate to other human 
beings, about living the best kind of life personally and 
professionally.

Ethics and legal issues, of course, are not always the 
same. While some acts are legal, they may not be ethical. 
For this reason, we must seek the guidance of others in 
ethical matters as we do in other professional aspects. 
While what is ethical can vary from society to society, we 
do have an obligation to determine what is right within 

ETHICS IN COSMETIC 
DENTISTRY
MICKEY BERNSTEIN, DDS
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our “society” and apply those definitions to one another.

Dr. John Calamia, professor at NYU, has said there are 
“ethical questions that should be asked in developing 
one’s philosophy of treatment, consistent with the best 
interests of our patients. We are challenged to do the 
right thing in providing these often elective procedures” 
moral and ethical deliberations that are often confused 
with our inability to make a proper diagnosis. Diagnosis 
is the key and only the patient at risk requires treatment.”

Dr. Richard Simonsen, DDS, MS, dean of the College of 
Dental Medicine, Midwestern University, has outlined a 
series of questions to challenge dentists who undertake 
cosmetic care. They serve as self-evaluation for each of 
us. Paraphrased, they are:

 } Are the credentials you post widely recognized in 
the dental community?

 } Do you rely on proven science to approach your 
care?

 } Are you totally honest in describing your clinical 
skills and education?

 } Do you insist on a clear policy of fully informed 
consent?

 } Do you always hold yourself to “first, do no 
harm”?

 } Do you charge fair and honest fees?

 } Do you rely on the expertise of specialists when it 
is needed?

Dr. Simonsen’s questions point us in the right direction 
in developing a personal blueprint for ethical choices. 
There are other voices that add dimension to our 
process.

Dr. John Kois, president of the American Academy 
of Esthetic Dentistry, has a unique perspective when 
viewing ethics: “The future of dentistry will ultimately 
be guided by our freedom to make integrity-based 
decisions that rely on the strength of scientific evidence, 
not commerce. All our clinical decisions must begin by 
determining an individual’s risk for future disease even 
before he or she has expressed it. This is the core of 

our prevention protocols. All patient treatment is then 
directed toward reducing risk with therapy. Until we have 
more objective data with better metrics, much of our 
clinical decision making will continue to be emotionally 
driven and empirical. It will make us more vulnerable to 
these.

Drs. J.D. Bader and D.A. Shugars suggest that the 
implicit assumption accompanying any treatment is that 
the benefits of that treatment will outweigh any negative 
consequences. In short, this treatment is better than no 
treatment at all. This simple guideline hovers over us 
every time we approach a patient and consider his or her 
care.

Cosmetics pose a unique challenge because they are 
so highly discretionary. For that reason, we must be a 
patient’s advocate and remain more concerned about 
his or her issues than our own. We must challenge 
ourselves to remember we are serving our patient, not 
vice versa.

In 1952, Dr. L.D. Pankey said, “It’s the moral obligation 
of the dentist to bring his ability up as close to his 

 WILL WE BE SEEN 
AS OPPORTUNISTS 
AND SPECULATORS, 
LIKE THE GOLD 
MINERS, OR WILL OUR 
DESERVED REPUTATION 
AS DEDICATED 
AND CONCERNED 
PROFESSIONALS BE 
REALIZED?. 
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capability as possible in accord with his talent. Learning 
the technique is not enough. A dentist needs to learn 
how to take care of the whole person.”

I propose a series of questions that will help you define 
an ethical code of conduct. I invite you to consider each 
thoughtfully and commit your answers to paper for 
continual review and revision.

 } What is the dentist’s role in persuading or 
encouraging a patient to have cosmetic care?

 } What role does the dental team take in 
understanding the patient’s personal finances, 
and what difference should that make?

 } How much tooth reduction is appropriate for a 
cosmetic solution?

 } What constitutes fully informed consent? How 
much information is enough? How much is too 
little?

 } Who should prioritize highly discretionary care 
over care that is needed to address pathology and 
breakdown?

 } What obligation do we have in addressing 
occlusion and TMJ issues in conjunction with 
cosmetic care?

 } What is the scientific literature on which we base 
our esthetic approaches? How much time must 
we spend staying current on research? At what 
point is a procedure sound enough to put into 
regular use?

 } How do we learn from our failures? What do we 
do with our failures? What precautions must we 
take to avoid failures?

 } When is it appropriate to refer for specialty care 
over proceeding with cosmetic restorations? For 
example, is orthodontics or orthognathic surgery 
a better option in some cases?

 } How do you promote yourself and your services, 
and is this promotion scrupulously honest?

I pose these questions and share the thoughts of others 
to begin a broader dialogue about ethics, especially as 
they apply to cosmetic dentistry. I look forward to the 
discussion. I believe the better prepared we are to handle 
this golden opportunity, the more successful we will be.

 THIS SIMPLE 
GUIDELINE HOVERS 
OVER US EVERY 
TIME WE APPROACH 
A PATIENT AND 
CONSIDER HIS OR 
HER CARE. 
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IT’S 
NOT 
WHAT 
YOU 
SAY
RICK WORKMAN, DMD



GO TO
www.dentaleconomics.ae
TO READ MORE.

Personal Enrichmentإ

43www.DENTALECONOMICS.ae APR-MAY 2015

When they think of 
ideal communication, 
most people believe 
that being a clear 

and articulate speaker is important. 
Dr. Martin Luther King Jr. and John 
F. Kennedy are known for their 
famous speeches, but it wasn’t just 
their words that made them great 
speakers. They possessed something 
else.

While delivering lean and accurate 
content is certainly an important part 
of ideal communication, there is much 
more involved. There are significant 
elements of communication that 
ultimately impact how you are 
perceived, and more importantly, how 
people react to your message. Dr. 
King and JFK spoke with a powerful 
presence, passionate body language, 
and confident tone. Because of 
this, they were able to engage and 
connect with millions of people from 
all walks of life. That’s what great 
communicators possess – effective 
presence, body language, and tone 
that make their words resonate 
with their audience. You don’t have 
to be a world-renowned speaker to 
possess these traits, but it is critical 
to understand that we are verbally 
and nonverbally communicating with 
others constantly.

Communication is a key component 
of our personal and professional 
development. It determines how we 
are perceived, and in many cases, 
it will make or break our success. 
Because of this, it’s important to 
realize that how we say things is 
often more important than what 
we say. Dr. Gerald Bell of the Bell 
Leadership Institute teaches us that 
great leaders master all aspects of 
ideal communication. Specifically, he 
describes the 55-35-10 rule. When 
communicating, 55% of the audience’s 
focus is on your body language, 35% 

is on your tone, and 10% is on your 
words.

For dentists, this rule is vital for 
effectively communicating with 
patients and team members. When 
a new patient visits your office and 
sits in the dental chair awaiting your 
arrival, you have one opportunity to 
make a great first impression. The 
wrong body language or tone can 
spoil that. A dentist who doesn’t make 
eye contact, doesn’t face the patient, 
crosses his or her arms, stands too 
close, or appears disengaged will not 
inspire confidence in patients.

Likewise, using the wrong tone 
when communicating can have 
negative effects. One’s tone conveys 
attitude, whether it is happiness, 
anger, sarcasm, sincerity, or humor. 
When body language and tone are 
used effectively and appropriately, you 
can quickly build a great relationship 
with a patient. For example, the 
information provided to a patient 
during a treatment plan explanation 
is important, but the manner in which 
it is provided is equally important. 
This will play a crucial role in whether 
patients ACT on the message you are 
communicating or “just want to think 
about it.”

The same skills apply when 
communicating with team members. 
As the leader of the office, a dentist 
needs to set the tone for the entire 
team. Team members look for the 
dentist to display leadership qualities 
– confidence, attentiveness, and 
optimism. A dentist who looks down 
when speaking, slouches his or her 
shoulders, or has a detached attitude 
will emit negativity and insecurity. 
One can’t lead well with that type of 
presence. Team members won’t fully 
commit to an unconfident leader; a 
team will follow an authentic leader 
who has an open, positive, and 
mentally flexible attitude and behavior. 

In the end, an engaged, aligned, and 
excited team will generate superior 
results.

In many cases, dentists may not be 
aware they are communicating using 
harmful body language or tone. But 
our own perceptions of ourselves are 
not always in line with how others 
perceive us. Next time you speak with 
a patient or team member, I suggest 
you take the time to evaluate the body 
language and tone you are consciously 
and unconsciously using. You may 
learn about small issues that when 
improved upon, can make a world of 
difference in your communication and 
leadership skills. Many may feel that 
only nature or extensive professional 
training will enable this, but all that is 
needed is a commitment to change.

At Heartland Dental, we ask our 
affiliated doctors and team members, 
“Is increasing your lifetime success 
by 50% worth investing in personal 
development?” I hope all dental 
professionals feel that it is. Your 
patients, practice, and family will all 
benefit.

 WHEN 
COMMUNICATING, 
55% OF THE 
AUDIENCE’S 
FOCUS IS ON 
YOUR BODY 
LANGUAGE, 35% 
IS ON YOUR TONE, 
AND 10% IS ON 
YOUR WORDS 
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 } How profitable is your 
practice?

 } What is the best way to 
increase or maximize it?

 } Should you raise fees, or is 
it more profitable to lower 
them?

 } Should you eliminate 
reduced fee programs or 
embrace more of them?

Are you sure the practice is really 
profitable, or are you working for 
less than an associate would make?

These are questions that 
practitioners should ask themselves 
both in good times and in financially 
challenging times such as now, even 
if the truth is painful. In addition, 
much of the advice we read in our 
journals is incomplete, confusing, or 
even misleading.

Should you lower your fees 
in these times of economic 
uncertainty, leave them untouched, 
or raise them? Should you increase 
your marketing budget, minimize it, 
or eliminate it completely? Should 
you increase the investment in new 

technology, or stay with what you 
have? The following answers derived 
from sound business principles may 
surprise you.

To understand the financial 
dynamics and drivers of profitability, 
we will examine the most basic 
business principles that apply to any 
business, including dentistry. In the 
most basic form, the formula for 
determining practice profitability is 
total income (revenue) minus total 
expenses equals net practice profit. 
Often the problem is not being clear 
on what comprises these three 
numbers and the variables that 
affect them.

To better understand what is 
going on, each of these three 
variables -- total income, total 
expenses, and total profit -- will be 
expanded and explained. Once you 
grasp these concepts, the decision-
making process becomes easier and 
the results more predictable. (In this 
discussion, only real money inflows 
and outflows from the practice are 
considered. This is in an attempt to 
clarify what affects the bottom line 

of the practice from a cash-in/cash-
out standpoint, so depreciation will 
be ignored.)

TOTAL INCOME
Total income equals total number 

of patients seen times income per 
patient (number of procedures per 
patient times fee per procedure). 
Total income generated may 
appear to be the easiest concept, 
but arriving at the true number can 
be difficult. Total income is the sum 
total of all of the income that the 
practice collects minus any refunds 
or reimbursements. Many dentists 
erroneously assume that their 
monthly or yearly gross production 
numbers or total fees generated 
that show up on their PMS reports 
are their total income. Unless it is a 
cash practice with a 100% collection 
percentage, this is not the case. The 
adjusted collection number from the 
PMS reports will often get to this 
number. The number needed is the 
total amount of money collected, 
which means exactly that -- add up 
the total amount of cash, checks, 
and net credit card payments to get 

HOW TO MAXIMIZE 
YOUR PRACTICE 
PROFITABILITY 
BRADLEY DYKSTRA, DDS

(IN GOOD TIMES OR BAD)
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this number. Any money in accounts 
receivable is not income until it 
is collected. If a check bounces, 
it comes off the income until the 
amount is made good.

What are the variables that have 
an effect on the total amount of fees 
generated? The answer is, each of 
the three items that make up total 
income -- patients seen, procedures 
per patient, and fee per procedure. 
How does altering each of these 
affect the top line income?

The first and most important 
variable is the fee schedule: the 
higher the fees, the higher the 
income generation potential. A 
connected and obvious corollary is 
the effect that reduced fee programs 
such as HMOs, PPOs, or other 
reduced fee insurance programs 
will have on the bottom line. The 
more of these you participate in, the 
lower your net collection amount 
will be, and the higher the overhead 
percentage.

Before embracing any reduced fee 
program, take the time to calculate 
the effect on your bottom line (see 
chart A). Another temptation during 
times of economic uncertainty is 
to freeze the fee schedule. If you 
do this and your costs of providing 
services increase, even marginally, 
your net profitability will decrease. 
Remember the formula -- income 
minus expenses equals profit. 
There are no out-of-pocket costs 
associated with raising fees.

A greater temptation with even 
more severe financial implications 
is to reduce your fee schedule. If 
the practice overhead is 60% (an 
average practice today), reducing 

fees by 10% will reduce the net 
income by 25% (see chart A). Put 
another way, if you reduce your fees 
by 10%, you will have to produce 
25% more procedures plus your 
variable costs (lab and supplies) to 
break even. If your overhead is 70%, 
the effect on the bottom line is even 
more dramatic -- you will have to 
increase your production by 33% to 
maintain the same net profit.

On the other side of the equation, 
if your overhead is 70% and you 
increase fees by 5%, your net 
income will increase by 14% (see 
chart B). Put another way, you can 
do 14% (plus variable costs) less 
production while maintaining the 
same level of net income. Do you 
really want to freeze your fees? 
Does the temptation to lower them 
or embrace more reduced fee 
programs make any sense at all?

What are some additional ways 
to increase the total amount of 
fees generated? The most obvious 
one is to see more patients, which 
will result in getting more patients 
through the door or working 
more efficiently. If the practice is 
unmanageable and disorganized, 
engage a good practice management 
consultant to help you institute 
systems to increase your capacity.

This also raises the marketing 
question. Do you want to decrease 
your marketing budget, freeze it, 
or increase it? Since the majority of 
your costs are fixed, at least in the 
short term, anything you can do to 
increase income will increase net 
profit. If you increase the marketing 
budget from 3% to 5% (assuming a 
$100,000 a month production, from 

$3,000 to $5,000), you will have to 
bring in only $2,000 (plus lab and 
supply costs) more in production 
to break even. Taking in one to two 
patients should help you easily do 
this in the short term. The long-term 
benefits of having more patients are 
even greater.

Fixed costs are costs that you 
cannot change quickly (less than 
six months) -- employee expenses 
(normally), facilities, and insurance.

Variable costs are costs that 
correlate with the amount of work 
done -- supplies, lab, and associate 
or contract labor compensation.

A final way to increase revenue is 
to increase the number of services 
you provide for your existing 
patients. Are you presenting all 
the treatment they really need, or 
are you holding back for fear of 
overwhelming them or assuming 
they cannot afford treatment? Do 
you diagnose and present treatment 
based on their insurance coverage or 
their true needs? Are you addressing 
their periodontal and occlusal 
issues, or are you letting them ride 
for a while?

Take a hard look at the practice 

 THERE ARE 
NO OUT-OF-
POCKET COSTS 
ASSOCIATED 
WITH RAISING 
FEES.  
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patterns. Are there services you 
are now referring out that could 
be done in-house, such as endo, 
perio, extractions, or treating 
TMD and bruxism? If you have an 

increased amount of free time, 
consider learning a new procedure 
or treatment modality. Restoring 
and/or placing implants, Invisalign 
orthodontics, or laser dentistry are 
a few examples.

Is your treatment acceptance 
rate good, or could it use a little 
improvement? If you are not 
currently using digital intraoral 
and extraoral cameras in your 
diagnosis and treatment planning, 
this would be a great investment. 
When patients can see what you 
see, they truly start to understand 
their problems, and most patients 
will ask for the needed treatment. 

If your case acceptance goes up by 
10% and your overhead is at 70%, 
your net income will go up by over 
25% minus variable costs.

TOTAL EXPENSES
Determining the total expenses 

is very straightforward. Look at 
the check register or QuickBooks 
Profit and Loss Report each month 
and at the end of the year, and 
then determine the total outflow 
of cash via checks or credit card 
payments. What are the variables 
that affect expenses? The easiest 
way is to think of them in two basic 
categories -- fixed expenses and 
variable expenses. In the short 

term (under one 
year), the variable 
expenses are ones 
that go up and down 
each month and 
are correlated with 
your production 
numbers. In most 
cases there are 
only two -- the 
lab bill and supply 
bill. Others might 
possibly be the 
marketing budget 
and contract labor. 
Fixed expenses 
include all of 
the rest -- labor, 
facilities, insurance, 
etc. They stay the 
same no matter 
what the production 
and collection 
numbers are each 
month. Some may 
consider labor a 
variable cost, but in 
the short term it is 
a fixed cost. In the 

 REDUCING 
FEES BY 10% 
WILL REDUCE 
THE NET 
INCOME BY 
25% 

TABLE A - EFFECT OF FEE 
REDUCTION  ON PROFITABILITY

FEE REDUCTION

3 % 5 % 10 % 15 % 20 %

PRACTICE OVERHEAD PRACTICE PROFIT PROFIT REDUCTION

50 % 50 % - 6 % - 10 % - 20 % - 30 % - 40 %

55 % 45 % - 7 % - 11 % - 22 % - 33 % - 44 %

60 % 40 % - 8 % - 13 % - 25 % - 38 % - 50 %

65 % 35 % - 9 % - 14 % - 29 % - 43 % - 57 %

70 % 30 % - 10 % - 17 % - 33 % - 50 % - 67 %

75 % 25 % - 12 % - 20 % - 40 % - 60 % - 80 %

80 % 20 % - 15 % - 25 % - 50 % - 75 % - 100 %

TABLE B - EFFECT OF FEE 
INCREASE  ON PROFITABILITY

FEE INCREASE

3 % 5 % 10 % 15 %

PRACTICE OVERHEAD PRACTICE PROFIT PROFIT INCREASE (OR LOSS) OF 
PRODUCTION TO STAY EVEN

50 % 50 % 6 % 9 % 17 % 23 %

55 % 45 % 6 % 10 % 18 % 25 %

60 % 40 % 7 % 11 % 20 % 27 %

65 % 35 % 8 % 13 % 22 % 30 %

70 % 30 % 9 % 14 % 25 % 33 %

75 % 25 % 11 % 17 % 29 % 38 %

80 % 20 % 13 % 20 % 33 % 43 %
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long term, which is anything over 
one year, many expenses can be 
considered variable.

Dentists are often tempted to 
find ways to cut expenses, reduce 
employees, or use cheaper supplies. 
Although it is always important to 
run a lean practice, cutting expenses 
is not generally the way to increase 
practice net income over time. Take 
supplies, for example. If the normal 
supply bill is 5% of production and 
you find a way to save 10% on the 
supply bill (almost impossible), this 
translates into only a half of 1% 
(5%-.5%=4.5%) increase in practice 
net income. It would only take 
.02% increase in production or fee 
increase to accomplish the same 
result. Long term, you cannot save 
your way to prosperity by simply 
cutting expenses.

This temptation to cut costs also 
segues directly into the marketing 
budget. If the marketing budget 
is 4% of practice income (high for 
most practices) and it is reduced to 
2%, it will result in an immediate 
2% increase in practice net income. 
The bigger question is what will the 
effects be over the next six to 12 
months? If the marketing program 
is effective, it will generate more 
income than it costs. Assume 
that cutting the marketing budget 
by 50% (4% to 2%) reduces new 
patient flow by 30% and production 
by 10%; therefore the result is very 
detrimental to the bottom line of the 
practice. If you are not tracking the 
results of the marketing efforts, it is 
time to do so. Eliminate what does 
not work and increase what does 
work.

A similar temptation may be to 
reduce the number of hygiene days 
in the practice. Again, remember 

that about 60% of the doctor 
production comes from the hygiene 
area. Do everything you can to keep 
the hygiene department strong and 
productive. Take the extra time to 
build and reinforce the value of the 
preventive care appointments for 
your patients.

THE BEST WAY TO 
CONTROL OVERHEAD 
PERCENTAGES IS TO 

INCREASE PRODUCTION
Net practice income is what is left 

after subtracting all of the expenses 
from the total income. What should 
your net practice income (before 
personal taxes) be? A benchmark 
to aim for is a combination of two 
numbers. The first is being paid for 
the work you as the dentist produce. 
If the going rate for compensating an 
associate is 33%, the owner dentist 
should be compensated at least at 
this level. The second number is 
being paid a return on the investment 
of the practice. A good rule of 
thumb is to expect a 10% return of 
the investment in the practice. If 
you have invested $1 million in the 
practice, the return should be 10% 
or $100,000 plus 33% of the practice 
income generated. If the practice 
income is $1 million, this means a 
total practice income of $430,000 or 
43% (33% earned from production 
and 10% from return on investment 
in the practice). This translates into 
a 57% overhead, which is not easy 
to achieve, but with good systems in 
place, is possible.

In determining the net income, it is 
also important to take into account 
a few add-backs or additions taken 
from the total expense department. 
These may include pension plan 
contributions for the owner/doctor, 

car allowances, health insurance, 
and continuing education expenses. 
If the net practice income of a 
million dollar practice is only 35%, 
but $100,000 was placed into a 
retirement plan for the doctor, 
the real income is 45%. Once you 
understand the numbers of the 
practice, the decision-making 
process becomes much easier and 
effective.

In summary, if the goal is to 
maximize practice profitability, 
remember the formula -- Total 
practice income (total number of 
patients seen times income per 
patient [procedures per patient 
times fee per procedure]) minus 
total expenses (variable expenses 
plus fixed expenses) equals net 
practice profit. Focus on the 
real drivers of income growth -- 
increasing the number of patients, 
procedures per patient, and fee for 
procedure. Reduce overhead to a 
healthy level, but keeping the focus 
here will not bring long-term growth 
or prosperity.

 IF THE 
MARKETING 
PROGRAM IS 
EFFECTIVE, 
IT WILL 
GENERATE 
MORE INCOME 
THAN IT 
COSTS.   
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HOW TO 
PROFIT FROM 
COSMETIC 
DENTISTRY:
CONNECTING 
WITH WOMEN
DEBRA GRAY KING, DDS, FAACD
DANIEL R. KING, JD, CPA

Dentists who want to perform more cosmetic dentistry must connect with women 
in the right way. This is hardly news. But like nervous boys at a junior high school 
dance, most dentists haven’t figured out how to talk to women. Even those few who 
have enjoyed some success connecting with women don’t fully understand how they 
can make or break their business.
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FISH WHERE THE FISH ARE
Those who want to succeed in a service industry 

must focus their marketing efforts on the portion of 
the population that is likely to purchase the goods 
or services the business offers. A business geared 
to hunting and fishing, for example, would fail if its 
marketing efforts focused exclusively on women.

According to the Bureau of Economic Analysis, 
women are responsible for 85 percent of the $7 trillion in 
personal consumption expenditures in this country. And 
dentistry, as a whole, serves a predominantly female 
population, in that decision-makers on dental purchases 
usually are female. Although women make up only 51 
percent of the U.S. population, their “power of the purse” 
extends to a reported 85 percent control over family 
choices about dental care and services. This means that 
women not only control the process of choosing a family 
dentist, but also — in our experience — an aesthetic 
dentist for themselves and their loved ones.

Women also exert great influence over the males in 
their lives in making these decisions. Dentists who do 
not appreciate these facts and do not understand how to 
connect with women are doomed to pick up the scraps 
left from those who do.

Here is a question for those still unconvinced: If men 
make only 15 percent of all dental decisions, does it 
make economic sense to focus on them (e.g., have 
dental offices that look like a men’s club or hunting 
lodge)? That would be as miscalculated as having a 
hunting and fishing store that catered to women.

FOLLOW THE MONEY
Most dentists fail to realize that changing their 

practices to appeal to women could earn them an 
exponential boost in production and income. They err in 
the belief that such changes are difficult to accomplish. 
“Companies that decide to wait [to connect with women] 
will be goners,” says Marti Barletta, a former marketing 
executive for Clorox and author of Marketing to Women: 
How to Understand, Reach, and Increase Your Share 
of the Largest Market. Female marketing guru Faith 
Popcorn, author of the best selling book, EVEolution: 
Eight Truths of Marketing to Women, agrees: “The 
companies — from Fortune 500s to mom-and-pops 
to start-up entrepreneurs — that do the best job of 

marketing to women will dominate every significant 
product and service category for years to come.”

Corporate America certainly seems to have taken 
notice of the importance of reinventing their business 
lines and focusing on women. As examples, in addition 
to twists on everything such as razors, cereals, and 
water to make them more desirable to women, Proctor 
and Gamble has launched Crest Rejuvenating Effects, 
a toothpaste line featuring flavoring and packaging 
that appeals to the softer sex. And earlier this summer, 
General Motors sent an offer to a million women offering 
them $100 spa certificates for test-driving a GMC sport 
utility vehicle.

WOMEN HAVE PERIPHERAL VISION
Women use their brains differently than men. Men 

and women simply are wired differently in the way they 
receive and process information. Women see not only 
the forest, but also the trees, the leaves, the different 
colors and veins in the leaves, the underbrush, and the 
bugs underfoot — the many nuances and details that 
make up the whole.

This peripheral vision is illustrated when Matt Lauer 
appears on the Today show in a new cardigan. Do men 
rush out the next day to pick up a similar one? No, and, 
in fact, 24 hours later, most men couldn’t even tell you 
what Lauer was wearing. Men mostly just zero in on the 
news content.

Women are different. When Diane Sawyer delivers the 
latest headlines, women not only are intently listening to 
the news, but are noticing her hair (“Would that cut look 
good on me?”), the color and the cut of her jacket (“Does 
that color go with her eyes?”), the details of the news set 
(“Is that walnut desk new?”) and whether Sawyer looks 
tired — all while absorbing the crux of the story.

Women have a roving antenna. They notice everything. 
And to succeed in aesthetic dentistry, dentists must 

 WOMEN HAVE A 
ROVING ANTENNA. 
THEY NOTICE 
EVERYTHING 
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understand this. Everything matters and you must take 
a whole practice approach. Consistency is key. Your 
image and your skills; your teeth and what you wear; 
how long you take to answer the phone; your artwork; 
the cleanliness and texture of your surfaces, decoration, 
music choices, and aromas, all communicate more 
fully who you are and what you have to offer than 
anything you may say. In short, everything a woman 
sees, hears, touches, tastes, or smells in your office 
must communicate the same message: excellence and 
quality.

GOOD NEWS: YOU DON’T HAVE 
TO PAINT YOUR OFFICE PINK

It’s sometimes hard for anyone, male or female, to 
jump right in with all the right insights about connecting 
with women. But here are some basics. Blatant 
pandering for your female patients’ attention will fail 
— badly. The fact is, women don’t bond with companies 
that market to them in an overly aggressive way — and 
that includes dental offices. A full-frontal attack just 
isn’t the way to turn a woman on. That means don’t run 
out and paint your office pink, put out lacey napkins, 
and reupholster your sofa with a flower pattern. To 
woo women and their families (which women control), 
dentists need to employ a sophisticated approach. 
They must connect with women by giving them a total 
experience instead of just a dental visit. This is what 
some call “experiential marketing.”

Think about the whole experience of a patient’s visit. 
What are the sights, the look, the feel, the smells, the 
colors and textures, sounds, and tastes of your practice? 
Starbucks took all the senses into account when 
reinventing what 20 years ago seemed to be a boring, 
low-profit enterprise — a coffee shop. The warm woods, 
cozy couches, hissing steam from the espresso machine, 
and soft jazz in the background are no accident.

Starbucks built one of the strongest brands in the 
world in just a few years. And, for most of the formative 
years, their growth was without the aid of external 
marketing. Similarly, Home Depot took the dull concept 
of a hardware store and transformed it into an exciting 
and educational experience. Dentists must similarly 
transform their offices if they want to reach a higher 
level of economic success.

APPEARANCES COUNT
To truly connect with women, dentists must 

understand the benefits that generally appeal to them. 
If women are contemplating an investment in life-
altering treatment, confidence in their clinician and their 
treatment results are key. Women will pay more, travel 
further, and be more loyal to a practice they believe is 
clinically excellent and will deliver superior results. 
Clinical excellence is the foundation of a successful 
aesthetic practice, and a doctor’s experience, training, 
and other skills are obviously critical to ensure patient 
satisfaction. But your patients must perceive your 
clinical excellence. Don’t fall into the trap of failing to 
distinguish these two concepts.

As an illustration, let’s imagine that an incredibly able 
and gifted dental clinician practices in a facility with 
10-year-old stained carpet, bulletproof glass windows 
between the reception area and the front desk, and the 
romantic aroma of eugenol wafting through the lobby. 
The unanimous perception will be that this dentist is 
second-rate. No level of expertise can erase the negative 
impression that a worn-out, utilitarian office makes on 
female patients. As Dr. David Hornbook so aptly put it, 
“You must create the atmosphere and environment in 
which people become comfortable paying for the best.”

External marketing efforts, facility, staff members, 
verbal skills, and equipment prepare women for the 
care and results they will receive in your office. It also 
“pre-frames” them as to the cost of the treatment. If a 
woman walks into the Ritz-Carlton, she isn’t surprised 
when her hotel room is more than $500 per night, nor 
would she complain that Motel 6 is only $50 per night. 
So, if your patients recoil in sticker shock when they 

 THEY MUST 
CONNECT WITH 
WOMEN BY GIVING 
THEM A TOTAL 
EXPERIENCE INSTEAD 
OF JUST A DENTAL 
VISIT.   
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receive a treatment plan and tell you that they can go to 
another dentist and get a veneer for $600 a unit, it means 
you haven’t established a perception of excellence that 
matches your clinical excellence. Price is always the 
tiebreaker when consumers can’t distinguish between 
the qualities of the available choices.

THOUGHTS ON “SPA” DENTISTRY
Making dentistry a pleasant, pampering experience 

is definitely in line with connecting with your biggest 
target. Women don’t have to have cosmetic dentistry 
— it’s elective. They also don’t have to go to nice hotels 
or spas. They do it because they want to. But, according 
to the American Dental Hygienists’ Association, half of 
Americans seldom go to a dental office regularly. And, in 
our experience, of the 50 percent who do, many view it 
as a necessary evil. Many would like to have their smile 
improved, but they just don’t want to go through hell to 
get there.

Some dentists have tested the dental spa trend. But 
there are dangers in dentists presenting their practices 
as “dental spas.” One risk is that you will “over-promise” 
and “under-deliver.” Baking Otis Spunkmeyer cookies 
and lighting a couple of scented candles while running 
your practice as usual does not a dental spa make.

If you are going to hold yourself out as a “dental spa” 
or as the “Ritz-Carlton of dentistry” in your town, you had 
better be the real deal. Women don’t like to be fooled. It 
is a certain way to lose credibility. Spa-like amenities will 
not cover up for other deficiencies. If the local Motel 6 
starts marketing itself as the Ritz-Carlton, it may trick a 
few people into coming through the door, but it won’t be 
long before people realize that they’ve been had.

On the other hand, it is possible to go overboard in the 
other direction. Dentists need to be mindful that adding 
spa-like amenities should not take them away from their 
core mission — dentistry. Be cautious about adding 
services like Botox, microdermabrasion, nutrition 
counseling, or permanent makeup. Too many services 
like these can give the perception that the dentist is a 
“lightweight” in crucial areas; e.g., cosmetic dentistry. 
The objective is to have your patients not only love the 
finished product, but also have an enjoyable experience. 
You can’t be all things to all people. Pick your niche and 
focus — on what you want to do, and what the market 

will bear.

BECOME WHAT YOU’RE TRYING TO SELL
One of the most important influences is the look of the 

dentist and the team. If you were interviewing a personal 
trainer, and a candidate appeared weighing 350 pounds, 
with a cigarette in one hand and a chili dog in the other, 
would you hire him? Of course not! An overweight trainer 
isn’t exactly practicing what he preaches. Similarly, you 
and your team must be models of what you are selling.

Cosmetic dentistry is all about appearance. You are 
selling white, bright smiles. If you don’t walk the talk, you 
have no more credibility than the exercise-challenged 
personal trainer. A dentist who wants to perform 
cosmetic procedures must have a flawless smile. As 
self-evident as this seems, it is one of the most widely 
disregarded rules by dentists who want to perform more 
cosmetic procedures. If you need to improve your smile, 
don’t wait — just do it.

PRACTICE TIP
Is it a requirement for everyone in the practice to have 

a beautiful smile? The answer is yes! They must either 
have a beautiful smile to begin with or be willing to 
improve their smile, if needed. Here is a practice tip on 
this issue.

For many staff members, a new smile design can 
be an expensive proposition. Some doctors have been 
burned by staff members who had expensive procedures 
performed on the doctor’s nickel, only to leave a short 
time later. In our practice, if a staff member needs a smile 
design, we will have the team member sign a promissory 
note for the full amount. The note documents that if the 
staff member is continuously employed for a period of 
three years, then we will forgive the debt and tear up the 
note. This is an incentive for long-term employment and 
allows the doctor and the team member to feel good 
about the investment.

Beautiful smiles, a designer look to uniforms (instead 
of scrubs), well-done hair and make-up (after lunch, 
we have a lipstick patrol) — these things preframe 
patients’ expectations about the quality of care they will 
experience in your office. These things are especially 
important when connecting with women. Paying 
attention to the details that matter most to women 
will allow you to perform more cosmetic dentistry and 
greatly increase your production.
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 The Problem
 The American Academy of periodontology estimates that 73% of 

dental practices do not diagnose periodontal disease. The American 
Dental Association indicates that 50% of dental practices diagnosing 
periodontal disease do not probe on a regular basis. Although, whole 
mouth periodontal probing protocols are considered the gold standard 
in Periodontal Pocket Depth Measurement, they are not performed 
routinely. In most dental practices, periodontal probing is performed 
when there is a periodontal related emergency or periodontal problem. 
Unfortunately, except for abscesses of the Periodontium; all periodontal 
disease classifications are painless. Furthermore, whole mouth probing 
protocols are time consuming, stressful and financially unrewarding. The 
absence of whole mouth periodontal probing data from the patient dental 
records is considered professionally and legally below the acceptable 
standards of care.

 The Proposed Solution 
Introduce whole mouth digital periodontal probing as the central 

component of digital dental diagnosis protocol that focuses on 
comprehensive examination and assessment of the Endodontium 
and Periodontium of every tooth in the patient mouth. The digital 
dental diagnostics protocol s’ appointment is an independent one 
hour procedure, scheduled and properly charged to serve as a base 
line foundation for preventive dentistry patient care programs, or as a 
prerequisite to comprehensive care dentistry, periodontal and implant 
dentistry, adult orthodontics and Orthognathic Surgery.

 The comprehensive digital dental diagnostics protocol includes the 
following records, questionnaires and procedures:

1. Standardized medical, social and dental histories and general extra 
and intra oral examinations.

2. Standardized Digital FMX Periapical Radiographs

3. Orthopantograph 

4. Documentation of Thermal dental Pulp Response Testing of all teeth

5. Standardized Intraoral and extra oral photographic record

6. Collect the Florida Probe Digital Diagnostics, which will provide 
computer-based documentation of the followings:

 • Full Mouth Charting based on the data of the intraoral examination 
of the mouth and teeth

 • Standardized Whole Mouth Periodontal Pocket Depth 
Measurements.

 • Bleeding on Probing Index (BOB)

 • Plaque Index (PI) 

• Furcation involvement status.

 • Tooth Mobility 

7- Immediate patient feedback: The most significant findings of the 
above collected records and data are used to inform patients briefly about 
their oral-dental health condition. 

8. Treatment Plan:  A more structured presentation supported by  
visuals, radiographs and the Florida Probe graphs (see below) is organized   
according to the type and nature of the patient’s problems and the criteria 
of standardized treatment planning case presentation.  

Comprehensive Digital Dental Diagnostics protocol
Marwan AbouRass, DDS, MDS, Ph.D.
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LET NO DEBT 
REMAIN 
OUTSTANDING
BRIAN HUFFORD, CPA
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There is no financial topic that is 
more telling about a dentist’s wealth 
philosophy than the topic of debt.

Two questions display the full 
range of beliefs about the use of debt 
in dentistry. These are, “How much 
debt can one safely incur?” and “How 
quickly should debt be repaid?” 
The admonition from the book of 
Romans in the Bible is “Let no debt 
remain outstanding.”

One of my friends interpreted the 
Bible passage literally as prohibiting 
the use of any debt whatsoever. He 
refused to purchase a home because 
he could not afford to pay cash. His 
family always rented. Apparently a 
lease is not a debt. Our government 
seems to have taken the opposite 
tack -- “Let all debt remain 
unending.” Somewhere between 
these extremes there is the right 
answer for you.

Some dentists try to classify debt 
in terms of the purpose for incurring 
it -- either good debt or bad debt. 
Good debt is debt incurred for 
education, business, investing, or 
buying a home. Bad debt is any debt 
used for consumption (except for 
purchasing a boat).

This good debt/bad debt 
comparison never seemed to work 
for me, perhaps because I was 
suspicious that either the banking 
or real estate industry was behind 
this method of classification. Other 
dentists treat the reason and risks 
for incurring debt as a light issue, but 
then become religious about debt 
repayment. In this case, perhaps 
good debt is any debt that can be 
amortized in five years, including a 
mortgage. All excess cash should be 
used to more rapidly repay debt.

The breakthrough for me 
regarding how to think about debt 
came only as I explored the impact 
of debt on other important financial 
goals. In other words, debt is neither 
good nor bad unless it negatively 
impacts other more important 
financial goals. 

1Debt is a liquidity risk; 
it’s best to have a six-
month cash reserve. The 
question of how much 
debt one can safely incur 

is unanswerable. Will you be able 
to make mortgage payments for 
30 years? Who can answer this? 
No one knows the future. Rapid 
repayment of debt does not mitigate 
liquidity risk until the debt is finally 
eliminated. Between the times of 
debt and no debt, liquidity risk must 
be addressed. Rather than rapidly 
repaying debt, one should first set 
aside a six-month cash reserve 
equal to six months of total debt 
payments.

2Debt is a wealth 
accumulation risk; best 
to save 20% of income. 
While rapid repayment 
of debt is the surest 

way to get out of debt, it is also 
the surest way to sabotage wealth 
creation, especially in dentistry. 
My first thought when asked how 
quickly debt should be repaid is 
how quick repayment will affect the 
ability to save 20% of income. If the 
ability to save for future goals is 
impaired by rapid debt repayment, 
then debt payments should be 
restructured. Having no debt is not 
a complete goal. Replacing working 
income is a complete goal. We were 

born without debt, but we cannot 
independently support our needs. 
Saving is a primary goal; debt 
elimination is a secondary goal.

3Debt is a bet on the 
future; best to live in the 
present. One of the most 
difficult questions for me 
has been how much debt 

may be wisely used to pursue future 
goals. Chief among these is student 
loan debt. I was recently introduced 
to a graduating dentist with more 
than $700,000 of student loan debt. 
How does one approach that? Is 
$250,000 okay, but $700,000 is not? 
Higher education and home costs 
have grown beyond reasonable 
norms at times due to the availability 
of easy credit. There is always a 
reckoning when the availability of 
easy debt fuels prices. Incomes 
and valuations tend to cycle within 
norms and extremes. There are 
cyclic trends within larger secular 
themes. Neither is easy to discern, 
except in hindsight. Future debt bets 
should be evaluated with traditional 
investment valuation tools such 
as diversification, internal rate of 
return, etc. A new office building, for 
instance, should be evaluated based 
upon traditional practice overhead 
statistics. Present-day traits, such 
as frugality and simplicity, should 
underlie future bets.

In the end, debt is simply debt. Like 
alcohol or food, debt can enhance 
life or end it. In dentistry, debt is a 
necessary evil which, with proper 
management, can be used to create 
tremendous opportunities. When 
paired with wisdom, the proper 
use of debt leads to wealth creation 
throughout a career.
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SOCIAL 
MEDIA 
IT’S ALL 
ABOUT 
THE 
PICTURES!

KRISTIE NATION
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Bringing your practice up to 
speed with social media 
means being aware of 

exactly how powerful images can 
be in the social realm. Numerous 
studies show that image-driven 
content creates a higher level of 
social engagement than any other 
type of post. This holds true for 
social platforms.

EXACTLY HOW POWERFUL 
ARE IMAGES? LET’S TAKE 
A LOOK AT FIVE DIFFERENT 
STATISTICAL MEASURES:

1. SMM guru Dan Zarrella 
examined the top 10,000 most 
“liked” Facebook pages. He revealed 
that photos generated not only the 
most likes, but also the majority of 
shares across all types of posts.

2. Facebook has announced that 
photo albums generated 180% more 
engagement than other types of 
posts, with individual photos right 
behind at 120% more.

3. HubSpot noted that the human 
brain processes images 60,000 
times faster than text.

4. One month after the introduction 
of Facebook timeline for brands, 
visual content boosted engagement 
by 65%.

5. Members of other social sites 
use Pinterest heavily. In fact, 98% 
of people surveyed with a Pinterest 
account said they also have a 
Facebook and/or Twitter account. 
More than 20% of Pinterest users 
say they have purchased an item 

after seeing it on Pinterest.

The images your dental 
practice shares on social 
media could be the most 
influential content of all 
when it comes to measuring 
the impact of your social 
campaign.

The time required to post an 
image (particularly if the image is 
copyrighted by your practice) is not 
much more than the time required to 
post a text, however, the reach can 
be exponentially greater. But just 
posting the image in one location, 
such as Facebook, could mean 
your practice misses out on a vast 
opportunity.

While Facebook is one of the most 
heavily used and recognized social 
sites, there are others that embrace 
visual content even more strongly. 
If you embrace all platforms, your 
image-based message will reach 
more viewers and have a wider 
impact than if you restrict your 
social efforts to Facebook alone.

Here is a simple five-step 
process to help you maximize 
the reach of your images:

1. Start with Facebook. Post 
your image on your Timeline with 
a short comment and invitation 
to share. (Always include a call to 
action. Your post is three times 
more likely to be shared if you ask 
than if you do not). Check your page 
“insights” and try to post your image 

at peak engagement times for your 
practice’s page.

2. Pin the image to a Pinterest 
board. Make sure the image includes 
the direct link back to either your 
Facebook page or your practice’s.

3. Tweet the image you just posted 
on Pinterest by using the Twitter 
button. Use a hash tag if appropriate 
to engage viewers. Again, aim for 
peak engagement times.

4. Post your image to Google+. 
This platform is image-friendly.

5. Finally, post to Instagram. 
This can be done by uploading the 
original image file, or by saving it 
from your Facebook Timeline and 
posting it to Instagram with a simple 
description. (You can also share 
directly from Instagram to Tumblr, 
Flickr, and other visual social sites).

While Facebook, Twitter, 
Pinterest, Instagram, and Google+ 
are the main platforms you should 
use when launching a visual social 
media campaign, there are dozens 
of other platforms available as well. 
Include inspirational messages 
alongside images of your “success 
story” patients to promote even 
more engagement. And, don’t forget 
to commemorate your practice’s 
community efforts.

Plan on becoming picturesque. 
You’ll be amazed at the increase in 
social engagement you can achieve 
simply by changing your focus from 
plain text posts to image-based 
content.
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FROM WEBSITE 
TO DYNAMIC 
WEB PRESENCE
GLENN LOMBARDI, BA

A website is one of the most important marketing tools dentists can invest 
in today. But with other dentists competing for prime positions online, a 
website by itself is not enough to rise above competitors and connect with 

future patients.
Dentists need an entire Internet presence. This means extending a practice’s digital 

footprint beyond the website and into other online opportunities to attract new 
patients and retain the existing ones.

Patients are using a variety of online resources, such as search engines, directories, 
reviews, and social media to seek information about dental providers and services. 
While your website will always remain one of these resources, it might not be the 
first place prospects go to find you.

Here are a few tips for harnessing additional online spaces to ensure that no matter 
where patients look, they will always find the most accurate, motivating, and helpful 
information about your practice.



59

GO TO
www.dentaleconomics.ae
TO READ MORE.

Technology

www.DENTALECONOMICS.ae APR-MAY 2015

GET RECOGNIZED IN THE 
MAJOR SEARCH ENGINES

Major search engines such as Google are where 
your patients will find detailed information about you 
and your services. Your site can have all the bells and 
whistles, but if it’s not showing up on the first few pages 
of the search results, then don’t expect a steady flow of 
new traffic.

You need to create a website that enables future 
patients to find you, and then be sufficiently motivated 
to become patients. Search strategies, such as search 
engine optimization and pay-per-click advertising, 
are some of the best techniques for amplifying your 
website’s visibility in the search results and putting you 
in front of future patients.

BUILD AND MAINTAIN REFERRALS
People have always relied on their friends for 

recommendations. From where to go to what to buy, 
these conversations are now happening on social media 
sites, such as Facebook, Google Plus, and Twitter. 
Believe it or not, even a dentist can benefit from a social 
media presence.

Social media allows your practice to build deep patient 
relationships, connect with future patients, garner word-
of-mouth recommendations, and increase awareness 
for your practice. Integrate your social platforms with 
your website for seamless maintenance and maximum 
online exposure.

ENHANCE YOUR REPUTATION
Reputation is everything because, let’s face it, a 

patient’s opinion about your practice can carry a lot 
of weight in terms of whether or not you get referrals. 
Hundreds of online directories and review sites 
aggregate reviews about local businesses for the public 
to view. Your current patients are likely discussing your 

services online, and future patients are visiting these 
sites to see what others are saying about you before 
they make an appointment.

Good reviews can be highly effective in generating leads 
for your office, but negative remarks can damage your 
reputation. By being proactive about your online image, 
validating your listings in the important directories (such 
as Yelp), and asking patients for reviews, you can build 
a solid identity for your practice online that will have a 
lasting, positive influence on patient prospects.

BE AVAILABLE
Not too long ago, you just needed to make sure 

that your website was built for desktops and laptop 
computers. But today almost everyone owns a 
smartphone, and web-based information that was once 
accessible only from your home computer can now 
be accessed from virtually any place and at any time, 
thanks to increasingly sophisticated mobile technology.

A mobile-friendly website will feature the important 
functions that prompt mobile users to easily and quickly 
make decisions and take action from the small screens 
of their smartphones and tablets. This includes click-
to-call, one-touch appointment requesting, and instant 
office directions.

REFRESH AND REFINE
Although your website is a fundamental piece of 

your marketing strategy, it’s not the only way to grow 
your practice. Start focusing efforts on establishing a 
comprehensive presence online that includes building 
an engaging Facebook page, optimizing your website for 
search, claiming your online listings on review sites, and 
re-creating your traditional website for smartphones 
and tablets. Seek assistance from a skilled dental online 
marketing provider, continually monitor your plan as you 
go, and be ready to revise based on current successes 
and failures.
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THE ECONOMICS OF 
DENTAL ESTHETICS
ROBERT A. LOWE, DDS, FAGD

THE PAST
When it became possible to affix toothcolored 

restorative materials to enamel in the early 1980s, the 
face of dentistry changed forever. The “Age of Esthetic 
Dentistry” was born. No longer did the dentist deal only 
with dental disease (caries and periodontal). Now, we 
could offer solutions for esthetic dental problems that 
were never before possible. Around the same time, tooth 
whitening, or bleaching, was also discovered to be a 
conservative way to help esthetically enhance the color 
of a patient’s teeth.

There were early struggles within the profession to 
accept these esthetic or cosmetic treatments as “real 
dentistry,” but eventually they became a part of most 
general dental practices. In the 1990s, “esthetic gurus” 
formed institutes or learning centers to help train 
dentists in the latest esthetic procedures and convert 
their general practices to “elective esthetic (cosmetic) 
dental centers.” Soon, most dental practices were 
promoted as esthetic or cosmetic, losing focus on the 
general dental services they provided.

Many of these offices flourished for several years until 
around 2007, when the worldwide economic downturn 
began to affect many businesses including dentistry. As 

the discretionary incomes of many disappeared, so did 
the demand for elective dental services. Many dentists 
who followed the advice of the gurus, limiting their 
practices to esthetic services, found their bottom lines 
suffering and, as a result, reverted back to building their 
general services, which even during the downturn did 
not suffer as bady if at all.

THE PRESENT
Fast forward to 2014. While according to “experts” 

some economic recovery has occurred in the business 
of dentistry, it has not been across the board. Many 
offices have had to scale back fees on elective services 
to make them more affordable in today’s economy. 
Bread-andbutter general dentistry is still what keeps 
the profession moving forward. Does this mean that the 
Age of Esthetic Dentistry is now behind us? Many do not 
believe so, although the game has surely changed. One 
possible strategy for the estheticallyoriented general 
dental practices moving forward is to offer a tiered level 
of esthetic services at different price levels to allow those 
patients interested in esthetic dentistry the opportunity 
to afford these elective services.
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The following represent four levels of esthetic services 
that can provide a beautiful cosmetic result that patients 
will appreciate:

1. Tooth whitening

2. Porcelain laminate veneers

3. Laboratory-processed composite 
laminate veneers (“Pearlfect Smile”)

4. Prefabricated indirect composite veneers

It is important to remember that acceptance of 
esthetic procedures is very subjective, both to the patient 
and the dentist. Some in our profession will accept only 
the highest level of dental artistry, but it is important 
to remember whom it is we are trying to satisfy. If the 
patient cannot discern the esthetic difference between 
“a Chevy” and “a Maserati,” does everyone really need a 
Maserati?

BEFORE AFTER

Porcelain laminate veneers have represented the most popular elective esthetic option for patients who desire 
not only a change in color, but also in the position of their teeth (when orthodontics is not an option for the patient). 
Porcelain veneers can also transform old, worn teeth back to a very youthful appearance, both for esthetic and 
functional purposes. This option usually also represents the most costly option for the patient due to the chair 
time involved and laboratory costs, which for some high-end ceramists can exceed several hundred dollars per 
tooth. Lithium disilicate (e.max: Ivoclar Vivadent) offers a stronger, sometimes less costly alternative to traditional 
feldspathic materials. Porcelain veneers require two patient visits to place and are cemented using total-etch and 
resin cement (in this case, All Bond Universal and Duo Link resin cement: Bisco).

FIG. 1 
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BEFORE AFTER

AFTERBEFORE

Indirect laboratory-processed composite veneers, or “Pearlfect Smile,” is one of dentistry’s best-kept secrets. 
Indirect composite (Premise Indirect: Kerr Corporation), since it is processed in a nitrogen environment under 
pressure, is 100% converted monomer to polymer chains, as opposed to direct composite, which converts up to only 
70% with light curing alone. The result is a stronger, more highly polished restoration than its direct counterpart. 
Because of a laboratory fee that is sometimes more economical than porcelain, and a delivery time that is often 
twice as fast as porcelain due to a more intimate fit, the fee for this esthetic alternative can be significantly less than 
its porcelain counterpart. “Pearlfect Smile” veneers also require two patient visits to complete the procedure, and in 
this case were cemented using total-etch bonding technique and resin cement (Optibond Solo Plus and NX 3: Kerr 
Corporation).

Prefabricated composite veneers offer the newest in esthetic options for the patient. The veneers come fabricated 
in three different sizes (Edelweiss: Ultradent) and are luted into place with nano-microhybrid composite. Since the 
sizes of the veneers are not exact, the nano-microhybrid composite may make up a portion of the finished surface 
of the restoration. And, because both the luting medium and veneer are made out of the same material, when light-
cured, both surfaces are finished and polished leaving a seamless transi-tion. In this case, teeth Nos. 7 through 10 
were treated with Edelweiss Veneers.

As far as the economics, these restorations are placed in one patient visit, and the cost of materials is about one-
half of the most economical laboratory-processed veneer.

CONCLUSION
Four different elective esthetic options have been shown that offer patients the ability to “upgrade” their smiles. 

By setting proper patient expectations, these services and different price points can offer the patient dental esthetic 
alternatives that economically and esthetically fit their needs.
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IS THE PFM DEAD?
MICHAEL DITOLLA, DDS, FAGD

The PFM is essentially a dental institution. It was the 
go-to crown for my dad’s generation (he began practice 
in 1964) and for my generation as well (I graduated in 
1988). It has become so generic that, while every dentist 
in America knows what “PFM 19 A2” means, most have 
no idea what metal or ceramic will actually be used.

Shockingly, as of December 2013, the PFM now 
makes up a paltry 10% of the crowns that we are asked 
to fabricate by dentists (Figure 1). Keep in mind that in 
December 2013 we worked with just more than 42,000 
dentists in all 50 states. So it’s a pretty good sample size 
that represents the U.S. well.

Consider that as recently as 2007, PFMs were more 
than 65% of the crowns we fabricated for dentists. Six 
years later, PFMs are barely able to hang on to a double-
digit percentage of our overall crown production.

For the PFM to drop off that drastically in just six years 
leads me to one conclusion. As much as the PFM has 
been dentistry’s workhorse for the last 50 years, the 
average dentist was always well aware of its limitations. 
How else can you explain why dentists would turn from 
their default crown of choice so quickly, with little clinical 
validation to support that decision? What was it about 
the PFM that caused dentists to nearly abandon it in just 

six years?

It’s clear that the PFM did not change at all from 
2007 to 2013. It is getting beat fair and square by two 
monolithic materials that benefit from not having the 
PFM’s Achilles’ heel – its veneer of feldspathic porcelain.

Feldspathic porcelain has been the veneering ceramic 
on PFMs since the late 1950s. You do not have to be a 
dentist for long before you see a patient with lower 
anterior teeth worn down into the dentin and possibly 
some calcified canals, and then glance up at the opposing 
teeth and see that Nos. 7 through 10 are PFM crowns.

Ironically, feldspathic porcelain is the weakest indirect 
restorative material that we have in the lab, yet it wears 
opposing teeth at the highest rate. The strongest 
material we have in the lab, solid zirconia, wears teeth 
at an acceptable rate – the same as lithium disilicate. As 
it turns out, wear of opposing teeth is a result of surface 
roughness and particle size, not the flexural strength of 
a material.

When Dr. Joe Blaes asked me the question that serves as the headline for this feature, 
I hesitated to give an immediate answer and considered whether the question was 
literal or figurative.
Clearly the PFM isn’t actually dead, and I am not even sure how one would be 
confident enough to declare it dead. I suppose if you called 100 random dental labs in 
the U.S., and could not find one willing to fabricate a PFM, you would have to concede 
that the PFM is not very healthy. If you called 100 labs today and asked the question, I 
can confidently say all 100 would say “yes.”

 PFM NOW MAKES 
UP A PALTRY 10% OF 
THE CROWNS 
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In my mind, the biggest reason dentists have switched 
from PFM crowns to the high-strength, cementable all-
ceramic crowns (BruxZir and IPS e.max) is the same 
reason I did – monolithic restorations are superior to 
bilayered restorations. We know this from the first (and 
still the best) monolithic restoration in dentistry – cast 
gold.

With the exception of esthetics, cast gold is the best 
indirect restorative material we have in dentistry. But as 
soon as you cover it with feldspathic porcelain, things 
can go wrong. Any time two layers are fused together 
(making it a bilayered restoration), there is a chance they 
will come apart.

Solid zirconia crowns can also have featheredge 
margins like cast gold. When dentists started calling 
us in 2009 to tell us how good these crowns fit, it 

took us a while to realize that they were talking about 
the elimination of bulky PFM margins and improved 
emergence profile.

When IPS e.max was introduced to dentistry in 2007, 
it quickly became the fastest-growing product in the 
history of our laboratory. In the summer of 2009, when 
BruxZir Solid Zirconia was launched, it then became our 
fastest-growing product ever.

Since 2009, I have not placed a single-unit PFM. I am 
happy to place BruxZir crowns in the posterior and IPS 
e.max crowns in the anterior. It is clear many dentists 
are following suit. I do still use PFM bridges in certain 
cases, especially replacing lower first molars if I cannot 
reduce enough to get a 3x3 mm connector size for a 
BruxZir bridge. But as far as single units go, I cannot 
think of a compelling reason to place a PFM crown.

So perhaps the question we should be asking is not “Is 
the PFM dead?” but “Should we still be using the PFM?” 
My simple answer is – only when absolutely necessary. 
I will always place a monolithic restoration rather than 
a bilayered restoration when I can. Our December 2013 
numbers show that many of America’s dentists feel the 
same way.

The true “holy grail” in dentistry is a cast gold 
restoration in a shade A2. But until that exists, this new 
generation of monolithic, high-strength, cementable, 
all-ceramic crowns fills that void more effectively than 
our old friend – the PFM.

FIG. 2 -- is a picture taken recently of a PFM crown on tooth No. 9 
with the patient in maximum intercuspation. The PFM crown on No. 9 
clearly contributes to the deep overbite, and to a lesser degree, so does 
tooth No. 8. In mouths without restorations, the overbite and wear of 
opposing teeth is nearly always equal in adjacent teeth.

FIG. 3 -- shows the lower anterior teeth opposing this PFM. Perhaps 
tooth No. 9 has supererupted as teeth Nos. 23 and 24 have worn down 
through the years. The gradual nature of this wear has kept the teeth 
from being overly sensitive despite being able to visualize the pulp 
chamber.

CROWN BREAKDOWN

ANTERIORPOSTERIOR

44 %14 %IPS e.max

31 %59 %BruxZir Solid ZIrconia

15 %3 %Clinical Zirconia

10 %10 %PFM

0 %3 %Full Cast

FIG. 1 -- shows the percentage of crowns (by material) fabricated at 
Glidewell Labs in December 2013.
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SMART 
WHITENING

RON PERRY, DMD, MS 
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H
ow to ensure a more comfortable 
and satisfying whitening experience 
for your patients.

The figures speak for themselves-
professional tooth-whitening has 
increased by more than 300 percent 
since 1996! Tooth-whitening is the 
most requested cosmetic dental 

procedure by patients between the ages of 20 and 
50, according to the American Academy of Cosmetic 
Dentistry.

With so many people seeking whiter, brighter teeth, 
dentists are challenged to position their practices 
in a way that ensures both patient satisfaction and 
profitability. Being smart about tooth-whitening can help 
increase your number of bleaching procedures through 
patients who, satisfied with their treatment, will be more 
likely to refer others to your practice.

This article details a series of steps - including an in-
depth discussion of your patient’s expectations and an 
understanding of the potential side effects associated 
with tooth-whitening - to help you ensure a more 
comfortable and satisfying whitening experience. 
Patients excited about their new smiles are great 
ambassadors for your practice, bringing in new 
patients seeking similar services, which boosts practice 
profitability.

THE RISE OF TOOTH-WHITENING
White, model-perfect smiles can be seen in all forms 

of visual media - from television shows and advertising 
spots to magazine and newspaper feature articles and 
ads, to Web pages on the Internet. Today’s consumers 
are inundated with advertisements promising that they, 
too, can have perfectly white teeth. In fact, sales of the 
top 30 over-the-counter tooth-whitening products have 
nearly tripled since 2001.

Unfortunately, many patients are not aware of 

the possible side effects related to tooth-whitening 
or bleaching, including temporary gum irritation 
and the most common side effect, tooth sensitivity. 
Data suggests that up to 75 percent of patients who 
professionally whiten their teeth experience sensitivity.

Are these patients going to be satisfied? Many patients 
who commit to professional whitening treatment are 
so focused on the end result that they are willing to 
endure painful tooth sensitivity. However, because 
of the sensitivity, they may be forced to delay or stop 
treatment for a time, prolonging the amount of time it 
will take for the patient to discern noticeable results. 
Dental professionals also may use a lower concentration 
of bleaching agent in an effort to reduce sensitivity, 
again prolonging the treatment process. In fact, some 
41 percent of dentists recommend patients actually 
discontinue treatment to alleviate sensitivity, possibly 
leading to whitening results that may not meet patient 
expectations.

Sensitivity can occur from both in-office whitening 
and professionally supervised, at-home tray-whitening. 
There are definite advantages and disadvantages to 
both methods. In-office, chairside whitening procedures 
deliver results more quickly than alternative methods; 
however, this typically is a more expensive option. 
Generally, treatment can be completed in one to three 
appointments. On the other hand, tray-whitening 
commonly takes seven to 14 days, and patients must 
wear the bleaching tray for 30 to 60 minutes daily. Ideal 

 PROFESSIONAL 
TOOTH-WHITENING 
HAS INCREASED BY 
MORE THAN 300% 
SINCE 1996 
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patients for the tray method are those who are willing 
to comply with the treatment protocol and who have the 
manual dexterity to fill the tray with the whitening agent 
prior to using it. Since chairtime tends to be minimal for 
this procedure, it is a more profitable procedure for most 
dental practices.

QUICKER RESULTS = SATISFIED PATIENTS
Regardless of which treatment is chosen, most 

patients seeking professional tooth-whitening want 
fast results and can be discouraged by an interruption 
in their treatment plan. Dental professionals can help 
prevent disruption by discussing the potential for tooth 
sensitivity with patients before treatment begins. A 
newly published study demonstrates that brushing 
with an antihypersensitivity toothpaste for two 
weeks prior to and during whitening can significantly 
reduce painful tooth sensitivity, potentially preventing 
any delays or discontinuation of treatment. The 
toothpaste used in the test was Sensodyne® Fresh Mint 
Toothpaste (GlaxoSmithKline Consumer Healthcare), 
an antihypersensitivity toothpaste containing five 
percent potassium nitrate. The group using the 
antihypersensitivity toothpaste experienced significantly 
more sensitivity-free days compared to a control group 
using regular toothpaste. In addition, the proportion 
of patients who developed tooth sensitivity during the 

first three days of bleaching while using Sensodyne was 
significantly less than those using the control toothpaste.

The first three days of treatment are typically when 
sensitivity is most severe. Study results also showed 
that patients who brushed with the antihypersensitivity 
toothpaste were more satisfied with their whitening 
treatment overall and were more likely to repeat 
treatment in the future. The study was based on patient 
satisfaction surveys and diary entries. To help promote 
patient compliance with this protocol, sensitivity should 
be addressed up front, during a pretreatment exam.

PRETREATMENT EXAM IS KEY
The pretreatment exam is easily the most valuable time 

the dentist has with patients considering professional 
whitening. During the consultation appointment and 
exam, dentists have an opportunity to review patients’ 
wants and needs and discuss their expectations.

In many cases, patients want a shade of white which 
is either unattainable because of previous discoloration 
or existing restorations, or a shade which is 
uncomplimentary to their coloring. A patient’s ideal tooth 
shade should approximately match the whites of the 
eyes. Bleaching tends to work very well on teeth which 
have a yellow hue, while brownish-colored teeth may not 
respond as well. Teeth with a gray tone are least likely to 
respond to whitening treatment. In addition, whitening 
or bleaching treatment may not have a significant effect 
on patients who have teeth that are already very white.

Taking the time to counsel patients about suitable 
shades, as well as discussing what they can realistically 
expect from their treatment, can help prevent 
disappointment and reinforce the fact that you truly have 
the patient’s best interest in mind. In some cases, it is 
better to actually show patients a selection of suitable 
shades. Another option is to whiten one arch at a time, 
so patients can easily see the shade difference.

During the initial exam, patients should be questioned 
regarding any issues preventing them from achieving 
their desired results. Patient education software, such as 

 41% OF DENTISTS 
RECOMMEND 
PATIENTS ACTUALLY 
DISCONTINUE 
TREATMENT 
TO ALLEVIATE 
SENSITIVITY  
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CAESY (Patterson Dental Supply, Inc.) can be extremely 
helpful in explaining the treatment procedure to patients 
and ensuring they understand what is involved.

Treatment delivery, both during chairside whitening 
and when issuing the tray and whitening agent to the 
patient, presents another valuable opportunity to 
discuss potential side effects and patient expectations. 
Patients should be reminded to continue brushing with 
an anti-hypersensitivity toothpaste two times per day 
throughout the course of their treatment. The study 
mentioned earlier in this article concluded that the 
antihypersensitivity toothpaste did not interfere with the 
results of the whitening treatment. Patients in the study 
also reported they were not inconvenienced by switching 
toothpastes.

It also is important to ensure auxiliary office staff 
members - including dental hygienists, assistants, 
and office managers - are well-versed in the various 
whitening procedures and are prepared to address 
patient questions which may arise regarding the 
treatment protocol or side effects. In my experience, 
many patients feel more comfortable turning to these 
staff members with questions. That’s why it is so 
important that all members of your staff are aware of 
potential side effects and the impact they may have on 
treatment. They should be prepared to refer questions 
about sensitivity back to the dental hygienist or dentist.

Once treatment has been completed, a post-treatment 
or follow-up appointment presents an opportunity 
to ask if the patient was pleased with treatment, as 
well as inquire about any side effects. Patients will 
appreciate the effort made to address their satisfaction 
and any issues or concerns they may have had during 
treatment. You also can recommend that patients who 
experienced sensitivity during treatment continue to use 
an antihypersensitivity toothpaste. Antihypersensitivity 
toothpastes containing fluoride are safe to use as 
a patient’s everyday toothpaste and may prevent a 

recurrence of pain.

BECOME THE PATIENT’S CHOICE
Consumers today have many choices when it comes 

to whitening their teeth, and they are doing so in record 
numbers. Unfortunately, many patients will not be 
able to achieve the dramatic results they desire due 
to sensitivity. By discussing what each patient hopes 
to achieve - and reviewing realistic expectations for 
whitening before treatment begins - dentists can help 
prevent potential disappointment.

Patients who complete their treatment comfortably 
and on time will be more satisfied with their treatment, 
and will be more likely to refer friends and family for 
professional whitening procedures, providing you with 
new opportunities to increase practice profitability.

 PATIENTS 
WHO COMPLETE 
THEIR TREATMENT 
COMFORTABLY AND 
ON TIME WILL BE 
MORE SATISFIED 
WITH THEIR 
TREATMENT, AND 
WILL BE MORE LIKELY 
TO REFER FRIENDS 
AND FAMILY  
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A:Thanks for asking 
the questions. They 
are very important 
questions that make 

some dentists reluctant to use 
small diameter implants (SDIs). 
First, let’s define a small diameter 
implant. Root-form implants 
ranging in diameter from 1.8 mm 
to 2.9 mm are considered to be 
SDIs. Implants 3.0 mm and over 
in diameter are considered to be 
conventional diameter implants. 
These definitions are related 
primarily to when each category 
was cleared for use by the FDA, 
which was 1997 for SDIs and 
1976 for conventional diameter 
implants.

There are numerous reasons 
why SDIs are necessary for 
treatment of some patients.

Bone availability — For placement 
of a conventional diameter root 
form implant, most would agree 

that without bone grafting, 6 mm 
of bone in a facial-lingual direction 
and 10 mm in a crestal-apical 
direction are minimally adequate. 
Of course, there are exceptions 
to these measurements. Many 
patients do not have this much bone.

Potential reasons for use 
of SDIs — In my opinion and 
experience, the following are major 
reasons for placement of SDIs:

• Inadequate bone quantity and 
no interest in or desire for bone 
grafting.

• Inadequate bone quantity and 
lack of financial resources for 
grafting.

• Inadequate bone and too 
physically debilitated for grafting.

• Adequate bone but too 
physically debilitated for 
conventional implant placement, 
which is usually more aggressive 
than placement of SDIs.

• The patient wants the most 
minimally invasive procedure, and 
SDIs fit that requirement.

I have asked questions in many 
continuing education groups 
to determine the frequency of 
major bone grafting procedures 
as reported by general dentists. 
A typical question that I ask is, 
“Who has accomplished or referred 
a patient for a major bone graft, 
such as a chin graft or an iliac 
crest graft during the last year?”

In typical groups of 200 to 300 
participants, I usually have one 
or two dentists say that they have 
accomplished a graft or referred 
someone for a major graft in the 
last year. I conclude that the use of 
major bone grafting procedures in 
the profession is very low.

Assuming that grafting is 
usually not an alternative 
chosen by the patient, what 
options does the patient have?

QI UNDERSTAND THAT SMALL DIAMETER IMPLANTS 
(minis) are being used for patients with various conditions or situations that do 
not allow placement of conventional diameter implants. Why can’t conventional 
diameter implants be placed in some patients, and what conditions must 

be present to expect clinical success with small diameter implants?
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There are a few:

• Do nothing and suffer with 
whatever oral condition is present. 
In the past, this was the course of 
action most often elected by the 
patient.

• Assuming the crestal-apical 
bone tapers to a knife edge on 
the crest and there is significant 
bone height crestalapical, have 
the crestal bone removed to the 
level where at least 6 mm of bone 
is remaining in a facial-lingual 
direction.

Implants are then placed, and 
a fixed or removable appliance 
placed to restore the teeth. The 
surgery, implant placement, and 
prostheses required with this now 
popular procedure (All-on-4®) are 
successful, but well beyond the 
financial capability of most patients.

• Place SDIs and an overdenture, 
which has minimal expense, 
only slight discomfort, and high 
success. (Figs. 1-4)

After successfully placing SDIs 
for such patients since 1997, I am 
convinced that SDI placement 
followed by placement of a well-
made overdenture is a financially 
feasible, highly successful, and 
much appreciated solution for 
these unfortunate patients.

CONDITIONS THAT 
MUST BE PRESENT FOR 
SUCCESS WITH SMALL-
DIAMETER IMPLANTS

In my opinion, the following 
conditions are necessary for 
success with SDIs. I have had a 
few failures during the years of 
placing SDIs. In each failing case, 
I have violated one or more of 

the following points. Assuming 
all of the following conditions 
are positive, I see no reason for 
failure of the SDIs during service. 
Please observe the several photos 
in this article that demonstrate 
some of the most positive and 
negative important points.

1. BONE QUANTITY — At least 
4 mm of bone in a facial-lingual 
direction and preferably 13 mm of 
bone in a crestal-apical direction 
provide relatively acceptable 
conditions. However, success can be 
achieved with as little bone as 3 mm 
and 10 mm respectively.

2. BONE QUALITY — When 
screwing the SDI into place, at least 
30 Ncm of resistance should be 
present. If that level of resistance 
is not present, implant failure is 
likely. Refer to Fig. 5 and note that 
the bone on both the maxillary and 
mandibular arches is not dense. This 
patient did not receive implants on 
the maxillary arch, but he had SDIs 
placed on the mandibular arch that 
have served for many years. As you 
know, the maxillary bone is usually 
not as dense as mandibular bone.

3. WIDTH OF IMPLANT — The 
diameter of the SDI should be as 
wide as the bone that is present will 
allow. Use of the smallest diameter 
SDI (1.8 mm) is not advisable if 
wider implants can be used.

4. LENGTH OF IMPLANT — The 
average most used length for SDIs 
is 13 mm as reported by companies 
selling SDIs. Observational data 
confirms the success of this length, 
although shorter SDIs can be used 
with caution.

5. OCCLUSION — Bruxers, 

either grinding or clenching, are not 
good candidates for SDIs. If SDIs 
are used on these patients, flexible 
attachments such as rubber “O” 
ring attachments should be used to 
provide resilience.

6. SOFT-TISSUE (Fig. 6) — Soft 
tissue more than 2 mm thick coronal 
to the bone should be removed to 
reduce excess stress on the SDIs.

7. PARALLELISM (Fig. 7) — 
Place SDIs parallel to one another! 
More than 15 degrees of non-
parallelism can be negative.

8. SEPARATION OF IMPLANTS 
— Do not place implants too close 
together. Leave space for the 
housings or attachments, which are 
at least 4 mm in diameter.

9. IMMEDIATE LOADING OF 
IMPLANT — If the bone quality 
is questionable, place soft denture 
reline material in an indentation 
inside the denture over the implants 
and allow the implants to integrate 
into the bone for a few months 
before loading. However, most SDIs 
used for support and retention of 
complete dentures can be loaded the 
day they are placed.

If these nine requirements are 
observed and accomplished, there 
remain only a few obscure and 
infrequent reasons for SDI failure.

I hope I have answered your 
questions. Grafting is either not 
possible or too expensive for many 
patients. Small diameter implants 
are an excellent alternative. 
However, they must be placed and 
restored properly. Observance 
of the suggestions I have made 
will ensure clinical success.
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FIG. 5 — These SDIs are far off parallel. The result is stress on one side or the other as the 
denture is placed and removed. Failure is predictable for this patient. The implants should be no 
more than 15 degrees from parallel with one another.

FIG. 2 — The mandibular denture base for 
the patient in Fig. 1 has housings with rubber 
“O” rings in it. The patient has had eight years 
of service from this treatment at this time. 
Conventional diameter implants would have 
been impossible in this patient.

FIG. 3 — Four Sterngold implants were 
placed in this patient. Two 2.2 mm implants 
were placed in the canine areas, and one 
3.25 mm and one 2.2 mm implants were 
placed slightly distal to the mental foramen 
on each side.

FIG. 4 — ERA abutments have provided a stable and highly satisfactory solution for this 
situation. It would have been impossible to provide adequate service with conventional diameter 
implants without major grafting. Often when screwing SDIs into bone, the implant is deviated as 
it encounters cortical bone, thus creating a slight deviation from parallelism.

FIG. 1 — 3M ESPE smalldiameter implants 
1.8 mm in diameter were placed adequately 
in the lower arch of an edentulous elderly 
patient.
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