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The main reason for this close

connection to the economic

realities is that not only are

all goods and services ruled by the

law of supply and demand but that

such a rule is highly efficient partly

due to freely available credit. Avail-

ability of credit can and does drive

up demand and there may be a sense

that the availability of credit has no

bottom and that the prices will keep

going up. Far from the truth, we have

seen that credit can only go so far

and that reality has to kick in sooner

or later. Credit today is extremely

Recently the Dow dropped over 350 points within one day and there was a

sense of relief. Yes, “relief”. We are witnessing a time period when swings of 900

points in a day is a reality. It signifies that we are all very much connected to

the economy and gone are the days of isolation when one can decide to stay out

of the economic foray. 

tight. This begs the question as to

how we can maintain the demand for

our services as dental professionals

in light of such drastic and scary eco-

nomic fluxes.

The supply and demand rule as a

barometer for prices is the logical

part of economics. The intuitive part

of economics tells us that the “cheap-

est” product or service may be the

most “expensive” depending on its

Value. The Value of any product or

service is its “relative” worth, utility

or importance. There is a famous

saying that goes as follows: “The

good feeling of the lower price is

long gone while the aggravation of

the poor quality persists for a very

long time”. There are potential dental

patients that consider bargain fees

but I would like to underscore that

most people who have discretionary

dollars, and they are plentiful, are

discerning and looking for good

Value rather than a discounted fee.

Most healing in dentistry depends

on the quality of the performed pro-

cedure. The true test is in the func-

tional, aesthetic and longevity of

the treatment delivered. In uncertain
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economic times, it is not the rela-

tively cheap dentistry that people

with discretionary funds will be

turning to but rather, high-value

dentistry that will meet the test of

function, aesthetics and most im-

portantly longevity. That is why a

niche practice with a reputation of

delivering such value is critical as it

makes the dental practitioner reces-

sion proof.

Such a philosophical approach to

delivering dental services does not

happen overnight. It requires effort

on the part of the practitioner to put

the building blocks in place. These

include a mindset of performing pro-

cedures in a manner that you would

want performed on yourself, a truly

caring attitude to make your patients

receive your level best and to im-

merse yourself in state-of-the-art,

live-patient continuing education

courses. Incorporating such an ap-

proach into ones practice philosophy

will lead to recession proofing your

practice. More importantly, there is

great satisfaction derived from

knowing that the right thing is done

each step of the way.

The very premise on which the

Las Vegas Institute was founded

takes into account the gist of this

message. Excellence, leading-edge

and effective learning are at the cor-

nerstones of the Institute. No stone

is left unturned in providing every-

thing necessary so that the partici-

pant is equipped to make the neces-

sary change in his/her mind and

office. 

We sometimes hear from dental

professionals that they have high

overhead, and therefore, spending

time away from the office is very

expensive. Added to that is the cost

of the course, travel, etc. “If you

think that education is expensive,

try ignorance.” Education stays

with you forever; it changes the

way you think, the way you interact

and is the best tonic for the mind.

Education can never be too expen-

sive. It is essential that the practi-

tioner makes a commitment and

then stays the course. A practitioner

must have fortitude in the decision

making and then perseverance to

stay the course. I had been in pri-

vate dental practice for 27 years be-

fore accepting the Clinical Direc-

tor’s position at LVI full-time, and

this mindset has empowered me to

succeed handsomely through many

rough economic times.

Do not focus on the doom and

gloom that is present every day.

Rather, focus on the silver lining as

there is always one. As a dental prac-

titioner, if you have not done so al-

ready, I invite you to be a solid rock

that cannot be moved by the ebb and

flow that modern economics will de-

liver from time to time.

“Do not focus on the doom and gloom 
that is present every day. Rather, focus on 
the silver lining as there is always one.”

“If you think 

that education 

is expensive, 

try ignorance.” 



800.229.0936
www.macvenee r s . com
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As I drove down the Town Center off-ramp and looked to my

right I saw the now familiar sight of LVI. This visit was special

and unique though – like no other visit. This time I was 

attending the celebration of the Tenth Anniversary of the 

opening of the LVI Summerlin campus in Las Vegas, Nevada

on October 11, 2008. 

By Dan Jenkins, DDS
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F
or many LVI alumni going

back for courses or events is al-

ways a nostalgic moment and

this one started many memories for

me too. I thought back to when I first

attended one of Bill Dickerson’s lec-

tures at the California Dental Associ-

ation Scientific Session in Anaheim

in 1997, and my desire to learn what

he lectured on started to burn. Later I

overheard two dentists at the meeting

discussing LVI and the building of

the Summerlin campus. They were

scoffing at the idea and said that with

the high costs they could not imagine

it lasting very long - let alone becom-

ing so successful. Well, ten years later

it is still growing stronger thanks to

Bill Dickerson being able to imagine

its success. I wonder if those two den-

tists remember their conversation

with each other that day? 

As I pulled into the parking lot on

this ten-year anniversary celebration

day I noticed the parking lot was set

up with an elevated stage on the

walkway to the original rotunda

building and rows of white chairs

across the parking lot. It was a bit

chilly in the air with some clouds

starting to move overhead. Dr. Norm

and Jean Thomas commented that

the weather was reminding them of

their weather in Alberta. But, even

with the nippy temperature, which of

course is rare for Las Vegas, LVI

alumni were enthusiastically visiting

with each other. Some had come

from as far as Canada just for this

event. Other alumni were coming

early for an LVI course and took ad-

vantage of the opportunity to com-

bine the two. As is usual for LVI get-

togethers there was a lot of

celebration just among the alumni.

However, LVI soon would show that

they know how to celebrate.

The official ceremony began with

Congressman Jon Porter giving a

speech on the importance of LVI to

Las Vegas and all of Nevada both fi-

nancially and for the esteem it feels

with LVI being there. Dr. Ron Jack-

son then came up to speak. As any

who have attended Ron's lectures

know he is a dynamic and passionate

speaker – as well as having a liking

for frosty liquids. For this ten- year

Hundreds Gather at the Anniversary Celebration and Re-dedication

Dr. Bill Dickerson Addresses the Crowd
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celebration Ron out did himself.

When Ron started to speak the wind

started to blow hard and snow with

hail started to fall, so the celebration

was quickly moved inside.

Once set up indoors Ron finished

his speech on the history of LVI when

Bill Dickerson held the classes in his

own five-operatory office with a max-

imum of 25 dentists for each class.

The lectures were held in the team

lounge and the speakers would have

to sit on the sink counter due to the

limited seating. As the interest in LVI

courses grew, a warehouse had to be

rented to accommodate the space.  In

1997 Bill Dickerson took a hard

swallow and proceeded to obtain the

funding to build a dream campus in

Summerlin Nevada. This building

was opened in August of 1998 with

Ron Jackson’s posterior restoration

and adhesives course being the first

course scheduled. 

After Ron Jackson’s speech Heidi

Dickerson gave her tribute to Bill

with slides of the construction of the

LVI campus.  As the song, "hold on

tight to your dreams" from ELO

played, everyone was able to see

photos of Bill from his dental school

years, to lecturing all those years on

the road, to his Baylor teaching days,

to his first hands on courses in his of-

fice in Vegas...to the LVI campus

being built from the ground up. The

memories were fantastic!

Next Heidi spoke about Bill and

how he purposefully never named

LVI after himself because he sees the

bigger picture. That this is bigger

than any one man...that he is the

LAMPLIGHTER to start things

going and to mentor us all up, but

that these teachings will go on and

on.  To remember him in our hal-

lowed halls at LVI, Bill was honored

with the rotunda being named after

him and attached are these words

from Francois Auguste Rene

Chateaubriand, “A master in the art

of living draws no sharp distinction

between his work and his play; his

labor and his leisure; his mind and

Dr. Bill Dickerson, Dr. Heidi Dickerson, and Dr. Ron Jackson
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his body; his education and his recre-

ation. He hardly knows which is

which. He simply pursues his vision

of excellence through whatever he is

doing, and leaves others to determine

whether he is working or playing. To

himself, he always appears to be

doing both.”

The plaque has a likeness of Bill

and spaces for the names of future

LVI alumni of the year to be chosen

by Bill each year. Bill humbly ac-

cepted the honor...remember, he had

no idea what was planned for the en-

tire day. He spoke to the crowd about

LVI having a “Passion Driven Pur-

pose” and that is why it has been so

successful. 

This facility might be the best

place to learn post graduate dentistry,

but as Bill stated, "LVI has lasted be-

cause it has  a mission, a purpose...it

is not about a building...it is about

Changing Dentistry and Changing

Lives,” and this motto is the very

passion that Bill and everyone that

works and has been to LVI lives. LVI

ignites passions within those who at-

tend to be the very best they can be in

their profession, and in their person-

al lives. Bill thanked those who had

traveled such great distances to be a

part of the historic day in LVI’s

impressive existence. 

Then the microphone was open to

others to speak. Omer Reed spoke of

his early and ongoing relationship

with Bill and LVI – and how proud he

is of both the man and his legacy.  Cal

Evans, and many other instructors

and friends also paid tribute to Bill.

After a great meal provided for the

event, the daytime celebration took a

break so everyone could get ready for

the evening activities at the Red Rock

Casino. At the evening celebration

there was a silent auction with items

ranging from an 8 unit veneer case

from LVE labs to a weekend with Bill

and Heidi Dickerson at their Corona-

do home. After a great toast from Ron

Jackson an extremely humorous

video from the LVI faculty and alum-

ni in Australia, Heidi had another sur-

prise for Bill in the form of a video

“roast” of Bill by various instructors.

These interviews had been secretly

recorded over several months and

while it was light hearted, it included

many sentimental moments showing

how Bill had helped their lives both

professionally and personally.  It was

more of a "toast" than a "roast" as

everyone humorously shared memo-

ries of Bill and what he and LVI have

meant to them over the years.

Bill was then presented with an

amazing painting of The Rolling

Stones that was painted by a member

of the Rolling Stones, Ron Wood.

While Bill was expressing his appre-

ciation and amazement for the paint-

ing and a large picture of all of the

LVI Instructors, there was a loud

noise heard in the hallway – it was as

if the Hell’s Angels were coming in

to bust up the party.  The song "Bad

to the Bone" was playing in a video

“LVI has lasted because it has a mission, a purpose… it is not about 
a building… it is about Changing Dentistry and Changing Lives,”

US Congressman Jon Porter and Dr.Bill Dickerson



14 LVI VISIONS • JANUARY • FEBRUARY • MARCH • APRIL 2009

format when the  doors opened in the

back and a loud Harley Davidson

motorcycle started driving along the

back and down toward the front. To

Bill’s surprise it was being ridden by

one of his instructors, Hamada

Makarita. Another Instructor, Chong

Lee kept saying to Bill, “It’s for you

buddy!” Finally Bill understood that

this was to be his motorcycle. This

was the real gift for Bill from the

clinical instructors and many LVI

sponsors including Aurum Ceramic,

Las Vegas Esthetics, Microdental

DTI, ProWest Laboratories, and

Williams Dental Laboratory. It is a

beautiful bike with brilliant royal

blue flames – it also has a Rolling

Stone type mouth and tongue on the

back fender with the initials, “Bill D”

and a front fender with the LVI logo

going up in flames. Everyone in the

room was gasping, laughing, smil-

ing, and beaming...so proud to be a

part of honoring the person that has

inspired us. So many times we honor

people when they are gone. What a

pleasure to do this for someone while

there are here with us...to see them

enjoy being honored and thanked. 

For the first time that anyone around

Bill Dickerson can remember – he was

speechless! After many minutes with

moist eyes Bill thanked his clinical in-

structors and the labs for something he

liked so much, but probably would not

have gone out and purchased for him-

self. The clinical instructors were then

invited to come up and have their pic-

tures taken with Bill, Heidi – and the

motorcycle.  It is hard to describe the

excitement felt by all. 

An evening of dancing began after

the motorcycle presentation and an-

nouncement of the winners of the

silent auction items, and the floor

was full – for the whole evening.

Everyone seemed to want to keep

dancing all night due to the awesome

atmosphere of excitement. This ten-

year anniversary was enjoyed by all

of the hundreds of people present

and they did not leave until the music

stopped playing. 

I could not help but think about

those comments by those two dentists

at the convention who wondered how

long LVI would last. In these ten

years 7800 dentists have attended

LVI – and it keeps growing. LVI

added to the existing building in 2000

and added a second 40,000 sq foot

building to the campus in 2003 mak-

ing the entire campus 65000 ft.  And

now LVI has two additional programs

in Canada and Australia. The number

of classes has expanded and new

courses are added as there is demand

for a particular subject. This celebra-

tion was perfect for celebrating an ex-

ceptional institution of learning for

dentists. This celebration was also

perfect for acknowledging the person

whose vision, drive and self-sacrifice

of personal life experiences has per-

sisted to make LVI what it has be-

come. All in all, this celebration of

ten years was a perfect ten. 

LVI Instructors Present Bill with a “New Ride“

Bobblehead Bill at Every Seat
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I want to begin by saying that I thoroughly enjoy being a Dental Laboratory

Technician. Especially the last 20 years working exclusively for Neuromuscu-

lar Dentists. Dental Technology is a perfect fit for me. My education is in art

and science, and I have loved the art and challenge of “making things” since I

built my first model car.

My role in NM Dentistry came about with a little luck, my association with

some great NM Dentists, and two great companies. I not only made my own

niche, but I filled it as well!

I was very lucky to be the in-house Tech for Robert Peters who was just be-

ginning his NM journey. I went to my first Myotronics seminar in 1982 as part

of his team. The course was “Simple Solutions for Complex Problems.” It was

basically as much of Core I, IV and VI as would fit in a two-day hotel course.

The primary instructor was Bob Jankelson. Bob’s father, Barney Jankelson,

generally considered the “Father of NM Dentistry” was still a part of the

course, but by that time, Bob (a world renowned NM Clinician in his own right)

had taken over the major teaching role in NM Dentistry. 

One constant in NM Dentistry is how the journey begins. Whether it is a den-

tist struggling with one-tooth dentistry and failing restorations or a technician

realizing that he does not have a chance to produce an acceptable result, the

first step of the journey begins when you KNOW there has to be a better way! 

The second step is when you finally find your first NM program. Whether it

is a one-hour presentation, or a full three-day course, it is a “palm smack to the

forehead” reaction when you realize “That’s it!” In my twenty plus years deal-

ing with new NM Dentists I have heard that expression repeated countless

times, and it was no different for me. 

At that same seminar, I met Jim Garry and his son-in law Ron Reed. Ron was

the one who did all the K6 computer work for Jim’s busy NM Practice. I was

happy as a dental technician but I recognized an opportunity for a high tech car-

rier that hardly anyone even knew about yet. Bob Peters and I worked out an

agreement on the plane home. I also came back from that first seminar with an

insatiable desire to learn everything about NM Dentistry.

I read Dr. Jankelson’s book, Diagnosis and Treatment of Temporomandibu-

lar Disorders, cover to cover. Bob Peters and I would spend time after work re-

viewing the scans I took that day. When we had questions we could not answer

You are one of the leading 
pioneers in Neuromuscular

Dentistry. As a lab technician,
how did this happen?



18 LVI VISIONS • JANUARY • FEBRUARY • MARCH • APRIL 2009

V I S I O N  I N T E R V I E W
Bill Wade

from our notes or Bob’s book, we had Bob Jankelson and Jim Garry as our

mentors. Does this sound familiar? My NM journey was just the same as yours,

only the names are different!

I was hooked. I could not get enough NM Dentistry. I began taking the My-

otronics seminars on my own. I would volunteer to hook up the patient and run

the computer while Bob Jankelson lectured. When he asked me to become a

regular part of his seminars and work for Myotronics, I jumped at the chance!

That was the beginning of a personal and professional relationship with Bob

that I have enjoyed for over 25 years. I have been all over the U.S. and the

World with Bob and Myotronics. When Bob Jankelson took me under his wing,

it was a quantum leap in my NM Journey.

As my reputation grew from my involvement with the NM Seminars, doctors

began to ask if I could be the one to train them on the use of their new com-

puters. Shortly, I found myself the primary Myotronics computer trainer. Dur-

ing this time, I also purchased my own portable K6I. Using my computer, I

traveled to NM Doctor’s offices all over Southern California. I took K6 data,

helped with bites and orthosis delivery. I helped them to gain some experience

and a patient base before they bought their own instrumentation.

I began to represent Myotronics at dental meetings and other seminars. While

at those meetings, I was able to sit in on the courses. It was like having a free

pass to LVI, only I got to hear opponents of NM dentistry as well. That was the

beginning of my 20-year association with Jay Gerber. Because of Jay, I expe-

rienced another leap in my NM journey.

The bottom line is that I had the opportunity to see hundreds of patients and

take thousands of scans. That opportunity continues even now. Because of my

teaching schedule at LVI, I still see more K7 data and take more bites in one

month than most doctors in a year.

My NM Laboratory skills progressed on a parallel track. When you have Bob

Jankelson and Jay Gerber recommending you, it does not take long to build a

great clientele. As a one man lab I could only handle one big case a month, but

I was able to develop a very personal service. I flew in on prep day to help with

the bite transfer and manage the aesthetics, and I came back again on seat day

to help with the coronoplasty. 

By the mid and late nineties I had become very complacent. Doctors were

happy. Patients were happy. I was happy. I had unconsciously set my own limits

In 2000 Bill Dickerson brought Myotronics and NM Dentistry to LVI, and

my little world got turned upside down! My first impression of LVI was the

campus itself. I had made presentations at U.O.P Tufts, Stonybrook, and uni-
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versities in Italy and Brazil. None of those produced the feeling I had at LVI. I

now know it as the “LVI BUZZ”. My second impression was that the attending

doctors expected, and the clinical instructors and faculty delivered a very high

level of education. I knew that I would need to meet those expectations if I ex-

pected to stay. As a Lab Technician, no matter how I tried to sugar coat it, my

dental lab skills were not up to the beautiful work I saw at LVI. Whether they

were displayed in the classes, or all over campus, LVI smiles were everywhere.

To quote Bill D.,”I didn’t know, what I didn’t know”, and I immediately made

arrangements to take the Lab classes. 

LVI challenged me in the best possible way. I am a better teacher, a better

NM Clinician, and a better Lab technician than I was eight years ago.  

Currently, I have been elevated to faculty status by Bill Dickerson. I teach

eight courses at LVI including; K7 Computer Training, Core I, Core IV, Core

VI, Scan Interpretation, Bill Wade In-Office Consultations, Neuromuscular

Technician, and Neuromuscular Full Mouth Waxing. I am also an LVI Certified

Ceramist.

You ask, “How did this happen?” I have been at the right place, at the right

time, with the right skills. I have learned from, and worked for, some of the best

NM Dentists in the world. I have been privileged to work for Myotronics and

LVI the two leading companies in the field of NM dentistry.

“Why it happened” is a much simpler answer. I still can’t get enough NM

Dentistry!

For me it was the computer measurement, specifically jaw tracking. I have

told the story many times, about the first time I saw the chewing cycle displayed.

My mind was racing with all the anatomy and occlusal contacts I was trying to

manage, and the working, balancing, protrusive, and guidance movements I was

trying to accommodate on the articulator. I thought I was finally going to see

what the results looked like. When the patient was given a cracker and told to

chew, I was amazed to watch the patient cycling through about 5mm of freeway

and occluding over and over in an area of less than .2mm. I realized in that mo-

ment that all those things I was trying to accomplish on the articulator had no

relevance what so ever to what was actually occuring in the mouth.

If you ask me what I think attracts the most dentists, it is the bite. If a re-

peatable, stable bite is the Holy Grail, then we have it in the Myobite. 

What do you think attracted
you so much to this aspect of

dentistry?
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I have done some very difficult, and some very beautiful laboratory work. I

have also worked to help resolve the symptoms on some very difficult and sick

patients. Any part of NM dentistry is very rewarding.

What I value most though, is that I have had the pleasure of training virtually

every American NM Dentist, in the use of the Myotronics computer instrumen-

tation, for the last 20 years. Through LVI I have trained most, if not all, of the

new Australian and Canadian NM Dentists. As a Myotronics representative, I

have taught refresher courses in Brazil, Italy, and Germany. 

No matter where I may be I am around dentists and teams that I have helped

to start their NM journey. I never tire of their stories. They always begin “Hey

Bill, I had this patient…”, or “Bill you wouldn’t believe my team and that

K7…” It is a great sense of accomplishment and pride that I have had a part in

bringing NM concepts to Dentistry.

Which professional 
accomplishment(s) 

do you value most?

There is no one that I admire more, both personally and professionally than

Dr. Robert Jankelson. He is my friend, and mentor. Dr. Jankelson treated me as

a professional colleague the first time we met, and he is with out a doubt, the

one who has had the most to do with my success in NM Dentistry. Bob is the

owner of Myotronics and along with his late father, Barney, are the real pioneers

of NM Dentistry. Robert Jankelson has fought the battle for your right to prac-

tice NM Dentistry, not only against those individuals who have a different opin-

ion of occlusion, but all the way to the FDA, and won! Even with all the de-

mands on his time with the NM battles and his heavy international teaching

schedule, Bob maintained a very successful pain/dysfunction and reconstructive

practice. He is an “in the trenches wet-fingered” dentist, and that is what makes

him such a great teacher. I have seen Bob go toe-to-toe with neurologists and

later do an acrylic occlusal reline, and be equally comfortable with both groups.

With Bob’s guidance the dentists I was working for were doing 28-unit full

mouth reconstructions 25 years ago. Even though techniques and materials

change as we push the envelope of NM Dentistry, we all still stand on the foun-

dation that he built.

Who do you admire and why?
Who are your mentors?

V I S I O N  I N T E R V I E W
Bill Wade
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V I S I O N  I N T E R V I E W
Bill Wade

“Any part of NM dentistry is very rewarding.”

There are two levels of resistance. First, at the top of academia, on the boards

of universities, and the heads of the departments are the same names I have

heard for 25 years. It is not resistance at this level it is an outright attack. This

is the 30 year fight that Bob Jankelson and other dedicated NM dentists are still

fighting. I honestly do not understand the vehemence in the claims against NM

Dentistry made at this level. They have power and they continue to try to dis-

credit NM Dentistry.

Second, for the rank and file dentist and new dentists, the resistance is change.

Every journey begins with the first step. It requires a paradigm shift in thinking

to understand and practice NM Dentistry, and that is a big step! I think the LVI

Global Regional Events, a home town meeting, with a home town dentist just

talking about how he practices, really takes the fear out of that first step.

Why is that there seems to be
some resistance to what you

KNOW is the truth about 
occlusion and the benefits

neuromuscular dentistry 
offers to our profession?

Absolutely! It may be the most important reason the restorative dentist should

practice NM dentistry. Using the NM techniques we can obtain a predictable, re-

peatable bite. With a stable bite it is actually very easy to put force down the

long axis of the tooth where the porcelain is the strongest, and eliminate the

shearing forces where porcelain is the weakest. I know that Bob Jankelson and

Barry Cooper have documented cases for over 30 years. My record is ten years

for one of my first all ceramic cases. 

You have had years of 
experience, has it been your
experience that restorations
restored to a NM balanced 

position last?

I can only answer by repeating the remarks that I hear from the dentists in my

classes at LVI. The problem is that treatment is being limited and dictated by

dental insurance companies. I have heard these same comments from dentists

for as long as I can remember. I do not think the problem is worse now, but it

sure is not any better. Dental insurance is really not insurance. To paraphrase Dr.

Chuck Flume, Insurance is when you wreck your car and the insurance compa-

ny fixes it. Dental insurance is when you fix the patient, and the dental insurance

company wrecks the dentist!

What is the biggest problem 
in dentistry today? 

What bothers you the most?
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V I S I O N  I N T E R V I E W
Bill Wade

In order to be motivated you must have a CLEAR goal. I know there are thou-

sands of really good dentists practicing CO dentistry. Their motivation every day

is to do the best dentistry they can for their patients, using good materials and

bonding skills, making sure margins seal and contacts are right. This is not bad

dentistry it is just not the EXCELLENT DENTISTRY we see at LVI. At the end

of every day, did they reach their goal? Yes. Is it the goal we would like them to

have? No. We need to reset the goal. Again Regional Events are great however,

LVI alumni can be a big factor. I know dentistry is a competitive business, but

do not be afraid to show other dentists what you do.

Why do you think that many
dentists do not have the 

motivation to find out
about this rewarding 

aspect of dentistry?

I don’t care how well things seem to be going, I’m speaking from experience

when I say, do not become complacent. Complacency leads to self-limitation

and ultimately stagnation.

Stay current. LVI is where NM dentistry is being pushed to the limits and be-

yond. Do not think that because you have completed Core VII you are finished.

There are over 20 more dental courses, 8 in-office consultation programs, and 7

Lab courses you can take.

Stay Connected. Talk to your clinical instructors. Talk to your LVI friends.

Talk to your lab.

Stay motivated. Set a clear goal, and stay focused. When you reach your goal

SET ANOTHER ONE!

If you could give a piece 
of advice to all the dentists

and lab technicians out there
what would it be?

I know the future of dentistry is in high technology. CAD-CAM Dentistry. Im-

pression-less crowns sent back and forth between the dental office and the lab

by email. Cat-scans replacing x-rays. Computer-aided implant placement with

cat-scan accuracy. Computerized Mandibular Scanning, Electromyography, and

Electrosonography, Computer Aided Neuromuscular Dentistry, and CAND.

CANDy has a nice ring to it doesn’t it? K7 owners, we are in our 7th genera-

tion of “High Tech”. It is about time the rest of dentistry caught up with us! 

What do you think the future
of dentistry is and why?

“Set a clear goal, and stay focused. 
When you reach your goal set another one.”
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As I reviewed my collection of LVI Visions in preparation for answering these

questions, I was struck by the caliber of dentists who have been on the cover of

this magazine. They all are on my most admired list. I am honored and quite

humbled to be included in their ranks.

I was also impressed with the lofty goals expressed with such broad brush

strokes as, “Changing How Dentistry is Practiced”, and “Moving Dentistry For-

ward”. I will leave those goals to those who can command dentistry’s stage and

make it happen

As you have read, my focus is much narrower. After all I am the “nuts and

bolts of NM dentistry”. My goal is to do everything I can to make you the best

NM dentist you can be. I will help change dentistry one NM dentist at a time.

I would like to leave you with one last “nuts and bolts” view of NM dentists.

Many times as NM dentists you loose sight of the forest, because you are fo-

cusing on the trees.

When a NM dentist places an orthosis, and realigns the mandible to the cra-

nium in the optimal neuromuscular position, he sets in motion an incredible

chain of events.

The head, neck and A/O realign, taking the strain off the stomatognathic sys-

tem. Headaches, head, neck, and shoulder pain are significantly reduced. Head

and neck posture is immediately improved, and posture continues to improve

down the postural chain. Clicking and popping in the TMJ is corrected. Because

of the reduced strain on the central nervous system, the limbic system stabilizes

and self-esteem rises. A physiologic bite and a well made adjusted orthosis will

reduce the patient’s symptoms by 80%.

You knew all that because you have been looking at the “trees”. What you

missed was the “forest”! YOU, are the only one that could have accomplished

that dramatic transformation. Only you have the license to work in the mouth,

to take an impression, and place an appliance on the teeth. An M.D. cannot do

it! A D.C. cannot do it! A D.O. cannot do it. A P.T. cannot do it. A P.H.D. can-

not do it! Only a D.D.S. can, and only a NM DENTIST can find the physiolog-

ic bite and make an orthosis! Do you realize the power you have to treat pa-

tients? Name another treatment that does not involve surgery or drugs that can

come anywhere close to your orthosis for pain management.

Dust off your diplomas, hang your Neuromuscular C.E. all around them, and

be very proud to be a Neuromuscular DENTIST!

Do you have any final
thoughts you would like to

share with the readers?
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Marketing for a Marathoner 
The Art of Running During a Recession 

Every athlete knows that there are two main types of

runners: sprinters and marathoners. Both are in it to

win, but their approaches are very different.
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Dental patients mirror these

two types of runners quite

beautifully. There are

patients that are excited to get all of

their dentistry done quickly and

i m m e d i a t e l y. T h e s e a r e t h e

sprinters—the Usain Bolt’s of dental

care.  And then there are patients

who prefer to spread their treatment

out over time, whether for insurance,

financial, or personal reasons, and

these are the marathoners—the

Constantina Dita-Tomescu’s whose

slow and steady pace ensure they can

successfully cross the finish line.  

In times of economic stability,

dentists measure the value of a new

patient by the amount of profit gained

from an average patient over the first

nine months of treatment. This

system helps guide a dentist’s

marketing strategy, determines office

and equipment spending budgets, and

projects quarterly and annual profits.

The nine month estimation is effective

for dental sprinters. They want to get

in, get out, and make it to the finish with

a healthy, aesthetically pleasing smile in

as little time as possible.

However, in times of economic

uncertainty, a great deal of patients

slow down their pace.  The sprinters

turn to marathoners, still eager to

improve the health and appearance of

their smiles but not as focused on the

instant gratification of complete and

immediate results, particularly

aesthetic ones. Their desire for upper

and lower veneers begin to compete

with the immediacy of paying their

mortgage, car insurance, gas, and

grocery bills. Therefore, the way

dentists estimate the value of each new

patient needs to change accordingly.

During a recession, the nine month

value estimation of a new patient

should be switched to a 24 month

estimation. This will yield a more

accurate number to calculate a

patient’s true value in a down

economy. Regardless of a patient’s

economic status, they become

increasingly hesitant to spend money

on treatment that is not absolutely

necessa ry. Pa t i en t s ’ p r imary

concerns turn to treating periodontal

disease, completing root canals,

restoring broken teeth, and alleviating

painful cavities.  However, this does

not necessarily mean their desire for

a more aesthetically pleasing smile

disappears. They may still be

interested in those veneers or

immediate Zoom!® whitening, they

are just more likely to spread out the

treatment over a longer period of

time—thus the 24 month estimation.  

Using Different Approaches 
for Marathon Training 

and Conditioning

There are several key approaches a

dentist can take to ensure that these

“Anyone can run 20 miles. It’s the next six that count.”
Barry Magee

Olympic Marathon Bronze Medalist

Beijing 100 & 200m Dash Gold Medalist Usain Bolt



28 LVI VISIONS • JANUARY • FEBRUARY • MARCH • APRIL 2009

marathon patients remain in their

system and continue to return for

slow but consistent care over a 24

month period.

1. Improve patient experiences. 
Patients who have positive

experiences and a strong relationship

with their dentist are less likely to

switch dental providers during times

of economic uncertainty.  They seek

stability and reliability—two things

that almost any caring and qualified

dental practitioner can easily

provide.  Dentists can take small

steps like enhancing customer care

with better staff training and

improving waiting room aesthetics

with comfortable furniture, calming

artwork, and pleasing color schemes

to ensure that their patients have a

positive experience in their office

and continue to return for recare.  

2. Encourage but don’t pressure
treatment.  

Present “total care” options.

Letting patients know that there is no

pressure for them to complete all of

their treatment at once can be a huge

relief for many patients. Keep in

mind, this does NOT mean that

dentists should change their

treatment recommendations. It

simply means they should modify how

they present those recommendations.

Dentists should focus on addressing

immediate needs first and then

encourage patients to continue with

their aesthetic dentistry goals a little

bit at a time as their budget allows for

it. While it’s certainly not as

gratifying as getting paid in one

lump sum, this approach helps a

practice maintain a steady cash flow.

3. Build strong relationships with
the kids in a family practice.

Most parents will choose discretion

when spending money on themselves

and opt to put their available dental

funds towards their children first.  If

dentists can successfully maintain a

positive relationship with the

children in their practice, they are

more likely to keep parents in their

system as well. When additional

funds do become available, those

parents are more likely to turn to

their trusted family practitioner

rather then seeking care elsewhere.  

Marketing for Marathoners:
Planning, Advertising,

and Tracking

As always, the main goal of

marketing for any practice is to gain

new patients that bring in more money

to the practice then the cost of

acquiring them. Dentists should be

willing to invest their marketing and

advertising funds up until this point.

If it costs $1,999 to bring in a new

patient and the revenue generated from

that new patient is at least $2,000, a

dentist has technically still made a profit.

Obviously, the lower the cost of the

acquisition, the higher the profit margin.

The metrics of marketing become

even more essential when available

advertising funds are limited.  There

are several simple and easy steps a

dentist can take to measure the

effectiveness of their marketing

strategies (and modify them

accordingly when necessary):

MARKETING FOR A MARATHONER 
The Art of Running During a Recession  

Beijing Marathon Gold Medalist 
Constantina Dita-Tomescu
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• Purchase a unique phone number

for use on all new advertising to

track incoming patients

• Consider using a unique URL (web

address) on new advertising to

determine which patients are coming

in from current campaign efforts

• Seek out free analysis tools like

Google Analytics to help track new

patients

• Use a coupon or free giveaway that

a new patient can present at the time

of their first appointment  

• Use patient intake forms that ask

patients to identify all of the ways

they heard about a practice (this is

notably the oldest and least effective

way of measuring marketing)

Crossing the Finish Line 

Once dentists have prepared

themselves for the transition of

sprinter-to-marathon patients,

changed their treatment approaches

accordingly, and can effectively track

new marketing efforts, the last and

final step is to continue to build their

skill sets.  While dentists may see

their patient’s “sprint” to complete

cosmetic dentistry slow down during

uncertain economic times, there are

still some dental procedures that

remain recession-proof.   

While LVI is most famously

known for its cosmetic dentistry

courses, the institute also offers a

wide array of recession-resistant

continuing education programs that

can help bolster income.  In addition

to their neuromuscular programs,

courses like Endo Root Camp® with

Dr. Kit Weathers, The Art of Direct

Resins with Dr. Ron Jackson, and

Rehabilitation of the Edentulous

Patient with Dr. Normon Thomas and

Dr. Mark Duncan present outstanding

opportunities to grow and improve

skills in areas of dentistry that are

recession-resistant because they are

need-based and not want-based.  

This does not mean that a dentist

should discontinue advertising or

branding their cosmetic dentistry

services. Consistent cosmetic dentistry

marketing efforts, even in a down

economy, will help patients keep Top

of Mind Awareness of a dentist’s

aesthetic services and make them more

likely to return for treatment when

additional funds become available.

Dentistry, like running, is about

training, preparation, skill, and

delivery.  For marathon runners, it’s

also about endurance.  When you are

prepared for the race before you and

can visualize the finish line in the

distance, you’re one step ahead of the

game.  In fact, you can lead the pack.  

“Dentistry, like running, is about training, 
preparation, skill, and delivery.”

Michael D. Silverman, DMD, DDOCS, DICOI, is an internationally-recognized dental educator,

speaker, business leader, and author. He is the President of b2d Marketing

(b2dmarketing.com), a dental and medical business marketing company which manages and

facilitates the LVI Branding Campaign, as well as the President of RAMP (rampresults.com),

the largest dental practice marketing agency in the country. He is also the Co-founder and

President of DOCS Education (DOCSeducation.org), an organization that provides continuing

education training to dentists and team on oral sedation dentistry and emergency preparedness.

Dr. Silverman can be reached at Dr.Silverman@b2dMarketing.com.
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his featured column rep-

resents the first install-

ment of many to be in-

corporated in each issue

of LVI VISIONS. The primary pur-

pose is to discuss questions of an

orthodontic and/or K7 instrumenta-

tion nature that are either posted on

the LVI Forum or brought to my at-

tention through LVI classes. These

discussions will provide valuable

insights when ‘Forum’ questions go

unexplained and it is hoped they

will provide more complete solu-

tions from a clinical perspective.

STRAIGHT TRACKS will also

serve as an update for those doctors

that have participated in the NM

Orthodontic programs at LVI.

I would like to take journalistic

freedom and point out what has be-

come evident on the forum and in the

classroom. Unfortunately many

knowledgeable clinicians begin their

responses without even diagnosing

the cases in point. The only way to

determine the Neuromuscular (NM)

significance of any case is to first

screen the patient. Bioelectrical in-

strumentation using the Myotronics

K7 is routinely omitted. I have ob-

served this shortcoming in almost

every Forum chat dealing with airway

and four bicuspid extraction mechan-

ics. Many simply state a case is

wrong, and describe where the teeth

are to be moved. All these recom-

mendations are being made without

proper NM Screening or a NM Bite

Registration. Quite simply, we really

do not know that the advice rendered

is wrong or right from a NM perspec-

tive. One must ask; “Are these rec-

ommendations based upon science,

or is it just aesthetics?” Traditional

orthodontics along with traditional

CO/CR dentistry is often based upon

many opinions by many individuals

that ignore modern technology. 

The first big lesson of this inaugur-

al column is to diagnose, diagnose,

diagnose. All alumni at LVI have

been instructed to evaluate, diagnose

and then present a treatment plan. Re-

member, when all else fails “follow

the directions”.

Neuromuscular Screening
The basic evaluation employs a

Scan #13. We first observe the vertical

levels of crossovers from the Open-

ing/Closing track (O/C) in the Sagittal

view to see where Cervical issues

may arise. Are these ascending, de-

scending, a result of occlusal imbal-

ances, muscle dyskinesia or airway

obstruction? Are the Sagittal

crossovers unrelated or consistent

with frontal view ones? Frontal view

crossovers are representative of click-

ing joints, soft tissue displacements or

muscle dyskinesia. When we observe

simultaneous crossovers in the frontal

and sagittal views they almost always

are from internal derangement in the

TMJ. Sagittal crossovers, with a

frontal component only, viewed at the

maximum opening are believed to be

lower cervical dysfunction and may

be representative of ascending cervi-

cal issues. Middle level crossovers are

related to more upper cervical dys-

functions (such as AO) and may be in-

dicative of descending issues when

primary causation is occlusal. As the

T



LVI VISIONS • JANUARY • FEBRUARY • MARCH • APRIL 2009    31

scan (tracking) approaches occlusal

contact these crossovers are represen-

tative of occlusal interferences.

In summation, it behooves each

clinician to do a basic NM screening.

In my office a cursory NM evalua-

tion (screening) is performed on all

patients twelve years of age and

older. This screening process in-

cludes a Scan #2 for Frontal/Sagittal

Mandibular Range of Motion (ROM)

and speed of O/C, Scan #13 for ROM

and #15 for Sonography. You can

modify the individual scans mode or

views under the menu bar. When the

decision to treat is made a more com-

prehensive patient study is complet-

ed including a NM Bite Registration.

This K7 Scan represents a Sagittal and
Frontal views of the Mandibular Range 

of Motion and a Velocity sweep.

Dr. Gerber is the Director of Neuromuscular Orthodontics at LVI Global and serves as the Clinical
and Educational Director of the Center for Occlusal Studies. Dr. Jay has clinically treated 1,000’s
of patients since the early 1980’s using the principles of Neuromuscular Dentistry. He has de-
signed and used the Gerber EMG Orthosis in his private practice which is for the exclusive treat-
ment of orthodontic and TMD patients. Dr. Gerber is recognized as one of early innovators of neu-
romuscular functional orthodontics and for the applications of the ‘EMG Guided’ bite registrations.
Dr. Gerber has made a commitment to stable, pain free neuromuscular correction and long-term
occlusal stability. He currently maintains a private practice in Parkersburg, West Virginia.
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Bill Wade
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There are Laws in nature,

physics, astronomy, and life

that cannot be changed. 

For every force there is an equal

and opposite reaction. If that some-

how changes, all motion will stop.

If, somehow, the earth were to stop

spinning, then that apple will not hit

the ground (Newton’s Law of gravi-

ty). It will go flying off into space,

with the rest of us not far behind. 

In math there are formulas and val-

ues that always remain Constant;

c=pr2, a2+b2=c2. The numerical

basis for the Golden Proportion

never repeats; 1+1=2, 1+2=3, 2+3=5

to infinity.

You can influence many factors

around those Laws and Constants.

Changes will occur, some good,

some bad however, the Laws and

Constants always remain. 

I can use force to create lift over

the wings of a plane and defy gravi-

ty! I can use magnetic north and

geometry to plot a course from A to

B and change my location. So exper-

imentation and change is absolutely

necessary to move forward, be inven-

tive, and creative. If, however, you

think that flapping the wings of the

airplane is the correct change, you

are in for big trouble! 

The same principles can be applied

to NM Dentistry. Whether you are a

CR Dentist or a NM Dentist, the

Constant is the stomatognathic sys-

tem. The brilliance of Dr. Bernard

Jankelson and the success of NM

Dentistry is that we make many

changes around the system but never

TO the system. In other words, if I

cannot get the plane off the ground, I

can get a bigger engine or lighten the

load, but I cannot change the physics.

If the Stomatognathic system is un-

balanced, I can optimize the muscles

and bite. But, it will do me no good

to try to change the SYSTEM to

hinge axis mechanics. 

When I began listing the Constants

and the Changes I have witnessed in

NM Dentistry it was immediately

obvious that the lists were the same.

The old adage “the more things

change, the more they stay the same”

certainly applied to NM Dentistry. I

also realized that not only are there

Laws in the Science and Physiology

of NM Dentistry, but there is also a

legacy of measurement, education,

and perseverance that began with Dr.

Bernard Jankelson. To understand

what has changed and what has

“Constants in life are reassuring, comforting and reliable.” 

stayed the same a bit of the history of

Myotronics and NM Dentistry is

necessary. Not a literal history, (I

apologize in advance if I have left out

someone or recorded a date incor-

rectly) but my impressions, the roots

of NM dentistry as I have experi-

enced them. 
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CONSTANT:
“If it is measured it is a fact. If it

is not measured it is an opinion.”

Dr. “J” (as he was known to those

who worked with him) was always

concerned with measurement even

before he began TENSing and taking

bites. I have seen the fish scale he

modified with a chin cup to measure

the force he was applying to manipu-

late the mandible into CR. In 1958 he

published an article in which he de-

scribed wiring two opposing gold

molars to a battery and volt meter to

prove that teeth do not touch during

mastication.  “If it is measured it is a

FACT. If it is not measured it is an

OPINION” was Dr. J’s motto long

before NM Dentistry. He was exper-

imenting with the first Myomonitors

in 1966. Myotronics was incorporat-

ed in 1968, and by then, Dr. Robert

Jankelson had joined the private

practice and Myotronics. There was

almost 20 years of experimentation,

studies, and equipment advancement

in NM Dentistry, before I attended

my first Myotronics seminar in 1982.

After 42 years, precise objective

measurement so vital in most profes-

sions, still seems like new concepts

in modern Dentistry.

CHANGE:
The Equipment 

Even though the same things are

being measured, EMG, CMS, and

ESG, the technology of the K7 Evalu-

ation System has progressed far be-

yond its predecessors. The original

EMG printed out on thermal paper,

and if the numbers were not “inked-

in” they faded out. Additionally, only

four channels could be done at one

time. The CMS did not electronically

align. The X and Y axis were manual-

ly aligned, and if the patient moved in

the slightest, the alignment had to be

redone. To save a scan, a Polaroid pic-

ture of the screen was taken and past-

ed to a form. In 1990, I purchased the

first Dolch Portable K6I. It was the

size of a carry-on bag and weighed 21

pounds. It had a hard drive that could

not even store the K7 program. The

price was $26,000. To offer a little

perspective, I purchased my first

home in 1974, a Golf Course Condo

for $26,500. Perhaps more significant

than the obvious changes to the K7

system, are the technological changes

that are not seen. As technology im-

proved so did noise suppression, ac-

curacy tolerances, and system reliabil-

ity. Software improvements that

reflect the clinical use of the system,

and encourage experimentation have

been constantly added. 

CONSTANT:
NM Education

Since Dr. J was ostracized by the

Dental community there has never

been a University affiliation (in the

U.S.), and no outside backing of any

kind. The study of NM Dentistry in

the beginning was very up close and

personal. The first meetings were in

held in the dental office, and later in

the Myotronics conference room.

Even in 1984, when I began working

in the seminars, a group of 10 den-

tists was considered a good turn out!

Jim Garry’s sister was a TMD pa-

tient. He heard of the work Dr. J was

doing and asked him to treat her. The

answer was NO, come to Seattle with

her and learn how to treat her your-

self. I have heard similar stories from

most of the pioneers in NM Den-

tistry. The idea of just “showing Den-

tists what we do” is still the most

powerful motivation in the study of

NM Dentistry. There has never been

a sense of urgency or pressure to pur-

chase the equipment. Teach the phys-

iology first. The paradigm shift from

mechanical thinking to physiological

thinking may take one seminar or a

whole Core system but once you buy

the theory, the science of measure-

ment becomes a natural progression

in the NM Journey. Mastering NM

Dentistry requires patience and prac-

tice, but the principles are simple and

constant. Every NM instructor, from

the Jankelsons, to Bill Dickerson, has

taught the same message: Relate the

mandible to the maxilla with the

least muscular accommodation and

the highest function.

CHANGE:
How Education is Delivered

The traditional CE format is a two-

day course at a hotel and the study of

NM followed the same path. I trav-

eled the U.S. and the World with Bob
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dedicated teachers, and my friends. I

was a part of some amazing semi-

nars, featuring Travell, Rocabado, St.

John, and others. It was the best edu-

cation at the time. 

The LVI campus provides a totally

unique learning environment. There

are 20 fully equipped operatories, 23

K7 Evaluation systems and at least

twice that many J5 Myomonitors.

Every course offers hands-on instruc-

tion, supervised by an LVI clinical in-

structor, for every dentist. The CORE

system is a cookbook for NM

Restorative Dentistry. Each CORE

builds upon the previous one. The

CORE system was a very bold move.

No longer can you be “just” a NM

Dentist or “just” a Cosmetic Dentist.

From the introduction to NM Princi-

ples to Full Mouth Reconstruction,

when you are ready for a new skill ei-

ther Clinical or NM LVI is ready for

you. No matter how skilled you are,

at each CORE you will be challenged

to be better. After completing the

CORE system, LVI offers over 20 ad-

vanced courses to take your practice

to any level at your pace. I have spo-

Jankelson doing two and three-day

programs. I did the same in the U.S.

with Ed Duncan, Jim Garry, and Jay

Gerber. Barry Cooper, Mike Mazoc-

co, and others were also doing semi-

nars. Each instructor brought his spe-

cialty to the table, but invariably each

class, no matter what the title, would

contain beginners as well as experi-

enced dentists. The courses always

had one day of advanced learning

and at least one day of basic NM (i.e.

scans, TENS, diagnosis). It is a testa-

ment to those instructor’s patience

and dedication that everyone got

what they wanted from the courses.

Dentists would often take the same

course several times in order to ask

advanced questions. Many of these

courses were only offered once per

year. In later years, Jay began offer-

ing sequential courses on different

learning tracks to provide a more

comprehensive NM education. There

was no fast track to NM Dentistry. I

certainly mean no disrespect to the

Dentists I mentioned above, remem-

ber I was there too. They are all leg-

ends in NM Dentistry, excellent,

ken with several dentists who had to

fight for their NM education using

the old system. They admit to taking

competitors courses and even CR

courses just to gain a pearl or two.

They are in fact a little jealous of

what is offered at LVI, even though

most are now part of LVI.

CONSTANT:
Perseverance in the fight 

for NM Dentistry

Dr. J was a respected, published

member of the Dental community.

But when he brought new ideas to his

peers, he was immediately branded a

Dental heretic. As I stated in the Vi-

sions Interview the reaction to NM

Dentistry at the academic level is not

just a professional disagreement, but

vehement and personal. Barney was

no “shrinking violet” in the fight for

NM Dentistry. There are stories of a

“punch out” in an elevator! Without

that kind of perseverance NM Den-

tistry would never have survived.

The legacy carried on to Bob Jankel-

son, his brother Roland, and many

other committed NM Dentists. They

all fought to defeat the FDA when

the critics managed to get the My-

omonitor reclassified with pace-

makers as a life-threatening device.

The war is not over. We have won

some battles but the enemy is still

there. When you see a message from

Myotronics or Norm Thomas asking

you to write letters in support of NM

Dentistry, take that request seriously!

The same group that has failed to dis-

credit NM Dentistry with the insur-

ance companies, ADA, and FDA, is

trying to make TMD a Dental
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Specialty. They make it sound like a

good thing, but beware it is just an-

other attempt to undermine your

right to practice NM Dentistry. They

are relentless in their quest and we

must persevere. There is an element

of pride in being the underdog, but

even when you are RIGHT it is an

uphill battle! 

CHANGE:
A much louder voice!

NM Dentists of today have the

same pride, dedication, and fighting

spirit of Dr. J. The change is that

there are literally many, many more

willing to stand up for NM Dentistry.

Lecturers are beginning to realize

that their audiences now might very

well contain more than one NM Den-

tist. NM Dentists who are no longer

content to sit quietly and be ma-

ligned by a speaker who knows noth-

ing about NM Dentistry. Bill Dicker-

son has been relentless in his quest to

bring critics to LVI. Even though

they may not be converted when they

leave, their universal comment has

been “NM Dentistry is not what I

thought it was.”

CONSTANT:
Scan Technology

The format of scans, whether on an

oscilloscope or a computer screen,

remains the same. Many technologi-

cal advances have been made, but a

Scan 9 is still a Scan 9 whether

recorded on a K5 or a K7. It is a cred-

it to Myotronics, Fray Adib, Kevin

Houck, and all the engineers, that we

have a 40 year history of consistent

data to rely upon. Myotronics and

computerized dentistry was so far

ahead of its time, dentistry is just

now catching up.

CHANGE:
Scan Interpretation  

After 20 plus years of Scan 9s and

thousands of diagnoses, it took a

fresh look to discover a new diagnos-

tic protocol: the Rest/CO. A study of

the structures and muscles of the

stomatognathic system make it obvi-

ous that it is a closing system. The

major muscles are involved with

bringing the teeth together to facili-

tate mastication, speech, and even

respiration. To quote Garry Wolford

“TMD is an abnormal CLOSURE

problem.” Bill Dickerson is absolute-

ly right when he says “You can have

a good rest but a bad bite, but you

cannot have a good bite and a bad

rest”. The Rest/CO is a bite evalua-

tion scan done in a raw EMG format.

It is so simple and logical in its in-

tent, that even the newest NM Den-

tist and patients can easily under-

stand its meaning. 

The physiologic bite is not a sin-

gle point but a range varying in all

six dimensions. The application of

the Golden Proportion to the teeth

and vertical dimension has resulted

in the LVI Golden Vertical, a highly

accurate way to predetermine the

ideal bite range using the classic 4/5

scan format.

The software has been continually

updated to express these new dimen-

sions in scan interpretation. Even

though the scan format and data re-

main the same, new and different ideas

lead to new interpretations which re-

fine the differential diagnosis.
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CONSTANT:
Myomonitor Technology  

The wave form and pulse frequen-

cy that Barney Jankelson and his en-

gineers developed continues to be ef-

fective and remains the same. The

electronics, electrodes, and number

of leads have changed however, basic

electrode placement and pulse ampli-

tude remains the same. NM dentistry

is a muscle-based paradigm and the

Myomonitor has always been the

bedrock of the system.

CHANGE:
Myomonitor Physiology

A second channel was added

specifically to treat the postural is-

sues of the neck and upper back.

After 20 plus years and thousands of

hours of TENS, a new protocol was

developed. Stimulating the spinal ac-

cessory now gives us neural media-

tion of both the fifth and eleventh

nerves. Neural mediation is crucial to

NM Dentistry. Bob Jankelson has

said that if we were not able to stim-

ulate the trigeminal nerve there

would be no Myotronics! Stimulat-

ing the spinal accessory may give us

the same control over the muscles of

the neck and upper back.

CONSTANT:

Orthosis

The removable orthosis has always

been an integral part of the NM treat-

ment. It provides stabilization for the

stomatognathic system, neutralizing

muscle accommodation, providing a

new engram, and improving posture.

It is easy to work on and, if neces-

sary, is reversible. Early attempts at

fixed and long term orthosis using

the materials at hand worked howev-

er, were not very esthetic, and were

very difficult to construct. Patients

were wearing these appliances as the

final treatment.  One of the best at-

tempts was by Dr. John Flocken at

UCLA. He cast two lower quadrant

occlusal overlays from sterling silver

and cemented them in. You can

imagine what that looked like, and I

wonder how often they popped off! 

CHANGE:
Materials and application

With new materials and patients

committed to reconstruction the LVI

Fixed Orthosis has become a neces-

sary second phase of orthosis thera-

py. Esthetics and comfort is im-

proved. 100% compliance is

guaranteed, resulting in controlled

remodeling of the joint. Patients with

flattened posterior occlusion can

wear upper and lower fixed appli-

ances, allowing the occlusion to be

refined to a higher degree. Transition

from orthosis to porcelain has been

greatly simplified by the use of the

LVI Fixed Orthosis. 

CONSTANT:
The NM Dentist

Even though Myotronics just cele-

brated its 42nd year, to the beginner,

NM Dentistry still seems very new

and high tech. The constant in NM

Dentists is that they have the same

enthusiasm and passion for learning

whether they began their NM Jour-

ney five days, or 25 years ago. Most

dentists still find NM Dentistry for

the same reason. Whatever bite sys-

tem they are using is just not work-

ing, and ignoring the problem does

not make it any better! Historically,

dentists who come to a beginning

NM Seminar are already great den-

tists, because it takes a certain

amount of self-confidence to chal-

lenge traditional dentistry. All the

factors that make a great dentist do

not go out the window when NM

Principles are being used!

CHANGE:
The NM Dental Practice

When conducting informal surveys

of CORE I and K7 Training, I find

that only about one or two out of ten

dentists want to specialize in a pain

and dysfunction practice. The major-

ity have come to LVI and NM Den-

tistry to enhance their cosmetic re-

construction practices. Of course, by

default, the cosmetic dentist is treat-

ing pain and dysfunction. If I would

have asked that question 8 or 10

years ago the answer would have

been, “treating pain and dysfunction

to supplement my general practice!”

The NM Dentist remains the same;

the focus of the practice has changed.

NM Dentistry has moved back to the

restorative market where it always

should have been.

Dentists I meet today are more

open minded than in the past. I have

worked seminars with Bob Jankelson

where dentists came just to argue

with Bob. They had an agenda and it

was obvious. After one of the first

Occlusion II programs, Bob and I
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discussed that we needed to get the

chip off our shoulder. We were spend-

ing too much time defending NM

Dentistry. LVI dentists wanted to

know, how it works, how much does

it cost, and where to get one. Just re-

cently a comment on the CORE I

evaluation form stated that there

should be less discussion about CR

and our battle scars, and more NM!

The credit for the recent explosion

in NM Dentistry centers on Bill

Dickerson and LVI, and deservedly

so! But, I think that a large measure

of credit should also go to the LVI

student dentists and alumni. Without

support for the courses none of this

would be possible. I will use my own

course, K7 Training, as an example.

K7 is offered once a month, and al-

ways on Monday and Tuesday. It is

routinely sold out, and always in-

cludes international attendees. Den-

tists along with their teams come

from the USA, Canada, Australia,

UK, Germany, and even Singapore.

NM Dentistry is flourishing at LVI

because of the effort and commit-

ment of the students. Today NM

Dentists show the same determina-

tion as those of the past who had to

fight for their NM education.

Constant + Change = Progress

In NM Dentistry, as in life, the

more things change, the more they

stay the same. Constants in life and

NM Dentistry are reassuring, com-

forting and reliable. We cannot be

afraid of change. Rather we should

welcome Change and those willing

to push the envelope, be creative and

have fun.

Bill Wade is a dental laboratory technician with extensive training in neuro-
muscular dentistry, instrumentation and laboratory technology. He has owned his
own dental laboratory for 28 years specializing in neuromuscular dentistry since
1982. Over the past 17 years he has trained numerous dentists and team mem-
bers throughout the United States on the use of neuromuscular instrumentation.

Since 1989 he has been the Myotronics systems trainer and is now on faculty
teaching the K7 team training program, Core IV-Advanced Occlusal and Restora-
tive Principles, and the Neuromuscular Technician Program.

He has lectured nationally and internationally. He is a member of the presti-
gious International College of Craniomandibular Orthopedics (ICCMO), and found-
ing member of the North American Neuromuscular Study Club.

Bill Wade is an In-Office Consultant and instructs in the following courses at LVI.

CORE I

January 21-23
February 18-20
March 23-25
April 15-17
May 6-8
June 10-12
August 12-14
September 23-25
October 7-9
December 9-11

CORE IV

March 16-18
May 11-13
July 13-15
September 2-4
November 2-4

CORE VI

February 4-6
May 20-22
September 14-16
December 2-4

K7 Training

January 5-6
February 9-10
March 2-3
April 6-7
May 4-5
June 1-2
July 27-28
August 24-25
September 21-22
October 19-20
November 19-20
December 17-18

Scan Interpretation

January 7-9
August 26-28

Neuromuscular Technician

February 26-28
October 22-24

Bill Wade
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Recently, I have received a lot

of e-mail from people with

questions about Endodon-

tics. The questions have been so di-

verse I thought it might be time to

share a few of my favorite pearls

from a special report I give to atten-

dees of the LVI Endo Root Camp®.

The report is entitled, “207 Secrets

of High Profit/Low Stress Endodon-

tics,” and it answers many of the

more commonly asked questions.

The original report is divided into

twenty topics, and this article features

32 secrets taken directly from eight of

the twenty topics. The tips are num-

bered according to their place in the

original special report.

Short of trying to teach the entire

LVI Endo Root Camp® course in one

up checklist for every routine proce-

dure in the office.  

5. McDonald’s is successful because

it is not so much a restaurant as it is a

system. Your dental office should be

run the same way.

Instant Diagnosis of the 
Elusive Toothache

18. The purpose of the clinical testing

is not to approach a histological diag-

nosis, but rather to duplicate the pa-

tient’s chief complaint.

23. The single most telling question

on your medical history: “Have you

ever taken antidepressant medica-

tions?” A “yes” puts you on alert that

short article, I thought it would be fun

and informative to share some of the

tips that have served me well for

more than 40 years.

Setting Up for Success 
(It is All About Systems)

1. Do not enter the operatory until

everything is completely set up.

2. Why do operating rooms generally

run on time and not have to push

back the 11:30 heart bypass? The op-

erating surgeon does not look up

from the operating field. They are not

allowed to search through drawers

and look for instruments.

3. Every operatory should have a set-

These valuable tips can help you improve the efficiency and quality of service to your patients.

32 Secrets of High Profit /Low Stress Endodontics

Arthur "Kit" Weathers, Jr. DDS
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the pain may not be endodontic in ori-

gin, or at the very least, that this pa-

tient may have some other problems.

(Mal occlusion can mimic the symp-

toms of an endodontic problem.)

34. Endo-Ice is a pulp test. The ADA

code for a pulp vitality test is 0460.

Do not forget to submit it.

38. Radio Shack sells the equivalent

of Endo-Ice (same active ingredient

as Endo-Ice) as “Component Cooler”

(catalog # 64-4321). Many of the

“canned air” products such as Stratus

Duster contain the same ingredient as

Indo-Ice. When using these canned

air products, turn the can upside

down to express the propellant.

Access Makes it Easy

78. It is always best to remove a

crown prior to endo whenever possi-

ble. The crown is placed where it

looks and feels best, not where the

roots are, and with the crown out of

the way, you will have easier access

to the canals. In addition, your files

will have easier access and will not be

impeded by the crown walls.

79. If you are having trouble with the

access, stop and take another x-ray to

see where you are. Yogi Berra once

said, “If you don’t know where

you’re going, you might wind up

someplace else.”

Finding Canals

93. Always suspect two canals even

in a single orifice: Run your pre-

curved 10 or 15 K-file along the buc-

cal, and then separately along the lin-

gual aspect of the orifice.

95. The canal is always in the center

of the root -- use a perio probe around

“I thought it would be fun and informative to share some of
the tips that have served me well for more than 40 years.” 

the root to see the orientation of the

root. If the canal does not appear to

be in the center of the root, suspect a

second canal.

98. Which tooth, when it has two

canals, almost always has a single

foramen?  The mandibular incisor.

99. Which tooth, when it has two

canals, almost always has multiple

foramina?  The mandibular premolar.

Measurement

120. Use only one reference for the

mandibular molar, (usually the

mesio-buccal cusp). From this refer-

ence point, the two mesial canals will

be equal lengths, the two distal

canals will be equal lengths, and the

Figure 1
Use Endo-Ice (or equivalent) sprayed 

on a loose cotton pellet for 'Cold Test'.

Figure 2
The Touch 'N Heat from EndoSolutions makes

it easy to sear off excess gutta-percha.
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distal canals will usually be one mil-

limeter longer than the mesial canals.

121. When using the mesio-buccal

cusp as the reference for the maxil-

lary molar, the distal canal will be

one millimeter longer than the mesial

canal. The palatal canal will usually

be one millimeter still longer mea-

sured from the palatal cusp.

122. For measuring files, the EndoSo-

lutions’ EndoBlock measuring device

is almost as good as having an assis-

tant. And it makes the assistant’s life

much easier too. It is the quickest and

most accurate way to measure a file.

Canal Preparation

130. The biggest secret of shaping the

canals is to clean the coronal portion

of the canal prior to the apical portion

-- do not focus on the apex at first.

Begin the preparation of the coronal

two-thirds of the canal prior to length

determination. One reason is that

working length decreases as you cut

away the inside of the curve. Also,

apical instrumentation becomes a

breeze when the coronal constrictures

and curvature are out of the way.

135. Passive instrumentation: If you

have finished with the 20 file, but

your 25 will not reach the apex, do

not go back to the 20. Use the 25

wherever it wants to go (do not force

it), and then go back to the 20.

145. Buying a power saw will not make

you a carpenter. You need proper tools

to do a proper job, but proper principles

are more important that tools.

Figure 3
EZ-Fill and the EndoBlock from EndoSoltions make fitting 
the master cone and obturating the root canal a breeze.

Figure 4
Ultradent capillary tips help dry the canals prior to using paperpoints.
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150. To prevent breakage of nickel-ti-

tanium rotary instruments:

• Open the coronal aspect of the

canal before taking a working length.

• Use the file passively.

• Always keep the file moving either

in or out of the canal.

• Approach the working length in

short pecks, not in one fell swoop.

• Discard the files regularly.

• Discard if any distortion of the

flutes is detected.

• Use a sonic to flare the canal and

make way for rotaries.

• Use a lubricant.

Sealing and Filling

175. Canals are sealed with sealer;

gutta-percha just takes up space. All

filling techniques require the use of

sealer.

176. The filling is entirely only a func-

tion of the cleaning and shaping. All

filling techniques work if the cleaning

and shaping is properly done.

178. The Ultradent (800-552-5512)

Capillary Tip on the high-speed suc-

tion adapter will dry the canal quickly.

180. First, place sealer in all the

canals. Second, place master cones in

all the canals. Trying to fill just one

canal at a time makes a mess.

181. The EndoSolutions’ Endo-Block

measuring device is the best way to

measure a master cone.

182. "EZ-Fill" (available from the

EndoSolutions Buying Club, 800-

215-4245) is the easiest way to fill a

canal, just as the name implies.

184. Finger spreaders (red or medium

fine), if you wish to condense, are

easier to use than hand spreaders.

They are safe to rotate, and they put

less torque on a root.

185. Use a Touch n’ Heat (EndoSolu-

tions) to sear off gutta-percha instead

of an open. Hold a suction tip nearby

to minimize the odor.

Wrapping it Up

206. If things do not go well, it is

only a tooth. You are not God, after

all. You are just a repairman.

207. Now go home. Nobody on his

deathbed ever said, “I wish I had

spent more time at the office.”

The inspiration for this article came

from questions directed to me in care

of the “Root Tip of the Week” free

video series, and if you would like to

receive an e-mail describing each new

Root Tip, please register at www.En-

doRootCamp.com . Your e-mail ad-

dress will remain secure, and will not

be sold or shared with anyone.

Just for fun, I perform a magic trick

or mini illusion on each 4 to 6 minute

video, and I will teach you the secrets

when you go to the website. There is

more to life than teeth, gums and spit,

so make a life, not just a living.

P.S. If you have questions, sugges-

tions, or personal cases you would

like to see discussed in The Weathers’

Report or on the Root Tip of the

Week, please contact me at

Kit.Weathers@gmail.com.

Dr. Kit Weathers is the creator 
and featured speaker at the 

LVI Endo Root Camp®

2009
January 30-31 (LVI) 

February 20-21 (Griffin, GA) 

March 20-21 (LVI) 

April 24-25 (LVI)  

For more than thirty years, Dr. Arthur “Kit”
Weathers has lectured worldwide on tech-
nologies, products and processes designed
to simplify the practice of endodontics by the
general dentist. The developer of a range of
dental products, Dr. Weathers pioneered the
EndoMagic! Nickel-titanium file system for
general dentists seeking to improve both the
quality of care and the economics of the en-
dodontic services they offer. As the clinical
technique developer of the X-tip In-
traosseous Anesthesia System, he has as-
sisted practitioners in need of patient-friend-
ly anesthetic application methods.

Dr. Weathers is the author of numerous
articles on innovations in endodontic treat-
ment products and processes as well as
intraosseous anesthesia delivery systems.
His most recent four part series of articles
entitled, “Endodontics, From Access to
Success,” appeared in Dentistry Today. Dr.
Weathers has also introduced the well-re-
viewed C.E.Magic “edutainment” interac-
tive learning system, entitled “Antibiotics
in Dentistry” to the field of dental continu-
ing education.

Dr. Weathers serves as the Director of En-
dodontics at the Las Vegas Institute for Ad-
vanced Dental Studies (LVI). Lecturing ex-
tensively to dental organizations, Dr.
Weathers integrates an academically
grounded approach to his subject with
humor, magic, and mnemonics to enable his
audience to recall his well-accepted tech-
niques. As the founder of the Practical En-
dodontics “Root Camp,” Dr. Weathers offers
numerous two-day, hands-on training ses-
sions at the Las Vegas Institute and his fa-
cility in Griffin, GA.
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Dr. Mark Duncan is a Clinical Director at LVI. A 1995 graduate of the Univer-
sity of Oklahoma, Dr. Duncan vigorously pursued continuing education to
grow past what was taught in dental school; twice being recognized as the
leader in the State for Continuing Education. He completed the surgical and
prosthetic sections with the Misch Implant Institute earning a Fellowship
with the Institute as well as holding Diplomate status with the International
Congress of Oral Implantologists. He has also earned the Fellowship with the
Academy of General Dentistry in the shortest time period allowed by the
Academy. He considers his real advance in education to have started with
his journey through the Las Vegas Institute. In 2002, he became a clinical
instructor at LVI. He is an active member of the IACA.

Mark Duncan, DDS, LVIF

It is an amazing time to be a part

of where dentistry is going and

have the opportunity to discover

all the new things that are happening.

There have been a number of very

impressive, high-tech innovations

over the last several years such as;

the ability to generate 3-D images,

evaluate airway issues and to see the

full length of a nerve. Instrumenta-

tion exists that will allow the dentist

to see where in space the lower jaw

should function to help balance the

muscles in the head and neck in order

to end chronic medical issues. 

What we need to keep an eye on is

all the incredible tools that are not

necessarily high-tech. Just because it

may not plug in to the wall does not

mean that it is not an incredible tool.

A couple of those amazingly useful

and simple innovations are the Op-

traMatrix and the OptraDam. Ivoclar

has taken a tool that dentists have

been using for decades, and updated

it to accommodate the materials that

are commonly used today. 

In less than 20 years the dental in-

dustry has decreased the placement

of amalgam restorations from 94% of

practices to now less than a third of

practices. That number continues to

shrink! The major advantage that

amalgam has is that it can set in a sea

of spit, however it needs a matrix

band to help create missing walls of

the tooth. In 1946, a Navy dentist cre-

ated the Tofflemire matrix band to

simplify the process of restoring a

tooth. As the material of choice has

evolved out of antiquated amalgams

and the profession has moved to di-

rect bonded resins, patients have en-

joyed a number of benefits that range

from improved esthetics to better
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dentin and enamel seal to most im-

portantly the advantage of being able

to conservatively remove only the de-

cayed and damaged tooth structure.

Optramatrix
One of the limitations of resin

restorations is the difficulty in creat-

ing a proper contact area. Unfortu-

nately this has led many dentists to

avoid placing interproximal restora-

tions and has forced them to either

place more expensive inlay/onlay

restorations or more destructive

crowns. Ivoclar has taken Dr. Tof-

flemire’s basic process and updated

it to allow utilization with composite

resins. It is common knowledge

among dentists that it is not possible

to condense composite resins thus, a

new way to create optimal contact

morphology is necessary. The Optra-

Matrix comes in a couple configura-

tions for applications on mesial and

distal sides of the tooth. With the Op-

traMatrix, the surface being restored

is protected by a matrix band that is

only 0.0004 inches thick! The band

is constructed at 10 microns thick so

that the side being restored is sepa-

rated by a thin foil that does not dis-

place the tooth. While a traditional

matrix band would create an ortho-

dontic force and displace the peri-

odontal fibers, the OptraMatrix is as

thin as 1/3 the thickness of a human

hair and does not put pressure on the

teeth. As a matter of fact, the contact

that is not being restored is also pro-

tected from being displaced. The side

that is not being restored has a win-

dow surrounding the contact pad,

and the thin foil side will allow for
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smooth and precise placement of in-

terproximal contacts. 

It is such a simple idea, but such an

incredible design. This will make di-

rect resin restorations even more pre-

dictable and more precise. Resin

technology has evolved to the point

where it is more durable and esthetic

than amalgam restorations. Now with

Ivoclar’s OptraMatrix you can also

plan on the placement of direct resin

restorations being more precise and

straight forward. If you place posteri-

or resins, you must have this tool in

your armamentarium – it is the best

way to create optimal interproximal

contact. If you do not place direct

posterior resins, purchase OptraMa-

trix and try it out. You will be doing

yourself a huge favor and providing

your patients an incredible service!

OptraDam
Ivoclar has also introduced another

incredible low-tech tool. Several is-

sues back, Visions introduced the

OptraGate. This retraction device al-

lows a simple and rapid way to re-

tract the lips and mucosa. Ivoclar has

done it again with the introduction of

the OptraDam! The retraction device

has been fitted with a latex membrane

that can isolate not only the lips and

cheeks, but also a total oral isolation

just like what is achieved with a tra-

ditional rubber dam.

One of the unfortunate realities of

the rubber dam is that it can be

tricky to use and uncomfortable to

wear. Recently, Dr. Ron Jackson

quoted an astonishing statistic –

only one third of dental school grad-

uates actually use the rubber dam to

isolate their patients after graduat-

ing from dental school. There is no

question that we can do a more effi-

cient and effective job of restoring

the mouth if we use proper rubber

dam isolation. Unfortunately the

process is fraught with drawbacks

and obviously that has gotten in the

way of proper isolation.

Ivoclar’s new retraction technolo-

gy is simple to implement and ele-

gant in design. If you have not tried

the OptraGate, it works with anatom-

ically shaped inner and outer rings.

The OptraDam is fitted with an in-

credibly flexible membrane which

allows placement of the inner ring

and retraction of the buccal mucosa

and cheeks without a rubber dam

frame. Even more impressive, the

OptraDam can be used to isolate the

tooth without the metal clamps!

The OptraDam is faster to apply,

does not require additional equip-

ment, and is more comfortable to

wear. The OptraDam is available in

two sizes to accommodate a larger

range of mouth sizes. While the ben-

efits of isolation are numerous, such

as better restorations and efficiency,

the ease and comfort of the Op-

traDam has the potential to bring

more people to accept exceptional

dental procedures.

The dental industry is continually

reinventing itself with new high-tech

tools as well as smart advances on

the low-tech side of our profession.

While we have been looking at the

sparkle and glamour of advanced

technology, some simple elegance

and beauty have become available

for our everyday armamentarium.

Check out Ivoclar’s Optra line of

products at www.ivoclar.com. I know

you will be impressed!

Take at look at these products.  After you do I’d love to hear your comments. 
Your suggestions always are welcome – please send them to me at: mduncan@lviglobal.com
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THE OPPORTUNITY

The goal is to convert treatment

opportunities into patients who are

willing to accept fully optimized

treatment plans, in both function and

esthetics. 

The Digital Patient Consultation

is the path for making this goal a re-

ality. Historically, dental consultants

have taught dentists and their staffs

to use verbal skills to communicate

their cases. This approach leads to a

certain level of success, especially in

non-appearance related dental treat-

ment. The reality is that in modern

society, patients are focused on es-

thetics. Studies have universally

demonstrated that people learn most

efficiently through visual communi-

cation methods. 

The Digital Patient Consultation

is completely visual, exactly like the

treatments provided to patients. 

Clear and accurate digital photog-

raphy visually presented is the

whole premise. A potential patient

actually viewing a presentation of

slides completely about them, their

present condition, and accurate

imaging of their optimum treatment

plan is THE communication neces-

sary for case acceptance. Words can

only communicate so much howev-

er, visually and through the eyes of

patients, end results can be commu-

nicated. Regardless of how we think

patients buy dentistry, they are al-

ways results focused. Give them an

accurate result, based on the won-

derful advancements in modern den-

tistry and they will commit their

funds, time, and energy to the result

you communicate.

It has been said that a picture is

worth a thousand words, so save a

thousand words and communicate

visually.

THE KEY: MASTERING THE 
DIGITAL USERS SKILLS

The only path to success is master-

ing the digital technology user skills.

The skills necessary for a digital pa-

tient consultation are new to most

dental professionals. The skills are

non-clinical. These communication

skills are not taught in dental

schools, but must be mastered to ef-

fectively illustrate clinical expertise.

Patients just need a way to see our

abilities. The new skills involved are:

1. Capturing images of patients with

a professional grade digital camera

2. Making these images film quality,

“or true to life”, in Adobe Photoshop©

3. Presenting the optimum treatment

plan with digital photographs, digital

x-rays, digital video and ethical esthet-

ic imaging of the proposed treatment

result, in Microsoft PowerPoint©.

The development of user skills is

“If our product is visual, it should be presented visually.”

Diagnostic Through Portrait
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primary. Remember, the presentation

is stunning digital photography, and

the quality of the images are due to

the human user skills and far less on

the camera hardware. In the past,

dental professionals focused on buy-

ing the correct hardware and soft-

ware - this is a clear departure from

this old model. 

The Digital Patient Consultation is

a technical skill – based on people

skills. These technical skills are

learned just once and they pay prac-

tice transforming results forever. 

My experience with dental profes-

sionals has demonstrated that once

they master digital computer tech-

nology, they have the skills to stay

current – even as this technology

continues to advance. 

We must strive to upgrade our

computer user skills to the level of

our dentistry. Excellence is mandato-

ry for results.

THE FIVE DIMENSIONS 
OF IMAGE QUALITY

35mm Film vs. Digital

Digital photography has grown up!

As a matter of fact you can now omit

the word ‘digital’, because in 2009,

the images from the latest digital

cameras are now simply considered –

Modern Photography. Due to many

digital advances over the past five

years, the overall image quality is far

superior to 35mm film and far supe-

rior to earlier generations of digital

photography. 

This bold statement is based on

The Five Dimensions of Image Qual-

ity and objectively comparing im-

ages from both 35mm slides and pic-

ture files from modern SLR digital

cameras. 

Just like the 35mm film needs a

laboratory for developing, the digital

files must be corrected by any dental

professional using imaging software

like Adobe Photoshop© to create sim-

ple, straight forward and quick image

corrections. 

The Five Dimensions 

of Image Quality are:

1. Exposure

2. Color

3. Sharpness

4. Tonal Range

5. Depth of Field

1. Exposure

Exposure is defined as the quantity

of light that exposes the film or cam-

era sensor resulting in an image (a

picture of your patient). The dental

photography problem, using ring

flashes, has been either an under or

an over exposure of dental patients.

The result is pictures of poor value

that are often too light or too dark.

The only tool used by film cameras

to properly expose the film is called

TTL (Through The Lens metering),

or an in-camera technology that ad-

justs the flash strength. The first

problem associated with any film

capture is feedback. The exposure

level of pictures if often discovered

after the film is developed – days or

PowerPoint
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weeks after the photography. By this

time it is often too late to re-shoot the

missed exposures. The second prob-

lem is exposure correction. With

film, we simply cannot correct the

problematic exposures and are

forced to live with the results, good

or bad. With digital SLR cameras,

both of these problems are solved.

First, the dental photographer can get

instant feedback on the exposure

quality (using the camera’s his-

togram). If the dental professional

finds the image is either under or

over exposed, then the camera set-

tings can be instantly modified and

then the patient immediately re-ex-

posed until a perfect exposure is ob-

tained. Secondly, any dental profes-

sional can make fine exposure

corrections using image software

like Adobe Photoshop.©

The newer digital SLR cameras

also utilize TTL technology during

image capture. The digital technique

results in all pictures being perfectly

exposed.

Grades

35 mm Film = C

Digital SLR and software= A+

2. Color

Color is defined in dentistry as

being an accurate reproduction of the

patients actual color (skin and teeth

shade) – accurate in both tint and sat-

uration. Another more simple defini-

tion would be that the photograph

color perfectly matches the patient’s

actual true color.

The problem with dental photogra-

phy is the dental ring flash on the cam-

era– it is not white. Dental flashes are

either a yellow or blue tint. (There is

also a green-magenta tint component). 

35 mm film will accurately repro-

duce the color tint bias (due to the

flash) on the patient photograph – so

the final image also retains the same

inaccurate color. There is not a solu-

tion for this problem in film photog-

raphy. Digital SLR cameras have a

perfect solution for this ‘flash tint’

problem – called a Custom White

Balance. This is a technology that

neutralizes the dental flash to perfect

white. The resulting photographs will

then capture perfect color, in both tint

and saturation. The best part of this

digital solution is that capturing a

Custom White Balance only takes

five minutes and is only required to

be performed once- usually when the

dental professional purchases their

camera and flash. Afterwards, digital

color rendition is virtually perfect.

Grades

35 mm Film = B+

Digital SLR and software = A+

Exposure Feedback

Custom White Balance

Capture Correct Color

Exposure Correction
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3. Sharpness

Sharpness is defined as ‘edge in-

tegrity’ or visual acuity. Fine grain 35

mm film (such as Kodachrome 64)

results in photographs with excep-

tional sharpness. This is not true with

digital SLR cameras. Digital SLR

cameras have an anti-aliasing plate

(hardware that accompanies the

CMOS or CCD capture sensor), al-

though necessary, results in a soft or

slightly blurry photograph. This is

true on all digital SLR cameras. The

only digital method to regain the nat-

ural sharpness is with image soft-

ware like Adobe Photoshop©.

Above is an example of correcting

a digital image, with software, to ap-

pear more like the subject pho-

tographed. This is also referred to as

‘post capture’ sharpening, a reality in

dental photography in 2009.

On the other hand, one of the

newer technologies for camera lenses

is called Vibration Reduction (cur-

rently Nikon only for dental Macro

lenses) which can eliminate camera

shake (by handheld cameras) when

dental professionals capture patient

photography in the operatory. Also,

due to relatively slow shutter speeds

with digital SLR cameras, sharpness

is further optimized by camera stabi-

lizers like inexpensive monopods.

VR lenses and monopods are both

examples of hardware that reduce

motion blur on all photographs.

Grades

35 mm Film = A+

Digital SLR, VR Lens or monopod

and software = A+

4. Tonal Range

Tonal Range is a new term to most

dental professionals, but perhaps the

single most important dimension in

image quality. The problem is that all

cameras using a flash, both 35mm

film and digital, capture photographs

in an artificial manner or in Narrow

Tonal Range. This problem results in

an image that lacks contrast, or

seems rather dull, but clearly differ-

ent (visually inferior) to how the pa-

tient appears to the human eye. On

the other hand, the healthy human

eye will see a dental patient in Full

Tonal Range. If it is desired that den-

tal photographs appear as the human

eye would see the patient, then the

photograph must be expanded to Full

Tonal Range. This is accomplished

using a tool in Adobe Photoshop©.

This single software edit is the most

visually powerful. Once again, the

tonal range correction, from narrow

to full, is necessary due to the limita-

tions of the camera hardware.

Grades

35 mm Film = B-

Digital SLR = A+

5. Depth of Field

Depth-of-field is defined as the total

focused area in front of and behind an

object held in the focus of a camera or

lens. In dental terms, sharp focus from

the central incisors to the second mo-

lars. Depth-of-field is determined by

f/stop only and is optically created by

the lens. High depth-of-field is ex-

tremely beneficial in dental photogra-

phy – especially when communicat-

ing with patients and laboratories.

Sharpen to Reality

Full Tonal Range
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35mm cameras, being quite auto-

matic, usually capture images in the

4-6 f/stop range. These low f/stop

pictures, with 35mm film cameras,

result in low depth-of-field or inferior

dental photographs for communica-

tion. On the other hand, digital SLR

cameras can easily be managed in the

32-57 f/stop range, which result in

ultra high depth-of-fields. Depth-of-

field is most noticeable in the close or

‘macro photography’, like with 1:2

and 1:1 views. The AACD Accredita-

tion views are a great example of

macro, or close-up photography.

These high depth-of-field images are

spectacular for use in dentistry.

Grades

35 mm Film = F

Digital SLR = A+

Image quality conclusion 

and Camera Hardware

In 2009, based on the Five Dimen-

sions of Image Quality, digital den-

tal photography is clearly superior

to 35mm film. In flash based dental

photography, this is even truer. The

digital image quality is nothing

short of amazing! Even the most ar-

dent film advocates see the present

and future of photography as com-

pletely digital.

Perhaps more important to dental

professionals is the speed in which

captured images can be viewed. This

instant slideshow is available for both

the dentist/patient relationship and

the dentist/lab technician team. It is

visual communication in its highest

form because these images can be

viewed on high resolution monitors

or emailed anywhere. The images can

always be printed for communicating

with individuals without a computer.

The digital advantages are limitless.

Once again, the user skills associat-

ed with digital photography must be

learned and mastered for any dental

professional to effectively participate

in this powerful technology. The

good news is that mastering these

digital user skills is far easier than the

dentistry that we perform every day.

The camera hardware is less impor-

tant, although some digital camera

setups are superior in dental settings.

The digital camera setup has three

components:

1. The Digital Camera SLR Body 

2. The Macro Lens 

3. The Ring flash 

Currently only Nikon© and Canon©

cameras offer complete dental setups

for dental professionals. Other manu-

facturers will continue to add prod-

ucts, but in 2009, Nikon© and Canon©

are clearly the best option for dental

camera hardware. 

These high depth-of-field images are spectacular in their uses in dentistry.
These images also benefit dental speakers when communicating with dental audiences.

Depth of Field

Dentail Cameras
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Color Management

One of the most important options,

yet still quite simple, is the ability for

dental professionals to communicate

with digital photography in accurate

color. This color accurate communi-

cation is defined as “Color Manage-

ment.” One important detail to note,

Color Management does not describe

pleasing or acceptable color, but accu-

rate color. This accurate color is man-

aged by a known standard (6500K, or

pure white) and several hardware

measuring devices and applications.

Although Color Management may

sound somewhat complex, it is truly

uncomplicated and quite simple for

any dental professional to master.

Color management in dentistry is

divided into three parts:

1. The digital image file being color

accurate

2. The digital computer monitor

being color accurate

3. The digital print being color accu-

rate

Each of the three parts must be

managed independently of the oth-

ers. Although a proper explanation of

Color Management is beyond the

scope of this article, all dental pro-

fessionals should fully incorporate

this simple technology in their visual

communication. The bottom line in

Color Management is that the digital

photograph file is color accurate and

is displayed on the monitor accurate-

ly and is printed accurately. All three

are accurate and equal.

The Digital File color = the Monitor

color = the Print color

When skin tones and teeth shades

are completely color accurate, the

images communicate reality to all

parties - perfectly. The patient

slideshows are remarkable. Labora-

tory technicians also want and de-

serve color accurate communication.

In 2009, this color accurate technolo-

gy is available to everyone. Perhaps

in dentistry, accurate color is more

important than in other groups of

photographers.

THE RESULT

In the process of preparing our pre-

sentation, high-quality digital images

of the patient are studied. This is the

major component of the diagnostic

process. Sometimes the complete

treatment answer is discovered for

the first time in the privacy of prepa-

ration. This study of patient images

shows the result just like it will

demonstrate it to the patient. Once

dental professionals learn to prepare

“visually” with all the patient im-

ages, the resulting treatment plans

will become optimized in all the

treatment phases –and with a clear

end in mind for both the dentist and

the patient. Patients who are crystal

clear on their treatment results will

accept treatment. Simply put, the

quality of your patient acceptance

will equal the quality of your visual

communication. 

Understanding the premise of the

Digital Patient Consultation occurs

in just a moment. The path to learn

the user skills requires several

months. The results will transform

your practice. 

The opportunity is to practice in a

manner that concentrates on the pa-

tient and not on the business of sell-

ing dentistry. Congratulations in ad-

vance- your digital success can make

this your reality!

Color Management in Dentistry
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Gregory M. Lutke D.D.S.
Gregory M. Lutke, DDS graduated from Baylor College of Dentistry in 1985 and maintains a
private practice in Plano, Texas, specializing in esthetic zone dentistry. As founder and CEO of
a digital hands-on facility, Dallas Dental Solutions, Dr. Lutke teaches advanced hands-on
courses on digital communication technology in dentistry.These digital courses focus on high-
end esthetic and restorative dentistry. The digital technologies specific to dentistry include
‘better than film quality’ digital photography,Adobe Photoshop CS3, Microsoft PowerPoint, and
high definition digital video. The resulting skills allow dentists to practice in a completely dig-
ital dental office – free from paper, film, and filing cabinets. This level of digital dentistry is
vastly different than earlier systems and is most characterized as both modern and elegant.

Dr. Greg Lutke teaches Digital Dental Photography at the Las Vegas Institute for Advanced Dental Studies.
Please contact LVI for more information and course dates.
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I
n 1955, Cooperman and Willard noted that the horizontal plane (HIP) through

the hamular notches (H) and the incisal canal (IP) defined the basal bone of

the maxilla on which develops the alveolar bone that supports the

erupting teeth thus setting the natural occlusal plane.

We also understand from the work of Horvath that

the natural occlusal plane will be corrupted if the 

airway is restricted. This occurs in association with a

tongue thrust swallow due to lack of oral space. The

tongue thrust impedes tooth eruption in the presence of 

forward head posture aimed at aiding the restricted respira-

tion (Figure 1).

It will be noted that the posterior extension of the HIP plane

bisects the atlanto-occipital joint. The occlusal plane should bi-

sect the atlantoaxial joint space as in the physiological occlusion

shown in Figure 2. However, when tooth eruption is impeded in as-

sociation with overclosure of the vertical dimension of occlusion as illustrated

in the Class II, Div I situation of Figure 3 then the occlusal plane will not pass

through the atlanto axial joint. Note that even though the tongue is thrust for-

wards between the incisors rather than reposing in the roof of the mouth it con-

tinues to impinge upon the airway which is only 2mm in diameter compared

with the airway diameter of 12 mm at the level of the hyoid bone which lies at

the space of the vertebral disc of vertebrae C3 to C4. In the Bimler Cephalo-

metric tracing of a healthy occlusion, Figure 4, it should be observed that the

occlusal plane forms a tangent to the Curve of Spee with its center at the cen-

trum masticale from which a perpendicular dropped to the tangent of the oc-

clusal plane bisects  the long axis of the first premolar tooth.The Curve of Spee

follows the lingual cusps and cinguli not the buccal cusps and incisal surface

of the maxillary posterior and anterior teeth as well as the mid joint surface of

the articular eminence of the temporomandibular joint.

The Curve of Spee is a sphere which also delineates the Curve of Wilson in

the transverse plane (Figure 5). The Curves of Spee and Wilson are part of the

same sphere with its center at the centrum masticale along the trajectory of the

temporomandibular ligament which forms the axis of swing of the condyle and

mandible as they arc forwards along the occlusion following the Curve of Spee.

Note that in the ideal occlusion the temporomandibular ligament subtends an

angle of thirty degrees to the HIP as it passes through the temporomandibular

joint to reach the center of the motion of jaw function as defined by Guzay in

his Quadrant theory (1955). 

Figure 1

Figure 2

Figure 3
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In Figure 4 we see that the tangent to the occlusal plane is parallel to the

bipupillary plane and also the sphenoid base of the skull. Failure to understand

the relationship of the maxillary lingual cusps and cinguli to the Curves of Spee

and Wilson as well as to the occlusal plane, bipupillary plane, HIP and A/O

joint has led to improper mounting of the maxillary dental casts on the hori-

zontal stage of the occlusal evaluation (Stratos). Arbitrary use of the Fox Plane

in violation of Wolff’s law relating stress and strain in regards to the morpho-

logical and physiological properties of the occlusal system is known to lead to

muscle fatigue.

In this context it is clear that there is reciprocity between the motion of the

skull and neck both during maintained static posture as well as during function

as in chewing. This is directed at maintaining posture and the horizontal gaze

in the earth’s gravitational field which, in failure, results in descending anti par-

allelism between head and shoulder plane when the bite and the skull base are

not normal to the gravitational field. Conversely paral-

lelism of the head and shoulder plane tilt follows postural

disturbances arising at any point below the atlanto axial

joint and is designated ascending parallelism which secon-

darily unbalances the bite with resulting TMD. Figure 6

summarizes the findings of Zafar et al (2002) demonstrat-

ing reciprocity between the head posture and jaw function.

Note that as the jaw opens the head extends posteriorly and

vice versa in jaw closure. But it should also be noted that in

Whiplash Disorder (WAD) decreased jaw movement ac-

companies decreased head neck motion. Only anterior pos-

terior motion or pitch occurs at the A/O joint.

This would suggest that the shape of the mandibular condyle conforms to the

shape of the occipital condyle and that relative retrusion of either of the TMJs

Figure 5

Figure 6

Figure 4

Figure 7
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will be combined with subluxation of the con-

comitant occipital condyle. Given that condy-

lar remodeling is usually more severe on one

of the TMJs, retrusion of the joints as in deriv-

ing CR should never be under taken. Thus rel-

ative retrusion of a TMJ condyle to centric re-

lation not only produces retrusion of that joint

but also subluxation medially of the ipsilateral

occipital condyle.

In Figure 7 it will be noted that as anticipat-

ed the TMJ condyle and Occipital condyle im-

pressions are perfectly conformed to each

other. Note however that the medial pole of the

TMJ condyle corresponds with the anterior pole of the

occipital condyle. Thus as the skull slides directly ante-

riorly over the occipital condyles it traverses the tem-

poromandibular joint from lateral to medial pole. The

significance of this is that as the neck flexes anteriorly

as in Forward Head Posture (FHP) the skull extends

posteriorly in paradoxical fashion to maintain the hori-

zontal gaze such that the jaw joint becomes posteriorly

displaced into a Class II relationship and vice versa for

Class III. The neutral position of the head and neck ac-

cordingly assumes Class I relationship of the jaws where

the superior pole of the TMJ condyle centers on the in-

termediate zone of the TMJ disc. Therefore in conclu-

sion the various skeleto-dental orthopedic classifications

of the maxillo–mandibular relationship I, II and III are

intimately related to body posture. Furthermore because

of this interactive relationship of the occipital and

mandibular temporomandibular joints subluxation of the

atlanto-occipital joint is accompanied by displacement

of the mandibular condyles and vice versa.

This was confirmed at LVI from studying the CAT

Scan images of the cervical and temporomandibular

condyles of 36 subjects suffering from TMD (Figure 8).

It is noted that in this sample 30/36 subjects (83%) ex-

hibit posteriorly pitched crania correspond to 54/72

(75%) posteriorly compressed temporomandibular joints

of which 42/72 (80%) TMJs have retrodiscal compres-

sion on the right side and 24/36 (80%) of the A/Os are

rolled to the right side. This relates to handedness of the

subjects which are predominantly right dominant eye,

Figure 8

Figure 9

Figure 10
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hand and side chewers. Thus 80% of sub-

jects have posteriorly pitched skulls as in

FHP with roll to the right. This number

corresponds to the majority having an as-

cending body posture with parallelism of

the head, neck and head planes (approxi-

mately 80%, Figure 9) while 20% are de-

scending postures with antiparallelism of

the three planes (Figure 10).

The descending types have primary

TMD signs and symptoms which affects

the posture rostro-caudally from above

down. In the ascending type the body im-

balance spreads upwards to affect the bite

while in the descending the abnormal bite spreads downwards to lead to postur-

al compensations. These postural compensations arise from proprioceptor feed

to the labyrinth balance organ in the inner ear with relay to the brainstem

vestibular nucleus. Importantly there are major connections from the jaw and

dental receptors to signal occlusal deviations to the same region of the brain

known as the mesencephalic nucleus of

the fifth nerve which has the only exam-

ple of  first order neurons entering the

brain by a process known as neurobio-

taxis. Such is the importance of the bite to

total body neurophysiology. But the ques-

tion emerges where does the ascending

mechanism begin and the descending

mechanism end. Is it from a functionally

short leg or from the rolled atlanto axial

joints? We do know that the cervical tonic

receptors play a significant role but it is

not clearly understood how this relates to

the important mesencephalic trigeminal

nucleus to which proprioceptor informa-

tion is relayed. This led us to examine the

changes that occur in the cervical changes

that accompany bite changes.

Figure 11 shows the CAT Scan image through the jaw joints and the upper

cervical complex in known TMD (36) patients prior to correction of the occlu-

sion by removable/fixed prostheses as in the rehabilitation of the edentulous and

dentate patients respectively. It will be noted that the instantaneous axes of the

Figure 11

Figure 12
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upper cervical complex are non concentric.

Similarly the jaw joints are more compressed

on the right side (3.2mm) corresponding to the

decreased interval between the odontoid

process and the right atlas (3.2mm) which is

subluxed towards the left side. This correlation

was demonstrated for all subjects although the

measurements may vary somewhat dependent

upon the degree of TM joint remodeling.

Following TENS relaxation of the neck and

jaw musculature by antidromic activation and

hyperpolarization of the trigeminal and cervi-

cal alpha and gamma motoneurones (Figures

12 and 13) of the fifth and eleventh nerves.

The post relaxation ICat images of the cervi-

cal vertebrae (Figure 14) reveal concentricity

of the atlanto-occipital and atlanto axial

joints which line up with the midline of the

vertebral column. In particular it will be

noted that the instantaneous center for the at-

lanto axial joint is found centered at the in-

tervertebral disc between C3 and C4 in the

post TENS relaxed trigeminal and cervical

musculature. The disc between C3 and C4 is

found at the level of the hyoid bone which

gives origin and insertion to the jaw openers

and hence the anterior neck alignment which

is markedly displaced in the pre TENS con-

dition, Figure 11, indicative of an ascending

effect on skull and TMJ alignment. The pre

and post TENS Icats of the jaw joints, Fig-

ures 15 and 16, reveal the TMJ condylar pos-

terior displacement prior to TENS (Scan 15)

and the post TENS change in jaw joint posi-

tion analogous with the subluxation of A/O

and their correction following TENS.

In conclusion it has been clearly demon-

strated that the correction of both the cervical

and TMJ posture are essential to successful

treatment of both ascending and descending

TMD. It has also been shown that antidromic

Figure 13

Figure 14
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neural stimulation of the motoneurones to the trigeminal and spinal accessory

nerves play a significant role by rendering the alpha and gamma motoneurons

refractory to proprioceptor feedback allowing the muscles of the neck and jaw

to assume a physiological relaxed muscle length. It is also shown that the site

at which a descending TMD results is from muscle hyperactivity in the cervi-

cal   extensor muscles of the cranium such as suboccipital muscles and trapez-

ius muscles. On the other hand the ascending mechanism is located at levels

below C3 to C4 levels which is the position of the hyoid bone that acts as a

fulcrum for the jaw openers and cervical flexion of the cervical vertebrae. 
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It doesn’t matter whether we are ac-

tually in a recession or not. If peo-

ple believe we are in a recession

and behave as though we are, then we

are in a recession. AND, that can affect

your practice. According to the Wall

Street Journal, (1) People have drasti-

cally reduced discretionary spending,

and (2) Consumers are choosing to

postpone certain purchases or forget

them entirely. The effects are being felt

in dental practices across the nation.

Months before the economic

downturn became pervasive, USA

Today reported the closing of 600

Starbucks stores across the nation.

What had already happened to the

Starbucks’ coffee experience, for

which Americans were willing to pay

a premium price? It seems that Star-

bucks’ leadership team forgot what

business they were in. 

Instead of focusing on improving

the quality of the customer’s coffee

experience (for example, increasing

efficiency and effectiveness by re-

ducing lines and waiting times) they

began to sell music CDs and other

trinkets like Christmas ornaments,

tiny teddy bears, etc. to increase

profits. With their surprising decline

in profits, Starbucks’ leaders

questioned their business strategies

and began a reinvention process. 

On the other hand, Goldman

Sachs, an international investment

firm that has always stood for in-

tegrity, trustworthiness, conservative

strategies, and outstanding excel-

lence in its people, investment prod-

ucts, and customer service, was also

blind-sided by the economic down-

turn. Goldman Sachs’ leadership has

brought together the greatest finan-

cial minds throughout the world and

is reinventing itself. Among their

strategies are systems that can

respond quickly to market changes,

Thrive in 
an Uncertain 

Economy
“The biggest mistake you can make is trying to ride out a 

recession… and missing a huge opportunity to create change.”
- Robert Krebs, former chairman of Burlington Northern Santa Fe Railroad
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in some areas even daily.

For dentists who provide high

quality dental care with a focus on

outstanding customer service, Star-

bucks’ and Goldman Sachs’ ongoing

reinvention processes can be an eye-

opener. In your practice, how have

you responded to the current eco-

nomic uncertainty? Have you cut

your budget for marketing, continu-

ing education (for you or your

team), supplies, or expenses for “pa-

tient extras”, i.e., coffee, bottles of

water, lip gloss, warm hand towels,

or even envelopes and brochures?

Have you decreased your number of

staff; or have you felt there was

nothing you could do? So, you have

done nothing.

According to David Simpson, Ex-

ecutive director of Business Fami-

lies Centre in Vancouver, British

Columbia, recessions bring oppor-

tunities. Robert Krebs, former

chairman of Burlington Northern

Santa Fe Railroad, offers this ad-

vice, “The biggest mistake you can

make is trying to ride out a reces-

sion… and missing a huge opportu-

nity to create change.”

So what can you do, to reduce

costs, retain productivity, and bring

in new patients? The following sug-

gestions are 10 immediate actions

you can take to thrive during an eco-

nomic downturn:

1. Focus on What You Do Best

Take time, bring your team togeth-

er, and ask for their ideas - use the

synergy of everyone’s collective

“Make sure 
your team 
knows you 

are all 
in this 

together.”

Staff Meeting Agenda
Goal and Action Planning Process:

• Focus on what is working (no negative ideas are allowed)

• Ask, “Who benefits from what we do?”

• Ask, “What can we do more of that is working?”

• Develop your action plan

• Clarify the goals as well as the steps necessary to achieve each goal

• Create a system for measuring your results 

• Assess your results at short intervals, daily, weekly, and monthly

• Tweak your plan as needed, weekly and monthly

• Record everything in writing: action plans, systems, and monitors

• Communicate verbally with team members throughout 
each day, as changes occur, to strategize for success
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creativity. Determine all of the things

about your practice (including mar-

keting and other systems) and the

things your team members do that

are working well. Create strategies

for actions to do more of them. 

If team members feel their experi-

ences and knowledge are valuable to

the success of the practice, they will

actively participate in the brain-

storming and planning. And, it is im-

portant that you, as the leader, do

the following:

(1) Make sure your team knows you

are all in this together 

(2) Do not let the meeting get bogged

down in fear, blame, or negativity

(3) Communicate your appreciation

for each person’s input, action plan-

ning, and follow-through 

(4) Record all action steps (they must

be in writing for clarity), including the

name of the person responsible and

the date the task will be accomplished

(5) Follow-up daily, weekly, and

monthly on your progress 

(6) Change your plan as needed

(daily, weekly, or monthly) 

(7) Be flexible and create flexible

systems

Closely monitor numbers and your

staff members’ and patients’ feed-

back. Pay particular attention to the

feedback of loyal recare patients, and

new patients. For a premium dental

practice that is not insurance-driven

to thrive during these economic

times, quick response to negative

feedback is essential.

2. Avoid “Analysis Paralysis”

Dentists are often “perfectionists”

who want to have all of the informa-

tion before they take action. Time is

of the essence. It is far better to take

immediate action, even if it is not

100% perfect, than action taken too

late or no action taken at all.

If quick implementation has been a

concern in the past, delegate to

action-oriented team members. As-

sign them the responsibility for

meeting deadlines and you oversee

the quality of the results. As a leader,

it is your responsibility to establish

the vision, encourage and support

your team, and be available for

coaching along the way.

3. Evaluate the Business of Your

Practice

Reflecting on Starbucks’ and Gold-

man Sachs’ reinvention processes,

take this opportunity to reinvent your

practice. Recreate your practice into

a leaner, healthier, and more cus-

tomer service-oriented premium

practice with greater added value. 

Brainstorm with your team. Ask

yourself and your team, “Are we in

the hard and soft dental tissue busi-

ness or the people business? Why do

people choose our practice over other

practices?” Incorporate this informa-

tion into your marketing and cus-

tomer service strategies. 

Reduce unnecessary inventories of

supplies. Review and compare your

percentages of clinical, hygiene, and

business supplies expenditures to the

healthy percentage model. Continue

to use only the best materials, while

reducing the waste, and discarding

unused and out of date items. Sched-

ule time for you and your team to

clean out all closets and drawers. Do-

nate materials or instruments you do

not use to a local dental clinic or a

dental missionary team. 

For those on your team who are

visual learners, actually seeing re-

newed order will reinforce the vision

to be lean and healthy, as well as in-

crease your efficiency. Donations to

needy or charitable institutions result

in reminding your team of ways they

make a difference in their community.

Whatever you do, do NOT cut your

marketing budget. A recent study by

the American Business Press as-

sessed companies in past recessions

that maintained their advertising bud-

get and frequency, as compared to

those that cut their advertising. The

study revealed that two years later

those companies that maintained

their advertising had increased their

sales four times more, as compared to

the companies that had cut their ad-

vertising because of the economic

downturn. Particularly now, it is most

important to maintain community

visibility and your market position.

4. Connect in a Meaningful Way

Do you (and your team members)

have conversations with patients that

really matter, or do you say things

Thrive in an Uncertain Economy
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you think the patients want to hear? Is

your team asking enough questions to

determine what the patient truly

wants? Mary Osborne, dental man-

agement consultant, advises, “Stay in

the question with the patient.”

Ask Who, What, and How ques-

tions. Often when patients hear

“Why” questions, they feel criti-

cized or judged about their dental

condition. Determine what is most

important to the patient by contin-

uing to ask questions and avoid the

old familiar process of “telling

and sellin.”

The more the patient does the talk-

ing, the more you and your team will

learn about the patient and the more

the patient will enjoy the process, take

emotional ownership of their dental

condition, and “sell” themselves. Pre-

sent the treatment only after patients

give you verbal cues and body lan-

guage signals that show they are ready

to hear about, and take responsibility

for, their dental disease. Connect in a

meaningful way, and whether the pa-

tient decides to begin all of the rec-

ommended treatment or only a por-

tion, the patient will feel heard and

cared for. It is important to remind

your team that patients, who have a

positive experience of feeling cared

for in your office, refer others who are

seeking the same experience.

5. Take Care of your Loyal Patients

Whatever you do, do not focus on

new patients at the expense of ignor-

ing your current, loyal patients. Sher-

ry Blair, Management Consultant for

LVI Global, advises that your loyal

recare patients are your best source to

increase daily production. She sug-

gests the following actions are essen-

tial to increase treatment acceptance

from your existing patient base:

(1) Monitor the treatment diagnosed

in the hygiene room and designate a

staff member to follow-up on all treat-

ment that has not been scheduled with

financial arrangements in writing.

(2) Review the status of the Monitor

every week in a morning team meet-

ing before planning your week.

(3) Provide your recare patients

value-added services.

9
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Formally ask each one how you

can serve them better; listen careful-

ly and record their responses. As a

team, discuss their requests in the

morning meeting or at the bi-weekly

staff meeting. Evaluate each idea and

immediately implement the ideas

that add the greatest value and are the

easiest and quickest to implement. 

6. Prioritize Patient Treatment

When patients are cautious about

spending money, they need to see

their dental care as an investment in

their future prosperity, health, and

happiness. They also need to under-

stand how by completing the treat-

ment now, they are saving future ex-

pense, time, and possible discomfort. 

When appropriate, let them know it

Thrive in an Uncertain Economy

GO WITH THE FLOW AND GET RESULTS!

DentalWriter™

Diagnostic Report
Questionnaire

1 2

3

DentalWriter™

Diagnostic Report Exam

DentalWriter™

Diagnostic Report

CrossCode™

Module

MedClaims Express™ Module

4

Diagnostic & Narrative Reports, Letter Writing and CrossCode Software for:
• TMD/Neuromuscular Dentistry • Sleep Apnea/Airway Orthotics

• Implants/Oral Surgery • Orthodontics

• Perio-The Oral Systemic Connection • General Dentistry

Thrive in Uncertain Economy - 
10 Immediate Actions:

1. Focus on What Your Do Best

2. Avoid “Analysis Paralysis”

3. Evaluate Your Practice and Market it

4. Connect with Patients in a Meaningful Way

5. Take Care of your Loyal Patients

6. Prioritize Patient Treatment

7. Find Creative Credit Alternatives for Your Patients

8. Build Word of Mouth Referrals

9. Personally Connect with Your Community

10. Be Charitable; make a difference!



LVI VISIONS • JANUARY • FEBRUARY • MARCH • APRIL 2009    75

is acceptable to do only a portion of

the recommended treatment. In a

positive, caring, and supportive way,

facilitate a phased treatment plan - in

writing - to fit their budget and finan-

cial concerns. Patients that stick with

you during the lean times will be

there in the flush times as well.

7. Find Creative Credit Alterna-

tives for Your Patients

Do NOT cut Your Fees. For many

dentists this is the first thing they

think they should do. You can best

help your patients by finding viable

credit alternatives for the dentistry

they want. Be prepared with various

credit alternatives before presenting

treatment and during the financial

arrangements, brainstorm other

possible resources with them as

needed. Help your patients in a down

economy and they will be there for

you when the economy turns around. 

8. Build Your Patient Referrals

Word-of-mouth is still the best and

least expensive advertising! Do you

and your team members know how

to encourage, with sincerity, patient

referrals from the heart? As patients

give you or a team member a com-

pliment, learn to respond by thanking

the patient, flowing with the conver-

sation, and encouraging the patient to

refer their family and friends. Sched-

ule a 1-hour session for the entire

team to practice with each other until

each team members’ verbal respons-

es and facial expressions are natural.

9. Connect with Your Community

Market yourself, first hand and in

person. When people have discre-

tionary income but are cautious

about spending it, they prefer meet-

ing you in person and feeling as

though they know you, who you are,

and what you stand for. They want to

experience how they feel in your

presence, before they come to your

office, and before they purchase pre-

mium dental care from you. 

If you feel more comfortable in so-

cial or business situations with some-

one accompanying you, take your

spouse, significant other, or staff

members along. Attend community

events, meet people, and have per-

son-to-person conversations.

10. Be Charitable

At this time, many people who have

lost their jobs are in need of dental

care and truly cannot afford it. Follow

your heart. As a volunteer effort, you

and your team can “give back” to the

community. From your local church

or social services agency, select one

person or family each quarter to care

for and treat their dental disease. To

prevent a loss in production, schedule

the patient at the end of the day, after

you and your team have attended to

your daily goal. 

The tangible benefits are many. By

donating your services to another

who normally would not be able to

purchase your care, you can change

the quality of that person’s life. You

and your team will develop a closer

team relationship and experience the

fulfillment that only “walking your

talk” by putting your values into ac-

tion can bring. People in the commu-

nity will your remember kindness

and generosity, and they will tell oth-

ers about you and your practice.

So, in the coming year, what will

show up on your bottom line? Togeth-

er, you can take action as a team, re-

cession proof your practice, and thrive.

Reinvent your practice. Look for

opportunities to do more of what you

do best and concentrate your market-

ing efforts. Connect with patients in

a meaningful way; focus on taking

care of loyal patients; prioritize treat-

ment and search for patient credit

alternatives. Increase word of mouth

referrals, reconnect with your com-

munity, and follow your heart! 

This article was written by Russell B. Rainey, DMD and Cheryl A. Rainey, PhD, MBA, RDH. Russ is an LVI Fel-
low and has been providing comprehensive, optimum dental care for more than 21 years. Cheryl is a psy-
chotherapist, dental management consultant, and former dental hygienist. Both are experienced dental prac-
tice management consultants. Residing in Tallahassee, Florida, they invite their dental clients and team
members to visit Dr. Rainey’s office and observe first hand successful systems and verbal skills in action.
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I
n my travels around the world,

working in hundreds of dental

practices, some of which are

considered to be the best den-

tal practices anywhere, I am often

asked, “How can I take my practice

from where it is to where I want it to

be?” My answer is: “You have to

have a vision, a plan and a willing-

ness to change.”

Money is neither good nor bad, but

you can tell a lot about a dental prac-

tice by simply looking at how fi-

nances are managed. I have worked

with practices that have a negative ac-

counts receivable each month and I

have worked with those that seem to

think that if they have room left over

on credit cards each month it has been

a good month. I have observed what I

call the 20 / 60 / 20 rule. The rule is

that about 20% of dental practices are

really successful, 60% are surviving,

and 20% are barely hanging on.

This observation has caused me to

ask myself, “Why is it that some den-

tists are so much more successful

than others?” So I began speaking

with the dentists that I recognized as

being the most successful in achieve-

ments, production, and happiness in

life, about what it was that made

them more successful. I have gath-

ered what they shared with me and

utilize it in the coaching I do today. 

What I learned is that some den-

tists are doing better than others be-

cause they have a vision and a plan.

They encourage change. They do

things differently and they do the

right things right. What I had as-

sumed was that dentists who were

doing better than others were better

dentists. What I found out was that

this is only a part of it. These dentists

have learned to do many things dif-

ferently and by learning what those

things were, I learned I could teach

others how to do the same thing.

In this article, and the ones to follow,

we are going to examine some of these

things. I hope they challenge you and

cause you to make some choices and

then after careful considerations, take

action. Remember, taking action with-

out thinking things through can be a

huge source of problems. 

Transitioning 
Your Practice 

From Where You Are 
To Where You 
Want To Be

Part One: Change and Vision

Ashley Johnson
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CHANGE 

It is eight thirty and your nine o’-

clock just called to cancel, you just

found out your computer backup sys-

tem has not worked in a week, your

hygienist has informed you that her

husband is being transferred to an-

other state, and your favorite assis-

tant is three months pregnant.

Changes like this can happen every

day. Your time and income are sched-

uled down to the minute. It is no

wonder that your frustration level

can go through the roof. You want

stability and consistency. Don’t rock

your boat. But I am here to tell you

that CHANGE is vital.

Have you experienced this? A con-

sultant gives you some great ideas or

you attend a course and find some

practice changes you would like to in-

corporate. You return to your practice

and go over them with your team and

they agree with you that these are

changes that should be made. You dis-

cuss them, but then your practice gets

busy and things stay the same. What

happened? You agreed the changes

would be good but what you did not do

was change your thought processes. If

you want to change the way you are

doing something you have to change

the way you are thinking about it.

All of us have learned that change

is not easy, but it can be simple. We

all know that change is constant and

while we do not have a choice in that,

we do have a choice in how we react

to change. As leaders, whether or not

we choose to create change, we must

welcome change. The choice then

boils down to this: either we manage

change or it manages us. In the long

run, sameness leads to mediocrity,

and in today’s world mediocre prac-

tices do not thrive, they just survive.

If you view change as a good thing,

one that forces you to grow and adapt

new ideas, you will constantly strive

to be your best. To compete, you

must always be expanding your

knowledge, your skills, your time,

your team and finances better than

ever before. One of your challenges

will be to convince your team that

the new and improved version of

your practice is better than the one

you are in now. Is it easy? Of course

not. It takes planning, commitment,

patience and courage. Change can be

a wonderful thing, and without it

your competition will pass you by.

As a leader you will have to take

your team out of their comfort zone,

and convince them that even though

they are on a new path, it is the right

path for the right reasons.

There was a time when all a dentist

had to do was open an office and suc-

cess was practically guaranteed.

Those days are long gone. Today’s

dentists have to constantly upgrade

their clinical skills and they must un-

derstand that while they are profes-

sionals they are running a “profes-

sional business.” They are facing the

same obstacles that all business own-

ers have to deal with if they want

their business to grow. Every one of

their patients get to choose where

they spend their dental dollars and it

is the job of everyone in the practice

to make the patients want to spend

their dollars with your practice.

Those who understand this will thrive

and those who do not will not thrive.

VISION 

One of my best friends is Dr. Brad

Durham, DMD, LVIM of Savannah,

GA and he has allowed me to share his

practice vision with you. I consider his

practice to be in the top 2% of Dental

“You have to have a vision, a plan and a willingness to change.”
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practices and I believe this says it all.

• Everyday we unconditionally com-

mit to run the practice in such a way

that we create the model for the way

dentistry should be practiced.

• To be excellent in everything we

say and do.

• To treat patients so well that they

enjoy coming into the office and hes-

itate to leave.

• To make ourselves massively prof-

itable, both for the patients in the

services they receive and us for our

efforts.

• To create financial freedom for our-

selves and our families.

• To have fun each day, be enthusias-

tic and enjoy our life’s work.

When asked if his practice repre-

sents his vision every day, Brad will

say no. However, that is not the point.

The point is he knows where he is

going and he is there most of the

time. Do visions evolve? Sure! If you

ask Brad where he is going next, he is

setting up his practice to be a dental

destination in North America for reg-

ular patients and dentists alike. He

now regularly treats many dentists

and non-dentists who fly to Savannah

and stay in the practice condo and

tour Savannah while they get their

new smile. He is essentially setting

up the practice to accomplish techni-

cally difficult cases and re-treats, and

his success in this area all started with

a vision.

Do you have a practice vision?

Most of my clients do not have one

when I first start working with them.

If not, write down the answer to each

of these questions and honestly re-

view and evaluate them. 

• What do you really want out of

your practice? 

• How do you really want to prac-

tice? 

• Are you too stressed at the end of

most days? 

• Are you happy with your practice? 

• Are there days you avoid spending

time with your team? 

• Are your patients getting the very

best service and care from you and

your team? 

• Do you have the facility that you

want? 

• Do you get to spend as much time

with your family as you would like? 

• What would give you the most hap-

piness, fulfillment and peace of mind

so that you can be your best and serve

your patients the best way possible? 

Wouldn’t it be nice to look forward

to your day at the office each morn-

ing? Do you now? Next, complete this

simple exercise. Write down the way

you would have your ideal days go.

• Which procedures do you enjoy the

most? 

• Which procedures do you enjoy the

least? 

• Which procedures would you elim-

inate? 

• How many weeks would you work

per year? 

“Once you begin to formulate a vision, get your team involved 
and get some systems in place so that you can run the practice 

rather than have the practice run you.”
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• How many days would you work

each week? 

• How many hours would you work

per day? 

• What would those hours be? 

• What you would like your practice

(facility) to look like?

• Who would be on your team and

who would not?

• Who would be your patient and

who would  not? 

I find that most dentists who do

this are shocked to see how different

their ideal practice is from what they

have currently. Some days are filled

with problematic patients, proce-

dures you do not enjoy and non-pro-

ductive activities (I call these things

– stuff). Imagine your days with

minimal amounts of “stuff”. Does

that not feel good? Change is

possible. Once you start to get the

“stuff” out of your way, you can

begin to form your ideal practice.

There will always be “stuff” but

strive to minimize the amount of it.

Stuff is just a barrier. Usually you

will find that the biggest barrier to

eliminating “stuff” in your practice

is you and your lack of vision and

leadership. Until YOU answer the

questions above nothing is going to

happen. Once you begin to formu-

late a vision, get your team involved

and get some systems in place so

that you can run the practice rather

than have the practice run you.

Today, not tomorrow. Do it today. Put

your vision on paper. If you already

have a written vision, review it. Is it re-

ally what you want today versus what

you wanted when you wrote it? If not,

revise it. If it does not make you smile

when you read it then you do not have

it right! It could very well be the most

important thing you do for yourself,

both personally and professionally.

When you finish this article, think

about what you want for yourself,

long term. I am guessing that things

like health, happiness and prosperity

would be near the top of your list. Is

your current practice plan going to

get you where you want to be? If not,

now is the best time to make new

plans and adjustments. If you need

assistance in developing a plan and

putting it into place, feel free to give

me a call or send me an email. I am

here to help.

Next Issue: Leadership, Image,
and Customer Service

“Today, not tomorrow. Do it today. Put your vision on paper. 
If you already have a written vision, review it. Is it really what you want

today versus what you wanted when you wrote it? If not, revise it.”
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