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n February 11th, 2005, Dr. William Dickerson announced to the
enthusiastic audience at LVI'sAnnua Galathat a new company
caled, LVI Global, has been formed. This ambitious plan has
surprised the dental industry and has excited the LVI family of alum-
ni. This visionary adventure has been made possible by the recapitalization of
LVI by two investment companies who strongly believe in LVI’s vision and
purpose. Not only will there be the existing Las Vegas Ingtitute for Advanced
Dental Studies, but divisions of LV that will further help educate and improve
- - the profession of dentistry. Divisions such as, LVI Products, LVI Publishing,
LVI Regional Centers, LVI International, LVIdeas, LVI Distance Learning,
and LV1 Labs, will help spread the message of excellence in dentistry.

Dr. Omer Reed interviewed Dr. Dickerson on this amazing accomplishment
and progressive approach to education that has shocked the profession.

LVI VISIONS « APRIL / MAY 2005 7



How did your vision for
the future of LVI lead you
to the formation of the
new global company?

Why did you accept
financial partners?

Does this mean

you have sold LVI?
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LV has been so successful changing the lives of thousands of dentists and,
subsequently, hundreds of thousands of patients. Our efforts have already ex-
panded beyond North Americato early stage opportunitiesin Australia, Japan,
Singapore, Italy, Switzerland and England. That’swhy it really wasjust a nat-
ural progression to expand our horizons for quality continuing education and
quality dental products to every corner of the globe.

But the idea of LVI Global was not just about taking the LVI curriculum
abroad as that probably could have been done within the existing LVI struc-
ture. Everyone at LV is passionate about the good we feel we are doing for
the profession of dentistry and for the public that we want to increase the ef-
fort to spread the exciting message that dentistry can be so much more than it
is. The recapitalization of LVI was necessary to acquire the capital to make
the dramatic forward progression we were envisioning , spreading the word
that dentistry can be a positive force in people’s lives.

From our publishing division to our product division, we felt we could ex-
pand the mediums that educate or help dentists all over the world. | am so ex-
cited about the vision and direction LVI is headed. LVI will now not only be
able to reach dental professionalsin every corner of North America, but every
corner of the globe and will be respected for teaching excellence, publishing
excellence and product excellence. There is nothing in dentistry like this —
and we are extremely excited about the possibilities.

In order to achieve the expansion of LVI and our venture into the global market-
place, LVI needed well-funded, creative, experienced partners to share the LV1 vi-
sion, passion and approach. We redlized that the one thing that was missing in our
“vison” was the capital necessary to make it aredlity. The acquisitions we had
planed, theinfrastructure growth required, and the security desired to minimizerisk
were al indications that taking on aminority partner would be necessary.

Two financia institutions joined our effort, in a minority role, to propel LVI's
growth. The partners are American Capita of Bethesda, Maryland (Nasdag:
ACAS) and Riverside Partners, LL C of Baston. American Capital isa$4.8 billion,
internationally renowned, publicly traded company that is committed to help their
partners grow. Riverside Partners LLC is a partner keenly aware of the nuances
of the dental profession and the competitiveness of the dental industry.

S0, no, | did not sell LVI. | attracted two amazing companies to our mission,
our vision, while maintaining majority ownership. For the past eight months,
we interviewed and were interviewed by various companies that were excited
about LVI and our graduate community. However, we chose these two partners
simply because we felt comfortable with their senior executives, our partners
for the future.



I was incredibly
iImpressed with your
Board members, how did
you create the board

for LVI Global?

Pictured left to right: Paul Seid, Bill Dickerson,
Leslie Fang, David Belluck, Frank Do

In the structural flow
chart of LVI Global,

I notice LVI is properly
positioned. Does this
change your
responsibilities?

Will the Board play

a role in the day-to-day
decision making at LVI?

To create a more “proactive’” company, capable of defining trends for the
dental profession and the dental industry, we decided that LVI Global should
be governed by a five person Board of Directors. We wanted the Chairman
to come from the dental world so that someone else besides me would under-
stand the needs of the profession and the industry. | was delighted when Paul
Seid - CEO of Sultan Chemists and co-owner of Sultan Dental, accepted my
invitation to become Chairman of LVI Global. Paul is the only two- time
elected President of the Dental Trade Association and has vast global experi-
ence in the dental marketplace. Paul will be a tremendous asset in our effort
to implement our vision for the future.

Our Vice-Chairman is Frank Do, Managing Director of the Los Angeles and
San Francisco offices of American Capital, a $4.8 billion multi-national pub-
lic investment fund. Frank earned his MBA from Harvard Business School
before earning an impressive list of credentials in the investment world.

Our other investor, David Belluck, the Managing Director of Riverside Part-
ners, LLC, will be joining our Board as well. David also has his MBA from
Harvard and a wealth of experience in working with founder-dominated and
family-owned companies.

We all wanted our fifth board member to be a well-published educator, ex-
perienced in the dental world and an astute business person. Finding someone
like that was not easy. Yet, it turned out that we had someone right here at
LVI. Teaching our courses in Emergency Medicine and the pharmaceutical
aspects of dentistry module in our Endo program is our last Board Member,
Leslie Shu-Tung Fang, MD, PhD. Dr. Fang is a teacher, a published authori-
ty inafield of dentistry and a graduate of Harvard Medical School. He serves
on more company Boards than anyone else on the LVI Global Board. He s
the Chairman of the medical advisory committee of a renown health care in-
vestment banking firm and the only person to have been voted “Best Teacher”
by the graduates of Harvard Medical Schooal five times.

And of course, as founder and CEO of LVI, | am a board member as well.

No. The day- to- day operations of LVI will still be my responsibility as
CEQO of LVI Global. The best part of this adventure for me will be the ability
torun LVI less oninstinct and more in response to the business trends and met-
rics of our profession and our company. The Board provides an incredible
wealth of business genius that we expect to count on for future growth. Can
you imagine having the best and brightest at your disposal to help you run your
dental practice or your business? It's an amazing addition to the company.
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I’ve heard several dollar
figures describing the
potential economic
contribution made by
this “marriage”. Will
you clarify that for me?

How do your personal
career objectives effect
the future of LVI as we

now know it?

What does LVI Global mean
for current LVI grads?

How do you see LVI
global impacting the
profession?
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No, but thanks for asking (big smile). But it's the capital that American
Capital has at its disposal that iswhat is so significant. It'slike having arich
uncle that will contribute to the growth of your business. As|’ve said for years
and in the first chapter in my book, “In Search of the Ultimate Practice”, the
number one rule of business; you have to spend money to make money. Well,
they are providing us a lot of money to spend.

That's the good news. The future of LVI is so bright. As| mentioned, I'm
not going anywhere, but even if something were to happen to me, |’'ve sur-
rounded myself with wonderfully talented, gifted, successful people who will
continue the LVI journey. From the day we opened our doors, | didn’t call it
the “Dickerson Institute”. The point was to create a business that would be
able to survive without me. I'm confident we are at that position. But, say-
ing that, I’'m here for the long haul. I’ m having way too much fun and enjoy-
ing what I’ m doing so much that | don’'t think | ever want to quit.

My business objectives are to continue to help as many dentists in the world
be as happy as they can be at their chosen profession. To let the profession all
over the world know that you can create a win/win situation for them and the
patients. To let as many dentists as possible see that there is a wonderful world
of dentistry out there. LVI Global is designed to obtain those objectives.

What this meansto all of our graduatesisthat LV is assured to maintain its
position in the industry as the leader in continuing education. It means a lot
to be a graduate of LVI now and it will mean even more to be a graduate of
LVI in the future. Asthe LVI family grows, the network of support and intel-
lectual input is spread around the world. The potential lifetime growth in
being a LVI family member is forever guaranteed because of the guaranteed
support LVI now has. It's agreat timeto be an LVI grad.

Over the past 9 years, LVI has been leading the movement in the quality of
dentistry performed as well as the public’'s perception of the dental profession.
Through its life-changing, hands-on, live patient treatment courses, LVI has
positively influenced the quality of dentistry being performed. Through its ed-
ucational seminars, LVI has been able to raise the level of dentistry by teach-
Ing modern, progressive techniques for optimal results. And for many, LVI has
been the beacon of hope as it has taught them the possibility and benefits of a
high quality practice as opposed to an insurance driven practice. Through its
public awareness advertising campaign, the general population comprehends
and values the services of a dentist. And now, due to the overwhelming suc-
cess in North America and the assistance of financial partners, every dentist
worldwide will have the opportunity to be exposed to the LVI teachings.



Describe the function of
the regional centers and
your projected outcomes

from their existence?

Will you be using
distance learning
In this equation?

What national centers
have you selected for
Regional Center markets
for LVI Global?

You know, teaching dentists for the past 15 or so years, | think I've learned
a thing or two about the thought processes of dentists. | don’t think it's any
secret that most dentists are not the best business people. We have no training
in that area and even if they tried to teach us business principles in dental
school, we wouldn’t be ready for it, as we are too concerned about the tech-
nical skillswe are trying to acquire. My point is that many dentists just can’t
see the return on their investment in traveling to take dramatic technique,
philosophical and management- related programs, especially if they consider
them to be expensive. Let's face it, as a group, we are not risk takers. The
point is that many will not travel nor spend the amount that LV requires for
its tuition to teach in the way we've designed our programs for excellence
even though you would be hard pressed to find an LVI graduate that didn’t
think his or her return on their LVI investment was worth it. One thing even
our critics will attest to: LV creates raving fans. | wonder why that is? (big
smile) Therefore, we are welcoming a broader audience to find out about the
LVI way without traveling far from home and “risking” an investment they
might not be comfortable making. In 2005, we are launching about 25 Re-
gional Centers throughout North America and Australia. In 2006 we hope to
launch even more. They are all standardized programs under the control of
LVI, so that it wouldn’t matter where you take the programs, the content will
be the same. The Regional Directors will come from our faculty of amazing
clinical instructors spread all over the globe. Anyone can call LVI (888 584-
3237) to find the LVI Regional Center closest to them.

Yes. Beyond those that can't comprehend investing the funds required for
adequate training in their educational future are a group of dentists that want
to learn from home. LVI will work towards establishing online training for
those people. But understand that that type of educationislimited. What sets
LVI apart isits live patient treatment programs. Can you imagine graduating
from dental school without ever working on a patient? Of course not. The
best way to learn is to hear, see and then DO! Without going to such pro-
grams, you will never get to do under the direction of the professions experts.
However, there is a market for this type of learning and we intend to fill it.

We are launching 25 this year in most of the major states and probably at least
another 25 next year. Our goal isto have at least one in every state with at least
three is the larger states. We want to eliminate any reason for dentists finding
out how wonderful life can be for them if they learned the LV principles.
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A large number of your
close personal friends
and followers have
asked the question:
What does Bill see
through his window of
reality for the future of
LVI and dentistry in the
next ten years?
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With the financial investors and the LVI Globa Board, there is no end in
sight to what LVI can achieve. The combined genius of this group, with their
diverse specialties, is incredible. With this team and expansion plan, LVI
Global will lead dentistry’s future. Who knows what doors will open. | could
never have imagined that 10 years ago when | started LV| that | would be an-
nouncing LVI Global. But | will guarantee one thing, LVI will constantly be
evolving, never resting on its laurels. | think that’s the thing | am most proud
of about LVI. We are a “dynamic” organization where ALL of us are con-
stantly learning, willing to adopt any technique or issue, regardless of itsrisk,
|F we know in our heartsit’s the right thing to do or the right answer for aclin-
ical situation. Our adoption of neuromuscular dentistry is an example of this.
Although we knew we were going to be attacked by those that had a vested in-
terest in conventional thinking, we knew from the science presented to us that
it was the right thing for dentistry. Those that attack do so out of ignorance.
Our success rate in convincing the masses, even the skeptics coming in, that
we are right is nothing short of remarkable. The point is, who knows what the
next “neuromuscular dentistry” is in our profession. Once again, if it's the
right thing to do, we will teach it.

And we are forever committed to our graduates to give them the tools and
support to become as successful as they possibly can. From launching our
branding campaign to practically anytime access, our graduates know that we
are here for them. | know this sounds corny, but you ask our LV | Forum mem-
bers and they will tell you we are like an extended family. Everyone is there
supporting each other. It's a great job and our organization is what it is be-
cause of our graduates. We will always be loyal to them for that.

Asfor our profession, | am confident the future is bright. And the prospects
for dentists are promising. But | also feel that adivision in our profession will
occur. There will be those dentists that are disgruntled with the profession and
are under the control and practice guidelines of the insurance industry. How-
ever therewill be many that have removed the shackles that the insurance com-
pany has provided them and they will find the freedom that a progressive, high
quality, high tech, patient centered practice can yield. There has been a rapid
growth in this area in the past 10 years, with our profession finally keeping up
with the cost of living or exceeding it. Thisis after 30 years of NOT keeping
up with inflation. | seethistrend continuing to the many examples of practices
like this out there. Asyou said to me years ago; “if it's been doneg, it's proba-
bly possible” More and more dentists are finding out that it's possible.



The formation of LVI in
the 1990s prompted a
number of personal
attacks on you. Early on,
| warned you that when
you're way out in front,
even your friends may
mistake you for the
enemy and take shots at
you. We’ve all observed
your ability to use the
Power of Impossible
Thinking. How do you
deal with the jealousy
and the criticism, and
remain so positive?
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You did warn me about that. At first | thought you might be exaggerating.
But | learned fast that success breeds contempt. It's an ugly side of society;
not just in our profession. It's unfortunate that as dentists we feel such com-
petition. There is certainly enough work for everyone. But the insurance in-
dustry has contributed to the negativity in our profession. Yet, as we teach at
LVI, this competitive negativity is completely unnecessary.

| would be lying to you if | told you the negativity never bothered me. It
did. Even your claim that friends will mistake me for the enemy proved true.
| lost afriend or two over our occlusal beliefs. They refused to listen to any of
the science we were teaching. | was surprised at some of them because | was
their aesthetic mentor and even got some of them started lecturing. Why
would an intelligent person be that closed minded? That baffles me.

Regardless of the attacks from the uninformed and the threatened competi-
tion, the positive energy on the LVI campus is so overpowering that there is
no way | could not behave positively. Peopletalk about the “LVI fix" because
the positive energy on the campus isinfectious. Well, it's infectious for me as
well. | have a loving wife, incredibly great kids and the best job in the world
for me. To be surrounded by the best minds in dentistry on a constant basis; to
have friends visit you from all over the world; to routinely seeing the lights go
on inside the heads of disgruntled dentists; what an incredible high! | would-
n't trade what | do for anything. 1t'swhy our 80 clinical instructors come from
all over the globe to help us spread this message. They too get energized by
“teaching” on the “electric” LVI campus. That iswhy | continue to be so pos-
itive in a sometimes negative world.

Thank you, Bill, for your honest and frank answers.
| wish you nothing but success and happiness in your
new adventure. And I’m glad to be part of it.
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THE MOST EXCITING, PROGRESSIVE,

\ THE INTERMATIOMNAL ACADEMY
OF COMPFPREHENSIYE AESTHETICS
JULY 21-23, 2005 = SAN DIEGO, CA

Tired of going to meetings where you find nothing of value,
substance or interest to you?

Do you want to find an organization that is inclusive so you
can choose from all information what is best for your practice?

Are you looking for new and innovative ways to practice,
market and create the office of your dreams?

Do you want to know the latest techniques, procedures,
and advances in dentistry?

This year the IACA will provide the meeting you are looking for
in a lush paradise that the whole family will enjoy.

SPEAKERS | Dr. William Dickerson Dr. Maurice Corbett | Dr. Leo Malin Dr. Gary Wolford
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Location = Paradise Point Resort & Spa is an island oasis of blue skies, pristine beaches and lush,

ungalows, each with private patios looking out across the gardens, lagoon or gentle waters of the bay. The
-_;rue essence of a California coastal retreat. Preferred room rates are available if you mention that you are a
part of the IACA Meeting. To reserve your room, please call Paradise Point Resort and Spa at 800-344-2626.
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“STOP SHOOTING THOSE X-RAY
FiLms! LET ME POINT YOU IN
A BETTER DIRECTION!”

WiLLiam Dickerson, DDS, FAACD, LVIM

The DEXIS Digital X-ray System has been used
exclusively at LVI since 1999. We welcome the
opportunity to earn the same privilege in your office.

Learn more about DEXIS. Call 1-888-88-DEXIS x2.
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RONALD D. JACKSON, DDS, FAGD, FAACD

AND RESTORATIVE VALUE
Of The New Composites

Today’s patients want their dentistry more
aesthetic and less invasive. The use of direct
composite resin accomplishes both. Until
recently, | would agree that ceramic was con-
sidered the material of choice for maximum
aesthetics. However, with the introduction
In recent years of the new naturally shaded

composite systems, this.is no longer true.

16. ' LVIVISIONS « APRIL / MAY 2005



In trained hands, these new compos-
ites are every hit as aesthetic as ce-
ramic. The point of this article though
is that composite resin doesn’t com-
pete with ceramic in the treatment
plan, it compliments it. We have
many techniques and materials to
choose from today which enable usto
provide our patients with health,
function and aesthetics. The best
dentistry is that which fits the proce-
dure to the patient instead of the pa-
tient to the procedure. It takesacom-
mitted, fully trained dentist to do this.

If one were to ask if | do more
veneers in ceramic versus resin, the
answer would certainly be ceramic.
However, if one were to total the
number of patients in my practice
who receive full or partiadl composite
resin veneers as compared to patients
who receive ceramic veneers, patients
treated with composite resin would
be significantly greater. Thereasonis
because the “ear to ear” ceramic ve-
neer is reserved primarily for com-
plete smile makeovers. (Fig.1) | be-
lieve most practices have many
patients with minor to moderate im-
perfections who, though perhaps not
interested in a complete smile
makeover, may be interested in the
kind of smile enhancement that can
be achieved simply (when you know
how) with direct composite resin.
This type of smile upgrade has the
additional advantage of being accom-
plished conservatively and, because
there is no laboratory bill, at a lower
cost. | call this “nip and tuck den-
tistry” and there is lots of it in every
practice. (Figs. 2-4)

In the past, we often avoided asking
the patient if they would like some-

=~
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Figure 1A e This 42 year old male
desired an improved smile.

Figure 2A = This 40 year old female exhibits “wear
and tear” on teeth #7 and #8.

ViR

Figure 3A  This 50 year old female desired an im-
proved smile but not a complete smile makeover.

SRR

Figure 4A « This dental sales lady was self
conscious of the slightly shorter tooth #9.
Note the worn canine tips.
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Figure 5A = This young person was hit with a tennis racket

fracturing the distal incisal edge of #8 and slightly chipping

the mesial incisal edge of #9. Enamelplasty only would still
leave the patient with a “crooked” smile.

Figure 1B « Stacked porcelain veneers (d-sign —
Ivoclar Vivadent) were placed on
teeth #6-11 and 22-27
T AL Ny
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Figure 2B « Without local anesthetic and with only
slight roughening of the enamel the smile is upgraded
with direct composite resin. (Esthet:X - Dentsply Caulk)

=
Figure 3B « Direct resin veneers on teeth #'s 7 & 9, cos-
metic contouring of incisal edges of 8 & 9 and a “tissue lift”
using a diode laser on #9 was carried out in one appoint-
ment. View is two months post-op. (Point 4 - Kerr)
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Figure 4B « After a slight roughening of the incisal 1.5mm of

to “protect” the incisal edge of #9 in left lateral excursive
movement. (4 Seasons — Ivoclar Vivadent)

Figure 5B = Tooth #9 was smoothed somewhat with a disc
and the distal incisal edge of #8 was conservatively re-
stored with direct resin. (Renamel — Cosmedent)
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enamel, the tooth was lengthened with direct resin. The worn i
cusp tips on teeth 6 & 11 were replaced in the same manner £28
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Figure 6A * This teenager was congenitally
missing tooth #11. Her mother asked what
could be done about the diastema.

L

Figure 7A < This 50 year old female suddenly be-
came dissatisfied with the appearance of the mesial
incisal restoration in tooth #8 even though it had
looked that way for many years.

Figure 8A  This teenager was dissatisfied with a
recently placed restoration in tooth #9.
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Figure 9A « The orthodontist had allowed spacing
in this young person for the restoration of the
deficient “screw driver” shaped lateral incisor.

Figure 10A e This 12 year old male had an accident
on the basketball court.
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Figure 6B « A two minute “mock-up” quickly shows
the patient what can be done in an “additive without
subtractive” procedure using direct composite resin.

Figure 7B = Using 3 opacities, a stratified technique and paying close
attention to reproducing surface texture and characterization of the
adjacent tooth, an aesthetic restoration that defies detection can be

predictably placed. (4 Seasons — Ivoclar Vivadent)

‘A" &

-

Figure 8B = The incisal edge can be restored conservative-
ly with two opacities of composite without veneering the
entire facial surface. (Vit-I-escence — Ultradent)

)

Figure 9B = Without removing any tooth structure, di-
rect resin restores natural appearance and preserves
the tooth structure for the future.

(4 Seasons — Ivoclar Vivadent)

Figure 10B = Direct resin restored health, function
and aesthetics without removing any additional
tooth structure.

thing done about these minor (in our
mind) situations because we lacked
the materials or skill, or both, to im-
prove things. If the patient asked, we
either downplayed the problem to
avoid having to do something or, if
forced to treat, we reached for our
single opacity “universal” shade
composite resin and hoped that we
could achieve an acceptable resuilt.
Sometimes, in the case of chips or
small fractures, we could achieve a
dlight improvement by modifying the
affected teeth (enamelplasty) with a
bur or adisc. However, the result was
often a compromise. (Figure 5)

The newer microhybrid composite
resins are easy to sculpt, are easy to
polish to an enaméd-like luster and un-
like the previous generation of hybrid
composites, retain their polish over
time. Today, whenever defects which
can be improved with direct resin are
observed, it'sroutinein my practiceto
quickly apply and cure compositein a
direct mock-up so the patient can see
what's possible. (Figure 6) Peatients
amost aways choose to have the ser-
vice done because a nice smile has a
high value in today’s society.

Besides elective“nip and tuck” cos-
metic services, many patients are ask-
ing to have serviceable, but notice-
able, Class I, IV and V restorations
replaced. The fact is, the aesthetic

Figure 10C » The restorations have deteriorated slightly
by age 20. They are easily “renewed” by micro-etching
and re-surfacing, further delaying restoration with crowns.
(Renamel — Cosmedent)
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Figure 11A  This patient is a 42 year old female
dentist. Either ceramic or direct resin veneers
could be used.

Figure 12A = This 38 year old female desired
aesthetic improvement of vital tooth #8.

Figure 13A  This 28 year old female was
getting married in 3 days.

Figure 14A = This 30 year old male desired an im-
proved smile. Either ceramic or direct resin could
be used.

,
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Figure 11B « She chose a direct resin approach to
improve her smile. (4 Seasons — Ivoclar Vivadent)

Rl L Lk

Figure 12B « Communicating the shade as well as the numer-

ous maverick colors to a dental technician would be challeng-
ing using an indirect veneer. In the direct approach the adja-
cent tooth is the model for the dentist using composite resin

along with an opaquer and tints. (4 Seasons — Ivoclar Vivadent)

. SR T E

Figure 13B  Direct resin veneers were placed on
teeth #7-10 and cusp tips were restored on teeth 6
and 11. (4 Seasons — Ivoclar Vivadent)

b LA

Figure 14B e After discussing benefits and draw-
backs of each approach, he decided to have 8 direct
resin veneers from teeth #5 — 12.

(4 Seasons — Ivoclar Vivadent)

i AR
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Figure 15 « These veneers are over 10 years old and although they
are not as aesthetic as originally placed, the patient is still happy with
them. Other patients may have chosen to have them redone.

standard is higher today and what was
once “good enough” is not. Even pa
tientswho don’'t ask are frequently in-
terested in having this previously
good enough dentistry upgraded
when they are shown what we can do
now. (Figure 7 & 8) Fortunately,
these versatile composite systems we
have today allow usto satisfy even the
most discriminating patient.

Other situations where | feel direct
composite resin is the better approach
because of its less invasive nature is
when treating injuries or imperfec-
tions in kids and young adults. We
have to keep in mind, that because of
overall advancesin health care aswell
as dentistry, these young people can
be expected to live with their teeth
well into their 80's and possibly be-
yond. It is important for the dentist
and the patient to understand that all
dentistry is “temporary” and every
time we replace it, more tooth struc-
ture getslost. So, for these people to
keep their teeth over such along life
span, we dentists need to avoid, when-
ever possible, unnecessarily removing
the enamel at ayoung age. (Fig. 9 &
10) | recognize that the word unnec-
essary is arelative term and has to be
decided on a case by case basis, but |
think you will agree that it shouldn’t
be decided by alack of knowledge or
training of the dentist.

Certainly there are many clinical
situations where either ceramic or di-
rect composite resin will work well.
In these cases, it is incumbent on the
dentist to explain the advantages and
disadvantages (each approach has
both) of each type of procedure and
material so the patient can make their
choice. Factors such as cost, time,
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longevity, invasiveness, serviceability
and desired look or outcome are just
some of the considerations that need

\ 9 gﬁ f to be addressed in detail so the patient
x 1 .
B 2

can make an appropriate informed

choice as to what is best for him or

Figure 16B e Following crown lengthening, ceramic her. Besides achieving an outcome a
veneers were placed on teeth #5 — 12.
(IPS Empress — Ivoclar Vivadent)

patient wants and how they want it,
informed consent satisfies the ethical
and lega requirements we have as
health care providers. (Figs. 11 - 14)

My experience with the previous
generation of composite resin materi-
as led me to believe 6 to 10 years
was a reasonable longevity expecta
tion in the anterior. (Figs. 15) When
properly bonded in functional harmo-
ny, the newer microhybrid and
nanocomposite materials should easi-
ly give 10 years of excellent service.
Along with 3 opacities, multiple
shades and natural opalescence and
fluorescence, these materials aso

» have significantly better physical
e ' properties than the previous genera-
Figure 16C = Full face view before. tion. Some examples of recently in-

troduced systems are Esthet-X by
Dentsply Caulk, Point4/Premise by
Kerr, Vit-1-escence by Ultradent, Fil-
tek Supreme by 3M/Espe, 4 Seasons
by Ivoclar, Vivadent, etc. Ceramic
materials, which have also improved
significantly in recent years, can till
be expected to yield a greater
longevity when compared to compos-
ite resin and its use in the adult pa-
tient can change alife. (Figure 16)
It'sagreat timeto beadentist. The
public today are obsessed with health
and beauty and we can deliver both.
The aesthetic and restorative value of
today’s composite resins is high.
These newer materials are great, easy
Figure 16D e Full face view after. to use and any dentist can learn to

. ¥ p iy
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master the techniques in a short time.
In addition, I’'m convinced that learn-
ing to perform aesthetic anterior di-
rect resin procedures significantly im-
proves a dentist’s ahility to provide
superior aesthetic anterior indirect
services. The reason this happens is
because ones’ understanding of opac-
ity, tranducency, value, color, form,
contour and texture becomes refined
to apoint that lab communications be-
come more specific and complete.
You communicate more because you
see more. | would encourage every
dentist to take the time to investigate
these new naturally shaded composite
resin systems available in the market-
place and attend courses to learn how
to use them. Whether you take my
hands-on course at the Las Vegas In-
stitute for Advanced Dental Studies,
Dr. “Bud” Mopper’'s at Cosmedent or

Dr. Newton Fahl’s in Brazil, you owe
it to yourself and your patientsto have
these skillsin your tool box. Not only
will you attract more new patients and
perhaps extend more services to exist-
ing ones, you will experience the sat-
isfaction of creating beauty with your
own hands. Finally, because patients
see that you were the only one in-
volved in creating their enhanced
smile — you receive more than grati-
tude from them — you get admiration.
Dr. Jackson gives a 2 day lecture,
hands-on and live-patient demonstra-
tion course at LVI. Next course Sep-
tember 19 — 21 call 888-584-3237.

Disclosure: Dr. Jackson discloses that he acted as a
paid consultant in the development of Esthet-X and 4
Seasons but retains no financial interest in either
product.

Acknowledgement: Dr. Jackson wishes to credit the
following technicians:Mr. Ken Jones, CDT and Mr.
Quint Whipple, CDT
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Cllnlcal Questions and Answe

Dr. Heidi S. Dickerson is the Vice President of North American Operations. She is a 1994 graduate of the Uni-
versity of Illinois School of Dentistry. She had a private restorative practice in Philadelphia, PA before
relocating to Las Vegas to accept her full-time position at LVI. Due to her commitment to excellence,
spending countless hours mastering aesthetic and restorative dentistry, including the LVI curriculum,
she changed her aesthetic-restorative dental practice into a neuromuscular based practice. As a Clinical
Director at LVI, Dr. Dickerson instructs, lectures, and motivates LVI students through their curriculum,
enhancing their educational experience. She also practices in the LVI Faculty Practice.

Send any of your clinical questions to her at:
LVI 9501 Hillwood Drive, Las Vegas, Nevada 89134 or via e-mail at hdickerson@Ivilive.com

Due to the overwhelming number of questions from Team members... | have
decided to answer some of their questions in this issue of LVI Visions.

Dear Heidi,

Our doctor wants us to go on POP (Piece of the Pie) and we are scared to death! Is this a
good thing for us?

V.A.
Oregon

Dear V.A.,

Thisis an excellent ideal With Piece of the Pie you are “part owners in the practice”. As
the practice grows and makes more money, so do each of you. It will help all of you as a
team to keep motivated and to work together for the success of the practice. The best thing
about it isthereisabuilt in “safety net” each month so that you will always be able to pay
your personal bills no matter what happens in the practice that month. In most practices
the team’s income goes up. They feel more responsible for everything and that is a good
thing. For more information read Bill Dickerson’s books, The Exceptional Dental Practice
and In Search of the Ultimate Practice. These books will take you step by step on how to
get this going. You will not be sorry...take your Doc up on this!!

Heidi
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Dear Heidi,

We have a very close knit team and consider ourselves as “family”. Our doctor is afirm
believer in C.E. and he takes us along to every course he attends. Currently we are going
through a continuum of courses at LVI. When we get back into our office, we schedule a
team meeting and go through all of the material that we have just learned. We decide what
we want to implement, and plan a strategy to get there. Hereis my dilemma...we hired a
new team member and she is clinically very sound. She has a nice personality and our pa-
tients feel comfortable around her. So what is the problem? Well, she will not go to any
courses with us. She has been in dentistry for 18 years, and she says, “| have heard it all
before!” | will admit, she “knows” alot; however, she does not know all of the new tech-
niques that we are learning. And more importantly, she does not share in our office “phi-
losophy”. We are all “pumped up” and excited about the direction that our office is now
taking. What do we do? It is asource of frustration for all of us.

Thanks for your advice,

S. H.
Texas

Dear S. H.,

First of al, | want to commend your doctor and your entire team for your commitment to
excellence. All of you are dedicated to making your practice the best that it can be...and
also, improving your individual knowledge and skill levels. That is absolutely fantastic.
The problem is you have a “black sheep” in your “family.” You really have only two al-
ternatives: Fire her, or try to convince her that she needs to jump on board with all of you.
Since it seems that she is qualified clinically, and her personality meshes with the patients
etc., | would talk to her in ateam meeting and let her know how all of you are feeling. Your
doctor may want to express what his “goals’ are for the practice and the need for her to be
on the same page as al of the team. He should send her out to the LV Team program to
get her caught up and “fired up” as well. She can attend the Team Program any time it is
scheduled. | guarantee that if she comes to the program, she will see that she does not
“know it al”. If you have given her the opportunity to learn and she still has philosophi-
cal differences than the rest of the team...it is time to part ways. 1'd give her a chance
though, she “doesn’t know what she doesn’t know”, and perhaps she can come back into
the family fold!

Heidi

Dear Heidi,

Our doctor just completed an aesthetic course at LVI. He has changed many of the proce-
dures we are doing and has completely stopped prepping for PFM crowns. | can under-
stand the beauty of the all porcelain restorations; however, | am uncertain of what other
benefits they have for the patient. Why is this a better restoration?

G.H.
Wisconsin
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Dear G.H.,

| am happy to share with you the benefits of all porcelain restorations. As you noted, they
are quite beautiful and our patients really like them. Besides their aesthetic nature they
have many other great qualities that make them a wonderful choice. Let's compare All
Porcelain Restorations to PFM Restorations. With PFM Restorations we need to be more
aggressive in our preparation because we need to make room for the gold AND the porce-
lain. The look around the margin is more opague and many times we need to place the mar-
gin subgingivally which violates the integrity of the tissue. Because these restorations
block the light, thiswill create dark roots aswell. Now, if we look at All Porcelain Restora-
tions we can be more conservative in our preparation since we are only making room for
the porcelain not porcelain AND metal. These restorations have a more natural translucen-
cy and our margins are invisible due to the light being able to get into the tooth. Because
of this, we can keep our margins supragingival and that aidsin easy finishing and NO need
to pack any cord for impressions! With adhesive dentistry, think of it as replacing the
enamel that used to be on the tooth with porcelain. | hope | have helped you understand the
benefits of “All Porcelain” so that you can better educate your patients.

Heidi

Dear Heidi,

| hope you choose to answer my question because | am at my wits end! There are three of
us on the team: assistant, hygienist, and concierge. We think the world of our doctor, she
is loving, kind, and has amazing skills (each of us has had “Smile makeovers’ done by
her). However, she has one tiny flaw that drives all of us nuts!!! She promises things and
then does not deliver. For example, we are supposed to have yearly reviews/raises...that
does not happen. We are promised “bonuses’ on certain cosmetic procedures...we never
receive them. We are promised new equipment that we need (i.e. a new computer system,
and a new ultrasonic scaler) and she never buys them. We are constantly asking her, “when
are we getting these things?” The funny part is, we love our jobs so much that it's not as
if we are going to quit over it (don't tell her that!). What should we do? We feel that we
deserve all the things “promised” to us. Can you suggest a good way to get them?

W.S.
California

Dear W.S,,

This is a tough one...the answer here is not cut and dry. | have an idea that may help. If
your doctor “promises’ verbally and does not deliver...try this. Write down what you have
agreed upon in awritten CONTRACT. You can do thisindividually, or asateam. Then sign
it and have your doctor sign it as well. | would also include time lines/dead lines in that
contract. Perhaps if your doctor puts her “name” to it, she will stick with it. And if she
doesn’t you can go to her, with the contract and remind her of what she agreed to. Now,
keep in mind it isthe Doctor’s practice and she has every right to run it as she pleases. She
may not like this idea, and things may or may not change. It is your choice then to either
accept the fact that thisis the way she is and look at her positive attributes, or to work for
someone else. Go ahead and try this idea first, let’s give your doctor the benefit of the
doubt! Let me know how it goes.

Heidi
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BUSINESS IN DENTISTRY

' 10Steps

/ toSuccess as an
. WA Independent
Practice

By Robert H. Maccario, MBA

)
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Electing to stop depending on insurance to
send you patients is a business decision,
not an emotional one. While there is a place
for emotion in business, especially for
enthusiasm, without sound business tools

and education to guide that enthusiasm,

calculated risks devolve to outright gambles.

As a businessperson, you should carefully
plan both your timing and tactics to be
consistent with the economic health of your
practice. Think evolution, not revolution.
Let’s examine a 10-step process that will
firmly plant your feet on the path toward

achieving independence.
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Step 1.

Start thinking and acting like an entre-
preneur and independent business.

Develop the business skills and
knowledge to run your practice as a
stand-alone business, independent
from any singlereferral source (i.e. in-
surance companies).

Ensure your thoughts and actions
highlight the value of your care and
services — not the value of insurance.
Drop insurance vocabulary: You are
not “non-participating”; you are an in-
dependent business. When you dis-
cuss fees, refer to them as your stan-
dard professional fees, not “UCR.”

Step 2.

Apply financial rather than
emotional criteria.

See insurance companies as they
are: referral sources no different from
the yellow pages, direct mail or aWeb
page. Make your business decisions
about them as you would any other re-
ferral source: by using a sound busi-
ness analysis. Ask yourself,

» What percent of revenue do they rep-
resent, and what percent of appoint-
ments do they represent?

Think evolution, not reyolu
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* How will profitability be affected if
we drop areferral source?

* How much are our contracted fees
with this referral source inhibiting our
ability to charge what our careis real-
ly worth?

* How much would we have to raise
fees to offset the loss in profitability
without this referral source?

Step 3.

Initiate an external marketing program.

Develop your own brand identity in
the marketplace. Make sure the entire
process of image making is consistent
—your printed material, facility, team
appearance, and so on must present a
cohesive front. Start this process at
least six to nine months prior to drop-
ping the insurance company as arefer-

it
.

ral source. Redlize that your market-
ing will take time and be reinforced by
avariety of marketing vehicles.

Step 4.

Adopt customer service systems.

Retain your patients by raising the
value of your care and services beyond
the value of the insurance premium.
Amplify your unique sdlling proposi-
tion (USP) to your patients/guests.
Offer services like the VIP checkout
and other amenities a guest would ex-
pect from a quality service organiza-
tion. Understand how to use patient fi-
nancing as a marketing tool.
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Step 5.

Create team commitment by

addressing staff concerns/objections
and teaching them how to address
patient concerns/objections.

At a team meeting, answer your
team’s questions about the move to an
independent business mind-set first.
They are your interna customers: |If
they are skeptical, your externa pa
tient/guest customers will not be con-
vinced. It can be a huge mistake to put
a team member on the front line with
patients if they do not believe that this
evolutionisinthe patients best interest.

Another of the biggest mistakes a
practice can make in this evolution is
to talk about the “change” Remem-
ber, most of usdo not like change. Re-
frame your approach to emphasize
that you are staying the same: “Thein-
surance company is changing, not us!
We have the same commitment to care
and well-being, and we will not vio-
late patient trust.”

Your patients will have three main
objections. You and your team need to
be acquainted with these issues, both
to avoid any awkward feelings and to
help your patients understand.

1. “l don't know how to do the paper-
work.” Youwill still need to assist your
patients in filling out forms, but that
doesn’'t mean you have to wait for your
money. More and more practices are
paid prior to care, with the insurance
check going directly to the patient.
Help them set up their persond line of
credit with your “outside hilling ser-
vice” (Don't mention credit card com-
panies or finance companies — call
them your “outside hilling service”)

2. “l want the best coverage” Your
staff and your patients want optimum
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coverage for the quality of care you
are committed to providing. Use such
phrases as, “Our experience has
shown the insurance companies are
much more responsive to the people
who pay the premium, like you, than
to us. We have seen patients receive
reimbursements faster, and in many
cases with better coverage when the
check goes directly to them.”

3. “How fast will it pay me?’ This
question can be answered asin number
2, above. Givethem theinformation to
cal the insurance company, “Should
you have any questions or concerns
about your coverage or payment,
please cal this number (the insurance
company) for the most immediate re-
sponse” It makes no sense for the pa
tient to call you, so you can call thein-
surance company and then cal the
patient back. Have the patient call the
insurance company directly so they ex-
perience first-hand the rudeness and
lack of attention dental offices have
tolerated for years. When the patient
complainsto you about thelevel of ser-
vice the insurance company is provid-
ing, agree with them and date, “1 un-
derstand how you fed. If | paid this
premium and experienced such poor
service, | would make sure the person
at your company who contracted this
insurance program knows how bad it
is” Finish with apolite smile.

Step 6.

Write a letter to patients.

For example, the letter might start
out with something like this:

Because of our long-standing rela-
tionship with you, our valued patient,
and in consideration of the trust you

have put in us over the years, we are
writing to let you know in advance that
we are changing our contractual status
with XY Z Denta Insurance.

For practices like ours, staying at the
forefront of clinical excellence, patient
care, and service is the basis for our
success.  We will not waiver in our
commitment to provide you with the
best clinical care and the most current
dental servicesavailable. Pleasebeas-
sured, we are severing only our con-
tract with XY Z, the insurance compa-
ny, not our relationship with you, our
valued patient.

Use your benefit statements to write
your letter to the patients, but DO
NOT SEND IT YET! Wait until after
you have tested and refined your ben-
efit statements.

Step 7.

Test the scripts.

Test the scripts/benefit statements
you created in Step 5 over the next
few months with your patients. Talk
to one another about how they are
working. The intent is to let the pa
tient know that we are about to “sever
our contract with the insurance com-
pany, not our relationship with our
valued patients” Remember, it's evo-
[ution — not revolution.

Step 8.

Send letters.

Now you can send your patients the
letter. When they receiveit, if you've
done your job right, your patients
should be saying, “Oh, | knew they
were going to do this” By thistime,
they should have had a persona ex-
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planation of your practice’'s commit-
ment to their care. If patients receive
this letter and respond with surprise,
you have not communicated your po-
sition clearly, and they will probably
request their charts.

At thistime, also send your termina-
tion letter to the referral source (insur-
ance carrier).

Step 9.

Make telephone calls
to scheduled patients.

Review your schedule to identify
patients involved with the referra
source you have dropped. Call those
patients to confirm their appoint-
ments. Some patients may think they
cannot continue coming to your
practice, so reiterate that you are
looking forward to seeing them. Re-
view your financial arrangements
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SOLUTIONS

Websites that
Generate Business!

« search engine positioning

At Page 1 Solutions, we offer sales-
driven dental wab sites that are fully

customized for your practice.

with these patients. You may have to
honor the contracted fee with the in-
surance company or get a signed fi-
nancial arrangement with your “ stan-
dard professional fees” At thistime,
accepting the contracted fee as a tool
to ease the conversion to your fees
should be a minor cost — consider it
tuition. But do not let this opportu-
nity to discuss your fees dlip by.

Step 10.

Double your efforts on quality
of care and customer service.

Go back and review the quality of
your care and service — you are
now competing in the world of dis-
cretionary dollars. You are on your
way to becoming an independent
business, enjoying your
patients/guests — not someone
else’s subscribers.

We guarantee 1st-page search enging
results. If you don't appear on Pagat-
of the search engines, you don't gy

Mr. Bob Maccario, MBA has 35 plus
years background and experience in the
dental field. In 1982, Bob graduated
from Pepperdine University with a MBA
degree. He transitioned his career into
practice management and in 1985
opened his own practice management
company, Professional Management
Sciences, Inc. (PMSI). As a private prac-
tice consultant, Bob has evolved a mar-
keting and management program based
on proven customer service skills and
sound patient financial arrangements.
He is a popular and entertaining lectur-
er on a national basis. Bob teaches the
“Dental Concierge - How to Turn Your
Patients into Guests” program at LVI.
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Learn the LVI philosophy of dentistry that has positively
changed the lives of thousands of dentists around the world.
The LVI Regional Centers will host seminars that will change
the way you practice dentistry and provide for your patients.
And best of all, you can learn this in or near your home town!

TOPICS YOU WILL LEARN

« How to create a successful aesthetic practice

= How to create ideal preparations for all porcelain restorations

= Why all-porcelain

« The LVI Rapid Cementation Technique

« The importance of Occlusion and what it can do for your patients and your practice
= How to find the ideal bite position when doing major restorative cases

= What every dentist should know about insurance

Plus you will receive offers worth more than the price of the
course, making this program virtually free!

For information, please e-mail LVI at info@Ivilive.com

or call (888) 584-3237.

LVI Regional Centers
will be located in:
United States
California

San Diego, CA

Los Angeles, CA

Orange County, CA
Colorado

Denver, CO
Florida

Tallahassee, FL

Tampa, FL

Jacksonville, FL

Orlando, FL

Miami, FL

West Plam Beach, FL
Georgia

Atlanta, GA

Savannah, GA
Hawaii

Honolulu, HI
Missouri

Kansas City, MD
Oklahoma

Oklahoma City, OK

Tulsa, OK
Pennsylvania

Pittsburgh, PA

Philadelphia, PA
South Carolina

Charleston, SC

Columbia, SC
Tennessee

Nashville, TN
Texas

Houston, TX
Utah

Salt Lake City, UT
Washington

Seattle, WA
Wisconsin

Madison, WI

Milwaukee, WI
Canada

Calgary, AB

Edmonton, AB
Australia

Sydney, Australia

Brishane, Australia

Melbourne, Australia
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Beth Snyder, DMD

“Oh my gosh that’'s me!”. | said this the
first 30 minutes after hearing Bill Dicker-
son lecture. | could not believe the results
Bill Dickerson, Clayton Chan and Bob Jankel-
son attained for patients who, like myself, were ‘)

in long term life atering pain. After introducing ’
myself, the wonderful trio quickly and lovingly took me
under their wing as the “demo girl”. | received my first re-
movable occlusal repositioning appliance in May 2002, and

started my path in NM dentistry. ..#"
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slong as | can remember |
had headaches, diagnosed
ascluster type. Thepainra
diated from behind my right
eye, up over my head and
down my neck (or the other way
around?). Pain overwhelmed my
neck, shoulders, hands and my low
back. | tried everything from Daw-
son’s CR techniques to Botox, cervi-
cal facet injections, acupuncture, shoe
orthotics, chiropractors and PTs.
Every occlusion
course | at-
tended
placed mein
front of the
class as the
prime example
of a pan pa
tient (including
Dawson).

As a devoted
and committed
patient, | wore
my occlusal repo-
sitioning appliance 24/7, removing
it only for brushing. After wearing
the same one for 2 years (with much
adjustment and resurfacing), | need-
ed anew one. Asaclinician, | would
have been the first to say that a re-
movable occlusal repositioning ap-
pliance is the way to go due to its
ease of adjustments and its potential
reversibility. With a new Chan Scan,
| had both aremovable and awax-up
for a LVI fixed occlusal reposition-
ing appliance created.

The day my lab case arrived in my

office, | placed the removable in my
mouth and with afew adjustments to
the class | interferences, | felt better.
| felt more at home in the more ante-
rior position. However my speech
was highly impaired. Asgood as my
speech got with my old occlusal
repositioning appliance, | had a
struggle with my new one and had to
alter it by thinning the lingual flange
as much as possible.

| decided

the time had come to convert to a
fixed LVI occlusal repositioning ap-
pliance for severa reasons. | was

tired of the embarrassment with how
it looked (especially when | would
go to dental events with my local
CR/CO friends and it would bring
attention to my lack of total im-
provement). | tired of having it slip
while | was eating, catching food un-
derneath. | wanted to lose my lisp,
which was exhausting in itself. Ad-
ditionally, another problem of long-
term therapy can be decay. | did in
fact suffer from breakdown and
decay (class 5s) because the remov-
able occlusal repositioning appli-
ance held food along the ledgy mar-
gin. | tried to have good homecare,
but it is not always convenient to
brush or even rinse immediately
after eating. Lastly and most impor-
tantly, | was still disappointed that
my anterior temporalis and SCMs
were still so painful.
| had suf-
fered in pain for a
long time, and yet
| had heard of so
many others hav-
ing success from
their occlusal
repositioning
appliance and
relief  from
their pain. |
sat in lec-
tures of the
NM great ones and cried wondering
why not me. Any of you who had
seen me examined in front of the
class knew of the supreme pain | had
in my neck, shoulders and head.
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In mid November, we placed my
LVI occlusal repositioning appliance
and the next morning, to my amaze-
ment | had a profound change in my
muscles. Every morning as | would
shampoo, | would massage my scalp
to ease my pain, but this morning the
pain was gone. | could turn my head
side to side and my SCM’s were
cam. My speech instantly improved.

Now that | have had success with
my fixed occlusal repositioning appli-
ance, not only do | fed better physi-
caly, |1 honestly fed more self-confi-
dent with theway | look and the way |
sound. Most people are unaware |
have it unless | point it out. Eating
mesdls is more comfortable. Although
| cannot floss with my fixed occlusal
repositioning appliance, | use the Hy-
drofloss. | find it to be a much clean-

er feding because the margins are
closdly feathered to my teeth.

Why the difference between the
fixed and removable? For me it was
the encroachment of my tongue space
(even though | had more volume by
the increased vertical) that caused an
intolerance of my digastrics, which
then affected the SCM’s and the ante-
rior temporalis. | challenge you while
you are reading this to pull your
tongue back as if to create space for
an occlusa repositioning appliance
and seewhereyou fedl it in your neck.

Until recently, | had only heard
that the benefit of a fixed occlusal
repositioning appliance was compli-
ance. | had the impression that there
is no difference in the result one can
get when using a removable vs. a
fixed. | now do not feel thisisaways

the case. As| review the many cases
| have done over the last couple of
years, | believe the mgjority would
have been happier had they been
treated with a fixed, even though
they greatly improved with a remov-
able. Several of my patients whose
jobs depended on speaking, continu-
ally removed it during those times. It
wasn't because they lacked a desire
to be compliant- they just couldn’t.
Others were unable to comfortably
eat with their occlusal repositioning
appliance due to loss of retention.

My practice has grown through a
paradigm shift. We evaluate each and
every case to decide which type of
occlusal repositioning appliance
would be best for that patient. We
find that the majority of our patients
are now being treated with fixed.

Interested in learning more about LVI and our amazing courses?

Call us at (888) 584-3237,

visit us on the web at www.lvilive.com

or e-mail us at info@lIvilive.com.

LAS VEGASf INSTITUTE
or
ADVANCED DENTAL STUDIES

We will send you a complete

course catalog, schedule of upcoming

events and much more.
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- Michael Miyasaki DDS, LVIM

Dr. Michael Miyasaki is LVI's Vice President of
International Operations. A 1987 graduate of
USC School of Dentistry, he developed a
highly successful reconstruction practice in
Sacramento, CA. Following his passion to
teach and mentor other dentists, he became
associated with LVl in 1996 where he now
works full time. Michael practices in the LVI
faculty practice, lectures and publishes
articles on the latest aesthetic, occlusion and
materials available.

How Two Create A Bond
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In thisissue I’ mgoing to go back to some
products that have been around for years
and have been proven in the LVI |abora-
tory (our personal work and the work
done during our live-patient treatment
courses), but | also want to give you some
tips to help ensure successin their use to
create the optimum bond.




Kerr’s

OptiBond Solo Plus

he first product is Kerr's

OptiBond Solo Plus single

component adhesive system.
First, let's talk about why we use it.
OptiBond Solo Plus has a film thick-
ness of 10 microns making it a prod-
uct that can be used for both direct
and indirect restorations. It hasarel-
atively high filler load being 15%
glass filled which should trandate
long-term into lower microleakage
scores. OptiBond is also ethanol
based, which means thereis a greater
acceptable working range of dentin
moisture working even if thedentinis
dlightly over-dried or dightly over-
wet. OptiBond aso affords us the
ability to pre-cure it before the luting
cement and restoration are placed
which means once done, if there is
any contamination of the surface of
the cured adhesive the contamination
needs to be removed, the surface of
the preparation is dried, a fresh layer
of OptiBond is brushed on, air
thinned, and the restoration is ce-
mented. There is no need to go back
and re-etch, and begin the whole
process over again. Another advan-
tage of pre-curing the adhesive is that
the dentin is sealed and will not desi-
cate which could be a source of sen-
sitivity. Onetip isto watch out for the
viscosity of the OptiBond Solo Plus.
It is a relatively viscous adhesive
which means you must thin it aggres-
sively before pre-curing. This means
using a strong stream of air to evapo-
rate the ethanol carrier and thin the

resin. If you seeany “waves’ of resin
created by the air, stop and physical-
ly thin with a brush, air thin again,
and when you have nice uniform cov-
erage, cure with a curing light for 5-
10 seconds.

We use the the OptiBond Solo Plus
unidose rocket capsules for its infec-
tion control advantage, it guarantees
reliable, fresh material for every use,
and one capsule will do an entire
arch. One word of caution is not to
remove the unidose rocket capsules
from the outer packaging before use
as the ethanol carrier will leach
through the capsule and be depleted.

Okay, so many of you are using a
self-etching primer/adhesive and are
having good success when defined as
less sensitivity and you may be ask-
ing why LVI hasn't gone along with
the seemingly easier to use self-etch
materials. Let me highlight just a
couple reasons. First, when we total
etch, we are removing the smear
layer or debris from the tooth surface
before sealing. With a self-etching
system, this debris is incorporated
into your adhesive. We don't like that.

Second, when we total etch with our
thirty-something percent gel etchant,
we are etching the unprepared enam-
el adjacent to our preparations ensur-
ing we are sealing past our margin
and during our finishing process we
have a smooth sealed margin. With a
self-etching system, the unprepared
enamel is not etched so one has to
worry about the marginal integrity.
Why do many use the self-etching
material or should | say “Why do you
have less sensitivity with a self-etch-
ing system?’ Letsexplorethis. With
aself-etching system, the depth of the
etching is self-limiting. With the total
etch technique the clinician needs to
smply prevent over-etching. What
does this mean? Etchant should only
be applied to the enamel for 15 sec-
onds and the dentin for 10 seconds
with most 30-something % etchants.
Many of us are overetching which
can lead to post-operative sensitivity.
Another problem avoided with a self-
etching system is the clinician
doesn’t rinse it off meaning the dentin
is never dried. When using the total
etch technique, the etchant must be
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rinsed off and if in the process the
dentin is desiccated, the collagen fib-
rils collapse and the dentin tubules are
dry meaning it is now going to be
more difficult for the primer/adhesive
to penetrate the tubules to create a
good sed, hence, the probability for
sensitivity. The easy solutionis apply-
ing an anti-bacterial rewetting agent to
moisten the dentin before placing the
Optibond Solo Plus. What this means
is technique is important, but once
mastered, Kerr's OptiBond Solo Plus
will afford a predictable bond with vir-
tualy no patient sengitivity.

Dentsply Caulk’s Calibra

Esthetic Resin Cement

Another time proven product we
useat LVIisCaulk’'sCalibraresin ce-
ment. Calibra has been Bill Dicker-
son’s favorite cement for years for
primarily one reason - it's easy to
clean up. Ever had a large piece of
resin cement that you've cured be-
tween your new veneers and after
some coaxing with your interproxi-
mal carver or Bard Parker it till just
won't come off so you're left to re-
sorting to use a bur or dynamite?
Cdlibra, typically, in that situation
would ped off.

Cdlibraisavisiblelight cured, dual
cured or self-cured resin cement and
with a film thickness of just 12-18
microns, it is indicated for use with
adhesive cementation of ceramic,
porcelain, composite inlays/onlays,
veneers, crowns, posts, as well as
their metal counterparts.

The cement comes with try-in gels,
and separate base and catalysts. With
just 5 shades (translucent, light,
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medium, dark and opaque) finding
one that will satisfy you and your pa-
tient isnot difficult. Inahigh-quality
restoration, typically 80-90% of the
color will come from the restoration
with the cement accounting for just a
small portion of the final shade. With
this in mind, we typicaly use the
‘translucent’ shade and allow the nat-
urad warmth of the tooth to come
through the porcelain, but when
needed, the ‘light’ shade is used to
lighten the color of the restoration
while the ‘medium’ shade might be
used to enhance the gingival blend or
warm the color of the restoration.
While on the topic of color, we al-
ways try to use the light cured com-
ponent or ‘base’ portion of this sys-
tem for most of our restorations.
Whenever you mix the ‘base’ and
‘catalyst’ portions together, there is a
chance of the shade of the cement
changing over time depending on the
completeness of the amine-peroxide
reaction that must occur. Another ad-
vantage of using just the ‘base’ is that
you arein control of when the cement
sets, and this is especialy important
as you begin doing larger cases. So
would there be atime when the ‘ base’
and ‘catalyst’ should be used? Sure,
with indirect resin-type restorations
or thick porcelain restorations that

may not allow the curing light to pen-
etrate, then by all means use the cata-
lyst to ensure the cement is set, but
typically these will be used in the
posterior areas where a possible
dight color shift is not a concern. A
unique feature of the Calibra system
is that there are two viscosities of the
catalyst. A thicker (high) viscosity
paste that will stay on your restora-
tions if you are placing small, diffi-
cult to handle restorations and a regu-
lar (low) viscosity for use under
crowns and bridge restorations.

S0 here are two time tested products
we use at every course a LVI in the
many different hands of the doctors
coming through the live-patient treat-
ment programs that help us achieve
predictable clinical success. If you are
having any problems, I’d recommend
coming and learning during one of our
hands-on programs how these materi-
asare used.

Note:

In the September/October issue of LVI
Visions Magazine, | reported on
Ivoclar's new OptraGate lip retrac-
tors. Some of you reported trouble get-
ting these - I’ ve spoken to Ivoclar and
OptraGate should now be available
more readily through your dealer.

Take at look at these products.
After you do Id love to
hear your comments.

Your suggestions always
are welcome-please
send them to me at:

mmiyasaki@Ivilive.com




Smiles By Designa

Veneers

Smiles By Design®  Veneers are
SO0 your every case is the same cookie
cutter, veneer. Every case is designed to
meet your specific case goals,

Smiles By Design®  Veneers are
made by some of the irained, and most
talented ceramisi in the nation. We have
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s | look back over
my career, | redlize that
I’ve been on a continual
search for the excep-
tional dental practice. | just didn't
know how to define it. | was seldom
sati sfied with the way things were and
was constantly looking for a better
way. Asl recal my journey, it's clear
that this quest for excellence was
causing a “driven-ness’ that would
never be fulfilled until | finally creat-
ed the kind of practice | envisioned.
Please follow my journey and feel
freeto learn fromiit.

Man, did | hate dental school! | was
taught by some mighty arrogant and
frustrated dentists. Early on | decided
that my game plan was to keep avery
low prafile. | survived the experience
and moved south to Savannah, Geor-
giain the summer of 1982.

Just before | took my boards, | re-
ceived a phone call from a Savannah
dentist who proceeded to tell me that
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he local dentists had
arranged it with the board
Of examiners to automati-
caly fail me! Although | easily passed
both the Georgia and South Carolina
boards, this phone call had a huge af-
fect on how | looked a my “col-
leagues’, so much for the welcome
wagon treatment! | constantly had
dentiststell methat | wasn't wanted or
that | should be practicing differently.

Brad Durham, DMD

My goa quickly became to prove
them wrong! Later on, in 1989 when
the FDA approved lasers for dental
use, al the local periodontists tried to
get me in trouble with the state board
for implementing this technology into
my practice. After educating the board
on role of lasersin dentistry, they told
me the only problem | had was a pro-
fessona relations problem. | aready
knew that! | quickly learned from
these experiences that | would proba
bly never be one of “the good ol€e
boys’ nor become a stereotypical den-
tist either. Truthfully, these events did
agreat deal to positively shape my ca-
reer. Now | could make any practice
decision | wanted and not fear profes-
siona disapprova. | had nothing to
lose as | aready was an outcast!

In the late 80's, the management
mantra was Bigger is Better. | took
several practice management pro-
grams and strapped on the roller
skates. | had an associate, a staff of



sixteen, and two sets of overhead (of-
fices). We cranked out a lot of den-
tistry and paid a lot of hills, but till
something was missing. The practice
was primarily composed of Medicaid,
insurance patients and was primarily
emergency driven. For awhile, |
thought | had it made. Then | quickly
grew tired of the Medicaid system’s
red tape and dropped it. Most of the
insurance patients left

ployer threaten to blacklist me if |
didn’'t cut my feesfor their employees.
| didn’'t. Guess what? They all left
too! | was learning quickly that pa
tients, who see you for your low fees
or insurance coverage, don't redly
care about you, just the cost factor.
Surely there had to be more!

Findly | saw the light. | wanted a
practice based on quality, not price
and volume. | unloaded the associate

aong with most of the staff, sold an
office and started searching for some
technical skills. When you live in the
southeast, you automatically go to a
well known ingtitute in Florida. |
learned alot down there. The biman-
ual manipulation techniques they
taught were confusing, but from
a restorative and treatment
planning standpoint, their
concepts were excellent
and started working
well for me.

During one of my
b trips to the institute, | remember
sitting in a CR class, clenching my
teeth to try to make them fit together
in the most retruded position and ante-
riorally displacing my right articular
disc. Ouch! Thankfully, it recaptured
itself or I’'m sure | would have been
equilibrated into that position. |
thought to myself, “Maybe CR isn't
comfortable!”

I’'m glad | had the CR experience.

| met and learned from a lot of pas-
sionate and excellent dentists, but |
didn't appreciate how they constant-
ly badmouthed neuromuscular den-
tistry. Actualy, it made wonder what

they were hiding from me! Addi-
tionaly, their practice management
systems were inadequate, and there
was a prevailing poverty mentality
when it came to practice profitability.
| realized therewas still alot missing
from my ideal practice so my search
began again.

One day it was mentioned that our
study club needed to meet Dr. Bill
Dickerson. We traveled to Baylor to
attend Bill’s first cosmetic course. It
rocked our worlds! | went home and
applied what | had learned. | quickly
discovered that my patients wanted
the best | had to offer and that cosmet-
ic and permanent were not mutualy
exclusive dental terms. My patientsre-
aly didn't like the way my gold
restorations looked. The age of cos-
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metic dentistry was dawning. Pre-
dictability was assured in the new
techniques | was learning and | found
out that | actually liked making people
feel good about themsdves by im-
proving their smiles. My practice grew
with every course | took, and | found
that | was able to perform the more
difficult cases with ease. We quickly
took all of his courses given at LVI. |
now found myself developing a spe-
ciaty practice in cosmetic, restorative
and bite-related dentistry.

| was eventually invited to become
an instructor! This led to a change in
my occlusal philosophy.
At first,itwasa
struggle to
switch to the neu-
romuscular phi-
losophy, but after
meeting and learn-
ing from all the
quality people at
LVI, the transition
went smoothly. The
science was there and
all of the techniques
were properly documented. LVI
came to Savannah for a multi-
speaker presentation. This gave me
the opportunity to understand neu-
romuscular dentistry on a new
level. Now, | was hooked, and |
knew | was finally getting close to
my goal of an ideal practice.

After ayear of practicing neuromus-
cular techniques, | realized that my pa-
tient records contained some vauable
information. After al | had 15 years of
CR cases, and now a years worth of
NM cases. Interestingly enough, most
of my new NM cases were failing CR
cases. The “precious CR science” just
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pr. Brad purham

wasn't working for all of my patients.
| began comparing the mandibular po-
sition of CR casesto that of NM cases
to that of nonrestored dentitions. | had
always heard that NM moved the
mandible forward (which was de-
scribed by the CR guys as “bad”), but
what | found out was that when com-
pared to the nonrestored group, NM
did little more than decompress the
joints, but the CR treatment retruded
the mandible significantly, actually
compressing the joints. This explained
why | was seeing so many joint prob-
lems. | had been fol-
lowing the “occlusal
wars and debates’
but I now had my
own proof, in my
own practice, with
my own hands.
Thereisalot of
debate going on
out there by
“experts” who
really don’t
have any dental experi-
ence or a clue for that matter. | made
up my mind based on my facts. That
was reassuring for me!

In the fal of 2003, LVI announced
the Las Vegas Ingitute Mastership
(LVIM) award. Atthetime, | had nine
patients in neuromuscular treatment,
so | decided to go for it. The next
thing | knew, | was on the stage at the
annua LV1 Gala accepting one of the
first LVIM awards. What an honor!
Wow, an ex-CR guy getting the first
LVIM, for neuromuscular dentistry!

Through all of thistransition, | fo-
cused both on technique and prac-
tice development, always moving
toward my ideal practice. | was now

T »

and his team

practicing the type of dentistry |
wanted to, was taking no insurance,
and seeing a smaller volume of pa-
tients. My net income had amost
guadrupled, my work week had de-
creased to three days, and | really
was performing some excellent den-
tistry. When | would deliver a quad-
rant of gold inlays the patients
would comment “nice”. Now, when
| would “reveal” their new smile, |
was met with tears of joy and hugs.
What more could | ask for? For me
thisis my ideal practice.

Then, in May, 2004, my good
friend Dr. Nelson Clements set up a
meeting for me to discuss my man-
agement philosophy to our study
club. We taked about managing your
patient base through the use of avery
specific set of dental value questions,
the value of having a smaller more
purified patient base, effective mar-
keting and management systems, and
team development. The meeting was
a big success, and the popularity of
that material has grown into a new
LVI course that is being taught here
in Savannah. My team and | have
been honored to be asked by LVI to
teach what we have learned to other
offices. The Achieving the Niche Den-
tal Practice course is a how to “nuts
and bolts’ explanation of how to tran-
sition your practice into an aesthetic
and/or neuromuscular model.

Asaresult of my career long search,
| fed that | have finally arrived at my
ideal practice. | learned and applied
the following concepts in order to
achieve my goal:

* You can develop a speciaty prac-
tice limited to aesthetic and neuro-
muscular services.

Continued on Page 78



i 2004, LVI AWARDED
Brap DupHam DMD 175 FiRST
EVER MASTERSHIP, THE
HIGHEST RECOGHITION OF
MNEUROMUSCULAR,
COSMETIC AND
TECHNICAL EXCELLENCE
OBTAIMABLE FROM LV,

Brab DUgHaM CHOSE
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BOB CLARK, CDT
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A CASE HEPDHT

TIWOTHY C. ADAMS, oDos, LYIM

he following case report focuses on the
improvement of a 12 year old veneer case.
The patient presented to the author with
the desire to improve on her existing
veneers and to solve the problem of a

veneer continually coming off.
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Upon my initial examination, | found:

* tooth number 12 was without a veneer due to inadequate
occlusal reduction (figure 1)

e anterior veneers were very bulky due to inadequate
preparation of tooth structure (figure 2-3)

* golden proportions and width to length ratio were off
(84% as compared to a normal 75-80%) (figure 5)

e arch form was less than ideal (figure 5)

» midline was properly positioned and no canting
was evident (figure 2)

e axial inclination and zeniths were less than ideal (figure 3)

« incisal edges of the maxillary anterior teeth followed the
lip line, although they were about 1mm too long (figure 6)

* tissue contour and symmetry were also off

To add to the challenges just mentioned, the teeth were mild-
ly tetracyclined stained and the patient was a candidate for an
orthosis due to her retruded mandible (class Il division | dental
profile) and minor signs and symptoms.

After putting all of these challenges together and listening to
the expectations of the patient, | set out to improve on this
compromised case. These cases are always difficult, but with
proper planning and great lab communication, the end result
can put asmile on everyone'sface. It isimperative to note that
the patient had no interest in correcting her occlusal pathology.
She was also informed that this was not going to be a perfect
case but she could expect a dramatic improvement.

After alengthy discussion on the pros and cons of restoring
her to her current occlusion, the patient did agree to a TENS
bite orthosis to wear during nocturnal hours (figure 8). Anoth-
er consideration was the fact that we were actually going to
shorten the anterior teeth to give a more ideal golden propor-
tion and she had worn these veneers for over 12 years with no
chipping or breakage noted. The only reason tooth #12 kept
coming off was due to inadequate tooth reduction (figure 1).

FIGURE 1

FIGURE 2

FIGURE 3
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CASE REPORT

A 37 year old female presented the desire to improve the aes-
thetics of her existing veneers (figures 1,2,3,4,5). The patient
was in excellent health and was periodontally stable. She had
no other restorative needs except for a lower molar that re-
quired a small direct resin. We discussed the muscul oskel etal
signs and symptoms form and palpated her muscles (some of
which were sore), but her desire was to only address the aes-
thetics of her maxillary arch. We addressed realistic expecta-
tions about shape, color and the challenges associated with
tetracycline stained teeth.

With a full mouth series of radiographs, good study models
from PVS impressions, pre-operative photography, including
good facial shots and retracted views, and a properly prepared
FIGURE 4 patient (expectation — wise), the case was ready to be prepped.

Tissue contouring with a diode laser (Diodent, Hoya Con-
Bio) was performed with tissue symmetry, height, contour and

These cases are always difficult,

but with proper planning

and great lab communication,
the end result can put a smile

on everyone's face.

zenith taken into consideration. If these factors are not taken
FIGURE 6 into consideration, despite fabulous looking veneers, the case
would be an aesthetic failure. We were not able to achieve per-
fection but a dramatic improvement noted.

Anesthetic was administered (1.8cc 2% lidocaine with
1:100,000 epinephrine x 3) and the teeth were ready to be
prepped for Empress porcelain veneers or crowns where indi-
cated. Due to the arch form, width/length ratios and the gold-
en proportions being off, the teeth were sliced prepped through
the interproximal going back to the distals of both canines.
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FIGURE 7

FIGURE 9
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This alows the lab the room to be able to create the ideal
width/length and golden proportion ratios. One of the prob-
lems with the initial veneers was that there was not enough
tooth reduction coupled with the lack of interproximal space to
set the ideal golden proportions due to the fact that the teeth
were not sliced prepped. This caused a bulky look to the ve-
neers and a less than ideal arch form (figures 5). In our quest

In our quest to create
conservative preps,
we sometimes |lose sight of

the ultimate aesthetic goal.

to create conservative preps, we sometimes lose sight of the ul-
timate aesthetic goal. Without a wax-up and prep stent to vi-
sualize where we are prepping to, the aesthetics desired just
can't be achieved. The wax up and the prep guide were used
from the lab to aid in the proper reduction facially, incisally,
lingually and creating the ideal arch form.

During the prep phase, the decision to mask out the underly-
ing darkness was discussed with the lab. It was decided that
the lab would be able to pick out an appropriate ingot with the
right amount of opacity to properly block out the color differ-
ence. Thisis adifficult decision to make and the author will
usualy try to control the color chairside by composite resin
blockout if there is any question as to whether the lab will have
difficulty in blocking the color discrepancy out. In this case,
the lab was comfortable with controlling the color with the
proper ingot (E020) selection. To aide the lab in this decision,
the teeth were prepped a little more aggressively facially and
the margins were placed right at the gingival crest. Due to the
thickness of the tissue at the gingival crest, the necessity to
“Dickerson Ditch” the cervical areas was not necessary.

One unexpected problem encountered when prepping the an-



Find out what you and your patients are missing.

Invite your patiants into a world of comfort.

Midmark's uniqua and Innovative operatories reflect you

and the care you provide, And, you can complameant your 1

sulte with Midmark modular casework; the strength of i

giaal with the warmth of wood. f
Izn't it time you invested in the efficiency and comfort you, ‘
your staff, and your patients dasarva? Now you can hava - WA f

it all... fram a trusted company Wwha's baan in businass lar
owar BE years.

To find out what you're missing, call 1-B00-MIDMARK ar
vigit us at any of the major trade shows in 2004,

+4++++
Editors’ Choice
MIDMARIK

Wik Corponalies 80 Viala Orve, PO Boe 280 Ve, OF AE080 0000 1-B00-MIEAMARK. Fac 1877105 2008 Dhscxmrnst wem s,




terior 6 teeth was the fact that the teeth were narrower facial-
lingually than anticipated. This didn’t allow as smooth an in-
cisal edge as normally desired. If asmoother incisal edge was
achieved, the teeth would have been shorted significantly.
Tooth # 5 had a preexisting crown, but the remaining three pos-
terior teeth (#'s,4,12,13) were conservatively prepped to allow
for the conservation of as much tooth structure as possible. In-
terproximal contact was only broken on the mesial of tooth # 5
due to existing decay.

Once the final preps were refined and finished, a polyvinyl
solixane impression (Take One, Kerr) was taken. The teeth
were now ready to be temporized. A SilTec putty/wash stent
was fabricated by the lab from the wax up to be used for the
temporaries. The teeth were desensitized with Super Seal
(Phoenix Dental), lightly air thinned and then coated with a
layer of Consepsis (Ultradent) to disinfect the teeth. Thislayer
was air dried (not rinsed) and the teeth were now ready to be
temporized. The SilTec stent was tried in for fit and orienta-
tion. A midline mark was made with a scaler on the stent to
allow for proper orientation once the stent is filled. The tem-
porary stent was then filled with Integrity B-1(Dentsply Caulk)
and tapped hard on the counter 3-4 timesto eliminate air voids.
After placing the stent in the mouth and allowing for approxi-
mately two and a half minutes to set, the stent was removed
placing finger pressure on one side as the opposite side was
peeled off. Because of the use of an accurate impression ma-
terial (PVS), the cleanup was minimal. A half hollenback and
enhance cups (Dentsply Caulk) were used to finish the tempo-
raries. A thin diamond was used interproximally to open up
the embrasures cervically and eliminate tissue impingement.
The occlusion was adjusted and polished with an enhance cup.
A light cured glaze was then placed on the temporaries with a
multibrush and light cured. Final inspection of the temporaries
revealed great shape and form. The patient was seen three days
later for inspection of the temporaries. She felt the length was
FIGURE 12 slightly long and wanted to make that adjustment in the final

restorations. That was noted by the lab and the appropriate ad-
justments were made on the final restorations.

Color mapping was completed and communicated to the lab
along with pictures of the shade tabs for lab communication. A
blend of 020, 030, 040 (Chromascope-lvoclar Vivadent) was
selected with 040 in the cervical one third, 03 in the middle
third and 020 in theincisal third. Light translucency and ahalo
of white opague was selected along with the appropriate stump
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shades. Due to the tetracycline staining, the lab selected the
E020 ingot for maximum aesthetics and opacity.

Four weeks after the prep appointment, the patient returned
for the placement of the final veneers. No staining or sensitiv-
ity was noted and the patient was eager to receive her final
restorations temporaries (figure 9). After anesthetic was ad-
ministered (1.8 cc 2% lidocaine with 1:100,000 epinephrine x
3), the temporaries were easily removed with a spoon excava-
tor and the teeth were debrided with hydrogen peroxide, rinsed
and ready for a dry try-in of the veneers, checking for margin-
al fit, interproximal contacts, shape, size and contour. Upon
my approval, the veneers were filled with a light yellow try-in

ah.

Because of the use

FIGURE 13 of an accurate

impression material (PVS),

the cleanup was minimal.

W ¥

» o L ’ paste in veneers 6-8 and a translucent in veneers 9-11(Appeal
\\\_ b“ ..i" - Ivoclar). The hue, chroma, value and translucency were eval-
FIGURE 14 uated and the patient picked the light yellow try-in paste (6-8).
She liked the way the light yellow gave the veneers warmth.
The veneers were removed and rinsed with copious water spray
and air dried. The veneers were then acid etched (Ultradent)
with 37% phosphoric acid, rinsed with copious water spray and
air dried. The internal aspect of the veneers were then coated

with Kerr’s Silane Primer and allowed to air dry.

At this time, a rubber dam was placed and the teeth were
cleansed with Consepsis, rinsed with copious water spray, and
lightly dried. 37 % phosphoric acid was then applied to the
prepped teeth (first on the enamel forl5 seconds then 10 sec-
onds on the dentin). The prepped teeth were moistened with
Tublicid Red (Global) and the excess wetting agent was bl ot-
ted off with a multi-brush. The teeth were then coated with
four coats of OptiBond Solo Plus (Kerr) and lightly air thinned.
Care was taken to make sure there was no pooling of the primer
on the margins, facially and inter-proximally before it was light
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cured for 10 seconds (Optilux 501 and Demetron LED, Kerr).
The veneers were then filled with a luting resin (Appeal - light
yellow) and placed on the prepped tooth and gently seated. Ex-
cess luting resin was cleaned off using a rubber tip (Butler) and
disposable brush, and the veneers were ready to be spot tacked
into place (3 seconds facially at the margin and 3 seconds lin-
gually at the lingual margin). Starting with the two centrals, the
veneers were firmly seated using finger pressure and the end of
a disposable brush pressing incisal-cervically and facial-lin-
gually simultaneously. Thisallows for proper seating of the ve-
neers and eliminates the possibility of suck-back and potential
leakage. Once the two centrals were spot tacked, the veneers
were flossed inter-proximally. The laterals and canines were
seated next starting with the right side first then the left side.
The same sequence was followed when spot tacking the premo-
lars into place. The final cure was performed (40 seconds on
the facial, lingual and incisal). Final clean up was carried out
by removing any gross excess with a scaler then an enhance cup
was used lightly for final marginal clean up. The occlusion was
checked and the final polish was completed using porcelain pol-
ishing points and cups and porcelain polishing paste. The final
inspection by everyone involved revealed a major improvement
from the old veneers. (figures 13, 10, 11, 12, 14, 15, 16, 17, 18).

Reviewing a case with old veneers makes one appreciate how
far we as a profession have improved in our ahility to enhance
aesthetics and function. From observing the basic principles of
smile design, arch form, tissue symmetry, the routine use of
lasers, lab communication and occlusion, we have constantly im-
proved upon and implemented these changes to improve on the
outcome of our patients' demands and desires. This constant fine
tuning has allowed the dental profession to honestly and realisti-
cally meet the demands of an intelligent and sophisticated public.
This has helped the profession to eliminate fal se expectations and
to gain atrust in our patients that will propel usto a new level
professional growth and satisfaction.

Dr. Timothy C. Adams is a Clinical Director at LVI. He is a grad-
uate of Indiana University School of Dentistry where he taught clin-
ical dentistry for 5 years. He maintained a highly successful, full-
time, private practice emphasizing aesthetic-restorative dentistry for
17 years. He followed his dream of teaching and moved to Las Vegas
to join the full-time LVI faculty. An enthusiastic lecturer, instructor
and author of many articles on the latest aesthetic-restorative proce-
dures, Timis part of the LVI Faculty practice.
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Arthur "Kit" Weathers, Jr. DDS

aving presented hundreds of endodontic programs to dentists from all over

the country (as well as overseas), I’ve noticed that certain questions come up repeat-

edly. I’d like to share some of the most common endodontic questions about problems

encountered doing root canals, along with the solutions to these problems.

How CAN | TELL WHICH TOOTH IS
CAUSING THE PAIN?

If no tooth is positive to percussion,
tap harder, and then harder till. En-
dodontically involved teeth almost al-
ways feel differently to percussion
than teeth with normal pulps. If more
than one tooth is positive to percus-
sion, the tooth that is most positive is
the oneto treat first. It is possible that
both teeth need endodontic treatment.

Multiple maxillary posterior teeth
testing positive to percussion is an
indication of sinusitis — pain not
coming from a tooth. Additional
signs that pain may be coming from
another source include no history of
thermal sensitivity and a history of
multiple visits to a dentist and/or
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physician for the problem.

If the patient has taken analgesic
medication prior to the visit, this
medication may be camouflaging
test results. Have the patient return
the next day, this time without tak-
ing any medication for six hours be-
fore the visit.

If the patient complains of pain to
cold, duplicate this symptom. Use
Endolce (Endoco) or Component
Cooler from Radio Shack. If the pa-
tient complains of pain to heat, iso-
late individual teeth under the rubber
dam and bathe them in hot liquid.
Find a cracked tooth with a Tooth-
Slooth (available from EndoSolu-
tions). It allows the patient to bite on
one cusp a atime.

WHAT HAPPENS WHEN | CAN’T
MAKE OUT THE WORKING LENGTH
ON MY RADIOGRAPH?

Digital radiography, such as the
Dexis Digital Radiography system
that | use, makes retakes a snap. The
image is displayed four seconds after
pushing the button. With digital
imaging, the contrast and brightness
can be easily adjusted for optimal
viewing. Digitally viewing the image
in the positive mode often makes the
position of the filein the canal easier
to discern.

I recommend using an electronic
apex locator (EAL) in all cases, and
if its reading is different than what
the X-ray suggests, in most cases, |
would trust the EAL.



A #15 file can be easier to
distinguish on a film than a
#10. Always use the largest
sized file that will go to the
length you want. Using alarg-
er file will aso help eliminate
errors when using an electron-
ic apex locator A file that is
too small may not contact the
periodontal ligament as it
exits the apical foramen, lead-
ing to inaccurate readings.

Adjunctive alignment de-
vices, such as the Endo-Ray,
can make taking radiographs
underneath the rubber dam
easier.

For conventional x-rays,
proper processing is essential.
Make certain the KVP is set high
enough and that the processing so-
lutions are fresh

WHAT CAN | DO WHEN THE TOOTH
WON’T GET NUMB?

For a mandibular block, first verify
that you've * hit the block.” Ask the pa-
tientif thelower lip fedlsfat onthe side
of theblock. Thelower lip must fed fat
not only on the corner (which indicates
anesthesia only of the long buccd
nerve), but al the way to the middle.

For maxillary teeth, give more than
just an infiltra-
tion of the indi-
vidua tooth. For
posteriors, inject
extremely poste-
rior, where the
third molar
would be. Also
inject in the area
of the palatal
apex. For anteri-

;’\

The Oral Light is perfect for
transilluminating the tooth to
diagnose cracks or help locate
canal openings on the pulp floor.

The #9 "butterfly" clamp can be used on any tooth in the
mouth with two slight modifications. Bend the jaws until
they line up, and enlarge the lingual hole slightly to make
it easier to get on and off the tooth.

ors, inject high above the canine.

An Intraosseous System, such as X-
tip or Stabident can be an invauable
aidin anesthetizing “hot” pulps—pulps
that remain sengitive even after other
signs of numbness are evident.

If you give an intrapulpal injection,
use a 30-gauge needle, and inject with
asmuch force asyou can. The pressure
anesthetizes the pulp.

WHAT IF | CAN'T GET THE
RUBBER DAM ON?

The rubber dam can be installed
on any tooth in the mouth by utiliz-
ing one of only three clamps (12A,
13A or #9). The #9 is
auniversal clamp, and
it will fit any tooth,
posterior or anterior.
If there is not enough
tooth structure to
clamp, clamp deep on
the gingiva. | recom-
mend punching a sin-
gle hole in the dam
and slipping it over

the tooth prior to placing the
clamp.

WHAT IF | CAN’T FIND THE
PULP CHAMBER?

Stop and consider anatomy. If
thereisasingle cana, the pulp
chamber will be in the exact
center of the root. Look at the
CEJ encircling the tooth. Aim
your bur for the center.

Use a periodontal probe
around the entire tooth to get a
better idea of root angulation
and contour.

The mesia-buccal cana on
an upper molar is usualy lo-
cated directly beneath the
mesial-buccal cusp. It may be neces-
sary to remove this cusp.

The distal-buccal canal on an upper
molar is most often found in the cen-
ter of the tooth. Pre-curve the tip of a
stainless sted! file to help enter it.

Transilluminate the chamber with
aninstrument such asthe Oral Liteby
EndoSolutions. Hold the light on the
side of the tooth rather than shining it
directly into the access. Orifices will
appear as dark spots if they have a-
ready been uncovered.

If the pulp chamber is calcified, the
PulpOut bur from Essential Dental
Systems (EDS) will eliminate any
possibility of going too deep and en-
tering the furcation area.

WHAT ARE MY OPTIONS IF | CAN'T
NEGOTIATE THE CANAL?
Pre-curve the tip (and only the
very tip) of asmall stainless steel K-
file. Number 10 files are usualy
best, but in rare cases, a#8 or even a
#6 may be necessary. The five-sided
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The PulpOut bur has a plastic stop to
prevent perforation into the furcation area.
It is especially effective when the pulp
chamber is calcified.

EndoMagic! stainless steel handfiles
(EndoSolutions) work especially
well in certain smaller canals due to
the fact that they're dlightly stiffer
than most handfiles.

Some rotary files can negotiate
certain canals even better than hand
files. The #1 EndoMagic! or Hornet
rotary file is a good orifice opener,
but the #2 can be even more useful in
negotiating difficult canals. Al-
though the #2 is equivalent in size to
a standard #15 hand file, its cutting
tip can negotiate some canals that
cannot be negotiated by hand.

WHAT DO | DO WHEN I’VE LEDGED
AND | CAN’T GET AROUND IT?
The only way to bypassaledgeisto
pre-curve the tip of a small stainless
stedd hand file and “watch-wind” it
back and forth until it finds a place to
go. Once you bypass the ledge, do not
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remove the file, but use it for severd
minutes to smooth the ledge. You can
then proceed with larger files and
progressto rotary files. The EndoGrip-
per reciprocating handpiece from En-
doSolutions can greatly speed up the
process of bypassing and enlarging the
area of the ledge.

WHAT DO | DO IF I’'M SHORT OF THE
WORKING LENGTH, AND I'VE
BLOCKED MYSELF OUT?

Hand-filing techniques using K-
type files tend to pack debris in the
apical area. When filing by hand, it
is important to recapitulate (go to
length with a small file) and irrigate
frequently. Once the cana is
blocked with debris, the only treat-
ment is to use a pre-curved, small
stainless steel hand file to attempt to
renegotiate. Rotary techniques tend
not to pack debris apically, but in-
stead can very easily go further than
the length desired.

WHAT DO | DO WHEN | SEPARATE
AN INSTRUMENT?

First, cam down. Broken instru-
ments seldom cause the failure of a
case. Be certain to explain the inci-
dent to the patient before the patient
leaves the operatory, but not immedi-
ately after the breakage occurs.

Removing separated instrumentsis
beyond the scope of this article. If
you have a good relationship with a
specidist, he or she can handle the
case and reassure the patient.

How DO | TREAT PERFORATIONS?

Regardless of subsequent treat-
ment, perforations dramatically de-
crease the prognosis of the case. Al-

though perforations are not initially
painful, a periodontal defect will
eventually develop.

If a perforation does occur, it
should be repaired immediately. Min-
era Trioxide Aggregate, or MTA, is
the most effective materia currently
available for repairing perforations.
Older, more standard techniques in-
clude placing dry calcium hydroxide
powder followed by a glass ionomer
or composite core material.

Inform the patient that an extra
hole was created while searching for
a cana, and explain the alternative
treatments that can be pursued (treat-
ing and observing, extraction and re-
placement, or referring to a peri-
odontist or endodontist).

No single article can address all the
potential problemsthat can arise dur-
ing endodontic treatment. | hope that
the solutions presented will be help-
ful to you if you encounter the prob-
lems mentioned in this article.

The safe-ended, PulpOut Diamond is a
great instrument for enlarging and
refining the access cavity.



ARTHUR “KIT” WEATHERS, JR. DDS

For more than thirty years, Dr. Kit Weathers has lectured and published papers on
technologies, products and processes designed to simplify the practice of endodontics.
Dr. Weathers pioneered a simplified system of nickel titanium files to enhance patient
comfort with a one visit endodontic procedure. His popular Endo Root Camps,
presented at L.V.l. and the C.E. Magic! multi-media learning center in Griffin,
Georgia, offer multi-day hands-on training to improve dental techniques while
explaining the theory of “Endonomics," the economics of endodontic case management.

Dr. Weathers can be contacted at 770-227-3636, or by e-mail, at drkit@ce-magic.com.
You can also visit his website at www.CE-Magic.com.
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ou may have heard of practiceslike this and thought
of a variety of reasons why this kind of dream
practice would never work for you. The fact is
that many dentists pursue their dream practice -

and they succeed. What is the secret to their success?

While each dentist’s vision of an ideal practice is differ-

ent, there are certain elements that are consistent among

the most successful practices. In traveling to many of

the most successful practices, | have uncovered many

of their secrets.

A commitment to excellence is the driving force
behind every successful dentist and it begins with 1
continuing education. LVI has the educationa re- Perceptl OnS Shape
sources to transform the new dental school graduate
- or even a 20-year dental veteran - into an expert. | eaCh i nd iVl dual ’S real ity
often have the privilege of meeting with new dental
school graduates that visit my office and my advice
is always the same - “Don’t start out your career as and th |S iS especial Iy SO
abeginner. Start out as an expert.” |If educational
programs such as LVI existed when | was a new
graduate, the smartest thing | could have done i N the exce pti Onal fac- .
would have been to take the entire curriculum be-
fore going into practice. Post-graduate education is
hardly exclusive to new graduates, however. It is you Wi I I need for‘ y
mostly the seasoned veterans who appreciate the
value of what these programs have to offer and 1
many have gone through major transformations well d ream p ractice.
into their careers. | visited the practice of a “retir-
ing” Lake Tahoe dentist in 1985. That dentist hasre-
cently taken nearly the entire curriculum at LVI and
now, 20 years later, he is still practicing. The point is
to aways keep learning so you can provide your pa-
tients with the best possible care. Your dream practice
will be built with patients who value excellence.

Perceptions shape each individual’s reality and thisis
especially so in the exceptional facility you will need for
your dream practice. Consider the differences between a
carnival and Disneyland, aused car lot and a Lexus dealer-
ship, abarbershop and a Rodeo Drive salon, Motel 6 and the
Ritz Carlton. Your office must evoke a feeling of quality for
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every “guest” that visits. Consider every detail carefully. Your office is the
stage for your performance. The most successful offices are very visualy ap-
pealing in away that is unique to each dentist’s style while being mindful of
who the audienceis. In many areas, the successful, female baby boomer isa
primary target market so the office is designed for them. Remember to con-
sider the perfect background music, comforting textures and colors and re-
laxing aromas such as lavender. Be creative to allow your guests to in-
dulge in luxurious surroundings that differentiate you from the average
office. It goes without saying that you must have the latest in technolo-
gy- A word of caution: just because you build it, doesn’t mean they will
come. Do not overspend your budget, and pay careful attention to the

other secrets to the successful practices.

Outstanding customer serviceisahallmark of the successful prac-
tice. You and your team must be genuinely warm, helpful, friendly,
and professional. Re-read the previous sentence. No one can fake

If |t h aS been being genuine. | have had technically competent people in my of-
fice that chased off alot of business because they were unfriendly
or moody. You must differentiate your practice from the old fash-
ioned stereotypical dental office. Otherwise, how will anyone per-

d O 1 e bEfO re ’ ceive the increased value of your practice? Oftentimes, the patients

_ = have no idea how superior your dentistry is, but they absolutely

I t IS p rObab Iy know how it feels to be treated as though they are flying first class.
There are many ways to do this and many resources to learn about

) it. A few basic pointsto get you started are:
pOSS I b I e, * Run 100% on time — but if you're behind, apologize and tell your
patients when they will really be seen.
» Cdll your patients after treatment
 Offer movies during treatment
* Be polite and friendly to all
 Write thank you notes
* Beagood listener
* Greet your patients immediately upon arrival
 Always escort them in the office
* Keep only brand new magazines
* Serve refreshments
* Provide an “exit tray” with hot towel, Advil, post op instruction sheet
» Keep your office clean and uncluttered, especially the bathroom
» Have plenty of giveaways
Walt Disney said, “The guest is not always right, but the guest is al-
ways the guest.” Imagine how Walt Disney would have you treat your
“guests” Visit hotels such as The Ritz Carlton, stores such as Nordstrom’s,
then discuss how you can implement the outstanding service these top busi-
nesses provide. Even if you are still developing your clinical skills, you can
immediately begin providing great service.




Insurance is a form of marketing
that you must replace with other mar-
keting if you ever hope to eliminate
insurance from your practice. And if
you have a distaste for marketing,
consider the marketing messages the
insurance companies are using:

* Dentists are all the same.

* Dentists charge too much.

* Dentists recommend unnecessary
treatment.

e The insurance company will pro-
tect the patient from the dishonest
dentist.

» The insurance company will help
you find a“preferred” dentist.

It is advisable to have a successful
marketing plan in place well before
you ever consider dropping insur-
ance. The most successful practices
areinvesting 5-10% of their monthly
budget on marketing. LVI graduates
are incredibly fortunate to have the
LVI Branding Campaign available to
them in this effort. The LVI Brand-
ing Campaign is arevolutionary con-
cept in dentistry. Many graduates
have agreed to pool resources to
brand LVI dentists as the source for

smile makeovers. Savvy dentists are
marketing locally in conjunction
with this campaign to maximize re-
turn on their marketing investment.
It only takes a few big cases each
month to meet even the loftiest pro-
duction goals. Nevertheless, to get
those few big cases, you need to aim
for 100 new patient phone calls
every month. A successful market-
ing plan will get you the qualified
calls you need.

When those calls comeiin, there are
a few things to remember besides
great service in order to get the cases.
You can't be everyone's dentist, so
choose your caseswisdly. It takestime
to create value, but some patients sim-
ply don't valuetheir teeth. Moveonto
the next prospect. When you do get a
great prospect (an “A” patient), many
patients require time to come to trust
you, so beware of presenting a big
treatment plan and abig fee during the
first vidgts. Wait until “after a thor-
oughdiagnosis” There are exceptions
to this rule, such as quick decision
makers who know your reputation and
are ready to schedule a draightfor-

ward treatment plan. Most often, it
takes a number of visits before the
doctor patient relationship has devel-
oped to the point where the patient
will accept acomprehensive treatment
plan and write a big check.

Lastly, the most successful den-
tists “practice what they preach.”
The dentists and their teams have
healthy, beautiful teeth, gums, mus-
clesand TMJs. After al, how can
you expect your patients to accept
your treatment proposal if you have
your own dental problems? Person-
aly, when | had Bill Dickerson re-
store my mouth, | learned alot, my
TMJ problems were solved, and my
teeth turned out beautifully. Al-
most as important, my enthusiasm
for the treatment | recommend to
my patients skyrocketed along with
my credibility.

Dr. Omer Reed said, “If it has been
done before, it is probably possible.”
Many successful dentists are living
their dreams every day. Creating
your dream practice is absolutely
within your reach - all you haveto do
is take action starting today.

Dr. Josh Bernstein is a Clinical Instructor at LVI.

He is a nationwide author and lecturer and was recently

awarded “Dental Practice of the Year” by the Richards Report.

Dr. Bernstein has a private practice in Piedmont, California,

emphasizing cosmetic dentistry, TMD, full mouth rehabilitation

and sedation, with a focus on outstanding customer service.

He can be reached at jbbdds@hotmail.com.
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ental implants have be-

come the “Standard of

Care” for missing teeth

worldwide. Each year

there are more implants

placed and restored than
there were in the previous year.
This growth rate has been estimated
to be at 10% to 15% each year. Pa-
tients are becoming more educated
about the possibilities of implant
treatment as a solution to their clin-
ical cases and are requesting im-
plant dentistry. The dental profes-
sion is challenged to provide
optimal care for these patients. Un-
fortunately, many dental profession-
als choose alternative treatment op-
tions for their patients simply
because they are not prepared to
provide this service or they don't
believe they can control the out-
come of implant dentistry. We, asa
profession, need to accept this chal-
lenge and prepare ourselves to pro-
vide optimum care for our patients -
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itisinour duty and privilegeto pro-
vide this care for our patients.

The majority of dentists in this
country and abroad are not involved
in implant dentistry. Why? What are
the barriers in implant dentistry that
keep many in our profession from
providing this fantastic service?
Ask yourself the question, “If | was
missing a tooth or teeth, would |
rather have an implant supported
restoration, a bridge, or a partial?’
The answer to that question should
determine your involvement in im-
plant dentistry. Offer and treat oth-
ers as you would prefer to be treat-
ed. This is our responsibility as
dental professionals.

| have been given a unique oppor-
tunity at LVI to develop and teach
an implant curriculum. We always
start the course by asking each doc-
tor in attendance, “What is stopping
you from being successful in im-
plant dentistry?” The top five re-
sponses are:

1. | fedl alack of control during

the implant process
2. Theimplant processis

too complicated
3. | sometimes get poor

aesthetic results
4. The treatment times are long
5. | fed thereisalack of

training opportunities

It is my intent to remove these five
barriers to success. With the appropri-
ate treastment plan and diagnostic
tools, implant dentistry can become
extremely predictableand reliable. All
one has to do is smplify the process
and control the case to ensure optimal
clinical results.

The implant process is complicat-
ed, out of control and lacks aesthetic
outcomes only when there are un-
knowns in the process. The funda-
mental question that has to be an-
swered first and foremost is “where
do | need the fina restoration and do
| have the proper boneto place anim-
plant in optimum position to support



that restoration?’ Both of these ques-
tions have to be answered prior to . °
doing any surgery. Unfortunately im- d“ IL:J
plants are often placed in less than ‘ot @
optimal positions because the focus £ L

on bony structure leads to an inappro-
priate implant placement selection. | ¢
The improper implant placement is

often not discovered until the final Fabricate Surgical Stint with Adjustable Guides.
restoration is fabricated. With im-

proper implant placement comes two

major negative results:

« |imited function due to improper oc-

clusal forces acting on the restoration ; -

* poor aesthetics.

The proposed restoration should
dictate where and at what angle the
implant should be placed. Implant ori-
entation should not be determined
solely by bone availability. A com-
mon complaint that I've heard from
generd dentists is that they don't get
back from the surgeon (implant place- Determine Placement Angle and Select the Implant Size
ment) what they expected. Fundamen- using a 3 Dimensional View of Each Implant Site.
tally what they were saying was that
the communication between the gen-
era dentist and the surgeon was not
adequate, therefore the diagnosis, sub-
sequent treatment plan, and surgica
processes were flawed.

Two things are required in order to
guarantee proper position of every im-
plant placed. Firgt, an adjustable surgi-
cd stint isrequired. Second, the surgi-
ca stint must be used when taking the
appropriate radiographs to evaluate the
proposed site. That radiographic evalu-
ation needs to be either a tomographic
x-ray or a CT scan to determine al
three dimensions of the implant Ste.

This adjustable surgical stint and three-
dimensiona view of theimplant sitere-
moves dl of the unknowns associated
with theimplant site. This protocol isa Single Implant Case Presentation Example.
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complete blueprint to a successful aes-
thetic and functiona implant result. It
takes away dl surgical surprises and
guarantees proper placement. A surgi-
cd gint that ismade on amodel and not
related to the underlying bone by the
use of three-dimensional radiography is

an inadequate stint and destined for dis-
appointment. In short, the surgical stint
is the guide to success. It absolutely
has to be both constructed appropriate-
ly and used effectively. The surgical
stint ties the implant and restoration to
the bone and opposing occlusion in its
most optimum position.

An additional advantage of this
guided surgical process is that it is
Enlarge Osteotomy and Place Implant. completely reproducible whether you

are treatment planning a single im-

plant or performing a full mouth im-
Verify Final Placement. Ankylos Subcrestal Placement Protocol.

plant reconstruction. Furthermore,
since al the unknowns have been dis-
covered and accounted for prior to
surgery, laying a surgica flap is re-
served for bone grafting or bone re-
contouring situations only. A punch
technique for implant placement isthe
preferred method if proper treatment
planning has occurred prior to surgery.
Thistype of surgery ismuch lessinva
Sve, less traumatic, and of short dura-
tion. Post operative pain is amost
nonexistent when surgical flaps are
not required.

The time required to place and re-
storeimplantsis aso aconcern for pa-
tients and doctors. Implant dentistry
requires some additional treatment
timeto obtain optimal results. Incases
where there is inadequate hard and
soft tissue available to support an im-
plant, treatment timeswill be extended
to enhance those missing tissues. It is
appropriate to ask for help from dental

Verify the final placement with a CT scan showing
the implant placement.
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gpecidists if pro-
viding hard and
soft tissue sup-
port is outside
your  comfort
range or ability.
A dentist should
never  provide
services for pa
tients they do not
feel comfortable
performing.
However, that
fear or inability
should not ex-
clude a patient
from receiving
optimum care
when that patient
desiresit. Diag-
nostic tools are
available today
which help us
very accurately
assess patients limitations prior to
treatment. Treatment disappointments
will be avoided with the proper diag-
nostic protocol.

Many cases that have adequate hard
and soft tissue can be immediately or
early loaded following implant place-
ment, dramatically reducing trestment
time. Implant dentistry is not always
the fastest treatment, but it is often the
best clinical treatment. We as a pro-
fession should be obligated to provide
that treatment modality to our patients.
Our fears, disappointments and confu-
sions should not limit the mgjority of
the dental population from idea treat-
ment. If denta implant therapy is an
appropriate treatment at offices na
tionally and internationally, would it
not be appropriate in your office? Im-

In my opinion, it is

time for our profession

to accept this implant

challenge and encourage

optimal clinical solutions

for all our patients.

plant dentistry
has been deter-
mined to be the
standard of
care; further-
more, we are
required to
offer this ser-
vice to our pa
tients. It makes
sensethat we as
dental profes-
sionals need to
get ourselves
prepared to per-
form that stan-
dard of care. In
my opinion, it
is time for our
profession to
accept this im-
plant challenge
and encourage
optimal clinical
solutions for al our patients. In-
formed patients are asking about im-
plants as solutions. Our fears, confu-
sions and concern about control
should not keep them from receiving
ideal treatment.

There are many training opportuni-
tiesaround the country to help you get
involved in the implant process. If
you leave an implant course more
confused than when you came, you
are less likely to provide implant ser-
vices for your patients. We at LVI
want to give you an implant protocol
that alows you to smplify the im-
plant process and gain complete con-
trol of the case before you begin.
Control removes the unknowns and
disappointments that are associated
with dental implants.

Dr. Leo Malin graduat-
ed from Marquette
University in 1991.
He maintains a private
practice in LaCrosse,
WI, where he has been
utilizing occlusal
based dental concepts
since 1998. With the
help of other expertsin
the fields of radiology
and occlusion, he has
developed an implant
placement technique
which focuses on oc-
clusion (and cosmet-
ics) for implant place-
ment and crown
restoration. Dr. Malin
lectures throughout
North America on full

mouth reconstructions

and implant placement.
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travel around the country and

meet dozens of stressed out

dentists each year. | often have

a conversation with SOD
(Stressed Out Dentist) that starts
something like this. “Nate, I'm mak-
ing alot of changesin my office right
now. All in all, things are going well.
I’m making good progress. My num-
bers are improving, but I'm realy
stressed out. | thought it would be
easier than this” From three angles,
let's take a look at why SOD is
stressed out as he's making progress
in his practice, and what he can do to
harness the stress.

ANGLE #1: STRESS LEVEL

There's no doubt about it, SOD is
feeling some pressure. But isthis good
or bad? According to the father of
stress medicine, Dr. Hans Selye, there
are three levels of stress.
1. Hypostress. This is not enough
stress. People who have too little
stress in their lives are either dead or
deadbeats.
2. Eustress. This describes the kind of
stress that fuels us to be more, do
more, have more and give more.
3. Digtress. This is the point where
stress is so high that it diminishes
health and impairs behavior.

Takealook at thediagram to seethis
laid out visually. The vertica axis
measures Long-Term Effectiveness,
and the horizontal axis indicates Stress
Level. Hypostress occurs in Zone 1.
Eustress occursin Zone 2. Distress oc-
curs in Zone 3. Where do you think
SOD lies on the bell curve? He's defi-
nitely becoming more effective in his
practice, but his stress level is becom-

LONG TERM EFFECTIVENESS

STRESS LEVEL

ing a source of concern. Most proba-
bly, it's dightly on the downhill dope
of the Eustress Zone. I've marked the
spot with an X.

What can SOD do to lower his
stress level? He could:

1. Slow down the pace of his
restaffing, retooling, restructuring, re-
modeling, re-educating, reorganizing
and brain rewiring. That would pull
back his stress level and increase his
long-term effectiveness. Creating the
practice of your dreamsis amarathon,
not a sprint. If you're running a
marathon, you don't want to push
yourself so hard that you become ex-
hausted in the middle of the race.
2. Work smarter by getting a coach. A
coach can help improve performance
with effectiveness-enhancing advice.
Tiger Woods has a coach. Michael
Jordan had a coach. Dentists need
coaches too.
3. Increase his stress tolerance with
exercise, meditation, proper nutrition
and supplements. Far too many den-
tists attempt to cover up their stresses
with al sorts of mind-numbing sub-
stances and activities.

ANGLE #2: THE THREE STAGES
OF CHANGE

SOD’s stress a so comes from dealing
with significant changes in his prac-
tice. | know something about change;
I’ve presented a program called Thriv-
ing on Change: The Art of Using
Changeto Your Advantage to over 500
audiences world-wide. | believe there
are three stages of change:
1.Letting Go of the Old
2. Trangtioning Between the Old and
the New
3.Embracing the New

Stage One: Letting Go of the Old.
As gtrange as it might seem, the start-
ing point of al change is an ending -
the ending that you have to make to
leave behind the old way of doing
things. Trapeze artists have to be ef-
fective change artists. Their lives de-
pend upon it. They swing on bars high
intheair, but in order to do their tricks,
they haveto let go of thefirst bar. Let-
ting go of the bar in the circus tent or
in life happens in a second, and even
though it's quick; it's not easy to do. It
takes guts. It takes a decision, a word
whose Latin root meansto cut away.
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Stage Two: Transitioning between
the Old and the New.

This stage is the limbo period be-
tween the old and new ways of doing
things. It's aways atime of grest emo-
tiond intengity. It can aso be the time
of the greatest creativity and growth
because there are no solid attachments.
In Stage Two the trapeze artists— and
you — are flying through the air.

It's interesting to watch people as
they fly through the air in life. Some
people are constantly looking back at
the old bar (“the good old days’). But
if they look back, what are their
chances of catching the new bar?
Zippo. Some people are aways look-
ing down at the ground because
they're afraid of what will happen if
the trangition isn't successful. What
are their chances of catching the new
bar? Nada. But what do all successful
trapeze artists do as they're somer-
saulting through the air? They check
out the new bar with every rotation.
They keep their eyes on the godl.
That's why al successful change
artists must have a vison for them-
selves and focus on it daily.

Stage Three: Embracing the New.

Thefirst stage of change isan end-
ing. The last stage of changeis a be-
ginning. The trapeze artist has re-
leased the old bar. He's flown
through the air with the greatest of
(un)-ease. He's a doer, not a watcher
like the people in the audience. He
feels exhilaration and freedom in-
stead of the boredom and butt blis-
ters of the bench-sitters. Now the
artist can finally catch the new bar
and ride on it for awhile. But guess
what? Pretty soon he'll probably
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want to release it and soar toward a
new bar of his own choosing.

In which of the three stages do you
think SOD is now? It's pretty obvious
he's in Stage Two, Transitioning be-
tween the Old and the New. He's re-
leased the old but hasn't fully em-
braced the new, yet. Sometimes SOD
longs for the good old days even
though he would never go back. He
needs to focus on his vision, keep fly-
ing and catch the new bar.

ANGLE #3:
THE EFFORT/REWARD RATIO

On the path to their dream practices,
dentists expend effort and receive re-
wards. The Effort/Reward Ratio will
vary depending where they are on the
path. At the beginning, they expend
ten units of effort and receive one unit
of reward. Most dentists give up at this
point. They say to themselves, “It'snot
worth it! Thisis too much effort and
not enough reward. | must be on the
wrong path. I'm going back to where |
started. It's safer and easier there”
They don't redize that if they just
keep moving forward, their Effort/Re-
ward Ratio will improve.

Halfway down the path, they ex-
pend five units of effort and receive
five units of reward. Now, it feels
like the quest is worth it. They also
discover that the effort/reward ratio
improves the more they focus on
their dreams and keep moving to-
ward their realization.

At the end of the path, they expend
one unit of effort and receive ten units
of reward. All their effort is paying off
handsomely; they've finished their
quest and are reaping the rewards.
Some people may look at them jedl-

be as compe

If it were easy,
they wouldn’t keep
growing as dentists
and as people.

ously and say, “ That’s not fair. Look at
al they're recelving with so little ef-
fort!” The critics don't redlize dl the
effort these dentists put into the begin-
ning of the journey.

Where do you think SOD is on the
path to his dream practice? He's prob-
ably at the beginning of the journey.
His effort level is about 8 and his re-
ward level is about 2. HE's made good
progress and there are many more
steps to be taken. Now, SOD needs to:
» Appreciate al he's achieved to date.
» Associate with the other dentists
who are marching on the road with
him. All the dream questers are there
to support each other.

* Ignore the complaining and jealous
dentists who are sitting on the side of
the road.

* Continueto learn and grow so he be-
comes a more effective quester
 Relish the chalenges he inevitably
will face dong the way. After al, chal-
lenges are lifé's way of letting him
know he's making progress.

» Keep his gaze firmly on his goal of
agreat practice.
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| admire the SOD’s of the world.
They’re the ones who move dentistry
forward. They keep putting onefoot in
front of another because they know
there's a better way to practice den-
tistry, a way that gives their patients,
their teams, their families and them-
selves better lives. Their journeys
aren't easy, but easy isn't al that it's
cracked up to be. If it were easy, every-
body would bedoing it. If it were easy,
the rewards at the end of the road
wouldn’t be as compelling. If it were
easy, they wouldn’'t keep growing as
dentists and as people.

| hope you see that SOD’s present
situation is just a stage that he (and
maybe you) are going through as you
march down the path of life. | hope
you redlize that he and you must keep
marching. The practices of your
dreams await you.

Dr. Nate Booth isthe author of the books, Thriving on Change, The

Diamond Touch, and 555 Ways to Reward Your Dental Team. With

Bill Dickerson, he is the co-author of the book, How to Create an

Exceptional Aesthetic Practice. Hisin-office, video-based training

program, The “ Yes’ System: How to Make It Easy for Patients to

Accept Comprehensive Dentistry has helped hundreds of dentists

do more big cases. Through his telephone coaching program, Nate

assists dentists in creating the practices of their dreams.

METAMORPHOS SIS

* You can develop a practice without
any insurance involvement.

* You can predictably, conservatively,
and aesthetically treat TMJ patients.

e There exists an excess of patients
who value your services, but you must
learn how to attract them.

* You can earn areatively good living
and practice only three days a week.

* You do not need to have a large steff,
largerecall base, or large officeto do so.

e The “Niche Practice’ redly does
exist and can be readily developed!
Without a doubt, my association
with LV hasinfluenced my career and
success more than any other. Dr. Bill
Dickerson is a true visionary and we
are all fortunate to be present as dental
history is being written. The LVI fac-
ulty and facility is simply the best in
the world. If you want to develop a
successful neuromuscular and/or aes-

= Continued from Page 48

thetic practice, take every course given
a LVI. Learn what is being taught
there, watch closely and emulate the
leaders. LVI isthe not only changing
lives daily, but changing the future of
dentistry, and from where | sit, the fu-
tureislooking pretty bright! | am per-
sonally thinking about a new pair of
sunglasses! Can you say this about
your outlook of dentistry? If not, why
not? Do something about it today!

My practice grew with every course | took,
and | found that | was able to perform
the more difficult cases with ease.
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You’ve seen iton TV.
You’ve heard all the talk about it.
Now, coming to your area...
an opportunity to find out for yourself.

THE LVI EXPERIENCE

Unieashing Your Power
In Dentistr

A 2-DAY LVI EXTRAVAGANZA

It’s the talk of the profession...
Find out why thousands of dentists are fanatical about what
LVI has done for them, their team... and their patients

This life changing seminar will change the way you practice dentistry...
a more satisfying, wonderful world of dentistry

7 experts will show you a better way to practice dentistry with pearls
that you will be able to implement on Monday.
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May 13-14 Denver, CO
Salt Lake City, UT
June 17-18 Cincinnati, OH
June 24-25 Charlotte, NC
Atlanta, GA
September 16-17 Minneapolis, MN
Green Bay, WI
October 14-15 Ottawa, ON
Halifax, NS
October 28-29 San Francisco, CA

SEMINAR TUITION
Dentists/Lab Technicians: $495 each = LVI Graduates: $350 each « Team Members: $195 each

To register, call LVI at (888) 584-3237



Neuromuscular Dentistry
Powered by Myotronics

Dentists worldwide are discovering the
science and the benefits of Neuromuscular
Dentistry with Myotronics technology.
Evaluate and successfully treat occlusal
and restorative cases with reliable,
reproducible clinical data never seen before.
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Contact Myotronics at (800) 426-0316 to receive information and
booklets on the benefits of Neuromuscular Dentistry.

Myotronics
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MILLER

[Olympic Gymnast]

59 International Medals
49 National Medals
9 World Championships
7 Olympic Medals

14 MAC VENEERS
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Dentistry by Dr. Guy Lewis, The Woodlands, TX. Restorations created with IPS Empress:

ACHIEVE SMILE PERFECTION WITH MAC EMPRESS@%

Discover the distinction...discover the art of MAC.

MAC

MICRO ADVANCED COSMETICS

©2004 MicroDental Laboratories. IPS Empress is a registered trademark of Ivoclar Vivadent




