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D ra ke see also Full Service Laboratory

1: on the front line of technology.
2: DAMAS certified.

3: quality driven.

4: your laboratory resource.

Drake Precision Dental Laboratory is dedicated to the highest standard of excellence in the dental
profession, incorporating quality and service through innovation and technology. Each department is
staffed by Certified Dental Technicians who instill dedication in their work, ensure quality control, and

share a common goal: Perfection For Your Patient »

Drake has one goal in mind: To provide you, our dentist
client, with the best customer satisfaction in the dental
. industry. As the key component to The Drake Difference,
\3‘ Ask about our your satisfaction is accomplished through providing a

/ 5 day (in lab) combination of Quality Assurance, Technological

Advancements, a Highly Trained Staff, Comprehensive
A+ CUStom Product Portfolio, Value Added Services, and Educational
implant crown! Opportunities.

Offer consists of a single unit ATLANTIS Custom
Abutment in Titanium paired with Drake Zirlux
Solid Zirconia Crown.

8 O O . 4 7 6 . 2 7 7 1 8510 Crown Crescent Ct. Charlotte, NC 28227 www.drakelab.com
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Upon leaving the Department of Health
Professions building this past January, |
began to reflect on the hearing that had
just taken place. The Board of the Depart-
ment of Health Professions is beginning
to look into utilizing alternate dental
providers (mid-level dental providers) to
help with access-to-care issues in Virginia.
In the DHP's 50 page report, there were
many references to a mid-level provider.
This topic is of great concern to me
because it attacks the current delivery
model of dentistry that we have come to
know. Think for a minute about our VCU
dental students and the recent graduates
who are in debt anywhere from $200,000-
$300,000. How does a mid-level provider
who may only go to school for a two-year
program affect the future of these indi-
viduals? The Pew and Kellogg founda-
tions assert that a mid-level provider is
analogous to a nurse practitioner (NP)

or a physician'’s assistant (PA). The fallacy
with their reasoning is that neither a nurse
practitioner (NP) nor a physician’s assis-
tant (PA) performs irreversible procedures
like the mid-level provider would. Virginia
has been an innovator in helping the
underserved through its MOM projects,
Donated Dental Services program, and
the Give Kids a Smile program. Consider-
ing the many programs offered by our as-
sociation to the underserved, why is there
even a discussion about these alternative
providers?

The Department of Health Professions re-
port had many omissions. The main issues
that were ignored in the DHP report were
the effectiveness and shortage of hygien-
ists and the subsequent economic cost

to the Commonwealth. Any workforce
changes that would further increase the
demand on the supply of dental hygien-
ists must be met with a significant expan-
sion of that same workforce. According
to the Bureau of Labor and Statistics in
Virginia as of January 16, 2015, there are
more jobs for hygienists than are hygien-
ists available. Who is going to pick up the
slack for private practitioners if hygien-
ists are diverted to underserved areas?
According to the ADA, the waiting period
for a patient to see a dentist has been
decreasing since 2008. There are many
reports across the country of more and

more open chair time in dental offices.
That statistic supports our viewpoint of
having an adequate workforce to address
the current demand. Virginia, however,

is not alone in the endless attacks on

our practice model. North Dakota (just
received the news that the mid-level
provider bill failed there), New Hamp-
shire, New Mexico, Washington, Kansas,
and Maine (bill passed there for mid-
level providers) all have bills before their
General Assemblies that will alter their
Dental Practice Acts, if passed. Propos-
als to get more dental services to rural
areas in these states would allow dental
hygienists to perform some of the same
procedures as dentists under the guise of
access-to-care. These mid-level providers
could perform procedures such as routine
checkups, cleanings, filling cavities and
simple extractions. | don’t know about
you but when was the last time you saw
a simple extraction? This topic should
bring chills to every dentist in our nation.
Doesn’t the public desire and deserve
better? Perhaps, as dentists, we have
made the practice of dentistry look too
easy. These Foundations are promoting
mid-level providers because they believe
that anyone can be trained to do these
procedures in a short two years. Their
assumptions simply are not true! One

of our profession’s goals is to protect the
public at large by being self-regulating.
Are we beginning to appear to be more
like a trade instead of a profession? Self-
regulation and adequate training should
be our focus. Outside organizations are
attacking our delivery model and calling
it antiquated, ineffective and inadequate.
In my opinion, this issue is the most
serious problem facing dentistry that |
have seen in my lifetime. We, as den-
tists, members and non-members, need
to stand together as a united profession
with one voice to oppose a mid-level den-
tal provider in Virginia. We need your help
on this issue if we are to remain relevant
today and in tomorrow’s world. The VDA
is the one organization that is fighting for
you on this issue. Our obligation to those
that follow us is to leave our profession
in a better place than when we started
practicing dentistry. By getting involved
in your association, it will ensure that we
will have control over our profession for

PRESIDENT’S MESSAGE
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Dr. Michael Link

our generation and future generations. As
| stated in my last journal article, what are
you willing to do to protect the future of
dentistry?

As an Association, we need to have a
better answer to the Pews and Kelloggs
of the world who are promoting this mid-
level provider model as the answer to the
access-to-care issue. But, we can't just
keep saying “no” as an answer. We need
to develop a better alternate plan and a
true answer to the access-to-care issue.
The American Dental Association and the
Virginia Dental Association believe the
Community Dental Health Coordinator,
or CDHC for short, will be one of the an-
swers to a more cost-effective approach
to improving access to care in Virginia. A
CDHC would be a newer member to the
dental team who will focus on educa-
tion, prevention, and patient navigation
and who would help reduce oral health
disparities by targeting social determi-
nants. CDHCs live in the same commu-
nities where patients reside. There is a
distinct lower training and utilization cost
with the CDHC than a hygienist resulting
in a lower cost for the Commonwealth

of Virginia. They help people connect to
dental public health resources in their
communities, as well as to dentists who
can provide the needed treatment.

A CDHC IS NOT A MID-LEVEL PROVID-
ER! CDHCs will work primarily in public
health, community settings, such as feder-
ally qualified health centers and free clin-
ics, schools, churches, private practices
and Head Start programs, in coordination
with a variety of dental providers. The
CDHC model is currently active in eight
states. Under the direction of the chair-
man, Dr. Mark Crabtree, the Task Force
has accomplished many goals, including
securing an educational process for the
training. | am excited and impressed by
the direction and speed of this task force.
| look forward to future updates.

Our “Day on the Hill” in January was a
huge success! My thanks to our incred-
ible VDA staff, members, dental stu-
dents and volunteers who attended this
most important day. To have a personal
relationship with your legislator is one of
the best grassroots effort campaigns we
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have, one that enables our organization'’s
individual members to communicate with
our lawmakers. | believe that this type

of effort has given us many legislative
victories. We, as an association, are able
to convey our concerns facing dentistry
on a more personal level. This has helped
us immensely in the past and will help us
with future concerns, including any deal-
ings with the mid-level provider issue. |
encourage everyone to attend next year's
event and to get involved in the process.
This is your profession. Protect it!

The Public Relations Campaign is off and
running under its new chairman, Dr. Kirk
Norbo. The focus of the PR campaign
has changed from broadcast and cable
television to internet-based advertising.
With TV commercials being very expen-
sive, the Task Force chose to test digital
advertising online. We feel this internet-
based advertising will give us a greater
return on our investment. In December,
the Task Force noticed that the number
of clicks on “Find a Dentist” button did
not decrease when only digital advertis-
ing was used, but it actually increased.
We are mindful of the expense to our
members and are trying to get the most
“bang for the buck.” The question | have
for each of you is how have you commit-

ted to this campaign? Have you updated
your profile on the VDA website? Have
you submitted a picture to the VDA?

Does the VDA have your website informa-
tion? You need to take full advantage of
this campaign to the get the best results.
To date, only 10% of our membership has
updated their profile on the VDA website.
There is also a new functionality on our
website which will tell you the number of
times your name has appeared in a search
on the “Find a Dentist” button. Simply
log into the site and click on your “Search
Statistics.” If your profile is not up to
date, then the public might bypass your
website and your practice altogether. A
better question from a consumer’s point
of view would be why would | choose
your practice when your profile and web-
site are not updated with the VDA?

Our Virginia Dental Association is an ef-
fective, incredibly efficient and well run
organization. No one really knows what
sacrifices and commitment it takes to
become a dentist, except another dentist.
Certainly, our patients have no idea. Much
like our patients may not understand our
dental training, | would venture to say
that most of our members in the VDA
have no idea what it takes to run our
Association. The VDA is an effective or-

ganization that is well-equipped to meet
our members’ need to be successful. Our
staff is the most dedicated and hardwork-
ing of any | have seen. The leadership at
the VDA starts at the top and permeates
through the whole Association. | am very
blessed to be a part of this great associa-
tion. However, as with any organization,
we need your help. As | stated in my last
journal article, what the Association can
do for me is being replaced by this motto:
“"What can | do for my Association?” |
need your help to protect the future of
dentistry. | need your help NOW! What
are you willing to do to protect our fu-
ture? Please consider volunteering to help
us! Call or email me with your ideas and
comments on how we can better serve
our profession and each other. Thank you.

B&B Insurance—Insurance Agency

877-832-9113; bb-insurance.com

Bank of America—Credit Cards

800-932-2775; bankofamerica.com

Bank of America Practice Solutions —
Practice and Equipment Financing

800-497-6067
ProSites—Website Design
888-466-7975; prosites.com/vda

Miles Global — Dental Consulting
877-343-0909; milesglobal.net

Demandforce—Marketing & Communications

800-210-0355; demandforce.com/vda

Medical Protective—Malpractice Insurance

877-832-9113; medpro.com

OneMind Health—Revenue Cycle Management

866-633-1090; onemindhealth.com

Paychex — Complete Payroll Services

800-729-2439; paychex.com

CareCredit—Patient Payment Plans
800-300-3046 ext. 4519

carecredit.com/dental

Peer Reviewed + Members-Only Benefits «+ Supporting the VDA

By utilizing the VDA Services endorsed vendors below, VDA Members receive special benefits and
discounted pricing while supporting the VDA and its programs — nearly $3 Million in support has
been provided to the VDA, VDAF, VCU School of Dentistry and others ! Help Us, Help You!

SolmeteX— Amalgam Separators

800-216-5505; solmetex.com
Transworld Systems—Collections
804-282-9007;transworldsystems.com/gkurtz

Association Gloves —Gloves and Masks

877-484-6149; vdaservicesgloves.com

Worldpay— Credit Card Processing
804-836-6798; worldpay.us

VDA Services is a service mark of the Virginia Dental Association. VDA Services is a program brought to you by the Virginia Dental Services Corporation, a for-profit subsidiary of the Virginia

Dental Association.
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Most years, right before Christmas, a
specialists’ office in our area sends us

a box of cookies. Not just any cookies
mind you: individually wrapped, made
in Europe, covered in Danish chocolate,
with the likeness of medieval architec-
ture on the lid. Although we refer many
patients to this particular dental group,
we've come to expect the second week
of December two pounds of tray bakes,
macaroons, and zeppole to tide us over
until the holidays. You ask: would I still
refer to these specialists if they didn't
send cookies? Yes, but it seals the deal.

In Virginia, there is no sanction for dental
specialists paying a fee to other dentists
for each referral. Commonly known as
"fee-splitting”, this arrangement violates
the ADA's Principles of Ethics and Code
of Professional Conduct’, as well as fed-
eral statutes, which prohibit it for any pa-
tient enrolled in a federally-insured plan.
Cash, checks, or cash equivalents may
change hands without violating any regu-
lation or breaking any laws. This practice
may be widespread. But I've yet to talk
to another dentist who didn't think it
should be outlawed. Not only payments
between doctors, but also payments to
patients, vendors, and persons who serve
the public in other occupations fall under
this banner. Even the ever-popular social
coupons are viewed, by the ADA Code,
as fee-splitting and thus proscribed for
members of organized dentistry.

After many proposals, hearings, and dis-
cussion (both public and private), the Vir-
ginia Board of Dentistry last year moved
forward with its own recommendation for
legislation to prohibit fee-splitting. The
proposal made its way up the chain of
command, past the director of Depart-
ment of Health Professions, the Secretary
of Health and Human Resources, and then
on to Governor Terry McAuliffe’s desk,
where it died an inglorious death. Sandra
Reen, executive Director of the Board of
Dentistry, says no reason was given for
the Governor’s action.

1 http://www.ada.org/~/media/ADA/
About%20the%20ADA/Files/code of ethics 2012.

ashx

MESSAGE FROM THE
EDITOR

Dr. Richard F. Roadcap

A frequent refrain from the hesitant goes
as follows: common courtesies between
doctors, e.g. crullers from Panera Bread®,
will be criminalized thus making enforce-
ment impractical and unfair. The ADA
Code says simply that “Dentists shall not
accept or tender ‘rebates’ or ‘split fees'.”
| polled my fellow dental editors, and
found that states such as Nevada, Michi-
gan?, and Oklahoma all ban fee-splitting
without severing the carefully cultivated
relationships among practitioners. Ugly
headlines preceded this year’s attempt by
the General Assembly to move forward
with ethics reform for legislators. The
dental profession shouldn’t need public-
ity about unmarked envelopes, gift cards,
and resort vacations for motivation. A
coordinated effort by the VDA and its
most able lobbying team should clear

a path for appropriate legislation in the
2016 session.

As Mr. Schutte points out in the article
referenced here, “Economic consider-
ations...should not form the basis for or
even be a consideration factoring into the
decision of who to refer a patient.”® Let's
hope that next year will see the passage
of what nearly all VDA members desire,
legislation that puts an end to payments
from doctor to doctor for referrals. Will
this spell the end of cantucci di prato and
coolers at Christmas? Perhaps. Orga-
nized dentistry need not wait for a public
outcry to reinforce our professional
standards.

2,3 Schutte DJ. lllegal and unethical
referral fees and fee splitting. J Mich Dent
Assoc 2006; 88 (11): 16

Soak up some CE
at the beach!

CONTINUING DENTAL
EDUCATION

SUMMER

SYMPOSIUM

July 27-31,2015

Ocean City, Maryland
Clarion Resox
Fontainebleaul

LOOK FOR SESSIONS ON:

Nutrition « Mid-Atlantic PANDA
Implants « Street Drugs
Infection Control
Dental Sleep Medicine

Please visit
www.udel.edu/dental

for updated details about
the symposium.

FOR MORE INFORMATION:
302-831-3474
Imalbone@udel.edu
www.udel.edu/dental

DODD DENTAL LABORATORIES

SITYor
R

}‘ This activity has been planned and implemented
in accordance with the standards of the Academy
PACE | of General Dentistry Program Approval for
=5 | Continuing Education (PACE) through the joint
program provider approval of National Dentex Corp. and
University of Delaware. National Dentex Corp. is approved for
awarding FAGD/MAGD credit. Approval does notimply
acceptance by a state or provincial board of dentistry or AGD
endorsement, 10/1/2014 to 9/30/2017. Provider ID# 211838

ADA CERPe&sisisisn Thiscontinuing
education activity has been planned and implemented in
accordance with the standards of the ADA Continuing
Education Recognition Program (ADA CERP) through joint

Professional &
Continuing Studies

efforts between National Dentex and University of Delaware.
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The meeting began on a Thursday, as

the second-year Trustees joined the new
Trustees for their orientation. The second-
year Trustees were there to give perspec-
tive and insight to the first-year group.
The Board is fortunate to have a great
new Trustee class, very engaged and
very eager to perform the duties of the
Board. The new class consists of Dr. Rick
Asai, Oregon; 11th District, Dr. Bob Bit-
ter, lllinois; 8th District, Dr. Chad Gehani

, New York; 2nd District and Dr. Lindsey
Robinson, California; 13th District. Also
included is our new 2nd Vice President,
Dr. Thomas Gamba from Pennsylvania. .
Participants were again asked to fill out

a survey so that the orientation can con-
tinue to be improved from year to year.

Friday and Saturday were busy days dur-
ing which our standing committees met
to begin their work for the year. The work
formed the basis for many of our later
discussions on audit, financial, compensa-
tion, governance and strategic planning
issues. | would like to acknowledge Dr.
Bob Plage who serves on the Audit Com-
mittee as the HOD member. His contribu-
tion and insight are invaluable.

On Sunday, we joined with staff and
council Chairs and Vice-Chairs for a full
day session focused on the need to
implement our new strategic plan. We
heard some fascinating data from Kantar
Research and a report of focus groups
comprised of both members and non-
members. From our discussions it is
evident that we must act differently under
our new strategic plan if we expect differ-
ent results as far as membership growth is
concerned.

In Summary:

* There is considerable agreement
among the trustees, other volunteer
leaders and staff that the ADA must
adopt a more disciplined approach
to deciding on what programs and
services should be engaged.

*  The criteria the groups reviewed
were considered a good start but
were in need of revision. Several
groups wanted to see how criteria
were rated — the staff reported that
weighting will be developed later by
Admin Review.

* |t was agreed that the HOD and
Councils also need to adopt disci-

plined systems for decision-making.

* It was generally accepted that “less
is more” and therefore the ADA must
reduce the number of programs and
services it offers.

| am sure that as the councils begin to
meet this year you will be hearing more
about the implementation of the new
Members First 2020 Strategic Plan.

Our formal meetings began with a meet-
ing of the Board as shareholder of ADA
Business Enterprises, Inc. We heard from
Dr. Jim Mercer, chair of ADABEI. Dr.
Mercer discussed the savings available
to members
through ADA-
BEI discounts of
over $14,000 per
member. Among
new products un-
der development or consideration include
a HIPAA Compliance kit. ADABEI also
plays a key role in the Power of 3 through
joint licensing agreements with state soci-
eties. | want to thank Dr. Mercer and the
entire ADABEI board for their hard work.

The Board has been working hard to take
full advantage of the New Dentist Com-
mittee as an advisory committee of the
Board. Drs. Michael LeBlanc and Chris
Hast, chair and vice chair of the commit-
tee, addressed us at this meeting. The
NDC is hard at work with the Council on
Annual Sessions to make the “meeting
within a meeting” of the New Dentist
Conference and the Annual Meeting

a success. The new dentists will have

a dedicated hotel at the Washington,
D.C. meeting and there will be a leader-
ship track of CE courses available. NDC
has set a goal of 400 registrants to the
new dentist conference. The combined
meeting will include time specifically for
interaction between the Board and new
dentists as this was a main concern of the
committee.

The Success Program is another area of
focus with the NDC and the committee is
working hard to improve that program as
part of our student strategy. The NDC will
be working hard to enhance its relation-
ship with ASDA. They have also been
charged with considering ideas for new,
innovative programs for the Association,
as well as considering the value of exist-

ADATRUSTEE’S CORNER

DECEMBER 2014 BOARD MEETING
Dr. Julian H. “Hal” Fair, Ill; Trustee, 16th District

ing programs from the perspective of new
dentists.

Following the presentation, the Board
discussed the need to encourage new den-
tists to participate in ADA leadership. The
Board also approved a resolution to have
an additional NDC meeting in August, in
conjunction with a Board meeting. The New
Dentist Committee has significant work to
accomplish and can take advantage of an ad-
ditional meeting. This will also allow a joint
strategy session with the committee and a
social event. The BOT looks forward to that
opportunity.

“ADA must adopt a more disciplined
approach to deciding on what programs
and services should be engaged.”

The Board also discussed the “universal as-
sessment criteria” that is used as part of our
budget process to assess the relative value
of ADA programs against a common set of
criteria. The criteria were addressed by Bud-
get and Finance and by the full group which
participated in the Sunday strategy ses-
sion. The Board discussed the criteria and
proposed some changes to them in order to
address some of our concerns. The criteria
have now been approved and will be used in
the upcoming budget process.

Michael Graham provided us with an update
on developments in Washington. Address-
ing Medicaid is essential going forward. A
workgroup has been appointed consisting of
myself, and Drs. Dow, Shenkin and Zenk to
guide our efforts on this front. Staff, too, will
be working to develop possible approaches
for the Workgroup and we all look forward
to progress on this issue.

Former ADA president and current ADA
FDI delegation chair, Dr. Greg Chadwick,
presented us an overview of the ADA role
within FDI. As recognized leaders on global
oral health, FDI needs us to address global
health issues. But we also need FDI, as our
“seat at the table” on international matters.
For example, FDI provided the ADA with
our opportunity to prevent the UN mercury
treaty from including a ban on dental amal-
gam. We are lucky as a delegation to have
the leadership of Dr. Chadwick. Thank you
Greg.

APRIL - JUNE 2015 7



Schitf

Dental
Brokerage"~

ers & sellers
OU ut the
Mid-Atlantic Region

Members of the ADCPA

100 West Road, Suite 410
N nd 21204
cpa.com

Practice sales &
transitions experts
with over 30 years

experience!

www.SchiffDentalBrokerage.com
Allen M. Schiff, CPA, CFE
Eric Schiff, VP

Protect your legacy by:

* Getting you what you deserve

¢ Finding the RIGHT buyer

¢ Utilizing our tools and tips for a
smooth transition

Our extensive experience and
deep understanding of the prac-
tice sales platform allows us to
avoid obstacles and provide
expert guidance.

8 APRIL - JUNE 2015

As part of our obligation to stay abreast
of our environment, Marko Vujicic, Ph.D.,
presented a report on the State of the
Dental Market in 2014. The data shows
that the dental market is not recovering
with the general economy. Demand for
dental care will likely continue to stag-
nate, with the exception of the public
sector, especially for children.

While the number of children gaining den-
tal care continues to grow, that growth
does not exist for adults. Dr. Vujicic
examined why this is the case, investigat-
ing barriers to care. Financial barriers and
the lack of perceived need (“my mouth is
healthy”) far exceed any barrier relating
to the number of providers. This may not
be the case for Medicaid adults, but more
work is needed to fully understand the
dominant barriers facing this population.
Further research on Medicaid expansion
was also presented. In many states, there
is a rapid expansion of the dental Med-
icaid population, but this poses its own
threats and opportunities. The threats
focus on the fact that Medicaid coverage
expansion does not mean funding expan-
sion (or addressing structural barriers
inherent in the system). Medicaid expan-
sion is an opportunity because it should
increase the demand for dental care.

At this meeting, we welcomed the current
class of the Diversity Institute both for
lunch and for our diversity discussion dur-
ing our meeting. Diversity is a key topic
for the future success of the Association
and as part of this meeting we reviewed
and approved the 2014-2019 Diversity
and Inclusion Plan. The Plan recognizes
the risks we face if we ignore diversity, as
well as the benefits we will reap if we suc-
ceed in becoming diverse as an associa-
tion. These include greater membership
and a greater opportunity to shape our
profession. Our first goal under this Plan
is to increase diversity in membership.
Goal Two is to have an inclusive organiza-
tion. The final goal is to institutionalize
stability, in other words, to sustain the
plan. If any state in our 16th District has
implemented plans or has ideas on how
to increase diversity within our mem-
bership please share that with me and

I will pass the information along to the
Diversity Committee.

We learned at this meeting that the ADA
Foundation will not be hosting a formal
Give Kids A Smile! Gala, but will follow a
format similar to that used in San Antonio
to honor Dr. David Whiston. This provides
us with an opportunity to return to a less
formal event on Monday evening for del-
egates and the Board. Last year, some on

the Board felt that we collectively needed
a better opportunity to honor Dr. Chuck
Norman as our outgoing president. This
will provide us with such an opportunity
going forward.

Also at this meeting the BOT took a hard
look at the student debt problem and
possible approaches to it. Specifically, we
examined business strategies addressing
the issue. The private student loan market
is dominated by a handful of major play-
ers, with many major banks dropping out
of it. Underwriting standards are stricter
than they used to be. The refinancing
market, however, is starting to see new
refinancing products emerge. This mar-
ket is not well developed and therefore
may provide the ADA an opportunity.
Among the options open to us are to:

*  Endorse a specific lender for existing
products

* Endorse an advisor who could
provide information on a variety of
lenders

*  Enter into a marketing relationship
with a lender for a new product tai-
lored to our members

*  Enter into a marketing relationship
enhanced with an ADA financial com-
mitment to the program.

Clearly, the level of complexity under the
last listed option far exceeds that found
under the other options. Our next steps
are to develop these concepts further
for discussion by the Board at our next
meeting.

Bill Robinson, our new Vice President of
Member and Client Services, updated us
on current activities under the Member-
ship Growth Plan. Membership growth
in market share continues to lag. We

are seeing some progress in some of the
satisfaction indicators we use, but clearly
more is needed to be done. Some of the
data shared with us highlight the impor-
tance of diversity because our shares in
key market segments continue to lag. Bill
also briefed us on the Membership Plan
for Growth, our grant program to state
and local societies focusing on member-
ship initiatives. The Council on Member-
ship provides oversight and determines
which applications are funded.

In closing, the Board is looking forward
to its retreat in February. It is always a
fun time and a chance for the BOT to
relax and get to know each other in a
more informal setting. However we will
have some serious discussions. We will be
have an update and strategic discussions
on the Power of Three. | look forward to
updating you on that and our March BOT
meeting in my next report.



LETTERTO THE EDITOR

A MALIGNANT INFECTION OF DENTAL ORIGIN
Dr. Marvin E. Pizer, DDS, MS, MA, FICD

There exist two types of Ludwig’s Angina:

1. A submandibular mass which
contains a suppurative compo-
nent, which can be drained and
cultured

2. The submandibular mass has no
exudates or suppurative material
to drain and culture. This type
has a poor prognosis and the
case reported here is an example
of this type.

While seeing patients in my office, |
received an urgent call from the emer-
gency room of Alexandria Hospital. | was
asked to evaluate and treat an extremely
ill patient. When | arrived | see a middle-
aged white male with a tracheotomy in
place and antibiotics being administered
intravenously. His vital signs were rela-
tively stable and blood work revealed a
moderate leukocytosis but a very elevat-
ed blood glucose of 500mg. The patient
was transported to operating room.

On intraoral exam there was trismus, the
floor of the mouth was elevated bilater-
ally with a firm mass. It appeared that
there was a partially impacted left third
molar with a large carious lesion and
pericoronal inflammation. The inflamma-
tion appeared to be heading toward the
tonsillar region. Extraorally the bilateral
swellings of submandibular regions and
the submental regions were indurated
with no areas of fluctuance. Radiographs
revealed a necrotic and partially impacted
left third molar. Before proceeding |
sought consultation with an otolaryngolo-
gist who after examination of the patient
agreed that the left mandibular third
molar be removed and that the tonsil also
be removed. After this it was decided to
make 4 cm incisions in the right and left
submandibular regions and in the sub-
mental regions. Incising in the areas felt
like cutting wood. There was no evidence
of suppuration or any loose, wet soft
tissue. Drains were inserted deep into
the incisions hoping for some exudates.
(Figure 1) The procedure was performed
with sodium pentathol. The patient was
put on intravenous penicillin G.

On the second postoperative day there
was no improvement and we decided to
get an (outstanding) infectious disease
specialist on this case. He used massive
dosages of antibiotics and there was still
no evidence of any drainage.

On the third postoperative day, the blood
sugar was more controlled, but the neck
swelling appeared to be descending in
the neck. Our pathologist asked that |
excise some muscle tissue from the neck
mass, which was done in order to find
some pathogens. (Figure 2)

On the fourth day there was still no
suppuration, and the neck mass was still
indurated and appeared to be approach-
ing the supraclavicular regions. (Figure

3) Additional incisions were made to no
avail. At this time a thoracic surgeon was
consulted for possible involvement of the
mediastinum. On the fifth day there was
mediastinum invasion and the patient
died.

Massive dosages of antibiotics were used
and administered intravenously and intra-
muscularly. Some of the antibiotics used
were penicillin G, streptomycin, staphcil-
lin, tetracycline, etc. This case was seen
at least twenty years ago and since then
many new antibiotics are available. The
patient had laceration of the supratem-
poral region treated by the emergency
room.

*Formerly: Professor of Research, Ad-
junct Professor, Medical Physiology, the
American University; Clinical Professor
of Oral and Maxillofacial Surgery, Medical
College of Virginia/Virginia Common-
wealth University

Figure 1

Figure 2

Figure 3
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LETTERTO THE EDITOR

MISSION ACCOMPLISHED!

Dr. Bob Allen

MOM event was held at Kings Fork Mid-
dle School in Suffolk February 28, 2015.

It was 5 a.m. when | departed home for
the 45 minute drive from Hampton to
Suffolk. It was still dark when | lined up
behind all the cars coming into the
parking lot surrounded by piles of snow.
Police and volunteers were everywhere. |
saw no one that | recognized, but picked
up my badge at the front desk and
entered for a bagel and drink before
orientation.

| volunteered to do extractions.

As we broke the orientation | found my
self standing beside a 27 year old young
lady, a senior hygiene student from Roa-
noke. She had a dazed expression, and |
suggested that she assist me; she was
thrilled, as she has never assisted

during surgery. Ruth and | made quite a
team. By 7:30 a.m. we had removed our
first tooth and by 10 a.m., we had accom-
plished so much | thought it was close to
noon. Every chair appeared to have a
dentist or hygienist working on a

patient. So much surgery was done we
had delays getting forceps and syringes
from the sterilizing area that were not
too hot to handle. | believe the large

numbers of volunteers (students, dental
students, dentists, hygienists and

other) almost overwhelmed the system.
But it all worked out. By 11:30 a.m. (as
suggested during orientation), “Ruthie”
and | decided to go early to the lunch
room for the variety of good food provid-
ed and take a break. That also gave the
sterilizing volunteers time to catch up
with the providers.

By 3 p.m. | had begun my last extraction;
was tired by the twenty five + extractions
that we had done, my back was aching.

Ruth and | knew that this would be my
last one for the day. She approved.

| am approaching my 82nd birthday and
volunteered for this M.O.M. project to
prove to my self that | could still “cut
the mustard”. | held my own, | found it
necessary to request help on two extrac-
tions from someone younger with more
stamina than I; | also jumped to help a
senior dental student who could not get
a root out in nearby chair. There was no
reluctance from anyone who requested
help or who was asked for help.

The patients were cooperative and ap-
preciative.

| shared the following thought to dental
friends: That not one of my “M.O.M.”
patients would not fit into any general
practice that | know. Folks, with no finan-
cial resources just do not fit into our “fee
for service” dental system. The alterna-
tive for these people is “no” treatment.

By 4 p.m., as | looked around many were
doing the same as [; there were many
empty chairs as others were finishing up
also. There was still some dentistry be-
ing performed. | was tired, but probably
would do it again tomorrow if asked.

My reward was meeting so many great
professionals, general volunteers and the
many students helping us do the work. |
made a lot of new friends and saw many
old friends whom | never see--except at
dental society meetings, M.O.M. clinics,
and homeless connect events in Norfolk.
| may not be physically able to attend
another M.O.M. event, but this was time
well spent for an old guy who still loves
dentistry.

T
40 UNDER 40

et ur®

A new feature of the Virginia Dental Journal, 40 under 40 will introduce you to VDA members under forty

years old in forty words or less.

DR.TYLER BALL

| am a general dentist in Richmond,
Virginia where | am currently employed
at Jessup Family Dentistry. | love the

concept of “general” dentistry and its
various disciplines, and feel very fortunate
to be part of such a rewarding profession.
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HAVE YOU SEEN ME?

THE VDA IS WORKING FOR YOU!

If you've searched the internet lately, chances are you've run across an ad from the VDA.
Beginning in December the VDA increased its digital display advertising as a way to get the
message out about our “What a Healthy Mouth” campaign. We will be able to capture the
public’s attention while they are reading their morning news, searching for dinner ideas or
even updating their Facebook status. This is just one of the ways the VDA is working for
you. We encourage you to follow the five simple steps below to be sure you're making the
most of the campaign. Learn more about some of our other campaign strategies on the

following page.

In the last edition of the Virginia Dental
Journal, | was pleased to see the 2
pieces on pages 8 and 9 regarding

the advertising and public relations
campaign. The efforts are part of a three
year campaign aimed at making VDA
Members more visible to the public. The
PR Task Force (of which | am the Chair) is
working with experts in the field to have
an integrated campaign that leverages
search engine optimization, digital
display advertising and public relations
efforts to highlight the members of the

VDA and enhance the reputation of your
association.

My question for members is this — are you
making the most out of this campaign
and getting the greatest impact for your
investment? With a little time and effort
you could maximize the results you see
from this campaign (See the easy steps
below). The VDA is working hard to drive
the public to search for a dentist on the
VDA website but it is up to each member
to make the most out of their profile

FOLLOW THESE STEPS!

MAKE THE MOST OF THE VDA’S ADVERTISING
& PUBLIC RELATIONS CAMPAIGN

STEP ONE:

Update your Find A Dentist Profile.

If you do nothing else...do this! If
patients search for a dentist and your
contact information is wrong, they won't
be able to find you. Simply login to
www.vadental.org/pro and double check to
be sure we have your contact information
correct, add a photo of yourself, and add
your website address.

STEP TWO:
Download the VDA Member logo.
While you're logged

in to the VDA website
visit https://vadental.org/pro/
member-resources/download-
logo and download the
VDA member logo.

UDA

Virginia Dental Association”
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You can use this on your business cards,
letterhead, appointment reminders,
website and marketing materials. Some
of our members even added it to their
scrubs.

STEP THREE:

Send us a photo of your practice
(landscape orientation, please)

We use these photos in two ways. First,
we periodically post them on Facebook
and also include them on our “Meet Our
Members” web page. https:/vadental.org/
about-the-vda/meet-our-vda-members

STEP FOUR:

Connect with our social media efforts.
Each week we post a Tooth Tip on
Facebook. Take a moment and share this

Want A Healthy Body?
Start with a healthy MOUTH!

-

Click
To Find A
VDA Dentist v DA
Near You. Virginia Dental Association®

VADental.org

AREYOU MAKING THE MOST OF THE
VDA’S ADVERTISING & PR CAMPAIGN?

Kirk M. Norbo, DMD

and what potential patients see when
they search for you. Since the campaign
launched in May of 2013 there have been
over 109,000 hits on the Find a Dentist
page — that averages out to 174 per

day! What are patients seeing when they
search for you on the VDA website? Take
time to find out and make changes where
needed - the small investment of time
could provide big returns for you and
your practice.

Tooth Tip on your Facebook page. While
you're at it don't forget to “Like” the
VDA Facebook page.

STEP FIVE:

Survey your patients.

It's hard to know if the campaign is
working for you if you don’t ask your

new patients how they heard about you.
You can also take a look at how many
people have viewed you VDA Find A
Dentist profile when you login to the VDA
website and check the “search statistics”
tab. | bet you'll be surprised at how much
traffic your profile has had.

NEED HELP WITH ANY OF

THESE STEPS? cContact Shannon
Jacobs at jacobs@vadental.org or 804-523-
2186.



VDA

Virginia Dental Association®

2015 Advertising Campaign Highlights

The Year At A Glance

Building on the success of the optimized digital
campaign for the fourth quarter of 2014, the
2015 campaign will include video pre-roll,
digital display banner ads and search engine
optimization components. This integrated
media plan is designed to continue the goal of
connecting prospective patients to the VDA
member dentists and positioning the VDA as a
trusted healthcare resource.

Search Engine Marketing

2015 Media Breakdown by Tactic

3%

" Online TV - Behaviorally and Geo-Targeted - Ad Exchange ® Online TV - Behaviorally and Geo-Targeted - Hulu

= Online Display Advertising

Video Pre-Roll

Features a series of video spots that educate
Virginians about the value of common dental
procedures as well as when they are necessary, all
under the “Open Wise” brand. The clear message
will be that to find a dentist and information you can
trust, go to the VDA website.

OPEN

IS

Dentist Locator
www.vadental.org/FindADentist ~
Quality, Affordable Dental
Treatment. Find Your Local Dentist

Start With A Healthy
MOUTH

Digital Display
The digital display campaign will also run continuously throughout
the year with a mix of digital display banner ad units.

172 [t
= | = =4
Click

To Find A V—])\A

VDA Dentist
Near You. Virginia Dental Association®
VADental.org

Click To Find A
VDA Dentist
Near You.

;E,}r N
lh

VDA

Virginia Dental Association®
4 VADental.org
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Search Engine Optimization (SEM)
Search Engine Marketing Keyword ads will run continuously
throughout the year.

Start With
A Healthy
MOUTH

Click
To Find A
VDA Dentist
Near You!

VDA

Virginia Dental Association”

VADental.org




WHERE’S THE CHAIR?
THE VDA MAKES HEADLINES IN ROANOKE
Danny Rubin, Rubin Communications Group

The VDA made headlines in Roanoke the week of February 23 with our fun
and educational “Where's the Chair?” initiative. We brought a portable
dental chair to 16 West Marketplace, a popular lunchtime destination in
downtown Roanoke, and surprised people with impromptu oral cancer
screenings.

Dr. David Black, one of our members, oversaw the oral cancer screening
event, which went from 11:00am to 1:00pm.

The media also loved the “Where's the Chair?” concept as local TV stations
and the The Roanoke Times covered the event. We hope to bring “Where's
the Chair?” to more cities across the Commonwealth. So far the chair has
appeared in Roanoke and Virginia Beach.

Where will the chair go next? Charlottesville?Richmond? Northern Virginia?
You'll have to wait and see!

Until then, we have but one question:

WHERE’S THE CHAIR?

A BIG THANKYOU TO DRS. DAVID BLACK,
GREG HARVEY AND ANNE NEWMAN
FORVOLUNTEERING THEIRTIME TO DO
SCREENINGS AT THIS EVENT!

DR.HOUMAN CHEGINI

| was undecided in between an additional
year of residency versus hitting the real
world. After hearing some different

advice, | decided to start with a practice in
Virginia Beach. It has been a great fit and
very happy today.
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AEGD ABSTRACTS:

EL-KHOLEY KE. EFFICACY OF TWO ANTIBIOTIC REGIMENS IN THE
REDUCTION OF EARLY DENTAL IMPLANT FAILURE: A PILOT STUDY.INT J
ORAL MAXILLOFAC SURG. 2014, 43(4): 487-490.

Problem: While dental implants have a
high success rate, there are still cases in
which implants fail. Infection is thought to
play a crucial role in early implant failure.
While antibiotics play an important role
in medicine and dentistry, it is widely
agreed upon by health professionals that
the overall use of unnecessary antibiotics
needs to be reduced. At this point, there
is still no standard antibiotic protocol
being used by dentists during implant
therapy.

Purpose: The purpose of this study was
to show if a preoperative single-dose
antibiotic would be as effective as a
postoperative three-day antibiotic course
in reducing early implant failure.

Methods and Materials: The study
included eighty patients that required
dental implants between September 2010
and December 2012. Of the patients
included there were 50 females and 30
males. All of the patients reported no
medical issues and their ages ranged
from 20 to 45 years (mean age was 31.1
years). Patients were excluded from the
study if they had health conditions that
would require antibiotic prophylaxis,

had taken antibiotics in the past month,
were pregnant, needed extensive bone
grafting, or had any medical condition
that may affect healing or predispose
that patient to infection. The groups
were randomly assigned using computer-
generation and antibiotics were
administered by a nurse who was unaware
of the protocol. In the first group, a single
dose of 1 gram oral amoxicillin was given
1 hour preoperatively and no antibiotics
were given postoperatively- 47 implants
were placed in this group. The second
group was given 1 gram oral amoxicillin 1
hour preoperatively in addition to 500mg
amoxicillin every 8 hours for 3 days
following implant placement- 43 implants
were placed in this group. All implants
were placed according to manufacturer’s
protocol and were left submerged

to heal for 3 months. Postoperative
radiographs were evaluated at 3 days,

7 days, and 12 weeks. Postoperative
wound infection was defined as presence
of swelling, pain, erythema, tenderness
or pus. For diagnosis of peri-implantitis

apical radiolucency needed to be present
around the implant in addition to signs
and symptoms. At the 12 week visit, the
second stage surgery was performed

and healing caps were attached and
torqued to 25 N cm. Any implant with
good stability and absence of any clinical
or radiographic signs was considered
successfully osseointegrated and referred
for placement of final prosthesis.

Results:

® In the first group of patients who
received only preoperative antibiotics

O Two patients showed wound
dehiscence at two implant sites
and the remaining patients
healed without complications

O  One patient suffered pain and
tenderness at the implant site
after 2 weeks and was diagnosed
with apical peri-implantitis. This
patient was given a second
course of antibiotics (500mg
amoxicillin three times per day
for five days)

O At second stage surgery, all 47
implants placed were found to
be normally osseointegrated and
patients were referred to start
the final restoration.

® Inthe second group that received
both preoperative and postoperative
antibiotics

O  One patient developed wound
dehiscence with no inflammation
or purulence

O None of the patients were
diagnosed with a postoperative
infection, no implants showed
any signs of failure, and no
patients needed to receive any
further antibiotics.

O At second stage surgery, all
43 implants were found to be
normally osseointegrated and
were restored successfully.

gmenhllc

Conclusions: From a statistical point

of view, it can be concluded that

giving one single preoperative dose

of antibiotics is as effective as giving
postoperative antibiotics when placing
implants in a healthy individual not
requiring antibiotics for another reason.
Therefore, the use of antibiotics should
be reserved for those instances when a
high risk of postoperative infection has
been demonstrated. This will reduce the
likelihood of bacterial resistance and
other complications that can arise from
the overuse of antibiotics. The study

is limited to a small sample size, but it
can be reasoned that until larger, more
conclusive study proves otherwise, it is
advisable that a single preoperative dose
of antibiotics may be sufficient for implant
placement.

DR. JESSICA VELLUCCI;

Resident, Advanced Education in General
Dentistry, Virginia Commonwealth
University
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ABSTRACT:

PRADIES G, ZARAUZ C,VALVERDE A, ET AL: CLINICAL EVALUATION

COMPARING THE FIT OF ALL-CERAMIC CROWNS OBTAINED FROM SILICONE
AND DIGITAL INTRAORAL IMPRESSIONS BASED ON WAVEFRONT SAMPLING
TECHNOLOGY.J DENT. 2015; 43(2): 201-208.

Problem: Today computer aided design
(CAD)/ computer aided manufacturing
(CAM) techniques are seen as a standard
workflow in general industry to obtain
high quality products in terms of accuracy
and cost production efficiency. One sig-
nificant advance in the field of dentistry
is the production of high resistance all
ceramic restorations that until today can
only be produced by CAD/CAM systems.
The use of materials like zirconia has
grown dramatically in the last decade due
to their esthetic, mechanical and bio-
compatibility properties. Recently there
have been developments in various opti-
cal impression systems that enable the
practitioner to utilize intraoral scanners
to obtain direct impressions in the oral
cavity. However the number of studies
that evaluate the fit of the restorations
manufactured with an intraoral scanner is
still limited.

Purpose: The authors conducted this

in vivo prospective study in order to
evaluate the accuracy of a digital intraoral
impression workflow and compare it with
conventional silicone impressions work-
flow by measuring the marginal and inter-
nal misfits of the zirconia-ceramic crowns
generated with both systems.

Methods and Materials: The authors
enrolled thirty participants into this study
between the ages of 16 and 65 years of
age that needed a single crown restora-
tion in a posterior tooth. A total of 16
molars and 18 premolars were treated,
15 in the maxilla and 19 in the mandible.

For each of the 34 teeth, three crowns
were made- two crowns for the study, one
made by each impression method (intra
oral digital impression-IDI and conven-
tional two step silicone impression —Cl)
and one crown to be cemented as the
final restoration. The crown preparations
had a chamfer finish line not exceeding
a subgingival depth of Tmm. Consistent
reduction guidelines were used for all
preparations.

A double cord technique was used to
allow for correct display of the finish

line for the definitive impression in both
groups. For the conventional impression

a polyvinyl siloxane PVS material was
used in a two-step impression technique
in rim-lock metal trays. The digital oral
impressions were made using an intra-
oral digital scanner based on wavefront
sampling technology according to the
manufacturer’s scanning protocol- The
digitized data from the conventional and
digital impressions were transmitted to

a CAD software program in which the
copings were designed. The copings were
milled from pre sintered zirconia blocks
and then copings and SLA casts were sent
to the lab where feldspathic porcelain was
veneered on the copings of their corre-
sponding casts. Before definitive insertion
silicone replicas were produced for all 60
crowns that were made in order to regis-
ter the space between the inner surface
of the copings and the abutments. This
thin silicone film representing the cement
space was embedded in an acrylic resin
for stabilization. Image analysis software

was used to measure film thickness at the
sites margin, axial, crest and occlusal fossa.
10 measurements at each site were taken
resulting in 40 measurements around each
specimen. The overall misfit discrepancy was
calculated to compare the two impression
methods. The sample sized was calculated
for 80% power. Statistical analysis was per-
formed by software.

Results and Conclusions: Statistical analysis
showed that the IDI restorations had a
significantly better fit than the CI group

at every site analyzed with the exception

of crest gap. The global comparison also
showed significant better fit for the IDI
group. The null hypothesis that there was
no difference in marginal and internal misfit
between crowns obtained from digital

and silicone impressions was rejected. The
authors found that the mean marginal gap
size was 76.33 pm for the digital impression
and 91.46 pm for the PVS impression. This
study found that the zirconia based ceramic
crowns fabricated using digital impression
obtained better marginal and internal fit
than the crowns fabricated from the conven-
tional impression. While the mean marginal
discrepancy in both groups was within the
limits of clinical acceptability, this study indi-
cates that that with further evidence digital
impressions have the potential to eventually
become the gold standard for impression
making in fixed prosthodontics.

DR.JENNA MARCINCZYK;

Resident, Advanced Education in General
Dentistry, Virginia Commonwealth University

® DR.FRANCISCO T. CARLOS
Born in Texas, raised in Puerto Rico,
college and dental school in New England,
residency in Virginia, Air Force active

duty, and landed in a periodontal practice
in Falls Church, VA. Worth it to find the
| place I call home.
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ABSTRACT:
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PEPLA E, BESHERAT LK, PALAIA G, ET AL. NANO-HYDROXYAPATITE AND
ITS APPLICATIONS IN PREVENTATIVE, RESTORATIVE, AND REGENERATIVE
DENTISTRY: A REVIEW OF LITERATURE. ANNALI DI STOMATOLOGIA 2014,

5(3):108-114.

Purpose: Nano-hydroxyapatite has been
studied extensively in the medical field
due to its ability to bond to bone without
creating an inflammatory reaction and
stimulate osteoblast activity and therefore
bone growth. Its biocompatibility and im-
pressive characteristics make it a key area
of interest for preventative, restorative,
and regenerative dentistry. The authors
aimed to review current literature for its
use and success in dentistry.

Key Points:

*  Materials: The first toothpaste con-
taining synthetic nano-hydroxyapatite
(nano-HA) was marketed in Europe
in 2006. Rather than changing the
existing layer of enamel to increase
hardness as fluoride does, it formed a
new layer of synthetic enamel around
the tooth. Moshaverina, et al. found
that adding nano-hydroxyapatite or
fluorapatite to Fuji Il GC resulted in
improved compressive, diametral
tensile, and biaxial flexural forces and
improved bonding strength to dentin
after 1 and 7 days. Fluorapatite con-
taining Fuji Il continued to have high
mechanical properties and binding
after 7 and 30 days.

*  Remineralization: T. Schoppe, et al
noted improved remineralization
of enamel and dentin lesions after
using a nano-hydroxyapatite tooth-
paste as compared to those contain-
ing fluoride. Huang, et al. tested
microhardness of lesions to evaluate
remineralization by nano-HA under
cyclical changes in pH, finding that

nano-HA had the highest remineral-
izing capacity at pH < 7.0, thought to
be due to it being an excellent source
of free calcium as was measured in
the solution. Min, et al studied the
addition of nano-HA to sports drinks,
and showed that surface microhard-
ness was increased by nano-HA with
the best results found at 0.25% nano-
HA. Hangoo, et al discovered similar
results using beer as the solution.
Hypersensitivity: Orseni et al.
compared desensitizing dentrifices
containing 1.) 8% arginine, 1,450 ppm
Na2PFO3, 2.) 8% Strontium acetate,
1,040 pm NaF, 3.) 30% microaggrega-
tion of zinc carbonate HA,; all proved
effective as desensitizers. Browing
et al found that using a HA paste
significantly reduced the number of
days with sensitivity during active
H202 bleaching; however, sensitivity
was not completely eliminated.
Surgical: Masahiro et al. analyzed
nano-polymorphic crystalline HA
applied to microrough surfaces of
dental implants and showed these
implants had increased bone volume
within 50 pm of the implant; however,
past this point, the bone volume was
low. Singh et al. compared applica-
tion of nano-crystalline HA bone graft
material to open flap debridement
alone for treating bony defects.

The grafted sites showed statisti-
cally significant reduction in probing
depth, CAL gain, and percentage

of bone filling. Qu et al. found that
membranes formed by a composite

of nano-HA and polyamide 66 had

a higher initial proliferation of bone
marrow stromal cells. Other research
has looked to using a nano-HA paste
as a bone graft substitute and to
stimulate PDL cells.

Conclusions: The authors raise great
awareness about the current and future
applications of nano-HA in not only
implant dentistry, but also restorative and
preventative arenas. The cited studies
are promising, however more research
and sources appear necessary to support
these findings and make them routine ad-
ditions to the practice of dentistry.

DR.SUZIE SHEFFIELD;

Resident, Advanced Education in Gen-
eral Dentistry, Virginia Commonwealth
University

DR.LINDSEY E. HOSEK

Dr. Lindsey Hosek graduated from
University of Maryland Baltimore Dental
School in 2013. She currently works in
private practice with her father located in
Virginia Beach. They pride themselves on

being very technologically advanced and
offer same day crowns.
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ABSTRACT:

FUENTEALBA R, JOFRE J. ESTHETIC FAILURE IN IMPLANT DENTISTRY.

DENT CLIN NORTH AMERICA. 2015; 59 (1): 227-246.

Problem: Implants have historically been
categorized into success or failure based
on osseointegration, but esthetic success
is becoming a more important benchmark
now that implants are a routine compo-
nent in the dental armamentarium.

Purpose: To divide esthetic implant
failures into two categories — white-tissue
failures and pink-tissue failures and dis-
cuss how esthetic failures can be avoided
and treated.

Key Points: Osseointegration has re-
mained the main determinant in implant
success, which has currently is defined
as minimal bone loss and the absence of
both clinical mobility and radiographic
radiolucency. Failure in implant dentistry
should be redefined to not only include
loss of osseointegration, but also lack of
esthetic outcome.

*  Objective Value of Esthetic Failure:
PES/WES score (Pink Esthetic Score/
White Esthetic Score) from Cosyn
and colleagues, which used Belser's
WES score and modified Furhauser's
PES score setting esthetic boundaries
to success vs. failure.

°  Seven parameters of pink esthet-
ics were assessed on a 2 (best)-1-0
(poorest) score, including mesial

and distal papillae, soft tissue level,
contour, texture, color and alveolar
process deficiency.

°  Five parameters of white esthet-
ics were assessed on the same scale,
including tooth form, crown outline/
volume, color, surface texture and
translucency/characterization.

°  Esthetic failure is characterized
as <8 PES and <6 WES.

*  Pink tissue failure includes: facial re-
cession, gingival asymmetry, papillary
deficiency and gingival graying. This
can be avoided by considering:

°  Implant position — Three dimen-
sional implant placement consider-
ations should create an ideal emer-
gence profile by planning angulation
of the implant through the palatal
portion of the incisal edge of the final
restoration. The implant platform
should be 3mm apical to the gingival
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crest of planned restoration and the
center of the implant should be 3mm
palatal to the facial margin of the
final restoration.
o  For proper bony and gin-
gival architecture with side by
side implants, inter-implant space
should be no less than 3mm and
the distance from the base of the
proximal contact to the crest of
bone should not be greater than
5mm. To correct a black triangle,
proximal contacts should be
extended apically when soft tis-
sue and bony augmentation have
failed.
o  For anterior edentulous
spaces of three or more teeth, the
bone has a flat profile, so higher
esthetic results are achieved with
FPDs with ovate pontics to mimic
normal gingival architecture. Most
esthetic is as follows:
- Missing centrals and laterals:
1 FPD from lateral to lateral
- Missing canine to canine: 2
FPDs from canine to central
°  Risk of esthetic failure is higher
when implants are placed without
surgical guides. Surgical guides cre-
ated from a restorative wax-up are
non-ideal, as they do not consider
bony architecture, but using virtual
planning can merge both bony and
restorative considerations with higher
accuracy for guide fabrication.
°  Timing - immediate provision-
alization can be considered in cases
with primary stability, a thick biotype
and at least Tmm of facial bone thick-
ness. Otherwise, delayed provisional-
ization should be considered.
o If delayed, provisionals
should have increasing width
to slowly shape the soft tissue
until desired esthetic results are
achieved. The final restoration
should have the same emergence
profile, using a custom impression
coping to replicate the provisional
emergence profile.
°  Surgery should be minimally
invasive for best esthetic results,
maintaining at least 3mm of peri-
implant gingival thickness.
If a facial bone defect exists, grafting

is necessary to avoid recession.

°  Implant diameter <4mm pre-
serves facial bone and allows for
better esthetics.

°  Implant abutment should be nar-
rower than the platform to decrease
bone loss.

*  Patients with a thin gingival biotype:
°  For patients with a thin gingival
biotype, the body and shoulder of
the implant may need to be placed
more palatally to avoid gray color-
ation.

°  Connective tissue grafts should
be considered for gingival esthetics
in patients with a thin biotype.

°  Final restoration should be
zirconia abutment with all ceramic
crowns for thin biotype patients for
a more natural appearance. The neck
of the implant abutment can also be
stained with pink porcelain if needed
for gingival color.

°  Patients with a thin biotype may
benefit from undercontoured facial
aspects of the abutment and crown
to allow for maximum depth of facial
gingiva.

White tissue failures can always be cor-
rected, and should be managed with an
experienced lab and laboratory technician
as a team approach.

Clinical Usefulness: This article helps to
establish the most important aspects of
implant esthetics result from proper plan-
ning and implant placement for proper
bony and gingival architecture and help in
specific considerations for patients with

a thin biotype. If practitioners keep these
factors in mind, implant esthetics should
have a more predictable success rate.

DR.COLLEEN
C HAMBE RS, Resident, Advanced

Education in General Dentistry, Virginia
Commonwealth University
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NEEL E, CHRZANOWSKI W, SALIH VM, KIM H, KNOWLES J. TISSUE
ENGINEERING IN DENTISTRY.J DENT 2014; 42(8): 915-928.

Problem: When craniofacial tissue is lost
due to congenital abnormalities, trauma,
or infection, patients are left with physical
defects that can cause significant psycho-
logical turmoil. While improvements have
been made over the decades, successfully
restoring lost tissues in the head and neck
region continues to challenge researchers
and clinicians.

Purpose: The authors of this review
intended to educate readers with the
greatest achievements to date as well as
possible future endeavors for the field of
craniofacial tissue engineering.

Materials and Methods: The “PUBMED”
database was utilized to find applicable
journal abstracts and full text articles.
The following search terms were used,
individually and in combination: “dental

stem cells”, “guided tissue regeneration”,
“approaches”, “tissue engineering”,
“dentistry”, “strategies”, “dentino-pulp

complex”, “TMJ”, “whole tooth”, “oral
mucosa”, “salivary glands”, and “con-
dyle”. Emphasis was placed on topics
related to the causes of craniofacial tissue
loss, strategies and techniques used in
tissue engineering as a means to cranio-
facial reconstruction, achievements in the
field of tissue engineering in dentistry,
what materials are currently used, future
prospects, and present challenges.

Conclusions: Advancements in cell injec-
tion and cell induction therapies have led
researchers to the cell-matrix engineering
strategy, where a cell population (gener-

ally mesenchymal stem cells) is isolated
from a patient biopsy, allowed to differ-
entiate on a scaffold designed to recon-
struct the missing tissues, and then im-
planted onto the defect site. Success has
been seen regenerating the dentine-pulp
complex using this strategy. Replacing
periodontal tissues has also seen success
using biodegradable scaffold materials
along with tissue growth factors to induce
cell growth (as seen in guided tissue
regeneration and endogenous regenera-
tive technology), although results are still
unpredictable due to the complexity of
the tissues being replaced. Whole tooth
regeneration has been attempted in rats
using a scaffold in the shape of a tooth
seeded with cells from porcine third molar
tooth buds with some success, however
the size of the tooth did not follow the
scaffold. Engineering the appropriate
size, color, type of tooth, and surrounding
structures is still in developmental stages.
Other research is being conducted to
regenerate oral mucosa, facial muscles,
salivary glands, bone, and TMJ. Signifi-
cant progress has been made, but overall
is still in experimental phases as the
timing of cell differentiation and signaling
necessary growth factors and cytokines
of several different tissues becomes very
complex.

Significant changes have already begun to
take place in the field of dentistry due to
advancements in tissue engineering, but
much work is left to be done before large
scale bioengineered reconstructions can
be produced clinically. Challenges include

considering the safety of patients, since
even the successful results are often un-
predictable and unable to be reproduced
even in animal trials. Future research

is aimed at placing cell based implants
instead of metal-based ones, along with
regenerating all tissues associated with
the root of the tooth. The field of tissue
engineering in dentistry has much poten-
tial for progress in the future, and clinical
dentistry will continue to see permanent
changes as a result.

DR.CHRISTINA
COW L EY, Resident, Advanced

Education in General Dentistry, Virginia
Commonwealth University

DR.DONG HONG

“Don’t be a carpenter. Be a doctor.”
Finishing an extensive dental education
through GPR and prosthodontics, boosted

confidence to treat patients to return their
smile. I'm blessed to work as an associate
at offices in Northern Virginia and DC.

APRIL - JUNE 2015 19



§C|enh||c

VDA MEMBERSHIP TASK FORCE
SUMMARY REPORT:

AN ASSESSMENT OF FACTORS RELATED TO NON-RENEWAL OF
VDA MEMBERSHIP: PART II

Background

Drs. Julie M. Coe, Al M. Best,
Alfred Certosimo, Kyle Coble

Virginia Commonwealth University

Reprinted with permission from Services Marketing Quarterly, 2015

Membership renewals/retention is a critical issue to VDA's sustainability as the membership renewal rate as well as VDA market
share has been decreasing recently. The authors’ previous analysis of 2010 VDA membership data revealed that younger and newer
members in a large component were more likely not to renew their membership. The purpose of this study was to identify reasons
for non-renewals and what member benefits influenced the membership renewals.

Methods

A paired case-control design was adopted for this study. There were 337 cases who did not renew their ADA/VDA membership in
CY 2009, 2010, or 2011 and 337 controls randomly selected from 2873 current members. Cases and controls were matched based
on the predicted probability of renewal using significant predictor variables from our previous study. Data were collected between
November 2012 and May 2013. A total of 142 responses were obtained: 46 cases and 96 controls.

Results

Over sixty percent of cases mentioned that they decided not to renew because dues were too expensive. Over thirty percent men-
tioned that membership in other professional organization was more valuable. For both cases and controls, the following member
benefits influenced the membership renewal the most: participation in legislative effort, subscription to journals and publications,
and discount to CE. The respondents desired flexible options in the membership, more transparency on where the dues were

used, and flexible billing process.

Conclusions

Consumerism and competition among professional organizations are apparent. The membership retention may be best approached
as if retaining customers. Listen to diverse demands of the customers, carefully position ADA/VDA in the market place, and com-
municate the membership benefits more effectively. Also the study identified the most influential member benefits that the VDA can

focus their resources more strategically.

VDA Membership Task Force Summary
Report: Part | identified significant fac-
tors to ADA/VDA membership renew-
als.! Factors such as age, specialty, local
component, ADA years, VDA years, and
dues payment percentage were strongly
related to renewal while gender, race, and
practice type were not related to mem-
bership renewal. Non-renewals occurred
predominantly among those with ADA
membership years <5 years (81% renewal)
compared to those with 6-10 years (94%
renewal) and 11-15 years renewing (98%
renewal) (P = 0.0004). Sixty-nine percent
of all attrition occurred before 15 years
of ADA membership." This is similar to
Gruen et al.’s study where the authors
validated that the percentage of new
members and the membership’s core
service performance are the two most
critical factors to membership retention in
a professional membership organization.?

This study’s focus was to identify rea-
sons for membership non-renewals and
the ADA/VDA membership core service
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(member benefits) performance related

to the membership renewals. The specific

aims were to:

®  Obtain information about past mem-
bers who did not renew and reasons
for non-renewals

¢ Compare members who did not
renew with members who did renew
on perceptions of the membership
core services.

Methods

This study was approved by the VCU
Institutional Review Board. VDA's mem-
bership 2009-2011 membership rosters
were used to identify cases: members
who did not renew their membership
and potential controls: those renewing
their membership. The 2009 dataset had
3406 members listed, of whom 162 did
not renew. The 2010 dataset had 3394
members listed, of whom 114 did not
renew. The 2011 dataset had 3489 mem-
bers listed, of whom 128 did not renew.
These three files were merged together
by unique ADA member number, yielding

3783 individual members. There were 377
cases (non-renewals) with a valid email
and 2873 potential controls.

Selection of matched controls

Controls and cases were matched

using factors significant to membership
renewals: ADA total years, VDA total
years, age, specialty group, and pay
percentage. Specialty group was
collapsed to: GP, no specialty, or a non-GP
specialty. Pay percentage was grouped to
have three values: always zero percentage
(2009, 2010, and 2011), always full
payment, any other combination of
payment percentages.

In November 2012, invitations to the
survey were sent out via email through
the REDCap survey system.® Two email
reminders and one reminder in regular
mail were sent to non-responders.

Questionnaire
The survey was designed based on the
extensive literature review on previous



VDA MEMBERSHIP TASK FORCE SUMMARY REPORT continued

Table 1. Description of survey respondents and comparison to those invitees

§C|enh||c

Cases Controls Invited Cases Controls Invited
Characteristic N % N % % Demographics N % N % %
Matched characteristics Sex
Paygroup F 18 39 39 41 39
0% 37 88 10 M 28 61 56 58 61
reduced 9 20 15 16 41
Race
100% 34 74 73 76 48
American Indian 0 0 1 1 0
Specialty
Asian 8 17 15 16 16
GP 38 83 76 79 82
African American/Black 5 11 5 5 13
Specialty 7 15 19 20 14
Hispanic 0 o0 3 3 4
Other 1 2 1 1 4
Cases Controls White 31 67 67 70 67
Mean SD Mean SD Mean other 37 8 8 0
Age (years) 4342 1262 47.06 1123 4538 Component
ADA years 9.70  9.75 13.93 11.66 11.58 H-Northern Virginia 23 50 41 43 49
VDA years 829 9.22 11.49 10.26 8.51 B-Peninsula 1 2 5 5 5
E-Piedmont 37 4 4 6
ADA '?md VDA reports related to mem- 142 respo'ndents.'For D-Richmond 715 20 21 14
bership and published papers and books  the questions asking
related to professional association man- about ADA/VDA G-Shenandoah Valley 3 7 10 10 7
agement. It was pre-tested and VDA's membership years, the
feedback was also incorporated. question to a current C-Southside 1 2 3 3 3
member was worded as
Statistical Analysis “... years you have been F-Southwest Virginia 0 0 4 4 3
Comparisons between groups were per- a ... member” while
formed using a chi-square analysis orat-  the question to a non- A-Tidewater 3.7 9 9 13

test. Multivariate comparisons were made
using repeated-measures mixed-model
analyses using SAS software (SAS version
9.3 and JMP pro version 10, SAS Institute,
Inc., Cary NC). Statistical significance was
identified at alpha=<0.05.

Results Comparison between invitees
and respondents: non-response bias
Forty six out of 337 cases responded to
the survey and 96 out of 337 controls re-
sponded. To test for a non-response bias,
we compared the characteristics of the
responding cases and controls. There was
no significant difference between those
invited and those responding by specialty,
age, gender, race, ADA years, VDA years,
and component.

Characteristics of Cases and Controls
Table 1 describes characteristics of the

member was worded

as the number of years
“when you discontinued
your membership.”

This resulted in the years for the cases
were lower than those for the controls.
Twenty-four percent of the current
member respondents had reinstated
their VDA membership (23 out of 96)
and nine respondents indicated financial
considerations as a reason.

Questions to Cases/non-members

The most common non-renewal reason
(63%) was that the dues are too
expensive (Figure 2). However, more than
half checked multiple reasons. Of the 29
people who found dues too expensive,
nine also checked that “ADA/VDA did not
meet my expectation” or that “l can get
ADA/VDA member benefits elsewhere
without paying my dues.” Nine percent

(N = number of subjects)

of the respondents to the survey are also
members of the Academy of General
Dentistry.

To the question of what changes would
get them to renew, over half of those
responding indicated that they wished to
be able to join only selected levels of the
tripartite (Figure 3).

Core service performance: most

influencing membership benefits

For both members and non-members,

the following items have higher mean

influence scores than the other items:

journal subscriptions, discounts for CE,

and legislative efforts (indicated with

asterisk, Figure 4). No difference in

the core service performance between
Continued on page 22
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VDA MEMBERSHIP TASK FORCE SUMMARY REPORT continued

Table 2. I agree with ADA/VDASs views on political issues such as midlevel providers and

dealing with insurance companies.

Cases (non- Controls
members) (members)

Response N % N %
Yes 17 37 64 67
No 7 15 6 6
I am not very aware of 22 48 25 26
ADA/VDAs view on
legislative and regulatory
issues.
Total 46 95

(Note: chi-square p-value = 0.0026)

Figure 1. Questions to non-renews: What made you decide not to renew your ADA/VDA

membership?

I T I T I T . T . T .

Dues are too | am a member of ADA/VDA did not |intended to |do notfeel thatl | can get
expensive. another meet my renew but have am part of ADA/VDA
professional expectation.  not paid my dues ADA/VDA. member benefits
organization such yet. elsewhere
as AGD which | without paying
found more my dues.
valuable.
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VDA MEMBERSHIP TASK FORCE SUMMARY REPORT continued

Figure 2. Questions to non-renews: What change would make you renew?

60% -

50%

40%

Flexible options of
membership and dues  about where dues
(ability to join selected were used
levels of the tripartite)

members and non-members was found
(P = 0.0476). The items influenced
membership renewals independent of
each other (P < .0001).

Opinions regarding membership dues
and organized dentistry

Current members indicate “yes” 59%
(95%CI = 48.9 to 68.3%) of the time
whereas only 16% (95% Cl = 7.7 to 28.8%)
of non-members respond this way (P <
.0001). Both members and non-members
were then asked about a reasonable dues
level and these responses are summarized
in Figure 5. The final section asked ques-
tions about organized dentistry. Members
are twice as likely to agree with the politi-
cal views of VDA/ADA (Table 2).

Discussion/Conclusions

Both members (Controls) and non-
members (Cases) perceived dues to be
expensive. They may perceive the dues
“expensive” compared to other organiza-
tions or compared to benefits received

in exchange for the dues. Competition
with other professional organizations may
have affected the non-renewal. ADA/
VDA need to determine how to position it
from other competitors and communicate

Clear communication Flexible billing process More camaraderie
to collect dues or dues among fellow dentists
payment plan

30% |
20%
HEEEE N .

join ADA/VDA.

such as supporting that | desire participate in
network ownership/leadership
of ADA/VDA

the member benefits’ values compared
to those of the competitors to justify the
dues.

To improve member retention, ADA/
VDA need to focus on the most influential
member benefits such as journal subscrip-
tions, discounts for CE, and legislative
efforts. Flexible options in membership
would likely empower the members if the
current tripartite bylaws allow it. Clear
communication about where the dues
were used to the members will help jus-
tify the dues and increase transparency.

Conclusions

To better retain their members and mar-
ket share, ADA/VDA need to realize the
increase in consumerism and competition
in the professional organization member-
ship market and approach the member-
ship retention by listening to the custom-
ers’ (member dentists) diverse demands,
carefully repositioning ADA/VDA among
the competitors, and effectively commu-
nicating the member benefits in exchange
for the membership dues. Also this study
identified the most influential member
benefits so that the ADA/VDA can focus
their resources more strategically.

Have no intention to Providing member only
benefits or discounts

gCIEI‘lEIIIC

Provide more
opportunities to
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Figure 3. Core Service Performance
How much did each benefit influence you to decide wheather or not to renew ADA/VDA membership? (VAS: 1-100)

lso
® Current member (Controls)

B Non-renews (Cases)
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Participation in  Subscriptionto  Discount to CE  Service related to  Networking  Discount to VDA Service related to
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legislative effort ADA/VDA programs access to library  opportunity  endorsed vendors practice
to journals, resources including (i.e. life management (i.e.
promote/protect newsletters, and mentorship insurance,  selling and buying
dentistry at state other program member a practice,
and national level  publications retirement plan, contract analysis)

travel discount)

(ltems with * indicates that there is a significant difference between control means and cases means.)

Figure 4. Opinions about membership dues
If the current tripartite dues prohibit you from renewing your membership with ADA/VDA, what would be the reasonable
dues to maintain your membership?

H Current Member (Controls)

M Non-renews (Cases)

Different levels Transparency $500 Current dues $750 Dues are not
of membership of where the are reasonable the reason that
canhelp (i.e.  dues were if ADA/VDA | did not renew
options of used will be offers a my
choosing sufficient to payment plan. membership.
benefits | want  justify the
and pay dues dues.
accordingly).
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vdaclassifieds.org

VDA Classifieds offer four ad types:
JOBS, Products and Services, Practice Transitions and RESUMES

VDA Member Pricing: FREE ads (start posting today)
Non-Member Hassle-Free Pricing: $50 a month per ad
(Resumes are free for everyone)

Go to www.vdaclassifieds.org to place your ad today!

Need Help? Contact, Shannon Jacobs at jacobs@vadeental.org or 804-523-2186
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process seamless and
the staff was great!
Everything we asked,
they delivered!

A great experience.

-Drs. Menaker & Rodney, DDS
www.SmileCharlotte.com

Dentists everywhere will tell you the same thing — we put our customers first. That’'s part of
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Prium Non Nocere (“above all, do no
harm”) is the principle precept of Medical
Ethics and is also found within the ADA's
Principles of Ethics and Code of Profes-
sional Conduct under “Nonmaleficence”.
The Principle of Nonmaleficence in brief
states that the dentist has the obligation
to provide the patient with proper diag-
nosis and treatment and to refer when
necessary.

Today'’s patients have a higher “dental
Q" than ever before and also have higher
expectations regarding the treatment
that they receive. There are many reasons
which govern whether a procedure is
performed by a general practitioner or if
that procedure is referred to a specialty
practice, but one’s personal economics
should never enter into the equation.
Likewise the patient’s trust in the general
practitioner and fear of being referred to
an unknown provider should not sway a
dentist to perform a procedure that he or
she otherwise would refer. The practitio-
ner has an ethical and legal obligation to
self-assess and decide if he or she has the
expertise needed to manage a particular
dental malady in a timely and predictable
fashion. Every dental specialty associa-
tion offers guidelines to the dental com-
munity concerning when it is prudent to
treat or to refer a patient. And any local
specialist would be happy to provide their
general practitioners with lectures that
review their specific specialty’s guidelines.

In general, reasons for a referral should
be based on the level of difficulty associ-
ated with the treatment procedure for
that specific case, the dentist’s personal
level of expertise and confidence, the
patient’s medical history, and/or the
patient’s level of anxiety. Conditions
specific to a patient such as a heightened
gag reflex or limited opening, could make
procedures, that otherwise would appear
to be routine, very complicated. Proper
diagnosis is paramount because only
then can proper treatment follow. If the
diagnosis was wrong, any treatment ren-
dered, no matter how clinically excellent,
is in reality a failure. This could lead to a
patient’s loss of confidence in the dentist,
the procedure, and in the dental profes-
sion. State of the art technology, instru-

ments and the utilization of novel materi-
als are no replacement for clinical skill and
experience but are rather adjuncts that

a practitioner can employ to reach a de-
sired goal. It is imperative that a careful
sequence of case selection and treatment
planning be carried out based on the
clinical presentation and the dentist’s own
knowledge of his or her abilities and limi-
tations'. The bottom line, as mandated
by the ADA and VDA, is that the practic-
ing dentist must be able to provide the
patient with a level of care or competence
that is consistent with the specialists

who provide that same care in that same
geographic area (this is The Standard of
Practice). If a case exceeds one's training
or comfort zone or the general practitio-
ner simply feels that it exceeds a personal
level of competence, the patient should
be referred. For a reasonable patient,
who respects his or her dentist’s judg-
ment and diagnostic skill, when time is
taken to explain why a referral is neces-
sary, the patient should be appreciative of
the referral. The proper referral will actu-
ally allow the dentist more time for other
procedures and will enhance the patient’s
satisfaction and ultimately the doctor
-patient relationship. The patient and the
practice of dentistry will ultimately benefit
from the ideal and proper treatment that
is afforded to our patients.

In order for a referral to be a positive ex-
perience for the patient, general dentists
need to have a good working relationship
with each specialist to whom they refer.
Most specialists will go the extra mile to
treat an emergency patient in a timely
manner. It should be understood however,
that providers who regularly refer difficult
cases will receive a scheduling priority
and providers who only refer cases that
had inadequate diagnosis or treatment,
and want the specialist to “bail them out
of trouble” generally will not receive top
priority. A referring dentist should keep
the specialist informed (verbally or in writ-
ing) of the suspected diagnosis, patient-
specific nuances, treatment plan, what
you anticipate as a treatment outcome, as
well as what you have already discussed

1 Law A.S., Withrow J.C.,
ENDODONTICS Colleagues for
Excellence Spring/Summer 2005

THE ETHICAL DILEMMA:

TO REFER OR NOT TO REFER
Dr. Thomas J. DeMayo; VDA Ethics & Judicial Affairs Committee

with the patient. Following any specialty
treatment the general dentist should
schedule a follow-up appointment with
their patient. Of course the specialist
should always provide a report following
any treatment that includes appropriate
information (as necessary) i.e. pre-op and
post op images, histological diagnosis or
the potential need for future procedures.

Advances made in dentistry have allowed
our patients to maintain a functioning
dentition for a lifetime, and any treatment
alternatives that we offer our patients
must have their wellbeing and health

as our primary goal. We must always
honestly assess our own level of exper-
tise with regard to every patient’s unique
treatment needs, and determine when to
treat and when to refer.
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In my previous chapter of life | spent 14
years on the school board and for the
past 37 years have served as an adjunct
faculty member at Virginia Common-
wealth University School of Dentistry.

Assessment is a popular mantra in the
field of education at all levels. The Stan-
dards of Learning (SOLs) were introduced
in the '90s, established and measured to
provide objective evidence that students
were learning and tax payer dollars were
being used effectively. Dental students
are required to complete numerous as-
sessments to assure high standards, which
include very specific metrics, to evaluate
their performance. It is important for the
student to learn self-assessment techni-
cal skills in preparing a tooth for a crown,
or when instrumenting and obturating a
tooth for an endodontic procedure. The
vast majority of dental education is oc-
cupied in teaching and acquiring technical
skills. Along with the intense technical
training, there is the delivery of a wide
field of knowledge to develop critical
thinking and judgment coupled with
technical skills.

Development of self-assessment skills

in the application of this newly acquired
knowledge and technical skills is essen-
tial, as no one will be looking over their
shoulder as they deliver care to their pa-
tients after graduation. An ever changing
knowledge base after graduation requires
all health care professionals to regularly
apply a method of self-assessment and
ask the difficult question, “Am | current
with state of the art knowledge and tech-
niques in my profession?”

As | currently work in the field of practice
transitions and development | have real-
ized that upon graduation we enter the
world of private practice and often don't
transfer those technical self-assessment
skills learned in dental school to all phases
of our practice and business. Govern-
ment, insurance and corporate forces are
all having an impact on our profession
and how we function and continue to be
successful as professionals and business
entities. | am experiencing a wide range
practice models throughout Virginia that
have stimulated me to raise the flag for
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an objective assessment process to evalu-
ate the health of your practice BEFORE
you enter into any action plan for change,
development or growth.

Often assessment is based upon a “feel-
ing” or “I think” instead of well-defined
standards, factual data or criteria. The
reality of any business is it has three
components: cost, quality, and service.
As owners of dental practices we would
do well to build a template that allows for
an objective assessment of these three
areas. This can be a major undertaking
and may require outside resources where
your knowledge and skill level may not
allow you to complete a comprehensive
office assessment. One of the greatest
limitations of practices reaching their full
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