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EditorEditor

The D Word
Kerry K. Carney, DDS, CDE

T
here are transformative moments 
in life. Moments when something 
that is said or read or seen 
sticks in one’s mind. From that 
moment forward, something is 

changed. The transformative moment 
can be as casual as hearing a respected 
friend articulate the relative importance 
of a dentist’s cancer screening: “If we miss 
caries, we can lose a tooth. If we miss 
cancer, we can lose everything.” It can be as 
personal as reading your grandparents’ love 
letters. It can be as fl eeting as glimpsing 
the low water level in Lake Shasta in 
2015. These are brief experiences that 
stay with us. I will never do an oral exam, 
contemplate beloved grandparents or think 
of everyday water use the same way again.

Lake Shasta is the largest reservoir 
in California. Water levels there now 
rival the historic low levels of 1976-
77. After seeing that shrunken body 
of water, it is hard to feel the same way 
about the precious commodity that fl ows 
from the tap at home or at the offi ce.

In California, we enter the 2015 
water year after four years of drought.1 
Of California’s population of 38 
million, more than 37 million are 
experiencing severe drought conditions.1 
Conservation of existing water supplies 
can be addressed in three ways: quality 
acceptability, behaviors and equipment.

Using drinking-quality water for 
anything other than ingestion might be 
considered extravagant in some areas of the 
world. This drought is forcing us to look 
at downgrading the quality of the water 
that is not ingested or used for hygiene 
purposes. Grey water systems are becoming 
more common for landscape irrigation 
but there are few other opportunities to 
switch to grey water in the dental offi ce.

Behaviors are hard to change. We all 
struggle to help our patients change their 
oral hygiene behaviors and improve their 
oral health. Changing water-use behaviors 

is equally diffi cult. When water is left 
running during toothbrushing, the water 
loss can be somewhere around 2.5 gallons 
for each occurrence (assume the faucet is 
a 2.5 gallons per minute (gpm) low-fl ow 
faucet and that the time spent brushing is 
one minute). At the plaque control station 
of a small dental offi ce, that behavior could 
account for at least 10,000 gallons a year 
(2.5 gallons times 16 patients a day, fi ve 
days a week, 50 weeks a year). That is a lot 
of water to watch fl ow down the drain.

There is a lot of hand washing in 
a dental offi ce, too. When water is left 
running during hand washing, the water loss 
could be somewhere around 6,666 gallons 
per year (assume 20 seconds per wash, 32 
washes among the dentist, the assistant 
and the hygienist seeing 16 patients a day). 
Between hand washing and toothbrushing, 
a small dental offi ce could save around 
17,000 gallons a year with behavior changes. 
For comparison, the average backyard 
swimming pool holds 15,000 gallons. That 
is a conservative estimate for a small offi ce. 
A large, very busy dental practice could 
realize that water savings many times over.

Changing staff and patient behavior on 
such a simple thing as water conservation 
in the dental offi ce can save a remarkable 
amount of drinking-quality water.

Dental offi ce equipment changes 
can also help conserve water. The same 
water-saving equipment changes that 
are recommended for households can be 
implemented at the dental offi ce: low-fl ow 
faucets, toilets and effi cient dishwashers 
and washing machines. However, 

dentistry has some unique opportunities 
for water savings. Recent research projects 
signifi cant water savings by an industry-
wide change in the equipment used for 
dental offi ce vacuum pump systems.2

A 2012 report was prepared for the 
California Urban Water Conservation 
Council. It compared one manufacturer’s 
dry vacuum pumps, the basic once-
through liquid ring vacuum pumps 
and liquid ring pumps with a partial 
recovery water recycling system.2

The analysis estimated that dry vacs 
make up about 15 percent of the vacuums 
installed in dental offi ces in California. The 
report assumed 70 percent of the wet vacs 
were once-through and 15 percent were 
partial recovery recycler equipped wet vacs. 

Two scenarios were postulated. One in 
which half of the wet vacs were replaced 
with dry vacuum pumps and half with 
partial recycled liquid ring pumps. In that 
case, the anticipated water savings was 
8,769 acre feet per year (af; an acre foot is 
equal to approximately 325,851 gallons).

In the second scenario, all the liquid 
ring vacuum pumps were replaced with 
dry vacuum pumps. In this case, California 
could be expected to reduce its annual 
consumption by 10,586 af per year. That 
equals more than 3.4 billion (with a B) 
gallons of water. That water could fi ll 
approximately 230,000 swimming pools. 
For comparison, that amount of water is 
equal to the entire year’s water allotment 
for my town, a small Northern California 
town that includes a water-thirsty 
refi nery and a population of 28,000. 

Between hand washing and toothbrushing,
a small dental office could save around
17,000 gallons a year with behavior changes.
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Granted, 10,586 af represents literally 
a drop in the bucket (0.6 percent) when 
compared to Lake Shasta’s present 
capacity of 1.9 million af. Yet 10,586 af 
is a signifi cant contribution to be made 
available from just one segment of the 
commercial users: dentistry. The report 
indicated that “some California water 
agencies already have rebate programs 
for dry vacuum pumps or mechanisms 
such as customized rebate programs for 
CII customers who can handle rebates for 
dry vacuum systems. However, it appears 
the activity level of existing programs 
for dry vacuum systems is very low.”2

When we fi rst set up our offi ce, my 
knowledge of dry vacuums and wet 
(ring) pumps was superfi cial. I knew that 
the business end of the vacuum made it 
possible to work in a wet environment. 
I knew that in the basement there was a 
machine that I hoped to never become 
familiar with. I knew that ring pumps had 
a price and lifespan half that of dry vacs.

By the time my wet vac fi nally died, I 
had done a little more research and decided 
to invest in a dry vac. At the time, I was 
concerned with the savings in water and 
sewage charges over time. But now, after 
seeing Lake Shasta’s shrinking waterline, I 
understand the moral imperative of every 
Californian to conserve water not just 
at home but at work, in our practices. 

Shakespeare wrote that the quality 
of mercy is not strained; it droppeth as 
the gentle rain from heaven. However, 
in California in 2015, the quantity 
of water is strained and every water 
district would appreciate our small 
mercies in water conservation. ■

REFERENCES

1. http://drought.unl.edu/Planning/DroughtPlans/StatePlanning.
aspx?st=ca.
2. Water Use in Vacuum Pump Systems and Viability for a 
Water Conservation Best Management Practice in California an 
Investigation for the California Urban Water Conservation Council 
By James Fryer, environmental scientist, jfryer.iwrca@gmail.com 
December 2012.
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Impressions

The Cost of Ignorance
David W. Chambers, EdM, MBA, PhD

Dentists and lawyers bill differently. Fee-for-service 
means that an MOD is charged at $150, regardless of 
whether it was easy or diffi cult or whether it was done 
well or poorly. Lawyers bill by the fraction of an hour, 
regardless of what they were doing during that time. I 
have always fretted that neither system is quite right, but 
I know of no practical way of capturing value added. 

What particularly irks me about lawyers is that they 
learn on the client’s nickel. I have to pay for an attorney 
to study precedents and get smart about the applicable law. 
I think patients would be skittish of a dentist who says, 
“I really have never placed an implant in the zygomatic 
space so I will have to read the literature on that topic. 
I fi gure I should charge you about $750 for that.”

Dentists are supposed to know or refer. But dentists do 
need to update their knowledge and there are costs associated 
with this. The ethical issue is who should bear these costs.

Health care professionals generally have three ways 
to update their knowledge: the literature, their own 
experience and advice from peers and commercial sources. 
Research on physicians has shown that the most powerful 
infl uence, measured in terms of propensity to change 
practice behavior, is the latter. Going to C.E. courses to 
hear what experts think about the literature they have read 
or the results they have achieved on atypical patients is 
not inexpensive. The hall talk is often invaluable as a way 
of fi nding out about what ads and studies do not report. 

In my own research on innovation among practicing 
dentists, the No. 1 lever for self-improvement is trial and error. 
I have nothing particular against trial. And if we could use a 
kinder term, “diffi culties” or “small and correctable unexpected 
outcomes” are actually very valuable learning opportunities. 
There is a sort of “secondary wisdom” that guides the primary 
learning. Negligence, malfeasance and obsolescence are some 
of the terms we use to describe a shortfall on this wisdom 
about the imperative for continuous self-improvement. 

There is an old story about a curmudgeon who kept the 
power plant in a small town going until he retired. Four 
months after the new guy showed up, the whole system 
went down and all the obvious fi xes were ineffectual. The 
veteran was called back. He looked things over, took a huge 
wrench and wacked the machinery. That worked great. The 
city fathers were grateful, but none too pleased with the bill 
at $501. “For beating the thing with a pipe,” one politician 
complained. “I want to see an itemized bill.” The reckoning 
came: “Hitting machinery: $1; knowing where to hit: $500.”  ■

David W. Chambers, EdM, MBA, PhD,  is professor 
of dental education at the University of the Pacifi c, Arthur 
A. Dugoni School of Dentistry, San Francisco, and editor 
of the Journal of the American College of Dentists.

The nub:

1. Knowing what you don’t 
know is valuable.

2. Finding out about what you 
don’t know is a professional 
obligation.

3. The patient should never 
bear the cost of what you 
don’t know. 
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Study: Protein That Helps 
Suppress Tumors Fades 
With Age 

Researchers at the University of 
California, Los Angeles, have found that a 
protein that serves as a suppressor of cancer 
diminishes in skin and mouth epithelial 
cells as the human body ages, according to 
a new study. In the new report, researchers 
showed that the level of p53 — a tumor 
suppressor protein known as “the guardian 
of the genome” because of its involvement 
in DNA repair, cell cycle regulation and 
cellular deterioration — diminishes during 
replicative senescence and oncogene-
induced senescence (OIS) in normal human 
keratinocytes in vitro as well as in epithelial 
layers of human oral mucosa by aging in vivo.

The researchers obtained normal human 
oral epithelia (NHOE) from 20 healthy 
individuals at different ages. These tissues 
were subjected to paraffi n embedding 
and immunohistochemical staining was 
performed against p53, the authors wrote. 
They found that the p53 protein expression 
decreased in an age-dependent manner as 
high numbers of p53 positives were seen in 
the below 40s age group, a mixture of p53 
staining patterns was observed in the 40s to 
60s age range, and almost a complete loss 
of p53 positives was observed in individuals 
in their 60s and above, the report states.

“Looking at ways to maintain levels of 
p53 as one ages may provide a therapeutic 
clue to preventing cancer development,” 
said No-Hee Park, DMD, PhD, dean of the 
UCLA School of Dentistry, in a news release.

Previous studies have shown that 
p53 accumulates in large quantities as 

connective tissue cells, called fi broblasts, 
age and stop dividing. It has been believed 
that the accumulation of p53 causes cells 
to stop dividing, which prevents out-of-
control cells from growing into tumors.

“Inasmuch as approximately 90 percent 
of human cancers are originated from 
epithelial cells, we suspect this may have 

to do with the increased incidences of 
skin and oral cancers in elderly patients,” 
said Reuben Kim, DDS, PhD, an associate 
professor at UCLA Dentistry and a co-
corresponding author of the study. 

For details, see the full study 
published online ahead of print in the 
journal Aging Cell, July 1, 2015.

O C T .  2 0 1 5   I M P R E S S I O N S 

Neutrophils in Oral Cancer Metastasis
An abnormal immune response or “feedback loop” could very well be the 

underlying cause of metastases in oral cancers, according to one of the authors of 
a new study published in the journal Cancer Immunology Research. 

Researchers analyzed the eff ects of neutrophils, immune cells commonly found 
in saliva and the oral cavity, in the invasion of oral squamous cell carcinoma 
(OSCC) using a combination of conditioned media, direct and indirect co-culture 
of human peripheral blood neutrophils and UMSCC47 cells (OSCC cell line), the 
authors wrote. Like other immune cells, neutrophils secrete a group of molecules, 
including TNFa that regulates how the body responds to infl ammation.

The study found that oral cancer cells secreted IL8, another infl ammatory 
mediator, which activates neutrophils, eff ectively establishing a massive immune-
response buildup or “feedback loop.”

The researchers found that the immune-response loop resulted in increased 
invasive structures known as “invadapodia,” used by the cancer cells to invade 
and metastasize.

The results show that “neutrophils increase the invasiveness of OSCC through 
the activation of invadopodia and matrix degradation, suggesting a paracrine 
activation loop between the two cells,” the authors concluded, noting that “the 
presence of neutrophils in the oral environment may modulate the clinical 
behavior of OSCC.”

“If we understand how the immune system interacts with the cancer we can 
modulate the immune response to acquire an anticancer response instead of a 
pro-tumor response,” said corresponding author Marco Magalhaes.

For more, see the study in the journal Cancer Immunology Research, 
published online fi rst June 25, 2015.
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Teeth Reveal Lifetime Chemical Exposures 
A recent article in the journal Nature Reviews Neurology discusses the 

potential long-term implications of excessive iron intake in early life and how 
teeth may be a method for retrospective analysis. 

“Teeth are of particular interest to us for the measurement of chemical 
exposure in fetal and childhood development: they provide a chronological 
record of exposure from their microchemical composition in relation to 
defi ned growth lines, much like the rings in a tree trunk,” said Manish Arora, 
BDS, MPH, PhD. “Our analysis of iron deposits in teeth as a method for 
retrospective determination of exposure is just one application: we believe 
teeth have the potential to help track the impact of pollution on health 
globally.”

The authors explain that “high levels of redox-active iron in the brain 
have been associated with neurodegenerative disorders, most notably 
Parkinson disease,” but that a gradual increase in brain iron seems to be a 
feature of normal aging. “Increased brain iron levels might result from intake 
of infant formula that is excessively fortifi ed with iron, thereby altering the 
trajectory of brain iron uptake and amplifying the risk of iron-associated 
neurodegeneration in later life,” the authors wrote. 

While not all formula-fed babies will experience neurodegeneration in 
adulthood, the combination of increased iron intake during infancy with a 
predisposition to impaired metal metabolism, such as the inability of brain 
cells to remove excessive metals, may damage those cells over time. In the 
article, authors also call for evidence-based optimization of the chemical 
composition of infant dietary supplements.

For more, read the “Perspectives” article published online June 23, 2015, 
in Nature Reviews Neurology.

Oral Microbiome Study Uncovered Markers for RA 
A recent metagenome-wide association 

study on the oral microbiome found that 
oral and gut microbiomes are perturbed 
in rheumatoid arthritis (RA) and partly 
normalized after treatment. The results 
show that the gut and oral microbiome 
are involved in the pathophysiology 
and management of RA and provide 

shotgun sequencing and a metagenome-
wide association study (MGWAS) of 
fecal, dental and salivary samples from 
a cohort of individuals with RA and 
healthy controls. They observed dysbiosis 
changes in the gut and oral microbiome 
partially restored after treatment with 
disease-modifying antirheumatic drugs 
(DMARDs), according to the study.

The researchers also found that 
Haemophilus sp. is depleted in RA patients 
at all three gut and oral sites and negatively 
correlates with RA auto-antibodies, 
while Lactobacillus salivarius is over-
represented in RA patients at all three 
sites, especially in the very active cases. 
The study indicates that fecal, dental and 
salivary microbial markers could all be 
useful for the diagnosis and management 
of RA, while the oral microbiome 
might be more sensitive to DMARD 
treatment than the gut microbiome.

While metagenome-wide association 
studies have used to study gut microbiome 
for type II diabetes, colorectal cancer, 
etc., this is the fi rst study on dental and 
saliva microbiomes. A comprehensive 
understanding of the RA-associated 
microbiome holds promise for new 
advancement in RA pathophysiology, as well 
as early diagnosis and precision treatment. 

For more information, see the 
study published online in Nature 
Medicine, July 28, 2015.

indication for developing microbiome-
assisted personalized treatments.

Bacterial infection has long been 
suggested to relate with RA, however, the 
identity and functional capacity of the 
RA-associated bacterial agent(s) have 
been largely unclear. In the new study, 
researchers carried out metagenomic 
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Computer-Based 
Technology May Improve 
Facial Transplants

After several years of research and 
collaboration, physicians and engineers at 
Johns Hopkins and Walter Reed National 
Military Medical Center say they have 
developed a computer platform that 
provides rapid, real-time feedback before 
and during facial transplant surgery, which 
may someday improve face-jaw-teeth 
alignment between donor and recipient.

Facial transplants have led to the 
improvement of patient survival and 
enhancement of physical appearances. 
However, current surgical methods often 
leave patients with some undesired residual 
deformities and abnormalities in function. 
Authors of an article published in the 
journal Plastic and Reconstructive Surgery 
describe a new computer-assisted platform 
used in mock surgeries performed on plastic 
and cadaveric human donor/recipient pairs. 
Called the computer-assisted planning 
and execution (CAPE) system, the new 
platform should make it less likely to 
misalign the new set of bones, jaw and 
teeth, and prevent other reconstructive 
abnormalities for patients with severe 
craniofacial trauma, the researchers report. 

Using information from CT scans, 
the donor’s anatomy is matched to the 
recipient’s anatomy in an effort to optimize 
form, or appearance, and function, such 
as chewing and breathing, according 
senior author Chad Gordon, DO. 
During surgery, real-time cephalometry 

(RTC) provides the surgeon with 
objective measurements and angles 
related to ideal jaw-teeth positions, with 
instantaneous visual feedback in the 
operating room unlike ever before.

“Every time the donor’s jaw-teeth 
segment moves during facial transplant 
inset, the computer recalculates its 
movements in comparison to the face 
transplant recipient, meaning the surgical 
team can have unprecedented visual 

data in achieving ideal alignment of 
the face, jaw and teeth,” Gordon said 
in the news release. The preciseness of 
the technology will likely reduce the 
need for patients to undergo revision 
surgery and will help to improve 
outcomes in various areas, Gordon said.

For more information, see the 
study in the journal Plastic and 
Reconstructive Surgery, August 2015, 
vol. 136, issue 2, pp. 350-362. 

Study: Alcohol Consumption Can Have Negative 
Impact on Gum Health

Aimed at determining the eff ect of alcohol consumption on the 
levels of subgingival periodontal pathogens as well as the levels of 
pro-infl ammatory cytokines in the gingival fl uid among individuals with 
and without periodontitis, a recent study has found that consumption 
of alcoholic beverages can have a negative eff ect on gum health.

Published in the Journal of Periodontology, the new study assessed a sample 
of 542 regular alcohol users, occasional drinkers and nondrinkers, both with and 
without periodontitis, and found that drinking alcohol can aggravate an existing 
case of severe periodontal disease or raise periodontal disease risk factors, 
according to a news release from the American Academy of Periodontology.

Researchers found that the severity of a regular alcohol user’s 
existing periodontitis correlated incrementally with the frequency 
of his or her alcohol consumption. These individuals were found 
to require additional periodontal treatment as well.

Additionally, the researchers evaluated the study participants’ clinical 
attachment levels. They reported that more frequently than the nondrinkers in 
the study, drinkers who did not have periodontitis presented clinical attachment 
levels of four millimeters or greater. Among participants, researchers also 
found drinkers without periodontitis exhibited a higher presence of plaque 
than their nondrinking counterparts. The authors noted that alcohol’s 
drying eff ect on the mouth may contribute to the formation of plaque.

For more on this research, see the study published online ahead 
of print in the Journal of Periodontology, June 11, 2015.

O C T .  2 0 1 5   I M P R E S S I O N S 
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The Tooth Fairy is leaving children 
in the U.S. an average of $3.19 per lost 
tooth this year, a decrease of 24 cents 
from last year, according to a recent 
survey by Visa. This marks the second 
consecutive year that the Tooth Fairy has 
reduced what she leaves under pillows. 

The survey also found that 32 percent 
of respondents reported that one dollar was 
left by the Tooth Fairy, the most common 

amount, according to the 
report. While nearly 20 
percent of respondents said 
that the Tooth Fairy left a $5 bill 
under the pillow, just 5 percent of 
households reported that the Tooth 
Fairy left $20 or more. On the other 
end of the spectrum, 10 percent of 
survey respondents said their child 
receives nothing from the Tooth Fairy.

Tooth Fairy Leaving 24 Cents Less in 2015

When it comes to comparing 
moms and dads, the survey found that 
for the second year in a row, fathers 
reported a far more indulgent Tooth 
Fairy, saying that she left nearly 30 
percent more than moms did: $3.63 
versus $2.87. Additionally, the annual 
survey reported that in the Northeast, 
one in four children received $5 or 
more while about one in 13 got $20 
or more, bringing the average amount 
in that area up to $3.56. And in the 
Midwest, the Tooth Fairy reportedly 
left an average of $3.13 per tooth while 
kids in the West and South got an 
average of $3.09 and $3.07, respectively.

The survey results are based 
on 4,027 telephone interviews 
conducted nationally between 
May 28 and June 21, 2015.

Variation in Rates of Secondary Cleft Lip 
and Palate Surgery  

For children with cleft lip and palate, the chances of undergoing secondary 
surgery vary depending on the center where they’re treated, according to a study in 
Plastic and Reconstructive Surgery — Global Open. The new study compared the use 
of secondary surgery between cleft centers and found that when secondary surgeries 
are performed, they don’t necessarily improve the child’s fi nal facial appearance.

“This study raises the important question of why variation exists between centers 
in the use of secondary surgery,” the authors wrote, explaining that “one hypothesis 
is that clinical outcomes of primary surgery diff er between centers, thus leading 
some centers to perform more secondary surgery in an attempt to achieve the same 
results other centers reach from primary surgery alone. The researchers note that 
their study did not include photos to assess the results of the primary surgery.

In the study, researchers analyzed 130 children undergoing surgery to repair cleft 
lip and cleft palate at four specialized centers. All patients had cleft lip/cleft palate as 
their only abnormality, unrelated to any congenital syndrome. The authors concluded 
that use of secondary lip and nasal surgery varies signifi cantly between cleft centers 
and that, “although the sources of this variation remain unclear, the eff ect is broad 
diff erences in a child’s burden of surgical care depending upon where they are treated.”

According to the study, these results highlight a need for additional studies to evaluate 
the effi  cacy and eff ectiveness of secondary surgery for children with cleft lip and palate.

See the full study in the journal Plastic and Reconstructive Surgery 
— Global Open, July 2015, vol. 3, issue 7, p. e442.
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Poor Oral Hygiene Habits 
and Hypertension Risk

In a recent study, researchers found 
that poor oral hygiene habits may be 
associated with an increased incidence 
of hypertension. Authors of the study 
hypothesized that oral hygiene promotion 
activities could have an effect on 
hypertension prevention or the degree 
of hypertension control, according to 
the report. Published in the Journal of 
Periodontology, the new study suggests 
periodontitis and hypertension may 
be linked by way of infl ammation 
and blood pressure elevation. 

Researchers examined the relationship 
between oral hygiene behaviors and 
hypertension using data from 19,560 
individuals in the Korea National 
Health and Nutrition Examination 
Survey (KNHANES). Hypertension was 
diagnosed in 5,921 study participants 
and identifi ed by an individual’s use 
of antihypertensive medication or an 
average blood pressure greater than 140/90 
mmHg, according to a news release. The 
authors evaluated the participants’ daily 
frequency of toothbrushing and use of 
secondary oral health products including 
dental fl oss, mouthwash, interdental 

brushes and electric toothbrushes 
and found that as the frequency of 
toothbrushing increased, the prevalence 
of hypertension decreased in multivariate 
analysis after adjusting for various factors, 
including the presence of periodontitis.

“Although this subject may require 
further study, the association between 
hypertension and periodontitis is 
reminiscent of the link periodontal 
disease shares with other systemic 
conditions, including diabetes and 

heart disease,” said Joan Otomo-
Corgel, DDS, MPH, president of the 
American Academy of Periodontology, 
in a news release. “Literature continues 
to support the idea that what affects 
a person’s mouth can affect his or her 
body and vice versa. Taking care of 
your teeth and gums is as essential to a 
healthy lifestyle as diet and exercise.”

For more, see the study in the 
Journal of Periodontology, July 2015, 
vol. 86, no. 7, pp. 866-873.

Wild Blueberry Extract Could Help Fight 
Gum Disease  

Researchers recently investigated the eff ect of extracts from a polyphenol-
rich lowbush blueberry, Vaccinium angustifolium Ait., against Fusobacterium 
nucleatum, one of the main etiologic components of periodontitis, and found the 
polyphenol-rich extracts could help prevent dental plaque formation and could 
lead to a new therapy for periodontitis and a reduced need for antibiotics.

In the new study, published in the American Chemical Society’s 
Journal of Agricultural and Food Chemistry, researchers found that the 
wild blueberry polyphenols, which work against foodborne pathogens, 
successfully inhibited the growth of F. nucleatum, as well as its ability to 
form biofi lms. They discovered that the extracts also blocked a molecular 
pathway involved in infl ammation, a key part of gum disease. 

In a summary of the study, the authors explained that phenolic acids, 
fl avonoids (fl avonols, anthocyanins, fl avan-3-ols) and procyanidins made 
up 16.6 percent, 12.9 percent and 2.7 percent of the blueberry extract, 
respectively. The blueberry extract’s antibacterial property may result from 
the ability of blueberry polyphenols to chelate iron, the authors wrote.

In addition, a pretreatment of macrophages with the blueberry 
extract (62.5 μg/mL) inhibited the secretion of IL-1 , TNF- , and IL-6 by 
87.3 ± 1.3, 80.7 ± 5.6, and 28.2 ± 9.3 percent, respectively, following 
a stimulation with F. nucleatum. Similarly, the secretion of MMP-8 and 
MMP-9 was also dose-dependently inhibited, the authors wrote. 

The researchers said in a news release that they are developing an oral device 
that could slowly release the extract after deep cleaning to help treat periodontitis. 

For more information, see the study in the Journal of Agricultural 
and Food Chemistry, 2015, 63 (31), pp. 6999-7008.
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along with examples of collaborative 
treatment. My classmate, Cindy Lyon, 
RDH, DDS, EdD, in her article, 
“California’s Clinical Dental Team: 
Evolving Together With an Eye to the 
Future,” takes us back to 1860, a time 
when dentists worked alone and did not 
have the benefi t of dental assistants or the 
ability to refer to specialists. Since then, 
the clinical dental team has evolved in 
ways those early practitioners could not 
have imagined. In California, we have 
some of the most highly trained dental 
team members in the nation. We know, 
not only from our own experience but 
corroborated by research, that delegating 
care to dental assistants and hygienists 
benefi ts practices and patients, positively 
impacting effi ciency, number of patient 
visits and practice income.1 California has 
also just established a dentist-led model 
of dental care that utilizes telehealth 
technology and specially trained dental 
team members to provide access to 
comprehensive care to underserved 
populations located in community 
sites, such as Head Start and nursing 
homes (the virtual dental home).

Today, the term “solo practitioner” 

W
e’ve come a long 
way, baby, since I 
started working as 
a dental assistant 
at the age of 15 

in my hometown, Ketchikan, Alaska. 
A friend of my parents’ asked me to 
work in his dental offi ce and my fi rst 
reaction was, “No way, that would 
be gross!” Well, he convinced me to 
give it a try and today I am the owner 
of a periodontal practice, thanks to 
Dr. Aubrey Stephens. When I started 
working as a dental assistant in the 
late 1960s, dental assistants wore 
dresses, short dresses, so short that we 
couldn’t sit down and, consequently, 
we had no choice but to do stand-
up dentistry. When I did my dental 
hygiene training, our uniforms were 
white pantsuits complete with white 
caps. Those darn caps were a nuisance 
and kept bumping into the belt-
driven slow-speed handpiece. Yes, 
things have changed … thankfully!

In this issue, we offer a historical 
review of the dental team in California 
and a look at the extended circle of 
team members we have available today 
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is really a misnomer because we are 
surrounded by a support network — our 
dental team. Who is on your team? Do 
you have enough players for a hockey 
team, a cricket team or do you have 
enough to fi ll an entire football roster?

Corporate and group practice models 
are gaining popularity in dentistry today.2 
In these practice models, the owners and 
general managers may not be dentists. 
However, the dentist is always the head 
coach, the one determining the plays, 
calling the shots and directing the team 
in delivering the treatment play by play. 
The California Dental Practice Act 
requires that a dentist must diagnose 
dental disease and determine the best 
treatment. The team players execute 
scheduling of treatment, payment 
agreements, benefi t determination, 
billing, collection, assisting, education 
and communicating with patients. 
Further support is provided by supply 
reps, equipment technicians, software 
and IT assistance, legal and accounting 
fi rms, insurance companies and practice 
management groups. Kind of makes you 
want to go back to 1860 when things 
were much simpler! Today, practicing 
dentistry often involves collaboration 
with other providers as well. The special 
team enters the fi eld of play — dental 
hygienist, registered dental assistant in 
extended functions, dental specialist, 
lab technician, dental radiologist, oral 
pathologist, pharmacist, physician. Gee, 
it’s beginning to look like it takes a 
village, not just a team, to deliver oral 
care. The articles that follow present 
examples of the partnerships necessary 
to deliver optimum care to our patients.

In the article “Multidisciplinary 
Management of Severe Tooth Surface 
Loss: A Case Report,” the authors state, 
“Well-formed working relationships 
with an interprofessional team are 
invaluable to ideal outcomes for 

complex care cases.” They present 
a case that involved collaboration 
between medical and dental providers.

When I was working in my fi rst 
dental offi ce in Alaska, we had a visiting 
orthodontist who came by sailboat from 
Seattle. We also had an oral surgeon 
who visited from Anchorage during 
the summer months. There have been 
a couple of times during my career 
when I traveled to neighboring towns 
to provide periodontal care in general 
dental offi ces. Gregory J. Kolber, DDS, 
has authored an article that explains 
the traveling specialist of today and 
includes his personal experience as 
an endodontist along with an article 
by David Corradi, DDS, outlining 
his satellite periodontal practice.

Cynthia Valle-Oseguera, PharmD, 
and Eric G. Boyce, PharmD, in their 
article, offer examples and models of 
relationships between dentists and 
pharmacists that can enhance our 
knowledge and patient care. Their paper 
is followed by an informative piece by 
Elisa M. Chávez, DDS, and Amruta 
Hendre, DDS, titled “Caring for Older 
Adults With Complex Needs: Drafting 
an Interdisciplinary Team.” They provide 
invaluable information and resources 
to assist in navigating the health care 
system when providing dental treatment 
for our senior and special needs patients.

Finally, let’s not forget the invaluable 
resources available through CDA 
Practice Support. Can you imagine 
practicing without the indispensable 
benefi ts that membership has to offer?

Dental teams of today have greater 
talent, experience and diverse resources 
than when I started in dentistry. Teams 
of the future will fi nd it necessary 
to engage the circle of professionals 
surrounding them for assistance in 
diagnostics, treatment planning, 
education, research, management and 

delivery of care. Leadership skills will 
be vital for dentists as the team coach. 
J. Richard Hackman explains team 
coaching as a group process. “It involves 
direct interaction with a team that is 
intended to help members use their 
collective resources well in accomplishing 
work.”3 The dentists of the future are 
learning how to integrate with medicine 
and the larger health system through 
interprofessional education (IPE) and 
practice. The 2014 January, September 
and October issues of the Journal of the 
California Dental Association presented 
the necessity for interdisciplinary 
collaboration in health care and provided 
models being implemented in several 
California dental schools. Through these 
model programs, dental students have 
opportunities to partner with students 
from other health science schools such 
as medicine, nursing and pharmacy. For 
example, the University of the Pacifi c, 
Arthur A. Dugoni School of Dentistry 
and the University of California, San 
Francisco, School of Medicine are 
working together on an interprofessional 
program that enables medical students 
to rotate through Pacifi c’s Special Care 
Clinic. The medical students will garner 
a better understanding of how oral health 
care is delivered to the medically and 
developmentally compromised patient.4

We hope this issue will provide 
useful information and resources to 
support you and your team in succeeding 
at the sport of dentistry. Play on! ■

REFERENCES

1. Beazoglou T, et al. (2009). An Economic Study of 
Expanded Duties of Dental Auxiliaries in Colorado, ADA 
Health Policy Resource Center.
2. Kao R. (2014). Dentistry at the Crossroads. J Calif Dent 
Assoc, 42(2), 91–95.
3. Hackman JR. (2002). Leading Teams: Setting the Stage for 
Great Performances. Harvard Business School Press.
4. Boufi s C. (2015, Spring). Interprofessional Education at 
the Arthur A. Dugoni School of Dentistry: Learning About, 
With and From Other Healthcare Professionals. Contact Point, 
95(1), pp. 21–23.



C DA  J O U R N A L ,  V O L  4 3 ,  Nº 1 0 

 O C TO B E R   2 015  575

h i s t o r y

advocacy for the newly developed Triple 
Aim construct to optimize health care 
system performance by improving the 
patient experience of care (including 
quality and satisfaction), improving 
the health of populations and reducing 
the per capita cost of health care.2

As unsettling as this new practice 
environment may be, we’ve been 
through changes in dentistry together 
before, haven’t we? I’m reminded of 
this when I visit the 1860 dental offi ce 
exhibit in Columbia State Historic 
Park, maintained by Pacifi c’s Institute of 
Dental History and Craniofacial Study.3 
It’s been estimated that, at that time, 
only 15 percent of the nation’s dentists 
were dental school graduates benefi ting 
from instruction as we recognize it today.4 
Not until 1884, with the public welfare 
in mind, would California enact a state 
dental practice act.5 Almost all care 
was for urgent, acute conditions. The 

F
ew would deny that this is a 
pivotal time in our profession, 
with the dental landscape 
changing both here in California 
and across the nation. Our 

patients are becoming older and more 
diverse. Disease patterns are changing. 
Dental care utilization for children is 
steadily increasing while working-age 
adults are pursuing fewer services and 
overall dental spending is projected to 
remain fl at.1 In addition to challenge, 
there may also be opportunity in this 
changing marketplace. “The pressure 
to reduce costs will drive innovation, 
including exploring alternative care 
delivery models”1 and increased 
interprofessional partnership with 
medicine may improve coordination 
of oral and general health care models 
and strategies. Medicine shares 
this aspiration, as evidenced by the 
Institute for Healthcare Improvement’s 
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A B S T R AC T  California dentists enjoy some of the most well-trained clinical teams 
in the country. In these changing times, refl ecting on our collective history may help 
inform collaboration and innovation that will serve us well as we create new ways to 
care for our patients and thrive in our professional lives. 
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dentist worked alone, standing up. The 
patient expectorated into a spittoon 
(watch your shoes, Doc). The challenge 
of the day must have been to keep your 
horrifi ed patient in the chair just long 
enough to complete a painful, primitive 
procedure. Thankfully, the environment 
in which we provide care has undergone 
profound transformation since then.

In 1926, as follow-up to the 1910 
Flexner Report on medical education, 
the Carnegie Foundation for the 
Advancement of Teaching released a 
300-page report, Dental Education in 
the Untied States and Canada, authored 
by William Gies, PhD,6 who visited 
every dental school in the nation during 
academic year 1921-22. Dr. Gies, a 
Columbia University biochemistry 
professor interested in dental education, 
science and clinical applications, founded 
the Journal of Dental Research in 1919 and 
was instrumental in the formation of both 
the International Association for Dental 
Research in 1920 and the American 
Association of Dental Schools in 1923. 
At the time, the scientifi c foundation for 
dental practice was scant and standards 
for dental education and standardized 
licensure exams were ideas yet to 
become reality. Supremely infl uential, 
the Gies Report prompted important 
change around student experiences, 
accreditation, the integration of dentistry 
with medicine and the important role 
of research. Dr. Gies also voiced some of 
the same professional concerns that we 
wrestle with today when he cautioned 
the profession to hold itself to the 
highest standards of science, education, 
collaboration and accountability, with 
a steadfast focus on the public good.6 
These guiding imperatives are as 
important today as they were in1926, 
both challenging and inspirational.

In 1933, the fi rst national board dental 
examination was administered.4 By 1941, 

dental school accreditation standards had 
been published by the American Dental 
Association.4 Independent Northern and 
Southern California Dental Associations 
were chartered in 1923 and unifi ed in 
1973 to better support members.7 As a 
profession, in a short number of years, 
we’ve changed in countless ways to 
better meet our professional needs as 
well as the needs, and expectations, 
of our patients and communities. 

The allied professions with whom we 
partner today have been growing right 
alongside us, becoming more sophisticated 

and codifi ed. Our dental assisting 
colleagues were the fi rst to join us, coming 
into wide existence in 1885, a manpower 
paradigm pioneered by C. Edmund Kells, 
DDS, who was also instrumental in the 
invention of X-ray technology. With the 
addition of these “ladies in attendance,” as 
they were called, female patients were able 
to access treatment without a husband’s 
approval and accompaniment.8 The 
presence of these new team members not 
only made dental care more comfortable 
and effi cient, it proved a strategy for 
improved patient access and practice 
growth. The American Dental Assistants 
Association was organized in 1924 to 
advance the profession.9 In 1948, the 
American Dental Assistants Certifi cation 
Board was founded and the certifi ed 
dental assistant (CDA) was born.8

At home in California, the Legislature 
created the Advisory Committee 
on the Utilization and Education of 
Dental Auxiliaries in 1972, later to be 
known as the Committee on Dental 
Auxiliaries.8 Shortly after, in 1974, 
specifi c dental assisting duties and 
licensure categories came into being 
and have continued to advance.8

In 1972, beginning my career in 
dentistry as an assistant, I recall fi rsthand 
the loosely structured preceptor model 
that existed prior to such legislation. My 
only license was a radiology certifi cation. 
I was fortunate, my dentist employer had 
been a dental school faculty member who 
was clearly passionate about dentistry 
and enjoyed teaching others. During 
my work hours, from 3 to 7:30 p.m., 
the practice often focused on specialty 
procedures, which might be referred 
out today, clearly a nod to adjusting 
the standard day to accommodate 
patients’ work schedules and increase 
productivity. I have often appreciated 
the respect and reliance upon team, and 
the enthusiasm for patient care that this 
doctor demonstrated was an obvious 
infl uence on my personal career choice. 

Today, registered dental assistants in 
extended functions (RDAEF) have the 
broadest scope of practice among our 
dental assisting team members, along 
with the foundational knowledge and 
technical training to support this scope. 
Among their duties, they are licensed 
to place retraction cord and take fi nal 
impressions for indirect restorations, 
cement permanent indirect restorations, 
and place, contour and fi nish direct 
restorations under a dentist’s direct 
supervision.10 With the contribution of 
these advanced RDAEF skills, dentists 
can delegate many functions and provide 
care at the top of their own scope of 
practice, incorporating principles and 
techniques to make practice and care 

The Gies Report prompted 
important change around 
student experiences, 
accreditation, the integration of 
dentistry with medicine and the 
important role of research.
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“faster, easier, better, less expensive and 
more enjoyable” in the oft-quoted words of 
Gordon Christensen, DDS, MSD, PhD.11

Our dental hygiene colleagues have 
also traveled an interesting road to the 
present. Alfred Fones, DDS, recruited 
experienced professors in medicine, basic 
science, public health and dentistry to 
create the fi rst dental hygiene school 
in 1913, later to become part of the 
University of Bridgeport.12 These earliest 
dental hygiene graduates were educated to 
deliver care in traditional practice settings 
and, perhaps more important, to provide 
preventive care in the community and 
refer patients into the dental practice for 
restorative services. Dr. Fones confi rmed 
the success of this community health 
strategy through a fi ve-year demonstration 
project, which resulted in markedly 
improved children’s oral health with 
preventive care.13 With the advent of 
World War I, Dr. Fones’ dental hygiene 
class of 1917 became part of one of the 
earliest organized efforts to provide care 
for soldiers. They examined and cleaned 
the teeth of 600 soldiers, supplying each 
with home care instruction and referral 
to local dentists for restorative care.12

Dental hygiene educational 
accreditation standards were formalized 
in the 1950s and the National Board 
examination was instituted in 1962.14 
The journal of the American Dental 
Hygienists’ Association, Journal of Dental 
Hygiene (JDH), was fi rst published in 
1927 and stressed science as the basis 
for practice. Today 75 percent of JDH is 
comprised of research manuscripts.15

Among the nation’s early adopters 
of change, California certifi ed dental 
hygienists to deliver local anesthesia in 
1976.16 Although controversial at the 
time, today it’s hard to imagine halting 
your own patient treatment throughout 
the day to deliver anesthesia to facilitate 
your hygienist’s root planing procedures.

My fi rst position as a new dental 
hygiene grad was in 1978 with a young 
dentist working out of two operatories. 
He immediately saw the advantage 
of coordinating our schedules so that 
I might give anesthesia for not only 
my own patients, but often his as well. 
Certainly, this made us more effi cient; 
it also inspired me to refi ne my skills. 
He trusted me in a greater way, with the 
expectation that, more important than 
any other care I provided, my oral cancer 
exams should be regular, disciplined and 
thorough. I’ve never forgotten the weight 

of his statement and the responsibility 
he gifted me with, saying … “if we miss 
caries, we lose a tooth — if we miss 
oral cancer, we lose everything.”

The state has also been a leader 
in experimenting with improving 
scope of practice for dental providers 
and expanding the roles of our teams. 
Through Health Workforce Pilot 
Programs, we’ve undertaken 21 dental 
pilot programs since the early 70s.17 
Later pilot projects were implemented 
to advance registered dental hygienists 
in alternative practice (RDHAP) and 
teledentistry practices.17 With approval 
of RDHAP licensure in 1998, we’ve 
returned to Dr. Fones’ vision of the dental 
hygienist leveraging our ability to reach 
deeply into the community.12 By providing 
easily accessible preventive care and 

subsequent referral to our practices for 
targeted restorative procedures, skilled 
RDHAPs, often working in concert with 
medicine, are helping our profession bring 
care to a patient population that has 
historically been challenging to reach. 
Today’s teledentistry technology makes 
it possible for dental hygienists to gather 
and forward comprehensive diagnostic 
data (health and social history, hard and 
soft tissue charting, radiographs, photos, 
etc.) in advance of a patient’s visit to our 
traditional practice, allowing us to target 
and maximize our in-offi ce time with 
them (RDAEF2s, by current legislation, 
may also gather such information).18 
Together we are broadening our consumer 
base in responsible, quality ways while 
removing barriers to care for some of our 
most vulnerable patients, young and old. 

Participating in my rural county’s 
grant-driven, school-based screening, 
prophy and sealant program, I’m 
embarrassed to admit how shocked I was to 
encounter so many children suffering from 
rampant, full-mouth caries, often to the 
gumline … so different from those we care 
for in our private practices. By providing 
preventive care directly in our schools 
and referring children in need of urgent 
restorative care, a visiting hygienist with 
mobile equipment has made signifi cant 
contributions in the last 15 years to the 
improved oral health of our county’s 
school-age children. As the granddaughter 
of a 102-year-old matriarch with 31 teeth, 
I’ve appreciated, in an even more personal 
way, that delivery of care is not always 
about low dental priorities, compensation 
models or provider willingness to care 
for a patient with a fragile medical 
picture — sometimes it’s about a model 
of care that comes to the patient.

Today, fi nding ourselves at one of 
the most challenging crossroads in our 
professional history, it may be important 
to refl ect back on the sometimes-bumpy 

“If we miss caries, we lose a 
tooth — if we miss oral cancer, 
we lose everything.”
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pdf. Accessed Feb. 16, 2015.
17. Legislative and Executive Resource Handbook. The oral 
workforce in California. dental.pacifi c.edu/Documents/community/
special_care/acrobat/UOP_Issue%20Brief_Oral%20Health%20
Workforce%20in%20CA.pdf. Accessed Feb. 16, 2015.
18. American Dental Education Association. State Update. 
Governor of California signs teledentistry bill into law. www.adea.
org/Blog.aspx?id=25369&blogid=20132. American Dental 
Hygienists’ Association. 100 years of dental hygiene. www.adha.
org/timeline. Accessed Feb. 16, 2015.
19. Valechovic R. ADEA Charting Progress. Interprofessional 
collaboration benefi ts ADEA and its partners. 
adeachartingprogress.wordpress.com/2014/07/15/
interprofessional-collaboration-benefi ts-adea-and-its-partners. 
Accessed Feb. 21, 2015.
20. Drucker P. Managing in Turbulent Times. New York: Harper 
Paperbacks, 1980.
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road we’ve traveled together. The fi rst 
university-based dental schools were 
created independent of medical schools 
because of physicians’ misunderstanding 
of the importance of oral health to 
overall health and disregard for the 
dental profession’s origins, seen as 
overly infl uenced by commercialism 
and self-interest.6 Today, both medicine 
and dentistry value, and have codifi ed, 
diligent collaboration to provide 
authentic, interprofessional patient 
care.19 In 1902, the proposal of the new 
dental hygiene practitioner prompted 
one author to worry that this “partially 
educated subspecialist would drift into 
illegal practice of dentistry.”12 Today, 
it’s impossible to imagine concentrating 
appropriate levels of preventive care 
in both traditional and nontraditional 
settings without our dental hygiene 
colleagues. Although less controversial, 
dental assisting scope of practice changes 
have engendered similar debate. Yet 
today, few among us fi nd it unusual to 
observe, for example, our orthodontic 
colleague’s team’s ability to leverage care. 

The ADA’s Health Policy Research 
publication, A Profession in Transition, 
states eloquently, “It is a critical 
moment for dentistry and a time for the 
profession to defi ne its destiny. Given the 
signifi cant environmental changes on 
the horizon, this is a watershed moment 
for the profession. It is not a time for 
complacency. Understanding the key 
forces at work will assist the profession 
in defi ning its own destiny. Ignoring 
what is happening in the health and 
consumer environment will mean ceding 
the future of the profession to others.”1 
Business management expert Peter 
Drucker encourages us further with his 
assertion that, “The greatest danger in 
times of turbulence is not the turbulence; 
it is to act with yesterday’s logic.”20

Yes, we’ve been through changes in 

dentistry together before. Reassuringly, 
we are no longer alone in our operatories, 
standing next to a spittoon, providing 
primitive care. We are joined by highly 
trained teams, colleagues with the 
same passions and aspirations as our 
own for the improved oral health of 
Californians and their communities. 
The future of our profession belongs to 
us all. We are, together, responsible for 
its continued service and success. ■
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the detail of questions regarding 
medical issues, including medications, 
dental history, and behavioral and 
nutritional components. Examination 
parameters must also be expanded, 
including not only the dental hard 
and soft tissues, but also salivary pH 
and fl ow rate monitoring and the 
development of a caries management by 
risk assessment (CAMBRA) program.3 
Additionally, esthetic expectations 
are important and must be addressed.4 
After gathering detailed information 
from a history and examination, a 
diagnosis of complex problems can be 
made. At that point, etiologic factors 
must be determined and treatment 
strategies involving both medical 
(e.g., internal medicine, ear, nose and 
throat (ENT), behavioral psychology 
and nutrition) and dental concerns 
(e.g., orthodontics, endodontics, 
periodontics, prosthodontics and 
oral surgery) can be developed. 
Well-formed working relationships 
with an interprofessional team 
are invaluable for ideal outcomes 
in complex care cases.

P
atients with a worn dentition 
present many challenges 
for diagnosis and treatment 
planning. Dental wear is a 
multifactorial problem often 

involving attrition, abrasion, abfraction, 
acid erosion, changes in dental hard 
and soft tissues and a loss of vertical 
dimension of occlusion.1 Each of these 
entities can occur independently, 
but the actual amount of tooth 
loss due to attrition and abrasion is 
highly dependent on the presence 
of factors that cause acid erosion of 
the enamel and dentin. Therefore, 
a multidisciplinary team approach 
is needed to develop strategies to 
control the clinical devastation 
resulting from dental wear.2 Clear 
communication and coordination 
within this team is imperative.

Successful treatment of complex 
dental problems involves several 
important factors. Prior to developing 
a treatment plan, a comprehensive 
medical and dental history must be 
obtained. As the complexity of a 
patient’s problems increases, so must 
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Prevalence data on acid erosion and 
tooth surface loss varies greatly depending 
on the criteria used to defi ne tooth 
surface loss. However, tooth surface loss is 
a common and increasing problem among 
all age groups. Studies show a prevalence 
of 7 percent to 69 percent in young 
children and adolescents and 10 percent 
to 100 percent in adults.5 Because tooth 
surface loss is an irreversible problem 
(versus caries, where remineralization 
can occur), severity increases with 
age and, in severe cases, extensive 
reconstructive dentistry may be needed.6

Tooth surface loss has a 
multifactorial etiology involving 
interactions between acid erosion, 
attrition, abrasion and abfraction 
(TABLE).7 It can occur from acid attacks 
on enamel and dentin surfaces resulting 
in demineralization and softening of 
exposed surfaces. Further loss results 
from the frictional forces of attrition and 
abrasion, which exacerbates the removal 
of surfaces softened by demineralization.8 

The source of the acids can be both 
intrinsic and extrinsic. Intrinsic acids 
involve gastric fl uids and can be related 
to anorexia, bulimia,9 alcoholism 
and gastroesophageal refl ux disease 
(GERD).10-11 Extrinsic acids come from 
acidic fruits and drinks (fruit juices and 
sports and energy drinks, etc.)12 and 
from various environmental (chlorine 
in swimming pools)13 and occupational 
(winemakers) sources.14 In the following 
case presentation, severe tooth surface 
loss was managed collaboratively 
by a medical and dental team.

Diagnosis and Etiology
As shown in FIGURES 1 and 2, at 

initial examination this 56-year-old 
woman was missing teeth Nos. 1, 16, 18, 
30 and 32. Severe erosion and wear were 
present on numerous upper and lower 
teeth (FIGURES 2,  4 ,  5). Periodontal 
health was generally within normal 
limits and oral hygiene was adequate. 
Extensive caries was evident under poorly 

fi tting crowns on teeth Nos. 17, 19 and 
31. A small loss of vertical dimension 
of occlusion (VDO) was also present; 
however, most of the deep anterior overbite 
(FIGURE 3) could be attributed to wear 
and compensatory eruption of upper and 
lower anterior teeth. Diastemas between 
upper anterior teeth were attributed to 
fl aring caused by the deep overbite.

Initially the patient was concerned 
with her “short teeth” and the 
“spaces” between her upper anterior 
teeth. Although she noticed some 
sensitivity to hot and cold, she was 
unaware of the problems with her 
posterior teeth and her occlusion. 
It was determined that she had a 
history of anorexia and bulimia as 
a young adult and that she, more 
recently, had gastrointestinal problems 
including symptoms of “heartburn” 
and a “sour taste” upon awakening. 
She also stated that she had a long-
standing habit of teeth clenching 
and grinding.15 She denied excessive 
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FIGURE 1.  Preoperative full-mouth X-rays (FMX).

FIGURE 2.  Preoperative panorex.

TABLE

Definitions for Tooth Surface Loss

Acid erosion The chemical dissolution of dental hard tissues without bacterial involvement.

Abrasion Physical wear as a result of a mechanical process. Includes toothbrush abrasion, rough or hard opposing surfaces, hard food 
particles, sleep bruxism and daytime clenching and grinding.

Attrition Physical wear as a result of clenching or grinding of opposing teeth.

Abfraction Physical wear as a result of tensile or compressive forces in the area of the cementoenamel junction (e.g., wedge-shaped defects). 
Also called “noncarious cervical lesions.”

Erosive dental wear A multifactorial chemical process that may encompass all of the above physical processes.



C DA  J O U R N A L ,  V O L  4 3 ,  Nº 1 0 

 O C TO B E R   2 015  581

intake of acidic fruits or drinks. The 
combination of the etiologic factors 
noted above was the primary cause of 
the resultant severe tooth surface loss.

Medical consultation with ENT 
and gastroenterology specialists 
included endoscopic examination of 
the esophagus. Results showed only 
minimal infl ammation, superior to 
the lower esophageal sphincter and 
no indication of Barrett’s esophagus 
involving more serious esophageal 
tissue changes.16 A protein pump 
inhibitor (Nexium) was prescribed 
for control of GERD symptoms.17

Salivary tests were used to determine 
that the patient had slight hyposalivation 
and a resting (unstimulated) saliva of 
pH 6.2. This pH value, per se, would not 
cause surface loss, as demineralization 
does not occur until the pH at the tooth 
surface is 5.5 or lower.18 It should be 
noted that gastric fl uids have a pH of 
approximately 1.2, which is very erosive. 
The patient was advised to begin using 

a stannous fl uoride toothpaste (Crest 
Pro Health), which has been shown to 
provide some protection from severe 
acid challenges.19 The dental hygienist 
may prove a strong ally in this continued 
behavior modifi cation strategy.

Treatment Planning and Execution
Several factors were considered when 

determining the most optimal treatment 
plan for the patient, as listed below.

Addressing the Patient’s Chief 
Complaint and Desired Outcomes

The patient presented with a desire to 
improve the general esthetics of her teeth, 
which included the resolution of anterior 
spacing, reducing the worn appearance and 
increasing tooth display when smiling. She 
wished to maintain as much of her natural 
dentition as possible and preferred implant-
based fi xed solutions in the event that 
certain teeth were deemed un-restorable. 
In the case of such extensive esthetic 
changes, collaboration with an experienced, 

skilled dental lab technician is invaluable. 
Both preliminary functional and esthetic 
decisions, as well as fi nal restorations, will 
be ideal through the strong partnership of 
a dentist and dental laboratory technician. 
In collaboration with the treating dentist, a 
diagnostic wax-up (FIGURES 6-8) was crafted 
by the technician to create a smile design, 
subsequently accepted by the patient.

Stabilized Occlusion 
The fi nal rehabilitation would 

yield bilateral posterior fi rst molar 
occlusion that would limit non-axial 
forces on anterior teeth. Anterior 
teeth would, in turn, provide guidance 
and disclusion for posterior teeth 
in excursive movements. The fi nal 
restorations would cover all exposed 
supragingival enamel and dentin 
as a barrier to further acid-induced 
dissolution. The rehabilitation would 
conclude with the fabrication of a 
nighttime occlusal splint as protection 
against possible parafunction.

FIGURE 3.  Initial anterior image, note loss of vertical 
dimension of occlusion.

FIGURE 4 .  Initial maxillary occlusal, note 
extensive wear from GERD.

FIGURE 5.  Attrition.

FIGURE 6 .  Diagnostic wax-up at increased vertical 
dimension of occlusion.

FIGURE  7.  Diagnostic wax-up, maxillary. FIGURE  8 .  Diagnostic wax-up, mandible.
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Vertical Dimension of Occlusion 
(VDO) Increase 

While there was no evidence of a 
signifi cant loss of VDO, evaluation of 
speaking spaces and facial landmarks 
supported a small loss of VDO. 
In turn, a small increase in VDO 
(FIGURE 6) was prescribed in the fi nal 
rehabilitation with several goals in 
mind. These included the increase in 
length of anterior teeth for esthetics, 
reduction of anterior overbite, 
posterior restorative convenience and 
a reduced need for occlusal/incisal 
tooth removal during preparation 
(conservation of tooth structure).

Implant Treatment 
Teeth Nos. 2, 3, 4, 15, 17, 19 and 

31 were extracted. The treatment plan 
was to restore posterior occlusion by 
placing implants at Nos. 3, 4, 13, 14, 
19 and 30 and, therefore, achieve fi rst 
molar occlusion. Implant placement 
and function can best be achieved 
when the dentist and oral surgeon 

agree on well-defi ned treatment 
priorities and processes. In the upper 
right, there was lack of bone both 
vertically and horizontally. Therefore, 
a lateral-window sinus lift and ridge 
augmentation with bovine xenograft 
material were done in the Nos. 3 and 
4 areas. The implants were placed 
after six months of healing. At the 
same time, implants were also placed 
in Nos. 13 and 14. On the mandible, 
the bone in the buccal of the No. 30 
area was augmented with autogenous 
bone harvested from the osteotomy site, 
which was overlayed by a xenograft. 
All implants were Biomet 3i tapered 
implants with internal hex connections.

Timeline
Considering the treatment setting 

was an educational, student-driven 
dental school clinic, particular attention 
was given to phasing treatment in a 
way that would maximize effi ciency 
while also providing supervision 
in the academic setting.

Treatment Sequence
Incorporating the above-noted 

treatment principles, the following 
treatment sequence was followed:
1. September 2009 — Extraction of 

nonrestorable teeth Nos. 2, 3, 4, 15, 
17, 19 and 31 (caries, periodontal 
and endodontic failure).

2. November 2009 — Post left maxilla 
lateral window sinus lift and ridge 
augmentation in preparation for 
future implant placement.

3. Defi nitive treatment design and 
wax-up completed (FIGURES 6–8).

4. Intraoral acrylic smile design overlay 
try-in completed. Esthetic verifi cation 
observed and validated by patient. 
Acceptable phonetics verifi ed.

5. Maxillary and mandibular interim 
removable partial dentures (RPDs) 
were fabricated at the prescribed 
VDO to provide posterior load buffer 
to support prototype provisionals.

6. Maxillary and mandibular tooth 
preparations were completed over 
two appointments. Laboratory-
fabricated and segmentally splinted 
interim provisional restorations were 
delivered at the increased VDO in 
concert with interim RPD delivery.

7. Provisional rehabilitation was 
prescribed for maintenance and 
periodic evaluation over a four-month 
period while second-phase surgical 
treatment was initiated. During 
this phase, fi nal validation of VDO, 
phonetics and esthetics were verifi ed.

8. March 2010 — Nos. 19 and 30 
implants placed with autogenous 
bone augmentation on the 
buccal of implant No. 30.

9. April 2010 — Nos. 3, 4, 13 and 14 
implants placed. Interim provisionals 
removed and preparations were 
refi ned with respect to gingival 
zenith of maxillary anteriors 
and fi nal margin placement.

t e a m  a p p r o a c h

FIGURE 9.  Preparations on master cast, mandible.

FIGURE 11. Maxillary “soft tissue” cast with implants. FIGURE 12.  Mandibular “soft tissue” cast 
with implants.

FIGURE 10 .  Completed Emax crowns on 
teeth Nos. 6–11. Implants uncovered.
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10. Final impressions and master cast 
fabrication for phased restoration 
delivery, including centric jaw 
relations and custom incisal guide 
development (FIGURE 9).

11. Individual lithium disilicate crowns 
were delivered to teeth Nos. 5-12 
and Nos. 20-29 (F IGURE  10). 
Phase-two restorative delivery 
was initiated with open tray 
master impressions for implant 
restorations (splinted porcelain-
fused-to-metal crowns on Nos. 
3, 4, 13 and 14 and crowns on 
Nos.19 and 30). Soft tissue master 
model fabrication and jaw relation 
records (F IGURES  11  and 12).

12. Final implant restorations delivered 
and fi nal occlusion adjustments 
made to develop prescribed anterior-
posterior harmony (FIGURES 13–22).

13. Impressions for maxillary occlusal 
splint after one-week recall.

14. Delivery and adjustment of 
maxillary splint.

Discussion
A multidisciplinary approach may 

be necessary to properly manage the 
care of patients with severe erosion. 
Because of the multifactorial nature 
of the etiologic factors, it is often 
necessary to identify and seek input 
and support from a team of medical and 
dental professionals. Effective long-
term management of these challenges 
requires authentic patient commitment 
to behavioral changes. Management of 
gastric refl ux often involves dietary and 
lifestyle changes, such as avoiding spicy 
foods, not overeating and decreasing 
intake of alcoholic beverages. Other 
changes, such as decreased consumption 
of sugar-sweetened beverages and sports 
and energy drinks, may be necessary to 
decrease acid challenges to the dentition. 
Nutritional counseling may prove helpful.

FIGURE 13. 
X-ray of implants for 
teeth Nos. 3–4.

FIGURE 16 .  Final maxillary reconstruction.

FIGURE 19. Completed right posterior.

FIGURE 17.  Final mandibular reconstruction.

FIGURE 20 .  Completed left posterior.

FIGURE 18. X-ray of implant for tooth No. 30.

FIGURE 21.  Completed reconstruction. FIGURE 22.  Final smile. 

FIGURE 14 .  X-ray of implants for teeth 
Nos. 13–14.

FIGURE 15.  X-ray of implant for tooth 
No. 19.
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Coordinated treatment planning, 
sequencing and execution are critical 
to ideal functional and esthetic outcomes. 
Working in concert, coordinated 
by the lead dental practitioner, the 
medical and dental team can achieve 
the best possible patient care. ■
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s a t e l l i t e  p r a c t i c e

patients prior to the consultation and 
treatment with the specialist. This includes 
discussing the fi nancials of treatment, 
insurance specifi cs and delivering the 
treatment forms. Treatment forms include 
the medical and dental history, referral, 
consent form, on-call doctor information, 
preoperative instructions and postoperative 
instructions. When scheduling the patient, 
it is important that time is reserved prior 
to actual treatment time to complete the 
required forms and that the appropriate 
amount of treatment time is reserved 
for either consultation or treatment.

Managing complications is one 
of the challenges of satellite practice. 
Complications that present during 
treatment are the responsibility of the 
specialists. Satellite specialists need 
to travel with their own emergency 
medical kit or verify that each offi ce has 
an appropriate emergency kit. Daily site 
verifi cation of equipment by the specialist 
is critical because in a multispecialty 
practice, the materials in the kit may be 
used or expired. Typically, the equipment 
will include blood pressure monitoring, 
thermometer, pulse oximeter, automated 
external defi brillator, CPR and emergency 
medications with syringes and bandages.

When complications occur 
postoperatively, they may be managed 
directly by the satellite specialist, an 
associate specialist or triaged by the host 
dentist. The fl ow of patient contact 
after treatment should be identifi ed in 

A 
few terms are used to 
describe a dental specialist 
who travels to different 
dental offi ce locations to 
provide specialty care. For 

the purposes of this article, we use the 
term “satellite specialist” to describe 
the dental specialist who provides 
dental care at various locations. Other 
commonly used terms for the satellite 
specialist are “traveling specialist” or “in-
house specialist.” The different practice 
locations are often referred to as “host 
practices,” “corporate offi ces” or “remote 
locations.” This will vary depending 
on whether the provider works 
exclusively with one large corporation 
at multiple locations or works with 
separate contracts for individual private 
practice offi ces or some variation 
thereof. This article focuses on how the 
host practice can best accommodate 
a satellite specialist and vice versa. 
The initial considerations include 
scheduling and patient preparation. 
Further consideration should include 
management of patient complications, 
contractual agreements, malpractice 
insurance limitations, management and 
provision of instruments, supplies, staff 
and, fi nally, provider compensation.

The host practice can best 
accommodate a specialist by ensuring 
proper scheduling and preparation 
of patients for treatment. It is very 
important that the host team prepare 
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the contractual agreement between the 
specialist and the host offi ce. Satellite 
specialists should provide their emergency 
contact information to patients along 
with the postoperative instructions. 
Alternatively, the host offi ce may 
have an on-call number that will be 
given to the patient. If the patient’s 
situation is simple, the on-call dentist 
might take care of it, however, if the 
situation were more complex, he or 
she would contact the specialist who 
provided treatment. Additionally, the 
satellite specialist may practice with 
a group of other specialists who may 
take calls for the satellite specialist.

Often, the patient’s needs can be 
satisfi ed with a prescription called in to the 
local pharmacy. However, occasionally, 
the patient will require an emergency 
offi ce visit for evaluation and treatment 
or to deliver a prescription that cannot 
be called in. Coordinating this offi ce 
visit might require the specialist to have 
after-hours access to each offi ce he or she 
visits or access to a centralized offi ce.

Contractual agreements are a necessity 
for any satellite specialty practice. The 
agreement can range from just a few pages 
to 30 or more depending on the situation. 
Contracts should include malpractice 
insurance requirements, procedures to be 
performed and arrangements for supplies 
and equipment. Scheduling, billing 
and dispute resolution are also often 
included in contractual agreements.

Typically, there are no additional 
requirements to acquire malpractice 
insurance as a satellite specialist. However, 
the premiums may be higher depending 
on the number of offi ces and the types of 
procedures performed. Some malpractice 
insurance carriers insure the provider 
irrespective of the locations that the 
specialist performs treatment. Other 
carriers require that a new form and 
approval be issued for every new location 

that is added. There are many variations 
for management and provision of staff in 
a satellite specialty practice. Often, the 
host offi ce will provide both the chairside 
assistants and front offi ce staff. However, 
some satellite specialists will hire their 
own assistants who will travel from offi ce 
to offi ce. Compensation for the staff can 
be provided either by the host company 
directly as employees or by the satellite 
specialist. Sometimes, the entire staff 
may be local and the doctor travels to 
each location. In another variation, the 
chairside assistants travel with the doctor 

as a team and the front offi ce staff is local. 
It is uncommon for front offi ce staff to 
travel to multiple offi ces on a regular basis.

Provider compensation can be either 
a daily rate or a percentage of production, 
percentage of collection or a hybrid. 
Often, the provider is guaranteed a daily 
rate, which encourages the offi ce to 
ensure a full schedule for the specialist. 
This rate is typically much lower than the 
expected percentage of production and is 
often not relied upon. The percentage of 
either production or collection can have 
some variation. If the calculation is based 
on the accounts receivable, then this is 
based on percentage of collections. If the 
calculation is based on the percentage 
of production, this is often normalized 
to what the anticipated production 
would be based on anticipated patient 

insurance contributions, not based on the 
full fee for service for each procedure.

The advantages of satellite specialty 
practice include ease of provider 
communication, shared offi ce overhead 
and patient familiarity with their 
regular dental environment. In contrast, 
the advantages of traditional private 
practice are more formal provider 
communication, facilitation of more 
advanced treatment methodologies 
and use of the highest-quality available 
equipment such as specialized motors, 
microscopes and cone beam CT imaging.

Satellite specialty practice has been 
increasing among recently graduated 
specialists. New graduates may not desire 
to commit to live in one specifi c area for 
their entire career. The fl exibility of a 
limited commitment may be appealing. 
Additionally, new graduates may not feel 
confi dent establishing their reputation 
in their community of choice until 
gaining more experience. Finally, new 
graduates from residency programs are 
immediately faced with the decision of 
purchasing a practice or associating with 
another specialist or satellite specialty. 
The option to purchase a practice may 
not be available immediately upon 
graduation depending on the student debt 
load and personal fi nancial situation.

Evaluation of differences between 
traditional private practice specialty 
and satellite specialty reveals distinct 
advantages and disadvantages that must be 
considered. The recent development of a 
satellite specialty practice can be considered 
a benefi t under specifi c circumstances. 
Ultimately, the patient’s best interest 
must be considered and quality of patient 
care should be the driving force behind 
practice methodology. Patient convenience 
must be weighed against quality of care to 
achieve the highest treatment success. ■
THE AUTHOR, Gregory J. Kolber, DDS, can be reached at 
gkolber@endofi les.com.
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Contracts should include 
malpractice insurance 
requirements, procedures to be 
performed and arrangements 
for supplies and equipment.
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Satellite Specialty Practice: Periodontics
David Corradi, DDS

L
ike many specialists, I entered into 
satellite (or “in-house”) practice, as 
a means of supplementing income 
while starting a new practice. In my 
case, it developed into a full-time 

mode of practice. I have since met a 
number of periodontists whose practices 
are exclusively in-house. This practice 
model seems to be growing in popularity, 
particularly among newer periodontists. 
In Southern California, I believe this 
trend is due in part to market factors such 
as oversaturation, decreased insurance 
reimbursement, general practitioners 
providing more periodontal and implant 
procedures, the high cost of practice 
purchase or start-up and high levels of 
student debt. Under these conditions, 
the option of providing care at an offi ce 
where patients are already prepared is often 
more attractive. When I started in-house 
practice, most of my colleagues were either 
supplementing their own practices or 
planning to start or purchase a practice in 
the near future. It is not unusual to meet 
periodontists who have no intentions of 
owning a practice. I’ve even met some 
periodontists who have sold their practices 
and now practice exclusively in-house.

A popular way to practice in-house 
is through a corporate chain or multi-
offi ce management service organizations 
(MSOs). These offi ces have often 
planned for specialty care since their 
inception, and the employees usually 
have a reasonable level of training. In 
this setting, the specialist usually has 
a contract with the corporation and is 
paid based on a percentage of production 
or collection, often with a guaranteed 
minimum. Because these organizations 
have multiple offi ces, the specialist may be 

The option of providing care 
at an offi  ce where patients 
are already prepared is 
often more attractive.

able to expand into several locations. The 
corporation usually provides instruments 
and clinical supplies, but selection will 
likely be limited based on budgetary 
constraints. In some cases, I have seen 
implants purchased by the corporation. 
In others, the corporation negotiates 
with the implant companies to allow its 
specialists to purchase at a discount. In the 

latter situation, an increased percentage 
of remuneration is usually paid to the 
specialist in implant procedures to cover 
the cost of the fi xture. Overall, this 
arrangement requires minimal investment 
in inventory and is often the easiest to 
establish as systems are already in place 
for a specialist. The corporation usually 
manages insurance participation. On the 
negative side, these practices usually enroll 
in virtually all insurance plans regardless 
of remuneration and may rely heavily on 
upselling of noncovered procedures or 
products to maintain profi tability. They 
also may have a daily minimum production 
quota, whether stated or implied, and often 
schedule at a fast pace. These practices also 
may focus on same-day treatment, which 
can result in long hours as procedures are 
added to the schedule throughout the day.

Privately owned practices are another 
opportunity for the in-house specialist. 
These positions are usually found through 
word-of-mouth referrals, classifi ed 
advertisements in trade journals and online 
classifi eds. I have even seen one specialist 
offer to sell a collection of private in-house 
practices. These practices generally allow 
direct interaction with the owner, greater 
fl exibility in the contract (in fact, many 
work on a handshake agreement) and may 
involve fewer insurance commitments. 
Material selection and purchase in private 
offi ces is usually negotiated between the 
owner and specialist. Treatment tends to 
be more collaborative in this arrangement 
than it is in a corporate setting. Private 
practices also come with their own set of 
challenges. First, the practice must have 
suffi cient volume and generate enough 
referrals to keep the specialist busy at least 
one day per month. In addition, general 
offi ces may not be physically designed for 
specialty practice, and the staff may require 
additional training in specialty procedures. 
In some cases, the specialist may elect to 
provide his or her own assistant. Finally, 
the practice owner’s treatment philosophy 
must be reasonably close to the specialist’s.

Some aspects of in-house practice are 
the same regardless of the type of practice. 
The specialist must be accessible to both 
the offi ce staff and patients while not in 
the offi ce. It is also critical that the general 
dentist and staff are trained to provide 
postoperative checks and, most important, 
manage complications. Having an on-call 
policy is essential, and it is best if specialty 
patients contact the specialist directly. 
Scheduling needs must be communicated 
from the beginning, both in terms of how 
much time is required per procedure and in 
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terms of whether or not procedures can be 
booked directly or require a consultation 
fi rst. Instruments are usually the 
responsibility of the specialist, particularly 
the more expensive and specialized 
equipment such as a surgical piezo or 
implant motor. It is not uncommon to see a 
travelling periodontist rolling an industrial 
toolbox full of equipment. Sterilization 
is usually the responsibility of the host 
offi ce, as well as disposable products, 
surgical wraps, autoclave bags, handpiece 
lubricant, etc. The specialist should also 
have an agreement regarding referrals from 
outside the practice. While these referrals 
seem unlikely, patients will often see an 
in-house specialist simply because he or 
she accepts their insurance. Finally, the 
specialist must keep track of what insurance 
policies he or she is enrolled in and 

s a t e l l i t e  p r a c t i c e

Satellite Specialty Practice: Endodontics
Gregory J. Kolber, DDS

M
y introduction to satellite 
specialty practice began 
after associating in a 
traditional private en-
dodontic practice. A year 

after my residency was completed, my 
bustling family was growing and we found 
ourselves needing to move back home to 
Northern California. After considering a 
variety of practice opportunities, I decided 
to piece my schedule together with a 
few different corporate dental groups on 
a part-time basis. For about two years, 
I contracted with multiple corporate 
groups and traditional private practice 
offi ces throughout Northern California.

The topics discussed in the 
introductory article apply very well to 
a satellite endodontic practice. In my 
experience, some of these concepts 

ascertain that policies are billed from the 
proper address. Insurance reimbursement 
checks occasionally wind up at the wrong 
offi ce location in spite of these efforts.

In-house specialty practice is 
increasingly popular in Southern California. 
Finding in-house opportunities is relatively 
easy but fi nding mutually benefi cial and 
rewarding in-house opportunities can be 
diffi cult. At their best, they allow excellent 
communication and collaboration in 
patient care as well as signifi cant fi nancial 
rewards. The owner gets an additional 
income stream, increased scope of practice 
and often improved case acceptance. 
The specialist receives a steady fl ow of 
patients without the responsibilities or 
investment required to own a practice. 
Unfortunately, the ideal situation is not 
always attained. Ultimately, both parties 

are tying their reputations to each other, 
so an agreement between two clinicians 
with dissimilar skill levels, treatment 
styles or ethical perspectives is likely to 
fail. In my experience, the best in-house 
arrangements are those between a general 
practitioner who knows or is willing to 
learn about the specialist’s practice, and a 
specialist who is willing to train the staff 
and understands the diffi culties of practice 
ownership. For the periodontist, it is also 
important to educate the hygienists in 
the host practice about referral protocols 
and periodontal treatment. Like any other 
dental associateship or partnership, the 
general practitioner-specialist arrangement 
depends on careful planning and clear 
communication for long-term success. ■
THE AUTHOR, David Corradi, DDS, can be reached at 
perio2go@yahoo.com.

can benefi t from further discussion 
and are expanded upon below. These 
are specifi c recommendations for 
the satellite endodontic practice.

Coordinating the daily schedule is 
important, as each health care provider 
will have a preferred fl ow. Some 
endodontists will schedule consultations 
in the mornings or afternoons, others 
will prefer to schedule consultations 
between treatments. Some endodontists 
prefer a single or multiple visit orthograde 
treatment approach. Retrograde 
procedures and microsurgeries are often 
performed as a fi rst patient of the day 
or prior to lunch to allow for overfl ow 
time. More specifi cally, treatment will 
often be scheduled based upon units of 
time. One unit is often 15 minutes in the 
endodontic offi ce. A simple anterior root 

canal therapy fi ll visit might be scheduled 
for two units of treatment time, while 
a very complicated molar retreatment 
with post removal might be scheduled 
for eight units. There can be many 
variations to scheduling depending upon 
provider preferences or recommendations 
specifi c to a particular case.

In larger satellite specialty practices, 
particularly where 10 or more offi ces are 
covered, the endodontist will carry his 
or her own instruments and equipment 
from offi ce to offi ce. These instruments 
are kept in presterilized pouches and 
transported in a mobile plastic container. 
Typically, there will be six or more 
room equipment setups. There can be 
some variation of who transports the 
instruments. Most commonly, the opener 
assistant will carry half of the setups and 
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In larger satellite specialty 
practices, particularly where 10 
or more offi  ces are covered, the 
endodontist will carry his or her 
own instruments and equipment 
from offi  ce to offi  ce.

the doctor will carry the other half. This 
confi guration allows for a good fl ow and 
a backup plan if the opener assistant is 
not able to work on a given day. In some 
satellite specialty practices, particularly 
where the covered offi ces are fewer 
than fi ve, each location will carry three 
or more full setups and there is little 
to no need for the satellite specialist 
to carry his or her own instruments.

Specifi c to the endodontic practice, 
disposable products such as rubber 
dams, liquids, plastics, cottons and 
papers are typically provided by the 
host offi ce. However, occasionally, 
the specialist is required to purchase 
products and store them onsite in 
each offi ce. It is best practice to limit 
the amount of disposable products or 
liquids that are routinely carried from 
offi ce to offi ce for simplicity and to 
limit the potential for contamination 
or damage. Additionally, certain liq-
uids, such as sodium hypochlorite, 
ethylenediaminetetraacetic acid (EDTA), 
antibacterial rinses and solvents such 
as chloroform, may require special 
commercial transportation signs or vehicle 
storage depending on state regulations.

Compared to a satellite endodontic 
practice, traditional private practice 
appeals for a variety of reasons, 
including a higher level of autonomy 
in patient scheduling and the ability 
to acquire and utilize more advanced 
equipment, such as cone beam computed 
tomography (CBCT) and the dental 
operating microscope. This type of 
equipment is not mobile and is often 
not available to a satellite endodontist. 
A traditional private specialty practice 
can maintain a signifi cantly greater 
variety of supplies, including multiple 
types of disinfecting instruments such as 
ultrasonics, endosonics, EndoVac, NiTi 
rotaries and various irrigants. Satellite 
endodontists must be able to carry all of 

their equipment and thus must limit their 
armamentarium. This limitation may 
not allow them to provide the optimum 
care for a unique or challenging case.

A 2014 publication by the American 
Association of Endodontists discussed 
magnifi cation in an article titled “The 
Standard of Practice in Contemporary 
Endodontics.” This article described 
recent studies that have shown the dental 
operating microscope as an integral 
and important part of the performance 
of modern endodontic techniques. 
Procedures that benefi t from the use of 

the microscope are locating obstructed 
canals, removing materials such as solid 
obturation materials (silver points and 
carrier-based materials), posts or separated 
fi les, removing canal obstructions, assisting 
in access preparation to avoid unnecessary 
destruction of structural dentin, the ability 
to fi nd and locate canals while preserving 
maximum structural integrity, locating 
cracks and fractures that are not clinically 
visible or palpable with an endodontic 
explorer, facilitating all aspects of 
endodontic surgery, particularly in root-
end resection and placement of retrofi lling 
materials. Use of the microscope 
also enables enhanced photographic 
documentation and improved ergonomics 
for the clinician. The modern approach 
to periradicular surgery is through 
magnifi cation, illumination and 

microsurgery. Microscopy provides a more 
detailed examination of the root apex 
and anatomic features such as isthmuses, 
unfound and accessory canals, fractures 
and crazing. It is documented that there 
are greatly improved prognoses when these 
techniques are employed for microsurgery.

The most signifi cant challenge of 
the satellite endodontic practice is 
limited microscope availability. Portable 
microscopes are occasionally incorporated 
into the satellite endodontists arma-
mentarium, however, because of mobility 
and effi ciency requirements, the satellite 
endodontist often limits his or her clinical 
use of magnifi cation to loupes with 3x-6x 
magnifi cation. Use of magnifying loupes 
or similar devices that are adequate 
for coronal restorative procedures may 
prove inadequate for apical surgery or 
even conventional coronal endodontics 
when compared to microscopes.

In the course of my career, I have 
had to consider the proposed benefi ts 
of the satellite specialty practice against 
the limited availability of microscopy 
and CBCT imaging in the offi ces that I 
covered. Although a few of the satellite 
offi ces did have microscopes, they were 
portable in nature and not effi cient in 
daily use. Ultimately, I chose to practice 
in the traditional private endodontic 
practice model. As a board-certifi ed 
endodontist, my endodontic group 
now incorporates the use of the most 
advanced techniques and equipment 
currently supported in the literature. 
This includes the use of CBCT imaging 
in our offi ces and the dental operating 
microscope mounted in every treatment 
room. In my opinion, this decision has 
allowed me to provide the absolute best 
care for our patients and reach my full 
potential as a health care provider. ■
THE AUTHOR, Gregory J. Kolber, DDS, can be reached at gkolber@
endofi les.com.
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TDIC Guidelines

When a general or home dentist establishes a relationship with a satellite specialist to provide 
treatment for the home dentist’s patients, TDIC advises that both parties sign an independent 
contractor agreement, review professional and employment insurance policies and address the 
following issues in the contract:

Establish clear protocols for: 
• Patient communication.
• Billing.
• Supervision of staff .
• Emergency contact information and protocol for emergency care.
• Postoperative and follow-up care.
• Use of provider numbers.
• Compensation.
• Patient refunds.
• Ownership of and access to records.
• Record-keeping requirements.
• Procedure for terminating contract.

Pretreatment considerations:
• Traveling dentists should meet all practice staff , verify licensure and qualifi cations, and set expectations, especially 

for emergencies.
• Provide patients with information regarding the specialist’s relationship to the practice.
• Informed consent should be provided to patients prior to their treatment appointment as well as preoperative and 

postoperative instructions.

Treatment protocols:
• Ensure staff  is familiar with and prepared to assist with specialty procedures.
• Ensure all staff  involved in treatment are prepared to handle emergencies and that the traveling dentist knows 

where emergency equipment is located and the protocols for use.

Posttreatment protocols:
• Establish who performs postoperative care — the home dentist or the traveling/treating dentist.
• Establish clear responsibilities with regard to addressing posttreatment concerns.
• Ensure that all communication between the patient and home dentist regarding care provided by the traveling/

treating dentist is immediately conveyed to the treating dentist.

This information is intended for general guideline purposes and is not legal advice.
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current relationship between these 
professionals appears to be limited 
to phone calls regarding ordering of 
prescriptions, prescription clarifi cation 
and therapy modifi cation due to insurance 
coverage or when medically necessary. 
However, there are many other areas, 
including prevention and treatment 
of infection and pain management, in 
which patient care can be enhanced 
through interprofessional collaborations 
between dentists and pharmacists.

Both disciplines are faced with 
unique challenges that have potential 
for improvement if both professions 
work collaboratively. In order to achieve 
meaningful collaborations, team 
participants should desire to work in 
partnerships, possess shared respect and 
trust and have an understanding of each 
other’s roles.3,4 An important obstacle for 
both professions is their limited physical 
interaction with other professionals. 

H
ealth care continues to 
evolve and move toward 
improvements in quality 
of patient-centered care 
through interprofessional 

collaboration among different 
disciplines. The Institute of Medicine 
(IOM) has designated interprofessional 
collaboration as one of the fi ve core 
competencies that every health care 
professional should meet during the 
provision of care and irrespective 
of their discipline.1 Collaborations 
between dentists and pharmacists 
have the potential to improve patient 
care, but there are limited examples 
in practice of interprofessional models 
between these disciplines. This 
may be related to perceptions that 
disconnect oral health from overall 
health, often regarding the former as 
a luxury and failing to appreciate its 
impact on overall well-being.2 The 
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Historically, dentistry’s former “silo” 
training approach has resulted in 
isolated practitioners rather than fully 
integrated players in the interdisciplinary 
health care team.5 Similarly, 
community pharmacists who practice 
in independent or chain pharmacies 
tend to be physically isolated from other 
professionals, limiting interprofessional 
interaction to fax, phone calls or other 
electronic means of communication.6

Interestingly, dentistry and pharmacy 
share a common patient care approach, 
as they both focus on the physical 
body and are guided by evidence-based 
interventions.4 Discussions centered 
on patient cases between dentists 
and pharmacists provide an excellent 
opportunity for collaboration. A 
crucial distinction between these two 
disciplines lies in patients’ accessibility 
to their services. While dentists are 
usually only available by appointment, 
the opposite is true of pharmacists. 
This is particularly signifi cant for those 
patients who lack access to oral health 
providers and thus seek community 
pharmacists for concerns pertaining 
to oral health.7,8 Pharmacists may 
also assist in oral health preventive 
services such as oral cancer prevention 

by providing counseling on tobacco 
cessation and offering therapeutic 
recommendations to aid in quitting.9

There is a great potential for 
improvement in patient-centered care 
with the development of new, closer and 
stronger interprofessional collaborations 
among the various health care professionals. 
The purpose of this article is to explore the 
current relationship between dentists and 
pharmacists and to propose new models 
of interprofessional collaboration that 
target improvements in patient care.

Dentist and Pharmacist: Complementary 
Roles and Responsibilities

The general responsibilities in the 
clinical practice of dentists and pharma-
cists may differ somewhat (TABLE),10,11 but 
provide many opportunities for collabora-
tion to improve patient care and enhance 
effi ciencies in providing care. The major 
responsibilities of dentists focus on the 
health of the oral cavity and the major 
responsibilities of pharmacists focus on 
the use of medications for overall health. 
However, both professions have respon-
sibilities for the overall improvement of a 
patient’s health, diagnosis or recognition of 
disease and disorders, promotion of health, 
prevention of disease, treatment and moni-

toring of diseases and disorders and the safe 
use of medications (TABLE).10,11

Dentists and pharmacists also share 
responsibilities or have complementary 
responsibilities related to patient care 
within the specifi c components of the 
care they each provide. These shared 
and complementary responsibilities 
provide excellent areas for potential 
collaboration. They could result in 
improved and more effi cient patient care 
with respect to medical and medication 
histories, pain management, prevention 
and management of infections and the 
management and referral of patients.

A patient’s medical and medication 
history, including allergies and 
vaccinations, is very important to 
both the dentist and the pharmacist 
in the assessment of the patient. This 
information assures recognition of 
problems that may need to be treated 
and the appropriateness of therapies that 
may be needed or avoided. The dentist’s 
patient chart and the pharmacist’s 
patient-medication profi le will likely 
complement each other, but are generally 
not a complete medical record based 
on the limitations within those records 
and the number of physicians, dentists 
and pharmacists that patients may see 

TABLE

The General Responsibilities of Dentists and Pharmacists According to the American Dental Association and the 
American Association of Colleges of Pharmacy10, 11

Dentists’ Responsibilities10 Pharmacists’ Responsibilities11 Pharmacists’ Goals11

Diagnosing oral diseases. Dispensing medications. Cure disease.

Promoting oral health and disease prevention. Monitoring patients’ health and progress to 
maximize their response to the medication.

Eliminate or reduce symptoms.

Creating treatment plans to maintain or restore oral 
health.

Educating patients on the use of prescriptions and 
over-the-counter medications.

Arrest or slow a disease process.

Interpreting X-rays and diagnostic tests. Advising physicians, nurses and other health 
professionals on drug decisions.

Prevent disease.

Ensuring the safe administration of anesthetics.
Monitoring growth and development of teeth and jaws.

Recognize disease.

Performing surgical procedures on the teeth, bone 
and soft tissues of the oral cavity.

Alter physiological processes for desirable result in 
the patient’s health.
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for their care. Dentists and pharmacists 
are likely at a similar disadvantage, 
depending upon their practice site and 
affi liation, in having little or no access 
to a patient’s full medical records and 
clinical laboratory studies and other 
tests and could therefore benefi t through 
the sharing of clinical information that 
each has on a specifi c patient. Patients 
would need to be well-informed and 
would probably need to provide HIPAA 
consent for sharing of that information. 
Whether or not information from records 
is shared, the dentist and the pharmacist 
can also consult each other on the use 
of medications in patients with allergies, 
contraindications or other conditions that 
may be associated with adverse effects, 
drug interactions or other problems.

A clinical problem commonly addressed 
by both dentists and pharmacists is the 
management of pain due to oral conditions 
or procedures. The treatment of pain is 
complicated by the need to provide relief 
for mild to severe pain, but also being able 
to recognize and avoid the potential for 
drug abuse, addiction and diversion. The 
medical and medication history, as noted 
above, may be very useful in determining 
if a patient is at risk for addiction or abuse 
but may also be limited if a patient goes 
to a number of pharmacies for different 
prescriptions. The duration of pain before 
and following a dental procedure is 
usually short term, but a small number of 
patients in a dental practice may require 
chronic therapy for their dental condition. 
Management of chronic pain is much more 
complex than the management of acute 
pain, requiring long-term follow-up for 
effi cacy, abuse, addiction and adverse effects. 
Additionally, a state bill was recently passed 
and guidelines are under development 
in California to allow a pharmacist to 
furnish naloxone for the prevention 
and treatment of opioid overdose. 12 

A dentist-pharmacist collaboration in 

FIGURE 1. First model of interprofessional collaboration: Dentist and pharmacist collaborate in 
close proximity.

Dental Practice Pharmacy

the management of chronic pain could 
be very useful in pain management, 
the selection and use of analgesics 
and referral for naloxone if needed.

The prevention and treatment of 
infection is also a common and complex 
clinical problem for dentists and 
pharmacists. The medical and medication 
history can be used to identify a patient 
who may be at high risk for infection, at 
high risk for endocarditis and therefore 
needs antibiotic prophylaxis for a dental 
procedure, has an allergy that may 
affect antibiotic selection and/or has the 
need for one or more vaccinations. The 
development of resistance is always a 
concern when considering which antibiotic 
to use. A collaborative arrangement 
between dentists and pharmacists could 
address many of these issues. Sharing 
information on medical and medication 
histories is noted above. Dentists and 
pharmacists could pool their resources 
and develop a shared understanding 
of up-to-date treatment guidelines for 
endocarditis prevention, the treatment 
and prevention of other infections and 
vaccinations. Current resistance patterns 
that have developed locally, regionally 
or nationally and are reported by health 
care agencies and hospitals could also 
be shared. Additionally, dentists could 
refer patients and staff to the pharmacist 
for evaluation and administration of 
vaccinations.12 Patients could also 
be referred to the pharmacist for the 
purchase of any facemasks, gloves and 

other products that may be needed in the 
prevention or management of infections.

Collaboration arrangements could 
also involve referral and consultation 
between dentists and pharmacists for 
other problems. Patients may seek a 
pharmacist for concerns related to tooth 
pain,7,13 therefore, a pharmacist could 
refer a patient with an oral problem to a 
specifi c dentist (his or her collaborative 
partner) for evaluation and possible care. 
Dentists may refer patients to a pharmacist 
for vaccinations, facemasks and gloves, as 
mentioned above, in addition to oral care 
products and smoking cessation products. 
Once additional regulations and guidelines 
are in place, dentists may also refer patients 
to pharmacists for naloxone, travel 
medicine, self-administered hormonal 
contraception and the ordering of routine 
laboratory studies to monitor diseases.12 
A consultation may be appropriate for 
managing patients with diffi cult situations, 
such as those patients on anticoagulants or 
antithrombotic agents or with a bleeding 
disorder who must undergo a dental 
procedure. Emergent medical situations 
may occur in the dentist’s offi ce or in 
the pharmacy and may be more readily 
resolved if resources and expertise are 
combined. For example, dentists’ offi ces 
commonly have oxygen available for 
emergency use. Additionally, the dentist 
and pharmacist may consult with each 
other to discuss the appropriateness 
of referring a patient to a physician, 
emergency department or hospital.
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Interprofessional Practice Models
The following collaborative 

interprofessional models have been 
developed with the goal of utilizing the 
above overlapping and complementary 
roles and responsibilities of dentists 
and pharmacists to enhance patient 
care. The major considerations used in 
developing these models include the 
physical proximity of the dental practice 
and the pharmacy, as well as the nature of 
the populations of patients each serves.

A strong interprofessional collaboration 
between a dental practice and a pharmacy 
could be developed if the two are in 
close proximity and provide care to a 
reasonable number of the same patients 
(FIGURE 1). This could result in an 
ongoing, highly interactive collaborative 
practice model referring patients back 
and forth and providing for consultation 
among the dentists and pharmacists in 
each practice. Each professional could 
be available “on call” to assist in the 
care of patients from the other partner.

A second model would involve a 
single dental practice that develops 
interprofessional collaborative arrangements 
with a number of local pharmacies (FIGURE 

2). This would be particularly useful in 
areas where there are few shared patients 
between the dental practice and any specifi c 

pharmacy. The network of pharmacies 
would become those that the dentist would 
preferentially refer patients to and would 
call for consultation. Those pharmacies, in 
return, would preferentially refer patients to 
that dental practice or other dental practices 
in which they had similar relationships.

A third model, the “in-network” model, 
would include a network of both dental 
practices and pharmacies, which would 
function very similarly to the second model 
(FIGURE 3). The network of pharmacies 
would become those that the dental 
practices preferentially refer patients to 
and would call for consultation. Those 
pharmacies in return would preferentially 
refer patients to those dental practices. The 
dentist network and pharmacy network 
should place into effect a triage protocol 
by which to identify cases that require a 
dentist’s expertise and classify the urgency 
of the situation. Then, the partnered 
pharmacists will be able to correctly identify 
and refer the appropriate cases to the 
dentist provider. Likewise, dental offi ces 
may rely on their partnered pharmacist 
network to refer patients who would benefi t 
from comprehensive medication therapy 
management and therapy counseling. 
Furthermore, therapeutic recommendations 
could be made to the referring dentist when 
questions regarding therapy arise secondary 

to drug-drug interactions, drug-disease 
interactions or medication allergies.

There are a number of factors 
to consider in developing these 
interprofessional collaborative practice 
models. The fi rst major consideration will 
be the development of the agreements 
or documents that describe the roles and 
responsibilities of each partner. In the 
beginning, these agreements should be 
informal and nonbinding, but should 
provide specifi cs on potential interactions 
and collaborations. These agreements may 
then evolve into more formal and binding 
arrangements if deemed appropriate by all 
partners. This evolution may also include 
the development of protocols for patient 
care and/or referral. It would also be very 
important to monitor the progress of these 
arrangements, resolve any issues and make 
improvements where needed. Holding 
periodic meetings among the partners 
would be very benefi cial in monitoring and 
enhancing the strength of the collaboration. 
Input from patients could also be sought on 
the benefi ts and any shortcomings of the 
interprofessional collaboration. Given that 
patient care is the primary concern of each 
professional, it is also important to recognize 
that patients may want to receive care from 
one partner, but not from the other partner 
of any dentist-pharmacist interprofessional 

c o l l a b o r a t i o n

FIGURE 2.  Second model of interprofessional collaboration: Dental clinic in 
collaborative agreements with multiple pharmacies.

FIGURE 3. Third model of interprofessional collaboration: Network of preferred 
pharmacies and dental clinics.
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collaborative practice. Finally, these 
models could also serve as examples 
of interprofessional collaborative best-
practice sites for the dental and pharmacy 
education and postgraduate training.

A fundamental challenge of these 
interprofessional collaborative practice 
models resides in the monetary costs for 
their development and identifying the 
specifi c groups that will be covering the 
costs. While an ideal model would be one 
that places dentists and pharmacists within 
the same physical location, this is not a 
model that is feasible for the majority of 
professionals. It is challenging to justify 
the added costs in salary that having a 
pharmacist in a general dentistry practice 
would accrue. However, formulating 
practice agreements between a dental offi ce 
and a pharmacy or pharmacists’ network 
would be a doable approach to begin active 
interprofessional collaboration among these 
professionals. Another challenge is that the 
creation of protocols and development of 
partnerships take time and it is important 
to remain invested in the process.

Conclusion
As we seek to eradicate gaps in medical 

care, it is imperative that collaborations 
be fostered and developed among all 
health care professionals. With the 
implementation of a seamless process that 
facilitates the treatment of oral conditions 
by dentists and pharmacists in a patient-
centered approach, it would be expected 
to see an increase in patient safety, patient 
satisfaction and overall patient well-
being. This collaboration would provide 
a more comprehensive care approach to 
patients, where both professions are able 
to draw from each other’s expertise to 
provide optimal patient care. However, 
future studies need to be conducted on the 
implementation of the proposed models 
in order to determine the existence 
and the extent of these benefi ts. ■
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Begin With the Primary Care Provider
The general dentist coordinates the 

team with respect to dental treatment 
planning, provision and maintenance 
of oral health care. For patients with 
complex health and/or socioeconomic 
issues, it is important to engage the 
patient’s primary care provider (PCP) who 
leads the patient’s larger interdisciplinary 
team. The PCP may be a physician, 
nurse practitioner (NP) or in some 
cases, a physician’s assistant (PA).3 If 
the primary provider is an NP or PA, 
medical consultations may be sent directly 
to them. They will likely be the most 
knowledgeable about the immediate needs 
of the mutual patient and will consult the 
physician or recommend the dentist speak 
directly with the physician, as needed.

When conducting consultations 
via secure email, consider directing the 
email to the NP or the PA and copying 
the associated physician. This will 

P
roviding dental care for anyone 
with complex medical and/
or social needs, but especially 
for people of advanced age, 
can seem daunting. Some 

dental practitioners may feel they 
have inadequate resources to manage 
these challenges. However, many of 
these patients already have teams 
of providers in place that may be 
partnered with to improve the safety, 
effi cacy and satisfaction of managing 
their care. Understanding the roles of 
these partners, and how to work with 
them to the benefi t of both patient and 
practice, is fundamental to managing 
patients with complex needs.1 In turn, 
dental practitioners gain opportunities 
to educate other health care providers 
about how the dental team can be 
integrated into broader interprofessional 
care teams to improve total patient 
care, comfort, function and dignity.12
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open the door to additional providers 
who can aid in planning and providing 
the most appropriate, customized and 
successful care for each patient. For 
instance, an inquiry directed to the PCP 
about the patient’s cognitive ability 
to make medical decisions could lead 
to collaboration with a social worker 
or geriatric case manager who can be 
an important resource for both dentist 
and patient. Some patients will have 
multiple providers and caregivers 
participating in their care, in varying 
levels of communication. It is important 

to know who these providers are in order 
to contact them as needed for their input 
and expertise. Admittedly, this may be 
time consuming, but developing these 
human resources in the community 
may open the door to improved patient 
care and even greater resources.

These relationships may increase 
patient referrals as collaborators 
become aware of the dental provider’s 
interest and ability to manage older 
adults with complex needs. Many of 
these seniors may have been without 
regular care for some time and require 
substantial care. Older adults often 
neglect their oral health because of 
a lack of dental insurance and/or 
their systemic health needs increase 
or become chronic and require 
increased medical care and costs.4

help cultivate a relationship with the 
physician as well and create awareness of 
patient care progress and/or challenges. 
Electronic records can support these 
relationships. Follow Health Insurance 
Portability and Accountability Act 
(HIPAA) guidelines when exchanging 
protected health information with 
other practitioners. Working with other 
practitioners via email may seem more 
like correspondence than collaboration, 
but it is an important step to establishing 
these relationships.4 Prior to a phone 
consultation, prepare the written 
consultation that would otherwise be 
sent. Carefully document the provider’s 
responses during the conversation so 
that the information is available to easily 
and accurately enter into the patient’s 
treatment record. Be as specifi c as 
possible about questions and concerns. 
Avoid making a broad request for medical 
clearance.4 Rather, clearly state the 
dental procedure to be performed, the 
specifi c medication to be administered 
and/or the exact concern, question or 
potential complication(s) related to 
the treatment planned. For example:

“We will extract multiple teeth 
and remove a torus for this patient 
next Friday [date]. We understand this 
patient’s last international normalized 
ratio (INR) was 3.5 but an INR of 3 
or less will be necessary to complete 
this surgery. We will need the results 
of an INR, done within 24 to 48 hours 
of the appointment, available to us on 
the day of the surgery to confi rm. We 
would appreciate your assistance to 
manage the reduction of the INR — if 
needed — at this time. Please contact 
us if you have any concerns, questions 
or are aware of a contraindication to 
an INR 3 or below for this patient.”5

Consultation with the PCP about 
physical or cognitive issues relevant 
to treatment planning and care may 

Support Systems Where Patients Live
Understanding the environment in 

which a patient resides, especially for 
those who may require some level of 
assisted living, can be critical to treatment 
planning and implementation of orders 
as directed. The amount of assistance 
necessary to carry out activities of daily 
living (ADLs), such as bathing, eating, 
dressing, toileting, preparing meals, 
doing chores etc., not only may affect the 
patient’s ability to live independently, 
but may also increase his or her risk for 
oral diseases.6,7 Most patients treated 
in private practice will be community 
dwelling elders in varying degrees of 
health and ability. Some may live in 
retirement communities and maintain 
a high level of independence, others 
may be homebound and unable to 
access care outside the home unless it is 
critical. Many seniors manage at home 
with some combination of family, hired 
caregivers and/or home health services. 
Often home caregivers are unlicensed. 
Caregivers, family members and other 
home health providers can be additional 
sources of support and encouragement 
and valuable team members. They may 
coordinate offi ce visits for the patient, 
provide direct assistance during treatment 
(such as wheelchair transfers) and help 
carry out postoperative and oral hygiene 
instructions. Importantly, unless seniors 
have a signifi cant cognitive impairment 
that prevents them from making 
informed choices, they retain their right 
to privacy and autonomous decision 
making. Before enlisting the help of 
family or other caregivers, the patient 
should agree that they may be present 
during appointments and/or involved 
in discussion of specifi c health issues. In 
the event the patient cannot make his 
or her own decisions, there should be 
a legally recognized surrogate decision 
maker (SDM) available. The primary 

i n t e r d i s c i p l i n a r y  t e a m s

Some patients will have
multiple providers and 
caregivers participating in 
their care, in varying levels of 
communication.
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Diagnoses: 

Prescription product orders: A

__________
Rx: Brush daily using 1.1% neutral sodium fl uoride toothpaste, in place of regular toothpaste as long as patient can spit out excess. 
If patient cannot spit out, use with suction toothbrush. Maintenance

__________ Rx: 0.12% Chlorhexidine gluconate oral rinse (note do not use within one hour of using topical fl uorides.)
swish with 5 ml for one minute bid for two weeks every three months. If the patient is not able to swish, wet a toothbrush with the rinse 
and brush it on the teeth and gums; use the suction toothbrush for patients with an aspiration risk. Maintenance

__________ Other Rx: ________e.g., Nystatin oral rinse 100,000 u/ml, remove dentures and swish with 5 ml for one minute and then spit out 
QID and after brushing dentures before bed, soak in the solution overnight, 7 days________

Over-the-counter product orders: B

__________
OTC: Brush qmorning and qhs using fl uoride toothpaste. Spit out excess. If patient cannot spit out, use with suction toothbrush. Maintenance 

__________ OTC: Salivary substitute (specify), swish and spit 10 min prior to meals and before bed or prn discomfort from dry mouth. Maintenance

__________ Other OTC: ________e.g., chew two pieces of xylitol gum qmorning, qnoon, qevening and qhs. Maintenance 
____________________________________________________________________________________ 

Level of oral hygiene assistance required: C

__________ Limited – set up and remind or cue patient to brush and fl oss or clean prostheses. Maintenance

__________ Moderate – observe and coach or use hand over hand to assist patient with daily brushing and fl ossing and cleaning of prostheses. 
Maintenance

__________ Advanced – brush and fl oss teeth and brush prostheses for patient once daily and set up and cue for them to do oral hygiene once on 
their own daily. Maintenance

__________ Total – brush and fl oss teeth and brush prostheses for patient qmorning and qhs – use suction toothbrush for patients with an aspiration 
risk maintenance. A mouth prop may be needed. Get consent from surrogate decision maker if a mouth prop is needed. MaintenanceD

Dietary orders:

__________ Notify dietitian to review diet for hidden or overt sources of sugar, which may be contributing to high caries rate and risk.

__________ Other dietary order: _______e.g., dentures were sent to laboratory for reline, provide dental soft diet or puree, as patient can 
tolerate, for 48 hours until the dentures are returned.____________________________________

Recommended assistive devices: E

___Electric toothbrush      ___Floss holders      ___Floss threaders      ___Superfl oss      ___Tongue scraper      ___Mouth prop   

FIGURE 1. Limited examples of preventive oral hygiene orders for residents in long-term care and skilled nursing facilities settings.4,14-16

NOTES:
A – These prescriptions would be carried out by APRN or RN. APRN may change, refi ll or discontinue these orders.
B – These are orders that could be carried out by APRN, RN, LVN or CNA.
C – These would be verbal directives in most cases but in these settings require formal orders and are usually carried out by a CNA.
D – Maintenance is the language used in this case to denote ongoing orders unless specifi cally discontinued.
E – These are examples, not an exhaustive list. Occupational therapist could provide additional assistance with assistive devices depending upon the patient needs.
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care provider should be consulted if it 
is not clear whether a SDM is needed 
and if so, who has been designated.8

Residential care facilities for the 
elderly (RCFE) refer to nonhome 
facilities that provide care, supervision 
and assistance with ADLs. Some may 
also provide minor medical services. 
They often provide services for those 
older than 60 years of age but can also 
serve people younger than 60 who require 
comparable assistance. RCFEs may also 
be known as assisted living facilities, 
retirement homes and board and care 
homes. The facilities can range in size 
from six beds or less to more than 100 
beds. For facilities commonly referred 
to as board and care, there are often 
up to six seniors living in a residential 
home with caregivers who are on site 
at all times but it is not a medical care 
facility. Seniors living in these settings 
may require some assistance with their 
ADLs but not routine nursing or medical 
care.9 Some people in assisted living 
may receive help with transportation 
to the dentist, but do not require other 
assistance in the receipt of dental care, 
following postappointment instructions or 
providing their own oral hygiene. Others 
may need assistance coordinating visits 
and following through with postoperative 
or oral hygiene instructions, in which 
case, both patient and caregivers should 
receive oral health education to reach the 
desired outcomes. Often, but not always, 
there is an option for health care or an 
increased level of care should it be needed.

Continuing care retirement 
communities are slightly different in that 
they provide a bridge from independent 
apartment living, through assisted living 
and into skilled nursing, usually all in 
one location, should the need arise. For 
those who require the most signifi cant 
assistance with their ADLs and ongoing 
medical care, skilled nursing facilities 

(SNFs) provide skilled nursing level of 
care for short- and long-term stays.10 Some 
patients who are otherwise community 
dwelling may be admitted for respite care 
for a limited period, during which their 
home caregivers have a chance to rest 
and attend to their own needs. Some 
people may be admitted after a hospital 
stay when they are no longer acute but 
not yet able to return home and some 
may be admitted for long-term care.

Intermediate care facilities (ICFs) 
provide inpatient care to people who 
do not require continuous nursing care, 

but do need nursing supervision and 
supportive care.11-13 For patients living in 
these facilities, commonly referred to as 
nursing homes (SNF and ICF), treatment 
planning should include careful 
evaluation of the level of assistance the 
patient will need in order to receive 
dental care (in offi ce or on site) as well 
as his or her ability to understand and 
perform personal oral hygiene routines. 
The facility should provide a complete 
health history and current medication list 
at each patient appointment so that the 
dental team can consider the systemic 
conditions and associated medications 
and treatments needed to manage these 
chronic and/or acute conditions. The 
facility should also provide blank progress 
notes to enter oral health fi ndings and 
recommendations for the dental provider 

to complete, so that they can be entered 
as part of the patient’s medical record. 
The facility should also send physician 
order sheets, if they use them as a part of 
their medical records, for prescriptions, 
postoperative instructions or directives 
for oral hygiene. For formal orders that 
are to be carried out daily and in an 
on-going way, such as assistance with 
oral hygiene, use the facilities’ standard 
wording to clearly signal standing orders. 
Without documentation that the order 
should continue indefi nitely, orders 
may be ceased after some time, such 
as seven days. The FIGURE provides an 
example of a preprinted order sheet for 
prescriptions, over-the-counter products 
(OTC), oral hygiene plans and other 
oral health orders. For the majority 
of patients, directives about OTC 
products and oral hygiene are suffi cient. 
However, these facilities require formal 
orders for these recommendations to 
be carried out. Dentists who regularly 
provide services in a given facility may 
consider creating a preprinted version 
of routinely used orders, using language 
confi rmed with medical records to 
be compatible, accepted and familiar 
to the facility staff. The use of such a 
sheet may also encourage familiarity 
among the staff with routine orders and 
expected protocols for oral hygiene.

The Nursing Team’s Scope of Practice
Understanding the scope of 

nursing practices allows dentists to 
communicate effectively with the 
members of the nursing staff and may 
result in greater success of oral health 
care for their patients who reside in 
hospitals or long-term care facilities or 
who receive home health services.

Advanced practice registered nurses 
(APRN) are registered nurses with 
advanced education and a master’s degree. 
This includes nurse practitioners (NP) 

Seniors living in these setting may 
require some assistance with their 
ADLs but not routine nursing or 
medical care.
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TABLE 1

Oral Health Care Within the Nursing Scope of Practice21,22

Skills Advanced Practice 
Registered Nurse

Registered Nurse Licensed Vocational Nurse Certifi ed Nursing Assistant

Care planning Collaborates with the dentist 
to develop appropriate 
treatment plan for the patient.

Evaluates progress.
Overlooks treatment in 
between dental visits and 
communicates with the dentist 
to give feedback and request 
changes.

Delegates and assigns tasks.

Communicates with the 
dentist and patient to 
develop and implement 
treatment plan.

Conveys fi ndings to the dentist 
and can request evaluation 
for a treatment plan.

Delegates and assigns tasks.

Provides input about 
problems encountered during 
implementation of treatment 
plan.

Helps in strategic planning 
for oral care routines in order 
to achieve desired outcome.

Conveys problems 
encountered during 
implementation of treatment 
plan.

Conveys patient’s input.

Assessment Performs direct intraoral and 
extraoral observation.

Uses clinical judgment to 
determine the need for 
treatment and referral.

Performs direct intraoral and 
extraoral observation.

Uses critical thinking and 
scientifi c knowledge to 
determine the need for 
referral.

Performs direct intraoral and 
extraoral observation.

Reports fi ndings to RN.

Recognizes abnormal from 
normal.

Determines if more 
information is needed.

Performs intraoral and 
extraoral observation only, 
may report concerns to 
supervisors.

Delivery of treatment/ 
Interventions

Delegates and assigns 
tasks and oversee treatment 
delivery according to 
treatment plan.

Requests changes as required.

Delivers oral care and 
initiates changes as per 
treatment plan.

Provides oral hygiene care 
and denture care.

Provides oral hygiene care 
and denture care.

Medications Requests, orders and 
administers prescription 
medications through all 
routes with a valid license or 
after dentists order.

Administers medication 
through all routes.

Administers prescription 
medications including 
antibiotics, analgesics, 
antifungals, topical pain 
relievers, high fl uoride 
toothpastes, prescription 
mouth rinses.

Administers medication but 
through limited route.

Administers prescription 
medications including 
antibiotics, analgesics, 
antifungals, topical pain 
relievers, high fl uoride 
toothpastes, prescription 
mouth rinses.

Administers nonprescription 
creams, gels, pastes and 
mouthwash.

Postoperative care Oversees postoperative care. Provides and assign certain tasks. Provides care on assignment. No.

Orders from dentist Written.
Verbal.
Phone.

Written.
Verbal.
Phone.

Written.
Verbal and phone if within 
scope of practice.

Written.

Patient education Yes. Yes. Yes, if delegated. No, only informs licensed 
nurse about observations 
during care and patients’ 
expressed needs.
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TABLE 2

Resources on Aging in California
Below is a selected listing of agencies that provide a variety of resources and information to seniors and their families from addressing housing issues, to 
home meals and home health care to legal assistance, social and other services.

California Department of Aging: aging.ca.gov

The California Department of Aging administers programs for older adults using funds that are allocated by the federal Older Americans Act, the Older 
Californians Act and Medi-Cal. They contract with the area agencies on aging as well as the multipurpose senior services program.
They also certify adult day health centers for Medi-Cal.

California Association of Area Agencies on Aging (C4A): c4A.info

This nonprofi t organization advocates for meeting the needs of seniors and adults with disabilities. Established by the federal Older Americans Act in 1965, 33 
area agencies on aging in California receive federal, state and local funds and contract with local organizations to provide a wide variety of services to seniors 
to promote healthy aging and independence and to support the needs of those who care for this population.

California Department of Health Care Services (DHCS): www.dhcs.ca.gov/services/Pages/Seniors.aspx 

DHCS represents the safety net serving Californians with disabilities and low incomes.

CalPACE – Program of all-inclusive care for seniors in California: www.calpace.org

Serves seniors 55 and older who live in PACE service areas and who are nursing home eligible but can safely live in the community at enrollment. They provide 
for preventive, acute, primary and long-term care needs while allowing participants to remain independent and in their homes as long as possible. There are 10 
PACE programs in California with 29 sites.

Adult Protective Services (APS): www.cdss.ca.gov/agedblinddisabled/PG2300.htm

Serves dependent disabled adults aged 18–64 and older adults older than 65.
APS investigates reports of abuse in homes, hotels, hospital and clinics in regard to nonstaff  allegations of abuse.
DHCS investigates allegations of abuse by staff  members.
The Ombudsman’s Offi  ce investigates allegations of abuse in long-term care, board and care, residential facilities and nursing homes.
The California Department of Developmental Services investigates abuse at state developmental centers.
The California Department of State Hospitals investigates allegations about state mental hospitals.

and clinical nurse specialists (CNS). 
They are trained to diagnose, provide 
care and prescribe medications and can 
perform these functions after a physician’s 
approval. As an example, for a patient 
who needs multiple extractions, APRNs 
may work with the dentist to create a 
treatment plan that best suits the patient’s 
health status. In preparation for the 
extractions, they could order bloodwork 
to monitor bleeding or immune status. 
Postextraction, they can monitor patient 
progress and assist in the management 
of postoperative complications should 
they occur. If the patient’s status should 
change, they may use their clinical 
judgment to request that the dentist 
stop or change the planned treatment. 
If there is a need to change medication, 
APRNs can order and dispense 

medication after the dentist approves.17

Registered nurses (RN) hold a 
bachelor’s degree or an entry-level 
master’s degree. They are involved 
with direct and indirect patient care 
services that ensure the safety, comfort, 
hygiene, protection of patients, disease 
prevention and restorative measures 
such as administration of medications, 
implementation of appropriate referrals 
based on observations or initiating 
emergency procedures. RNs can examine 
the oral cavity to determine the origin 
of pain and make an initial diagnosis to 
determine the need for referral. They 
may work with the dentist to develop and 
implement a treatment plan. They may 
perform oral exams and provide feedback 
on the progress of ongoing treatment and 
request additional evaluation if concerns 

arise. They also may play an active role 
in patient and family education.18

Licensed vocational nurses (LVN) 
are licensed nurses who work under the 
written, verbal or telephone direction 
of a licensed physician or RN. If, for 
example, a patient reports dental pain, 
the LVN may collect subjective and 
objective data and report fi ndings 
such as swellings, ulcers, mucosal 
color changes or gross decay. While 
developing patient care plans they 
can provide input about ease of use, 
or diffi culties encountered, in the use 
of various oral hygiene products or 
aids. They can also report changes 
in oral health following treatment. 
Depending upon their specifi c license, 
they may or may not be able to 
administer prescription medications.19
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Certifi ed nursing assistants (CNA) 
and home health aides are assistive 
personnel who are trained and certifi ed, 
but not licensed, to perform nursing 
tasks. They are assigned to medically 
stable patients who suffer from chronic 
illness. Within their scope of practice, 
they help patients with ADLs such 
as bathing, eating, dressing, toileting 
and transferring. RNs can assign 
them duties that do not require the 
use of professional judgment. CNAs 
are responsible for daily oral care and 
perform oral health home care such 
as toothbrushing, denture care and 
administration of nonprescription 
creams, gels, paste and mouthwash.20 
TABLE 1 reviews the scope of practice 
in nursing as it relates to oral health 
care. It is important to consider that 
individual training, interest and 
time to provide oral care can vary, as 
can patient ability or willingness to 
receive care. Additional instruction, 
training and/or encouragement from 
the dental team may be required in 
order to achieve the desired results.7,16

Special Issues in Caring for 
Vulnerable Adults

Unfortunately, there may be 
instances where practitioners suspect 
that their patients are victims of 
abuse or neglect or are suffering from 
self-neglect. Dental professionals are 
mandated reporters of abuse and neglect. 
Practitioners need only suspect abuse 
or neglect in order to fi le a report 
so that the appropriate parties can 
investigate. Some signs of abuse may 
include fi ndings such as various injuries, 
multiple bruises in varying states of 
healing, caregiver refusal to let the 
patient be apart from him or her during 
offi ce visits, poor hygiene, unpaid bills 
despite adequate resources or a direct 
report of abuse from the individual.23

Call 911 in emergency situations. 
For those living independently in the 
community, Adult Protective Services 
(APS) should be contacted. APS 
serves adults aged 65 and older and 
dependent adults aged 18 and older to 
protect their rights to safety and dignity. 
APS investigates elder and dependent 
adult physical, sexual and fi nancial 
abuse, including cases of neglect and 
abandonment. Reporting should be 
made to APS in writing within two 
working days using Department of Social 
Services form SOC 341. For patients 

living in a long-term care facility, the 
local ombudsman should be contacted. 
Facilities are required to post this contact 
information in a visible area. Report to 
the local ombudsman by phone fi rst then 
submit form SOC 341. The Department 
of Aging 24-hour crisis hotline also 
takes reports at 800.231.4024. More 
information about elder abuse and 
county-specifi c information on reporting 
in California can be found at www.dss.
cahwnet.gov/cdssweb/PG20.htm and 
www.cdss.ca.gov/agedblinddisabled/
PG2300.htm.24,25 Individuals in these 
agencies are critical members of the 
extended team and available to all 
practitioners in California as a resource 
to help ensure and maintain the health 
and welfare of patients. TABLE 2 has 
additional resources for California 

seniors including not only protection 
from abuse and neglect, but also support 
for housing, meals, transportation, 
legal and other social issues.

More Opportunities for 
Interdisciplinary Practice

Although dental insurance is not 
included in long-term care insurance, 
individuals enrolled in a program of 
all-inclusive care for the elderly (PACE) 
are eligible to receive dental services. 
PACE was modeled after On Lok Senior 
Health Services, which originated 
in 1971 in San Francisco. William 
Gee, DDS, a public health dentist, in 
collaboration with social worker Marie-
Louise Ansak, directed the development 
of this interdisciplinary team (IDT) 
model of care. The National PACE 
association was formed in 1994. There 
are now 106 PACE programs in 31 states. 
PACE is designed to allow nursing home 
eligible seniors older than age 55 to live 
independently in the community as long 
as possible by providing comprehensive 
services to participants.24 PACE 
programs may contract with or employ 
private dentists to provide oral health 
care at a PACE site, in a living facility 
or, in some cases, in private offi ces. 
For dentists or hygienists interested in 
providing care for this population, PACE 
is a program rich with interdisciplinary 
resources ready to support and enhance 
the oral health care that general 
dentists and specialists can provide to 
this often underserved population.

In addition to core teams of primary 
care providers, nursing and social work, 
they also provide physical therapy, 
occupational therapy, dietary and 
recreational therapy as well as a wide 
variety of specialty medical and social 
services in order to address the total 
health needs of their participants. 
Oral health care providers working 

Practitioners need only suspect 
abuse or neglect in order to fi le 
a report so that the appropriate
parties can investigate.
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with PACE are an integrated part of 
the interdisciplinary team. The PACE 
model facilitates collaborative treatment 
planning and the provision of the most 
appropriate care for each individual.25 
This is one example of an IDT model 
but many other day service and long-
term care facilities may also offer a 
broad range of professionals available 
for collaboration and consultation.

While it can be initially challenging 
for private dental practitioners to 
learn about and access other health 
professionals who care for their mutual 
patients, those who develop these 
partnerships in the community, their 
patients’ living facilities and other 
support organizations can benefi t 
tremendously from their expertise and 
knowledge. There are many examples. 
Occupational therapy (OT) may 
provide guidance and recommendations 
to address dexterity issues that can 
prevent patients from maintaining their 
oral health. OT may have access to 
adaptive aids for oral hygiene not found 
in standard dental supply catalogs.4,26 
Dieticians may assist patients with 
short- or long-term diet texture changes 
that can result from poor oral health or 
dental treatment, such as extractions, 
in order to maintain optimal intake 
and nutrition. They may also aid in 
identifying an individual’s dietary risk 
factors for caries 4 (FIGURE 1). Social 
workers and geriatric case managers 
may help with the coordination of 
care, from fi nancial issues to issues of 
consent and may facilitate care and 
communication between multiple 
providers.4,27 Pharmacists may be an 
important resource when managing 
patients with polypharmacy or history 
of multiple adverse drug reactions or 
allergies.4,28 Practitioners may access all 
the resources the patient already has to 
work in concert with the dental team 

to provide exceptional, customized 
patient care with positive outcomes.

For the majority of dental patients, 
oral health focused teams of general 
and specialty dentists, dental hygienists 
and dental assistants provide excellent 
comprehensive oral health care. For 
some of our most frail and vulnerable 
patients however, a broader approach 
may be necessary. Practitioners should 
utilize each dental team member to 
his or her full scope of practice and 
educate other health care providers 
about how the dental team may 
be integrated into their respective 
settings. Oral health professionals 
have an important role to play in 
both traditional and nontraditional 
practice settings. Interdisciplinary care 
is critical to the success of geriatric 
health care and is an important aspect 
of care for all patients. Learning to 
navigate the resources in the community 
and creating an interdisciplinary 
team can enhance the oral health 
care experience and outcomes for 
practitioners and patients alike. ■
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New Employee Checklist
This checklist provides an overview 

of the required and suggested forms 
that should be provided once you have 
hired a new employee in your practice.

Starting a Dental Practice Checklist
This checklist provides an 

overview of the items that should 
be addressed once you have decided 
to start your own dental practice.

Guidelines for Informed Consent 
Sample informed consent forms 

to aid in the face-to-face informed 
consent discussion between the dentist 
and patient. This discussion involves 
providing the patient with information 
about the nature of the proposed 
treatment, the benefi ts and alternatives 
of the proposed treatment, the risks 
of treatment, as well as any other 
information specifi c to the patient’s 
unique condition. Patients who refuse 
treatment must be informed of the 
potential consequences of their decision. 
The informed consent discussion should 
be documented in the patient record. 
Used with permission from TDIC.

C
DA Practice Support is 
designed to help member 
dentists navigate the 
business side of dentistry 
with ease. The resources 

available are vital to dentists in any 
phase of their career. Listed here 
are the 10 most frequently accessed 
resources with a brief description of 
each. In this sampling you will notice 
the scope and diversity of helpful 
information at your fi ngertips. All 
of these materials and more can be 
accessed at cda.org/practicesupport.

Sample Employee Manual
This Employee Manual template 

has been updated to refl ect new 2015 
laws. Additionally, the new manual 
provides more assistance in the areas 
of social media, vacation accrual, sick 
leave and pregnancy leave. The manual 
was developed by an attorney to be 
used specifi cally in a dental offi ce. An 
employee manual is one of the most 
important reference and communication 
tools between an employer and 
employees. It clearly describes 
expectations and offi ce policies.

CDA Practice Support: 
We’re on Your Team
Compiled by CDA Practice Support
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Sample Notice of Privacy Practice 
A HIPAA-covered entity is required 

to provide patients with its Notice of 
Privacy Practices. The notice must include 
descriptions of the types of uses and 
disclosures of protected health information 
(PHI) that the covered entity is permitted 
to make without the individual’s written 
authorization, including for each of the 
following purposes: treatment, payment 
and health care operations. The notice 
also must include a statement about 
the other uses and disclosures for which 
the practice uses an individual’s PHI, a 
statement on the individual’s rights with 
respect to the information and description 
of procedures followed when a patient 
chooses to exercise those rights.

New Patient Health History Forms for 
Adult Patients

The New Patient Forms for Adult 
Patients are provided as comprehensive 
resources pertaining to the gathering of 
information from the new patient. The 
forms can be implemented collectively 
or may be utilized in an a la carte fashion 
for the practice that may have some, but 
not all, of the forms already in place.

HIPAA Business Associate Agreement
HIPAA requires a covered entity to have 

a business associate agreement with any 
entity, individual or organization that creates, 
receives, maintains or transmits patient 
health information to perform nonclinical 
functions, such as claims processing or 

r e s o u r c e s

©2015 DentalEZ, Inc. DentalEZ, StarDental and Columbia Dentoform are registered trademarks and NevinLabs is a trademark of DentalEZ Inc. 
RAMVAC, Bison and Bulldog are registered trademarks of RAMVAC Dental Products Inc.

    866.DTE.INFO     www.DentalEZ.com     Follow Us!    

California Vacuum 
Conversion Special 2015

$250 cash back for converting from any Wet Vacuum 
to a RAMVAC® Dry Vacuum (Bulldog® & Bison® only)

Conserve Water!

Offer valid July 1st – December 31st, 2015.

Register your purchase at: DentalEZ.com/Californiaconversion.

Add to your savings by coupling this to other 
existing local water rebates that may be available. 
For example in Southern California, get $150 
rebate back per 0.5 HP with SoCal Water$mart.

Columbia Dentoform® Teaching Solutions

DentalEZ® Equipment

NevinLabs™ Workstations

RAMVAC® Utility

StarDental® Instruments

information systems management, on behalf 
of a covered entity. A dental practice that is a 
covered entity must have a business associate 
agreement with each entity that uses its 
patients’ information for nonclinical functions.

Guide to Dental Practice Act Compliance
The California Dental Association is 

pleased to provide a guide that is intended 
for use by dentists and allied dental health 
professionals to assist them in complying 
with the California Dental Practice Act. 
This guide summarizes portions of the Dental 
Practice Act and organizes information 
in alphabetical order by subject. Citations 
are provided to the appropriate Business & 
Professions Code (B&P), Health & Safety 
Code (H&S) and to the California Code of 
Regulations Title 16 (CCR 16) sections. For 
details on license and permit requirements, 
educational requirements, fees, timelines, 
citations, license suspension or revocations, 
disciplinary guidelines, descriptions of 
disciplinary actions, appeals process and 
exact language of the law, please refer to the 
website of the Dental Board of California 
(dbc.ca.gov) and the Dental Hygiene 
Committee of California (dhcc.ca.gov).

Dental Benefi t Plan Handbook
In order to help a patient maximize his 

dental plan benefi ts, both the practice and the 
patient should understand the type of services 
covered by the plan, specifi cally, the plan’s 
limitations and exclusions. This handbook 
covers the entire dental benefi t plan process.

Legal Reference Guide
This guide explains laws that apply to 

dentistry and how they work.
We are here to assist dentists and their teams 

in any way we can. If you have questions about 
practice management, regulatory compliance, 
employment practices or dental benefit plans, 
contact a CDA Practice Support analyst today. ■

Visit cda.org/practicesupport for more 
than 600 practice support resources.
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Why use oral sedation in your practice?
Keep up with the progression of your profession. Help care for those suffering 

from dental anxiety by learning to treat patients with oral sedation dentistry.

Course Tuition

CDA Members Save $300 ................ $ 2,449 

Use code: CDA300 

Doctor  ............................................................$ 2,749

Team (per person) ......................................$ 797

Oral Sedation Dentistry
3-day course | 26 credit hours | Includes one live patient experience

*All special offers are valid for non-member pricing and new registrations only.
Cannot be combined with any other offer. Only available for Seattle or San Francisco registration.

Register today: Call (888) 611- 8080

or visit www.DOCSeducation.org

75%  

of adults in the U.S. 

experience some 

degree of dental fear.

Gain the skills to change these lives.  CDA Members save $300.

Nov. 13-15, 2015NNoovv 13 15 22001
Seattle Feb. 19-21, 2016

San Francisco
Approved PACE  

Program Provider

FAGD/MAGD Credit  

Approval does not  

imply acceptance by  

a state or provincial  

board of dentistry or  

AGD endorsement. 

9/17/2000 to 12/31/2015

 
 

26 CREDIT HOURS

Certified for

26 AGD PACE-approved  

hours of CE

*CA Permit Qualifying 

Programs (26 CE 

Hours). Includes 

one live patient 

experience in 

Seattle and San 

Francisco.
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RM Matters

Dentists and the Virtual Dental Home: 
What You Should Know
TDIC Risk Management Staff 

I
n recent months, several 
policyholders have called the 
TDIC Advice line asking about 
the virtual dental home (VDH) 
model and the risks associated with 

participating in one. The following 
information may be helpful if you are 
considering practicing in such a model.

The term “virtual dental home” 
describes a dental care model in 
which a dentist utilizes teledentistry 
by connecting electronically to 
specially trained allied dental team 
members to deliver dental care 
to underserved populations.

The VDH was authorized in 
California in 2015 after a large-scale 
demonstration project proved successful 
at safely and effectively providing 
diagnostic, preventive and early 
intervention services in community-
based sites (e.g., schools, Head Start 
sites and nursing homes) by allied dental 
team members who are connected to 
a dentist at an off-site location (e.g., 
offi ce or clinic) using teledentistry.  

Within the VDH model, a specially 
trained registered dental assistant 
in extended function (RDAEF), 
registered dental hygienist (RDH) or 
registered dental hygienist in alternative 
practice (RDHAP) collects electronic 
dental records such as radiographs, 
photographs, charts of dental fi ndings, 
dental and medical histories with 
portable imaging equipment and an 
Internet-based dental record system. 
He or she then uploads the information 
to a secure Internet website where 
a supervising dentist reviews and 
establishes a diagnosis and treatment 
plan for the hygienist or assistant to 
carry out. Patients who need care that 
is more complex are referred to the 

dentist to provide those services. 
TDIC recognizes emerging trends in 

dental care delivery and recommends 
dentists use specifi c protocols if they 
want to participate in a VDH program. 
If a dentist employs a dental team 
member to work in a VDH community 
setting, that dentist is subject to the 
same requirements and regulations as 
a practice owner who employs dental 
team members to work in a traditional 
practice setting. This includes adding 

the auxiliary to your payroll reporting 
for workers’ compensation insurance 
coverage. Similar to a traditional setting, 
TDIC’s professional liability policy 
may extend to dental auxiliary staff. 
As with any coverage interpretation, 
the scope of coverage is subject to the 
policy provisions. If you have questions 
about your policy with TDIC, please 
contact your agent at 800.733.0633.

“Dentists and dental team members 
must practice to the same standard 

You are not a policy number.

And at The Dentists Insurance Company, we won’t treat you like 

one because we are not like other insurance companies. We were 

started by, and only protect, dentists. A singular focus that leads 

to an unparalleled knowledge of your profession and how to best 

protect you. It also means that TDIC is in your corner, because with 

us, you’re never a policy number. You are a dentist. 

Contact the Risk Management Advice Line at 800.733.0634.

Protecting dentists.
It’s all we do.®

thedentists.com
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of care regardless of the setting,” said 
a senior risk management analyst 
with TDIC. “Informed consent, 
record collection, diagnosis, care, 
documentation, referral and follow-
up are all essential to providing 
appropriate care in a traditional 
practice as well as the VDH setting.” 
Additionally, if the dentist is working 
with an RDHAP, there is an option 
to establish a working relationship 
other than employer-employee because 
of the RDHAP’s license statues, 
which allows this opportunity. “If a 
California dentist is working with an 
RDHAP in a VDH under a contracted 
arrangement, a written agreement 
with the RDHAP that addresses the 
items listed above, as well as the 
RDHAP’s proof of separate liability 
coverage is a must,” said the analyst. 

As of publication date, the VDH 
model is legal in California only. If 
you practice in California and are 
interested in participating in such a 
delivery model, or if you are in another 
state and the VDH model becomes a 
practice option for you, please consider 
the following recommendations:

1. Know the dental team you are 
working with before entering 
any VDH agreement. Make 
sure these employees are skilled 
individuals with similar treatment 
philosophies to yours. Whenever 
possible, work with auxiliary team 
members directly before remotely. 
Trust and good communication 
are vital to successful patient 
care. The dentist is responsible 
to ensure all participating dental 
professionals have a current 
license in good standing with 
the state licensing agency. 

2. The location your staff person uses 
must have the appropriate dental 
equipment for the services being 
offered and abide by CalOSHA 
standards for employees.

to interim therapeutic restorations 
(ITRs), one of the new duties that 
hygienists and RDAEFs who complete 
the required training program can 
perform in a VDH. California law 
specifi es that ITRs can be placed after 
the diagnosis and direction of the 
supervising dentist to stabilize a tooth 
with a cavitated lesion until the dentist 
determines that additional treatment 
is required. ITRs provided by allied 
dental professionals must be completed 
with hand instrumentation only and 
must not require dental anesthesia to 
complete. For more information about 
the virtual dental home or interim 
therapeutic restorations, see the July 
2012 and October 2013 issues of the 
Journal of the California Dental Association 
at cda.org/member-resources/journal.

A decision to participate in this 
type of practice model is one that 
each dentist should make on his or 
her own. Participating in the VDH 
model can be rewarding and provides a 
different vantage point not offered by 
the traditional practice model. Prior to 
starting such an arrangement, please 
notify your professional liability carrier. ■

For more information about this 
and other nontraditional practice 
models, contact Gayle Mathe, CDA 
director of community programs 
at Gayle.Mathe@cda.org.

3. Establish clear parameters for your 
VDH working arrangements. You 
likely will need to speak with a 
labor attorney who is familiar with 
dental practices and specifi cally 
the VDH delivery model. At 
a minimum, your employment 
arrangement should address:

 ■ Method(s), timeliness and 
expectations for communication.

 ■ Quality assurance requirements.
 ■ Equipment (ownership, 
maintenance, property insurance).

 ■ Use of electronic records system 
and documentation expectations.

 ■ Radiographic protocol.

 ■ Emergency management.
 ■ Compensation method.

Dentists, who are accustomed to 
making diagnoses during in-person 
visits using an explorer, often ask about 
the accuracy of making diagnoses from 
records alone. The VDH demonstration 
project investigated this and found:

“Based on patient information 
collected in the fi eld that includes 
intra- and extraoral radiographs, 
photographs and charting collected by 
an [allied dental team member], a dentist 
can, with a great degree of certainty, 
decide on the best next action for that 
patient. In this study, individual dentists 
were consistent in their decisions 
about a specifi c patient whether the 
examination was in person or virtual.” 

Another common inquiry relates 
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Establish clear parameters 
for your VDH working 
arrangements. You likely will 
need to speak with a labor 
attorney.



800.752.7461

With scores of Buyers, profiles of their 
practice interests and financial ability, 

 is able to 
find the right buyer for your practice.

Experience the difference. Call Lee Skarin and Associates 
for responses to all of your questions - No obligation!

Visit our website for current listings:  www.LeeSkarinandAssociates.com
Dental Practice Brokers CA DRE #00863149

  Lee Skarin and Associates has been serving the dental profession since 1959.
  Kurt Skarin has over 30 years experience in dental practice sales.
  We have sold more practices than any broker in the state within 

     the last 12 months.
  Our experienced practice appraisals are backed with 

     credentials unequaled among dental practice brokers.
  We provide in-house legal counsel to advise you in all 

     aspects of the sale and purchase, including the tax 
     consequences of the sale.

  Excellent financing is available, in most cases for 100% 
     of the purchase price.

  With a reputation for experienced, concientious, 
     and ethical performance, we give our clients 
     personal attention in all aspects of the purchase.



NORTHERN CALIFORNIA

CASTRO VALLEY: Practice & Bldg.  
1,800 sq. ft, 3 Ops, 1 add’l Plumbed. 2014 GR 
$373K, 4 day week. #CA251

FOLSOM: FACILITY ONLY 1,200 sq. 
ft. w/3 Ops, Digital & Pano, new compressor 
#CA209

GREATER SACRAMENTO: General 
Practice. 7 Ops, 3,079 Sq. ft. (Shared w/2nd 
DDS – Separate Practices), 2013 GR $974K. 
#CA140

GREATER SAN JOSE: Perio Practice. 
Fiscal-year GR $1.3MM. 5 Ops, 2 add’l 
Plumbed, in same loc. 28 yrs. #CA219

MARIN COUNTY: Mill Valley 1,260 sq. 
ft. 3 Ops, 1 add’l Plumbed. Dentrix, Digital, 
Intra-Oral. #CA224

MARIN COUNTY: 3 Op practice w/views 
of Corte Madera Creek. 2014 GR$315K. 
Paperless charts, Schick, Eaglesoft. #CA286

MILLBRAE:
with 5 Ops, 1 add’l Plumbed, state-of-the-art 
equipment. 2014 GR $670K. #CA262

N. COAST: Endo Practice. 6 Ops, 5 Plumbed
3,300 sq. ft. Digital, Microscopes, EndoVision.
#CA214

N. EAST BAY: PRICE REDUCED 
$77K! General Practice + Bldg. 7 Ops. 
2,324 sq. ft. 2012 GR $885K. #CA108

NORTHERN CALIFORNIA: Endo 
Practice. 3 Ops, 1 Plumbed, 1,200 sq. ft. 
2 Microscopes, Digital. 2013 GR $319K+ 
#CA158

N. OF SACRAMENTO: 1,750 sq. ft. w/4 
Ops. Intra-Oral, Digital, Pano, Laser, CAD-
CAM, Dentrix. 2014 GR $1M. #CA260

N. OF SACRAMENTO:
w/4 Ops, Dentrix, Pano. Owner worked 39 
weeks in 2014. #CA267

NORTH SACRAMENTO: 3 Ops in a 
leased space with <1,000 sq. ft., PPO, 2 days 
hygiene, Digital, Easy Dental. #CA266

PINOLE:
Microscopes, and PBS Endo in approx. 
1,200 sq. ft. 2014 GR $672K. #CA284

PLEASANTON: Facility Only, Former 

Plumbed & Partially Eq. 975 sq. ft. #CA195 

SACRAMENTO: 7 Equip Ops in 2,400 
sq. ft., 1 add’l Op Plumbed. Pano, Softdent, 
Digital. 2014 GR $626K+. #CA250

SACRAMENTO: Practice and Condo. 

$650K.  #CA261

SACRAMENTO: 1,684 sq. ft., 6 Equip. 
stations in bay, 2 add’l Plumbed. 2014 GR 
$590K. #CA269

SAN FRANCISCO: 780 sq. ft., 3 Ops (2 
fully Equipped) near Union Square. 2013 GR 
of $854K, 55% overhead. #CA191 

SAN FRANCISCO: Periodontal Practice 
& Condo Unit. 1,160 sq. ft. w/4 Op, 2014 GR 
$714K w/$363K adj. net. #CA274

SANTA ROSA: General Dentistry & 
Building. 3 Ops. 2013 GR $542K w/adj. net 
$182K. #CA200

SONOMA: 

2014 GR $675K on 3 day/week. #CA270

CENTRAL CALIFORNIA

CENTRAL COAST: General Dentistry. 
6 Ops, 8 days Hygiene/wk. GR over $2M for 
last 3 yrs. Est. 30+ yrs. #CA208

FRESNO: General Dentistry Partnership. 
2013 Partnership GR $4.7M. Selling Partner 
2013 Net Inc $368K. #CA196 

KINGS COUNTY: NEW LISTING: 4 
Ops, Pano, established for 50+ yrs. GR of 
$246K in 2014. #CA265

PASO ROBLES: Modern 4 Ops, 1,998 sq. ft. 

$573K+. #CA275

PORTERVILLE: General Dentistry, 6 Ops. 
2014 GR $555K, 7-year old equipment, retail 
center.  #CA223

TULARE: 
w/5 Ops. 2014 GR $1.7M. 10 days hygiene. 
Owner moving out of state. #CA273

SOUTHERN CALIFORNIA

ANAHEIM: 4 Ops, 5 add’l available, 

2013 GR 237K. #CA207

ANAHEIM HILLS: NEW LISTING! 
General Practice with 4 Ops, est. for 34 yrs. 
Dentrix, 6 days Hygiene per week. #CA279

BALDWIN PARK: General Practice. 5 Ops, 
4 Equipped. 2014 GR $276K. #CA176 

BANNING: General Practice. 6+ Ops. 
Paperless, Digital, EagleSoft. 8 Days Hyg/
Week. 2014 GR $1.4MM+. #CA183 

BEVERLY HILLS:  Small boutique 
practice, 2 Ops, 1 Equipped, Open Dental, 
Digital, 2014 GR $120K on 3 days/wk.. 
#CA215 

BEVERLY HILLS: 5 Ops, EagleSoft, 
Digital, CEREC. Long-term staff, newer 
equipment. 2014 GR 1.07MM, adj. net of 
$406K. #CA210

CARSON: NEW LISTING! 3 Op General 
Practice. Paperless. EagleSoft, Digital, Pano. 
All equip. <3 yrs. old. 2014 GR $143K. 
#CA280

CYPRESS: NEW LISTING!  General 
Practice, 5 Ops, 35 yrs. of Goodwill.7 days 
Hygiene per week. $948K GR. #CA257

GREATER LOS ANGELES: Perio 
Practice. 5 Ops. 34 Yrs. of Goodwill. Dentrix, 
Digital, Laser, great referral base. #CA173 

HUNTINGTON BEACH: NEW 
LISTING! General Practice. 4 Ops, Digital, 
Pano. Nice Prof. bldg location. 2014 GR 
$534K. #CA285

HUNTINGTON BEACH: NEW 
LISTING! 5 Ops, 28 yrs. of Goodwill, 
Digital, Pano, Laser, 12 days of hyg./wk. GR 
of $1.1MM+. #CA263 

INLAND EMPIRE: NEW LISTING! 
Endo Practice. 4 Ops, 3 yr. new equip., Digital, 
Cone Beam CT. 2014 GR $739K with low 
overhead.  #CA281

INLAND EMPIRE: NEW LISTING! 
General Practice 7 Ops, Dentrix, Digital, Pano, 
30 yrs. goodwill. 4½ days of hygiene. #CA283

INLAND EMPIRE: NEW LISTING! 
General Dentistry, 4 Ops, Camera, Digital, 
Pano, 2014 GR $534K, adj. net 4196K. 
#CA285

LOS ANGELES: General Dentistry, 6 Ops, 
5 Equipped, Est. 50+ yrs., SoftDent, Digital. 
2014 GR $591K. #CA255

LOS ANGELES: NEW LISTING! Endo 
practice, 4 Ops, Cone Beam, 2014 GR of 
$360K on 21 hours/week. #CA259

N. ORANGE COUNTY: General Practice. 
7 Ops, 6 Equipped, EagleSoft, Digital, Seller 
works 2 ½ days with GR of $542K. #CA248

ORANGE: General Dentistry. 4 Ops, Great 
location near Orange Circle. Est. 56 yrs. 
Digital. 2014 GR over $429K. #CA256

PALM DESERT: Prosth/Implant Practice. 
6 Ops, 5 Equipped, Dentrix, Digital, Pano, 
20+ yrs. goodwill. 2014 GR $805K, $386K 
adj. net #CA242

PALM DESERT: General Practice, 5 Ops, 
Est. for 32 yrs., 6 days of hygiene/week/ GR 
of $824K and $339K adj. net. #CA245

PASADENA AREA: NEW LISTING!  
General Dentistry. 3 Ops, Dentrix, Dexis, 
CEREC, established for 50+ yrs. #CA283

PICO RIVERA: General Dentistry, 6 
Ops, Est. in 1960. DentiSoft, Pano, 4½ days 
of hygiene per week. 2014 GR of $690K. 
#CA258

S. ORANGE COUNTY: Pedo Practice with
4 Ops, 1 year new equipment, Digital, Pano/ 
$236K GR with room to grow. #CA222

SOUTH PASADENA: General Dentistry. 4 
Ops, 3 Equipped, Paperless, Digital, est. 37 yrs. 
2014 GR $856K with $271K adj. net. #CA244

UPLAND:  General Practice. 4 Ops, 3 
Equipped. 25+ yrs. of Goodwill. 2014 GR of 
$221K with room to grow. #CA254

VICTORVILLE: General Practice. 3 Ops, 
3 Plumbed, 2,150 sq. ft. Est. 34 yrs., SoftDent. 
2014 GR $273K. #CA149 

WEST LOS ANGELES: General Practice, 
4 Ops, newly built-out suite, desirable high 
rise. 50+yrs. goodwill. FFS. 2014 GR $651K. 
#CA226

WEST HOLLYWOOD: General Practice, 
4 Ops, Intra-Oral Camera, Digital, Laser, 5 yr. 
old equip. 2014 GR of $613K . #CA212 IN 
ESCROW! 

WHITTIER: NEW LISTING! General 
Dentistry. 4 Ops, 3 Equipped. Dentrix, Dexis. 
Est for 50+ yrs. on Main street. 2014 GR 
$217K.  #CA276

SAN DIEGO

CHULA VISTA: General Practice, est. 50+ 
yrs. 4 Ops, 3½ days of Hygiene, Dentrix. 
$493K GR in 2013. #CA109

COLLEGE AREA, SAN DIEGO: Very 
busy 6 Op General Practice with room to 
expand to 9 Ops. PPO, Dentrix, Digital. 2014 
GR 1.7M. #CA231

DOWNTOWN: Leasehold sale. Modern and 

+ room to expand. #CA232

LA JOLLA: NEW LISTING! General 
Practice, 3 Ops, FFS and Delta Premier. 2014 
GR of $559K. Owner retiring. #CA278

LA MESA: General Practice. 4 Ops. 
3 Equipped, FFS/PPO, Dentrix, Digital. 
2014 GR $340K. #CA227 IN ESCROW! 

N. COUNTY INLAND: NEW LISTING!
Highly regarded GP. FFS/PPO. 6 Ops. 
Free-standing building. #CA271

SAN DIEGO: General Practice. 3 Ops. FFS, 
PracticeWorks. Located in Central San Diego. 
2014 GR $187K. #CA161 IN ESCROW!

SANTEE:  General FFS/PPO Practice, 6 Ops, 
retail center, Dentrix, Digital, $780K GR in 
2014. 7 days of hyg/week. #CA228 
IN ESCROW! 

S. BAY AREA, SAN DIEGO: General
Dentistry, 3 Ops, 4 days hyg/wk. Retail center,
Dentrix, Digital Pano, PPO & FFS. GR 2014 
$524K. #CA206

UPCOMING LISTING: ESCONDIDO 
4 Ops, 3 Chairs, Central Escondido, Doctor 
Retiring Excellent Opportunity to merge/grow.

OUT OF CALIFORNIA

UPCOMING LISTINGS: MAUI, 
HAWAII and OAHU, HAWAII!

PRACTICE SALES  •  PARTNERSHIPS  •  MERGERS  •  VALUATIONS/APPRAISALS  •  ASSOCIATESHIPS •  CONTINUING EDUCATION

DENTAL PRACTICE BROKERAGE
Making your transition a reality.

www.henryscheinppt.com
SOUTHERN CALIFORNIA OFFICE

1.888.685.8100
NORTHERN CALIFORNIA OFFICE

1.800.519.3458
Henry Schein Corporate Broker #01230466

Dr. Lee  
Maddox

LIC #01801165
(949) 675-5578

25 Years in Business

Dr. Thomas 
Wagner

LIC #01418359
(916) 812-3255

40 Years in Business

Dr. Dennis  
Hoover

LIC #0123804
(209) 605-9039

36 Years in Business

Dr. Russell 
Okihara

LIC #01886221
(619) 694-7077

33 Years in Business

Jim  
Engel

LIC #01898522
(925) 330-2207

42 Years in Business

Kerri  

McCullough

LIC #01382259
(949) 566-3056

35 Years in Business

Mario  
Molina

LIC #01423762
(949) 675-5578

35 Years in Business

Jaci  

Hardison

LIC #01927713
(949) 675-5578

26 Years in Business

Steve  
Caudill

LIC #00411157
(951) 314-5542

25 Years in Business

Thinh  

Tran

LIC #01863784
(949) 675-5578

11 Years in Business
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When Looking To Invest In Professional
Dental Space Dental Professionals Choose

Linda Brown
30 Years of Experience Serving 

the Dental Community Proven 

Record of Performance

• Dental Office Leasing and Sales

• Investment Properties

• Owner/User Properties

• Locations Throughout  

Southern California

For your next move, 

contact: LINDA BROWN

Direct: (818) 466-0221

Office: (818) 593-3800

Email: LindaB@TOLD.COM

Web: www.TOLD.com

Cal BRE:  01465757

U
nder California law, each 
person licensed by the 
Dental Board of California 
is a “mandated reporter” for 
known or suspected abuse or 

neglect of a child, elder or dependent 
adult, and incidents of violence. Mandated 
reporters must report known or suspected 
cases to the county department for child 
protective services or for adult protective 
services, or to local law enforcement. 
Neither the Health Insurance Portability 
and Accountability Act (HIPAA) nor 
state privacy laws prevent a dental 
professional from following this obligation.

All mandated reporters must 
sign a statement acknowledging this 
responsibility. The statement and a copy of 
Penal Code sections 11165.7, 11166 and 
11167 are to be provided by the employer. 
Employers are strongly encouraged, but 
not required, to provide employees with 
training associated with the responsibility 
of being a mandated reporter. Whether 
or not employers provide employees 
with training, the lack of training does 
not excuse a mandated reporter from 
his or her responsibility to report. No 
supervisor or administrator may impede 
or inhibit an individual’s reporting duties 
or subject the mandated reporter to any 
sanction for making the report. The law, 
however, allows for establishment of 
internal procedures to facilitate reporting.  

A mandated reporter who fails to 
make a report may be found guilty of a 
misdemeanor. A mandated reporter who 
makes a report in accordance with the 
law has protection from liability. Under 
certain circumstances, mandated reporters 
may seek reimbursement from the state 
crime victims’ fund for legal expenses. 

A report fi rst must be made by 
telephone to local law enforcement or 
to the county department responsible 
for child protective services and/or adult 
protective services. The telephone call 

Mandated Reporting
CDA Practice Support

Regulatory Compliance

RADAR — A domestic violence intervention for health care providers
R  Recognize signs and symptoms of abuse/neglect; routinely screen.
A  Ask direct, nonjudgmental questions with compassion.
 “Please tell me about _________________________ (injury).”
 “Have you been hit, kicked, punched or otherwise hurt by someone within the past year?  
 If so, by whom?”
 “Do you feel safe in your current relationship?”
 “Does a partner from a previous relationship make you feel unsafe now?”
D  Document your fi ndings.
 The dental chart is a legal document.
A  Assess patient safety.
 Is there a weapon involved? Is the patient in immediate danger?
R  Review, refer, report.
 County Adult Protective Services phone number _________________
 County Child Protective Services phone number _________________
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reporting known or suspected child 
abuse or neglect must be followed 
within 36 hours by the submission of a 
completed form to the reporting agency. 
Suspected Child Abuse Report form 
SS 8572 may be available on county 
child protection agency websites. 
Following the initial telephoned report 
of known or suspected injury of an adult 
or child, a mandated reporter must 
submit a report on a form, Mandated 
Suspicious Injury Report CalEMA 
form 2–290, to the agency within two 
days. Both of these forms are on the 
state Department of Justice website, 
oag.ca.gov/childabuse/forms. Forms 
can also be found at the following:

 ■ Elder Abuse — ag.ca.gov/
bmfea/reporting.php.

 ■ Suspected Child Abuse Report — 
ag.ca.gov/childabuse/forms.php.

 ■ Suspicious Injury Report — ag.ca.
gov/childabuse/forms.php.

“California State Mandated 
Reporting” is a CDA Practice Support 
resource that includes a form that 
employers can provide to licensed 
staff for signed acknowledgment of 
the reporting obligation. The resource 
also includes a copy of Penal Code 
sections 11165.7, 11166 and 11167.

The state Department of Social 
Services has an online directory of 
county adult protective services offi ces 
at www.cdss.ca.gov/agedblinddisabled/
PG2300.htm. The agency also 
maintains an online directory of 
county emergency response child abuse 
reporting here, www.childsworld.ca.gov/
res/pdf/CPSEmergNumbers.pdf. ■

Regulatory Compliance appears monthly 
and features resources about laws and 
regulations that impact dental practices. Visit 
cda.org/practicesupport for more than 600 
practice support resources, including practice 
management, employment practices, dental 
benefi t plans and regulatory compliance.

                                     
                                                                                  Paul Maimone               
                                                            Broker/Owner          
 
 
ARCADIA – (4) op comput G.P. Located in a well known Prof. Bldg. on a main thoroughfare. 
Cash/Ins/PPO pt base. Annual Gross Collect $300K+ on a (3) day week.   
BAKERSFIELD #29  - (4) op comput G.P. (3) ops eqt’d, (1) add. plumbed. Located in a free 
stand bldg. Cash/Ins/PPO. Digital x-rays. Annual Gross Collect $300K+ p.t. Seller moving.  
GROVER BEACH – (3) op Turnkey Office w included charts (included, but not guaranteed). (2) 
ops eqt’d w newer eqt. 3rd plmbed. Networked, digital Pano & x-ray. Dentrix. In a strip ctr. NEW 
MONTEREY PARK – (6) op comput G.P. located in a street front suite on a main thoroughfare 
w exposure & visibility. Cash/Ins/PPO & small % Denti-Cal.  Annual Gross Collect $250K+ p.t. 
Seller retiring but will assist with Transition.  REDUCED 
OXNARD – (4) op comput. G.P. in a prof. bldg. 2014 Gross Collect $264K+ on (3) days. Digital 
x-rays. Dentrix. Cash/Ins/PPO/HMO/Denti-Cal. Refers diff Endo/O.S./Perio & Ortho. NEW 
RANCHO CUCAMONGA - (4) op comput. G.P. in a shopping ctr. w excellent exposure, 
visibility, signage & parking. Collect $580K+ in last 12 mos. Cash/Ins/PPO/Denti-Cal pts. 
Modern eqt. & digital x-rays. Low Overhead. Seller retiring, but will assist with transition.  NEW 
SANTA BARBARA COUNTY – (3) op comput G.P. & a 1,900 sq ft Bldg. that houses the 
practice & a residential unit that can be rented or lived in. “Fee For Service.” No PPO, HMO or 
Denti-Cal. 2015 Projected Gross Collections $275K+ on a  relaxed 3½ day week. Seller refers all 
O.S., Perio, Ortho, Endo & implant placement. Seller retiring but will assist w transition. NEW 
SHERMAN OAKS – (3) op comput G.P. in a well known Med/Dental bldg. “Fee for Service.” 
Annual Gross Collect $170K+ p.t. Great Starter or Satellite. Seller retiring.  REDUCED 
So. KERN COUNTY – (6) op comput. G.P. located in a Bakersfield suburb in a small strip ctr. w 
exposure/visibility. Pano eqt’d. Limited competition. Cash/Ins/PPO pts. Annual Gross Collect. 
Approx. $350K p.t. Seller is moving and is motivated. REDUCED 
SANTA ANA - absentee owned (6) op fully eqt’d G.P. First floor street front location on a main 
thoroughfare. Exposure/visibility/signage. Cash/Ins/PPO. No HMO & No Denti-Cal. Pano eqt’d 
& Computerized. 2014 Gross Collect. of $526K+ on a (3½) to (4) day Associate run week.  
SOUTHWEST RIVERSIDE COUNTY - (5) op comput. G.P. (4) ops eqt’d/5th plumbed. 2015  
Project Gross Collect $400K+. Cash/PPO. Located in a smaller prof. bldg. in a condo which can 
be purchased or leased. Seller giving up private pract. to accept institutional position.  
TUSTIN - (4) op comput. G.P. (3) ops eqt’d/4th plumbed. Located in a busy shop ctr. on a main 
thoroughfare. Excellent exposure, visibility, signage & parking. Digital x-rays. “Turnkey Office” 
w some pt. charts included but not guaranteed.  NEW  
WEST SAN FERNANDO VALLEY - (4) op comput. G.P. w modern equipt. Located in a 
smaller prof. bldg. on a main thoroughfare. Cash/Ins/PPO pts. Annual Gross Collect $750K+ on a 
(4) day week. Excell. long term lease, outstanding signage, & great off street parking.  SOLD 
UPCOMING PRACTICES: Bakersfield, Beverly Hills, Central Coast, Covina,  Montebello, 
Oxnard, Pomona, San Gabriel, SFV, Temecula, Thousand Oaks, Torrance, Visalia & West L.A..  

D&M SERVICES:  
 Practice Sales and Appraisals             Practice Search & Matching Services 
 Practice and Equipment Financing    Locate and Negotiate Dental Lease Space 
 Expert Witness Court Testimony       Medical/Dental Bldg. Sales & Leasing 
 Pre - Death and Disability Planning   Pre - Sale Planning 

                    P.O. Box #6681, WOODLAND HILLS, CA. 91365 
              Toll Free 866.425.1877 Outside So. CA or 818.591.1401 www.dmpractice.com    
                          Serving CA Since 1994     CA BRE Broker License # 01172430 

 
 

                                  

 

CA Representative for the National Association of Practice Brokers (NAPB)  

NOW IS A GREAT TIME TO BUY OR 
SELL A PRACTICE! 
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PEDIATRICS

Clinical performance and 
parental satisfaction with posterior 
preveneered crowns
O’Connell A, Kratunova E, Leith R. Posterior Preveneered Stainless Steel 
Crowns: Clinical Performance After Three Years. Pediatr Dent 2014 
May-Jun;36(3):254–8. 

Purpose: The purpose of this study is to evaluate the clinical 
performance and parental satisfaction of two commercially available 
posterior preveneered crowns (PVSSC), NuSmile and Kinder Krowns, 
after three years. 

Methods and materials: A prospective clinical split-mouth study 
was designed to test NuSmile and Kinder Krowns PVSSCs. Pair 
matched molars were randomly assigned to receive either crowns. 
Full-coverage veneer crowns were used for primary fi rst molars while 
buccal-only veneer crowns were used for second molars. Subjects 
were examined every six months for 36 months. Clinical and 
radiographic criteria were assessed by two blinded and calibrated 
examiners (kappa score =0.8 to 1). Crown retention, gingival 
health, facing fracture location, fracture extent and wear, gingival 
margin extension, occlusion, crown alignment, staining of the veneer, 
radiographic bony changes and presence of horizontal overextension 
and esthetics (using visual analog scale) were measured. 

Results: A total of 54 (27 pairs) crowns were placed. The average 
age of the subjects is 5.4 years old. After 36 months, the remaining 34 
crowns in 14 subjects were statistically compared to the same crowns at 
12 months.

There was no statistically signifi cant diff erence in plaque retention 
or gingival health. There were no radiographic changes and the 
presence of overhang margins did not infl uence gingival health. Wear 
on facings and facing fractures increased with time but this was not 
statistically signifi cant. Parental satisfaction with esthetics decreased as 
more metal was exposed due to facing fractures but parents expressed 
preference for white crowns versus stainless steel crowns (SSCs).

Conclusion: The clinical performance of both crowns was comparable 
for a minimum of three years. PVSSC provided a better alternative to 
traditional SSC but facing fracture occurred overtime. Parents were 
satisfi ed with the esthetics of the crowns.

Clinical relevance: Preveneered SSCs are a good alternative for 
esthetic full-coverage restorations on posterior primary teeth. It provides 

Periscope

Periscope off ers synopses of current fi ndings in 
dental research, technology and related fi elds 

esthetics and durability as shown in this study. However, there is a high 
probability of facing fractures that will expose the metal surface over 
time. This has to be disclosed to the parents. Manufacturers currently 
suggest replacement of the crown when esthetics are compromised, 
which may pose a challenge to the dentist and the patient and may 
compromise the tooth. Zirconia crowns maybe an alternative in the 
future. Clinical trials need to be conducted to substantiate this.

— Thomas S. Tanbonliong Jr., DDS

TMD

TMD and upper cervical spine impairment
Grondin F, Hall T, et al. Upper Cervical Range of Motion Is Impaired 
in Patients With Temporomandibular Disorders. Cranio print ISSN: 
0886–9634, online ISSN: 2151–0903 vol. 33, issue 2 (April 2015), 
pp. 91–99.

Purpose: While many clinicians treating temporomandibular 
dysfunction (TMD) assess and treat the cervical spine of TMD patients, 
there are few studies regarding verifi cation of this connection. This study 
investigated a possible TMD connection, with or without headaches, with 
upper cervical spine impairment compared to asymptomatic subjects.

Materials and methods: A single-blind examiner evaluated 
cervical range of motion (ROM) with fl exion-rotation test (FRT) on 20 
asymptomatic subjects and 37 subjects diagnosed with TMD pain 
confi rmed by the Revised Research Diagnostic Criteria. Subjects with 
TMD were further divided according to having headaches (11) and 
without headaches (26). One-way analysis of variance and planned 
orthogonal comparisons variance and planned orthogonal comparisons 
were used to determine diff erences in cervical mobility between groups.

Results: The analysis of variance revealed signifi cant diff erences 
between groups for the FRT F(2,54) = 57·96, P<0·001) and for sagittal 
ROM [F(2,54) = 5·69, P = 0·006]. Findings show that the TMD with 
headache group had less axial rotation than TMD nonheadache 
group, and both TMD groups had less ROM than controls.

Clinical relevance: This study verifi es a connection between 
patients meeting the Revised Research Diagnostic Criteria for 
having TMD and upper cervical spine impairment. The signifi cance 
for the practitioner is it justifi es evaluation of a patient for upper 
cervical spine limitations along with TMD signs and symptoms.  

— Daniel N. Jenkins, DDS, CDE



& C O M P A N Y

Complete Evaluation of Dental Practices & All Aspects of Buying and Selling Transactions

        

                   C C A R R O L L “Matching the Right Dentist 
to the Right Practice”

  

      Mike Carroll & Pamela Carroll-Gardiner

4068 MARIN COUNTY GP
Well established and respected, quality general 
practice located in desirable Marin County 
location. Gross receipts average $1.2M annually 
with less than 4 doctor days/week. Adjusted net 
averaging ~$400K for last 2 years. Doctor has 
experienced many gratifying years treating 
exemplary patients and requires an experienced 
G.P. with minimum of  2-5 years of  experience.

4019 SAN JOSE GP
West San Jose practice in a mix of residential and 
commercial properties close to Westfield Valley 
Fair.  Approximately 798 sq. ft. in a single level 
professional building.  2 fully-equipped ops setup 
for left handed delivery. Avg. GR $226K+ 56% 
overhead & 3 doctor-days. Seller transitioning to 
retirement. Great upside potential. Asking 135K.

4082 SF GP
Well-established general practice located in 
quaint  neighborhood of the Sunset District on a 
major thoroughfare. Beautiful turn-key office with 
lots of natural light. Seller is retiring but is willing 
to help Buyer for a smooth transition. 3 fully-
equipped ops with room for additional op(s) in 
1,440 sq. foot facility. 4 year average GR of 
$628K+ with average net of $250K+. All-fee-for-
service. Not a Delta Dental provider. Asking 
$432K.

4075 PETALUMA GP
Established GP located in Petaluma in stunning 
1,856 sq. ft. seller owned facility in class A, 10 
year-old professional building. State-of-the-art 
office w/6 ops. 4 doctor-days & 4 hygiene days/
wk. Avg. GR $640K. Asking $440K.

4051 CENTRAL COAST PROSTHO
Well-established practice located in California’s 
gorgeous Central Coast area. Beautifully 
appointed, spacious 1,568 sq.ft. office with 4 fully 
equipped ops, pros lab and other amenities.  
Situated just minutes from the ocean and <5 
miles away from one of California’s historic 
Mission Cities, this practice is nestled in a highly 
desirable community.  2013 gross receipts were 
$1.2M+ and 2014 is annualized at $1.3M+ on a 
4 day doctor workweek, w/4 days of hygiene/
week.  Approx. 15 new patients a month and 
~1,500 active patients (all fee-for-service).  
Owner/doctor is willing to help Buyer for smooth 
transition. 

4069 SOUTH BAY PERIO
Well established Perio practice in desirable South 
Bay location. Approx. 1,700 sq. ft. facility w/4 
fully-equipped ops. in a professional dental 
building. 2014 GR $800K+. 3  doctor days per 
week. Practice sees 30-40 new pts. per month. 
Cone beam scanner & panoramic x-ray 
purchased recently. Seller willing to help in the 
transition. Asking $460K.

4071 SAN MATEO GP
Well-est. GP in single story professional dental 
building located on a heavily traveled main artery 
between downtown San Mateo and downtown 
Burlingame. 4 fully-equipped ops in modern 
office w/digital x-ray, inter-oral camera, laser & 
Cerec. 2014 GR $673K+ w/adjusted net of 
$232K+. Asking $459K. 

4081 HAYWARD GP
Seller retiring from successful GP with well-
trained, seasoned staff. 4 fully-equipped ops. in 
seller owned building. Practice averages over 
$1M/year. All fee-for-service. Asking price for 
practice only $732K. Building is also available for 
purchase.

SOUTH SF SPACE FOR LEASE
Prominent dental building located in South San 
Francisco is looking for a general dentist and/ 
or specialist to start a practice or merge an 
existing practice into a 920-1000 square foot 
space. Owners of the building are open to 
discuss assisting in tenant improvement costs/ 
build out. Please inquire about this opportunity 
to begin your state-of the-art practice today! 
Please emai l vavalos@msn.com or cal l 
650.867.5959.

Carroll & Company
2055 Woodside Road, Ste 160
Redwood City, CA 94061

Phone:
650.362.7004

Email:
dental@carrollandco.info

Website:
www.carrollandco.info

CA DRE #00777682

SOLD

SOLD

PENDING

PENDING

PENDING

PENDING



 

NORTHERN CALIFORNIA
(415) 899-8580 – (800) 422-2818

Raymond and Edna Irving
Ray@PPSsellsDDS.com
www.PPSsellsDDS.com

California DRE License 1422122

SOUTHERN CALIFORNIA
(714) 832-0230 – (800) 695-2732
Thomas Fitterer and Dean George

PPSincnet@aol.com
www.PPSDental.com

California DRE License 324962

ANAHEIM HILLS Group member wanted. Hi identity. GP has space 
to share with Specialist. Pedo, Ortho or ?
ARROWHEAD Great mountain practice. Hi identity location. 
Conservative part-time owner with Associate grosses $4250,000. 3,000 
patients. 4-ops. Digital x-rays. Practice $350K and RE $250K.
BAKERSFIELD AREA  Small town. 4-op practice with building. Full 
Price $350,000 includes real estate. Renovations make property look 
new.
BAKERSFIELD  Lady DDS grosses $800,000. Low overhead. Full 
Price $550,000.
CLAREMONT-UPLAND Gross $500,000+. Refers $250,000 in 
Ortho, OS, Endo. Hi identity. Seller can work back if acquired by 
Specialist.
DENTAL LOCATIONS  Bell and Bell Gardens.
DENTURE PRACTICE  Sees 30 denture patients per day.  Perfect for 
Prosthodontist.
DIAMOND BAR   Part-time practice.  Grosses $400,000.  Great 
opportunity. Full Price $360,000.
HAWTHORNE Located in strip center at busy intersection. 6-ops, 2 
equipped in 1,600 sq.ft. suite. Full Price $95,000.
IRVINE Part-time practice is grossing $400,000.  Beautiful office.  
Full price $360,000.
LAKE FOREST 7 ops across street from major employer in Orange 
County.
LOS ANGELES HMO practice doing $4.15 Million. $33,000 per 
month in cap checks. Includes real property.
MISSION HILLS Grossed $350,000, nets 50%. Senior DDS wants to 
work-back 2.5 days. Seller will finance.
REDLANDS Full price $35,000. 25-year phone number and fictitious 
business name. Great rehab opportunity which will grow with TLC.
REDLANDS Low overhead. 5- Ops. Should do $300-to-$400K first 
year with little marketing.  Great Lease at $1.00 sq. ft. FP $250,000.
RIALTO  Dental building on 2.3 acres. Land shall soon have 
$8,000/month in rental income.
RIVERSIDE  Walmart Location. 
SAN DIMAS HMO  $8,000 month in cap checks.  Hi Identity 
shopping center. Refers a lot. Specialist OK.
TORRANCE Grosses $300,000 with older DDS.  3-ops plumbed, 2 
equipped. Beautiful A Class building. Full Price $250,000.
TUSTIN Free standing dental building with 5 ops. Full Price $1.4 
Million.
TUSTIN Best Location in city Hi identity corner. Double your volume.
VICTORVILLE “Coming Up”
WEST LA Grosses $1.2 Million. Seeks Korean Lady DDS for 
specialty team. Plan to grow to $2 Million per year. Quality office. Full 
Price for 1/3 of goodwill $350,000.
YUCCA VALLEY Hi identity location. Small office. Used to do 
$500,000. Needs TLC. Full Price $150,000 includes building.

6092 ROSEVILLE  Great foundation to build upon.  2015 trending 
$350,000 in collections.  3-ops with 4th available.    
6091 MODESTO 3-day per week practice collected $450,000 in 2014. 
Collections through July 23rd for 2015 were $256,000. Practice has 3-days 
of Hygiene. Great rent of $2,085 for 1,763 sq.ft. 5-op suite. Centrally 
located off Briggsmore Avenue. Hands-on Successor shall do very well here.
6089 MOUNT SHASTA Small town living renowned for mountain 
recreation, lakes & streams, fishing, golfing and abundant culture. Perfect 
escape from the Rat Race and corporate intrusion. On 3-day week revenues 
topped $800,000 in 2014. 2015 trending $850,000 with $450,000 in Profits.
6088 SANTA CRUZ  Well established, lots of patients. Strong Hygiene 
Department with 6.5 days of hygiene per week. Collected $600,000 in 
2014. 2015 trending $675,000+. Full Price $375,000.
6087 LAKE TAHOE - NEVADA'S STATELINE  Located adjacent to 
California's South Lake Tahoe. Fee for service as practice is “Out-of-Network” 
with insurance companies.  Collections last year topped $600,000 with Available 
Profits of $220,000. 3.5 days of hygiene per week. Escape California income 
taxes! Nevada State Board of Dental Examiners accepts the Western Boards.
6085 PERIO PRACTICE – SAN FRANCISCO BAY AREA  2014 
collected $1.98 Million.  Collections for first 7-months of 2015 totaled 
$1.29 Million has practice trending $2.2 Million.  7 Doctor days per week. 
Seller can work back. Beautiful 8-Op office.
6081 SANTA CLARA  El Camino Real location. 2014 collected $687,000. 
Available Profits of $305,000. 2015 on pace to collect $750,000.  2-days of 
Hygiene. Management is on cruise control. New Doc who is ambitious and 
extends hours shall push practice over $1 Million. 5-ops in 1,700 sq.ft.
6080 SAN RAMON  8+ days of Hygiene per week. $450,000 invested in 
6-Op office. Consistent $900,000+ per year performer. Attractive transition 
arrangements available.
6079 BERKELEY’S ALTA BATES MEDICAL VILLAGE - "SOLD" 
Strong performer on Owner’s 24 hour week. 2014 collected $676,500. 
Patient foundation anchored by 4-days of Hygiene. Endo and OS referred. 
Renowned Medical Village has regional draw.
6077 PERIO PRACTICE – SAN FRANCISCO’S NORTH BAY Highly 
regarded and located in desirable family area. On 3.5 day week, revenues 
were $1 Million in 2014 with profits of $400,000. Collections for first 
7-months of 2015 topped $635,000. Beautiful facility with 4-Ops.
6071 CHICO Strength is 4-day Hygiene schedule. Retiring DDS focuses 
on restorative. Endo, OS, Perio & Pedo referred. 2014 collected $450,000. 
Beautiful 4-Op office. Full Price $150,000.
6070 VISALIA  Strong foundation and well-positioned for ambitious 
successor. Strong Hygiene Department, beautiful facility, well equipped. 
Digital throughout. Not a Delta Premiere practice. Revenues trending 
$700,000 for 2015 on part-time schedule. Extend hours and be busier. Best 
location!

Practices
Wanted

NORT

**FOUNDERS OF PRACTICE SALES**
 120+ years of combined expertise and experience! 

3,000+ Sales - - 10,000+ Appraisals
**CONFIDENTIAL** 

PPS Representatives do not give our business name when returning your calls.

RN CALIFORNIA SOUTHERN CALIF

Specialists in the Sale and Appraisal of Dental Practices
Serving California Dentists since 1966

How much is your practice worth??
Selling or Buying, Call PPS today!
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We are a proud member of:  

NORTHERN CALIFORNIA  CONTINUED 
 
EN-464 ROCKLIN Facility: Don’t miss out on this 
remarkable opportunity! 2,150 sf w/ 4 ops. $$150k 
EN-475 ROSEVILLE Facility: Hesitate and you might 
miss out on this opportunity!   875 sf w/ 2 ops + 2 
add’l. $$49.5k  
EG-479 FOLSOM: History is alive here with tributes 
to the past!  1,600 sf w/ 3ops.. $225k 
FN-299 FERNDALE:  Live and practice on the beau-
tiful North Coast! 1,300 sf w/ 3 ops  $195k (Real 
Estate:  $309k) 
FC-334 NORTHERN CA:  Emphasis on prevenƟon. 
1,200 sf w/ 4 ops $$480k / RReal Estate Also Available! 
FC-343 NORTHERN CA: Quality & locaƟon are the 
keys to success! 1,200 sf w/ 3 ops + 1 add’l & 1 hyg. 
Op. $$500k ((Real Estate $375k) 
FC-415 FT. BRAGG: An excellent pracƟce, located in a 
peaceful, family-oriented community! 1,800 sf w/ 5 
ops + 1 hyg. Op. $$425k 
GC-472 ORLAND: Live & Practice in charming small 
town community. 1,000 sf w/ 2ops. Seller Retiring. 
$160k 
GG-386 REDDING:  Amazing Practice.  Lease or Buy 
Real Estate!  2,860 sf w/ 4 ops. Plumbed for 2 add’l!  
ONLY $295k  
GG-453 CHICO:  5,000 sf 7 ops Perfect for 1 or more 
dentists!  OONLY $450k 
GG-454 PARADISE: ~2,550 sf w 9 ops. 40 yrs good-
will!  Amazing Opportunity!  $$650k 
GN-201 CHICO: Beautiful practice, major thorough-
fare, stellar reputation!   1,400 sf w/ 4 ops & room 
for another $$425k 
GN-244 OROVILLE:  Must See! Gorgeous, Spacious. 
2,500 sf w/5 ops! Collections over $450k in 2013.  
Only $315k 
GN-258 REDDING:  PrisƟne and aƩracƟve!  Conven-
iently located!  2,100 sf w/ 3 ops + 2 add’l. $$300k 
GN-399 REDDING: Loyal paƟent base and relaxed 
workweek schedule. 1,440 sf w/3 ops. $$150k 
GN-418 REDDING:  Goodwill Galore! Established for 
~37 years and the seller is reƟring! 3,200 sf w/6 ops 
+2 add’l. $$495k 
HG-298 REDDING FOOTHILLS:  HEALTH FORCES SALE! 
Includes Cerec!  2,000 sf w/ 5 ops.  PracƟce $100k / 
Real Estate $250k 
HN-213 ALTURAS:  Close to Oregon Border.  FFS 
practice is 2,200 sf w/ 3ops +1  add’l  $115k 
HN-280 NORTHEASTERN CA:  “Only Practice in Town” 
900 sf w/ 2 ops $$110k  
HN-290 PLACERVILLE:   Excellent Merger Op! Em-
brace the lifestyle and build your success story 
here! FFS.  1,400 sf w/ 4 ops $$210k  
HG-448 LAKE TAHOE AREA:  Call for Details!  Upscale 
Family Practice. 3400sf w 6 ops $$725k 
 
 

BAY AREA 
 
AC-335 SAN FRANCISCO:  Two great practices for the 
price of one!  NNow Only $475! 
AG-053 SAN FRANCISCO:  3,000 sf w/ 9 ops + 1 add’l.  
PRIME LOCATION! $$475k 
BN-183 HAYWARD:  Kick it up a notch by increasing 
the current very relaxed work schedule!  1,300 sf w/ 
3 ops $$150k 
BN-279 CONTRA COSTA CO.: Excellent Merger Op-
portunity!  2-story. 1,350 sf w/ 3 ops +1 add’l $$60k 
BC-361 OAKLAND: Established for over 23+ years! 
2,200 sf w/ 7 ops. NNow Only: $385k 
BC-381 PLEASANT HILL Facility:  Open Floor Plan! 
1,852 sf w/ 6 equipped ops! Move in Ready!  $$80k 
BG-407 SAN LEANDRO:  Prof bldg. Great signage!  
1200 sf w/ 3 ops $$125k 
BN-426 BERKELEY:  1,384 sf w/ 3 ops. $$495k 
BC-432 PITTSBURG:  Own this family-oriented Prac-
Ɵce! 1,640 sf w/ 6 ops. $$350k 
BN-452 CONCORD:  Rare opportunity!  1,951 sf w/ 
4sops. $$525k 
BN-463 FREMONT: Gross Revenues Exceeded 
$590k in 2014 on 4 day work week! 1,720sf w/ 3op 
+ 4 add’l. $$485k 
CC-390 SOLANO COUNTY:  Near Travis AFB! Highly 
visible location!  950 sf w/ 3 ops  Seller Motivated! 
REDUCED! $145k 
CC-456 SOLANO COUNTY:  Highly visible location!  
2,997 sf w/ 6 Dr ops + 2 Hyg ops +1 add’l  $850k 
CG-366 SONOMA CO.:  Vibrant, growing communi-
ty! 1,300+ sf w/ 4 ops. Over $760k in collections!   
$420k 
DC-370 SAN JOSE:  Facility Only. 1,600 sf w/ 3ops. 
Real Estate also available for purchase $$120k (Real 
Estate $1.5M) 
DC-476 DUBLIN:  Shared Facility. Great for Specialist - 
Endo, Pedo or Ortho. 1100 sf w/ 2 ops+1 add’l 
$125k 
DN-312 LIVERMORE Facility: Don’t miss out on this 
one! 1,070 sf w/ 3 ops.  $95k 
DC-419 NEWARK Facility: LocaƟon, LocaƟon, Loca-
Ɵon!  1,400 sf w/ 4 op.  $$140k 
DC-406 SAN JOSE: Amazing opportunity in Westgate 
Shopping Center. 6 ops + 80 mall hours per week 
$400k 
DN-447 SUNNYVALE:  Quality, family-oriented oppor-
tunity awaits your talent and skill. 1,200 sf w/ 3 ops 
+ 1 add’l. $$395k 
DN-467 GILROY Facility: This tradiƟonally styled 
pracƟce is perfectly situated! 1,325 sf w/ 3 ops + 1 
add’l. $$75k 
 

NORTHERN CALIFORNIA  
 
EN-340 SACRAMENTO: Large HMO pracƟce!   3,400 sf 
w/ 10 ops and  Plumbed for 1 add’l $$950k 

CENTRAL VALLEY  
  
IG-367 MERCED:  

REDUCED! $325k 
IG-470 TRACY:

$280k
IN-345 MODESTO:  

$495k 
IN-358 MODESTO: 

  $275k 
IN-397 FRESNO/MADERA: 

NOW ONLY: $440k 
IN-429 TRACY Facility:  

$245k/RE: $650k 
IN-474 STOCKTON:  

$95k 
IC-468 SAN JOAQUIN VALLEY

$425k
JC-349 FRESNO Facility

Call for Details! 
 

SPECIALTY PRACTICES 
  
CG-431 FAIRFIELD Perio: 

$60k
I-7861 CENTRAL VALLEY Ortho:

$370k 
I-9461 CENTRAL VALLEY Ortho:

$180k 
DG-264 SAN JOSE Ortho: 

REDUCED! 
$195k 
CC-346 SO MARIN CO Perio:  

REDUCED! $199k 
BN-393 PINOLE Pedo:  

$1.2m 
CG-424 NAPA Prostho: 

$725k 
CC-405 SOLANO CO. Endo: 

$485k 
DC-459 SF PENINSULA (Perio): 

$580k

800.641.4179 
     WPS@SUCCEED.NET 

WESTERNPRACTICESALES.COM
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Timothy G. Giroux, DDS  
is currently the Owner & 

Broker at  Western Practice 
Sales and a  member of the 
nationally recognized dental  

organization, ADS Transitions.  
 

You may contact  Dr Giroux 
at:   wps@succeed.net or 

800.641.4179 

NORTHERN CALIFORNIA  CONTINUED 
 
EN-464 ROCKLIN Facility: 

$150k 
EN-475 ROSEVILLE Facility: 

 
$49.5k

EG-479 FOLSOM
. $225k

FN-299 FERNDALE:  
 $195k (Real 

Estate:  $309k) 
FC-334 NORTHERN CA: 

$480k Real Estate Also Available! 
FC-343 NORTHERN CA: 

$500k (Real Estate $375k) 
FC-415 FT. BRAGG: 

$425k 
GC-472 ORLAND: 

$160k 
GG-386 REDDING:  

ONLY $295k  
GG-453 CHICO:

ONLY $450k
GG-454 PARADISE: 

$650k 
GN-201 CHICO: 

  
$425k 

GN-244 OROVILLE:

Only $315k 
GN-258 REDDING:  

$300k 
GN-399 REDDING: 

$150k 
GN-418 REDDING:  Goodwill Galore! 

$495k 
HG-298 REDDING FOOTHILLS:  HEALTH FORCES SALE! 

 PracƟce $100k / 
Real Estate $250k 
HN-213 ALTURAS:  

  $115k 
HN-280 NORTHEASTERN CA:

$110k  
HN-290 PLACERVILLE:   Excellent Merger Op! 

$210k  
HG-448 LAKE TAHOE AREA:  Call for Details!  

$725k 
 

BAY AREA 
 
AC-335 SAN FRANCISCO:  

Now Only $475!
AG-053 SAN FRANCISCO: 

$475k 
BN-183 HAYWARD:  Kick it up a notch by increasing 
the current very relaxed work schedule! 

$150k 
BN-279 CONTRA COSTA CO.

$60k 
BC-361 OAKLAND: 

Now Only: $385k 
BC-381 PLEASANT HILL Facility:

$80k
BG-407 SAN LEANDRO:  

$125k 
BN-426 BERKELEY:  $495k 
BC-432 PITTSBURG:  

$350k 
BN-452 CONCORD:  

$525k 
BN-463 FREMONT: 

$485k
CC-390 SOLANO COUNTY:  

 Seller Motivated! 
REDUCED! $145k 
CC-456 SOLANO COUNTY:  

 $850k 
CG-366 SONOMA CO.:  

 
$420k
DC-370 SAN JOSE:

$120k (Real 
Estate $1.5M) 
DC-476 DUBLIN:

$125k 
DN-312 LIVERMORE Facility: 

 $95k 
DC-419 NEWARK Facility

$140k 
DC-406 SAN JOSE: 

$400k 
DN-447 SUNNYVALE:

$395k 
DN-467 GILROY Facility: 

$75k 

NORTHERN CALIFORNIA  
 
EN-340 SACRAMENTO   

 $950k 

CENTRAL VALLEY  
  
IG-367 MERCED:  Newly Remodeled, Paperless. 
1,550 sf w/4 ops RREDUCED! $325k 
IG-470 TRACY:  Amazing opportunity. 1300 sf 
w/ 4 ops $$280k 
IN-345 MODESTO:  Long-standing tradiƟon of 
quality care. 3016 sf w/ 5ops + 1 add’l.  $$495k 
IN-358 MODESTO: PracƟce nets over 50%!  
1,200 sf, 3 ops+1 add’l.   $275k 
IN-397 FRESNO/MADERA: “the Perfect Loca-
Ɵon”! 2,000 sf w/5ops. NNOW ONLY: $$440k 
IN-429 TRACY Facility:  “Move-in ready” Hesi-
tate and you might miss out! 2,488 sf, 5 ops 
$245k/RE: $650k 
IN-474 STOCKTON:  Too good to be true? 
Absolutely not!  1,600 sf w/ 3 ops. $$95k 
IC-468 SAN JOAQUIN VALLEY: High-End Restor-
aƟve PracƟce! Don’t miss out! 2,500 sf w/ 
6ops. $$425k 
JC-349 FRESNO Facility: Doctor is reƟring and 
is moƟvated! Step right in and make yours! 
Call for Details! 
 

SPECIALTY PRACTICES 
  
CG-431 FAIRFIELD Perio: Priced to sell due to 
military obligation!  1400 sf w/ 3 ops. 
Plumbed for 2 add’l $$60k 
I-7861 CENTRAL VALLEY Ortho: 2,000 sf, 
open bay w/ 8 chairs. Fee-for-Service. $$370k 
I-9461 CENTRAL VALLEY Ortho: 1,650 sf w/5 
chairs/bays & plumbed for 2 add’l   $$180k 
DG-264 SAN JOSE Ortho: $300-400k in build-
outs alone!  1800 sf w/ 5 chairs. RREDUCED! 
$195k 
CC-346 SO MARIN CO Perio:  1,142 sf w/ 3 ops. 
Meticulously maintained! RREDUCED! $$199k 
BN-393 PINOLE Pedo:  Streamlined pracƟce, 
where every child counts themselves lucky to 
be a paƟent here!  2,000 sf w/ 5 ops. $$1.2m 
CG-424 NAPA Prostho: Ready for Experienced, 
high-end ProsthodonƟst! One track to collect 
just under $1m $$725k 
CC-405 SOLANO CO. Endo: EndodonƟc Prac-
Ɵce in a vibrant community! 1,250 sf w/ 4 ops. 
$485k 
DC-459 SF PENINSULA (Perio): 50% Partner-
ship Buy In!  Call for Details! $$580k 

Jon B. Noble, MBA Mona Chang, DDS John M. Cahill, MBA Edmond P. Cahill, JD 

ASK  
THE  
BROKER 

Corporate Dentistry is here to stay! 
 

In full disclosure, I started my dental career in corporate dentistry. It was a 
great experience for me as I was exposed to more dentistry in those two 
years than any of my classmates who worked at traditional positions. That 
was 1983.   
 
Almost everyone in my graduating class dreamed of owning their own 
practice. I believe that percentage is drastically lower  today for various 
reasons.  Why and how can that be? 
 
1.  There is a generational difference.  The new graduates are happy 

just “working for the man” and getting their paid holidays. They value 
their time off and do not dream of creating their “empire”. 

 
2.  My class was less than 10% female. Now the classes are over 50% 

female. Most of the buyers I deal with now are female and are 
extremely capable.  However, there seems to a higher percentage of 
female dentists who desire to work part-time for family reasons as 
compared to their male counterparts.  

 
3.  The debt load of the current graduates is more than $300,000 

compared to only $30,000 when I graduated. The new graduate is 
concerned about taking on additional debt with a practice start-up or a 
purchase.  
 

When I graduated, the biggest problem for Corporate Dentistry was the 
revolving door of dentists who would come to work for a few years and then 
leave to pursue and establish their own practices. For the three reasons 
above, this is no longer an issue. Many of the corporate players are offering 
different financial packages and continuing education opportunities. They 
are finding ways to reduce the staff and doctor turnover that plagued the 
industry in the past. Corporate Dentistry will continue to grow over the next 
several years, but I believe that their growth will be limited.  I will explain 
why in next month’s article...to be continued…stay tuned… 
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A look into the latest dental and 
general technology on the market

Tech Trends

More Than Half of American Adults 
on Facebook
The Pew Research Center has found that 72 percent of online adults 
are Facebook users. Facebook users are highly engaged, with 70 
percent saying they log on daily. The recent study also found that 31 
percent of online adults use Pinterest and 28 percent use Instagram. 
Across the board, 59 percent of Instagram users, 27 percent of 
Pinterest users and 22 percent of LinkedIn users visit their respective 
platforms on a daily basis. The Pew study was based on telephone 
interviews conducted between March 17, 2015, and April 12, 
2015. In total, 1,907 adults, 18 years of age or older nationwide, 
were sampled. Messaging apps are increasingly popular among 
young adults, according to the study. Specifi cally, 49 percent 
of smartphone users aged 18 to 29 utilize a messaging app. In 
addition, 15 percent of Internet users utilize discussion forums such 
as reddit, Digg or Slashdot, while 10 percent use Tumblr.

— Blake Ellington, Tech Trends editor

Vurb (Verbify Inc., Free)

Searching on the Internet for a place to eat or popular sights to see 
can be quite an ordeal. People most frequently go to their preferred 
website or app to start their search. Upon typing in what they want 
to look for, users often have to sift through results that have links 
to other websites or apps to fi nd more information. Sharing these 
results with friends can also be challenging. Vurb seeks to make this 
experience more tightly integrated by combining all the popular 
search sites and apps into one place. The app requires users to sign 
up for an account with their email address or use their Facebook 
account to sign in. A single search fi eld graces the home page, 
where users can enter anything they want to look for. Popular quick 
choices include searches for things such as nearby restaurants or 
coff ee shops. Search results come in the form of cards, which are 
compiled from diff erent apps or websites such as Yelp, Foursquare, 
Google Maps, Uber and the home page for the business or 
location. Users are able to obtain all the information they need 
from the card, including calling or getting directions to the location, 
looking at reviews and requesting a ride from Uber. Users can save 
their cards and organize collections of cards into labeled decks for 
future easy access. Cards or decks can be shared with other Vurb 

friends. Group chats and collaborations on decks with Vurb friends 
make it easy to plan gatherings or events. Searches are not limited 
to only restaurants but can include almost anything else, such as 
places, movies, TV, music, videos and events. With the power of 
the most popular search apps all in one location, Vurb provides an 
energizing new way to search, whether it is a place to eat or simply 
a movie to watch.

— Hubert Chan, DDS

DriveSafe Mode (Text Safe Teens, Free)

DriveSafe Mode allows parents to monitor and control their kids’ 
mobile devices to ensure they are not using them while driving. 
DriveSafe Mode notifi es parents if their teen is texting, using 
Facebook, Twitter, Snapchat or any other app while in motion. 
The app also allows parents to block phone use based on speeds 
above 5 miles per hour, notify them of any attempts to disable 
DriveSafe Mode and allow 911 calls or calls to preset numbers in 
any circumstance. The app is compatible with both Android and iOS 
devices. Getting started includes creating an account, downloading 
the app and syncing devices to the account. According to the app’s 
developers, 10 percent of drivers under the age of 20 involved in 
fatal crashes were reported to be distracted at the time of the crash, 
the largest proportion of any age group. In addition, one in four 
teens responds to a text message once or more every time they 
drive.

— Blake Ellington, Tech Trends editor

Would you like to write about new technology? 
Dentists interested in contributing to this section should contact 
Tech Trends Editor Blake Ellington at blake.ellington@cda.org.



Once there was an empty space. And 
every day was rather dark and lonely. 
One day, the space was filled with two 
new front teeth. Because of that, there 
was a smile. Because of that, there was a 
job offer. Because of that, 
there was a home to live 
in and groceries to fill it. 
Until, finally, every day was 
brighter than the last.

Be a part  
of the story.

The CDA Foundation provides access to dental 

care to the Californians who need it most. 

Put your compassion into action as a Friend of 

the Foundation. Discover the CDA Cares story 

and ways to contribute at cdafoundation.org. 
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To register, please call 213.821.2127 or visit www.uscdentalce.org

The USC 8th International Restorative Dentistry Symposium

Friday - Saturday, October 30 - 31, 2015

Speakers: Dr. Alexander-Amir Aalam, Dr. John O. Burgess, 
Dr. Gerard Chiche, Dr. Lyndon Cooper, Dr. Aldo Leopardi, 
Dr. Baldwin Marchack, Dr. Neimar Sartori, Dr. Gary S. Solnit, 
Dr. Richard Young, Dr. Abdi Sameni (Symposium Chair)

Join us at our new venue, the historic and beautiful Millennium
Biltmore Hotel in Downtown Los Angeles. Albert Einstein
eloquently said: “Truth is what stands the test of experience,” and this
year’s symposium is dedicated to the search of the truth amidst all
the hype and marketing that exist in restorative dentistry. 

The USC 14th International Endodontic Symposium

Friday - Saturday, November 20 - 21, 2015

Speakers: Dr. Leif Bakland (USA), Dr. Craig Baumgartner (USA), 
Dr. Anibal Diogenes (USA), Dr Kishor Gulabivala (England), 
Dr. Bernadette Jaeger (USA), Dr. Pierre Machtou (France), 
Dr. Robert Roda (USA), Dr. Ziv Simon (USA), Dr. Rafael Roges
(USA), Dr. Ilan Rotstein (USA - Symposium Chair)

Join us at this traditional annual event featuring speakers from
around the world. Also celebrate together with Dr. John Ingle the
upcoming 7th edition of Ingle’s ENDODONTICS. It will mark the
50th anniversary of the first edition of this classic and authoritative
textbook.

Location:
Millennium Biltmore Hotel

506 S. Grand Ave.
Los Angeles, CA 90071-2607

Phone: 213-612-1575 

Registration: 
Office of Continuing Professional Education

Phone: 213-821-2127 
Email: cedental@usc.edu

Online: www.uscdentalce.org
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Get early delivery to
a device near you.

Available for iPad, iPhone, Android or Kindle Fire. 
Check it out at cda.org/apps



I’M KIND OF A 

BIG DEAL 

FAST
15- to 30-minute wear times

EASY
Ready to go right out of the package

EFFECTIVE
Award-winning Opalescence® 

professional teeth whitening gel

800.552.5512 | ultradent.com
© 2015 Ultradent Products, Inc. All Rights Reserved.

Before wearing  
UltraFit tray in  
the mouth

UltraFit tray after 
just 10 minutes 
in the mouth

* Based on global sales data.




