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Dear Reader,

_l have been quite busy for the past six months, travelling to different countries to
attend various scientific conferences and official board meetings. | enjoy travelling the most
when | also have the opportunity to learn and share professional knowledge and skills while
doing so. Most of my national and foreign travels this year were related to my lectures and
official meetings, as well as to the promotion of aesthetic dentistry.

For the last ten years, | have advocated the Vedic Smile Concept and its protocol amongst
our colleagues and encouraged them to incorporate its core principles—health, honesty,
harmony and humanity (4H)—in their daily practice in order to ensure happy and healthy
patients, employees and practice owners. The concept adopts the naturo-mimetic principles
to harmonise the mind, body, behaviour and surroundings (MBBS) of a person by enhancing
his/her smile with minimal intervention.

During the course of my international lectures, | have always received many enquiries
about the concept. Most of these enquiries were from participants wishing toadopt itin their
daily practice, which encouraged me to start a five-day Vedic Smile Dentist Programme
in Nepal. The programme is part of the Dental Knowledge Tourism (DKT) initiative developed
by the Vedic Institute of Smile Aesthetics and offered as part of the Visit Nepal 2011 package.
DKT is a unique concept in continuing dental education programme (CDE) that creates a
wonderful opportunity for dental professionals who love travelling and wish to advance and
share their knowledge and skill for better patient care.

CDE is mandatory in developed countries; however, it is still in the process of approval in
South Asia. Dentists seeking to earn mandatory CDE points can now book a DKT package and
travel along with their family to Nepal, one of the world's most popular tourist destinations.
| personally believe that the concept of DKT can help foster harmony between business and
family.

lam confidentthatyou willenjoy reading thisissue of COSmetic dentistry, which includes
avariety of clinical articles, and welcome your valued feedback!

Yours faithfully,

Dr Sushil Koirala

Editor-in-Chief

President Vedic Institute of Smile Aesthetics (VISA)
Kathmandu, Nepal

editorial _ cosmetic dentistry

Dr Sushil Koirala
Editor-in-Chief

cosmetic

dentistry 3 2010

103



content _ cosmetic dentistry

bigh
-~
4 Patient
education
et o )
#aaplara s

1 Advocacy—,

T 1
B 00 e B3, 00 SO e 100, WM

page 6

| editorial

03 DearReader
Dr Sushil Koirala, Editor-in-Chief

page 10

page 14

lindustry report

26 Radiant, beautiful anterior teeth
| Dr Stefen Koubol & Gerald Ubassy

30 First whitener for fixed-braces orthodontics
| DrEnrique Jadad et al

| special
06  Case acceptance in complex-care dentistry
Dr Paul Homoly lindustry news
34  Grandio"SO and Grandio"SO Heavy Flow
VOCO

| case report
10 Use of an X-ray phantom in dental 3-D diagnostics

in digital volume tomographs Imeetings

DrGeorgBachet al,

| clinical report

14 Imaging in dentistry: A clinical perspective
Dr Claudio M, Levato

| opinion

22 Impression materials —
Are there any REALLY new ones?
DrMichael B. Miller

page 26

04 | cosmetic

dentistry 3 2010

36 International Events

| about the publisher

37 | submission guidelines
38 | imprint

Coverimage courtesy of allas

n-n-d:ﬂ:l

A:g‘fim

page 34




'lllllllllllull:lI

& lllll‘§ r*
N

“"Online learning is not the next big thing,

DextaL TriBUNE

DT STUDY CLUB

it is the now big thing."

Donna J Abernathy

Tradning and Development Editor

DTSC - COURSES, COMMUNITY, TECHNOLOGY, ON-DEMAND

The DT Study

lub makes all of this is possible from the comfort of your own computer

and without travel expenses. In other words, welcome to the community!

The purpose of this study club is to provide practitioners like yourself an opportunity to learn and network with like-minded
colleagues in a friendly, non-threatening environment. We encourage you to take advantage of Dental Tribune's global
outreach to access a variety of fresh perspectives and cultures, enhancing your educational mix.

24/7 LIVE AND INTERACTIVE
ONLINE COURSES

Fulfill your yearly CE
requirements with our
growing list of archived
ADA CERP approved courses.

VIDEO REVIEWS
OF PRODUCTS

Our opinion leaders unveil
new products, services, and

give you their first impressions. *
of the industry's hottest topics.

DISCUSSION FORUMS

focused on helping today's
practitioners to stay up to date.
Metworking possibilities that go
beyond borders to create

a truly Global Dental Village

PEER REVIEWED
CASE STUDIES

Upload, comment,
participate. We encourage you
to share your cases for review
with like-minded practitioners.

CONTESTS WITH CHANCES TO WIN FREE TUITION FOR ADA/CERP C.E. ACCREDITED WEBINARS

SPONSORSHIP AND SPEAKIMG INQUIRIES:
JULIA WEHKAMP, J.WEHKAMP@DTSTUDYCLUB.COM, (416) 907-9836.

PRACTICE MAMAGENENT  GENERAL DENTISTHY ENDODONTICS

ﬂ WWW.DTSTUDYCLUB.COM

IMPLANTOLOGY

ADAC'E'R'P

PERIODONTICS ORTHODONTICS DENTAL WYL

¥




special _practice management

Case acceptance 1n
complex-care dentistry

Author_ Dr Paul Homoly, USA

006 |

cosmetic

dentistry 3_

_| enjoy seeing the articles in cosmetic
dentistry in which clinicians recount their creation
of magnificent works of art through digital restora-
tive dentistry. In most of the case studies I've read,
lamsure the patient fees reach well over US$ 15,000
or more.

Let me ask you this: what percentage of your
patients whose fee is US$15,000 or more are
ready to start care immediately after you present
their treatment plan? | have directed this ques-
tion to thousands of my dentist audience mem-
bers over the last decade and the overwhelming
response is "fewer than 5 per cent”. Is this because
patients do not understand dentists' treatment
recommendations? Or is it that the fee does not
fitinto their budgets? Chances are that both these

apply.

Asdentistsweare prettygoodathelping patients
understand us and our treatment recommenda-
tions.Whatwe are notgood at is understanding our
patients and the manner in which our treatment
recommendations must fit into their lives. If you
have heard it once, you have heard it a thousand
times: the key to case acceptance is patient edu-
cation. Go to dental seminars, read journals, listen
to consultants; most of it sounds the same—
educate, educate, educate. Now let me ask you this:
is it true? Is patient education the solution to case
acceptance?

Ifitis, then why do many new patients who have
been thoroughly examined, educated and offered
comprehensive treatment plans leave your practice
and never return for care? Is it that you did not
educate them sufficiently? Or is it that in the chal-
lenge of case acceptance, patient education is not
the only answer?

Let's consider the new patient process and case
presentation and learn when patient education
works for us and when it chases patients out the
door.

_Inside-out versus outside-in

How do we get patient education to work for us?
Let's first make the distinction between an inside-
out versus outside-in new patient process. The tra-
ditional new patient process is inside-out. It begins
by studying the inside of the patient's mouth—
the examination, diagnosis and treatment plan. Itis
after this inside look that we educate the patient
withregardtoallhis/her problems—how he/she got
them and what we can do about them, for example
case presentation. After case presentation, we
quote our fees and discuss financial arrangements.
It is only once we have gone through our inside
process that we discover what is happening outside
the patient's mouth—his/her budget, work sched-
ule, time and significant life issues.

The flow of conversation starts with inside-
the-mouth conditions and ends with outside-the-
mouth issues. | label this traditional way of manag-
ing the new patient the inside-out process (Fig. 1).

For patients with uncomplicated dental needs
—fees of US$3,500 or less—the inside-out ap-
proach with appropriate patient education works
well. Here's why:

First, patients with minimal clinical needs are
often unaware of them. Patients with conditions
such as periodontal disease, asymptomatic peri-
apical abscesses and incipient carious lesions must
be made aware of them and educated regarding
their consequences. Patient education is the driver
of case acceptance when patients are unaware of
their conditions.

Next, the inside-out process works well for
patients with fees of US$3,500 or less because the
outside-the-mouth issues—fees, time in treatment
and life issues—are such that most patients can
proceed with your treatment without undue
hardships or inconvenience. Dental insurance re-
imbursements, patient payment plans such as



CareCredit and credit cards usually sooth the sting
of fees for US$3,500 or less. Fees at this level are not
insurmountable and usually do not anger or em-
barrass patients out of your office. But what if you
presentcomplex dentistry for more than US$3,5007?

Let's suppose your fee is US$10,000 and it
involves multiple, long appointments and your
patient would lose time from work? Do outside-
the-mouth issues get in the way of case accep-
tance now? Yes, they do. Does patient education
make the unaffordable affordable? No, it does not.
How do | know? You have proven it, have you not?

It is with the patient whose fee is greater than
US$3,500 that | recommend an outside-in ap-
proach. Employing an outside-in approach involves
initiating your new patient procedures with conver-
sations—telephone and the in-office new patient
interview—that focus on understanding what is
happening outside the patient's mouth, such assig-
nificant life issues, budget and work obligations.
Later in this article, I'll show you how.

After we have an understanding of outside-the-
mouth issues, we do our examination. Then, during
the post-examination conversation and case pres-
entation, we link our treatment recommendations
to the realities of their outside-the-mouth issues.
Let me show you how.

The flow of conversation starts with outside-
the-mouth issues and ends with inside-the-mouth
treatmentrecommendations. | label thisan outside-
in process (Fig. 2). An excellent example of an out-
side-in process is the purchase of a home. Imagine
you and your spouse decide to buy a new house.
You go to areal estate agentand, justa few minutes
into the conversation, you talk about price range,
neighbourhood, schools, proximity to work, financ-
ing and down payment. These are all big picture,
outside-the-home issues. Once you settled on the
broad outside-the-home issues then,and only then,
does it make sense to begin discussing the detailed
inside-the-home issues, such as room size, carpet
and tile selection, lighting, etc. Good estate agents
discover whatthe suitability factors of home buying
are (price, down payment, monthly payments, loca-
tion, etc.) before they get into the inside details. In
other words, the flow of conversation is outside-in.

Now imagine you and your spouse go to the
estateagent, butthistimesheisaformerdentistand
uses the traditional inside-out process she used as
a dentist. As soon as you sit down she begins edu-
catingyouontheinside-the-houseissues—the dif-
ference between cement slabs versus crawl space
foundations and vinyl siding versus brick exteriors.

special _

Shegoesasfartorecommendanotherappointment
with her so she can show you how to keep your
house clean before you buy one. She does all this
before she has any idea of what you can afford
and where you want to live. What would you think?
Youwouldthinkaboutfindinganotherestateagent,
would you not?

How many of your complex-care patients, after
experiencing your inside-out process, find another
dentist for the most likely reason that you spent
a bunch of time educating them on inside-the-
mouth details before you had any idea what was
suitable for them? You educated them right out
your door.
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An outside-in process works best for complex-
care patients. Here patient education is not the
driver of case acceptance. Thisis why: first, patients
with complex needs often come into your office
with a specific complaint—embarrassment about
their appearance, aggravation by their dentures
or fear of losing their teeth. They do not need to be
educated about their chief complaint. They may not
be aware of all their conditions, but it is most likely
thattheyhavelived with the complaintthatbrought
them into your office for a long time.

Next, many complex-care patients have heard
the patienteducation lecture about plaque, pockets
and sugar many times before. It's old news and
thus not a subject that distinguishes you. For many
patients, patient education efforts bounce off like
BB's fired at icebergs. Expecting to influence them
into a US$10,000 treatment plan that does not fit
into their budget by showing them how to floss well
is naiveteé.

Fig. 1

cosmetic

dentistry 3 2010

ox



08 |

special _practice management

Let me be clear at this point: we are going to
spend some time on the patient education process
with complex-care patients, itis just not one of the
first conversations we will have.

The first conversations we will have with com-
plex-care patients are about discovering outside-
the-mouthissues—justlike the suitability conversa-
tion with the estate agent. The outside-the-mouth
issues of budget, time, work schedule, health issues
are what | call fit issues. These are the issues into
whichyour treatment plan must fit. Become good at
discussing fitissues and you will save an incredible
amount of time, you will sell much more dentistry
and you will no longer blow patients out of the
water—and out of your practice.

Fig.2
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_Fit versus change

The earlier influencers in my dental career em-
phasised that a significant part of being a good
dentistis to get patients to change. Change the way
they clean their teeth, change what they eat and
change the priorities in their life and put dental
healthatthe top.Ittook me tenyearsand thousands
of patients to realise that patients change when
they are ready, not when | tell them to.

| learned to replace the concept of change with
the concept of fit. Instead of telling patients they
need to change to accommodate my treatment
plan, I learned to accommodate my treatment plan
tofittheirlifesituation. Patients, especially the more
mature, complex-care patients, have complex fit
issues. These include finances, family hassles, work
schedules, special current events, travel, stressors,
health factors, significant emotional issues; in

short, any issues dominating the patient's energy
and attention. When you present complex-care
dentistry, it has to fitinto the patient's life.

Think about it. If you offer most patients a
US$10,000 treatment plan, something in their life
has to happen. People need to wait to receive their
tax refund, wait for a child to graduate from col-
lege, become more settled in their new job, or take
a much-needed vacation. Knowing the manner in
which your complex-care treatment plans fit into
the current or foreseeable circumstances of your
patient's life is a mandatory skill for practising
complex-care dentistry. Without fit, there is no case
acceptance, regardless of the level of dental 1Q or
your zeal for patient education.

_Discovering fit issues

Your team often knows what is going on in the
patient's life. How do they know? They talk—they
chit-chat with the patients and they make friends.
Another purpose of chit-chat is to learn about
those fitissues in your patient's life impacting their
treatment decision. When chit-chat is intentional,
| call it fit-chat—an indirect way of discovering
patient fitissues.

When you fit-chat, be curious and listen more
than talk. Listen to the manner in which patients
spend their time and what's creating stress in their
life—health, money and/or family issues. If they
mention something you believe may influence
a treatment decision, be curious, listen attentively
and encourage them to talk more about it. Through
indirect fit-chat, you're going to discover what's
going on in patients' lives.

Some patients do not fit-chat well. They are
simply not talkers.lam that way. When | get my hair
cut, the last thing | want is a chatty experience.
When you have a complex-care patient who will
not fit-chat, you can try a more direct approach to
discovering fit issues.

Here is an example of a direct approach: "Kevin,
| know from the line of work you are in that you are
busy and travel quite a bit. | also know you are ag-
gravated by food trappingaround your lower partial
denture. Let's talk about your choices and how we
can best fit your dentistry into what is going on in
your life. Is now a good time to talk about this?"

Here is another example of a direct approach:
"Kevin, most people like youare busy,on-the-goand
have lots of irons in the fire. | need to know if any
of these irons are affecting the amount of stress
you are under, the amount of time you can spend



here with us, or if there are financial issues | need to
consider when planning your care. | want to reas-
sure you that | am very good at helping patients fit
their dentistry into what is going on in their life."

Whether you are using an indirect fit-chat or
a direct approach to discovering fit issues, an ab-
solute prerequisite to a comfortable conversation is
for you to have a connected communication style.
This means you hold good eye contact, listen care-
fully and patiently; you maintain a conversational
tone of voice and your speaking rate is relaxed.
Be sure to pause long enough to let what you are
saying sink in.

If you attempt to use a direct approach to fit
issues but have a disconnected style (do not look
the patient in the eye, speak too quickly, do not
listen attentively), your conversation may be per-
ceived as being inappropriate, unprofessional and
seeking to diagnose their pocketbook sneakily.

_Advocacy

Advocacyisthe experience of patientswhen they
realise that you are guiding them towards and not
selling them into dental health. To be an advocate is
to be a guide. To guide patients into complex care
effectively you need to take the fit circumstances
of their life into account and help them find a way
tofixtheirteethinlight of those circumstances. This
may mean fixing their teeth now, later, or over time.

Here is something you say that propels the ad-
vocacy experience. It occurs after the examination,
but before any detailed conversation about clinical
findings. Here is where you link the fit issues you
discovered to your clinical findings.

“"Kevin, now that | have looked at your teeth,
| know | can help you. We treat many patients like
you with partial dentures that do not work well.
I know | can help. Whatldo not know is whether this
is the right time for you. You mentioned you travel
a lot and your company is in the middle of a big
reorganisation. Doyougoahead with your treatment
now? Do we waituntillater?Ordowe doitovertime?
Help me understand how | can best fityour treatment
into everything that is going on in your life."

This advocacy statement leads to a conversa-
tion about the patient's fit issues. This conversation
reveals what treatment fits and what does not. You
will find that this approach results in many com-
plex-care patients doing their treatment over time,
allowing them to stay within the limitations of their
fit issues. This is a good thing. | would rather treat
two patients for US$5,000 each than no patients
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for US$10,000. It also yields lifetime patients for
you. Patients will exhibit fierce loyalty to you when
they experience advocacy.

_The decision to educate

The decision when to educate and when to ad-
vocate is situational. Figure 3 demonstrates that
theimpact of patient education on case acceptance
is highest when the complexity of the care (and its
associated fee) is minimal. Patient education is the
driver of case acceptance when a patient's condi-
tionsand feesare minimal. However, when the com-
plexity of care increases, the role of advocacy takes
over.Advocacyisthedriverof case acceptance when
the patient's conditions are complex and fees are
high.Copy Figure 3and keepitinarea where you will
seeif often.Then, rightbefore you gointo case pres-
entation, lookatitandaskyourself:does thispatient
need education oradvocacy? Let thesituation guide
you. When you do, you will discover how to keep
from educating your patients out the door._
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_about the author

Dr Paul Homoly is a world-class
leader in dental education.

As a comprehensive, restorative
dentist and acclaimed educator
for over 25 years, he is known

for his innovative and practical
approach to dentistry. Dr Homoly
is now offering YES! On-Line

as the solution for dentists and
their teams to excel at case acceptance. This on-line,
seven-module curriculum, which is supported by a
matching set of DVDs, takes your dental team step-by-step
through the essential dental team-patient conversations,
and has proven successful for over 30 years.

Distinguished by his focus on outcomes, Dr Homoly is
legendary for his ability to teach and lead in a practical
and engaging manner. For more information, visit
www.paulhomoly.com or call Homoly Communications
at+18002949370.
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