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Pathways to Licensure

KERRY K. CARNEY, DDS

reed is one of the great “lost”

films. It was a silent film

directed by Erich von Stroheim

in 1926. The main character is

Dr. McTeague, a dentist from
1890s San Francisco. Woven within the
story line is the fact that Dr. McTeague is
not a real dentist. He is a charlatan who
learned his trade from another poser who
moved from frontier camp to camp selling
his dental services. There is an interesting
scene in the restored footage that shows
McTeague receiving a letter from the
Dental Board. (Even then, a letter from
the Dental Board was enough to strike
fear into the heart of the recipient.) He
had been found out, he had no license to
practice. He was ruined.

For years, if one wanted to practice
dentistry in California, there was only
one pathway: the California Dental Board
Examination. It was a trial by fire. It was
a test of one’s ability to remain sane in
a very stressful and unnatural situation.
It tested whether on that occasion, one
could produce an appropriate patient
and perform specified clinical procedures
satisfactorily.

The state examination was seen as
the only way to protect the public. Some
saw it as a barrier to the influx of dentists
trained in other states. Some saw it as
a rite of passage, a hurdle of question-
able relevance to the actual practice of
dentistry but whose successful comple-
tion conferred membership in a fraternity
of professionals. Some saw it as tit for tat.
“If I had to do it, they have to do it.” Time
passes and things change.

There are currently three pathways
to licensure in California: examination,
credential, and postgraduate year (PGY-1).
Those graduates of California Dental Board-
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There are currently three pathways to

licensure in California: examination, credential,

and postgraduate year (PGY-1).

approved dental schools or schools ac-
credited by CODA (Commission on Dental
Accreditation) may choose either the State
Licensure Exam (the contemporary version
of the California Dental Board Exam) or the
Western Regional Board (WREB).*

Mobility and practice options are
more enhanced by passing the WREB. The
WREB is accepted by 31 states, including
California, as fulfilling part of their licens-
ing requirements. The trend has been in-
creasingly in favor of the WREB. In 2004,
802 California dental school graduates
took the California Dental Board exam.
By 2009, that figure had dropped to 41.2

What about the graduates of dental
schools not accredited by CODA or not
approved by the Dental Board? Prior to
2004, these graduates had to pass the
California Restorative Techniques Exam
(aka the Bench Test) before they became
eligible to take the licensure exam. Now,
these graduates must complete a two-year
international program before taking the
state or WREB exam.

Five California schools now offer an
international program. The class size
varies from 32 at USC to 12 at UCLA.
(UCSF and Loma Linda have classes of 24;
Dugoni has a class of 22.)

The second pathway to licensure in
California is by credential. It was imple-
mented July 1, 2002. The requirements for
license by credential are:

B A current dental license issued by
another state. The license must be in good
standing (not revoked, suspended, or
otherwise restricted).

B Proof that the applicant has
been in clinical practice, or has been a
full-time faculty member, in the United
States for a minimum of 5,000 hours in
five of seven years prior to application.
(A maximum of two of the five years
of this requirement can come from a
residency program approved by the
Dental Board.)

B The applicant may not have failed
the California licensure exam within the
five years preceding application.

B Fifty units of continuing education
credit within the two years preceding
application, including mandatory C.E.
required by the Dental Board.

B The Dental Board also considers
disciplinary actions and information from
the National Practitioners Data Bank and
Drug Enforcement Administration.*

This pathway also includes a little
twist. In lieu of the 5,000-hour require-
ment, the applicant may submit docu-
mentation of the following contracts:

B “The applicant agrees to practice
dentistry full time for two years in at least
one primary care or hospital clinic (e.g.,
community clinics located in defined den-
tal manpower shortage areas) as defined
by the board; or
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B The applicant agrees to teach or
practice dentistry full time in at least
one dental education program approved
by the board.”

As of October 2009, 1,676 licenses by
credential have been issued. Another 19
licenses have been issued based on clinic
contract and three have been issued based
on faculty contract.?

The third pathway to licensure is
by completion of a postgraduate year
(PGY-1). It has been in effect in Califor-
nia since Jan. 1, 2007. There have been
135 licenses issued based on the resi-
dency pathway.?

These are the three pathways extant
in California today. Other models are
being discussed or already exist else-
where in North America. The North East
Regional Board (NERB) offers the Cur-
riculum Integrated Format (CIF) or Seg-
mented Licensing Exam. The CIF allows
candidates to start simulated examina-
tions in September of their senior year
(instead of at the end of the senior year).
Each exam must be passed before going
on to the next. “This format provides
the opportunity for remediation and the
ability to retest a number of times prior
to graduation.™

The Canadian model is based on a
written exam and an Objective Structured
Clinical Examination (OSCE). It has been
used throughout Canada since 1994. The
National Dental Examining Board con-
ducts both exams. Successful completion
allows the candidate to be “certified” as a
general dentist. Certified candidates may

apply to individual provinces for licensure.

“The OSCE system does not use live pa-
tients. It is a timed, station examination
that is held during one day.™

Each station has a number of ques-
tions and the candidate typically has

150 maRrcH 2010

Other models are
being discussed or
already exist elsewhere
in North America.

five minutes to review the information
(case history, photographs, radiographs,
casts, models) and answer multiple-
choice questions, or write a prescrip-
tion. Other stations require the candi-
dates to answer extended questions.
“Each extended question may have up
to 15 answer options and one or more
correct answers.”

New pathways to licensure attempt
to find solutions to problems that
underlie the traditional pathway. During
the last nine years, both ADA and CDA
have passed resolutions in support of
discontinuing the use of human sub-
jects in licensure exams. The abandon-
ment of the single state exams in favor
of regional exams reflects the desire
for mobility and reciprocity. Research
on the development and application of
haptic technologies could allow dental
students to practice on virtual patients
in the future. A portfolio pathway based
on an accurate and reliable documen-
tation of a dental student’s clinical
competence and skill could obviate the
need for separate licensure testing for
that graduate.

Licensure played a major role in
the silent film, Greed. Poor McTeague’s
demise began with a letter from the
California Dental Board and ended in
the desolation of Death Valley. There he
died of thirst along with his erstwhile
best friend (whose girlfriend he had
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stolen, and, who, as an act of revenge,
had reported McTeague to the board.)
Artistic license enabled the produc-
tion of von Stroheim’s classic. A dental
license enables us to practice the art
and science of dentistry and preserves
the public trust.

Many pathways and potential
pathways lead to the practice of
dentistry. They wind through a changing
landscape of ethical concerns, political
turf wars, technological advances, and
the practicalities of implementation.
Our ability to navigate the terrain
successfully (and stay out of Death
Valley) will determine the number and
directness of the pathways to licensure
in California. mmmm
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Significant Savings on Electronic
- Patient Communications

Rec'd.

Thanks! BY JESSICA JOISTEN

\ CDA Endorsed Programs has an-
4

nounced the selection of Demandforce, a
provider of electronic communications,
such as e-mails and text messages. Includ-
ed in the new partnership is an exclusive
Rocs. | $600 discount CDA Endorsed Programs

Thanks!

TIYW3

negotiated for members.

Demandforce is an online patient
communication system that integrates
with existing practice management
ﬂ software to send communications, such

as appointment reminders, to patients
via text messages and e-mails. The system
helps dentists attract new patients, retain
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EDI Provides Input on Materials for Dental Restoration

At ajoint meeting last November of the United National Environmental Programme and the World Health
Organization, experts discussed scientific evidence as it relates to restorative materials, such as dental amalgam,
and the results of using amalgam alternatives in restorations.

Among the leaders and representatives were FDI President Roberto Vianna, DDS, MSD, PhD, and Dr. David
Alexander, FDI executive director, who presented the organization’s position for dentistry, based on the resolution on
amalgam drafted and passed previously at the general assembly meeting during FDI's Annual World Dental Congress.

Vianna and Alexander contended in their presentation, “Dental Restorative Materials in Clinical Practice:

Views of the Dental Profession;’ that no ban or phase-down of mercury used in the
dental profession should occur before a true alternative to dental amalgam is
widely available in all communities, according to a press release. FDI's position is
based upon several of its own policy statements and was jointly crafted under the
leadership of the Science Committee.

As a member of the UNEP Global Mercury Partnership, the FDI has been
keeping a close watch on the global regulation of mercury. The Science
Committee recommended forming a task team to ensure the international dental
community and issues regarding dental amalgam were universally represented in
UNEP discussions.

For more information about the UNEP Global Mercury Partnership and FDI's
“Statement of Position” following the WHO-UNEP meeting in Geneva, Switzerland,
go to fdiworldental.org.
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Surgical Masks ‘Noninferior’ as N95
in Preventing the Flu in Health Care
Workers

A study of nurses at several Ontario,
Canada, hospitals has revealed that surgical
masks may be equally efficient as Nos res-
pirators in protecting health care workers
from influenza.

Four hundred forty-six nurses at eight
hospitals in Ontario participated in a ran-
domized, controlled trial led by Mark Loeb,
MD, MSc, a professor at Canada’s McMas-
ter University in Hamilton.

In comparing the Nogs respirators to
surgical masks against the airborne virus,
221 were fitted with the Nos respirators
while the remaining health care workers
were given surgical masks. Both groups
were instructed to wear their respective
barriers while tending to patients with
febrile respiratory illness.

From Sept. 23, 2008, to Dec. 8, 2008,
“influenza infection occurred in 50 nurses
(23.6 percent) in the surgical mask group
and in 48 [nurses] (22.9 percent) in the Ngg
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respirator group (absolute risk difference,
0.73 percent),” wrote the authors in a re-
cent issue of the Journal of the Medical As-
sociation. What’s more, even those nurses
who had an increased level of the circulat-
ing pandemic 2009 HiN1 influenza strain,
the study results demonstrated similarity
in protection between the surgical mask
group and the Nogs respirator group for
the 2009 influenza A (H1N1).

The Public Health Agency of Canada
supported the study.

“Our findings apply to routine care
in the health care setting,” said the
researchers in the article. “They should
not be generalized to settings (in which)
there is a high risk for aerosolization,
such as intubation or bronchoscopy,
where use of an Nogs respirator would be
prudent. In routine health care settings,
particularly where the availability of Nos
respirators are limited, surgical masks
appear to be noninferior to Ngs respira-
tors for protecting health care workers
against influenza.”

Oral Health Will Be the Focus for Healthy People 2020

The American Dental Association is applauding the Department of Health and Human Services for calling
attention to oral health in a national goal-setting effort for the year 2020.

“By retaining this emphasis on oral health, Healthy People 2020 will continue to inspire remedies to what former
Surgeon General David Satcher referred to as the 'silent epidemic’ of untreated oral disease in America,’ said ADA
officials in a statement.

“Oral health has been a focus of Healthy People since its inception in1990, and its inclusion has inspired dynamic and
highly effective collaborations involving the private sector, the public health community, government, philanthropy, and
our medical colleagues. We also applaud you for recognizing that oral health is inextricably linked to overall health and
well-being and for reinforcing that principle throughout the entirety of Healthy People 2020, according to ADAs Dec.
31,2009, letter to the HHS Secretary’s advisory committee on health
promotion and disease prevention objectives for 2020.“Your work
fully acknowledges the role of oral health in access to health services,
cancer, diabetes, educational and community-based programs, older
adults, the public health infrastructure and tobacco use”

Healthy People is a10-year campaign that singles out major
preventable threats to the public’s health and establishes national
objectives to diminish them.



Risk for Diabetes Increased in People
With Gum Disease

More than 9o percent of those with
gum disease have a higher risk for diabe-
tes, according to research conducted by
the National Center for Health Statistics
of the Centers for Disease Control and
Prevention. The goal of the study was to
assess the nutritional and health status of
children and adults in the United States.

Shiela Strauss, PhD, associate profes-
sor of Nursing and co-director of the
Statistics and Data Management Core for
New York University’s Colleges of Den-
tistry and Nursing, pored over data from
2,923 adult participants in the 2003-2004
National Health and Nutrition Examina-
tion Survey who had not been diagnosed
with diabetes. Utilizing guidelines created
by the American Diabetes Association,
Strauss found that 93 percent of those
participants who had perio disease —
compared to 63 percent who did not
have perio disease — were thought to be
at high risk for diabetes and should be

screened for the condition.

PATIENT COMMUNICATIONS, CONTINUED FROM 153

patients, reactivate lost patients, reduce
no-shows, and measure patient satisfac-
tion. Demandforce also is the only com-
pany in its field that guarantees results
each month. It guarantees to generate $3
in value for every $1 spent each month or
the next month is free.

“The Council on Endorsed Programs
identified electronic patient commu-
nications as a service that would help
members grow their practices,” said
Lyndon Low, DDS, chair, Council on
Endorsed Programs. “We researched sev-
eral companies for the endorsement and
Demandforce stood out for its quality
service and willingness to go above and
beyond for members.”

Jeffrey Barrera, DDS, of Arbours
Aesthetic Dentistry in Rancho Santa Mar-
garita, Calif., said, “My patients love the
convenience of confirming an appointment

According to the guidelines, screen-
ing is recommended for those who are
at least 45 years old who have a body
mass index of 25 or higher, and those
who are under the age of 45 with a BMI
of 25 but who also have at least one
more diabetes risk factor.

In Strauss’s study, two of those ad-
ditional risk factors, that of high blood
pressure and a first-degree relative
(sibling or parent) with diabetes, were
reported in a significantly greater number
of subjects with periodontal disease than
in subjects without the disease, according
to a press release.

Strauss’s findings, which were published
in the online edition of the Journal of Public
Health Dentistry, are part of an expanding
body of proof that links perio infections to a
higher chance in developing diabetes.

“In light of these findings, the dental
visit could be a useful opportunity to
conduct an initial diabetes screening, an
important first step in identifying those
patients who need follow-up testing to
diagnose the disease,” Strauss said.

through e-mail or text message. I love see-
ing a significant increase in my revenue.”

Demandforce also helps dentists
build their online reputations, which in
large part is made up by certified patient
reviews. Each night, the Demandforce
system automatically sends a “Thank
you” communication to patients who
visited the practice earlier that day.
The communication asks the patient to
provide feedback in the form of a rating
and review. Those reviews then are syn-
dicated to a Demandforce reputational
landing page, a Google local business
listing, and an RSS feed, which can be
easily embedded on any Web site. To see
an example, type “Sacramento dentist”
into Google. Click on “83 reviews” for
the practice listed in spot “B.”

“We are very excited by the new
partnership with CDA and look forward

CDA JOURNAL, VOL 38, N©°3

The dental visit could be a
useful opportunity to conduct an
initial diabetes screening, an
important first step in
identifying those patients who

need follow-up testing.

SHIELA STRAUSS, PHD

to showing its members how Demand-
force contributes patient retention,
practice growth, and the building of a
successful practice,” said Rick Berry,
Demandforce president.

The Demandforce system also offers
a referral manager that makes it easy for
existing patients to refer friends or family,
integrated online scheduling, as well as a
reporting suite that provides actionable
data on the health of the practice. Inc.
magazine recently named Demandforce
as the fastest-growing software company
serving the dental industry.

To learn more about Demandforce and
the special offer just for CDA members,
sign up for an educational Webinar at
demandforce.com/cda.

Jessica Joisten is a senior marketing/
media relations specialist with the California
Dental Association.
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Learning is not
attained by chance,
it must be sought
for with ardor and
attended to

with diligence.
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April 11-17 United States Dental Tennis Association, Amelia Island Plantation, Fla.,
dentaltennis.org.

April26-28 . National Oral Health Conference, St. Louis, Mo.,
nationaloralhealthconference.com.

May 13-16 CDA Presents The Art and Science of Dentistry, Anaheim, 800-CDA-SMILE
(232-7645), cda.org.

May27-29 Canadian Academy of Periodontology 55th annual general meeting,

Vancouver, BC, cap-acp.ca.

(232-7645), cda.org.

Nov. 7-13

dentaltennis.org.
2011
May 12-15

(232-7645), cda.org.
Sept. 22-24

(232-7645), cda.org.

Sept. 9-11 - CDA Presents The Art and Science of Dentistry, San Francisco, 800-CDA-SMILE

United States Dental Tennis Association, Grand Wailea, Hawaii,

CDA Presents the Art and Science of Dentistry, Anaheim, 800-CDA-SMILE

CDA Presents the Art and Science of Dentistry, San Francisco, 800-CDA-SMILE

To have an event included on this list of nonprofit association continuing education meetings, please send the information
to Upcoming Meetings, CDA Journal, 1201K St., 16th Floor, Sacramento, CA 95814 or fax the information to 916-554-5962.

More Patients Identified in Excess
Exposure to Radiation

An additional 50 patients have been
identified by the U.S. Food and Drug
Administration as being exposed to excess
radiation during their CT perfusion scans.
The exposure rate was estimated up to
eight times the expected level and involve
more than one CT scanner manufacturer.

Among the results of excessive
exposure were reports of redness of the
skin and hair loss following the patients’
scans. An increased risk of certain types
of cancer and cataracts can occur with
radiation in high doses.

The FDA is providing interim recom-
mendations for imaging facilities, radiolo-
gists, and radiologic technologists to help
prevent additional cases of excess exposure.
Included in the recommendations are that:

B Facilities assess whether patients
who underwent CT perfusion scans
received excess radiation,

B Facilities review their radiation
dosing protocols for all CT perfusion stud-
ies to ensure that the correct dosing is
planned for each study,

B Facilities implement quality control
procedures to ensure that dosing protocols
are followed every time and the planned
amount of radiation is administered, and

B If more than one study is per-
formed on a patient during one imaging
session, practitioners should adjust the
dose of radiation so it is appropriate for
each study, according to a press release.

Go to: fda.gov/Safety/MedWatch/
SafetyInformation/SafetyAlertsforHuman
MedicalProducts/ucmi86105.htm for more
information.



Unsweetened Raisins Are the Better
Choice for Your Cereal Bowl

While the benefits of wholesome raisins
include a source of calcium and antioxidant
properties, a recent study has determined
that added sugar in raisin-containing
cereals boosts the acidity of dental plaque.

While some dentists believe raisins and
their gummy, sugary equivalents contrib-
ute to cavities because their properties
make it difficult to quickly clear off the
surfaces of the teeth, studies have revealed
that is not the case, said Christine Wu,
professor and director of cariology research
at the University of Illinois at Chicago.

Whu also was the lead investigator of
the recent study that involved bran flakes
and raisins. The result was consuming bran
flakes with raisins that had no added sugar
did not increase the acid level in dental
plague than bran flakes without raisins.

Elementary-age children, ranging
from 7 to 11 years old, compared four test
foods: raisins, bran flakes, commercially
marketed raisin-bran cereal, and a mix

of bran flakes with raisins without added
sugar, according to the study published in
Pediatric Dentistry. Sucrose and sorbitol
were used as controls.

The kids consumed each food group
within two minutes and, at intervals, the
acid produced by the plaque bacteria on
their tooth surfaces was measured. With
the exception of the sorbitol solution,
all of the food groups promoted acid
production in dental plaque within 30
minutes, with peak production between
10 and 15 minutes.

There is a “well-documented” danger
zone of dental plaque acidity that puts
a tooth’s enamel at risk for mineral loss
that may lead to cavities, Wu said. Achint
Utreja, a research scientist and dentist
formerly on Wu's team, said plaque acid-
ity did not reach that point after the test
subject consumed 10 grams of raisins,
according to a press release.

Compared to eating bran flakes alone,
adding unsweetened raisins to bran flakes
did not increase plaque acid.
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IMPRESSIONS

ADA Reacts to Report on Workforce
Expansion by Kellogg Foundation

In response to a report by the W.K.
Kellogg Foundation advocating “midlevel”
dental providers to perform certain
surgical procedures in an effort to deal
with the oral health access problem in the
United States, the American Dental As-
sociation issued its position statement.

“We agree that innovations to the
dental team can help alleviate these dis-
parities, said Ron Tankersley, DDS, ADA
president. “We disagree, however, with the
foundation’s recent report that recom-
mends expanding the functions of non-
dentists to include surgical procedures.”

The report, Training New Dental Health
Providers in the U.S., which was writ-
ten by Burton L. Edelstein, DDS, MPH,
president of the Children’s Dental Health
Project, a nonprofit pediatric oral health
policy organization, looks at the various
provider types, ranging from the basic
and expanded function of dental assis-
tants; the basic and expanded functions
of dental hygienists; international dental
therapists and dental hygienist/thera-

CDA JOURNAL, VOL 38, NO3

pists; Alaska’s dental health aide thera-
pists; Minnesota’s basic and advanced
dental therapists; and the ADA’s commu-
nity dental health coordinator in the con-
text of changing and new roles for those
positions to create “midlevel provider”
models, according to a press release.

In the ADA's response, Tankersley
outlined the ADA’s stance on workforce
innovations, emphasizing that any new
dental team member should focus on pre-
vention and education, that “ultimately
will be the primary factors in stemming
the tide of untreated disease,” adding,
“The ADA’'s commitment to this principle
is evidenced by our creating an education-
al curriculum and funding educational
programs for Community Dental Health
Coordinators, whose primary functions
will be education, disease prevention, and
linking those patients in greatest need of
restorative care with dentists who are will-
ing to provide that care.”

To boost access to dental care,
Tankersley called for a reinstatement
and more funding for state and federal
health programs.

Be Wise: Protect Your Tamper-Proof Pads

As mandated by the federal government, prescription pads and prescription paper that are tamper-resistant
must be used for all Medicaid prescriptions. However, an increasing number of dental practices across the country
are opting to use similar tamper-proof pads for other types of insurance as a way to protect themselves.

Should a tamper-proof prescription pad be photocopied, a word, once hidden, such as “Void,"emerges. The same
effect occurs with the word “Secure” should the pad be rubbed or heated. What's more, numeric identifiers can be

used to invalidate pads that are stolen or lost, according to an ADA press release.

Additional features include using penetrating magnetic ink in printing the practice’s
information. This helps thwart the chemical listing during a forgery attempt. The paper
itself is tamper-resistant. An attempt to alter the script will result in telltale signs of
tampering as the paper has identical safety features as the pads.

For more information, go to dentalrecord.com/tamper_proof.php or call
The Dental Record at 800-243-4675. The Dental Record is the sole online
and paper dental forms company endorsed for ADA members by ADA

Business Resources.
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The Art and Science of Dentistry in the

Heart and Soul of Southern California

cda

PRESENTS

World-renowned speakers

Be inspired by two of the masters in restorative surgery,

Terry Tanaka, DDS and Harald Heymann, DDS. Fach is also
a featured guest at the two Exclusive Access Luncheons.

An exhibit hall brimming with possibilities
With about 600 vendors and countless new product launches,
the exhibit hall has everything your office needs to stay ahead
of the curve in dentfistry.

Hands-on laser workshops
lasers are quickly becoming a dentist’s most useful

instrument. Gain hands-on experience of the
Wonderful World of Lasers.

The sun and fun of Anaheim

Fun for the whole family, CDA Presents is a
short hop to Disneyland, Knott's Berry Farm,
the beach and more.

Register by April 2 to have your materials mailed in advance.

Simply visit cdapresents.com




CDA PRESENTS ANAHEIM 2010

HARALD O. HEYMANN, DDS, MED

Dental Materials

Bread-and-Butter Adhesive and
Restorative Dentistry

Saturday moming lecture

TERRY DONOVAN, DDS

Dental Materials/Restorative

Update in Esthetic Restorative Dentistry

Saturday moming lecture

Restoration of the Worn Dentition

Sunday lecture

KENNETH M. HARGREAVES, DDS, PHD

Endodontics

Managing the Endodontic Infection

Friday morning lecture

Regenerative Endodontics

Friday afternoon lecture

Successful Management of Acute Dental Pain

Saturday morning lecture

How to Successfully Anesthetize the
“Hot” Tooth

Saturday afternoon lecture

TRICIA OSUNA, RDH, BS, FAADH

Ergonomics

Save Me — Save You! Ergonomics and
Effective Patient Care

Thursday morning and
Saturday affernoon lectures

What Is I1t? How Do | Use It? Today’s Dental
Products and Treatment Options

Thursday affernoon and
Saturday moming lectures

THOMAS J. MCGARRY, BS, DDS, FACP, FACD

Prosthodontics/Removable

Implant Dentistry in Everyday Practice —
Placement to Restoration

Friday lecture




HEADLINING SPEAKERS

BRIAN P. LESAGE, DDS, FAACD; EDWARD A. MCLAREN, DDS, MDC
Esthetic Dentistry

Two-Day Continuum Workshop Friday and Saturday
Anaheim and San Francisco two-day workshop

GEORGE F. PRIEST, DMD
Esthetic Dentistry

Soft Tissue Development With Provisional Thursday morning lecture
and Definitive Implant Restorations

Progressive Veneer Techniques for Thursday afternoon lecture
Optimal Esthetics

Implant Rehabilitation of Edentulous Maxillae | Friday moming lecture

A Collaborative Approach to Esthetic Friday affemnoon lecture
Outcomes in Young Patients

HARALD O. HEYMANN, DDS, MED (MODERATOR);
THOMAS F. BASTA, DDS; TERRY DONOVAN, DDS;
MARK J. FRIEDMAN, DDS; RICHARD SIMONSEN, DDS

Failures in Dentistry Panel

Ethical Controversies in Esthetic and Saturday afternoon panel
Restorative Dentistry

TERRY TANAKA, DDS
TMD

The New Quarterback: A New 2010 Treatment | Friday lecture
Planning Playbook for the General Dentist

TMD Management in 2010: Saturday moming lecture
Science or Smoke and Mirrors?

Splint Therapy: What Works, What Doesn’t Saturday afternoon lecture
and Why




REQUIRED COURSES

California Dental Practice Act and Infection Control — Ticketed Admission Only

The Dental Board of California mandates continuing education in infection control and the California
Dental Practice Act. Every renewal cycle, California law requires licensed dentists and specified allied
dental health professionals to complete 2 units in infection control and 2 units in the California Dental
Practice Act in Category I. CDA is proud to present the following courses that will fulfill these required
units for license renewal.

Please note:
® Admission to these C.E. courses will be by ticket only.
® Seating is limited. Tickets will be sold on a first-come, first-served basis.

® You may purchase your ticket in advance by completing the registration form or registering online.
Tickets are $20 and will guarantee your seat in the course.

@ Ifavailable, tickets will also be sold on-site at the Ticket Booth located in the registration area of the
Anaheim Convention Center.

@ There will be no late entries allowed. The California mandatory education requires 2 full hours for credit.
[t is strongly recommended that you arrive a minimum of 15 minutes in advance of the published
starting time.

® Licensees are only required to attend one class on the California Dental Practice Act and one class on
infection control each renewal period.

Infection Control for California

Dental Board requirement for 2 units: This program provides you with the latest educational requirements
specific to CCR section 1005, the Dental Board of California Infection Control Regulations, to include
handwashing techniques, sterilization and disinfection protocols. Also discussed will be the Cal-OSHA
bloodborne pathogen standard, California Department of Health services waste management and
CDC/ADA recommendations. Note: The 2-hour course does not meet the new Infection Control education
requirement for unlicensed dental assistants.

California Dental Practice Act

Dental Board requirement for 2 units: This seminar meets the new C.E. requirement for California Dental
Practice Act education, including the new one-time course requirement for unlicensed dental assistants.

[t discusses information and updates to the Dental Practice Act regulations on scope of practice, acts in
violation of the Dental Practice Act and attending regulations, and other statutory mandates relating to the
dental practice. This includes utilization and scope of practice for auxiliaries; scope of practice for dentists;
laws governing the prescribing of drugs; citations, fines, revocation and suspension; and license renewal.

New Educational Requirements for Unlicensed Dental Assistants and Other Office Personnel

Beginning January 2010, dental assistants or any other individual in the dental office performing any of the
duties of a dental assistant will have a ONE-TIME only educational requirement to complete the existing
2-hour California Dental Practice Act course and a new 8-hour comprehensive Infection Control course.
Additionally, they will be required to maintain a current, basic life support certificate. CDA is currently
working with the Dental Board of California to clarify questions in order to implement the new Infection
Control course requirement. It is CDA’s plan to have tools available for local dental societies and individual
CDA members who may wish to become providers of the 8-hour Infection Control course.

Note: The 2-hour infection control course required of all licensed personnel (dentists, registered dental
hygienists and registered dental assistants) for licensure renewal does not meet infection control requirement.



PREPAID PARKING AND LUNCH-

To make your parking experience easier, CDA is offering the opportunity to purchase parking at the Anaheim
Convention Center in advance. If you arrive by 8 a.m., this will guarantee a parking space with the added
convenience of not worrying about having cash on hand. Purchase the tickets along with your registration.

Prepaid Early Bird Parking

The following conditions apply:

Tickets are $12 per day and are available for Thursday, Friday, Saturday and Sunday.
Arrive by 8 a.m. — prepaid parking spaces will not be honored after that time.
Parking passes are nonrefundable. Refunds cannot be given for lost or forgotten passes.
Original passes must be used.

Passes must be surrendered upon entry to the lot.

Passes are only valid at the Anaheim Convention Center. They cannot be used at off-site parking or
Disney lots.

Traffic and Parking Recommendations

If you are driving to the Convention Center, traffic is anticipated to be heaviest on Friday morning. To
minimize any inconvenience, early arrival is strongly recommended. The peak traffic and parking time is
projected to be from 8 to 11 a.m. Please watch the traffic control signs as you exit the freeway for the most
updated parking information. Early arrival is also recommended for Saturday.

Off-Site Parking

CDA is working to secure off-site parking near the freeway exits with complimentary shuttle service to the
Anaheim Convention Center. Due to scheduling of events at these venues, this can only be confirmed within
a few weeks of our meeting. Please watch for additional information in your badge mailing, attendee e-mails
or visit us at cdapresents.com for updated instructions the week prior to the meeting.

Prepaid Food Vouchers

Treat your staff to lunch with vouchers for the Anaheim Convention Center concession areas. Available

in increments of $10, vouchers allow a prepaid, hassle-free option to grab something quick or sit down and
enjoy a meal with your team while attending the exhibit hall or between C.E. courses. Menu options include
specialty coffee and breakfast items, Grab 'n’ Go for lunch, Mexican taqueria, made-to-order sandwiches, All
American Grill, barbecue, rice bowl and Freschetta pizza. Exact locations and food selections will be included
in your registration packet and on cdapresents.com. These vouchers are nonrefundable and must be used for
amount shown. Change cannot be given if purchase is less than $10.

Purchasing Vouchers

Purchase prepaid food and parking vouchers when you register online at cdapresents.com or by submitting the
advance registration form.

PREPAID PARKING VOUCHER PREPAID FOOD VOUCHER
Fee: $12 Fee: $10
Event #: 057 Thursday Event #: 061

058 Friday

059 Saturday

060 Sunday




SCHEDULE-AT-A-GLANCE

THURSDAY, MAY 13, 2010

Required Courses
California Dental Practice Act (001)/$20
Infection Control (002)/$20

Corporate Forums

Millennium Dental Technologies — Laser Periodontal

Pocket Therapy — Success With Nd: YAG Lasers

3M ESPE — The Power of Integration: Digitally
Created Ceramic Restorations

Workshops
Hands-on Infection Control Workshop (011)/$95

Provisional Restorations for Today’s Restorative Practice

(013)/$195

RM12: Framework for Positive and Effective Interactions

(705)/See program book for fees.
Cast Gold Workshop (017)/$395

Oral Radiclogy — Is Perfection Possible? (015)/$140
Hands-on Infection Control Workshop (012) p.m./$95

Oral Radiology — Is Perfection Possible2 (016)/$140

Provisional Resforations for Today's Restorative Practice

(014)/$195

RM12: Framework for Positive and Effective Interactions
(706)/See program book for fees.

Symposia

A Triple Threat fo Perio Pathogens: Laser, Micro-ulirasonics

and locally Administered Antibiotics

Offering Value in Your Life and Practice: Managing
Challenging Economic and Emotional Times

Secrets of Becoming a High-Performing Assistant

Dental Technology and Your Practice: From CAD/CAM
to Digital Impressions to Web Sites and More

A Taste of the Pankey Experience

Practice Management Gems for the Next Decade

Risk, Pain and Profitability: How to Successfully Implement

Ergonomic Changes in Your Office

The Ultimate Anesthetic Experience

When Airways Collide: Snoring, Sleep Apnea and Other

Offensive Behaviors

Contemporary Surgical Orthodontic Treatment —

An Infroduction to Accelerated Osteogenic Orthodontics

Successful Treatments in Periodontics and Dental Implants

Time
57 p.m.
7-9 a.m.

@:30-11:30 a.m

12:30-1:30 p.m.

@:30 a.m.-noon*
@:30 a.m.-12:30 p.m.*
@:30 a.m.-12:30 p.m.*
9:30 a.m.-4 p.m.
(Break noon-1:30 p.m.)

10 a.m.-12:30 p.m.*
1:30-4 p.m.*

2-4:30 p.m.*
2-5 p.m.*

2-5 p.m.*

@:30 a.m.-noon
@:30 a.m.-noon

@:30 a.m.-noon

10 a.m.-12:30 p.m.

10 a.m.-4:30 p.m.
(Break 12:30-2 p.m.)

10 a.m.-4:30 p.m.
(Break 12:30-2 p.m.)
1:30-4 p.m.

1:30-4 p.m.

1:30-4 p.m.

2-4:30 p.m.

2-4:30 p.m.

Bldg.

ACC

ACC

ACC

ACC

ACC

ACC

HAH

ACC

ACC
ACC

ACC
ACC

HAH

ACC

ACC

ACC
ACC

ACC

ACC

ACC

ACC

ACC

ACC

ACC

Room

Ballroom D/E

Ballroom A

304 A/B

204 A

California B

2138

213D
213 A

213D
213C

Callifornia B

304 C/D

208 A/B

303 C/D
206 A/B

303 A/B

205 A/B

303 C/D

304 A/B

304 C/D

208 A/B

206 A/B

Speaker
R. Thomason
N. Andrews

R. Yukna

C. Norman

N. Andrews,
J. Molinari

T. McDonald

C. Jansen, D. Weiss

B. Small

B. Potter

N. Andrews,
J. Molinari

B. Potter
T. McDonald

C. Jansen, D. Weiss

E. Lundry
D. lee

K. Valdovinos

T. Schoenbaum

J. Baggett,
J. Fondreist,
J. Kessler

L. Miles, et al.
L. Fitzpatrick

A. Budenz,
M. Falkel

T. Morgan

G. Eidenmuller,
J. Pulver

P. Warshawksy

CE/
Cat.

2.0/1
2.0/1

2.0/1

1.0/1

2.5/1
3.0/1
3.0/
5.0/

2.5/1
2.5/l

2.5/l
3.0/

3.0/

2.5/l
2.5/

2.5/
2.5/l

2.5/l
2.5/l

None
2.5/
2.5/
2.5/l
2.5/l

2.5/l

Aud.
D H, A
D H, A

D H

D, HAS O, L

D AS L

G

H A S
D,HAS O L

H, A S
D ASL

D, HAS

D H,S

D, H A S



THURSDAY, MAY 13, 2010 (confinued)

Lectures

Time

Changing Incidence, Risk Factors and Screening Moddliies  9:30 a.m.-noon*

for Oral Cancer

Save Me — Save You! Ergonomics and Effective Patient
Care

Soft Tissue Development With Provisional and Definitive
Implant Restorations

Accelerate Your Practice

Emerging Trends in Periodontics

PrincipleBased Dental Hygiene and Treatment Planning:
Cetting Great Results One Patient at a Time

Advanced Practice Management for Every Dental Practice

Management Musts for a Healthy Practice: Best Practice
Models for Maximizing Insurance and Attracting and
Inspiring Patients to Say “Yes"

The Missing Link in Clinical Dentistry: Effective
Caries Control

Changing Incidence, Risk Factors and Screening
Modalities for Oral Cancer

Progressive Veneer Techniques for Optimal Esthetics

What Is 12 How Do | Use It2 Today’s Dental Products
and Treatment Options

Good Vibrations: Implementing the Power Scaling
Advantage to Ensure Great Clinical Results and Huge
Patient Benefit

Implant Therapy 101 for the Dental Hygienist

FRIDAY, MAY 14, 2010

Special Events
Exhibit Hall Grand Opening

Lunch With Terry T. Tanaka, DDS (063)/$70

CDA Night at Disney’s California Adventure Park (DCA)
(056)/$65

Required Courses
California Dental Practice Act (003)/$20
Infection Control (004)/$20

Corporate Forums

Invisalign — Invisalign Clear Essentials |

(054)/$1,695

Ultradent Products Inc. — Technological Resources and
Biological Concepts in Minimally Invasive Endodontics

Discus Dental — Revelations in Endodontics:
Clinical Applications

Colgate — Dental Hypersensitivity — New Management
Approaches

Discus Dental — Revelations in Endodontics:
Clinical Applications

KEY

* Course Repeats

D Dentist  H Hygienist A Assistant

ACC Anaheim Convention Center
S Dental Student

Q:30 a.m.-noon
@:30 a.m.-noon

@:30 a.m.-4 p.m.
(Break noon-1:30 p.m.)

10 a.m.-12:30 p.m.
10 a.m.-12:30 p.m.

10 a.m.-4:30 p.m.
(Break 12:30-2 p.m.)

10 a.m.-4:30 p.m.
(Break 12:30-2 p.m.)
10 a.m.-4:30 p.m.
(Break 12:30-2 p.m.)
1:30-4 p.m.*

1:30-4 p.m.
1:30-4 p.m.

2-4:30 p.m.

2-4:30 p.m.

@:30 a.m.
12:30-1:30 p.m.
7-11 p.m.

7-9 a.m.
57 p.m.

8 a.m-5 p.m.
(Break noon-1 p.m.)

8:30-11:30 a.m.
10 a.m-1 p.m.*
2-4 p.m.

2-5 p.m.*

G General

M Misc. (periodonﬁsts, endodontists, accountants, spedolists, spousei

Bldg.

ACC

ACC

ACC

ACC

ACC
ACC

ACC

ACC

ACC

ACC

ACC
ACC

ACC

ACC

ACC
HAH

DCA
Park

ACC

ACC

ACC

ACC

ACC

ACC

ACC

HAH Hilton Anaheim Hotel

Room Speaker

210 A/B M. Cruz, D. Wong
Ballroom D/E  T. Osuna

204 B/C G. Priest

209 A/B S. Pardue
Ballroom B J. Grisdale
207 C/D K. Miller
Ballroom A L. Malemacher
207 A/B A. Morgan
Ballroom C H. Ngo

210 A/B M. Cruz, D. Wong
204 B/C G. Priest

Ballroom D/E  T. Osuna

207 C/D K. Miller
Ballroom B J. Grisdale
Exhibit Hall

laguna B T. Tancka
Balloom D/E  A. Curley
Ballroom A N. Andrews
208 A/B P. Ataii

205 A/B R. leonardo
206 A/B M. Cobin

205 A/B E. Delgadbo,

D. Hamlin

206 A/B M. Cobin

CE/

Cat.
2.5/l
2.5/l
2.5/I
2.5/l
2.5/l

2.5/1
2.5/
2.5/l
2.5/l
2.5/l
2.5/
2.5/1
2.5/1
2.5/1

2.5/l
2.5/

2.5/l

2.5/l

2.0/1
2.0/I
6.0/1
3.0/1
3.0/1
2.0/1

3.0/1

DCA Park Disney’s California Adventure Park
O Office Staff

L Lab Tech

Aud.
D, H, A O

D,H A O SM

D AS L

D, H A O S M

D,HAS O
D, H A O

D,H A O S M

D, H A O M

D,H A O,S

D, H A O

D,H,A S O,L
D,H,A O S M

D, H

D, HAS O

D, H A
D, H A

D H A

DS

D, HAS

D, S



FRIDAY, MAY 14, 2010 (continved)
Workshops

The Wonderful World of Lasers in Dentistry (021)/$25

Practice Transition Track — Preparing for Your Practice

Opportunity — Junior dentists (033)/$75

Practice Transition Track — Preparing for Your Practice

Opportunity — Senior dentists (034)/$75

Mastering Digital Dental Photography: VWhat You Need
to Know to Get the Job Done (031)/$195

RM12: Framework for Positive and Effective Interactions

(707)/See program book for fees.
Occlusion and Esthetics Participation Course (026)/$195
Crown Lengthening Workshop (020)/$595

Exceptional Esthefics — a Hands-on Participation Course

(030)/$395

TwoDay Continuum (024)/$850 (Ancheim only) or
(025)/$1,500 (Both Anaheim and San Francisco)

Oral Radiology — Is Perfection Possible2 (028)/$140
Great New Products for Your Practice in 2010 (018)/$45
The Wonderful World of Lasers in Dentfistry (022)/$25
Oral Radiology — Is Perfection Possible2 (029)/$140

Mastering Digital Dental Photography: What You Need
to Know to Get the Job Done (032)/$195

Occlusion and Esthetics Participation Course (027)/$195

RM12: Framework for Positive and Effective Interactions

[708)/See program book for fees.
The Wonderful World of Lasers in Dentfistry (023)/$25
Great New Products for Your Practice in 2010 (019)/$45

Lectures
Implant Rehabilitation of Edentulous Maxillae
Overcoming the CSI Effect

Third-Party Payer Administration of Patients’ Benefits
and Reimbursement

TMD and Craniofacial Pain Made Easy
Update in Pediafric Dentisiry: Lasers, Trauma and Beyond

Implant Dentfistry in Everyday Practice — Placement
fo Resforation

Implementing Practice Solutions Into Your Practice: Creating
a Culture of Inspiration, Accountability and Growth

The New Quarterback: A New 2010 Treatment Planning
Playbook for the General Dentfist

Marketing Your Practice Online
CAMBRA Part | - Stop Defending and Start Offending

Mutans Strepfococci

KEY

* Course Repeats

D Dentist ~ H Hygienist A Assistant

ACC Anaheim Convention Center
S Dental Student

Time
8:30-11 a.m.*

8:30 a.m.-2 p.m.
(Break 11-11:30 a.m.)

8:30 a.m.-2 p.m.
(Break 11-11:30 a.m.)

@:30 a.m.-12:30 p.m.*
@:30 a.m.-12:30 p.m.*

@:30 a.m.-12:30 p.m.*

@:30 a.m.-4 p.m.
(Break noon-1:30 p.m.)

@:30 a.m.4 p.m.
(Break noon-1:30 p.m.)

@:30 a.m-5 p.m.
(Break 12:30-2 p.m.)

10 a.m.-12:30 p.m.*
10 a.m.-1 p.m.*
11:30 a.m.-2 p.m.*
2-4:30 p.m.*

2-5 p.m.*

2-5 p.m.
2-5 p.m.*

2:30-5 p.m.”*
2:30-5:30 p.m.*

@:30 a.m.-noon
@:30 a.m.-noon*

@:30 a.m.-noon

@:30 a.m.-noon*
@:30 a.m.-noon

9:30 a.m.4 p.m.
(Break noon-1:30 p.m.)

@:30 a.m.4 p.m.
(Break noon-1:30 p.m.)

9:30 a.m.-4:30 p.m.
(Break noon-2 p.m.)

10 a.m.-noon

10 a.m.-12:30 p.m.

M Misc. [periodontists, endodontists, accountants, specialists, spouse)

Bldg.

ACC
HAH

HAH

ACC

HAH

ACC
ACC

ACC

ACC

ACC
ACC
ACC
ACC
ACC

ACC
HAH

ACC
ACC

HAH
ACC
ACC

ACC
ACC
ACC

ACC

HAH

ACC
ACC

HAH Hilion Anaheim Hotel

G General O Office Staff

Room
Exhibit Hall D

Huntington A

Huntington C

2108

California B

213 C
210C

2138

213 A

213D
Exhibit Hall D
Exhibit Hall D
213D
210 B

213 C
California B

Exhibit Hall D
Exhibit Hall D

Callifornia C
Ballroom A

207 A/B
(Room Changel

Ballroom C
303 A/B
304 C/D

209 A/B

Pacific C

204 A
204 B/C

Speaker

D. Coluzzi

W. Van Dyk, et al.

A Wiederman,

etal.

S. Snow

C. Jansen, D. Weiss

T. McDonald
J. Grisdale

B. Small

B. leSage,
E. Mclaren

B. Potter
J. Blaes
D. Coluzzi
B. Potter

S. Snow

T. McDonald

C. Jansen, D. Weiss

D. Coluzzi
J. Blaes

G. Priest
T. Gonzales

G. Alterfon,
G. Dougan

J. Spencer
F. Margolis
T. McGarry

A. Morgan
T. Tanaka

L. McCollough
B. Novy

CE/
Cat.

2.5/

None
None
3.0/I
3.0/

3.0/1
5.0/1

5.0/

6.0Th.
6.0F /I

2.5/1
3.0/1
2.5/l
2.5/l
3.0/1

3.0/1
3.0/

2.5/l
3.0/1

2.5/
2.5/l
2.5/l

2.5/l
2.5/

2.5/l
2.5/l

None

2.5/l
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None
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DCA Park Disney’s California Adventure Park
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Consent

FRIDAY, MAY 14, 2010 (continued) CE/
Lectures Time Bldg. Room Speaker Cat.  Aud.
Dental Implant Failure: Diagnosis and Management 10 a.m-12:30 p.m.* ACC 304 A/B D. Ehsan 2.5/l D, S
Emerging Infectious Diseases 10 a.m-12:30 p.m.* HAH  Cadlifornia A J. Molinari 2.5/I D,H AS O L
Managing the Endodontic Infection 10 a.m-12:30 p.m. ACC  Ballroom B K. Hargreaves 2.5/ D, S
Preservation and Restoration of Tooth Structure 10 a.m.-12:30 p.m.* HAH  Pacific A H. Ngo 2.5/I D, H,S
To Use or Not to Use: When Is the Question@ Seamless 10 a.m.-12:30 p.m. ACC 207 C/D K. Miller 2.5/l D, H
Product and Technology Integration for the Dental Hygienist
Waitl | Still Feel That! Problem-Solving the Delivery 10 a.m-12:30 p.m.* HAH  Cadlifornia D A. Budenz 2.5/l D, H,S
of local Anesthesia
Achieve Endodontic Excellence: Shaping, Cleaning, 10 a.m.-4:30 p.m. ACC 303C/D C. Goodis 2.5/l D,H A O
Disinfecting and Obituration (Break 12:30-2 p.m.) 2.5/l
Drugs, Bugs and Dental Products — What to Prescribe 10 a.m.-4:30 p.m. ACC  Ballroom D/E P Jacobsen 2.5/I D,H, A S O
(Break 12:30-2 p.m.) 2.5/I
The Hottest Topics in Dentistry 10 a.m.-4:30 p.m. HAH  Pacific D L. Malemacher 2.5/ D, H, A S O M
(Break 12:30-2 p.m.) 2.5/l
Peer Review — a Membership Benefit 1-4 p.m. ACC 204 A M. Thomas 3.0/Il D, H, A O
The Elimination of Optional Adult Dental Services — An 1-5 p.m. ACC 207 A/B T. Holloway, etal. ~ 4.0/I D, S
Open Dialogue With Denti-Cal
A Collaborative Approach to Esthefic Outcomes 1:30-4 p.m. HAH  Califomia C  G. Priest 2.5/l D,HASLO
in Young Patients
Overcoming the CSI Effect 1:30-4 p.m.* ACC  Ballroom A T. Gonzales 2.5/ G
Tricks or Treatments: Techniques for Treating Special 1:30-4 p.m. ACC 303 A/B F. Margolis 2.5/l D,HAS
Needs Patients
TMD and Craniofacial Pain Made Easy 1:30-4 p.m.* ACC  Ballroom C J. Spencer 2.5/l G
CAMBRA Part Il = How to Rid Yourself {and Your Patients) 2-4:30 p.m. ACC 204 B/C B. Novy 2.5/I D, H,A S O M
of Dental Caries
Dental Implant Failure: Diagnosis and Management 2-4:30 p.m.* ACC 304 A/B D. Ehsan 2.5/I D, S
Emerging Infectious Diseases 2-4:30 p.m.* HAH  California A J. Molinari 2.5/I D,HAS O L
Personalized Periodontal Therapy: Incorporating Oral 2-4:30 p.m. ACC 207 C/D K. Miller 2.5/ D, H A O
Systemic Medicine Info Daily Practice
Preservation and Restoration of Tooth Structure 2-4:30 p.m.* HAH  Pacific A H. Ngo 2.5/l D, H,S
Regenerative Endodontics 2-4:30 p.m. ACC  Ballroom B K. Hargreaves 2.5/l D, S
Wait! | Still Feel That! Problem-Solving the Delivery 2-4:30 p.m.* HAH  Califomia D A. Budenz 2.5/l D, H,S
of Local Anesthesia
SATURDAY, MAY 15, 2010
Special Events
Lunch With Harald O. Heymann, DDS, MEd (064)/$70  Noon-1 p.m. HAH  laguna B H. Heymann None D
WineFUNdamentals Wine Party Reception (062)/$25 4-5:30 p.m. ACC  Exhibit Hall D None
The Spot
Required Courses
California Dental Practice Act (005)/$20 7-9 a.m. ACC  Ballrcom D/E  A. Curley 2.0/l D, H, A
Infection Control (006)/$20 57 p.m. ACC  Bdllroom D/E  E. Cuny 2.0/l D, H, A
Corporate Forums
Invisalign — Invisalign Clear Essentials Il (055)/$350 8 a.m.-4 p.m. ACC 206 A/B E. Kuo 6.0/1 D, H, A
Practice Works — Understanding Cone Beam Computed 1:30-2:30 p.m. ACC 210A D. Gane 1.0/ D, H A
Tomography
Millennium Dental Technologies — The ABCs of Informed 2-4 p.m. ACC 205 A/B E. Zinman 2.0/l D, H



SATURDAY, MAY 15, 2010 (confinued)
Workshops

The Wonderful World of Lasers in Dentistry (035)/$25

CAMBRA Workshop: Taking Your Practice to the Next Level
(047) DDS, (048) RDH/RDA/See program book for fees.

Dentistry for Tots and Space Maintainers (039)/$195
Implants and Removable Prosthodontics (041)/$195

RM12: Framework for Positive and Effective Interactions

(709)/See program book for fees.
Establish the Office of Your Dreams (046)/$75

Crown Lengthening Workshop
(038)/$595

TwoDay Continuum — Day 2 of Anaheim Program
(024)/$850 (Anaheim only) or (025)/$1,500

(Both Anaheim and San Francisco)

Basic Training — Equipment Care and Repair (044)/$175
Designing the Perfect Smile (043)/$385

The Wonderful World of Lasers in Dentistry (036)/$25

CAMBRA Workshop: Taking Your Practice to the Next Level
(049) DDS, (050) RDH/RDA/See program book for fees.

Dentistry for Tots and Space Maintainers (040)/$195
Implants and Removable Prosthodontics (042)/$195
Basic Training — Equipment Care and Repair (045)/$175

The Wonderful World of Lasers in Dentistry (037)/$25

Lectures

Emergency Preparedness: The Role of Dental Professionals
How to Effectively Deal With the Media

Bread-and-Butter Adhesive and Resforative Dentistry

A Day in the life of a Dental Practice

Medical Emergencies in the Dental Office
Overcoming Life’s Goliaths and the Power of Vision
Restoration of the VWormn Dentition

Successful Management of Acute Dental Pain

What Is If2 How Do | Use |12 Today's Dental Products
and Treatment Options

Comprehensive Financial Planning for Dentists in the

21st Century
Drugs, Bugs and Dental Products — What to Prescribe

Practice and Life Transitions — Estate Planning Basics

Esthetics, Function and Problem Solving: Developing a
Prediciable Pathway to Esthefic Success With Dental Implants

Fattening of America: What Is Dentistry's Part of the Puzzle?

Time
8:30-11 a.m.*

Q a.m.-noon*

@:30 a.m.-noon*
©:30 a.m.-noon*

9:30 a.m. -12:30 p.m.

9 a.m.-3:30 p.m.

9:30 a.m.-4 p.m.
(Break noon-1:30 p.m.)

9:30 a.m.-5 p.m.
(Break 12:30-2 p.m.)

10 a.m.-12:30 p.m.*

10 a.m.~4:30 p.m.
(Break 12:30-2 p.m.)

11:30 a.m.-2 p.m.*
1-4 p.m.*

1:30-4 p.m.*
1:30-4 p.m.*
2-4:30 p.m.*

2:30-5 p.m.*

8 a.m.-noon
8:30-10 a.m.

Q-11:30 a.m.

@:30 a.m.-noon

@:30 a.m.-noon*
@:30 a.m.-noon
@:30 a.m.-noon
@:30 a.m.-noon

@:30 a.m.-noon

9:30 a.m.-4 p.m.
(Break noon-1:30 p.m.)

9:30 a.m.-4 p.m.
(Break noon-1:30 p.m.)

10-11 a.m.*
10 a.m.-12:30 p.m.

10 a.m.-12:30 p.m.

Bldg.

ACC
ACC

ACC
ACC
HAH

HAH
ACC

ACC

ACC

ACC

ACC
ACC

ACC
ACC
ACC

ACC

ACC

HAH

ACC
ACC

ACC
ACC
HAH
ACC
HAH

ACC

HAH

ACC
ACC

ACC

Room
Exhibit Hall D

208 A/B

213B
213D
California B

Pacific B
210C

Exhibit Hall D
208 A/B

213 B
213D
213C

Exhibit Hall D

210 A

Capistrano

A/B
Ballroom A

205 A/B

304 C/D
207 A/B
California C
Ballroom B

California A

209 A/B

California D

204 A
304 A/B

303 AD

Speaker

D. Coluzzi
D. Gerger

F. Margolis
T. McGarry

C. Jansen, D. Weiss

Industry Speakers
J. Grisdale

B. leSage,
E. Mclaren

T. Yoeger, Sr.
T. Yaeger, Jr.

S. Snow

D. Coluzzi
D. Gerger

F. Margolis
T. McGarry

T. Yoeger, Sr.
T. Yoeger, Jr.

D. Coluzzi

A. Cardoza,
J. Galligan

Media Relations
Expert

H. Heymann

K. Fornelli,
R. Thomason

D. Ehsan

D. Weber

T. Donovan

K. Hargreaves

T. Osuna

A. Wiederman

P. Jacobsen

B. Hoffman
G. Perri

L. HarperMallonee

CE/
Cat.

2.5/
3.0/I

2.5/1
2.5/1
3.0/l

None

5.0/

6.0 Th.
6.0Fr./I

None
5.0/I

2.5/1
3.0/1

2.5/1
2.5/

None

2.5/1

4.0/
None

2.5/l
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SATURDAY, MAY 15, 2010 (confinued)
Lectures Bldg. Room Speaker

SUNDAY, MAY 16, 2010
Required Courses

Workshops

KEY *cCourse Repeats ~ ACC Anaheim Convention Center ~ HAH Hilton Anaheim Hotel ~ DCA Park Disney's California Adventure Park
D Dentist  H Hygienist A Assistant S Dental Student G General O Office Staff L Lab Tech
M Misc. (periodontfists, endodontists, accountants, specialists, spouse)







CASE REPORT
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Immediate Placement
and Provisionalization of
a Dental Implant Utilizing

the CEREC 3 CAD/CAM
Protocol: A Clinical

Case Report

ROBERT GOUGALOFF, DMD, AND FRED C. STALLEY, DDS

ABsTRACT Dentalimplant placement with immediate provisionalization is a well-

established protocol with excellent success rates. Immediate provisionalization after

dental implant placement is a very convenient treatment modality for the patient,

especially in the esthetic zone, since removable provisionalization modalities can be

avoided and the gingival architecture can also be re-established more predictably. This

case report describes the use of CAD/CAM technology to facilitate the manufacture of

an immediate provisional for a dental implant.

AUTHORS

Robert Gougaloff, omp,

is with the Redondo Beach
Dental Group in Redondo
Beach, Calif.

Fred C. Stalley, pps, is
with the Redondo Beach
Dental Group in Redondo
Beach, Calif.

estoration of edentulous

spaces with dental implants

is a well-accepted treatment

modality within the scien-

tific community.*> Endosseous
implants were initially utilized to restore
fully edentulous patients, however,
eventually it was recognized that implants
also offer a successful treatment modality
for partially edentulous patients.®® More
recently, endosseous implants have be-
come increasingly popular for single-tooth
restorations in general and for immediate
postextraction scenarios in particular.s*®

Individual implant restorations can

have several advantages over the more
traditional modalities utilizing fixed

partial dentures. The teeth adjacent to
the edentulous site do not have to be
prepared, and thus are biomechanically
and often periodontally compromised.
The long-term esthetics of the eden-
tulous space tends to be maintained
better, due to better hard- and soft-tissue
maintenance. Additionally, the average
fixed partial denture life span of seven
to 10 years is well-surpassed by that of
implant-supported restorations."”®
Recent studies have also reported
very high success rates for immedi-
ately placed dental implants into fresh
extraction sockets, followed by imme-
diate provisionalization.”** Immedi-
ate provisionalization eliminates the
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FIGURE 1. Theinitial condition of the
No. 6 edentulous area.

necessity of a provisional removable
denture during the healing and integra-
tion phase of the implant, and has also
shown to better maintain the original
gingival and osseous architecture.

The manufacture of a chairside im-
mediate provisional during surgery can
often pose a great challenge to the prac-
titioner. Great care must be taken to sat-
isfy the demands for proper healing of
the delicate gingival tissues around the
crest portion of the implant. The emer-
gence profile of the provisional crown
should mimic the trajectory of the origi-
nal tooth and the interface between the
provisional abutment and the provision-
al crown should be such that it promotes
healing rather than cause inflammation.
Lastly, it needs to be esthetically pleas-
ing to the patient, especially when the
implant is being placed into the esthetic
zone. The manufacture of a proper im-
mediate provisional crown can therefore
command a great deal of chairtime and
pose a particular challenge with respect
to the coordination of different mem-
bers of the implant reconstructive team.

Computer-aided Design/Comput-
er-aided Manufacture, CAD/CAM,
technology has become increasingly
popular in the field of restorative den-
tistry during the last decade.”** This
technology utilizes three separate steps
to manufacture a restorative compo-
nent such as an inlay, onlay, or crown.
The first step is the data acquisition
of a prepared tooth (usually an opti-
cal impression). The second step is the
design of the final restoration, and the
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FIGURE 2. Thesurgical placement of
the pilot drill.

final step is the milling and/or process-
ing of the restoration. User friendli-
ness of in-office CAD/CAM systems
has dramatically improved over the
last decade and recent studies have
reported a high degree of marginal ac-
curacy in the resulting restorations.”
CAD/CAM applications have also
found many applications in implant
dentistry in recent years. Procera crowns
and later abutments were among the
first CAD/CAM applications for implant
dentistry, facilitating the overall pros-
thetic process in implant dentistry.>3
The Procera protocol requires the
scanning to be done at a laboratory that
offers this particular service. Scanning
can be performed from the level of a
prepared abutment, a wax-contour abut-
ment, or just the level of the implant
shoulder. The CAD/CAM process will
eventually produce a custom-milled
abutment and/or a milled ceramic cop-
ing onto which the laboratory techni-
cian can then stack the porcelain.
Another CAD/CAM application in
implant dentistry is the utilization of
CT scan data to either manufacture 3-D
models of hard-tissue structures or to
implement computer-guided surgery
via CAD/CAM-derived surgical guides,
such as the NobelGuide protocol or the
SimPlant SurgiGuide protocol 3
Several recent publications described
the utilization of CAD/CAM systems to
manufacture the final restorations on
single-tooth dental implants with great
success.>* The protocol described in
the following case report is designed to
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FIGURE 3. The finalized osteotomy.

facilitate the chairside manufacture of
an immediate provisional crown, utiliz-
ing the CEREC 3-D CAD/CAM system
after a single-tooth implant placement.

Materials and Methods

A healthy 65-year-old male pa-
tient presented with a missing tooth
No. 6 (Ficure 1). All treatment op-
tions and their respective risks and
benefits were discussed with the
patient. The patient opted to have the
edentulous area restored with a den-
tal implant and an immediate tem-
porary crown provided, if feasible.

Preliminary Procedure

The patient was properly assessed
with respect to his medical history, al-
lergy status, and current medications,
in order to establish sound candidacy
for dental implant treatment. A pre-
liminary cone beam scan was taken
(Sirona Gallileos Comfort, Sirona Dental
Systems LLC, Charlotte, N.C.) to gain
more diagnostic information about the
cross-sectional nature of the area in
question. Due to the 3-D nature of the
scan and the virtual representation of
the neighboring and opposing teeth,
a preprosthetic wax-up of No. 6 was
not deemed necessary. The patient was
then anesthetized with local anes-
thetic (Septocaine 4 percent, 1,100,000
epinephrine, Septodont, France) via
local infiltration. A bite registration
was taken with Take 1 Advanced bite
registration material (Kerr Corpora-
tion, Romulus, Mich.) and trimmed.



FIGURE 4. Theimplantisinsertedinto
the osteotomy site.

FIGURE 7. The prepared abutment was
placed on the stone cast and subsequently
scanned.

FIGURE 10. Themilled provisional
crown was checked for marginal integrity
to the abutment.

Surgical Procedure

An initial pilot bur was used to gain
purchase for the successive depth and en-
largement drills within the parameters es-
tablished for proper position implant place-
ment (FiGure 2). After sequencing through
all enlargement drills and proper flap reflec-
tion, the final osteotomy was established
according to current standards of care
and guidelines (Ficure 3). A Nobel Biocare
Replace Select (tapered) implant fixture, 13
mm in length and 4.3 mm in diameter (No-
bel Biocare USA, LLC, Yorba Linda, Calif.)
was secured in the osteotomy with a recom-
mended torque of 35-40 Ncm (FIGURE 4).

FIGURE 5. Afixture-level impressionis
made with a fixture-level coping.

FIGURE 8. The CEREC software
proposes a possible provisional crown.

FIGURE 11. The finished provisional
crown was cemented and the tissues
sutured and tied off lingually.

Provisionalization Procedure

Once the implant was properly placed,
a fixture-level impression was made,
utilizing the appropriate transfer coping
and analog (Nobel Biocare) (Ficure 5). The
impression was then poured in quick-set
stone and subsequently trimmed. While
the stone was setting, the appropriate
temporary ceramic abutment (Nobel Bio-
care) was chosen, trimmed, and properly
shaped (ricure 6). The bite registration
was placed on the stone cast, just cover-
ing the edentulous area and after proper
application of contrast powder (CEREC
Contrast Powder, Sirona Dental Systems,

CDA JOURNAL, VOL 38, N©°3

FIGURE 6. Aproper ceramic abutment
was chosen, prepared, and secured to the
implant fixture.

FIGURE 9. The provisional crown after
the milling process has been completed.

LLC, Charlotte, N.C.) an “antagonist scan”
was taken with the camera of a CEREC 3
(Sirona Dental Systems) CAD/CAM unit.
The ceramic abutment was then trans-
ferred to the stone cast and placed on the
analog (FiGure 7). The provisional abut-
ment and the adjacent teeth on the stone
cast were again properly prepared with
contrast powder and an optical impression
was obtained with the camera unit, which
was then saved under the “Preparation”
image in the CEREC 3 software. Based
on the information from the original
“antagonist scan” and the newly prepared
“abutment scan,” the software was then
instructed to render a proposed crown
for the scanned abutment (FiGure 8).
Slight modifications were undertaken
with respect to occlusal and interproxi-
mal contacts, and the proposed crown
was “sent” to the milling unit. A Para-
digm composite block (3M ESPE Dental
Products, St. Paul, Minn.) of a proper
shade was inserted into the milling unit
and the milling process was initiated.
The milling process was completed in
approximately four minutes (FIGURE 9).

CONTINUES ON 176
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Administering local anesthesia is easy,



its the other five jobs that are mind numbing.

CEO. CFO. Marketing director. Benefit coordinator. HR manager. If only there was a
resource that could help you with the business aspect of running a practice. Enter the
California Dental Association’s Compass. A Web site that offers a host of resources, blogs,
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CONTINUED FROM 173

The resulting crown was polished and
the marginal integrity to the ceramic
abutment was checked (ricure 10). The
provisional abutment was reattached to
the implant and the composite provi-
sional was tried in for proper fit and
contours. No adjustments were neces-
sary. The provisional crown was finally
cemented with a noneugenol provisional
cement (SensiTemp Resin, Sultan Chem-
ists Inc., Englewood, N.J.) (FiGure 11).

Discussion

This case report demonstrates the
utilization of CAD/CAM technology to
facilitate the manufacture of an immedi-
ate provisional crown following place-
ment of a single-tooth dental implant.
The impending loss of a tooth, especially
in the esthetic zone, can be an emo-
tional event to the patient. Traditional
provisionalization solutions to post-
implant placement involved either the
manufacture of a temporary removable
appliance or a temporary Maryland-type
bridge, bonded to the adjacent teeth.

The removable appliance option
has traditionally not been well-received
by patients due to retention, phonetic
and esthetic issues, and patience ac-
ceptance. The Maryland-type bridge
offers improved retention and esthetics,
however, the fact remains that adjacent
teeth are used as anchors and has a
higher cost, which often also makes this
a compromising choice for patients.

Neither of these options addresses
the ability to stabilize and possibly even
maintain both the hard- and soft-tissue
architecture around the newly placed
dental implant. A provisional crown,
which is connected directly to the
implant, can offer a practical solution
to the previously referenced shortcom-
ings of the traditional provisionalization
methods. Additionally, the adjacent
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teeth are not affected by an implant-
supported provisional, there are typi-
cally no phonetic problems involved, the
retention is excellent, provided that a
clean and adequate cement surface is
at hand, and it has been shown that
the soft- and hard-tissue architecture
can be better maintained through an
immediate provisional crown.##4

It is important to note that the lack
of proper insertion torque of the dental
implant would be an absolute contrain-
dication for an immediate provisional

THE PROVISIONAL CROWN
needs to be carefully
adjusted so that centric
contacts are minimal and
working side and nonworking
side excursive contacts
are absent.

abutment and crown. It is recommended
that the minimum insertion torque
for immediate provisionalization is
between 30 and 35 Ncm. Furthermore,
the provisional crown needs to be care-
fully adjusted so that centric contacts
are minimal and working side and
nonworking side excursive contacts
are absent. The occlusal scheme for the
provisional implant crown in a canine
area should be that of posterior group
function, in order to protect the implant
from inadvertent overload during the
integration phase. Lastly, the patient
should be instructed to avoid direct
masticatory contact with the provisional
crown during the first eight weeks.
Historically, the manufacture of an
immediate provisional crown for a dental
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implant has been met with challenges.
The “team approach” frequently required
the restorative dentist to be present at the
time of surgery with all the equipment
necessary for the manufacture of a pro-
visional crown. In the opposite approach,
the surgeon had to perform the surgery
often at the restorative dentist’s office so
that the provisional crown could be manu-
factured more efficiently; however, this
required the surgeon to bring all of his
surgical equipment. Even if the surgery
and the provisionalization were per-
formed by the same person, certain chal-
lenges had to be met, such as a smooth
interface between the abutment and the
provisional, proper esthetics, as well as
proper occlusion and excursive clearances.
The utilization of CAD/CAM tech-
nology offers an efficient solution to
such challenges. The marginal adapta-
tion is usually the most difficult aspect
to satisfy in any provisionalization.
Recent studies have shown that the
marginal adaptation of CEREC 3-D
CAD/CAM restorations using Paradigm
MZ1o00 composite polymer blocks is
on the average less than 100 micron,
which is clinically acceptable, espe-
cially for a provisional crown.”*

Conclusions

CAD/CAM systems are gaining
momentum in dentistry. The use of a
CAD/CAM system for the manufac-
ture of a provisional crown at the time
of the placement of a dental implant
can reduce the chairtime significantly
and produce superior results. The
CAD/CAM unit could also be used to
manufacture a final crown, utilizing a
zirconia block instead of a composite
milling block. However, it is very dif-
ficult to predict the final settlement
level of the gingival crest along the
implant crown/abutment surfaces.



Additionally, the CAD/CAM unit is
usually programmed to include lighter
contacts for the provisional crown than
for the final crown, once the implant has
been given proper time to integrate. With
better software and hardware upgrades,
as well as better imaging technology, it
may be possible in the future to not only
take a direct optical impression, but it
may also be possible to have the abut-
ment and crown manufactured via CAD/
CAM technology. mmmm

REFERENCES

1. Andersson B, Odman P, Carlsson GE, A study of 184 consecu-
tive patients referred for single-tooth replacement. Clin Oral
Implants Res 6:232-37,1995.

2. Linkow LI, Prefabricated endosseous implant prostheses.
Dent Concepts 10:2-10,1967.

3.Branemark PI, Adell R, et al, Osseointegrated titanium
fixtures in the treatment of edentulousness. Biomaterials
4:25-8,1983.

4. Albrektsson T, Sennerby L, Direct bone anchorage of oral im-
plants: clinical and experimental considerations of the concept
of osseointegration. Int J Prosthodont 3:30-41,1990.

5. Thilander B, Odman J, Jemt T, Single implants in the upper
incisor region and their relationship to the adjacent teeth. An
eight-year follow-up study. Clin Oral Implants Res 10:346-55,
1999.

6.Branemark PI, Hansson BO, et al, Osseointegrated implants
in the treatment of the edentulous jaw. Experience froma10-
year period. Scand J Plast Reconstr Surg Suppl16:1-132,1977.
7.Zarb GA, Schmitt A, The longitudinal clinical effectiveness of
osseointegrated dental implants in posterior partially edentu-
lous patients. Int J Prosthodont 6:189-96,1993.

8. Lekholm U, Gunne J, et al, Survival of the Branemark implant
in partially edentulous jaws: a10-year prospective multicenter
study. Int J Oral Maxillofac Implants 14:639-45,1999.

9. Avivi-Arber L, Zarb GA, Clinical effectiveness of implant-
supported single-tooth replacement: the Toronto Study. Int J
Oral Maxillofac Implants 11:311-21,1996.

10. Jemt T, Laney WR, et al, Osseointegrated implants for sin-
gle-tooth replacement: a one-year report from a multicenter
prospective study. Int J Oral Maxillofac Implants 6:29-36,1991.
1. Schmitt A, Zarb GA, The longitudinal clinical effectiveness
of osseointegrated dental implants for single-tooth replace-
ment. Int J Prosthodont 6:197-202,1993.

12.Wagenberg B, Froum SJ, A retrospective study of 1925
consecutively placed immediate implants from 1988 to 2004.
Int J Oral Maxillofac Implants 21:71-80, 2006.

13.Schropp L, Kostopoulos L, Wenzel A, Bone healing following
immediate versus delayed placement of titanium implants
into extraction sockets: a prospective clinical study. Int J Oral
Maxillofac Implants 18:189-99, 2003.

14.Scarano A, lezzi G, et al, Immediate postextraction im-
plants: a histologic and histometric analysis in monkeys. J Oral
Implantol 26:163-9, 2000.

15. Josefovici N, Case report: use of an extraction site for
implant placement. J Oral Implantol 27:204-6, 2001.

16. Hammerle CH, Chen ST, Wilson TG, Jr, Consensus state-
ments and recommended clinical procedures regarding the
placement of implants in extraction sockets. Int J Oral Maxil-
lofac Implants 19 Suppl:26-8, 2004.

17.Priest G, Single-tooth implants and their role in preserving
remaining teeth: a10-year survival study. Int J Oral Maxillofac
Implants14:181-8,1999.

18. Attard NJ, Zarb GA, Long-term treatment outcomes in
edentulous patients with implant-fixed prostheses: the
Toronto study. Int J Prosthodont 17:417-4=24, 2004.

19.Kan JYK, Rungcharassaeng, K, Imnmediate placement and
provisionalization of maxillary anterior single implants: a sur-
gical and prosthodontic rationale. Pract Periodontics Aesthet
Dent 12:817-24, 2000.

20. Wohrle PS, Single-tooth replacement in the aesthetic zone
with immediate provisionalization: Fourteen consecutive case
reports. Pract Periodontics Aesthet Dent 10:1107-14,1998.
21.Kan JYK, RungcharassaengK, Lozada J., Immediate
placement and provisionalization of maxillary anterior single
implants: one-year prospective study. Int J Oral Maxillofac
Implants18:31-39, 2003.

22.HuiE, Chow J, et al, Immediate provisional for single-tooth
implant replacement with Branemark system: preliminary
report. Clin Implant Dent Relat Res 3:79-86, 2001.

23.0tto T, Schneider D. Long-term clinical results of chairside
CEREC CAD/CAM inlays and onlays: a case series. Int J Prost-
hodont 21:53-9, 2008.

24.Preston JD, Duret F, CAD/CAM in dentistry. Oral Health
87(3)17-20, 23-4, 26-7, March1997.

25.0tto T, De Nisco S, Computer-aided direct ceramic restora-
tions: a10-year prospective clinical study of CEREC CAD/CAM
inlays and onlays. Int J Prosthodont 15:122-8, 2002.

26.Bindl A, Mormann WH, Survival rate of mono-ceramic and
ceramic-core CAD/CAM-generated anterior crowns over two
to five years. Eur J Oral Sci112:197-204, 2004.

27.Freedman M, Quinn F, O'Sullivan M, Single-unit CAD/CAM
restorations: a literature review. J Ir Dent Assoc 53:38-45,
2007.

28. Akbar JH, Petrie CS, et al, Marginal adaptation of CEREC

3 CAD/CAM composite crowns using two different finish line
preparation designs. J Prosthodont 15:155-63, 2006.

29. Fasbinder DJ, Clinical performance of chairside CAD/CAM
restorations. J Am Dent Assoc 137 Suppl:225-31S, 2006.

30. Zarone F, Sorrentino R, et al, Retrospective clinical evalua-
tion of 86 Procera AllCeram anterior single crowns on natural
and implant-supported abutments. Clin Implant Dent Relat
Res 7 Suppl1:595-103, 2005.

31.Kucey BK, Fraser DC, The Procera abutment--the fifth
generation abutment for dental implants. J Can Dent Assoc
66:445-9, 2000.

32.LangLA, Sierraalta M, et al, Evaluation of the precision of
fit between the Procera custom abutment and various implant
systems. Int J Oral Maxillofac Implants 18:652-8, 2003.
33.Stoler A, Helical CT scanning for CAD/CAM subperiosteal
implant construction. J Oral Implantol 22:247-57,1996.
34.Cranin AN, Klein M, et al, An in vitro comparison of the com-
puterized tomography/CAD-CAM and direct bone impression
techniques for subperiosteal implant model generation. J Oral
Implantol 24:74-9,1998.

CDA JOURNAL, VOL 38, NO3

35. Tardieu PB, Vrielinck L, et al, Computer-assisted implant
placement: scan template, simplant, surgiguide, and SAFE
system. Int J Periodontics Restorative Dent 27:141-9, 2007.
36. Balshi SF, Wolfinger GJ, Balshi TJ, Guided-implant place-
ment and immediate prosthesis delivery using traditional
Branemark system abutments: a pilot study of 23 patients.
Implant Dent 17:128-35, 2008.

37. Allum SR, Immediately loaded full-arch provisional implant
restorations using CAD/CAM and guided placement: maxillary
and mandibular case reports. Br Dent J 204:377-81,2008.
38.Garg AK, Implant surgical templates in implant dentistry:
NobelGuide. Dent Implantol Update 18:25-8, 2007.
39.Bonaudo D, Raimondo C, Rubino G, Single-tooth restor-
ative treatment using an immediate-loading CAD/CAM
technique. Int J Comput Dent 9:321-31, 2006.

40.Tselios N, Parel SM, Jones JD, Immediate placement and
immediate provisional abutment modeling in anterior single-
toothimplant restorations using a CAD/CAM application: a
clinical report. J Prosthet Dent 95:181-5, 2006.

41.Fritzsche G, Treatment of a single-tooth gap with a CEREC
3-D crown onanimplant: a case report. Int J Comput Dent
7:199-206, 2004.

42.PenarrochaM, Lamas J, Garcia B, Immediate maxillary
lateral incisor implants with nonocclusal loading provisional
crowns. J Prosthodont 17:55-9, 2008.

43.Harvey BV, Optimizing the esthetic potential of implant
restorations through the use of immediate implants with im-
mediate provisionals. J Periodontol 78:770-6, 2007.
44.Saadoun AP, Immediate implant placement and temporiza-
tion in extraction and healing sites. Compend Contin Educ
Dent 23:309-12, 314-6, 318 passim; quiz 326, 2002.

45. Tsitrou EA, Northeast SE, van Noort R, Evaluation of

the marginal fit of three margin designs of resin composite
crowns using CAD/CAM. J Dent 35:68-73, 2007.

TO REQUEST A PRINTED COPY OF THIS ARTICLE, PLEASE

coNTAcT Robert Gougaloff, DMD, Redondo Beach Dental
Group, 2511 Artesia Blvd,, Redondo Beach, Calif, 90278.

MARCH 2010 177



the Herman Ostrow  CONTINUING EDUCATION USC

School of Dentistry , . “UNIVERSITTY
of USC Your Home for Life-Long Learning  oFsournery

CALIFORNIA

o Endodontics from Ato Z e

FacuLty: Dr. llan Rotstein, Dr. Thomas Levy, Dr. Emad Bassali, Dr. Samir Batniji,
Dr. Yaara Berdan, Dr. Jack Brown, Dr. Peter Cancellier, Dr. Dan Kolzet,
Dr. Stanley Malamed, Dr. Jan O'Dell, Dr. Samuel Oglesby, Dr. Daniel Schechter,
Dr. Louis Schwarzbach, Dr. Tota Shimizu, Dr. James Simon

PART I - FRIDAY - SUNDAY, JUNE 4 - 6, 2010 - 9:00aM - 5:00PMm.
PART Il - FRIDAY - SUNDAY, JUNE 25 - 27, 2010 - 9:00aM - 5:00pPM.

This comprehensive state-of-the-art course includes series of seminars and hands-on workshops specially
designed for General Dentists who wish to advance their knowledge and clinical skills in the art and science
of endodontics. A team of endodontic specialists from USC School of Dentistry will thoroughly discuss
evidence-based clinical and biological concepts of modern endodontic therapy. These experts will walk you,
from start to finish, through all the necessary steps and phases that will enable you to enhance the way you
practice endodontics so you can provide the best standards of endodontic care to your patients.

« LIMITED ATTENDANCE -

st Clinical Intravenous Sedation &

Facurry: Dr. Stanley F. Malamed, Dr. Ken Reed and USC Faculty

PART I - THURSDAY - SUNDAY, JuLy 8 - 11, 2010 « 8:30AM - 4:30PMm.
PART Il - FRIDAY - SUNDAY, JuLy 16 - 18, 2010 - 8:30AM - 4:30PM.

Seven days (49 hours) of concentrated study in the basics of intravenous sedation for the doctor not previously
trained in this technique. The aim of this course is to enable doctors completing it to return to their practices and
feel confident in using intravenous sedation on their patients. This course fulfills the dental board requirements for
parenteral sedation permits. This is a clinical course requiring the doctor to treat dental patients who are receiving
intravenous medications. This course devotes considerable time to the technique of venipuncture and the
intravenous benzodiazepines midazolam and diazepam. To make the course truly valuable for your office staff, it
is recommended that they be urged to attend along with the doctor. To be accepted in this course, the doctor
must have a currently valid basic life support provider level (or higher) card from either the American Heart
Association or the American Red Cross plus 3 prerequisite courses provided by USC and held on May 18 - 20,2010.

* LIMITED ATTENDANCE «

e Hawall Esthetic Retreat 2010 oo

Facurty: Dr. Jacinthe M. Paquette, Dr. Cherilyn G. Sheets
Maui - SUNDAY - WEDNESDAY, AUGUST 1 -4, 2010 - 8:00aMm - 12:00pPMm.

Join us for an interactive program in Maui with two highly energetic speakers who will share with you their
concepts for esthetic restorative treatments in the new decade. What are the treatment options that are best
for different situations? How can treatment be staged due to patient economic limitations to not lose the
advantages of more comprehensive care?

This comprehensive course will provide a step-by-step approach from diagnosis and treatment planning, to
tooth preparations and delivery protocols for simple treatments to the more complex interdisciplinary treatment
approaches. Bring some of your cases to treatment plan in our group treatment planning sessions. See how
the thought process of a prosthodontic treatment protocol can be used to your advantage in any cosmetic or
general practice.

To register, please contact our office at 213.821.2127 or
visit our website at www.uscdentalce.org



RESTORING DISCOLORATIONS

\

CDA JOURNAL, VOL 38, NO3

The Effect of Background
and Ceramic Thickness on
the Color of an All-Ceramic
Restorative System

HAMID JALALI, DDS, MS; ESMAIL S. ALIZADEH, DDS, MS; LEYLA SADIGHPOUR, DDS, MS;
GHASEM OMMATI SHABESTARI, DDS, MS; AND MOHAMAD J. KHARAZI FARD, DDS

ABSTRACT Objective: Evaluation of the color change of a semileucent ceramic system

with different core-veneer thicknesses and backgrounds. Materials and Methods:

Thirty disk-shaped specimens with different thicknesses of core-veneer were prepared

with IPS-Empress 2 and IPS-Eris glass ceramic and four backgrounds were prepared.

Results: Color differences were significantly influenced by total ceramic thicknesses

and backgrounds (p<0.001). Conclusion: Thickness and backgrounds caused a detect-

able color mismatch in clinically relevant core-veneer thicknesses of IPS Empress 2.
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he restoration of discolored
teeth is a common yet chal-
lenging practice for restorative
dentists. An alternative to the
traditional use of ceramics
fused to metal substructures is desirable,
given the demand for improved esthetics
and strength.* Elimination of the opaque
metal substructure and metal margins
through the use of all-ceramic systems
offers the advantage of more natural-look-
ing restorations due to an increase in light
transmission and depth of translucency.>?
The design of most all-ceramic systems
includes a high-strength core and a
relatively weaker ceramic veneer used to
establish the final anatomy and color.
Heffernan et al. investigated several
all-ceramic cores and core-veneer systems
and identified a significant range of trans-
lucency at clinically relevant thicknesses.>*
In addition to the color and translucency

of the ceramic system, other factors
including thickness of the ceramics,
thickness and color of the luting agent,
and the color of underlying substrate
affect the final match of restorations.”*
In the presence of discolored sub-
strates such as build-ups, postcores,
and existing metallic restorations,
shade matching can be impaired due to
the shine-through effect and translu-
cency in these materials.” The masking
ability of ceramics is mostly a func-
tion of the optical properties of the
microstructure and the relative thick-
ness of the core-veneer system.*
Antonson and Anusavice investigated
the contrast ratio of veneering and core
ceramics and suggested that the thickness
did not significantly affect translucency
for less translucent ceramics (i.e., sintered
alumina).* Shokry et al. studied the influ-
ence of varying core and veneer thickness
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in two translucent all-ceramic systems
(leucite-reinforced and magnesium spinel
alumina) and found that although the
brightness changed inversely as a function
of thickness in both systems, the change
in color parameters did not follow identi-
cal patterns. Vichi et al. measured the
combined effect of various thicknesses
of leucite-reinforced ceramic and cement
over four substrates.® They concluded that
for leucite-reinforced ceramics thicker
than 2 mm, the substrate does not affect
the final shade of restoration. They recom-
mended against the use of this material in
critical color-matching applications when
the available space was less than 1 mm.
However, Nakamura et al. reported
no color difference between leucite-rein-
forced ceramics against porcelain back-
grounds of various shades, but observed
a color difference against a gold alloy
background.” Most studies have described
a consistent effect of thickness on the
shade and translucency of the ceramic
materials.>>73* However, the outcome
is relatively unpredictable and is highly
variable among different ceramic systems.
In all-ceramic systems utilizing a more
opaque core, relatively poor esthetics may
be encountered due to reduced light trans-
mission. Nonetheless, at clinically available
thicknesses, the effect of the abutment
color should be taken into account when
semitranslucent ceramics are selected.
IPS-Empress 2 (Ivoclar Vivadent,
Liechtenstein) is a lithium disilicate-
based glass ceramic that was developed
in an attempt to extend the range of
indications of these materials from
inlays and crowns to three-unit anterior
bridges.* The crystalline content of the
core material is 70 percent volume and
offers high-strength, relatively high-
fracture toughness, and at the same
time, has a higher translucency than
other core materials at the same level of
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TABLE 1

Core-Veneer Thicknesses Investigated

Samples

c8Vv2 108 1 0.2
cavs 08 05
cavy 08 07
vz ; 1.0 ; 0.2
Vs 1.0 05
avy 10 07

TABLE 2

' Core thickness (mm) ! Veneer thickness (mm)
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Final thickness (mm)

—_

Ul

L*, a* and b* Values of Background Pieces

Background code
Gold alloy G
Silver palladium alloy SP
Resin composite A2 shade A2
Resin composite A3.5 shade A35

strength.>* In clinical applications, a spe-
cific fluorapatite-containing glass ceramic
(IPS Empress or IPS Eris for E2; Ivoclar
Vivadent) is sintered on the core to
adjust the morphology, translucency, and
shade to match the natural dentition.*

The effect of core and veneer thickness
on the final color over a black and white
background was previously investigated.”*
The intent of the present study was to
spectrophotometrically evaluate the color
change of lithium disilicate-based ceramic
samples with changes in core and veneer
thickness and abutment color. Spectropho-
tometry has been extensively employed in
dental color research as well as other
related industries. "=

The null hypothesis was that the
final color parameters of the ceramic are
independent of the core-veneer thickness
and the abutment (background) type.

Materials and Methods

Six combinations of core-veneer
thickness of an all-ceramic system were
prepared (1asLE 1). The spectrophoto-
metric parameters were analyzed against
four background materials (TasLE 2).

L* a ' b*

69.09 5.81 21.24
6823 249 806
5873 | 459 11578
65.54 230 16.69

2.1. Fabrication of Ceramic Specimens

A total of 30 disc-shaped bilayered
specimens were prepared from lithium
disilicate hot-pressed ceramic. The
samples were 17 mm in diameter with a
thickness of 0.8 or 1.0 mm and a color
of 100 (IPS Empress 2, Ivoclar Vivadent,
Schaan, Liechtenstein). A veneering
ceramic (Eris for E2, Ivoclar Vivadent) was
layered onto the core discs in thicknesses
of 0.2, 0.5, or 0.7 mm, with five specimens
prepared at each thickness. To obtain the
desired thickness, brass cylinders 17 mm
in diameter and 0.9, 1.1, 1.2, 1.4, 1.5, 1.7,
and 1.9 mm thick were used as refer-
ences. The layers were made 0.1 to 0.2 mm
thicker than the final desired dimen-
sion to compensate for shrinkage and
provide for further precise adjustment.

The cores were fabricated by forming
30 wax patterns (Inlay wax, Kerr/Seyborn,
Calif.) in silicone molds (Speedex putty,
Coltene, Apadana Tak, Tehran) either 0.9
or 1.1 mm in depth. Sets containing three
patterns were invested in an investment
ring with a phosphate-bonded investment
(Speed Investment, Ivoclar Vivadent)
after attachment of a 3 mm-diameter



sprue to each of the patterns. The rings
were bench set for 60 minutes and placed
into a burnout furnace (VITA Vacumat
300, VITA Zahnfabrik, Germany) for 120
minutes. The specimens were hot-pressed
in an EP6oo furnace (Ivoclar Vivadent),
air-cooled, divested by blasting with 8o
micron glass beads at 4 bar pressure, and
ultrasonically treated in an acidic clean-
ing liquid (Invex, Ivoclar Vivadent).

The manufacturer’s instructions
were followed during all procedures. The
disks were polished to their final thick-
ness with 280-1500-grit silicon carbide
paper under running water. The thickness
was measured using a micrometer with
0.001 mm resolution (Mitutoyo Digi-
matic, Kawasaki, Japan). The core discs
were veneered with A1 vita shade dentin
ceramic (IPS Eris for E2; Ivoclar-Vivadent).
To obtain a uniform thickness, the core
disks were inserted into molds to the
desired depth. The dentin powder was
mixed with build-up liquids and intro-
duced to the molds with hand vibration
and condensation. Excess moisture was
removed with a tissue. Firing was per-
formed according to the manufacturer’s
recommended procedure. The specimens
were polished (Kenda Polishers, Kenda
AG, Kanalstrasse, Liechtenstein) to adjust
the thickness and an auto-glazing process
was performed at 730-degrees Celsius.

2.2. Fabrication of Backgrounds

To simulate the clinical situation of en-
dodontically treated teeth with post and
core build-up and dentin discoloration,
four backgrounds were fabricated using
silicone molds 17 mm in diameter and 0.5
mm deep. Two wax patterns were formed
(Inlay wax, Kerr/Seyborne) and cast in
gold alloy (Degubond G, Au 86 percent,
Degussa, Hanau, Germany) and silver pal-
ladium alloy (CDW-G, Au 0.2 percent and
Pd 25 percent, Engelhard, Germany). The

two cast discs were polished with 280-grit
sandpaper to eliminate the glossy surface.
Two resin composite disks 17 mm in
diameter and 2 mm thick were fabricated
using A2 to represent normal dentin and
A3.5 to represent discolored dentin (Gradia
Direct, GC Dental Products Corp, Tokyo).
The resin composite was packed into the
respective mold and covered with a celluloid
sheet to avoid formation of an oxygen
inhibition layer. To make the outer surface
of the disk smooth and bubble-free, a glass

AT CLINICALLY
available thicknesses,
the effect of the abutment
color should be taken
into account when
semitranslucent
ceramics are selected.

plate was placed on the top of the packed
mold. The specimens were polymerized
by exposure to a light-cure unit (Contour,
Coltene/Whaledent, N.J.) for 60 seconds
from above and 60 seconds from below.

2.3. Spectrophotometric Analysis

The color measurements were
performed using a spectrophotometer
unit (Color Eye 7000 A, GretagMacbeth
Instrument Corp, N.Y.). Measurements
were recorded at a 10-degree observation
angle using a D65 illumination source,
the manufacturer-supplied software
(Optiview Lite), and a specular excluded
(SCE) configuration to compensate
for errors caused by surface glaze.

Before each measurement, the
spectrophotometer was calibrated us-
ing the calibration tile supplied by the
manufacturer. The ceramic specimens
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were placed individually over each of the
background discs. In order to provide
good optical contact, a drop of distilled
water was placed between the discs and
the respective backgrounds. The CIE
L* a* and b* values of each combina-
tion were recorded three times. In CIE
colorimetry color is quantified using
the parameters of luminosity (L*) and
chromaticity along the red-green (a*) and
yellow-blue (b*) axes. The color difference
(AE) between the average values of the
ceramic specimens and the A2 background
was determined using the following
formula: AE=[(A L*)* + (A a*)* + (A b*)?]*2
Three-way analysis of variance (ANO-
VA) was used to analyze the effects of core
and veneer thickness and substrate color
with oi=0.05. Within group differences
were evaluated using Tukey’s multiple
comparison test. All statistical evaluations
were performed using computer software
(SPSS version 11.5, SPSS Inc, Chicago).

Results

The average values of CIE L*, a*, and
b* for each core/veneer/background
combination are depicted graphically in
FIGURES 1-3. The mean color differences
(AE) between the A2 background and the
three other backgrounds and the p-values
are listed in TABLES 3 AND 4. In general,
the L* values of the ceramic background
combinations decreased with increas-
ing thickness of the ceramic disks.

However, L* remained unchanged for
all combinations of C.8V.2 and C.8V;. The
highest changes were observed in the G
groups, while the lowest changes occurred
in the A3.5 group. The AL* value was
significantly different between specimens
(p<0.05). The values of a* tended to shift
from negative values (green) toward the
positive range (red) when the total thick-
ness of the specimens increased. The Aa*
value was significantly different between

MARCH 2010 181



CDA JOURNAL, VOL 38, N©°3

TABLE 3

AL, Aa, Ab, and AE Values Between the Samples With A2 Background

Backgrounds | A35 - Silver Palladium Alloy ' Gold Alloy
Specimens AL ' Aa* | Ab* ! AE LAL ' Aa* | Ab* ! AE LAL

c8v2 1.12(0.07) 0.24(0.04) 1.32(0.82) 1.75(0.11) 0.37(0.08) 0.36(0.05) 0.89(0.11) 1.21(0.54) 0.51(0.35)
C8Vs5 0.87(0.07) 0.29(0.02) 1.02(0.07) 1.33(0.10) 0.29(0.06) 0.32(0.02) 0.63(0.05) 0.77(0.07) 0.33(0.32)
c8vy 0.61(0.06) 0.29(0.02) 0.82(0.10) 1.06(0.11) 0.27(0.04) 0.32(0.03) 0.53(0.05) 0.68(0.67) 0.37(0.02)
vz 0.82(0.12) 0.21(0.05) 0.96(0.12) 1.26(0.18) 0.33(0.09) 0.32(0.04) 0.67(0.06) 0.82(0.12) 0.52(0.18)
Q1vs 0.67(0.07) 0.29(0.03) 0.90(0.04) 116(0.63) 0.29(0.02) 0.33(0.03) 0.60(0.05) 0.73(0.04) 0.41(0.11)
vy 0.45(0.04) 0.26(0.03) 0.65(0.07) 0.83(0.08) 0.20(0.05) 0.25(0.03) 0.38(0.06) 0.49(0.08) 0.18(0.15)

TABLE 4

Results of Three-Way ANOVA for Mean Color Differences of Combinations

of the all-ceramic specimens, the null
hypothesis of the research was rejected.

to A2 Background (:=0.05)

Due to the high crystalline content
of approximately 70 percent volume IPS

Variables : PAL : Aa* : Ab* 1 AE Empress 2 possesses a high strength and
Corethickness 1 08vs.1.0 i P=0.004 ' P=0.013 + P=0.003 © P<0.001 toughness, which results in better clinical
(mm) ' ' ; ; ; durability.? The high crystalline content
Veneer thickness ! 0.2vs.0.5 | P<0.001 ' P=0782 ' P=0.018 ' P<0.001 does not adversely affect the translucency
(mm) 02vs.07 P<0.001 P=0.046 P<0.001 P<0.001 of the material because the refractive

; ; ; ; ; index closely matches that of the matrix.s

1 05vs.0.7 : P=0.003 : P=0.190 . P=0.057 . P<0.001 .

i i i i i Contrast ratios of 0.55 to 0.74 have been
Backgrounds SPvs.G P=0.030 P<0.001 P=0.306 P=0.020 reported for this material > Based on

1 SPvs.A35 1 P<0.001 1 P=0.217 1 P<0.001 1 P<0.001 these values IPS Empress glass-ceramic

1 A35vs.G | P<0.001 | P<0.001 | P<0.001 | P<0.001 is more opaque than leucite-reinforced

all background types (p<0.000) except be-
tween the composite and SP (p=0.22). The
b* values increased as the total thickness
of the discs increased regardless of back-
ground type. Ab* was significantly differ-
ent between all backgrounds (p<0.000)
except between G and SP (p=0.30).

The core thickness, veneer thickness,
and background type all had a significant
influence on the final color of the speci-
mens (p<0.000). However, the interaction
between any two or all three factors was
not significant (p>0.05). AE was signifi-
cantly higher with A3.5 than with gold or
SP backgrounds (p<0.000). The lowest
AE value was obtained with the SP group
(0.49), while specimens with the least total
thickness (C.8V.2) over the A3.5 background
displayed the highest value of AE (0.75).

All of the thinnest specimens (C.8V.2)
displayed clinically perceptible color
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changes (AE>1). However, none of the
C.8V.7 samples exhibited an identifiable
color difference. At increased core thick-
nesses, only the C1V2 specimens over the
A3.5 background showed a perceptible AE.

Discussion

The purpose of the present in vitro
study was to evaluate the influence of
core and veneer thickness on the color
of all-ceramic materials against a variety
of backgrounds. A clinical situation was
simulated in which an attempt was made
to match the color of an all-ceramic (IPS
Empress 2, Vivadent) restoration over
normal dentin in the common shade
of A2 with discolored dentin and metal
cast post and core materials. Since it was
revealed that the core and veneer thick-
ness as well as the background had a
significant influence on the resultant color

ceramics, but more translucent than
alumina or zirconia ceramics, which of-
fer more natural-looking restorations.
Parametric evaluation of color in
terms of CIE values offers more precise
color measurement than the Munsell
system because the CIE parameters are
based on the spectral power distribu-
tion, SPD, of the light reflected from
the colored object and also account for
the wavelength sensitivity curves of the
human eye. The L* value decreased as
the total thickness of the specimens in-
creased, making thicker specimens appear
darker. This finding is well-documented
in the literature, and may be explained by
increased absorption of incident light in
thicker ceramic layers leading to a reduc-
tion in the amount of reflected light.»34
When the color match to an A2
background was considered, the differ-
ence was greatest in the A3.5 and silver-
palladium groups, while the gold group



' Ab* ' AE

" Aa*

1 0.67(0.29) 1 0.53(0.50) 1 1.03(0.40)

1 0.65(0.21) ' 0.52(0.28) 11.02(019)

1 0.38(0.12) 1 0.43(0.35) 1 0.65(0.30)

was intermediate. This differs from the
results of Nakamura et al. who found a
higher L* value with a gold alloy back-
ground in comparison with porcelain in
shades A1 through A4.2 No color differ-
ence was observed between the various
porcelain shades. Light reflection from
the surface of the metal background was
suggested as a contributing factor. In the
present study, the metal alloy disks were
not polished. The difference in the degree
of polish of the metal backgrounds could
explain the difference in the results of
these studies. Besides the difference in
background preparation, the specimens in
the Nakamura study were not veneered.”
Veneering the core material could
affect the ability of the core to mask the
background color.” In a study by Li et al.,
resin composite core build-ups in differ-
ent shades changed the final color of IPS
Empress 2, In Ceram, and Vita Mark2
overlay ceramics as much as AE>3.”* These
findings suggest that the background and
its surface texture have a strong influ-
ence on the final color of restorations.
The use of an A3.5 composite disk to
represent discolored dentin may not be
valid as natural dentin differs from resin
composite material. More controlled
clinical investigations are required to
evaluate the effect of discolored dentin
on the resultant color of ceramic sys-
tems. In the present study, there was a
color shift to red (Aa*) and yellow (Ab%¥)
as the specimens increased in thick-
ness. This is consistent with previous
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FIGURES 1A AND B. The L* values of ceramic specimens against four types of background.
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reports.>*>* However, other factors such
as contrast ratio, the original shade of
ceramic, the composition and the opal-
escence property of the ceramic also
affect the magnitude of Aa* and Ab*.*
For instance, in a study by Ozturk
et al.,, Aa* and Ab* increased with thick-
ness for IPS e.max specimens, while for
zirconia specimens b* did not vary.? It
has been shown that in reflective back-
ground a translucent/opalescent material
(such as IPS Eris veneer glass ceramic)
may assume a yellowish (positive b*) and
reddish (positive a*) hue.* The magnitude
of AE that is perceivable and acceptable
has been investigated in several dental
color experiments. However, this thresh-
old is not well-defined for Aa* and Ab*.
Based on the results of visual inspection
by prosthodontists, Douglas and Brewer
proposed a tolerance of 1.1 and 2.1 for Aa*
and Ab* respectively, while Lindsey et al.
recommended values of 1.0 and 2.6.7*
Regarding the Aa* and Ab* values of the
present study, none of the combinations
reached the threshold values suggested in
the previous papers. After reviewing the
dental color research on the magnitude of
perceivable mismatch and acceptable values
of AE, two conclusions may be drawn.
First, regardless of skill, observers
were more tolerant in clinical settings
than in vitro experiments. Second, the
threshold of detectable color difference is
significantly lower than the acceptable lev-
el. A range of 1-2.76 AE units was classed
as a mismatch in several studies.” For the
present study, the following grading of
AE was used. This system has also been
adopted by Vichi et al. and Barath et al:*
AE<1 = not detectable,
1<AE<2 = detectable by nonskilled
observer, though clinically acceptable, and
AE>2 = clinically unacceptable.
Regardless of the background, all
specimens with core and veneer thickness-
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FIGURES 2A AND B. The a*values of ceramic specimens against four types of background.
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FIGURES 3A AND B. The b*values of ceramic specimens against four types of background.
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es of 0.8 mm and 0.2 mm exhibited AE
values between 1 and 1.5. Increasing the
veneer thickness to 0.5 mm compensated
for color changes on the silver-palladium
background, and 0.7 mm was sufficient to
compensate for the gold alloy background
as well. However, these thicknesses did
not mask the A3.5 composite. These
findings suggest caution when a tooth is
prepared for an all-ceramic restoration.

Ordinarily, a thickness of 1.0 mm
is required in the cervical region. Ac-
cording to the results of this study,
the background shade will be per-
ceptible through the ceramic at this
thickness. However, all of the above
measurements fall into the accept-
able range of color mismatch.

Barath et al. suggested that the color
of the luting cement had a significant
effect on the final color of all-ceramic
translucent materials.** However, Vichi et
al. reported that the influence of cement
shade was limited, and in the present
study the luting agent was not considered.®
However, the color effect of luting cement
may be examined in further studies.

Conclusions

Within the limitations of the present
study the following conclusions could
be drawn:

1. The core and veneer thickness
exerted a significant effect on the color
of IPS Empress 2 ceramic. All specimens
with 0.8 mm core and 0.2 mm veneer
thicknesses exhibited a detectable color
mismatch. Increasing the core thick-
ness to 1.0 mm or the veneer thickness
to 0.5 mm reduced the color change.

2. The background type also signifi-
cantly influenced the color of IPS Em-
press 2 ceramic. The silver-palladium alloy
background produced the lowest AE while
the resin composite A3.5 background
resulted in the greatest color change.

3. All color mismatches were rated
as clinically acceptable (AE<2). mmmm
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Calcified Carotid Artery
Atheromas on Panoramic
Radiographs of Dental
Patients With Diabetes
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ABSTRACT Background: Diabetes mellitus accelerates atheromas increasing the

risk of a stroke. Materials and Methods: Panoramic radiographs of 32 men and 28

women with diabetes mellitus were studied. Results: Radiographs showed 28.5 percent

type 2 and 37.5 percent type 1 diabetes mellitus patients had atheromas. Conclusion:

Compared with the 5 percent atheroma rate reported among healthy people, rates

were significantly higher in diabetes mellitus patients. Clinical Implications: Dentists

treating diabetes mellitus patients may encounter atheromatous lesions on panoramic

radiographs and refer them for treatment.
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ype 1 diabetes mellitus, known

as insulin-dependent diabetes

mellitus, is a disorder of beta

cell destruction or a defect in

beta cell function, usually lead-
ing to absolute insulin deficiency. Type 2
diabetes mellitus, known as noninsulin-
dependent diabetes or adult-onset diabe-
tes, is a disorder of abnormal metabolism
of carbohydrates, fats, and proteins that
arises from a combination of resistance to
insulin’s action and insufficient secre-
tion of additional insulin to compensate
for this resistance. The resultant hyper-
glycemia and other factors associated
with the disease may cause premature
atherosclerosis of the cervical portion of
the carotid artery and markedly increases
the incidence of ischemic stroke.*?

Approximately 15 million U.S. adults
have type 2 diabetes.? Its prevalence
increases with age; nearly one in five
people in the United States older than 65
years of age have the disorder and have
atherogenic risk factors.* People with
type 1 diabetes mellitus have a severe
form of the disease and are managed and
treated with insulin (IT group); how-
ever, the vast majority of people with
type 2 diabetes mellitus have a milder
form of the disease managed without
insulin (NIT group). The prevalence of
calcified carotid artery atheromas seen
on panoramic radiographs (OPG) of
dental patients with diabetes is an issue
of concern for dental practitioners as
they may be the first to notice this on
an OPG taken for dental treatment.
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The authors undertook this study to
determine if the prevalence of atheromas
varies in patients OPG with type 1 and 2
diabetes and if they have a higher preva-
lence than that reported in the general
population.

Materials and Methods

Records of 60 patients referring
for dental treatment who already had
panoramic (OPG) radiographs (taken
previously for dental treatment) and a
history of diabetes mellitus were assessed
for atheromas on their OPG. Inclusion
criteria for the patients were:

B A diagnosis of diabetes melli-
tus based on an initial fasting plasma
glucose level of 140 milligrams/deciliter
or higher, and/or plasma glucose level
of 200 mg/dL at two hours after oral
glucose challenge, in accordance with
criteria established by the National Dia-
betes Data Group in 19795

B Age of 50 years or older;

B Having an OPG radiograph (for pur-
poses other than this study); and

B Visualizing calcification in the area
2.5 centimeters posterior and 2.5 cm infe-
rior to the cortical rim of the midpoint of
the mandibular angle.

The authors divided the study sample
into two groups: 28 patients treated
without insulin (the NIT group) and
32 patients treated with insulin (the IT
group). The authors reviewed the dental
and medical records of the NIT and IT
groups for factors related to both diabetes
and atherosclerosis. Specifically noted
were hypertension, body mass index, or
BMI (calculated as weight in kilograms
divided by the square of the height in
meters), with patients categorized as
normal (BMI, 18.5-24.9), overweight (BMI,
25-30), or obese (BMI 230).° Also noted
were HbA1c level (percentage of HbA1c,
reference range 4.8-5.9 percent).
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Comparisons of Patients With NIT* Diabetes Mellitus and Patients

With IT**Diabetes Mellitus

NIT Group
' (n=28)

Prevalence of atheromas E 285
on radiographs (%) !

Age in years (mean+SD)* 57455

Characteristic

Male sex (%) 1642
Prevalence of 1571
hypertension (%) !

BMIM (meanSD) 1 281%4.4

HbA1c# level (meanSD) | 8.32+1.56

*NIT: Noninsulin-treated diabetes
T Insulin-treated diabetes
~SD: Standard deviation

~MBMI: Body mass index

#HbA1c: Glycosylated hemoglobin A

TABLE 2

IT Group Chi-square Test or
' (n=32) ! T Test (P Value)
1375 1 0.53(.50)

| 59.5¢4.5  050(60)

1 687 © 0.13(.50)

1531 1 0.20(.50)
 28.9+53 ' 018(80)

1 9.1241.25 © 0.57(.60)

Comparisons of Patients With NIT* Diabetes and Patients With IT**

Diabetes With Atheromas

NIT Group
' (n=8)

Age inyears (meanzSD)" | 56.5¢55

Characteristic

Male sex (%) 1625
Prevalence of 1 60
hypertension (%) !

BMIM (meanSD) 1 27,6411

HbAlc# level (meanSD)  + 8.3t2.2

*NIT: Noninsulin-treated diabetes
T Insulin-treated diabetes
~SD: Standard deviation

~MBMI:  Body mass index

#HbA1c: Glycosylated hemoglobin A

Data analysis used the chi-square test to
compare the prevalence rates of atheromas
formation and atherogenic risk factors be-
tween the NIT and IT groups. Additionally,
the authors performed mean comparisons
(t tests) to determine which risk factors,
if any, distinguished between individuals
with diabetes who were treated without or
with insulin and those who had or did not
have atheroma formation. The first author
diagnosed the atheroma, which was later
confirmed by the other authors. The study

IT Group Chi-square Test or
' (n=12) ' T Test (P Value)
58.4+28 0.46(.80)

1583 1 0.03(50)

66.6 0.03(.50)

283t6.2 0.12(.80)

8.9+2.6 0.24(.80)

was approved by an ethics committee as this
study was retrospective and assessed exist-
ing data and radiographs of dental patients.

Results

Comparison of NIT and IT Groups

TABLES 1-3 present general comparisons
between the NIT and IT groups. The
radiographs showed that 28.5 percent of the
NIT patients and 37.5 percent of the IT
patients had atheromas; this difference was



TABLE 3

Comparisons of Patients With and Without Atheromas

Characteristic A+*(n=20) A-**(n=40) Chi-square Test or
1 1 ! T Test (P Value)
Agei SD)N 1502+4.8 ' 58,63, 1 0.14(.80
not statistically significant (P=0.50). The ge in years (mean 5D) SEEE S 4(80)
groups had similar risk factors; that is, high Male sex (%) 60 675 0.32(50)
levels of glycosylated hemoglobin A, or Prevalencg of ' 65 ' 57.5 + 0.31(.50)
HbA1c; hypertension; and obesity (P>.05). hypertension (%)
When compared with the 5 percent BMI A (meantSD) 1 286432 1 291£4.9 0.11(.80)
atheroma prevalence rate reported among HbAlc# level (meantSD) | 8.2#17 1 88419 | 0.33(.80)
healthy people of similar age and gender, ) i o o ‘ ‘
h onifi Iv hisher in both “A+: patients with radiographically visible atheroma(s)
the rates were signihicantly higher 1.1’1 ot A= patients without radiographically visible atheroma(s)
NIT (P=.005) and IT (P=.0005) patients. ASD:  Standard deviation
~MBMI: Body mass index
Discussion #HbAlc: Glycosilated hemoglobin A

When compared with the reported 5
percent prevalence rate of radiographically
visible atheromas in a nondiabetic control
group of similar age and gender range, the
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FIGURE 1. Aportion of a standard panoramic radiograph that was scanned
and digitized to enhance the reader’s visualization of an atherosclerotic lesion
inthe neck (arrows). The patient had type 1 diabetes mellitus and was being

treated with insulin.

prevalence rates were significantly higher in
both the NIT (P=.005) and the IT (P=.0005)
patients. The NIT and IT patients with
diabetes in this study had similar high
prevalence of, hypertension and obesity,
as well as similar levels of HbA1c, which
may explain the lack of significant differ-
ences in atheroma rates between the two
groups. The carotid atheromas seen in both
populations had a similar morphological
appearance (FIGURES 1 AND 2). The athero-
mas varied from single to multiple discrete
radiopaque calcifications. They were located
within the soft tissues of the neck, 1.5 to 2.5
cm inferior-posterior to the cortical rim of
the midpoint of the angle of the mandible.
Their appearances and locations differenti-
ated them from anatomical entities (stylo-
mandibular and stylohyoid ligaments, hyoid
bone, and epiglottis) and pathological enti-
ties (sialoliths, phleboliths, calcified lymph
nodes) that may appear in this region.
Diabetes mellitus is a disease complex
with both metabolic and vascular compo-
nents that accelerate the development of
atherosclerotic lesions at the bifurcation of
the common carotid artery and double or
triple the risk of ischemic stroke.®* Type 2
diabetes typically appears after age 40 years
and often is associated with the excessive
ingestion of a high caloric diet and reduced
physical activity, the combination of which
results in obesity. Obese people require
more insulin (a condition known as hyper-
insulinemia) to maintain appropriate blood
glucose levels because of a decrease in
insulin receptor number and function.*¢
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FIGURE 2. Aportion of astandard panoramic radiograph that was scanned
and digitized to enhance the reader’s visualization of an atherosclerotic lesion
inthe neck (arrows). The patient had type 2 diabetes mellitus and was being

treated with oral hypoglycemic agents.

The process is magnified in people who
have hypertension or who smoke, because
both entities damage the endothelium and
increase its permeability.”” The vast major-
ity of the oxidized lipoproteins then are
engulfed by the vascular wall macrophages.
This process stimulates the macrophage
to esterify the lipoproteins, transforming
itself into a foam cell. In a mechanism less
well-defined, oxidized lipoproteins also are
taken up by vascular wall smooth muscle
cells that then also undergo transformation
into foam cells. This accumulation of foam
cells constitutes the major component of
the fatty streak that ultimately becomes
the atheromatous plaque.’** Calcium salts
taken up by the lesion during the matura-
tion process correspond to radiopacities
seen on the panoramic radiographs.

Most (85 percent) strokes experienced
by people with type 2 diabetes mellitus
are of an ischemic nature, and two-thirds
of these arise in association with the
development of an atherosclerotic lesion
in the region of the carotid bifurcation.
The hemodynamic force of the blood
passing through the atheroma-narrowed
lumen disrupts the endothelium overly-
ing the plaque and produces an ulcer that
acts as the nidus for a mural thrombus.*
The thrombus, consisting of platelets,
fibrin, and cholesterol, shed emboli that
plug the small intracranial arteries that
arise from the middle cerebral artery, a
direct continuation of the internal carotid
artery. Prolonged blockage causes cerebral
infarction, the classic manifestations of

a completed stroke (long-term or perma-
nent hemiplegia or aphasia) or death.

A dentist treating a patient, not-
ing a suspected atheroma on his or her
radiograph, visualizing calcification in the
area 2.5 cm posterior and 2.5 cm inferior
to the cortical rim of the midpoint of the
mandibular angle, should show the pa-
tient the lesion as well as its relationship
to the course of the common and internal
carotid arteries and angle of the mandible.
Such a patient also should be informed
that these lesions often are markers of
generalized atherosclerosis and may be in
danger of a future cerebrovascular acci-
dent and/or myocardial infarct.” Further-
more, the patient should be given a copy
of a written consultation directed to his or
her primary care physician that describes
the radiographic findings, which may sug-
gest obtaining an ultrasound study to con-
firm the presence and extent of disease.®

This protocol is consistent with a
dentist’s professional responsibilities to
diagnose oral manifestations of systemic
disease and to counsel patients properly
about the importance of arranging for
and following through with the consul-
tation as the dentist may be the first to
note this disease.”

Conclusion

The results of the authors’ study
demonstrate that OPG may reveal
atheromas and that dentists may be in a
position to notice and detect carotid
atheromas and risk factors associated with



diabetes-induced or accelerated athero-
sclerosis and stroke during a comprehen-
sive examination of their radiograph.
However, in recognition of the study’s
limited sample size, the authors are now
assessing patients for a larger prospective
study. The identification of an atheroma
on the radiograph of a person with
diabetes mellitus mandates that the
patient be referred to a physician for
confirmation of the presence and extent
of atheromatous disease, control of risk
factors, and possibly the surgical removal
of the carotid atheroma. (Although this
was done, the authors did not assess the
outcomes or fate of the patients to see if

Care for families who need it
most and we'll take care of you.

referral affects treatment results as this
was not the intent of this study). However,
some research shows that these measures
reduce the incidence of both fatal and
nonfatal ischemic stroke.**mmmm
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HISTOPLASMOSIS
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Lingual Ulceration
in Disseminated
Histoplasmosis

KRUTHIKA S. GUTTAL, MDS; VENKATESH G. NAIKMASUR, MDS;
RENUKA J. BATHI, MDS; AND RAVIKALA RAO, MD

ABSTRACT Histoplasmosis is arare systemic fungal infection commonly presenting

as mucosal ulceration of the oral cavity. It has been increasingly reported in India as

disseminated disease with lesions in the oral cavity as a consequence of rapid spread

of HIV infection. The authors report a case of disseminated histoplasmosis with oral

manifestation in a 40-year-old male patient.
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istoplasmosis is a systemic
mycosis commonly caused
by inhalation of spores of
the fungus histoplasma capsu-
latum. It was first described
in Panama and subsequently found to
be endemic in the Mississippi and Ohio
river basins in the United States.” The
organism is found in acidic soils and
nutrients of bat and bird droppings.*
Histoplasmosis is being noted com-
monly in patients with acquired immune
deficiency syndrome. The inhalation
of spores by immunocompetent hosts
usually results in an asymptomatic or
self-limited pulmonary infection whereas
in immunocompromised individuals it
presents as generalized infection involv-
ing multiple organs.’ The manifestations
include fever, weakness, weight loss,
hepatosplenomegaly, and mucocutane-
ous lesions. Less frequently, oral lesions
are first and the only sign of the disease

occurring in any region of the mouth.*
Reported here is a case of disseminated
histoplasmosis with oral manifestation
in an immunocompromised patient.

Case Report

A 40-year-old male patient, a farmer
by occupation, reported to the outpa-
tient department of oral medicine and
radiology complaining of a wound over
the tip of his tongue. It had presented 20
days earlier and had been progressively
increasing in size. [t was associated with
a continuous dull aching type of pain.
Previously, the patient had consulted a
local physician for the same complaint
but treatment efforts were in vain. Also
associated was a history of cough and
intermittent mild fever, especially in the
evenings for the past month. There was
history of a significant loss of weight
over three to four months. The patient
had been smoking since the age of 10.
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FIGURE 1. Ulcer over the tip of the tongue,
with teeth indentations over the adjacent areas.

A physical examination revealed him to
be moderately built and poorly nourished.
There were no clinical signs of anemia or
jaundice. But there were multiple enlarged
lymph nodes bilaterally in the submandibu-
lar region, mobile, firm in consistency and
nontender. An oral cavity examination re-
vealed a solitary deep irregular-shaped ulcer
measuring about 1 x 1 cm in dimension pre-
senting over the tip, extending over the an-
terior two-thirds of dorsum of the tongue
(FiGure 1). The borders were slightly raised
from the surface and firm in consistency,
and with indentations of the teeth. The ul-
cer itself was nontender on palpation. Also
noted was poor oral hygiene with most of
the teeth being periodontally compromised.

In view of the presenting features
of the ulcer, a history of cough, fever,
and weight loss, a provisional diagnosis
of tuberculous ulcer over the tongue
was made. A differential diagnosis of
squamous cell carcinoma of the tongue
was also considered owing to the adverse
habits. But the possibility of deep fungal
infection could not be entirely ruled out.

Investigations

Routine hematological tests, including
Elisa tests for HIV 1 and 2, was advised as
well as a chest X-ray to rule out pulmo-
nary tuberculosis. The hematological
reports revealed a normal blood picture
with hemoglobin within normal limits,
with raised ESR (84 mm/hour). The
sample was positive for HIV-1 confirm-
ing the immunodeficient status. The
CD4 count was 56 cells/mm.? The chest
X-ray did not reveal any abnormality.
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FIGURES 2. HandE sections reveals sheets
of histiocytes distended with small organisms
surrounded by a halo.

A histology of the incisional biopsy
specimen revealed hyperplastic epithe-
lium with areas of ulceration overlying
sheets of histiocytes distended with
small organisms (yeast-like bodies) sur-
rounded by a halo. The fungal element
was confirmed by periodic-acid Schiff
(PAS) staining. There was also dense
acute and chronic inflammatory cell
infiltration of the stroma (FiGuRE 2).
Macrophages contained small, round
to oval organisms with a clear halo.
Histopathologic picture and confirma-
tion of fungal elements by PAS stain-
ing indicated the diagnosis of a fungal
infection possibly oral histoplasmosis.
An ultrasound examination of the abdo-
men to confirm the presence of hepa-
tospleenomegaly proved to be negative.

Final Diagnosis

Owing to the history of a chronic
low-grade fever, with cough and
lymphadenopathy, the present case
can be considered as disseminated
form of histoplasmosis with oral ul-
cer as an extrapulmonary lesion.

Treatment

Initially the patient was treated
with 150 mg of fluconazole once daily
for duration of one month. The lesion
resolved with treatment with flucono-
zole (Ficure 3). This was followed by
antiretroviral therapy with zidovudin
300 mg, lamividine 150 mg, nevirapine
200 mg, all of them as twice daily dosage.
The patient failed to follow up follow-
ing the start of antiretroviral therapy.
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FIGURE 3. Healingulcer over the tip of the
tongue following treatment.

Discussion
Histoplasmosis, being responsible for
the development of progressive dissemi-
nated disease, has been considered to be
the most frequently occurring fungal
infections in AIDS patients.? Clinically, it
presents as primary acute pulmonary form,
acute disseminated form, chronic pulmo-
nary, and chronic disseminated form (DH).*
The first-ever case of oral histoplas-
mosis in India was reported by Padhye
et al.? Their review of the Indian litera-
ture from 1968 to 1992 concluded that
lesions of histoplasmosis in the Indian
population tend to occur primarily in
extrapulmonary sites, particularly the oral
cavity. The various forms of this disease
included cutaneous and disseminated
lesions.?” West Bengal is considered to
be endemic for histoplasmosis in India.
Generally, lesions in the oral cavity are
the local manifestation of pulmonary or
disseminated disease but rarely may it be
the primary or even the only manifesta-
tion of the disease.® The disseminated
form presents as chronic low-grade fever,
productive cough, spleenomegaly, he-
patomegaly, and lymphadenopathy.® The
organisms have an affinity for reticuloen-
dothelial system and therefore chiefly
concentrate in the spleen, liver, lymph
nodes, and bone marrow causing anemia
and leucopenia.? The occurrence of dis-
seminated histoplasmosis in HIV seropos-
itive patients is less common as compared
to that of occurrence in endemic areas.®
Furthermore, disseminated histoplas-
mosis in HIV seropositive patients may
not have pathognomonic symptoms and



chest radiographs may show negative
results, a feature that was observed in
the present case, despite the presence of
a chronic cough.? The accurate diagnosis
requires isolation of the organism from
respiratory secretions, blood cultures,
bone marrow examination, or a biopsy
and culture from other involved sites.?

The present case had features of dis-
seminated form like low-grade fever, cough,
regional lymohadenopathy, and oral ulcer-
ation. But there was no hepatospleenomeg-
aly. The presence of typical granuloma was
observed in the tissue from the oral lesion
alone. Isolation from other sites was not
possible as the patient was noncompliant.
Even though the importance of a thorough
investigation was explained, the patient
expressed his main concern only for the
oral lesion, refusing further investigations.
A financial constraint was an additional fac-
tor deterring any additional investigations
to confirm the presence of the organism.
The patient had to be referred to a distant
National Aids Control Organization anti-
retroviral treatment center for treatment of
an underlying HIV infection and was lost
on follow-up.

It can also present as localized
ulcerative lesions with indurated bor-
ders in the oral cavity. Other features
include nodular or vegetative lesions
in one or multiple sites with in the oral
cavity like tongue, tonsils, faucial pil-
lars, hard and soft palate, and buccal
mucosa.? The lesions often are secondary
and are derived from the blood-borne
organism and rarely from the sputum.
They occur more frequently in chronic
disseminated form. There are reports of
primary cutaneous lesions confined lo-
cally without any systemic symptoms.>*

Histoplasmosis in a HIV seropositive
patient is considered in group 111, i.e.,
lesions possibly associated with HIV
infection.

The diagnosis of histoplasmosis relies
on clinical features and various investiga-
tions. They include a skin test for hyper-
sensitivity to histoplasmin, antibodies to
yeast or mycelial antigens, histoplasma
capsulatum antigenemia and special stains
of histologic specimens and culture. The or-
ganism stains well with periodic acid Schiff,
giemsa, gomori methanamine silver stains.?

Based on the clinical features and
other systemic features the list of differ-
ential diagnosis may include tuberculosis,
traumatic ulcer, squamous cell carcinoma,

THE OCCURRENCE
of disseminated
histoplasmosis in

HIV seropositive patients
is less common as compared
to that of occurrence
in endemic areas.

acute necrotising gingivostomatitis, sar-
coidosis, and lymphoid malignancy-like
Hodgkin’s lymphoma.

Treatment options for the condition
include use of ketoconazole, itraconazole,
fluconazole, or amphotericin B, and
further antiretroviral therapy is required.®

Conclusion

Histoplasmosis may rarely manifest
in immunocompetent patients. It should
be included in the differential diagnosis of
deep oral ulcers, especially in immunodefi-
cient states like HIV seropositive patients.
A thorough examination of suspicious oral
lesions is essential as it may be the only
sign of AIDS development. Furthermore,
the oral lesions are important not only
in early diagnosis of the disease but also
in monitoring the progress to AIDS. mmmm
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Specializing in the Selling and Appraising of Dental Practices

Serving California Since 1974
“Your Local

Southern California Broker”
CA DRE #00491323

CAI-IFORNlA Phone (714) 639-2775
PRACTICE SALES INC. Fax (714 771-1346
E-Mail: jknipf@aol.com

rpalumbo@calpracticesales.com
WWW.CALPRACTICESALES.COM

John Knipf & Robert Palumbo

LOS ANGELES COUNTY

*BURBANK - Turn-Key Practice 3 eq ops., 1,050 sq. ft. office, two story medical/dental building. ID #1171. SOLD
ENCINO GP - 3 eq. ops., 1,200 sq. ft. suite, 7 story professional building. Collected approx. $514,348 for 2009. ID #2631. Price Reduced!
GLENDALE - Turn-Key Practice 3 eq ops., 5 plumbed not eq., 2,000 sq. ft. suite, two story Med/Dent Bldg. ID #2591. Price Reduced!
*LANCASTER GP - 3 eq. ops., 1,200 sq. ft. suite, one story shopping center. BUYER’S NET OF $108,699. ID #2691.
LAWNDALE GP & Bldg (New) - Excellent practice w/ 8 eq. ops., 3,000 sq. ft., free standing bldg. NET OF $207K ID #2901.
*LOS ANGELES GP - 4 eq. ops., 1,700 sq. ft. office, strip shopping center. Collected approx. $345,882 for 2009. ID #2621.
LOS ANGELES GP - Turn Key - 3 eq. ops., multi story med/dent bldg. Coll. approx. $197,238 in 2009. Great views. ID #2831.
MARINA DEL REY- Great starter location - LSHLD - 2 eq. ops., 1 plmbd, Only dental practice in bldg. ID #2791.
MONTEBELLO (New) - Long Established Practice - Equip. & Charts Only! 2 eq. ops., in single story busy shopping center. ID #2701.
*REDONDO BEACH GP - 3 eq. ops., in large remodeled shopping center. Collected approx. $276,831 in 2009. NET $85,477. ID #2821.
ROLLING HILLS (New) GP - Long established practice w/ 5 eq. ops., 1,760 sq. ft. ste in a 2 story med/prof. bldg. NET $109K. ID #2981.
SAN PEDRO GP - 2 eq. ops., 1 plmbd., 1,400 sq. ft. office located on 2nd fl of strip center; visible location. ID #2851. Price Reduced!

SHERMAN OAKS (New) GP - Excellent street visibility 3 eq. ops., Med/Dent bldg. Collected approx. $404,565 for 2009. ID #2491.

ORANGE COUNTY

*GARDEN GROVE GP -7 eq. ops, 2,200 sq. ft. ste. 16+yrs of Goodwill. Collected $1,061,802 in 2009. NET $329K. ID #2891.

IRVINE GP/SPEC - Leasehold Improv. & Equip. Only! 3 ops., 1 plmbd not eq., suite in 2 story Med/Dent Bldg. ID #2661.Price Reduced!
*TUSTIN GP - Turn Key - State of the Art office - 5 eq. ops., 3 chairs in open bay. Ready for multi specialty office. ID #2861.

WESTMINSTER GP - 2 eq. ops., 850 sq. ft. suite, single story strip mall. BUYER’S NET OF $44,326. ID #2711.

RIVERSIDE / SAN BERNARDINO COUNTIES
*INDIAN WELLS GP - Long established practice, 5 eq. ops., 1,400 sq. ft. suite, 2 story prof. bldg. NET $151,585. ID #2801.
SAN DIEGO COUNTY

OCEANSIDE - 4 eq. ops., 1,500 sq. ft. office, one story Med/Dent Bldg. Projecting approx. $353,774. ID #1641. Great Location!

VENTURA / SANTA BARBARA / SAN LUIS OBISPO COUNTIES

*PASO ROBLES - 7 eq ops., 1,800 sq. ft. office, one story free standing bldg. BUYER'S NET OF $326,183. ID #2231. SOLD
*SANTA BARBARA COUNTY GP (New) - Long Establised Practice 3 eq. ops.,1,010 sq.ft, 2 story strip mall. NET OF $219K. ID #2881.
SPECIALTY PRACTICES

*AGOURA HILLS ORTHO - 4 chairs in open bay, 1,709 sq. ft., 2 story shopping center. Collected approx. $337,713 in 2008. SOLD
GARDEN GROVE SPECIALTY - Leasehold Improvements & Equipment Only! 2 eq. ops., 3 plmbd not eq., 720 sq. ft. ste. ID #2391.
GARDEN GROVE SPECIALTY - Leasehold Improvements & Equipment Only! 2 eq. ops., 1 plmbd not eq., 520 sq. ft. ste. ID #2401.
RIVERSIDE ORTHO - 4 chairs in open bay, 1,480 sq. ft. ste. Collected approx. $363,385. NET OF $164,506. ID #2751.

*WESTCHESTER ORTHO - Turn key - 2 chairs in open bay, 1 eq., op., ste in prestigious 12 story Med/Dent Bldg. ID #2811. SOLD
WHITTIER ORTHO - Leasehold Improvements & Equip. Only! 6 chairs in open bay, Seller offering 2 months free rent. ID #2781.

* UNDER OFFER

Call us about Debt Consolidation & Retirement Planning
VISIT OUR WEBSITE WWW.CALPRACTICESALES.COM
CA DRE #00491323

John Knipf w %“Hf (Neff) Also serving you: Robert Palumbo, Executive V. P. /Partner, Alice C. King, V.P.,
President ii Greg Beamer, V.P., Tina Ochoa, V.P., Cynthia Veenendaal, V.P., Maria Silva, V.P.




Classifieds

How to Place a
Classified Ad

CDA and ADA members are charged $50 for
up to 20 words and $10 for each additional
10 words or less. Confidential CDA box
numbers are available for an additional
$10 per month. Rates for non-CDA/ADA
members are $75 for up to 20 words

and $15 for each additional 10 words or
less. Confidential CDA box numbers are
available for an additional $15 per month.
All advertisements must be prepaid either
by check, VISA, MasterCard or American
Express. Ads are not accepted over the
phone. All ads will be placed on the CDA
Web site on the 15th of the month prior to
the month of publication and will remain
online for 45 days at no extra fee.

The deadline for classified advertising is the
first day of the month, prior to the month

of publication. Example: Jan.1at 5p.m. is

the deadline for the February issue of the
Journal. If the first falls on a weekend or
holiday, then the deadline will be 5 p.m. the
following workday. After the deadline closes,
ads will not be accepted, altered or canceled.
Deadlines are firm.

To receive a classified ad request form,
please contact Jenaé Gruchow at 916-554-
5332 or Jenae.Gruchow@cda.org.

Reply to ads with CDA box numbers as follows:
Classified Box Replies

CDA Box

California Dental Association

P0O.Box13749

Sacramento, CA 95853

Classified advertisements available are:
Equipment for Sale, Equipment Wanted,
Offices for Sale, Offices for Rent or Lease,
Opportunities Available, Opportunities
Wanted, Practices for Sale and Practices
Wanted.

Licensed agents and brokers may not place
classified ads. For information on display
advertising, please contact Corey Gerhard at
916-554-5304 or Corey.Gerhard@cda.org.

CDA reserves the right to edit copy and
does not assume liability for contents of
classified advertising.

DENTAL SUITES FOR LEASE —
SILICON VALLEY — Renovated ortho,
pedo, general office space with views in
Los Gatos, an affluent community.
Close to schools, downtown and
freeways. Call 408-781-4599; e-mail:
2340akmeadow@sbcglobal.net.

EXCLUSIVE DENTAL SUITES FOR
LEASE — Short/long term lease, state of
the art equipment and accommodations.
Conveniently located off the 101 freeway.
Carlos Vazquez 818-758-3557.
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OFFICE FOR RENT OR LEASE —

Long established pediatric dental office.
Four plumbed operatories. Newly
remodeled. Quiet room. 1,000 sq. ft.
office. Across the street from Bakersfield
College. Major foot traffic. $950 a month.
Call: 661-871-0780.

OFFICE FOR RENT OR LEASE —

Office for lease at Vallejo’s Central Hub at
Tennessee St. and Adm. Callaghan Lane
with easy access to Interstate 8o. Space is
2,000 sq. ft. with five operatories. There
are two other general practices in the
existing complex. The present tenant is an
oral surgeon leaving to practice in his own
building. The space will be vacant
beginning May 2010. Call 707-815-6954.

CONTINUES ON 198
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SINCE 1987
NorcaL GOLDEN STATE PRACTICE SALES ..

Specializing In Northern & Central California Practice Sales & Consulting

James M. Rodriguez, MA, DDS
44 Holiday Drive, P.O. Box 1057, Alamo, CA 94507
DRE Licensed Broker # 957227

% MARIN COUNTY- Coll. $207K part time, good starter or Satellite office for
existing Marin practice. Only Dental office in area. Reduced-$95K

+» PERIODONTAL- S.F. East Bay- UPCOMING-Established 30 plus years.
Well known and respected in dental community. Seller will stay on contractualy
for introduction to established referral base.

+» WEST CONTRA COSTA - Established family practice priv/ins UCR,
$650+K collections. 5 operatories, growth area. SOLD

+LAKE TAHOE- Long established 5-ops. Collections $630K.

State of art office and equipment. No upgrades or additions needed.
Very special “stunning” location. Opportunity of a life time for
dentist seeking the Tahoe lifestyle. Call for details.

Practice Sales - Presale Complimentary Consultations and Valuation Estimates-
Practice Appraisals and Forensic Services - Independent Practitioner Programs-

® Each Transaction Handled Personaly From Start To Finish ®
® Buyer Consultant Service Available ®

O STRICT CONFIDENTIALITY OBSERVED ®

925-743-9682

Integrity-Experience-Knowledge-Reputation
e-mail gspsjimrod@sbcglobal.net
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CLASSIFIEDS, CONTINUED FROM 197

OFFICE FOR RENT OR LEASE —
SHARE OFFICE SPACE — New office
with the latest in technology and
equipment. Large lab, excellent location.
Torrance, CA. 424-237-2057.

S.F. PRIME FINANCIAL DISTRICT
OFFICE — Ground level suite with five
ops, computer and digital radiography
equipped. Large sterilization area, small
lab, private lunchroom and bathroom.
Available to share with a dentist with
current patient base or looking to start a
practice. Great opportunity for buy-in or
purchase in the next three years. Flexible
and open for discussion. Contact: Dr. Paul
Hoyt at 415-399-9999 or 415-516-9670,
e-mail: paulhoyt@aol.com.

VIEW DENTAL OFFICE FOR LEASE IN
GROWING OXNARD, CALIFORNIA —
Fully improved and recently remodeled
with 3-4 ops. Hard wired for computers.
Take over lease. More info: 805-485-6266
or see Craigslist Posting ID: 1543419991.

OFFICE SPACE FOR SALE/LEASE -
Approximately 1,900 sq. ft. dental office
space in Mammoth Lakes, California for
sale, lease or lease with option to purchase.
Bright, sunny, many improvements.
Second floor, great location with one
private office, four operatories, reception
area and ample room for administrative
staff. Call 760-965-9309, e-mail
daneporterandodell.com.

OPPORTUNITY AVAILABLE — Dental
Assisting Program Director wanted to
develop curriculum/teach at new center in
Tarzana, California. Experience required.
Call Laura 818-758-3557.

CONTINUES ON 202



Buyers and Sellers:

Trust the winning team

Professional Practice Sales, Inc.

Thomas Fitterer
Dean George
Ray Irving and Edna Irving

over 100 years experience in selling Dental practices

PPS excels at explaining Options to enhance your bottom line.
This is the Hottest Sellers market in history.
Consider cashing in and doing it again in a rapid growth area!

BUYERS AND SELLERS
Register for HOT LISTINGS & IMMEDIATE NOTIFICATION

Free Appraisal for Sellers:
Professional Practice Sales, Inc.

Southern California: Northern California:
18410 Irvine Blvd., Suite A, Tustin, CA 92780 4 Harris Hill Drive, Novato, CA 94947-2904
714-832-0230 ¢ 800-695-2732 415-899-8580 ¢ 530-894-0700
Fax: 714-832-7858 Fax: 415-899-8588
www.PPSdental.com www.PPSsellsDDS.com

Serving the Dental Professions since 1966

r | | | | | | | | | | | | | | | | | | | | 1
For Personal Service, mail or fax back. Inquiries will be kept in confidence. .

| PPS,Inc., 18410 Irvine Blvd., Suite A, Tustin, CA 92780 Ph: 714-832-0230, 800-695-2732 * Fax: 714-832-7858 I

[ | want immediate attention on a Practice to buy.

I Location Grossing $ [

I | want to sell my practice. !
Name I

: |

I Address City State Zip

a E-mail Phone Mobile Home [

L | | | | | | | | | | | | | | | | | | | | ‘



ZAHENRY SCHEIN®

PROFESSIONAL PRACTICE TRANSITIONS

“DENTAL PRACTICE BROKERAGE”

Making your transition a reality.

More information is available

on our website regarding practices
listed in other states, articles,
upcoming seminars and more.

VISIT OUR WEBSITE AT:
WWW.PPTSALES.COM
(Practice Opportunities)

For more information regarding the listings below:

Practice Sales ¢« Mergers
Partnerships ¢ Appraisals
Patient Record Sales

* ALTURAS: For Sale - General Dentistry Practice.
Collections $611K on 3.5 days/week w/same number of
hygiene days. Owner owns the Bldg. & has practiced in
Alturas since 1985. Owner will consider selling Bldg. with
practice. #14279

e APTOS: For Sale - General Dentistry Practice. Highly
desirable location. 2008 Gross Receipts over $1Mil.
w/adjusted overhead "})3—0perat0ries in 1,000 sq ft.
Pano & Modi comp ed software. 9-hygiene days per
week. Practice operated for past 33 years in same location.
Open 5 days a week. Owner willing to work back for new
owner 2 days/wk.

* ATWATER: For Sale - General Dentistry Practice. Gross
receipts $177K with adjusted net income of $67,495.
Practice has been in its present location for the past 30 years.
1,080 sq ft. 2- equipped operatories. Owner to retire.

¢ DIXON: For Sale-General Dentisﬁﬁ)@ctice. ‘08
collections were $122,8%W, sq. ft. office. Owner
has relocated out gf @t is motivated. Good opportunity
to build a praﬁliﬁ!‘ﬁ a growing community near Davis, CA.
#14265

¢ EL SOBRANTE: For Sale-General Dentistry Practice: Ideal
for recent grad or DDS looking for satellite practice. 3 ops.
w/potential of 5. ‘08 WSOK, adj. net income $124K.
3 days of hygiene, Paﬁ, asy Dental software. 1,300 sq. ft.
Seller is retiring after 35years in same location. #14302

¢ FRESNO AREA: For Sale-Exceptional General Dentistry
Practice. This outstanding practice has annualized
collections of $1,921,467, $798K adj. net income. The office
has Dentrix, Laser, Intra-oral camera, digital x-ray and Pano.
Bldg. may be avail. for sale. Owner is retiring. #14283

¢ FRESNO: For Sale-General Dentistry IV Sedation Practice.
Collections $1,064,500. Seller looking for either an outright
sale or a buyer to purchase 1/2 of the practice. Buyer will
need IV sedation skills or have been trained to provide IV
sedation. Facility 1,500 sq. ft. w/5 equipped operatories & 7
days of hygiene. #14250

¢ FRESNO: For Sale-General Dentistry Practice. Owner has
practiced in same locatimear& 3 TX rooms, 1,000 sq ft.
Located in a Medic Idg. Owner to retire. 2008
collections were $86K. Ideal for a new grad or satellite
office.

¢ FRESNO: For Sale-Office Space Only in North Fresno
Area. New fully equippegmtfp dental space avail. asking
$115K. Equip. appr s old. Space avail. for 4th op.
Office design conteriporary & tastefully done. Asking price
includes all leasehold improvements.

CALIFORNIA / NEVADA REGIONAL OFFICE
Henry Schein PPT Inc., Real Estate Agents

and Transitions Consultants

HENRY SCHEIN PPT INC.

California Regional Coporate Office

DR. DENNIS HOOVER, Broker

Office:(800) 519-3458
Fax (209) 545-0824 Email: dennis.hoover@henryschein.com
5831 Stoddard Road, Ste.808 Modesto, CA 95356

Office (209) 545-2491

GRASS VALLEY: For Sale-This Periodontal Practice is
located in a very desirable growing community. Practice
has been in its present location for the past 28 years.
Office consists of 1500 sq ft 3 ops, Intral -oral camera.
Practice has 5 days of hygiene.

GREATER AUBURN AREA: For Sale-General
Dentistry Practice 7 Dental Building, Outstanding
opportunity to purchase well established, very successful,
4 op Fee for Service practice. 1,800 sq. ft. dental bldg. in
the Sierra Foothills. No PPO or HMO. ‘08 Collections
$763K on 3.5 days with 5.5 days of hygiene. Owner is
retiring. #14304

MODESTO: For Sale - General Dentistry Practice. 5
operatories, 32-years in practice. Gross Receipts $884K
w/adjusted net income of $346. Dentrix, Cerec, and
Intra-oral camera. Owner to retire.

MODESTO: For Sale-General Dentistry Practice. 12
Treatment rooms, Pano, Laser, Intra Oral Camera,10-
years in same location. Three days of hygiene. Owner-32
years in practice willing to work a couple days of week to
help transition the practice or as Role-Reversal.

NO. CA WINE COUNTRY: ENDO PRACTICE For
Sale-GR 958K adj net $673K 4 Ops, 1,500 sq ft.
Overhead 29% Owner to retire #14296

OROVILLE: For Sale - General Dentistry Practice.
Owner dentist recently deceased. 2009 collections $770K.
Very nice stand alone dental building with basement. 7
ops digital x-ray 5 days of hygiene. Bldg 3,000 sq ft
Basement 540 sq ft. Temporary Dentist in place.

PALM SPRINGS: For Immediate Sale - General
Dentistry Practice. 2008 Gr; eceipts $906K with adj.
net income of $346K. @ sire able location with 4
ops. Laser, and Intra-oral camera. 5 days of hygiene.
Owner recently deceased.

PINE GROVE: For Sale- Owner Dentié!lrecently
deceased. Collections for C%%W@ g Sept. 20, 2009

were $222, 580. Niceé)(? quipped for $111,300.
Great semi-retiega§nSupportunity or 2nd office. Located
1 mile off of 88 above Jackson. Temp Dentist in
place.

PORTERVILLE: For Sale-One of two partners is
retiring in this highly successful General Dentistry
Practice. Receipts $2Mil. adj. net $1,257,000. 2,000 sq ft
6 ops. Intra-Oral camera, Pano, Dentrix.10 days of
hygiene. #14291

RANCHO SANTA MARGARITA: For Sale - Dental

Dr. Tom Wagner (916) 812-3255 N. Calif.
Hallie Johnson-Nelson (209) 545-2491 N. Calif.

office space & equipment. 1200 sq. ft. ops. with dental
leaseholds and fully equipped dental equipment. Built by
Henry Schein in 2005 Pelton and Crane cabinetry and
steralization center. This is a winderful opp. to have a nice
office at a very low cost by taking over lease. A great opp.
for a start up or sat. practice. #14301

RED BLUFF: For Sale-General Dental Practice
"REDUCED PRICE" Facility overlooks the Sacramento
River, 3,500 sq ft, has 8 ops, 10 hygiene days. Reduced
price/Or Best Offer due to retiring doctor’s health.
Historically Gross Receipts have been over $1Mil per year.
100% financing available. Sale of Building (optional)
#14252

REDDING: For Sale-Owner looking for Assoc. trans. into
Partnership w/Buy-Out. GR $1 Million dollars income
$436K. 5.5 days hygiene, 2,200 sq. ft. #14293

RENO: FOR IMMEDIATE SALE DECEASED
DENTIST - General Denty Practice. 2 ops, 17yrs.
present location ‘07 with adj. net of $263K
w/65% overhead. Bldg. also for sale. Owner deceased.

ROSEVILLE: For Sale-General Dentistry Practice. 2008
Receipts $834K with adjusted net income of $297,218.
64.4% overhead. Practic Ween in this present location
for the past 7 years. 1 é Patients a month.
6-treatment rooms in 2,100 sq ft. Laser, Intra-oral camera,
and digital radiography.Owner relocating out of office.

SAN FRANCISCO: Fi %@District 4 ops, 1,500 sq. ft.
MERGER - Buyer neS&i ring in Pt. base #14288

SAN FRANCISCO: Deceased Dentist. General Dentistry
Practice for Sale. Fee for Service GP Practice on busy street
in lower Mission District. 2008 collections were $496,600. 4
ops. with Pano. in 1,100 sq. fj,office. Practice in same
location for 41 years. gl days a week. Refers out
Endo, Perio, Ortho, O urgery. Great opportunity for exp.
Dentist. Owner Dentist is recently deceased. Temporary
Dentist working practice until sale. #14299

SOUTH LAKE TAHOE: For Sale-General Dentistry

Practice.Office is 647 ops. Practice has been in its
present location for tls st 26 years. Owner to retire.
#14277

YUBA CITY/ MARYSVILLE: For Sale-General Dentistry
Practice w/Bldg avail idedlocated in present (great)
location over 30 yearsw}; sq ft 5 ops 4 hygiene days.
Owner to retire.#14273

Mario Molina (323) 974-4592 S. Calif.
Thinh Tran (949) 533-8308




EXPERT GUIDANCE.

Robert Stanbery
Owner

Kerri Matz McCullough
S. California Representative

Don Stanley
S. California Representative

Additional practices available in:
Arizona, Nevada, Washington,
Colorado and Hawaii

IMPECCABLE SERVICE.

UNPARALLELED INTEGRITY.

Featured Listings

ORANGE COUNTY COASTAL
COMMUNITY - (Perio) New Listing!
Busy periodontal practice with a
highly desirable location. 5 op, very
profitable business with long term
goodwill and a great staff. 2009
collections $900,000+. The seller is
retiring.

LANCASTER - New Listing!

Long established, 4 op GP with an
excellent location in a professional
complex. Strong patient base
developed over 34 years. 2009
collections exceeded $670,000. The
seller is retiring.

LOS ANGELES (Endo)

4 op, long established endodontic
practice. Located in an easily
accessible professional building next
to a major intersection

INLAND ORANGE COUNTY
Newer, three operatory GP start-up
opportunity. Located in a shopping
mall, the practice is currently open
only two days per week and is
positioned for growth.

CHINO - Price Reduction!

4 op GP located in a dental complex.
Stand alone building. 2009 collections
$368,000+.

SOLANO COUNTY Price Reduction!
4 op (3 equipped) GP with strong
patient base. Efficient facility and
proven systems.

Se \I\S

it our website for an up

SAN JOAQUIN COUNTY (Pedo)
Long established pediatric dental
practice with a fantastic presence in
a busy and popular location. The
large "child friendly" office includes
11 equipped ops with 2 quiet rooms
and 1 hygiene room. The seller is
retiring.

SACRAMENTO COUNTY (Ortho)
Spacious 6 op (4 equipped) well
established orthodontic practice in a
full service office building easily
accessible from a main street. 2009
collections $440,000+.

MORENO VALLEY

Spacious, 2,700 sq ft, 7 op (6
equipped), GP yat usy location,
25 yea & g patient
base & plerity of room for growth.
2008 collections $446,000+. Seller
is relocating.

NORTH SAN DIEGO COUNTY
Well established 5 op GP with 14
years of goodwill and room for
growth. The selling dentist is highly
motivated and all reasonable offers
will be considered.

VENTURA COUNTY

Long established 3.qg GP with a
convenj gﬁé&ﬂl cation. Well
trainet?ﬁ‘| *Collections are

consistently growing with 2009 gross
$431,000+.

to date list of practi
ICes avajy.
ab/a

Meet our team at “CDA Presents”

in Anaheim, May 14-16, booth #260

883.789.1085

WwWw.practicetransitions.com

DENTAL PRACTICE: SALES > ACQUISITIONS > MERGERS > VALUATIONS > TRANSITIONS



CLASSIFIEDS

UD&MF

PRACTICE SALES AND LEASING

Paul Maimone Broker/Owner

VISIT US @ THE CDA IN ANAHEIM MAY 14-16, 2010 BOOTH # 654

ANAHEIM - (3) op computerized G.P. Low overhead office. Cash/Ins/PPO/Denti-Cal patient base.
Annual Gross Collect. $260K+ p.t. Will do more f.t. Seller motivated.

ARCADIA - (4) op computerized G.P. Cash/Ins/PPO only. Gross Collect $315K+/yr on a (4) day
week. In a well known, easily accessible medical/dental bldg on a main blvd. PENDING
BAKERSFIELD #20 — (3) op G.P. & bldg. 2 eqt’d/3™ plumbed. Gross $450K+. SOLD
BALDWIN PARK #2 —(5) op G.P. (4) eqt’d. Strip Ctr. Mixed pts. Gross $210K p.t.
CALABASAS — “Build to Suit” Dental space avail for long term lease. 1,200 — 3,600 sq ft NEW
CULVER CITY — (3) op comp G.P. Cash/Ins/PPO/minimal amt Denti-Cal. $425K+/yr.

FRESNO — (3) op G.P. (4) yr old eqt. Mixed patients. 2009 Collections $220K+ p.t. NEW
FRESNO SUBURB — (3) op G.P. Gross Collect. $375K/yr. No competition. REDUCED!
GLENDALE — Extremely motivated Seller wishes to sell their (4) op (2 eqt’d/2 plumbed) G.P.
located in a free stand. bldg. Gross Collect. ~ $120K/yr p.t. Excellent starter or buy & combine.

LA MESA #3 — (5) op G.P. 4 eqt’d. Mixed pts. $5K/mos Cap. *09 Proj Gross Collect. ~ $475K.
LODI — (4) op/(3) eqt’d G.P. Cash/Ins/PPO/HMO. Cap Ck ~ $6K/mos. 09 Proj Gross $460K.
LOS ANGELES (KOREA TOWN) — 7 op computerized State of the Art G.P. with an Annual Gross
Collection of $1.4M+ and an Annual Net Income of ~ $450K. Cash/Ins/PPO only. Cerec 3, digital
x-rays, Dentrix s/w, ICAT Imaging System, (2) lasers, PRP System. PENDING

PETALUMA — (2) op G.P. Cash/Ins/PPO/HMO. Cap Ck ~ $3K/mos. *09 Proj Gross $480K.
RESEDA — (4) op G.P. Cash/Ins/PPO/small amt Denti-Cal. Gross Collect $230K+/yr p.t.

SAN JACINTO (HEMET AREA) — (4) op Computerized G.P. Absentee owned HMO pract. w
$6K/mos Cap Checks. No Denti-Cal. 2009 Project. Gross Collect. $450K on a (3) day wk. NEW
SANTA CLARITA VALLEY — (11) op comput. G.P. (10) ops eqt’d 11" op plmb. Cap Cks. $14K-
$16K/mos. Cash/Ins/PPO/HMO/min Denti-Cal. Annual Gross ~ $1.6M. Back on Market
STOCKTON — WOW! ~ $18K/mos CAP Checks! (7) op comp G.P. Cash/Ins/PPO/HMO pts. No
Denti-Cal! Cap Ck ~ $18K/mos. *09 Projected Gross Collections ~ $1.25M. Absentee Owner.
TARZANA — (3) op G.P. in shop ctr. ‘08 Gross $551K+ on a 2-3 day wk. Mixed pts. SOLD
UPLAND - (3) op comput. G.P. in a strip ctr. Open 1/ yrs. Like new eqt. Digital. SOLD
VALLEY VILLAGE (SHERMAN OAKS) — (4) op computerized G.P. 2009 Collections $477K.
Cash/Ins/PPO pts. Seller is 1-800-DENTIST. In a free stand. bldg. w visibility. NEW

VENTURA Multi-Specialty — 5 op comput paperless office, digital x-rays/Pano. Newer Eqt. 2 days/
wk Pedo, 3 days/mos O.S., 2 days/wk Endo, 1 day/mos Perio. Gross $540K+ REDUCED!
WOODLAND HILLS — (3) op comput. G.P. Dentrix s/w. Located in a strip ctr. Cash/Ins/PPO only.
2009 Proj. Gross Collect $700K. New eqt., digital x-rays/intra oral camera. PENDING

UPCOMING PRACTICES: Canoga Park, Covina, L.A., Montebello, Oxnard, & Simi Valley.
DENTAL CONDOS FOR SALE: L.A. Cty, San Diego Cty, Orange Cty & Riverside Cty.
D & M SERVICES:

® Practice Search & Matching Services

® Locate & 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 Fax: 818.591.1998

www.dmpractice.com CA DRE Broker License # 01172430

® Practice Sales & Appraisals
® Practice & Equipment Financing
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CLASSIFIEDS, CONTINUED FROM 198

OPPORTUNITY AVAILABLE —
NORTHWESTERN WASHINGTON —
Seeking experienced dentist for busy,
established, rapidly growing, fee-for-
service group dental practice. Excellent
immediate income opportunity ($180,000
to $375,000 + per year) depending on
productive ability and hours worked.
Secure long-term position. You can
concentrate on optimum patient
treatment without practice management
duties. Newly equipped, modern office
with excellent staff and lab services
provided. If you are bright, energetic with
a desire to be productive, very personable,
people oriented and have great general
and specialty clinical skills, fax resume to
Otto J. Hanssen at 425-484-2110.

OPPORTUNITY AVAILABLE — Seeking
experienced dentist to lease or buy 50% of
fee-for-service practice. We have been
open for four years and now have excess
patient base to treat. We are in a highly
affluent area near Sacramento. Practicing
doctor works 20 hours a week. Does full
mouth cases including implant placement
and is willing to train. Excellent
opportunity for the right candidate.

Fax resume to 916-939-6637.

SEEKING GENERAL DENTIST — Scripps
Center for Dental Care, La Jolla seeks a
GPR graduate with minimum five years
post training clinical experience for 3-4
days per week. High quality, multi-
specialty, fee-for-service office located on
Scripps Memorial Hospital Campus in
XIMED Medical building. Our reputation
of excellent care, exceptional equipment
and unique location combine for a great
opportunity. Please fax resume and cover
letter to 858-535-8309.

CONTINUES ON 206



“MATCHING THE RIGHT DENTIST

TO THE RIGHT PRACTICE”

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

Serving you: Mike Carroll & Pamela Gardiner

3013 SAN BENITO COUNTY GP

Now Available, quality well-est. practice
with state-of-the-art equip. in attractive
2,246 sq. ft. fac. with 6 ops. Seller will be re-
locating - out of area. Approx. 2,500 active
pts. 2008 GR $870K+. Asking $563K.

3008 SOUTH ALAMEDA COUNTY GP
Quality oriented practice with a reputation
for compreher<-_ ‘horough care by well-
trained D ed staff. Located in
2,100 sq .. state-of-the-art facility with 6
ops. 2008 GR $1M+, ~1,980 active pts.
and 19 new pts./mo. Seller Asking §580K.

2999 NO. CA COAST

Flourishing Pediatric Dental Practice. Well
est. with se~ aff. 4,000+ active pts.,
avg. 50-¢ s \f -, mo. Avg. over 2.2M in
Gross Receipts. Fully equip. 1,600 sq. ft.
office with open bay and 2 quiet areas
Asking $1,542,000.

3006 MONTEREY COUNTY ORTHO

Est. Ortho practice in 2,668 sq. ft. office
with 5 open bay chairs in a professional
dental complex. Panorex and Cephlometric
X-ray machines. Stable and loyal referral
base. GR for 2008 were $340K+.
Annualized GR as of Oct 2009 are $§335K
+. Owner retiring and willing to help for a
smooth transition. Asking 227K.

3015 NORTH BAY GP

Beautiful North Bay location, close to the
Wine Country! Est GP offering 36 years of
goodwill in a modern, fully-networked,
1,500 sq. ft. office. 4 fully-equip. ops with
room for more. Approx. 1,300+ active pts.
(all fee-for-service) with 10-15 new pts./mo.
2008 GR $886K on 4 Dr./week. Adj. net of
over $300K. Asking $630K. Building also
available to purchase. This is a wonderful
opportunity.

2986 SAN JOSE FACILITY & EQUIP

A1 1/2 year-old stunning facility with small
pt. base that has all the bells and whistles.
2,000 sq. ft., state-of-the-art dream office.
Located in desirable comm./residential
neighborhood close to O'Connor Hospital
& Valley Fair Mall. 6 ops and new equip.
For the est. GP who is looking to move into
a larger facility or for the assoc. GP who is

ready to start out on their own. Asking
$475K.

3011 MID-PENINSULA GP

Located in a single story retail shopping
centre. 2,000 sq. ft. office with 7 fully-equip.
ops. Seller leaving area. 2008 GR 1.1M+
Asking $716K.

3012 PENINSULA GP

Seller retiring f~n his long established

D 1,400 sq. ft. fac. with 3
ops. Located in desirable
neighborhood close to down town area.
2008 GR $322K+ with a 4 day doctor work
week. Asking $194K.

general
fully ed S

3017 SOUTH BAY

Est. Cosmetic and Restorative Practice in
desirable area. Seller retiring and able to
help for a smooth transition. 1,530 sq. ft.
office with 4 fully equipped ops. 2008 GR
$891K+. Please contact us for details.

3016 CONTRA COSTA COUNTY PERIO

Est. 1990 in desirable bedroom community 20
miles from SE 1,068 sq. ft. beautifully remodeled
office w/4 fully-equipped ops., & excellent staff.
Assignable 5 year lease w/5 year option. Seller
willing to help in the transition of the practice.
2008 GR $441K+, 2009 GR projected to $460K
+ as of Oct. Terrific upside potential. Asking
$275K.

Our New Address:
Carroll & Company

2055 Woodside Road, Ste 160
Redwood City, CA 9406 |

Phone:
650.403.1010

Email:

dental@carrollandco.info

Website:
www.carrollandco.info

CA DRE #00777682




WESTERN PRACTICE SALES

John M. Cahill Associates

BAY AREA

A-6781 SAN FRANCISCO - New equip-
ment-hardly used. VIRTUALLY NEW
practice! 1,000 sf/3 ops. $65k

A-7751 SAN FRANCISCO- Space Shar-
ing. GP seeks DDS to share office in re-
nowned 450 Sutter St bldg. Call Now!
NEW! A-807 SAN FRANCISCO - Well-
known Medical/Dental Prof bldg in heart
of downtown financial district. Quality,
state-of-the-art practice. 800sf w/2 fully
equipped ops. Plumbed for 1 add’l $250k
A-817 BELMONT- Surrounded by dental
specialties in a 2-story Prof. Bldg w/easy
access to public transportation. 860sf w/ 2
ops & plumbed for 1 add’l. $210k

A-829 SAN FRANCISCO Facility— At-
tractive Office w/traditional décor. 1600sf
& 2 fully equipped ops. ONLY $49k
B-7881 TRI VALLEY, CA - Facility
Only - Location, Location, Location! 1070
sf, 4ops, ADEC chairs and equipment.
Fully networked Dentrix computers. $325k
NEW! B-846 OAKLAND- Long-
established, fee-for-service prac-
tice.Excellent reputation. Dental Prof Bldg.
2,100sf w/ 3 fully equipped ops $325k
NEW! B-8531 W. Contra Costa - Just
blocks off [-80 commuter corridor. Multi-
story Dental Prof Bldg. 1,212sf w/3 fully
equipped ops. $475k

C-690 SANTA ROSA -1050 sf with 3 ops.
One of the most prestigious areas in Santa
Rosa. Very mature landscape & beautiful
office. Emphasis on Crown & Bridge, es-
thetics dentistry & prosthetics $345k
C-787 SANTA ROSA - GP in very desir-
able area. 1700 sf , 4 fully equipped ops.
Gross over $300k last year! Write your
own success story here. $150k

C-809 VACAVILLE- Relaxed workweek!
Stable patient base. Well-maintained, sin-
gle-story Dental Prof. Bldg on major steet.
Desirable Area. 1,500 sf/4ops $150k
NEW! D-842 PLEASANTON —General
Dentistry. 1,488sf w/ 2 ops $295k

BAY AREA CONTINUED

C-7811 SOLANO CO - 2,997 st w/6 fully
equipped ops + 2 Hyg ops + 1 add’l op!
Buy the whole practice for $1.3m or only
50% for $650k. Call for Full Details!
C-820 VALLEJO- Strong, loyal patient
base growing by word-of-mouth referrals.
Shopping Plaza w/ excellent signage, visi-
bility, freeway access & heavy foot traffic.
1,500 sf & 4 ops $395k

D-790 MORGAN HILL FACILITY -
SPECTACULAR! Dental Prof Plaza on
busy intersection. 1,730 sf/5ops, 3 of which
are fully equipped. This is an Ideal Satel-
lite Office for Specialty Practice! $75k
D-779 SUNNYVALE - Well established
GP in heart of Silicon Valley! 4 ops,
1050sf. Call for more information! $225k
D-824 SANTA CLARA- GP - 35+ new
pats/mo by word-of-mouth referrals. Retail
Shp Ctr in heart of Silicon Valley. Just 6
years old w/ 1,500 sf & 3 fully equipped
ops. Plumbed for 1 add’l op $485k

D-8301 SAN JOSE- FFS - “One Stop
Shop” w/multiple Specialists under one roof.
Exc Pt Base. Amazing opportunity in a
highly desirable, family-oriented commu-
nity. 2,400 sf & 8§ ops, $1.2m

NEW! D-845 SAN JOSE - Facility -
Attractive office. Traditional décor. Retail
Plaza. 2,240 sf & 5 ops. $150k

NEW! D-8521 SAN MATEO-Facililty -
SPECTACULAR office -Quality dental
care - Modern facility. Just blocks off of
Hwy. 92 and [-280. 2-Story Shp Plza.
2,076 sf & 4 ops + 3 add’l $150k

NEW! D-8541 SANTA CRUZ-Relaxed
atmosphere. ~ Well-established, modern
practice. Free standing single story build-
ing. Affluent, desirable location. 1,650sf &
4 ops. Plumbed for 1 add’l. $430k

NEW! D-857 MOUNTAIN VIEW- Qual-
ity practice. Busy traffic flow. Significant
walk-in patients-continuous growth. Free-
standing bldg w/ ample exclusive patient
parking. 3,400sf - 11 ops $595k

300.641.4179

NORTHERN CALIFORNIA

E-748 SACRAMENTO -Convenient loca-
tion. 820sf/2ops. Plumbed for 1 add’l.
$65k

E-729 AUBURN - Busy retail shp ctr w/
excellent signage & good traffic flow. Well
maintained FFS practice. 1750sf, 4ops.
Plumbed for 2 add’l ops $300k

E-7121 SACRAMENTO AREA -
Largely FFS. 1800sf, 4ops (+2 add’l
plumbed). Highly visible,2-story Prof bldg.
$695k

E-818 SACRAMENTO-Increase the part-
time, relaxed workweek and watch the
practice grow! Loyal Patient Base. Collec-
tions over $350k in 2007. 1,200sf & 4 ops.
Building previously appraised @, $260k in
2004. $315k for Practice AND Building
E-821 Facility SACRAMENTO-Attractive
office—traditional décor. Well-maintained,
highly visible, single-story bldg. Great
area. 1,400sf, 3ops. Plumbed 4th op $60k
NEW! E-849 SACRAMENTO-
Established community in distinct area.
FFS Quality practice. Free-standing build-
ing. 3 fully equipped ops $205k

F-7651 COASTAL EUREKA AREA-
Near Thriving University. Vibrant student/
staff population. Seller retiring. 2700sf, 6
ops. $480k

G-751 RED BLUFF/CHICO- Known for
special sense of community & small town
living. Complete remodel ~5 yrs ago. FFS
GP. 2350sf / 4 ops equipped. Plumbed for
2 add’l. Current Lender Willing to
Carry Qualified Buyer. Practice Offered
at $175k / Real Estate $250k

H-634 WEST OF RENO—On the Feather
River in Plumas Co. 1500 sf/ 4 ops, excel-
lent location. Lease below market value.
$250k

WESTERNPRACTICESALES.COM




NO. CALIFORNIA CONTINUED

H-668 NORTHEASTERN CA— GP with
over 30 yrs goodwill. 4 ops 1600sf office.
2007 gr repts exceed $650k $395k

H-831 SUTTER CREEK -“Buy-in” op-
portunity during Seller’s eventual retire-
ment plans. Dental Prof Bldg w/ ample
parking on a busy scenic highway in desir-
able neighborhood. 4 ops. $160k

CENTRAL VALLEY

1-685 TURLOCK - 1700sf, 7 ops. Avgs
14 patients & 11 Hyg Pats/day! Practice
recently remodeled. Highly attractive free
standing building. Mostly Adec Eqpmit.
$350k

1-772  Facility STOCKTON-Desirable,
affluent health care area. 2,140sf/4 ops
$250k

1-802 MODESTO - Facility. ~ 1500sf
w/4 ops & room for 1 more. State of the art
facility directly in front of Vintage Faire
Mall $445k

1-838 MODESTO- Retail Shopping Center
adjacent to a popular Supermarket, draw-
ing walk-in patients from traffic flow &
word-of-mouth referrals. 1,200 sf & 4 fully
equipped ops $350k

NEW! 1-840 TRACY- Must See to Appre-
ciate! Major thoroughfare / desirable area.
2,165 sf & 6 ops. Plumbed for 1 add’l op.
$445k

J-801 FRESNO- Facility. ~ 1300sf and 4
ops. Traditional Décor. ONLY $70k

SOUTHERN CALIFORNIA

K-735 ALISO VIEJO FACILITY - Up-
scale 2 story Prof Bldg. 1,800sf/4 ops. $4k
sublet income at this location as well!
$225k

Timothy G. Giroux, DDS

Jon B. Noble, MBA

SOUTHERN CALIFORNIA CONT

K-762 INDIAN WELLS— Well Respected
practice w/loyal patient base. Newly re-
modeled, 1400+ sf, 5 ops REDUCED!
NOW ONLY $475k

K-793 SAN DIEGO-2500sf & 4 fully
equipped ops w/ plumbing for an add’l 2
ops.  Highly Desirable Neighborhood
$475k

K-827 STUDIO CITY-Highly esteemed,
4 op fee-for-service practice setting the bar
for excellence! Near Beverly Hills, W.
Hlywood ,Westwood $515k

K-816 MISSION VIEJO-Reputation as
one of the best dentists in this vibrant OC
Comm. Top-notch office in popular Rtl
Shp Ctr. Close proximity to Gov. amenities
& schools. 1,300 sf & 2 ops. $325k

NEW! K-847 SANTA MARIA- Spacious
ops and picturesque windows capturing
scenic views. . 1,200+ sf/3 ops + 1 add’l
$425k

NEVADA

LV-756 LAS VEGAS-Brand new 1,600sf/
3 op office (Plumbed for 1 addl op) Attrac-
tive & well-equipped in Rtl Shpng Ctr.
$150k

LV-796 HENDERSON - Master-planned
community! Excellent location & easy
freeway accessibility. Spacious, like-new
office. 2,080 sf w/3 fully equipped ops &
plumbed for 3 add’l ops $295k

LV-791 LAS VEGAS - Low Cancellations
and High Collections! 12-20 pats/day.
1900sf with 4 fully equipped ops + plumbed
for 1 add’l. PRICE REDUCED!! $275k
LV-694 1LAS VEGAS - Well established,
large GP. 2200 sf & 6 ops. Gross Receipts
over $900k. Equipment less than 5 years old.
Office was recently painted and carpeted.
$545k

Mona Chang, DDS

John M. Cahill, MBA

NEVADA CONTINUED

R-810 DAYTON-Gross Repts over $1mil in
08! Amazing, quality, well-estab w/loyal,
stable patient base & seasoned staff. Excel-
lent signage, easy freeway accessibility, am-
ple parking. 1,500sf & 5 ops. $595k
LV-800 LLAS VEGAS-Well Established
FFS practice. Emphasis on prevention. Sea-
soned Staff. 3350 sf & 6 ops. $785k

R-841 RENO -Long-established, quality
practice committed to patient education,
technology & self improvement. Wonder-
ful, stable patient base. Excellent signage,
Centrally located in desirable, upscale
neighborhood. 1,750 sf & 5 ops. $350k
NEW! LV-850 LAS VEGAS- Med Prof
complex. 2,603 sf & 6 fully equipped ops,
$652,200

SPECIALTY PRACTICES

K-653 GARDEN GROVE—ORTHO -
Desirable area. 2200 sf 4 chairs in open
bay. 2 private ops. $285k

C-6821 SOLANO CO. PROSTHO- Per-
sonalized treatment in warm caring envi-
ronment. 1040 sf with 3 fully equipped
ops. $325k

1-7861 CTRL VLY ORTHO- 2,000sf,
open bay w/8 chairs. Garden View. An-
tique Exam Room. 45 years of goodwill.
FFS practice sees 60-70 patients daily. Prof
Plaza. $370k

E-811 SIERRA FOOTHILLS ORTHO-
Fast growing area. Patient Oriented, Well
respected Ortho practice. Avg 30 pats/day.
1200 sf & 3 chairs in open bay. $175k
NEW! 1-8481 TWO PERIO practices
CENTRAL VALLEY - Office': 1,100sf
& 2 ops. Office” 1,660sf & 2 ops $130k

Edmond P. Cahill, JD




Stuttering Didn’t
Silence His Story.

20/20's

John Stossel
knows news. He
also knows what
it’s like to deal
with a stuttering
problem. John
still struggles
with stuttering
yet has become
one of the most
successful
reporters in broadcast journalism today.

For more information on what
you can do about stuttering,
write or call us toll-free.

THE
STUTTERING
FOUNDATION®

A Nonprofit Organization
Since 1947—
Helping Those Who Stutter
1-800-992-9392
www.stutteringhelp.org

3100 Walnut Grove Road, Suite 603
PO. Box 11749 ¢ Memphis, TN 38111-0749

CLASSIFIEDS, CONTINUED FROM 202

IN HOUSE PERIODONTIST/IMPLANT
SURGEON AVAILABLE FOR YOUR
PRACTICE — In the Greater San
Francisco Bay Area. Implant Surgeon/
Bone Grafting/Perio Surgery/3rd Molar
Extractions. Call 617-869-1442 or e-mail
bayareaperio@gmail.com.

ARCHITECTURALLY OUTSTANDING
2,600 SQ. FT. DENTAL OFFICE — State
of the art equipment. Six operatories.
Amazing opportunity brought upon by
sudden change in owner’s family

CDA JOURNAL, VOL 38, NO3

situation. Fantastic demographics to
grow the practice. For more information
visit www.dentalofficeforlease.com or
call Mark at 707-290-0636.

MONTEREY BAY AREA PRACTICE

FOR SALE — 20 year old general practice
located in professional building. Four
well-equipped operatories. Eight days of
hygiene. Practice shows yearly growth in
patient numbers and production. $920K
in 2008. Send inquiries to: CDA, Attn:
CDA Box 12010, 1201 K St., 16th Floor,
Sacramento, CA 95814.

PRACTICE FOR SALE — Land, building
and dental practice for sale in Woodburn,
Oregon. Call 503-720-1714.

Anaheim.
San Francisco.
And our new location:
cdapresents.com

We have a new Web site that has more style as
well as more functionality. With searchable

exhibitor specials, available class schedules, photo
galleries, and travel accommodations, planning for

has become a virtual snap.

the nation’s premier dental conventions //
in Anaheim, or San Francisco, ‘ b
C ao

PRESENTS
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DR. BOB

DR. BOB, CONTINUED FROM 210

aware of two morgue attendants standing
expectantly in the background beside their
gurney when [ hear a female voice an-
nounce, “Robert, you may come in now.”

[ try to respond in kind by attempting
to read her name tag pinned to her blouse
just south of her left clavicle, but realize
that staring any longer to make out the
words would not be in my best interests.
Laying aside the article [ had been reading
in Woman’s Day on how to cope with those
pesky postpartum stretch marks, I trail
after the paisley-topped assistant into
the inner sanctum. Young enough to be
my granddaughter, she is preternaturally
cheerful as she confides that we will pause
for a moment to weigh me.

At the end of the hall is the scale, im-
possible to circumvent. The drill is always
the same and her buoyancy is ill-suited for
the occasion.

“Hop on,” she trills cheerfully. Every
time I have ever mounted one of these
doctor scales it is obvious the patient
before me could not have weighed more
than 110 pounds. There follows a deliber-
ate, prolonged humiliation during which
the weights are slowly advanced along
their tracks almost to the end before bal-
ance is achieved.

“My shoes weigh at least five pounds
each, you know,” I always offer, feeling this
should be taken into account as a truer
indication of my poundage. I could be
wearing a full-length raccoon coat, pockets
loaded with enough lead weights to anchor
the QE2 and the results would be carefully
recorded in my chart. Technically, one
should be weighed in the buff. If nothing
else, the procedure would add interest to
an otherwise dull day at the office.

If an inaccuracy of this magnitude is
tolerated, the requisite recording of my
vitals that follows is subject to plus or mi-
nus 35 percent errors and are meaningless
except to satisfy blank places on the chart.

Technically, one should
be weighed in the buff.
If nothing else, the
procedure would add
interest to an otherwise
dull day at the office.

It seems under-the-tongue thermom-
eters are an anachronism. A hand-held
electronic probe is inserted three inches
into my ear, beeps once and immediately
withdrawn. I assume this is a rejection
because of the wax buildup, but Paisley
dutifully notes the 98.6 on my chart and
takes my blood pressure.

Blood pressure taken in an examina-
tion room automatically initiates the
white coat syndrome and elevates itself
to near fatal limits. I also believe if I
hold my breath, close my eyes and roll
my eyeballs upward in their sockets,
then focus on arbitrary numbers like
120 and 75, [ can achieve any reading I
please commensurate with my age. Or
better yet, some kid about 25 who has
matured in every way except for calling
everybody “Dude!” and wearing a base-
ball cap incorrectly.

Paisley smiles benignly at me. Were
the room to be suddenly bathed in
ultraviolet light, a little “thought bubble”
would appear over her head containing
the words “What a porker!” In any event,
Paisley is satisfied with my BP, thinking,
not bad for a geezer with one foot in.

She departs to fetch the doctor, tak-
ing my 2-inch thick folder with her lest
[ sneak a peak at my own records that I
couldn’t read anyway, written as they are
in Physicianese!

CDA JOURNAL, VOL 38, NO3

Modern medicine has streamlined the
whole medical appointment experience
to the point where the doctor is the last
person encountered. When [ was younger,
the next step would be the entrance of the
doctor, an older man radiating compas-
sion and wisdom, sort of like my grandfa-
ther, only richer.

In time (this is Doctor Time, dif-
ferent from Patient Time), the doctor
breezes in. A substantial part of my
wardrobe is older than he. He gets right
to the point, the meter is running.
“What's the matter with your knee?” he
asks. Well, duh! At $10 [ have to do my
own diagnosis?

“It hurts when I do this” I explain, flex-
ing my left leg gingerly.

“Then don’t do that.” His eyes grow
pensive. “How long?”

“Six weeks.” He palpates the joint
in a doctorly manner. “A stretched
ligament or tendon,” he says, conserving
unnecessary words as if texting me.
“Nothing to worry about. Take a while
to disappear. Couple of Advil or Aleve
are OK.

“But, I..." It is too late. Obviously,
administering extreme unction to my
knee is premature and the problem is too
intricate and inconsequential to warrant
recapitulating.

“You need a flu shot and a pneumonia
shot,” he states. “Take this form to the lab.
See you in two weeks.”

He’s out the door and [ am left sitting
on the crinkly paper-covered table, as my
list of assorted ailments flutters to the
floor. Left knee, CHECK.

What a nice man! Not once did he
mention the fact that at my age it would
be unrealistic to expect anything less than
yard-long grocery list of physical woes.
Maybe I'll come back next fall after a sum-
mer of reckless hedonism. I should have a
list to reckon with by then.mmmm
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Dr. Bob

Aging Gracefu

ly
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and Other Indignities

My knees, unlike some of my
other body parts, had not
communicated with me for
more than eight decades.

= RobertE.
Horseman,

DDS

ILLUSTRATION
BY DAN HUBIG
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When I pay one of my infrequent
visits to my primary care guy, I make
certain to get my $10 co-payment’s worth
by saving up symptoms until I'm sure I
have enough to command his attention
for at least 10 minutes. These are carefully
recorded on a list [ bring with me.

My left knee has begun to hurt. My
knees, unlike some of my other body
parts, had not communicated with me
for more than eight decades. I compared
the ailing knee with its mate. Although
they are both the same age and appear to
be dimpled twins, the complainant had
taken on a life of its own, either refusing
to bend comfortably or threatening to flex
both ways without advance warning.

After six weeks of ignoring it, I finally
managed to accumulate a qualifying
number of unrelated complaints, includ-
ing a twinge in my right shoulder and
two suspicious spots on my right forearm

at least 4 microns in width. In addition,
an annoying extra trip to the bathroom
around 4:30 a.m. convinced me that

at least one or two of these symptoms
confirm the presence of a fatal disease re-
quiring surgical intervention immediately.
Time to shell out the $10 co-pay.

My instinctive distrust of general an-
esthesia was intensified by the probability
of the operating surgeon assigned to save
my life being revealed as a head case on the
verge of going postal from stress and fa-
tigue. “You need to make an appointment,”
[ told myself. I did — the following spring.

An overhead wide-angle shot of a
surgical amphitheater overflowing with
students and resident doctors form clearly
in my mind. Gathered from as far away as
Rochester, the assemblage leans forward in
hushed reverence to witness my surgeon’s
legendary expertise. I had just become

CONTINUES ON 209



When you want your practice sale done right.

Bette Robin,DDS,)D

Loma Linda Dental 83  Southwestern Law 95

Select Practice Services, Inc.
Dental Practice Sales and Transitions
877.377.6246 - www.BetteRobin.com
17482 Irvine Blvd., Ste E ¢ Tustin, CA 92780
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Improving Oral Health Globally




